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Key Points 
Guideline-directed medical therapy (GDMT) for heart failure with reduced ejection  
fraction (HFrEF) recommends quadruple therapy with a renin-angiotensin system  
inhibitor, heart-failure specific beta-blocker, mineralocorticoid receptor antagonist  
(MRA), and sodium-glucose co-transporter 2 inhibitor (SGLT2), unless contraindicated.1-3

Quadruple therapy has greater cumulative benefits offering rapid and significant 
improvements in morbidity and mortality.1, 2, 4

Hospital discharge summaries should communicate:

left ventricular ejection fraction (LVEF) in patients with heart failure (with date of last 
measurement) and/or heart failure classification.

the plan for medicines initiation and titration, including multidisciplinary care team 
responsibilities.

contraindications/intolerances to quadruple therapy.

the need for GP review within 7 days post-discharge, where possible.

Medicines and Therapeutics Committees (MTCs) are advised to identify and review 
barriers to the implementation of GDMT and facilitate quality improvement strategies 
such as heart failure stewardship programs in collaboration with cardiology and pharmacy 
departments and Primary Health Networks (PHNs).

Purpose 
The Council of Australian Therapeutic Advisory 
Groups (CATAG) has developed this practice 
tool to enhance the understanding and 
implementation of GDMT for managing HFrEF. 
This tool recommends the use of quadruple 
therapy in patients with HFrEF and presents an 
overview of current initiatives that can support 
the implementation of HFrEF GDMT within 
hospitals. Additionally, it provides guidance 
and resources that can enable effective 
communication at transitions of care.

Implementation of these recommendations 
may be used as evidence towards achievement 
of The National Safety and Quality Health 
Service (NSQHS) Standards: Clinical 
Governance, Partnering with Consumers, 
Medication Safety, Comprehensive Care, and 
Communicating for Safety.
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Background 
In 2022, heart failure was estimated to affect 
over 318,000 Australians aged 18 years and 
over with 60,000 diagnosed every year.5, 6  

Approximately, 66% of these people die 
within 5 years of their first heart failure 
hospitalisation.7 Furthermore, 20-25% of 
patients have an unplanned readmission within 
30 days of discharge7, 8 and approximately 
50% are re-admitted within one year.9 

A transthoracic echocardiogram is 
recommended in all patients with suspected 
heart failure to improve diagnostic accuracy,  
assess cardiac structure and function 
(including the measurement of left ventricular 
ejection fraction [LVEF]), and assist in 
classification and therefore guide management.10

Heart failure is primarily classified as:

	• Heart Failure with reduced Ejection Fraction 
(HFrEF) when LVEF is ≤ 40%.

	• Heart Failure with mildly reduced Ejection 
Fraction (HFmrEF) when LVEF is 41-49%.

	• Heart Failure with preserved Ejection 
Fraction (HFpEF) when LVEF is ≥ 50%.3

Management of heart failure seeks to 
enhance quality of life by reducing heart 
failure symptoms and improving morbidity 
and mortality outcomes. For patients with 
HFrEF, this can be achieved through effective 
implementation of GDMT. The current Australian 
guidelines (published in 2018) included an 
angiotensin-converting enzyme (ACE) inhibitor, 
or an angiotensin II receptor blocker (ARB), 
heart failure specific beta-blocker and a MRA.10 
New evidence has led to the addition of a 
SGLT2 inhibitor as part of GDMT, which is often 
referred to as quadruple therapy.2, 3, 11 

SGLT2 inhibitors have been shown to 
decrease the combined risk of cardiovascular 
death and hospitalisation irrespective of the 
heart failure classification.2, 3

Figure 1: Quadruple drug therapy medicines
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no contraindications.3 It is important to note 
the Pharmaceutical Benefits Scheme (PBS) 
prescription requirements for heart  
failure therapies: 

	• PBS-subsidised SGLT2 inhibitor may 
only be prescribed as part of the chronic 
HFrEF regimen if a heart failure-specific 
beta-blocker and an ACEI / ARB / ARNI are 
already prescribed, unless contraindicated 
or cannot be tolerated.17

	• PBS-subsidised ARNI may only be 
prescribed as part of the chronic HFrEF 
regimen if a heart failure-specific beta-
blocker (unless contraindicated/not 
tolerated) and ACEI or ARB are already 
prescribed. (In this scenario, the  ARNI will 
replace the ACEI or ARB).17

