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1. Top five things you need to know

Discharge from hospital after an acute heart failure 
(HF) episode marks the beginning of care, not the 
end. HF is a lifelong condition; appropriate follow-up 
after discharge is critical to improve patient symptoms, 
quality of life and survival.1 

Many patients leave the hospital with high levels of 
need, even when judged fit to go home by physicians.2 3 

Transition from hospital to community settings is thus 
a vulnerable period4-6 where patients are at risk of 
administrative errors, data loss and generally ‘falling though 
the gaps’ as they withdraw from close medical supervision.

People leaving hospital after an acute HF episode remain 
at high risk of hospital readmission and death.6 The three 
months following discharge from an acute HF episode 
are recognised as a peak period for rehospitalisations,5 7 8 
with a higher risk of mortality than during hospitalisation.9 

Every patient leaving hospital should have a personalised 
discharge plan and be followed-up by a specialist within 
two weeks. This process should take a multidisciplinary 
approach to the person’s clinical and other needs, and it must 
ensure plans are in place for appropriate follow-up, monitoring 
and care.

Discharge planning must be individualised to each 
individual’s clinical and personal circumstances – including 
their wishes and preferences. Consideration of their social 
and family circumstances and psychological wellbeing 
are paramount to ensure they can adapt to the demands 
of treatment, modifying self-behaviours and monitoring.
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There is clear evidence of the effectiveness and benefits 
of multidisciplinary and integrated models in discharge 
from hospital: 

•	 Leading models of discharge with close patient involvement demonstrate reduced length 
of hospital stay (i.e. expedited discharge) without compromising patient safety.20 

•	 By supporting integration of care, optimising use of resources and improving patient 
outcomes, effective discharge planning may lead to reduced costs.11 

•	 Ensuring follow-on appointments in the first week or month after discharge reduces 
the risk of hospital readmission.21 Patients with an outpatient follow-up appointment 
scheduled upon hospital discharge have lower readmission rates than those who do not 
have this follow-up.22 

•	 HF specialist nurses are central to effective hospital discharge,20 and pharmacist‑led 
medicines reconciliation reduces emergency visits,23 showing the importance 
of multidisciplinary working in successful hospital discharge.

Preventing hospital readmission should be a key goal 
at discharge
When a person is discharged from hospital after an acute HF episode, a key goal should be 
to prevent a repeat admission. Recurrent hospitalisations are a serious event and contribute 
to decreased survival.10 Rates of hospital readmission are about 25% within a month 
of discharge after a first episode of acute HF,11 rising to 50% in the first six months.7 12-14 
The risk of death is also highest in the early period after discharge:15 mortality in the first 
two to three months after hospital discharge is around 7–11%.16 

Transitions of care from hospital to home 
are a vulnerable period for people with HF
During the transition from hospital to community setting, a multidisciplinary assessment 
of the individual’s condition is critical. Patients may leave the hospital with high levels of 
need as serious symptoms may not be well controlled, even when they are judged fit to 
go home by hospital physicians.2 3 For example, up to a quarter of patients still experience 
both pulmonary oedema (breathlessness) and peripheral oedema (swelling of the limbs) 
at discharge.17

Disruption and errors in care are common during 
transition from hospital
Transition from the hospital setting also carries numerous risks for the quality of care: 
information can be lost, contact between patients and healthcare professionals broken, 
and care and treatment unnecessarily delayed or discontinued.6 The consequences for 
patients can be significant. For example, up to 70% of patients experience an unintentional 
change in their medication during major transitions,18 and between 5% and 8% of unplanned 
hospital admissions can be directly attributed to medication issues.19

Stabilisation following discharge may take days, 
weeks or even months
There are major limitations to what can be achieved in the inpatient setting when treating 
an acute episode of HF.16 Close care and supervision should extend into the days, weeks 
and potentially months after the patient leaves the hospital.1 4 This highlights the need 
for seamless transitions of care from hospital discharge onwards.

2. What is the issue? 3. Evidence of effectiveness
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4. What is good practice?

