
Heart failure specialty input
The problem
The complex nature of heart failure patients – along with the pressures on health 
services – can mean that a patient admitted into hospital can be managed under 
multiple units and overseen by varying specialists. As a result, timely access to 
pathology and diagnostic tests, along with the application of evidence-based 
guidelines, can vary significantly among patients, which impacts on diagnosis  
and treatment pathways. 

Transitions  
The problem
Transitioning the patient out of the acute setting can present many challenges. 
Follow-up appointments with post-acute care providers and the timeliness of these 
appointments are key to ensuring a smooth transition for the patient. However, these 
appointments are not always confirmed before discharge. GP communication that 
includes succinct, clear instructions on what to do next is often lacking and/or lost  
among lengthy discharge summaries. Knowing what to do next, including where  
to turn to should there be an exacerbation, is crucial for post-acute care providers, 
patients and carers alike.  

Education
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Consider the following measures when addressing this pillar.

Before or within 2-3 days of discharge, confirm a patient’s understanding of:
•  their heart failure action plan to assist in identifying worsening symptoms  

and their management
• their medications and how to take them
• activities to maintain heart function (fluid restrictions) 
• their follow-up management, including GP appointments, clinics, bloods and echo.

The solution
When dealing with patients  
with heart failure:
•  work to understand a patient’s health 

literacy, and use this understanding 
to guide the delivery of heart failure 
education and resources 

•  use ‘teach back’ techniques to ensure 
the patient and/or carer understand 
key heart failure information before 
discharge and are able to apply these 
into action, including:

 –   activating a heart failure action  
plan for worsening symptoms

 –   implementing daily activities  
(daily weighs, exercise, fluid and  
salt restrictions)

 –   taking medications appropriately 
 –   managing their follow-up. 

To ensure consistent messaging:
•  build a suite of reliable heart failure 

education material and resources  
within your health service, and  
promote the use of these resources  
to all health professionals delivering 
heart failure education 

•  where possible, engage members of the 
heart failure specialty team to deliver 
heart failure patient education. 

The education safety net:
•  Ensure that an education and 

understanding ‘safety net’ is in place 
soon after discharge, which provides an 
opportunity to revisit key heart failure 
information. This could take place 
during the first clinic visit, in the patient’s 
home or as a follow-up phone call.  
Use this time as an opportunity to assess 
if the heart failure action plan is working 
and meeting the patient’s needs.

•  Consider establishing a set of patient 
core competencies to confirm that 
this information has been clearly 
understood. Building patients’ 
competency in self-management 
should be seen as a continuous  
process that begins in hospital,  
is reinforced in ambulatory care  
and is maintained in primary care.
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02The problem
is two-fold 

1. Patient and carer education and understanding
  The amount of new information and resources provided to patients and/or their 

carers during a heart failure admission can be overwhelming. While the delivery  
of heart failure patient education often takes place throughout their hospital stay,  
it can be challenging for patients to fully understand this information and apply it 
once discharged from hospital. This can leave patients unclear as to the next steps 
in their care and the plan of action should an exacerbation occur. 

2. The delivery of consistent evidence-based information by hospital staff  
  Bed-side nurse knowledge about heart failure education delivery and heart failure 

care can vary across health services and units. Patients with heart failure have 
reported a lack of, or inconsistent, messaging during some hospital stays.   

The solution
To ensure care that is equitable, timely 
and of high quality:

1.  Provide early heart failure specialty 
input by offering a Heart Failure 
Service within your hospital, which  
is made up of a multidisciplinary  
heart failure specialty teamb.

   a.  The use of this resource should  
be guided by an informed patient  
risk-stratification assessment,  
with outcomes linked to  
intervention strategies  
appropriate to a patient’s level  
of risk (Figure 3). This approach 
is the basis for facilitated care 
coordination programs such as  
the Health Independence Program 
(HIP) (Figure 4). 

The benefits 
Delivering consistent, tailored 
information in an environment  
when a patient is most receptive 
increases the likelihood of not  
only retaining this information,  
but translating it into action.

The Heart Foundation’s ‘Living well with  
chronic heart failure’ information sheets  
come in 17 different languages. 

What is chronic heart failure?

Chronic heart failure is an ongoing condition in which the heart muscle is weakened and can’t 

pump as well as it normally does. While it can be life-threatening, you can control the symptoms, 

avoid unnecessary hospital visits and live a longer, healthier life by taking charge of your condition 

and working in partnership with your healthcare team.