Optimal titration for individual patients focuses 
on adjusting medication doses to achieve 
the best therapeutic effect while minimising 
adverse effects. If target doses cannot be 
achieved, it is recommended to titrate to the 
highest tolerated dose and document any 
contraindications or intolerances in the patient 
records and the discharge summary.1, 2, 16, 18

It is important to recognise that the 
recommendation for quadruple therapy is 
based on studies that typically excluded older 
patients or frail patients, those with significant 
comorbidities (e.g. renal impairment, advanced 
liver disease, or severe chronic obstructive 
pulmonary disease), individuals with recent 
acute coronary syndrome or stroke and 
patients with contraindication to any of the 
quadruple therapy medicines.19 Therefore, the 
initiation and/or titration of quadruple therapy 
should be carefully balanced against the 
patient's clinical status and their response  
to treatment.19

Optimising HFrEF 
management with GDMT 
quadruple therapy 
The use of GDMT recommended quadruple 
therapy leads to a greater than 70% reduction 
in mortality for patients with HFrEF12 and is 
now recognised as the standard approach to 
HFrEF management, unless contraindicated.3, 13 
Quadruple therapy consists of: 

	• renin-angiotensin system (RAS) blocker using:

	◦ an angiotensin-converting enzyme  
(ACE) inhibitor, or

	◦ an angiotensin II receptor blocker (ARB) or 

	◦ an angiotensin receptor-neprilysin 
inhibitor (ARNI); and

	• heart failure specific beta-blocker; and

	• a mineralocorticoid receptor antagonist; 
(MRA), and

	• sodium glucose co-transporter 2 (SGLT2) 
inhibitor.2, 3, 14

Each medication class has been shown 
to reduce symptoms of HFrEF, hospital 
admissions and all-cause mortality in patients 
with heart failure and improve quality of  
life.1, 15 New evidence shows that when these 
medication classes are combined, there 
is a significantly greater cumulative effect 
extending survival years and years free from 
hospitalisation1, 4 with benefits seen within 30 
days of initiation.3,4

Hospitalisation provides an opportunity 
to review and optimise heart failure 
management.16 In addition to the use of all  
four medicines classes for patients with  
HFrEF, titration to maximum tolerated  
doses over 2 to 3 months is recommended.2  
This can be achieved by increasing doses  
of a renin-angiotensin system (RAS)  
inhibitors and heart failure-specific  
beta-blocker every 2-4 weeks and a MRA 
every 4-8 weeks for MRAs, providing there are 

Pharmaceutical Benefits 
Scheme (PBS)

https://www.pbs.gov.au/pbs/home
https://www.pbs.gov.au/pbs/home


5CATAG Practice Tool Medicines Advice Initiative Australia  |  Heart Failure, AUTUMN 2025

Possible barriers to 
quadruple therapy
Increasing patient age contributes to the 
complexity of decision-making, which can 
make it challenging for some patients to 
receive quadruple therapy and/or reach target 
doses and it can be especially challenging in 
those with:  

	• frailty,

	• polypharmacy,

	• multimorbidity,

	• worsening renal impairment, and/or

	• hypotension.5, 11

Initiation or titration towards quadruple therapy 
can both prevent heart failure-related hospital 
admissions or conversely could lead to hospital 

Figure 2: Heart failure with reduced ejection fraction management algorithm, with one of 
several possible drug initiation regimens based on presence or absence of clinical congestion
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Add MRA Add MRA and SGLT2 inhibitor‡
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ARNI/ACE inhibitor*, beta-blocker†, MRA and SGLT2 inhibitor‡ recommended in ALL patients with HFrEF

ACE = angiotensin‐converting enzyme; ARNI = angiotensin receptor neprilysin inhibitor; HFrEF = heart failure with reduced ejection fraction; MRA = 
mineralocorticoid receptor antagonist; SGLT2 = sodium–glucose cotransporter 2.The key overarching theme (top box) is to commence all patients on the four 
destination therapies of ARNI/ACE inhibitor*, beta-blocker†, MRA and SGLT2 inhibitor‡ as soon as clinically possible, given their early morbidity and mortality benefit.