Patients hospitalised for HF should have a personalised 
discharge plan
According to the UK National Institute for Health and Care Excellence guidelines,24 
the following key factors should be ensured in a quality discharge plan:

•	 Patients should only be discharged from hospital when they are stable 
and their management plan is optimised.

•	 Timing of discharge should consider the wishes of both patient and carer, 
and the level of care and support available in the community.

•	 Patients should be given clear information as to how they can access advice 
and follow-up care. 

•	 Every effort should be made to inform the primary care team, patient and carer.

Discharge planning should be initiated 
as soon as possible
Preparing for discharge is a recognised phase of inpatient care.11 Ideally, discharge 
planning should be initiated as soon as the patient’s condition is stable.1 4 It should ensure 
a seamless transition from inpatient to outpatient or primary care. This includes sharing 
appropriate information between professionals in different care settings, and putting steps 
in place to enable continuous monitoring and adjustments of treatment, so patients are 
supported in adhering to their medication and initiating lifestyle adjustments.25 

Patients should be actively involved in setting 
discharge and care goals
The transition from hospital care can be challenging for people with HF. Patients 
and clinicians should work together in setting goals, taking full account of the patient’s 
preferences, existing healthcare resources and the risk of adverse outcomes.9 26 

Structured discussions may also help determine each patient’s knowledge, health literacy 
and available support networks.11 20 It is vital to engage patients, their carers and families 
to ensure a sound understanding of the patient’s needs and discharge plan after they have 
left the close supervision of the hospital.

Preparing patients to manage and adapt to life with HF 
is essential
A key goal of discharge planning should be to help prepare patients and their families 
for the journey ahead by enhancing their knowledge, skills and confidence to manage 
care, navigate the healthcare system, and know when and how to seek help.27 Therapeutic 
education should be offered to all patients, initiated in hospital and structured around 
a well-organised follow-up model.1 6

Patients should always have a clear follow-up 
schedule when they leave hospital
Patients need clear points of contact when leaving the hospital to ensure they do not feel 
‘lost’ or unsupported after discharge.11

Efficient communication across settings is vital
Communication, referral and data-sharing protocols between different care settings 
are important to support discharge planning and transitional care.6 Primary and 
secondary care teams need to share results from investigations and ensure information 
– for example, on patients’ progress or change in situation – is communicated across 
the entire care team. This can be done via shared databases, standardised electronic 
records or patient‑held alert cards.29

What should follow-up include?
According to guidelines,1 4 24 28 at point of discharge, in-hospital healthcare professionals 
should:

•	 plan follow-up with a review from the GP or primary care team, ideally within seven 
to ten days of discharge, or three days in cases of severe HF

•	 schedule a visit to the hospital HF team within two weeks of discharge
•	 refer patients to, or enrol them in, disease management programmes

6 7
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5. Involving a multidisciplinary team

A wide range of healthcare professionals should 
be involved in effective discharge planning.

 
Role Patient Specialist physician 

(usually cardiologist 
or internal medicine 
specialist) 

In-hospital 
HF specialist nurse

Primary care 
physician

Primary care  
nurse

Pharmacist Carers and family

Responsibilities

Patients need to be 
involved in decisions 
about their discharge 
and follow-up.1 They 
will have a crucial role 
in the management of 
their condition,11 so they 
need to understand their 
condition and necessary 
behaviour changes from 
early on.

Specialists (ideally an 
HF specialist cardiologist) 
should see the patient 
within two weeks of 
discharge, or liaise 
with the member of the 
cardiology team who 
sees the patient.1

In-hospital cardiology 
nurses have a vital 
role in acute HF care – 
for example, monitoring 
changes in signs and 
symptoms,30 and in the 
transition to outpatient 
care. In leading models 
of discharge planning, 
in-hospital nurses are 
able to refer patients 
to HF management 
programmes and 
take a leading role in 
ensuring high-quality 
communication with the 
patient, their family and/
or their carer(s).

