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G L O S S A R Y

Abbreviation Full term

AHC Advara HeartCare

AF Atrial Fibrillation

AI Artificial Intelligence

ARNI Angiotensin Receptor–Neprilysin Inhibitor

ASCVD Atherosclerotic Cardiovascular Disease

ATTR Transthyretin Amyloidosis

BMI Body Mass Index

CABG Coronary Artery Bypass Graft

CAC Coronary Artery Calcium

CAD Coronary Artery Disease

CEO Chief Executive Officer

CMO Chief Medical Officer

CPD Continuing Professional Development

CSANZ ASM
Cardiac Society of Australia and New 
Zealand Annual Scientific Meeting

CTCA Coronary CT angiography (± CAC).

CVD Cardiovascular Disease

EF Ejection Fraction

EMR Electronic Medical Record

EFT Electronic Funds Transfer

FFR Fractional Flow Reserve

GCP Good Clinical Practice

GDMT Guideline-Directed Medical Therapy

GLP-1RA Glucagon-Like Peptide-1 Receptor Agonist

GP General Practitioner

HREC Human Research Ethics Committee

States

NSW New South Wales

NT Northern Territory

QLD Queensland

SA South Australia

WA Western Australia

Abbreviation Full term

HCM Hypertrophic Cardiomyopathy

HF Heart Failure

HFrEF
Heart Failure with Reduced  
Ejection Fraction

HFmrEF
Heart Failure with mildy reduced  
Ejection Fraction

HFpEF
Heart Failure with Preserved  
Ejection Fraction

HFrecEF
Heart Failure with Recovered  
Ejection Fraction

IV Intravenous

IVS Interventricular Septum

LDL Low-Density Lipoprotein

LLM Large Language Model

LLT Lipid-Lowering Therapy

Lp(a) Lipoprotein(a)

LVEF Left Ventricular Ejection Fraction

LVOT Left Ventricular Outflow Tract

MACE Major Adverse Cardiovascular Event

oHCM
Obstructive Hypertrophic 
Cardiomyopathy

PBS Pharmaceutical Benefits Scheme

PCSK9i
Proprotein Convertase Subtilisin/Kexin 
Type 9 inhibitor

RGO Research Governance Office

SC Subcutaneous

SGLT2i Sodium–Glucose Cotransporter-2 Inhibitor

T2DM Type 2 Diabetes Mellitus

TGA Therapeutic Goods Administration

TSMVR
Transcatheter Structural Mitral Valve 
Replacement
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What does Research  
& Data mean for  
Patient Care?
We are immensely proud of what Advara HeartCare has 
achieved over the past year. Our research and data capability 
is central to who we are and how we deliver care - ensuring 
that every insight we generate ultimately translates into better, 
safer, and more timely outcomes for patients. 

At Advara HeartCare, research and data mean moving beyond  
diagnostics alone. They enable evidence-based decision-
making, continuous improvement in clinical practice, and the 
ability to anticipate and prevent cardiovascular disease rather 
than simply respond to it. Through strong partnerships with  
our collaborators, we are translating high-quality data into  
real-world impact, supporting clinicians and improving  
patient journeys across Australia.

Looking ahead, our focus is on deepening relationships 
with our valued partners while fostering new collaborations. 
By investing in cutting-edge research and development - 
particularly in areas such as Artificial Intelligence (AI) and  
Large Language Models (LLMs) - we are enhancing our ability 
to extract meaningful insights from complex cardiovascular 
data. These advances will support more personalised care, 
improve efficiency, and continue to push the frontier of 
cardiovascular knowledge

Our commitment remains clear: to harness research, data, and 
innovation in service of world-class patient care, today and into 
the future.

Renae Deans
Head of Clinical  

Insights & Research,  
Advara HeartCare

Dr David  
O’Donnell

MBBS, FRACP, FCSANZ

Chief Executive Officer  
& Electrophysiologist, 

Advara HeartCare
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About us

Background
Welcome to our 2025 annual research and 
data report. 