* ARNI preferred. ACE inhibitor can be considered as an alternative if problematic hypotension, and consider switching to ARNI later. † Use beta-blocker with 
outcome trial proven HFrEF efficacy (ie, carvedilol, bisoprolol, metoprolol succinate or nebivolol). ‡ Use SGLT2 inhibitor with outcome trial proven HFrEF efficacy  
(ie, dapagliflozin or empagliflozin).

Figure reproduced from Consensus statement on the current pharmacological prevention and management of heart failure developed by Sindone and colleagues.13 
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Empowering patients - 
essential members of the 
multidisciplinary team
Given the complexities and multifaceted 
aspects of heart failure management, 
every interaction between a patient with 
heart failure and a healthcare professional 
should be viewed as an opportunity for 
patient education. Discharge planning and 
education should begin as soon as possible 
(not just on the day of discharge) to prevent 
patients, families, and carers from feeling 
overwhelmed with information.16 Education 
should be culturally appropriate, tailored to the 
patient’s health literacy, and provided in both 
written and verbal formats. It should include 
clear information and be supplemented with 
pictures and educational resources about 
heart failure in different languages to cater to 
diverse patient populations,16 where possible. 

Discharge planning
The most vulnerable period for heart failure 
readmission and death is the 30 days following 
hospital discharge.16 Hence, discharge planning 
and effective communication at transitions of 
care, particularly during hospital discharge, are 
crucial to ensure ongoing therapy optimisation 
and improving patient safety.8, 22

Initiating early planning for discharge at 
admission identifies potential issues to help:

	• decrease post-discharge complications and 
unplanned hospital readmissions.

	• support appropriate provision of community 
health and support services.

	• increase patient satisfaction.23

admissions due to adverse effects such as 
hypotension, falls, bradycardia, hyperkalaemia 
or urinary tract infections.19 So while GDMT is 
recommended in HFrEF patients, management 
should be tailored to the individual patient.19 

Patients may experience effects such as a fall 
in blood pressure, a rise in serum creatinine  
(up to 30%), and rises in serum potassium 
during initiation or titration of quadruple 
therapy.10 Communication regarding these 
anticipated changes, and thresholds for 
intervention (eg potassium rises above 5.5 
mmol/L),10 supports health professionals’ 
decision-making for further investigation  
and/or the need for therapy changes.  
A multidisciplinary team approach using 
a cardiologist/advanced trainee, clinical 
pharmacist and/or heart failure nurse can 
assist in the identification of medicines, 
dosages and effective monitoring options to 
enable tailored therapy so HFrEF patients may 
benefit from the synergistic effect of quadruple 
therapy without experiencing adverse effects.

It should include clear information regarding:

	• their diagnosis.

	• their medication management plan including 
the importance of:

	◦ adherence.

	◦ vaccination (pneumococcal, influenza and 
COVID-19).

	• self-management strategies such as:

	◦ monitoring heart failure signs and 
symptoms.

	◦ monitoring daily weights.

	◦ sodium and fluid restrictions.

	◦ sick day management plans. 

	• cardiac rehabilitation/exercise training.

	• advice on when to seek urgent care.16, 20, 21

People living with heart failure and their carers 
play a vital role in the short- and long-term 
success of achieving therapeutic goals,10 so 
active and open communication with the patient 
about possible adverse effects, costs and risks 
of not treating heart failure is vital to facilitate 
shared decision-making and informed consent.
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CATAG's Getting it right: 
Medicines Stewardship 
Toolkit

Medical abbreviations

Optimising Transitional 
Care Following a Heart 
Failure Hospitalisation in 
Australia Appendix

Optimising Transitional 
Care Following a Heart 
Failure Hospitalisation in 
Australia

Queensland Cardiac 
Outcomes Registry

Victorian Cardiovascular 
Dashboard

Heart Failure Stewardship 
Analysis of the use of PBS-listed heart failure 
medicines shows under-prescription of triple 
and quadruple therapy for HFrEF.5 