Primary care physicians 
are often responsible for 
managing the patient 
in the vulnerable period 
immediately after 
hospital discharge. 
According to European 
guidelines, they 
should see the patient 
within one week of 
discharge.1 4 30

Primary care nurses 
should support the 
primary care physician 
to monitor and manage 
the HF patient. They 
should ensure long-term 
collaboration with HF 
specialists.

Pharmacists have 
an important role in 
consolidating the 
pharmacological plan 
before hospital discharge. 
They can ensure the best 
regimen for each patient, 
maximising effectiveness 
and minimising 
adverse reactions.6

The patient’s carers and 
family members have an 
important supportive role 
in the vulnerable weeks 
after hospital discharge. 
They can help with 
daily activities and offer 
psychological support. 
After hospital discharge, 
carers and family 
members can provide 
the emotional support 
needed for the patient to 
engage with significant 
life changes.
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6. What is really happening, and why?

Discharge planning is often poor 
and may contribute to the high cost of HF
Despite evidence that high-quality planning of transitional care is effective, 
poor discharge planning is often the norm. Data are relatively scarce, but 
research from the US demonstrates that discharge is still poorly executed 
even in the highest-performing hospitals,31 supporting wide‑ranging 
concerns from experts in Europe. Evidence-based models of high‑quality 
discharge are still not widely used, which contributes to hospital 
readmission of people with HF.9 For example, despite the existence 
of models for pharmacist-led reconciliation of medicines for HF patients, 
this aspect of discharge and care transitions is generally underdeveloped.6 
This poor transitional care contributes to the high burden of HF in terms 
of costs and mortality.5 11 16

HF patients often feel unsupported 
at discharge
Transitions from hospital to out-of-hospital care are often unclear or not 
aligned with patients’ wishes,32 which may impact their engagement with 
self-care. For example, patients and families are frequently confused and 
anxious about whom to contact after leaving the hospital.6 Cardiology 
patients in Scotland have stated that poorly managed hospital discharge, 
poor information and lack of follow-up in the community were the main 
challenges to their care.33 

Patients are not getting the follow-up 
appointments they need
Even in countries with clear guidelines for HF discharge and follow‑up, 
few patients are seen by the right professionals. In England and Wales, 
some 20% of HF patients are not seen by HF specialists during their 
hospitalisation.34 Patients who receive close input from a cardiologist 
or HF specialist in their hospital care are more likely to have an 
echocardiogram than those who do not. In addition, an audit in 2015–16 
found that only 47% of HF patients with care led by specialists were 
discharged with all core medications; this fell to 22% if patients were not 
seen by a specialist.34 In France, only 30% of HF patients are reported to 
see a cardiologist within one month of discharge,35 and most are followed-
up only when they have a GP appointment, resulting in irregular and ad hoc 
follow-up.36 

Communication at hospital discharge 
is often poor 
Poor coordination and communication between hospital doctors 
and GPs at discharge has been noted in HF and other chronic 
diseases.33 37-39 For example, it is common for GPs to not receive 
discharge summaries or, if they do, for the quality of information 
to be poor, such as lacking medication indications or follow-up 
instructions.40-42 In France, an HF study among private nurses 
found that the majority thought links between healthcare professionals 
were insufficient, resulting in poor patient care.36 

Fragmented inpatient care negatively 
impacts discharge and follow-up
Expert commentators report that HF inpatient care is of lower quality 
than that of other cardiovascular patients, such as those suffering 
heart attacks. Care is fragmented, with little coordination for a true 
whole-patient approach.43 Roles and responsibilities of healthcare 
professionals treating HF in the inpatient setting are poorly defined, 
which may complicate discharge.

