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Recommendations

1. That the federal government partner with the Canadian Cardiovascular Society
(CCS) to develop and activate a national heart failure strategy.
2. That the federal government invest in awareness, education, and access to

defibrillators to mitigate the effects of cardiac arrest.
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Recommendation # 1: That the federal government
partner with the CCS to develop and activate a national
heart failure strategy

Background

The Canadian Cardiovascular Society (CCS) has observed worrying increases in the burden of heart
disease and the cost to taxpayers in Canada. Before the COVID-19 pandemic, the economic burden
was expected to reach $28.3 billion annually, including more than $2.8 billion (or 1% of Canada’s GDP)
related to heart failure (HF).2?3 The pandemic has measurably increased these costs as waitlists for
non-elective cardiac procedures have grown, and patients awaiting postponed procedures have
become more gravely ill. Even before financial pressures were exacerbated by the pandemic, the cost
of heart disease was projected to steadily increase as risk factors for disease become more prevalent

within the Canadian population,* and as seniors make up a larger proportion of the population.®

In addition, the thousands of patients who have experienced severe delays are now presenting for
cardiac care in far worse health than if their heart conditions were treated sooner. This is particularly
concerning for Canada’s most vulnerable populations — those who are geographically, racially, and/or
socially marginalized — who have higher rates of heart disease and tend to experience worse

outcomes.® Some specific examples of disparities in care and patient outcomes include the following:

1. The quality and consistency of services varies across Canada; the city and province in which you
receive treatment can result in up to a three-fold difference in cardiac mortality.”

2. The elderly population is most likely to benefit from receiving recommended therapies and
procedures, but often least likely to receive the care they need.?

3. Indigenous Peoples (First Nations, Inuit and Métis) have higher heart disease rates than the general
Canadian population and are more likely to die as a result.®

4. Substantial sex differences exist in treatment and outcomes; women who suffered a heart attack

are 30% more likely to die than men and the disparity is greater in younger women.©
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5. Individuals of lower sociodemographic status are less likely to receive cardiac surgery following a

heart attack, and more likely to be readmitted to hospital.!

The importance of addressing health disparities, particularly among marginalized groups, is
reinforced by a report from the Public Health Agency of Canada (PHAC) who have stated: “[...] health
disparities threaten the cohesiveness of community and society, challenge the sustainability of the
health system and have an impact on the economy. These consequences are avoidable and can be

successfully addressed” (p. 3).1?

Already, heart disease is a leading cause of death and disability among Canadians,'®'* and premature
death for women.® In fact, about 2.4 million (1 in 12) Canadian adults aged 20 years and older are
living with ischemic heart disease, and another 669,600 (3.6%) Canadian adults aged 40 years and
older are living with chronic HF.® Additionally, 92,900 Canadian adults receive a new HF diagnosis
annually. For Canadians 65 and older, it is the second leading cause of hospital admissions and the fifth
leading cause of medical admissions overall. It is also estimated that 25 to 50% of HF patients return to

hospital within 30 days of being discharged.?

For these reasons, we recommend that the federal government partner with the CCS to develop and

activate a national heart failure strategy.

Our plan

Barriers to evidence-based HF care in Canada have already been cited in the literature. This includes
disparities in access to and management of appropriate HF care which may exacerbated among
geographically, culturally, and socially marginalized groups.1”181%20 There are also inequities in access
to HF treatments based on timing and degree of public coverage that vary among Canadian provinces
and territories. As the national professional association that represents cardiovascular specialists
across the country, the CCS is well-positioned to develop a comprehensive HF strategy that addresses

gaps, barriers, and inequities in HF care across Canada.
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Our work will be guided by the Knowledge-To-Action (KTA) Framework to facilitate sustainable,

evidence-based delivery of HF care.?! Our work will address patient, provider, and system-level

barriers to best-practices in care with the goal of enabling equitable access to high-quality HF care for

Canadians. Table 1 outlines the steps we plan to take to accomplish this.

Table 1. KTA steps and processes to developing and activating a national HF strategy

KTA Step

Process / Action Steps

1.

Identify and scope the
problem: the absence of

a national HF strategy

Examine barriers to implementation of evidence-based HF

care in Canada.

Identify, review, and
select the knowledge or
research relevant to the
problem (e.g., practice
guidelines or research

findings)

Review literature to examine research on gaps, barriers,
and facilitators to evidence-based care.

National, bilingual needs assessment survey (cardiologists,
family physicians, cardiology sub-specialists, internal
medicine physicians, emergency physicians, etc.).

Assess feasibility of measurement and reporting of HF

quality indicators.

Adapt the identified
knowledge or research

to local context

Select HF themes of care informed by needs assessment,
care gaps, strength of recommendations, feasibility to
produced desired outcome(s).

Identify tools, educational interventions, delivery
mechanisms, and system-changes to achieved desired
outcome(s)

Develop tailored 3-to-5-year KTA strategy

Assess barriers to using

the knowledge

List barriers, facilitators and interventions based on

relevant research (#2) and adaptations (#3)
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5. Select, tailor, and - List patient, provider, and system strategies as solutions to

implement interventions address relevant research (#2), adaptations (#3), and
to promote the use of barriers (#4).

knowledge (i.e., - Implement strategies informed by Pathman’s Proceed
implement the change) model.

- Develop and disseminate corresponding communications to

relevant stakeholder(s).

6. Monitor knowledge use - Identify metrics and assess knowledge, confidence, and
intentions to change using mixed-methods.

- lteratively update tools, materials, and communications.

7. Evaluate the outcomes - Longer term, data-driven outcomes; RCT-type study;
of using the knowledge measure quality indicator change over time (Dixon-

Kirkpatrick).

8. Sustain ongoing - Iteratively update tools and program materials.
knowledge use - Implement new best-practice recommendations as needed.
- Refine full KTA strategy informed by new needs and

evidence.

The CCS is already beginning to define and scope 3-5-year deliverables and associated costs.
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Recommendation #2: That the federal government
invest in awareness, education, and access to
defibrillators to mitigate the effects of cardiac arrest

The CCS supports the Heart and Stroke Foundation’s (HSF) call for funds to mitigate the effects of

cardiac arrest by:

- Investing in a public engagement campaign to raise awareness and build knowledge and
capacity about the life-saving potential of performing CPR and using a defibrillator;

- Expanding access to defibrillators in areas under federal jurisdiction including emergency and
RCMP vehicles, commercial aircraft, trains, and water vessels;

- Respectfully engaging with Indigenous organizations and leaders to facilitate discussions on
cardiac arrest rates among Indigenous Peoples with the goal of improving resuscitation
outcomes; and

- Investing in public education.

Additionally, universal access to automated external defibrillators (AEDs) is required beyond what’s
available in federal and provincial buildings — access in public buildings is another key gap.
Standardization in laws, policy, and messaging across the country is needed. While networks are now

in place to begin to address this, federal support is needed to expand capacity and reach.
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Conclusion

The CCS would be pleased to partner with the federal government to develop and activate a national
HF strategy. We also support federal investments in awareness, education, and access to defibrillators.
As the federal government implements its COVID-19 recovery plan for jobs, growth, and resilience,
there is no doubt that these efforts will address inequities perpetuated by the pandemic and offer

numerous socio-economic benefits.
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About Us

The Canadian Cardiovascular Society (CCS) is the national, non-profit professional organization that
represents more than 2,500 cardiologists, cardiac surgeons, and scientists across Canada. Established

in 1947, the CCS supports heart care specialists by setting national standards, sharing knowledge, and
informing policy. For more information, visit www.ccs.ca.
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