There is mounting evidence supporting the 
implementation of heart failure stewardship 
programs and multi-level implementation 
strategies to improve GDMT uptake in patients 
with heart failure.24 Stewardship programs 
can benefit from a multilevel approach that 
enables barriers at various levels (e.g. patient, 
health professional, and system levels) to be 
addressed and facilitates the stewardship 
program to be adapted, scaled and tailored 
to meet the specific needs of the local 
environment.12 By integrating education, 
support, and resources across these  
levels, multi-level strategies can enhance  
system-wide implementation of GDMT.12, 24

MTCs are critical drivers of system-wide 
quality use of medicines (QUM) and are  
well placed to champion the development  
of quality improvement strategies such as 
heart failure stewardship programs.  
MTCs in collaboration with stakeholders  
(e.g. cardiology, pharmacy) and other 
committees (e.g. the clinical governance, 
medicines safety) can utilise CATAG’s Getting 
it right: Medicines Stewardship Toolkit to 
create a heart failure stewardship program 
tailored to their local needs. It is recommended 
that local barriers to GDMT be identified 
and addressed when devising a work plan 
for a heart failure stewardship program. 
Mechanisms to identify these barriers include: 

	• reviewing routine statewide/district 
wide data collections, if available (e.g. 
Queensland Cardiac Outcomes Registry / 
Victorian Cardiovascular Dashboard) and/or 

This approach should include referrals to  
heart failure programs, community services, 
heart failure exercise programs, early 
outpatient clinic appointments, and GP  
follow-up, as appropriate.10, 16

The Optimising Transitional Care Following a 
Heart Failure Hospitalisation in Australia is an 
evidence-based guide outlining best practices 
and practice tools for transitioning hospitalised 
patients with heart failure to community care 
and includes a range of discharge checklists.16

Discharge summary 
Discharge summaries for patients with heart 
failure, often completed by time-poor junior 
staff, can be inconsistent and omit important 
details.16 Heart failure-specific information 
may be overlooked in patients with multiple 
comorbidities, especially when heart failure 
is not the primary diagnosis.16 The discharge 
summary should clearly and concisely:

	• detail hospitalisation events.16

	• document the patient’s ejection fraction 
(with the date of last measurement) and/or 
heart failure classification.

	• outline an ongoing care plan for the 
individual patient including details of the 
current medication plan and post-discharge 
titration schedules.16

	• specify the roles and responsibilities of the 
patient's community healthcare team during 
follow-up.16

	• provide specific details of the patient's first 
follow-up appointment.16

	• if applicable outline any patient 
contraindications/intolerances for quadruple 
therapy and their temporal status (absolute, 
for later consideration or for later initiation/
titration attempts).

Templates, such as the one provided in 
Appendix B in Optimising Transitional Care 
Following a Heart Failure Hospitalisation in 
Australia, can assist documentation of all 

crucial information. Abbreviations in discharge 
summaries should be written out in full initially 
for the GP to avoid confusion with other 
medical abbreviations.

https://catag.org.au/resource/getting-it-right-medicines-stewardship-toolkit/
https://tinyurl.com/3hnj882k
https://www.heartlungcirc.org/article/S1443-9506(24)00193-8/fulltext#app-1
https://www.heartlungcirc.org/article/S1443-9506(24)00193-8/fulltext
https://clinicalexcellence.qld.gov.au/improvement-exchange/cardiac-outcomes-registry
https://www.safercare.vic.gov.au/news/updated-victorian-cardiovascular-dashboard-goes-live
https://catag.org.au/resource/getting-it-right-medicines-stewardship-toolkit/
https://catag.org.au/resource/getting-it-right-medicines-stewardship-toolkit/
https://clinicalexcellence.qld.gov.au/improvement-exchange/cardiac-outcomes-registry
https://www.safercare.vic.gov.au/news/updated-victorian-cardiovascular-dashboard-goes-live
https://www.heartlungcirc.org/article/S1443-9506(24)00193-8/fulltext
https://www.heartlungcirc.org/article/S1443-9506(24)00193-8/fulltext
https://www.heartlungcirc.org/article/S1443-9506(24)00193-8/fulltext#app-1
https://www.heartlungcirc.org/article/S1443-9506(24)00193-8/fulltext#app-1
https://www.heartlungcirc.org/article/S1443-9506(24)00193-8/fulltext#app-1
https://www.safetyandquality.gov.au/our-work/medication-safety/safer-naming-and-labelling-medicines/recommendations-safe-use-medicines-terminology
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Strategies that have been shown to increase 
the implementation of GDMT for HFrEF include 
but are not limited to:

	• Heart failure patient education programs 
Heart failure programs have been shown 
to enhance patient engagement and self-
management skills such as recognising 
symptoms that require medical attention 
and effectively managing lifestyle 
changes.26 These programs also promote 
better patient adherence to GDMT, 
collectively reducing hospital readmissions 
and improving overall health outcomes.16, 26

	• GDMT optimisation algorithms or alerts 
Advances in the utilisation of electronic 
health records in the USA have led to the 
development of a computable algorithm 
and alert systems designed to optimise 

	• auditing discharge summaries or electronic 
health records for:

	◦ use of quadruple therapy in heart  
failure patients.

	◦ specific heart failure therapies. For example, 
reviewing the healthcare organisation’s 
performance using the National QUM 
indicator for Australian hospitals: 5.2,  
which evaluates ACEi/ARB and  
beta-blocker prescriptions at discharge.

	◦ documentation of LVEF in heart failure 
patients (with date of last measurement) 
and/or heart failure classification.

medicines management for hospitalised 
HFrEF patients.27 This algorithm identifies 
patients not prescribed specific heart failure 
therapies, or those on subtherapeutic doses, 
and suggests necessary adjustments.27

	• Multidisciplinary heart failure programs 
and/or medication titration clinics  
Many sites around Australia have 
multidisciplinary heart failure programs and/or 
medication titration clinics. These programs/
clinics provide services post-discharge to 
patients with heart failure. They often use 
nurse-led titration of heart failure medication, 
which has been shown to expedite the 
achievement of optimal medicines doses 
and significantly reduce rehospitalisation 
and mortality rates.16 Programs involving 
pharmacists have also shown benefits.28

	◦ documentation of medicines initiation 
and titration plans and the roles of each 
multidisciplinary care team member.

	◦ documentation of contraindications/
intolerances to quadruple therapy.

	◦ planned GP review within 7 days  
post-discharge.

Figure 3. outlines possible strategies that 
could be utilised at various stages of the heart 
failure patient journey to overcome identified 
barriers and improve patient outcomes.

Figure 3: Heart failure implementation strategies that can be 
utilised throughout the patient’s journey*

*Adapted from New models for heart failure care delivery.25

National QUM indicator for 
Australian hospitals: 5.2

	• GDMT titration  
	• Electronic health record alerts
	• Discharge planning reviews 
	• Virtual GDMT teams
	• Site-level audit and feedback

Inpatient

	• Heart Failure Education for patients 
and staff (digital and in person)

	• Post acute outreach/transition 
programs

	• Discharge summary 

Discharge

	• Population-level strategies
	• Heart failure outreach teams
	• Hospital at home
	• Mobile applications
	• Remote monitoring

Outpatient

https://www.nswtag.org.au/qum-indicators-set-5/
https://www.nswtag.org.au/qum-indicators-set-5/
https://www.nswtag.org.au/qum-indicators-set-5/
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Next steps 

For Medicines and Therapeutics Committees

Collaborate with stakeholders to implement local initiatives that promote GDMT 
management of heart failure.

Consider developing/implementing digital systems that alert medical teams about heart 
failure management opportunities including strategies to optimise pharmacotherapy to 
quadruple therapy.

For Clinicians

Develop and document individualised plans for initiation and/or titration of quadruple 
therapy in HFrEF patients under their care, whenever possible.

Document clearly in the patient records and discharge summary:  

ejection fraction in patients with heart failure (with date of last measurement) and/or 
heart failure classification. 

the plan for the initiation/titration and the roles of each multidisciplinary care  
team member. 

contraindications/intolerances to quadruple therapy.

date of GP review (recommended to be within 7 days post-discharge,  
whenever possible).