Measures to assess discharge are lacking
Healthcare professionals and patients lack clear standards 
and measures to assess discharge planning. For example, 
the National Heart Failure Audit in England and Wales measures 
specialist follow-up for HF patients within two weeks of discharge,34 
but it is not currently possible to compare quality of discharge 
planning. The same is true of discharge summaries, as availability 
and use of metrics to assess them is limited.44

See PP: 
Patient 
empowerment 
and self-care
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Assessing performance of HF care, 
Kent Surrey and Sussex Academic Health 
Science Network, UK
A local collaboration between healthcare, academia 
and life sciences has focused on addressing variation 
in care and improving outcomes for people living with 
HF in the Kent, Surrey and Sussex region of the UK.45 
The resulting project, initially called Quality and Patient 
Safety Collaborative Heart Failure Project, uses 
a data‑driven, quality-improvement approach, drawing on 
national quality standards on HF and patient experience. 
The project assesses hospital performance based on data 
collected by participating hospitals, and provides them with 
an assessment dashboard showing where improvements 
are needed. The project considers two different pathways 
of care: hospital (acute) and community. Hospital 
discharge is one of the measures of the hospital pathway 
assessment, which considers, for example, medication 
on discharge. The project aims to provide a platform 
for discussion and support the development of key 
recommendations to providers and commissioners.45

Ten-point discharge checklist,  
University College London Partners, UK
In 2015, the University College 
London Partners, working with 
St Bartholomew’s Hospital, set up the 
Heart Failure Improvement Collaborative. 
The Collaborative developed a checklist 
of elements of high-quality discharge 
summaries.44 Though not exhaustive, 
the list was considered to meet the 
needs of clinicians, patients and carers. 
It can support the audit of discharge 
summaries and ultimately improve 
performance. The Collaborative has 
demonstrated improvements in services 
following use of the checklist.44

HeartNetCare-HF, German 
healthcare system, Germany 
HeartNetCare-HF is a disease 
management programme for patients 
with systolic HF, which was validated 
in a large randomised trial within the 
German health system.47 It is based 
on previously successful modules 
and considers patients’ preferences. 
The programme features several 
elements, including telephone-based 
monitoring and nurse‑coordinated 
care. It provides patients, their carers 
and families with teaching materials 
to educate them on self-monitoring 
protocols and involve them in care. 

Discharge referral to cardiac rehabilitation,  
NHS Ayrshire and Arran, UK 
In Scotland, within NHS Ayrshire and Arran, all individuals 
diagnosed with HF or experiencing exacerbation of 
the disease are seen by the cardiac rehabilitation team 
in hospital to initiate education sessions as soon as 
possible.46 Upon discharge, patients are referred to 
community-based nursing care, and once they are ready 
to start cardiac rehabilitation the in-hospital team is 
contacted and an assessment arranged. Transitional care 
follows an integrated and multidisciplinary pathway.

Person-centred discharge planning, 
Gothenburg University, Sweden
The Gothenburg University Centre for Person‑Centred 
Care (GPCC) has pioneered a successful model 
for hospital discharge and early follow-up in HF, 
emphasising joint care planning.20 The model is typically 
led by nurses (ideally HF specialists), who provide 
therapeutic education and develop care plans with 
patients along structured consultation models, 
considering patients’ values, needs, and physical, 
personal and social preferences. The model has 
shortened hospital stay without increasing the risk 
of readmission, while also maintaining patient physical 
performance and health-related quality of life.20

Tools for assessing hospital discharge 

Checklist for HF management, Optimize Heart Failure Care, international 
The Optimize Heart Failure Care programme has developed a checklist to record key aspects 
of HF immediately before discharge and at two early post-discharge visits.48 The checklist allows 
monitoring of disease progression and treatment optimisation.

Heart Failure Clinical Tools Library: Discharge Orders/Discharge Instructions,  
American Heart Association, US 
The American Heart Association (AHA) has made a range of clinical tools from different 
hospitals available on its website, including summaries and checklists for discharge.49 
These tools aim to capture patient data, clinical decisions and directions for next steps; 
some are intended to be shared with patients and therefore include information on drug dosage 
and food interactions. The AHA highlights that hospitals should develop their own instructions 
based on internal procedures.
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Section 4: Handbook to guide multidisciplinary practice

The Heart Failure Policy Network is an independent, 
multidisciplinary platform made possible with 
financial support from Novartis Pharma. The content 
produced by the Network is not biased to any specific 
treatment or therapy, and is endorsed and owned 
by the Network’s members, who have full editorial 
control. All members provide their time for free.
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