In 2025, we strengthened our investment  
in research and data to improve Australia’s  
heart health. Through 36 clinical trials and  
12 data-driven projects, we are creating 
meaningful impact alongside our partners 
and driving innovation in cardiology and 
cardiovascular care.

In 2025, we submitted 8 abstracts to the 
Cardiac Society of Australia and New Zealand 

(CSANZ) Annual Scientific Meeting. This 
achievement reflects the strength and impact 
of our research and data teams and is a 
testament to the valuable collaboration with 
our industry partners and colleagues.

We aim to strengthen our relationships with 
existing partners to enhance patient care and 
outcomes. Additionally, we welcome new 
collaborations, particularly in emerging fields 
such as Artificial Intelligence (AI) and Large 
Language Models (LLMs), as we advance the 
frontiers of cardiovascular knowledge and care.

Growth in the network

Advara HeartCare continues to strengthen its national presence, expanding into key states to 
improve access to care for patients across Australia. Our growing network now includes 67 clinics, 
supported by 150 cardiologists, with 1.3 million annual patient interactions.

We have empathy for our patients and 
listen to understand. We are considered 
in our actions and interactions with our 
patients, peers and partners. We approach 
all situations with support, compassion and 
kindness with an understanding that no two 
people nor their experiences are the same.

We follow through on what we say we’ll do. 
We measure our outcomes to hold ourselves 
accountable for our actions and deliver world-
leading patient outcomes. We are agile in our 
approach, which enables ut to continually deliver 
for our patients, referrers, partners and each other.

Advancing care can’t be done alone. We need to do this together, 
in parallel with each other, our patients, and our partners. We  
continuously collaborate and work with the skills of those around 
us. We’re unifi ed and motivate others to succeed because every 
little win, is a win for us all.

We are committed to always advancing 
and improving our care. We take initiative, 

remain curious and innovate to deliver 
world-class patient care.

Advancing care can’t be done alone. We need 
to do this together, in parallel with each other, 

our patients, and our partners. We continuously 
collaborate and work with the skills of those 

around us. We’re unifi ed and motivate others to 
succeed because every little win,

 is a win for us all.

We follow through on what we say we’ll do. We measure 
our outcomes to hold ourselves accountable for our 

actions and deliver world-leading patient outcomes. We 
are agile in our approach, which enables ut to continually 
deliver for our patients, referrers, partners and each other.

We care

We deliver

We work 
together

We advance

Patients 
are our 
priority

We advanceWe care

We deliver We work 
together

We deliver

Innovation – Curiosity

Unity – Collaboration – Teamwork

Empathy – Kindness – Compassion

Do what we say - 
Accountability - Agility

Unity – Collaboration – Teamwork

Do what we say – 
Accountability – Agility
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Our network

Echocardiograms 
within database

Electrocardiograms (ECGs)
within database

>2m

Holter studies 
within database

>300,000

EMR records

>1.4m

Peer-reviewed
publications

100+

Cardiac centres

67

Dedicated research staff

20

Research sites in WA,
SA, QLD, VIC & NSW

10

Dedicated cardicac 
CT machines

5

>2m

Consults per annum

230,000

Patient interactions 
annually

1.3m

NSW

VIC

TAS

SA

NT

WA

QLD
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What is the impact  
of Research & Data  
on heart health? 

At Advara HeartCare, our approach to research 
and data is grounded in a simple principle: 
every collaboration, insight, and innovation 
must ultimately serve patients and improve 
outcomes. 

As Australia’s largest national cardiology 
network, we recognise both the privilege and 
responsibility that comes with scale - and we 
are deliberate in how we use it.

Our Clinical Insights research program 
continues to be a trusted partner to global 
pharmaceutical and device organisations 
seeking high-quality, clinically rigorous trial 
delivery. Across multiple therapeutic areas, 
our investigators and research teams have 
demonstrated consistency, reliability, and 
scientific integrity, while ensuring that patient 
safety, experience, and informed participation 
remain paramount. For our partners, this 
means confidence: confidence in governance, 
confidence in delivery, and confidence that 
research conducted within Advara HeartCare 
reflects real-world cardiology practice at scale.