Refer patients to post-discharge heart failure programs. If these are unavailable, consider 
recommending to the GP that a comprehensive medication review be conducted, post-
discharge, especially in patients with polypharmacy, multimorbidity, frailty, numerous 
medication changes and suspected medication non-adherence. 
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Tools and further information for implementation:

Resources

Discharge checklists

Heart Foundation - Five Steps To  
a Safe Heart Failure Discharge

American Heart Association - 
Discharge criteria for patients 
hospitalised with heart failure

Initiatives/interventions

Queensland Cardiac Outcomes 
Registry (QCOR)

Safer Care Victoria Heart Failure 
Program and Heart Helper 
program

Leading Better Value Care (LBVC) 
Initiative for Heart Failure in New 
South Wales

Other Resources

Medicines Advice Initiative 
Australia - Medicines for patient’s 
with heart failure with reduced 
ejection fraction (HFrEF)

Pharmaceutical Society of 
Australia - Four pillars for the 
treatment of heart failure with 
reduced ejection fraction (HFrEF)

Optimising Transitional Care 
Following a Heart Failure 
Hospitalisation in Australia

Australian Heart Foundation – 
Heart Failure tools and resources

Heart Online – Heart Failure 
Principles of Management

Queensland Health - Heart failure 
guidelines, standards and clinical 
toolkit

Queensland Health - Queensland 
Heart Failure Services

Queensland Health - Heart Failure 
Medication Optimisation Plan

Patient Information

Heart Online - Patient Information

Heart Foundation - What is heart 
failure?

