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Heart Failure 
♥ In 2022 144,000 people over 18years of age reported 

having Heart Failure.1

♥ In 2020-2021 there were 179,000 Heart Failure 
hospitalisations representing 1.5% of all 

hospitalisations in Australia.2

1. Heart, Stroke & Vascular Disease (2024) AIHW
2. Heart failure & cardiomyopathy (2024) AIHW



Heart Failure hospitalisation rates, principal and/or 
additional diagnosis, by sex 2000-01 to 2020-20212

2. Heart failure & cardiomyopathy (2024) AIHW



Grampians 
Health Ballarat

Victorian Risk 
Adjusted 
Averages5

30-day all-cause 
readmission 
rates

22.6% 16.1%

30-day all-cause 
mortality rates 

6.8% 4.9%

Grampians Health Services 
Ballarat

Data from 2021-2022 where Heart Failure was 
the primary diagnosis

Catchment population of 
250,000 people3

Average length of stay:

- Grampians Health Ballarat: 9 days

- Nationwide for Australia: 6.6 days4 

3. About the GPHU (2024) GHB
4. Sindone et al (2024) Heart Lung Circ
5. HF Collab (2022) SCV



The Spark

♥ Heart Failure 
Collaborative

♥ Cardiovascular 
Nurse Ambassador 

program

The Heart Foundations ‘Five Steps to a 
Safe Heart Failure Discharge’ 6

1. Provide education on the symptoms of heart failure.

♥ Highlight to your patient and their support person the symptoms that brought them to the hospital (fatigue, 
reduced ability to engage in activity, limb or stomach swelling, palpitations, weight change, cough, shortness 
of breath, inability to sleep when lying flat, or needing to sleep sitting upright).

♥ Explain why these symptoms have worsened, and the need to monitor symptoms daily.

2. Provide a written action plan and discuss when to seek help.

♥ Give patients the The Living Well With Heart Failure booklet. It includes action plans for ‘my emergency plan’ 
and ‘things to do every day’. Discuss action plans with patients and their support person.

♥ Emphasise that early medical review when symptoms worsen can help to keep them out of hospital, or 
reduce the amount of time needed in hospital.

♥ Discuss and confirm with the patient and their support person who they would call if their symptoms worsen 
(GP, community nurse, Triple Zero 000).

3. Promote medicine adherence and ensure that the patient understands their 
medicine plan.

♥ Ensure the patient has an up to date medicine list and is aware of any new medicines or changed doses.
♥ Explain that medicines are vital every day to maintain a healthy heart and symptoms. Medicines must not be 

stopped without consultation with their doctor. Promote the community pharmacist as a supporting resource 
in medicine management.

4. Organise medical review by a health professional within seven days of 
discharge.

♥ Assist the patient and/or support person to make a follow up appointment with their regular GP or hospital 
doctor before discharge

♥ Ask the patient to bring all their hospital paperwork and medicines to their follow up appointment.
♥ Give the patient and support person the ward number and contact details in case the discharge summary 

does not reach the GP in time.

5. Emphasise the importance of cardiac rehabilitation, and physical activity and 
community chronic disease management programs. 

♥ Promote attendance at an exercise program and explain how physical activity improves heart, mind and 
overall health and wellbeing.

♥ Facilitate a referral to cardiac rehabilitation, or community-based exercise group run by an exercise 
professional.

♥ Chronic disease management programs and heart failure outreach programs improve quality of life and 
reduce hospital readmission. Ensure patients are enrolled before discharge. Do they require referral for 
additional psychosocial support or management of other conditions (Health Independence Program (HIP), 
Hospital Admission Risk Program (HARP))?

6. HF Tools & Resources (2021) Heart Foundation



Model of Care

Create a Multidisciplinary 
Consult Team.

Consisting of:

♥ Heart Failure Nurse 
Practitioner

♥ Advanced Trainee in 
General Medicine rotating 
through Cardiology

♥ Heart Failure Pharmacist

Implement the Heart 
Foundations ‘Five Steps to a 

Safe Heart Failure 
Discharge’.

Increase the prescribing of 
guideline directed 

medication therapy (GDMT) 
for heart failure with reduced 

ejection fraction (HFrEF) 
patients on discharge.



Outline
Patients admitted from February to December 2022 with signs and symptoms of Heart Failure 

are consulted by the Multidisciplinary Consult Team.

♥ Care & medication optimization recommendations are made by the Multidisciplinary 
Heart Failure Consult Team.

♥ Education as an inpatient.

♥ Mandatory referrals to HARP and Cardiac Rehabilitation.

♥ Patients are called within 48hours of discharge by the HF Nurse and medical review is 
organised within 7 days of discharge.

♥ Patients are given access to the Heart Failure urgent symptom review & HELP line.



Guideline Directed Medication Therapy (GDMT)

♥ Angiotensin-converting enzyme inhibitors (ACEi)/ 
angiotensin receptor blockers (ARB)/ angiotensin 
receptor-neprilysin inhibitor (ARNI).

♥ Beta blockers (BB).

♥ Mineralocorticoid receptor antagonist (MRA).

♥ Sodium-glucose cotransporter-2 inhibitors (SGLT2i).



Heart Failure Inpatient and Discharge Planning Checklist



7. Bhatt et al (2023) JACC



Demographics

Grampians 
Health Ballarat 
(n=185)

Grampians 
Health Ballarat, 
HFrEF (n=112)

IMPLEMENT HF 
Intervention arm 
(n=107)7

IMPLEMENT HF 
usual care arm 
(n=145)7

Mean Age 73 72 70 69

Female 76 (41%) 34 (40%) 37 (35%) 48 (33%)

Across the Grampians Health Ballarat cohort:
      Current Smokers: 33/185 (18%)                                     Ex-smokers: 72/185 (39%)

Common Comorbidities

Hypertension 102 (55%) 61 (55%) 93 (87%) 112 (77%)

Ischemic Heart 
Disease

81 (44%) 59 (53%) 51 (48%) 71 (49%)

Atrial Fibrillation 89 (48%) 51 (46%) 34 (32%) 53 (37%)

Diabetes 74 (40%) 42 (38%) 40 (47%) 56 (39%)

From February to December 2022, 185 patients were admitted to Grampians Health Ballarat with Heart 
Failure signs and symptoms. 112 of these patients had a history of HFrEF.

7. Bhatt et al (2023) JACC



Success of implementing the Five Steps
♥ Completing the Heart Foundations ‘Five Steps to a Safe Heart 

Failure Discharge’.
♥ 70% of patients received all five steps.
♥ 83% of patients received the remaining four steps when we 

removed the ‘access to a medical review within 7 days of 
discharge’.

♥ Increased referrals to HARP and Cardiac Rehab.

♥ Creation of the GH at Home Heart Failure pathway.

♥ Median length of stay was 7 days. 



Medication Prescription on Discharge (n=112)



Medication Prescription on Discharge (n=112)



Key Points

♥The multi-disciplinary model of care demonstrated high levels 
of GDMT engagement.

♥Modest changes were seen in readmission rates.

♥ Increased engagement with Hospital in the Home program. 

♥Limitations on the long-term sustainability of the design of the 
model of care.





Questions 



Thank you

grampianshealth.org.au
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