Symptoms of chronic heart failure

Common symptoms of chronic heart failure include shortness of breath, tiredness, weight gain 

and swelling of the ankles and/or belly. It is important to talk to your doctor or heart failure nurse 

about any new or worsening symptoms.

Living well with chronic heart failure  
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Turn this page over for a summary of your daily routine and advice

about when to seek medical attention.

The Heart Foundation’s ‘Living well with chronic heart failure’ booklet explains chronic heart failure 

and its management in more detail. It offers practical tips on controlling symptoms and managing fl uid 

balance, and answers some of the questions people with chronic heart failure often ask. It will help 

you to better understand your condition and its treatment, and can help guide your discussions with 

your healthcare team. To obtain a copy of this booklet, call the Heart Foundation on 1300 36 27 87.

How to manage chronic heart failure

The three main things you can do are:

1.  Take your medicines as prescribed. You may be prescribed a number of medicines.

If you feel your medicines are not working or are causing you problems, or you have any 

questions, talk to your doctor, heart failure nurse or pharmacist.

2.  Monitor and control your fl uid balance. This includes a daily routine of weighing yourself, 

controlling your fl uid intake, limiting your salt intake and taking medicines (diuretics) as prescribed.

3.  Make some long-term lifestyle changes. It is important to be smoke-free, limit caffeinated drinks 

and alcohol, enjoy healthy eating, be physically active and achieve and maintain a healthy

body weight. 

You may also be able to attend a specialised program that will help you manage your condition 

and avoid future hospital stays.

Living with chronic heart failure can be challenging, and it is normal to feel worried, sad or ‘down’ 

from time to time. However, if you are feeling sad or miserable most of the time you should talk to 

your doctor, as depression is a treatable condition that affects many people with chronic heart failure.  

Terms of use: This material has been developed for general information and educational purposes only. It does not constitute medical advice.  

Please consult your healthcare provider if you have, or suspect you have, a health problem. The information contained in this material has been 

independently researched and developed by the National Heart Foundation of Australia and is based on the available scientifi c evidence at the time 

of writing. It is not an endorsement of any organisation, product or service. Whilst care has been taken in preparing the content of this material, the 

National Heart Foundation of Australia and its employees cannot accept any liability, including for any loss or damage, resulting from the reliance on 

the content, or for its accuracy, currency and completeness. This material may be found in third parties’ programs or materials (including but not limited 

to show bags or advertising kits). This does not imply an endorsement or recommendation by the National Heart Foundation of Australia for such third 

parties’ organisations, products or services, including these parties’ materials or information. Any use of National Heart Foundation of Australia material 

by another person or organisation is done so at the user’s own risk. The entire contents of this material are subject to copyright protection.

For more information, refer to the source of this action plan—the Heart Foundation booklet ‘Living well with chronic heart failure’.

© 2008 National Heart Foundation of Australia. IS-346
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Chronic heart failure action plan 

Note: It is important that you develop an individualised action plan with your healthcare 

team that takes into account the severity of your heart failure, any other health problems 

you may also have, and your health care preferences.

• Weigh yourself and keep track of your weight.

•  Restrict your fl uid intake and salt intake as 

recommended by your doctor.

• Take your medicines as prescribed.

• Be physically active.

•  Remember to call for medical assistance when the 

need arises (see below). 

Every day:

• you gain or lose more than 2 kilograms over 2 days

•  you have worsening shortness of breath with your 

normal activities

• your heart is beating very quickly

• you are very dizzy, or you pass out (faint)

• your angina is getting worse

•  there is increased swelling in your ankles, 

legs or abdomen

• you are coughing a lot – especially at night

• you are generally feeling more tired or sad than usual.

Call your doctor 

or heart failure 

nurse as soon as 

possible if:

Call triple zero (000)* and ask for an ambulance if: 

You suddenly have severe shortness of breath, or you are experiencing new ‘blackouts’

*If calling 000 does not work on your mobile phone, try 112. 

• Immediately stop and rest.

•  If rest alone does not bring rapid or effective relief, 

take a dose of your angina medicine

•  If the angina is not relieved within 5 minutes, take 

another dose of your angina medicine

•  If the angina is not completely relieved within 10 

minutes of onset by rest and medicine OR is severe OR 

gets worse quickly, this is an emergency. Get help fast. 

Call triple zero (000)* and ask for an ambulance. 

Don’t hang up. Wait for advice from the 000 operator.  