Heart Foundation - Living Well 
with Heart Failure

https://assets.contentstack.io/v3/assets/blt8a393bb3b76c0ede/blt7f9020cd4454da56/659de00d92c07641c1b36e1b/220704_5stepstoasafedischarge_FINAL.pdf
https://assets.contentstack.io/v3/assets/blt8a393bb3b76c0ede/blt7f9020cd4454da56/659de00d92c07641c1b36e1b/220704_5stepstoasafedischarge_FINAL.pdf
https://assets.contentstack.io/v3/assets/blt8a393bb3b76c0ede/blt7f9020cd4454da56/659de00d92c07641c1b36e1b/220704_5stepstoasafedischarge_FINAL.pdf
https://www.heart.org/en/professional/quality-improvement/target-heart-failure/strategies-and-clinical-tools
https://www.heart.org/en/professional/quality-improvement/target-heart-failure/strategies-and-clinical-tools
https://www.heart.org/en/professional/quality-improvement/target-heart-failure/strategies-and-clinical-tools
https://www.heart.org/en/professional/quality-improvement/target-heart-failure/strategies-and-clinical-tools
https://clinicalexcellence.qld.gov.au/improvement-exchange/cardiac-outcomes-registry
https://clinicalexcellence.qld.gov.au/improvement-exchange/cardiac-outcomes-registry
https://clinicalexcellence.qld.gov.au/improvement-exchange/cardiac-outcomes-registry
https://www.safercare.vic.gov.au/best-practice-improvement/improvement-projects
https://www.safercare.vic.gov.au/best-practice-improvement/improvement-projects
https://www.safercare.vic.gov.au/best-practice-improvement/improvement-projects
https://www.safercare.vic.gov.au/best-practice-improvement/improvement-projects
https://aci.health.nsw.gov.au/__data/assets/pdf_file/0008/825137/ACI-3Ci-Model-of-Care.pdf
https://aci.health.nsw.gov.au/__data/assets/pdf_file/0008/825137/ACI-3Ci-Model-of-Care.pdf
https://aci.health.nsw.gov.au/__data/assets/pdf_file/0008/825137/ACI-3Ci-Model-of-Care.pdf
https://aci.health.nsw.gov.au/__data/assets/pdf_file/0008/825137/ACI-3Ci-Model-of-Care.pdf
https://www.medicinesadvice.net.au/topics/heart-failure/
https://www.medicinesadvice.net.au/topics/heart-failure/
https://www.medicinesadvice.net.au/topics/heart-failure/
https://www.medicinesadvice.net.au/topics/heart-failure/
https://www.medicinesadvice.net.au/topics/heart-failure/
https://www.psa.org.au/career-and-support/qum/qum_maia/heart-failure/
https://www.psa.org.au/career-and-support/qum/qum_maia/heart-failure/
https://www.psa.org.au/career-and-support/qum/qum_maia/heart-failure/
https://www.psa.org.au/career-and-support/qum/qum_maia/heart-failure/
https://www.psa.org.au/career-and-support/qum/qum_maia/heart-failure/
https://www.psa.org.au/career-and-support/qum/qum_maia/heart-failure/
https://www.heartlungcirc.org/article/S1443-9506(24)00193-8/fulltext
https://www.heartlungcirc.org/article/S1443-9506(24)00193-8/fulltext
https://www.heartlungcirc.org/article/S1443-9506(24)00193-8/fulltext
https://www.heartlungcirc.org/article/S1443-9506(24)00193-8/fulltext
https://www.psa.org.au/career-and-support/qum/qum_maia/heart-failure/
https://www.heartfoundation.org.au/for-professionals/heart-failure-tools-and-resources
https://www.heartfoundation.org.au/for-professionals/heart-failure-tools-and-resources
https://www.heartfoundation.org.au/for-professionals/heart-failure-tools-and-resources
https://www.heartonline.org.au/articles/pathophysiology/principles-of-management#heart-failure
https://www.heartonline.org.au/articles/pathophysiology/principles-of-management#heart-failure
https://www.heartonline.org.au/articles/pathophysiology/principles-of-management#heart-failure
https://www.health.qld.gov.au/clinical-practice/referrals/statewide-specialist-services/heart-failure-services/standards-guidelines
https://www.health.qld.gov.au/clinical-practice/referrals/statewide-specialist-services/heart-failure-services/standards-guidelines
https://www.health.qld.gov.au/clinical-practice/referrals/statewide-specialist-services/heart-failure-services/standards-guidelines
https://www.health.qld.gov.au/clinical-practice/referrals/statewide-specialist-services/heart-failure-services/standards-guidelines
https://www.health.qld.gov.au/clinical-practice/referrals/statewide-specialist-services/heart-failure-services
https://www.health.qld.gov.au/clinical-practice/referrals/statewide-specialist-services/heart-failure-services
https://www.health.qld.gov.au/clinical-practice/referrals/statewide-specialist-services/heart-failure-services
https://www.health.qld.gov.au/__data/assets/pdf_file/0018/428121/Medn_Titration.pdf
https://www.health.qld.gov.au/__data/assets/pdf_file/0018/428121/Medn_Titration.pdf
https://www.health.qld.gov.au/__data/assets/pdf_file/0018/428121/Medn_Titration.pdf
https://www.heartonline.org.au/patient-information#heart-failure-disease-management
https://www.heartonline.org.au/patient-information#heart-failure-disease-management
https://www.heartfoundation.org.au/your-heart/heart-failure
https://www.heartfoundation.org.au/your-heart/heart-failure
https://www.heartfoundation.org.au/your-heart/heart-failure
https://assets.contentstack.io/v3/assets/blt8a393bb3b76c0ede/blt06ec780f9d525336/65d52aacce7e235fa5da1325/Living-Well-with-Heart-Failure.pdf
https://assets.contentstack.io/v3/assets/blt8a393bb3b76c0ede/blt06ec780f9d525336/65d52aacce7e235fa5da1325/Living-Well-with-Heart-Failure.pdf
https://assets.contentstack.io/v3/assets/blt8a393bb3b76c0ede/blt06ec780f9d525336/65d52aacce7e235fa5da1325/Living-Well-with-Heart-Failure.pdf
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Appendix 1:  
How this was developed  
CATAG has developed this practice tool  
as part of the Medicines Advice Initiative 
Australia (MAIA); Supporting quality use of 
medicines consortium. This practice tool  
aims to assist good governance and  
decision-making for health service 
organisations, medicines governance 
committees and health professionals. 

This guidance was developed in consultation 
with the CATAG member organisations  
listed below:

ACT Health

Clinical Excellence Commission, NSW Health

NSW Therapeutic Advisory Group  
(NSW TAG)

Northern Territory Health Medicines and 
Therapeutics Committee (NTMTC)

Queensland Health Medicines Advisory 
Committee (QHMAC)

South Australian Medicines Advisory 
Committee (SAMAC)

Tasmanian Medicines Access and Advisory 
Committee (TMAAC)

Victorian Therapeutics Advisory Group  
(Vic TAG)

Western Australian Therapeutics Advisory 
Group (WATAG)

Valuable contribution from the 
following individuals is gratefully 
acknowledged.
Julie Briggs 
CATAG QUM Project Officer

Lisa Pulver  
CATAG National Coordinator

Subject Matter Experts

Dr Alexandra (Sasha) Bennett

Hannah Doody

Dr Sriram Rao
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