In parallel, our data capability has become an 
increasingly important pillar of how we work 
with partners and how we care for patients. 
Drawing on the geographic, demographic, 
and socioeconomic diversity of our national 
footprint, our data team collaborates closely 
with clinicians to generate meaningful real-

world insights. These insights support partners 
in understanding disease burden, treatment 
patterns, and opportunities to improve care, 
while also enabling our clinicians to reflect 
on practice, reduce unwarranted variation, 
and align more closely with evidence-based 
guidelines.

What distinguishes our model is the way 
research, data, and clinical care are intentionally 
integrated. Research participation provides 
patients with access to emerging therapies and 
novel models of care. Data-driven programs 
help identify gaps in treatment, support 
optimisation of therapy, and inform system-
level improvements. For patients, this means 
care that is not only technically excellent 
but continuously learning and improving. 
For partners, it offers a clinically authentic 
environment in which innovation can be tested, 
evaluated, and translated into practice.

Underlying all of this is a shared commitment - 
between clinicians, researchers, data specialists, 
and industry partners - to deliver the best 
possible care and the best possible outcomes 
for patients. We believe that collaboration works 
best when it is values-aligned, clinically led, and 
focused on long-term impact rather than short-
term metrics.

I am immensely proud of the work delivered 
by our Clinical Insights teams and grateful for 
the trust placed in Advara HeartCare by our 
partners. As this report illustrates, our ambition 
is not simply to participate in research or 
generate data, but to use both responsibly 
and purposefully - advancing cardiovascular 
care today while shaping better outcomes for 
patients well into the future.

Dr Daniel Cehic
MBBS MBA FICOS FCSANZ FRACP

Chief Medical Officer  
& Cardiologist, 

Advara HeartCare
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Clinical Insights: Research Update
At Advara HeartCare, we are committed to 
improving Australia’s heart health today, creating 
a lasting impact for tomorrow and generations 
to come. We stand for relationships built on care 
and empathy, and outcomes achieved through 
clinical expertise, collaboration, and innovation. 

Exceptional care is our standard, and our 
extensive network enables us to generate 
valuable insights that help shape the future of 
Australian healthcare.

Central to our mission is a steadfast commitment 
to research with a dedicated research group 
conducting high quality, internationally 
recognised research aimed at improving patient 
care and outcomes worldwide. 

We believe that every patient visiting our clinics 
should have the opportunity to participate in 
clinical trials and our mission is to extend this to 
as many people as possible. We are extremely 
proud of what we have achieved so far— 
and even more excited about what lies ahead.

Trial Numbers 
2025

Research Patient 
Visits

6
Trials in feasibility

14
New trials initiated

14
HREC applications

850
Pages of source  
notes created

22
Trials in follow up

2,098
Patient visits in the last 12 months  
across 5 states of Australia

Exciting  
News

In October 2025  
clinical trials commenced at 
Burwood NSW providing a truly 
national opportunity for Advara 
HeartCare patients to be involved. 
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 	� QLD delivered world leading recruitment performance, 
ranking third globally for the Victorion-Plaque Study.

 	�� WA set a global benchmark, with Highlife participant 
becoming the first worldwide to complete five year  
follow up.

 	� SA & QLD demonstrated international leadership,  
activating the first global sites for Ocean(a) Pre-event study.

Australian 
Achievements

Global  
Achievements

 	� VIC across 2 AHC sites highest recruiter for POSEIDON  
across 2 site

 	� WA screened 1st Alexion and TRITON participants 

 	� QLD BaxDuo 2nd highest recruiter in Australia

 	� 1st site activations for Maritime-HF and Maritime-CVOT  
in SA and VIC respectively

 	�� WA 3rd highest recruiter in OCEAN(a) Pre-event  
at end of 2025

 	� SA & WA Easi PROTKT top recruiters at the end of 2025
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What we have  
achieved so far  
in our journey

Governed by clinical 
management committee 

comprised of leading 
cardiologists with over 
600 years of combined 

research experience

10 research sites 
expanded nationally 

across five states within 
Australia

Centralised start-up 
activity for processing 
HREC and Governance 

submissions

More than 140 
successfully completed 
clinical trials and 5000+ 
participants recruited

