
Background

Methods

Results

Grampians Heath is a large regional Health service in Victoria, with a disproportionally large burden of Heart Failure admiss ions, and 

no existing Heart Failure care pathway. A new patient-centred, evidence-based model of care was introduced in conjunction with the 

Safer Care Victoria Heart Failure Collaborative and Cardiovascular Nurse Ambassador programs.
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Conclusions

• Collaboration during model of care design and implementation has strengthened 

partnerships with internal and external services, such as Hospital in the home, 

HARP and Ballarat Community Health, who perform a vital role in the extended 

Grampians Health Heart Failure team.

• Challenges included the paper-based medical records system, and worsening GP 

access, which remains a barrier to continuity of care.

• Next steps include readmissions and process data to evaluate the model of care 

impact on hospital readmissions, length of stay and quality of life measures.
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The new Model of Care was based upon the Heart Foundation’s “Five steps to a Safe 

Heart Failure Discharge’1. The following interventions were implemented to establish 

and sustain the new model of care:

• A new Heart Failure model of care has been implemented, including some regional sites: 

Over 10 months, 70% of the 185 inpatients seen have received all 5 steps. 

• Significantly expanded HARP and two new Heart Failure Cardiac Rehabilitation services 

to support the large increase in referrals.

• A new Heart Failure Cardiac Rehabilitation Nurse Practitioner role. This extends the 

capacity of the Heart Failure Clinic, by providing weekly assessment & medication 

titration, and rapid access to the HF consult team. 

• There has been positive consumer feedback regarding the increased education and 

support provided, with many clients utilising the Heart Failure HELP for assistance.
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Figure 1: Heart Failure Inpatient and Discharge Planning Checklist 


