
Heart failure specialty input Education Transitions AIM of this component in reducing heart failure readmissions

Acute 
assessment

Pre-admission pack – to confirm HF diagnosis
 Physical assessment (JVP, chest auscultation, peripheral oedema)

 Electrocardiogram

 Pathology (e.g. FBE, UEC; BNP reserved for selected patients with problems in diagnosis)

 Chest X-ray

  ECHO (to determine a working diagnosis).  
Done urgently if there is: 
1.  Acute shortness of breath without definite cause – exclude HF 
2.  Severe HF – 1st presentation without rapid response to therapy 
3.  Severe HF with hypotension 

Results to guide clinical stratification to determine: 

 early cardiology consult / HF specialty input 

 initial interventions to manage symptoms

 transition decisions

Patient /carer understands:
 Initial findings

  Next steps and follow-up plan – inpatient admission  
or discharge from the ED to GP or HF HIP program  

  Clinical handover for patients being admitted to: 
—  inpatient admitting unit 
—   HF HIP programs – for patients with confirmed heart  

failure needing inpatient review and follow-up

  Clinical handover for patients being discharged from ED 
—  GP 
—   community support services (e.g. Aged Care  

Assessment Services,  Royal District Nursing Service)

  —   consider actions outlined in discharge planning  
component, below

•  Timely access to diagnostic tools such as  
echo and comprehensive pathology to aid  
in early diagnosis 

•  Educate staff – nurses, junior and senior emergency 
department (ED) staff in heart failure (HF) diagnostics 
and early management strategies

•  Provide clear discharge pathways from ED,  
such as rapid echo service, clinic review within  
7 days, use of HF HIP for diuresing patients 

•  Ensure that the patient/carer understands their 
diagnosis (and follow-up plan if discharged) 

•  If discharged, provide GP with useful information  
to guide ongoing management  

Inpatient 
(Admitting units)

– General medicine

– Cardiology

– Heart failure 

– Other 

Multidisciplinary HF specialty team* offer a HF service consult (within 24-48hrs)
 Diagnosis – further investigations if needed to confirm diagnosis

  Assessment and risk stratification – clinical and comorbid complexities  
and psychosocial issues to determine readmission risk

  Treatment – according to clinical guidelines and tailored according to risk  
(informed by pre-admission pack findings)

  Education – diagnosis and treatment options, care pathways and self-management goals 

  Post-discharge support/referrals – includes HF exercise programs, HF HIP programs, 
consider early palliative care referral  

Patient /carer understands:
 Diagnosis and treatment options

 Care pathways 

  Self-management goals and their importance in  
preventing readmissions

  Their HF point of contact for advice post-discharge  
(often the HF nurse)

 Clinical handover between units and specialties • Ensure specialist HF input has been accessed
•  Where possible, colocate HF patients within the  

hospital to aid in better day-to-day care and  
facilitate consistent patient education   

•  Refer early to a HF nurse to initiate education  
of patient and family

•  Ensure clarity about inpatient goals, to achieve a 
successful discharge (e.g. achieving euvolemic 
weight, renal function, treatment of anaemia and 
managing comorbidities) 

•  Provide confirmation of diagnosis where necessary

•  Ensure medical therapies are evidence based  
and that a plan for further optimisation is 
communicated to transition care teams

•  Complete diagnostic investigations or procedures  
that are not readily obtained in the community

•  Assess by allied health (e.g. by a social worker,  
Aged Care Assessment Services, an occupational 
therapist, a physiotherapist, a dietician)

•  Review and optimise medications by a pharmacist
•  Educate about the importance of self-management 

and prevention of readmissions

Discharge 
planning  

Commences at the  
time of admission 

 Managing unit and specialist identified for outpatient follow-up and review  

  Strategies are in place to reduce unplanned readmissions to ED, such as rapid  
access to specialist advice and expertise

 HF nurse available for phone calls/email during business hours

Patient /carer understands:
 HF action plan (euvolemic/dry weight, fluid, salt)

 Medications

  Recognition of worsening symptoms and their management  
– patient action plan 

  The importance of attending all follow up appointments  
made for them (GP, clinics, community, bloods, echo)

Where possible ALL appointments are to be made before the patient 
leaves hospital. Avoid sending out appointments later or expecting  
the patient to organise it themselves.