Expertise & facilities to 
undertake device and 

pharmacological studies

First Global and Australian 
recruitment across 

multiple trials

Over 100 peer-reviewed 
articles published

20 dedicated research    
co-ordinators, managers 
and start up personnel

Collaboration with 
40 industry partners, 

universities and hospitals

10  
sites

Centralised 
Start-up 
Activity

Expertise  
& facilities

Global & 
Australian 

Recruitment

140 
trials

600  
years

100  
articles

20  
staff

Partners, 
Universities, 

Hospitals
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Advara HeartCare research team offers

Single point contact 
All research activity 
consolidated under 

one entity

Centralised  
start up activity 

Multiple sites  
on one contract,  

one ethics approval  
for all sites, and 

centralised governance

Multiple  
national sites 

Access to leading 
research sites across 

five states in Australia

Access to leading 
cardiologists 
Working with 

cardiologists with 
over 600 years of 

combined research 
experience

Streamlined  
& Centralised  
Research Process

Contact initiated
from sponsor

Project presented to
research management

committee

National feasibility
completion

National start up
team engaged

Site selection Site qualification
visits by sponsor

National centralised
HREC submission

National centralised
governance process

Study conduct

21 3

56 4

87 9

Therapy
development

Unique 
centralised               
approach

Improving 
quality of life

Innovative 
therapies
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46
New HREC & RGO 
Applications Processed

62
Safety Reports  
Submitted

>800
Participant Travel Refunds 
Processed via EFT

125
HREC & RGO Amendments 
Submitted

3
Audits Supported  
& Facilitated 
~ �Sponsor (not-for-cause),  

HREC & TGA GCP 

93+
HREC & RGO Annual & 
Final Reports Submitted

1400
Invoices Raised 

Start Up & Finance Team  
Achievements                   
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C L I N I C A L  T R I A L S 

Heart Failure 
Trials in 2025

  NEW  NEW

REDEFINE - 3 
(Follow-up ongoing)

CagriSema - once-weekly SC injection  
(Cagrilintide + Semaglutide)

34
ENROLLED

Sponsor: Novo Nordisk
Dual amylin and GLP-1 agonist

Participants 

Overweight or obesity (± T2DM)

Hypothesis 
Show superior CV outcomes, 
weight loss, and metabolic 
improvements vs placebo

FINE-ARTS
(Completed)

Finerenone - Oral once daily

Sponsor: Bayer

Mechanism Non‑steroidal MRA

Participants HFmrEF or HFpEF with 
LVEF (≥40%)

Outcome Finerenone reduced 
the composite of total 
worsening HF events 
(first/recurrent) + CV 
death vs placebo. Published, 

DOI: 10.1056/NEJMoa2407107

BaxDuo PREVENT-HF
(Commenced late 2025 –  
Recruiting into 2026)

Baxdrostat + Dapagliflozin – oral once daily

14
ENROLLED

Sponsor: AstraZeneca
Baxdrostat (Aldosterone 
synthase inhibition) + 
Dapagliflozin (SGLT2i)

Participants 
≥ 40 years. history of CVD, T2DM, 
and hypertension at increased 
risk of HF

Hypothesis 
Determine whether Baxdrostat 
+ Dapagliflozin reduces 
incident HF and CV death vs 
Dapagliflozin alone.

MARITIME - HF
(Commenced late 2025 –  
Recruiting into 2026)

Maridebart Cafraglutide – SC injection once monthly

9
ENROLLED

Sponsor: Amgen
Dual GLP‑1 receptor  
agonist and GIP  
receptor antagonist

Participants 
HFpEF/HFmrEF & obesity 
(BMI ≥ 30 kg/m²) ± T2DM

Hypothesis 
Determine whether Maridebart 
cafraglutide reduces CV 
death and HF morbidity/
hospitalisations. 