When you 

have angina:

* If calling 000 does not 

work on your mobile 

phone, try 112.  
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1 Living every day with my heart failure

Heart Information

Living every day with 

my heart failure

Living well with  

heart failure
Information to help you feel better

The Heart Foundation produces several 
resources to support the education and 
management of patients living with heart failure. 
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The benefits  
– why offer a service? 
A service 
•  provides a consistent approach to 

managing the heart failure patient 
according to best-practice guidelines

•  builds collaboration, knowledge 
sharing and training opportunities 
among specialty groups

•  allows a means to track the 
whereabouts of all heart failure 
patients across all admitting units

•  ensures consistency of
 –   diagnosis and treatment 

interventions – appropriate 
pathways

 –   patient and carer education 
 –   management during subsequent 

admissions
 –   access to post-discharge support 

and referrals, including early 
palliative care

 –   systems for reducing readmissions.

b   Aim for a dedicated specialty heart failure team that is based on a cardiology ward and  
provides consulting services throughout the hospital. The service finds and follows the patient. 
Members should include a heart failure cardiologist, a general physician a heart failure nurse  
or nurse practitioner (as the first point of contact), a dietician, a pharmacist and a physiotherapist.

Figure 3: Stratifying patients into  
Clinical, Social and Behavioural  
risk levels directs the use of finite 
resources24 

Consider the following measures when addressing this pillar:

•  A heart failure service consult is to take place within 24-48 hours of  
admission regardless of where the patient has been admitted.

•  There is medication reconciliation within 24-48 hours.
•  A heart failure cardiologist or a heart failure nurse is available for inpatient  

consultations Monday to Friday.

Figure 4: Health Independence Program service delivery pyramid25
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Level 1
People with chronic diseases and complex needs who frequently  
use hospitals and meet the HARP eligibility screen

Level 2
People with chronic diseases and complex needs who  
use hospital or are at risk of hospitalisation and meet  
the HARP screen

Intensive care coordination
• Care across the continuum
•  Tertiary and secondary 

prevention
•  Enrolled patient population
•  Comprehensive assessment 

and care planning
•  Specialist medical and  

GP management 

•  24-hour advice
•  Additional services where 

appropriate
•  Self-management approach
•  Comprehensive hospital 

discharge planning

Level 3
People with chronic diseases and/or complex needs 
who can be managed in the community
• Early Intervention in Chronic Disease (EICD)
• Diabetes Self-Management (DSM)

Level 4
Whole-population health  
promotion services
• ‘Go for your life’ program

Usual Care
• GP Care
• Self-management programs
• Access to mainstream community services
• Generic telephone advice

Primary prevention
For example: obesity reduction,  
smoking cessation, health promotion

The solution
Enhance transitional care by:
•   ensuring patients undergo an efficacious discharge where

 –   a heart failure action plan is finalised

 –   medication reconciliation is undertaken

 –   home-based visit (or phone call) is booked

 –   a discharge summary is provided to the patient

•  ensuring systems are in place to formalise the relationship with post-acute  
care providers whereby

 –   a GP follow-up appointment is booked

 –   a discharge summary is complete and received by the GP, which  
contains a succinct action-based heart failure care plan to guide the  
health professional’s next steps

 –   mechanisms are in place to better support general practice in the care  
of the heart failure patient (e.g. through education and rapid access to heart  
failure advice and expertise)

 –   hand-over to post-discharge care professionals, including the enrolment in  
post-discharge multidisciplinary management programs, has been confirmed

 –   timely and appropriate access to palliative care services have been considered

 –   referrals to local government aged care and support services are in place

 –   if relevant, the need for support service for a patient’s carer has been  
assessed and appropriate links to support services are in place. 

The benefits
Successful discharge planning, resulting in a smooth transition out of hospital,  
is crucial to ensure the patient stays healthier in the community for longer.  
Having the right support mechanisms in place before discharge safeguards  
the patient against potentially avoidable readmissions. 

Consider the following measures when addressing this pillar:

• medication reconciliation on discharge 
•  home-based visit (or phone call) by heart failure nurse arranged within  

2-3 days post discharge
• heart failure action plan finalised 
•  access to rapid heart failure specialist review should be made available to  

GPs to reduce dependence on emergency departments. 

The literature has repeatedly 
demonstrated the value of 
comprehensive discharge planning  
on decreasing readmissions and 
lowering overall cost per patient.26
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