Patient 
 HF action plan finalised 

 Medication consultation 

 GP follow-up booked

  Home-based visit (or phone 
call) by HF nurse arranged 
within 2-3 days postdischarge

 Discharge summary provided 

Health Service 
  Discharge summary complete, 

and provided to the GP and 
patient

  Succinct action-based HF 
care plan included in summary 
(e.g. GP to increase drug A to  
x mg in the next 2 weeks if 
renal function stable)

  MDT follow-up arranged 
within 7 days for clinic review

• Set discharge goals early
•  Identify which health professionals are necessary  

for MDT care and make the appropriate referrals 
•  Ensure that everyone knows the discharge pathways 

(e.g. HF clinic, echo appointments, HF nurse  
specialist for home review, palliative care)

•  Improve communication so that patient, carers  
and community-based care teams have the  
necessary information required to be involved 
effectively in patient care – for example, ensure  
that the team members: 
—   are informed of inpatient results and the  

ongoing plan

—   are aware of who is involved with the care of the 
patient in the community, their expected role 
and how to contact each other to ensure ongoing 
collaborative care

—   have a copy of the individualised HF action plan 
that encourages maintenance behaviours and 
guides appropriate GP and HF team review

•  Ensure that the patient and carer know what  
is going to happen and have agreed to it

Sub-acute 

– Medical 

– Psychosocial

 Monitoring and review to achieve HF optimisation 

 Revise plan as patient requirements change 

  Provide timely medical review and specialist input as required, particularly  
where there is an exacerbation of symptoms 

Patient follow up
 Patient self-management reviewed 

  Support areas are identified and addressed, and relevant  
services are engaged

 Ensure the plan is working and meeting patient needs

 Regular review with their GP

MDT support
  Outpatient – HF clinic, 

cardiology, general medicine 

  Home-based transitional 
support (HIP, HF nurse, 
transitional coach, 
telemedicine) 

  Community health services

  

  Other – HF exercise program, 
timely referral to palliative care 

  Refer to local government 
aged care and support services 
to provide assistance with 
activities of daily living

  Regular GP review

Reinforcing the above:
•  having a diuretic action plan that has been developed 

in collaboration with the patient’s cardiologist
•  providing access to a phone-advice HF nurse
•  ensure a rapid pathway to obtain HF expertise  

and advice 
•  encouraging behaviours that will contribute to 

maintenance of health and wellbeing

•  having processes (and the appropriate skill mix) in 
place to ensure early identification of decompensated 
HF suitable for management in the community 

•  having a plan that includes who and how to manage 
early deterioration (including how to access a HF 
specialty team, if required)

•  having regular follow-up and review with the 
cardiologist and/or HF nurse as appropriate, with  
first contact made within 7 days postdischarge 
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Heart failure optimisation 

The pillars at work across the  
acute setting – the heart failure 
system redesign framework. 

Solution-based framework for addressing heart failure 
readmission rates across the various components of acute care. 

Action:
Use this framework as a guide when prioritising heart failure 
readmission interventions to ensure heart failure optimisation.

Heart Failure Toolkit  |  A targeted approach to reducing heart failure readmissions

PILLAR 01
Austin Health manages approximately 
70% of its heart failure patients through 
the General Medicine Department. 
Because of the routine introduction 
and turnover of new registrars, it was 
identified that there was scope to provide 
clear and consistent guidance around 
heart failure clinical workflow and 
management to decrease variation in care.

With input from its heart failure multi-
disciplinary care team and support 
from the hospital’s executive change 

management committee, Austin Health 
invested in the development and 
implementation of the Cerner Heart 
Failure Care set to:
•  improve evidence-based best  

practice for heart failure 
• standardise care
•  streamline the referrals to other  

services that the hospital offers  
to heart failure patients. 

Once a patient is admitted with heart 
failure, the physician is able to click on 

the heart failure care set offered through 
its Patient Management System (Cerner). 
This allows the clinician to select from 
a series of automated options, including 
nursing orders, medications, heart failure  
education material (and on which 
wards this can be found) and referrals to 
specialty care. The heart failure care set 
has been well received by clinicians and 
is transforming the way that heart failure  
is managed at the Austin.