Joondalup,  
WA

Leabrook,  
SA

Mulgrave, 
VIC

Milton, 
QLD
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C L I N I C A L  T R I A L S 

HF Prevention  
Boehringer Ingelheim 
EASi‑PROTKT

Ongoing Research  
ATTR Cardiac Amyloid (Trials in 2025)

Mechanism of Action 
Aldosterone synthase inhibition (Vicadrostat) 
combined with SGLT2 inhibition (Empagliflozin)

Participants 
T2DM, hypertension and established ASCVD (2°  
Prevention)

About the Trial 
Evaluate CV death, HF hospitalisation/urgent 
visits and other major CV/kidney outcomes versus 
placebo + Empagliflozin

(Commenced late 2025  
– Recruiting into 2026)

Drug:  
Vicadrostat (BI 690517) + Empagliflozin  
– oral once daily

  NEW

The first patient screened in Australia was from 
Advara HeartCare WA Research sites.

ION-682884-CS2 & -CS12/OLE
CARDIO-TTRansform (Follow-up ongoing)

Eplontersen – SC injection every 4 weeks

23
ENROLLED

Sponsor: Ionis 
Pharmaceuticals 
Antisense oligonucleotide 
targeting TTR mRNA to reduce 
TTR protein synthesis and 
amyloid deposition

Participants 
Transthyretin‑mediated amyloid 
cardiomyopathy (ATTR‑CM)

Hypothesis 
Determine whether Eplontersen 
reduces CV death & recurrent 
CV events vs placebo

DepleTTR-CM
(Follow-up ongoing)

ALXN2220 – IV infusion every 4 weeks 

5
ENROLLED

Sponsor: ALEXION
Monoclonal antibody. Binds 
deposited misfolded TTR 
amyloid fibrils → promotes 
clearance

Participants 
ATTR amyloidosis (cardiac or 
mixed phenotype)

Hypothesis 
Assess whether 
antibody‑mediated amyloid 
clearance improves cardiac 
function & reduces CV events

Joondalup  
& Murdoch,  

WA

Mulgrave, 
VIC

Leabrook,  
SA
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C L I N I C A L  T R I A L S 

Ongoing Research  
LDL Lowering (Trials in 2025)

Completed Research 

Vesalius-CV - Completed Arrowhead - Completed

Drug Repatha® (Evolocumab)  
- SC injection every 2 weeks

Plozasiran (ARO‑APOC3)  
- SC injection every 3 months

Sponsor Amgen Arrowhead Pharmaceuticals

Mechanism Fully human PCSK9 monoclonal antibody RNA interference (RNAi) targeting hepatic 
APOC3 mRNA, reducing APOC3 production

Cohort Established ASCVD (no prior MI/stroke) + 
elevated LDL-C despite guideline-directed 
lipid-lowering therapy

Hyperlipidaemia on stable statin therapy/lipid-
lowering medications.

Outcome Evolocumab significantly reduced first 3-point 
and 4-point MACE versus placebo. LDL-C 
reduced ~55% (median ~45 mg/dL).

Long-term reductions in TGs and APOC3 
through 15 months of follow-up, in patients 
with mixed and severe hypertriglyceridemia.

Published, DOI:   https://doi.org/10.1056/NEJMoa2514428. Published, DOI:  DOI: 10.1056/NEJMoa2404143

AZURE-LDL
Commenced late 2025 – Recruiting into 2026

Laroprovstat (AZD0780) – oral once daily

15
ENROLLED

Sponsor: AstraZeneca
Oral PCSK9 inhibitor 

Participants 
ASCVD or high CV risk and 
elevated LDL-C despite 
maximally tolerated LLT  
(1° & 2°  Prevention)

Hypothesis 
Assess efficacy, safety and 
tolerability of AZD0780 in LDL-C 
reduction

  NEW

AHC-SA acknowledged at the presentation releasing the 
results at the American Heart Association for our outstanding 

contribution to the trial.

