
Respective medical teams to 
discuss management, discharge 

plan and follow up with clinicians 
(Cardiologists, Elderly Care Team/

Gen Physicians)

Patient admitted to the ward 
coded as Heart Failure (HF)

Request/arrange OP echo if 

not done as in patient

Referral to HF CNS Primary care referral 
from: GP, Practice 

Nurse, Other Sources

City and Hackney Heart Failure referral pathway

Inpatient echo or 
prior echo 

confirms HF?

Confirm Heart 
Failure?

Referral accepted as per service 
specification

First home visit or community/
practice based clinic appointment:
• Assessment
• Drug optimization 
• Lifestyle Advice/Support 

Discuss Management Plan at MDT 
or with GP, follow up as needed

GP or medical team to 
investigate for other 
causes of symptoms

Patient symptoms 
and controlled & established 

on  maximum tolerated 
medical therapy?

Discharge back to GP for 
annual HF monitoring

Referral as needed to:  i.e. 
• Physiotherapy/ACRT
• HF Rehabilitation 
• Community Matron

Follow up care continues:
Discuss and refer to cardiology 
if appropriate

Consider End-of-Life (EOL) care
• Joint EOL management
• GP and HF CNS 
• Palliative Care Team
• District Nurses

Secondary Care

Primary Care

Yes

Review by Inpatient Specialist 
Heart Failure Nurse
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