Using Cerner Care to improve heart failure patient management   
Doug Johnson, Head of General Medicine and Infectious Diseases, Austin Health

Case 
Study

Our role with Monash Health  
Community means that we get the 
opportunity to visit heart failure patients 
in their homes, ideally within 3-4 days 
of discharge from hospital. What we’ve 
found is that this can sometimes be the 
first time that the patient and/or their 
families are truly receptive to receiving 
information about their condition.  
We start by talking through what they 

know about their time in hospital  
and their general understanding of the 
healthcare system. Their responses guide 
us in choosing the appropriate level of 
health literacy heart failure resource to 
use next. The two key resources we use 
are the Heart Foundation’s Living well 
with chronic heart failure and the Living 
everyday with my heart failure for those 
we feel have a lower health literacy.  

We work our way through the resource 
page by page, letting the patient 
summarise its content. We sometimes 
also refer to the Heart Failure Matters 
website,  which has some helpful narrated 
animations to help with our explanation. 
At the very end, if necessary, we revisit  
the action plan and make sure that it’s  
up to date and understood. 

PILLAR 02Implementing a stepped approach to delivering tailored heart failure patient education 
Ms Debra Gascard, Chronic Disease Nurse Practitioner, Monash Health Community, 
Monash Health

Case 
Study

Using the Cabrini Patient Cardiac Passport  
to support good care transitions  

Lauren Barker, Manager Malvern Allied Health 
and Ambulatory Services, Cabrini Health on 
behalf of the heart failure working group

Cabrini Hospital Malvern have developed 
the Cabrini Patient Cardiac Passport, 
which serves as a pocket-sized resource to 
ensure continuity of care once the patient 
leaves the hospital. It captures essential 
patient information, history, medications, 
investigations (date undertaken and the 
result), follow-up appointments and  
handy telephone numbers.

The passport is generated as part of  
the patient’s admission to the Cath Lab, 
short stay or the cardiac ward, and is the 
nursing staff’s responsibility to keep it 
updated and use it as a learning tool  
with the patient during their stay. 

It is the discharge nurse’s responsibility 
to ensure completion of the cardiac 
passport; this information is documented 
in the medical record. However, it does 
not negate the completion of the ‘nursing 
discharge summary’. At discharge, the 

patient is educated to keep their passport 
with them at all times; ensure it is updated 
with any changes in care or treatment;  
and present it in the event of any 
emergency presentations, GP and 
specialist consultations, or readmissions. 

Heart failure palliative care 
Vikki Hannah, Heart Failure Nurse,  
Northern Health

Northern Health’s heart failure (HF)  
care model supports patients through  
the HF journey, from early diagnosis to 
end-stage palliative care. 

Currently, Northern Hospital’s emergency 
department (ED) transfers end-stage  
HF patients to the Broadmeadows  
Health Service (BHS) palliative care or 
medical unit for symptom management. 
These patients and their carers find the  

ED experience stressful because of the  
busy environment. Our goal is to avoid ED 
presentation by having a referral pathway 
for HF patients that are identified as  
end-stage or palliative care. The proposed 
criteria for admissions to BHS medical and 
palliative care beds are patients that have:
•  more than three presentations to ED or 

admissions to hospital with HF in the 
past 6 months

• optimal treatment for end-stage HF
•  an advanced care plan/MOEPOA/

refusal of treatment plan in place
• not for CPR or intubation
•  an action plan for the HF, with clear 

treatment goals
•  patient/carer consent for ongoing  

care at BHS. 

To finalise the referral pathway criteria, 
work with several groups is ongoing, 
including a COPD nurse specialist; 
BHS nursing, medical and allied health 
teams; executive and palliative care 
teams; community palliative care; the ED; 
and cardiology, respiratory and general 
medicine clinicians. 

PILLAR 03Case 
Study Patient cardiac 

passport
In case of any medical emergency affecting holder, 
immediately telephone 000 and ask for the 
ambulance service

Please give to your GP at your next appointment.

Please carry this card with you at all times

Always take your drugs in their original containers 
on every visit to Doctor or hospital

BNP = brain natriuretic peptide;   
ED = emergency department;   
FBE = full blood examination;   
GP = general practitioner;   
HF = heart failure;   
JVP = jugular venous pressure;   
MDT = multidisciplinary team;   
HIP = health improvement program;   
UEC = urea, electrolytes, creatinine

*   HF cardiologist, general  
physician, HF nurse/nurse 
practitioner, dietician,  
pharmacist, physiotherapist
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