71 ENROLLED (WA, QLD, SA, VIC) 1 ENROLLED (WA)

VICTORION-1 / VICTORION-2
/VICTORION-PLAQUE (Ongoing)

Inclisiran – SC injection twice yearly

103
ENROLLED

Sponsor: Novartis 
siRNA hepatic PCSK9 inhibitor

Participants 
ASCVD or high CV risk and 
elevated LDL-C despite 
maximally tolerated LLT  
(1° & 2°  Prevention)

Hypothesis 
Assess efficacy and safety in 
LDL-C reduction
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Ongoing Research  
Lp(a) Lowering (Trials in 2025)

Olpasiran – SC injection every 12 weeks

62
ENROLLED

Sponsor: Amgen
siRNA targeting hepatic LP(a) mRN

Participants 
Elevated Lp(a) (≥200 nmol/L)

Established ASCVD (2°  Prevention) High CV risk (1°  Prevention) + 

Hypothesis 
Determine whether lowering Lp(a) with Olpasiran reduces MACE

OCEAN(a) OUTCOMES
(Follow-up ongoing)

OCEAN(a) Pre-Event
(Commenced 2025 – Recruiting into 2026)

ACCLAIM-Lp(a) EZEF 
(Follow-up ongoing)

Lepodisiran – SC injection every 6 months 

60
ENROLLED

Sponsor: Eli Lilly 
siRNA targeting hepatic LPA 
mRNA

Participants 
Elevated Lp(a) ± ASCVD

Hypothesis 
Evaluate the efficacy, durability, 
and safety of twice-yearly 
Lepodisiran dosing in reducing 
Lp(a), and its potential role in 
long-term CV risk reduction

SA: First Global Site Activation & First Participant Nationally

  NEW
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Eli Lilly  
MOVE - Lp(a)

Mechanism of Action 
Small molecule inhibiting the binding of Apo(a) and 
ApoB100 proteins. 

Participants 
Elevated Lp(a) (≥175 nmol/L) in secondary and 
primary prevention patients, with high risk of 
ASCVD.

About the Trial 
Prior mid-stage trials (e.g. KRAKEN) of Muvalaplin 
demonstrated substantial dose-dependent 
reductions in Lp(a) — up to ~70–85% vs placebo at 12 
weeks — with favorable tolerability. 

News release, November 18, 2024. Published on Eli Lilly and Company 
investor site.

Link 
https://investor.lilly.com/news-releases/news-release-details/lillys-
muvalaplin-lowered-lipoproteina-levels-adults-high-risk

(Commenced late 2025 – Recruiting into 2026)

Drug:  
Muvalaplin – oral once daily (or Placebo)

  NEW

Milton, 
QLD

Burwood, 
NSW

Muvalaplin binding to apo(a) KIV7 
and KIV8 prevents bond between 

apo(a) and apo B100

Muvalaplin

Apo(a)

Apo B100

Source: Adapted from Nicholls et al., JAMA 2023. doi:10.1001/jama.2023.16503 0
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GLP-1RA Combination Therapy  
Trials in 2025 

SURPASS-CVOT (GPGN) ATTAIN-2 

Drug Tirzepatide vs Dulaglutide - SC injection once 
weekly

Orforglipron - Oral tablet once-daily

Sponsor Lilly Lilly

Mechanism Tirzepatide: Dual GIP & GLP-1 RA  
Dulaglutide: GLP-1 RA

Non-peptide GLP-1 RA

Cohort T2DM + established ASCVD T2DM (± overweight/obesity)

Outcome Among patients with T2DM and ASCVD, 
Tirzepatide was noninferior to Dulaglutide 
with respect to MACE. 

Published, DOI: 10.1056/NEJMoa2505928

All three doses of Orforglipron delivered 
significant weight loss, meaningful 
A1C reductions, and improvements in 
cardiometabolic risk factors at 72 weeks. 

Published: https://www.nasdaq.com/press-release/lillys-oral-
glp-1-orforglipron-successful-third-phase-3-trial-triggering-
global

Enrolled 27 (WA) 2 (WA)

Completed Completed
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Follow-up 

REDEFINE-3 CVOT
(Follow-up ongoing)

CagriSema – SC injection once weekly 

32
ENROLLED

Sponsor: Novo Nordisk
Cagrilintide: Long-acting 
amylin analogue  
Semaglutide: GLP-1 receptor 
agonist

Participants 
Overweight/obesity and 
established CV disease or high 
CV risk

Hypothesis 
Determine whether CagriSema 
reduces MACE vs placebo, in 
addition to standard of care.

SYNCHRONIZE-CVOT
(Follow-up ongoing)

Survodutide – SC injection once weekly 

36
ENROLLED

Sponsor: Boehringer 
Ingelheim
Dual GLP-1 and glucagon 
receptor agonist

Participants 
Overweight/obesity and high  
CV risk

Hypothesis 
Assess the CV safety and 
efficacy of Survodutide, 
specifically its impact on CV 
outcomes, weight reduction, 
and metabolic health.

SURMOUNT (GPIJ)
(Follow-up ongoing)

Tirzepatide – SC injection once weekly 

18
ENROLLED

Sponsor: Eli Lilly
Dual GIP and GLP-1  
receptor agonist

Participants 
T2DM ± obesity

Hypothesis 
Long-term follow-up study 
assessing durability of efficacy, 
long-term safety, and CV/
metabolic outcomes.
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Modifying Inflammation

ZEUS
(Follow-up ongoing)

ATHENA
(Follow-up ongoing)

Ziltivekimab – SC injection once monthly

Sponsor: Novo Nordisk 
Monoclonal antibody targeting IL‑6 ligand to reduce systemic 
inflammation (hsCRP) 

Participants 
ASCVD, CKD, & elevated hsCRP

Participants 
HFpEF/HFmrEF & elevated hsCRP

Hypothesis 
Determine whether IL‑6 
inhibition with Ziltivekimab 
reduces the risk of MACE and 
slows kidney function decline.

Hypothesis:  
Evaluate whether Ziltivekimab 
improves HF symptoms, quality of 
life, and functional outcomes.

POSEIDON
(Completed)

AHC – VIC highest recruiter in AUS  

Sponsor: Novo Nordisk

Investigation: Prevalence of  
systemic inflammation in patients  
with ASCVD & HF

Participants 
ASCVD and/or HF

Outcome 
Awaiting publication

203 ENROLLED (SA & VIC)

Transcatheter Mitral 
Valve Replacement

Highlife™/HighFLO 
(Ongoing – Recruiting) 

16
ENROLLED

Participants 
TSMVR in subjects 
with symptomatic mod-severe 
or severe mitral regurgitation 
and at a high surgical risk

Anticoagulation in AF: 
Factor XI Inhibitors

Librexia AF 
(Follow-up Ongoing) 

Milvexian – oral twice daily (100 mg)

27
ENROLLED

Sponsor: Bristol Myers 
Squibb / Janssen  
Oral Factor XIa inhibitor

Participants 
Atrial fibrillation or atrial flutter 
requiring anticoagulation

Hypothesis 
Determine if Milvexian is 
non‑inferior to apixaban for 
preventing stroke/systemic 
embolism and has a superior 
bleeding safety profile.
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1°  Prevention/
ASCVD 
OCEAN(a) Pre-Event

• siRNA Lp(a)

Structural 
HIGHLIFE

• TSMVR

CV Outcomes 
MOVE Lp(a) 
EASi-PROTKT 
MARITIME-CV

• Oral siRNA Lp(a) 
• �SGLT2i ± Vicadrostat (HF)
• GLP-1

Heart Failure 
MARITIME-HF

• GLP-1 

C L I N I C A L  T R I A L S 

Trials currently recruiting

1°  Prevention/ASCVD 
OCEAN(a) Pre-Event

- siRNA Lp(a)

Structural 
HIGHLIFE 
HighFLO

-TSMVR

CV Outcomes 
MOVE Lp(a) 
MARITIME-CV

- Oral siRNA Lp(a) 
- GLP-1

Heart Failure 
MARITIME-HF 
BAXDUO PREVENT-HF

- GLP-1  
- SGLT2i ± Baxdrostat

CV Outcomes 
MOVE Lp(a) 
EASi-PROTKT

• Oral siRNA Lp(a) 
• �SGLT2i ± Vicadrostat (HF)

CV Outcomes 
EASi-PROTKT

• SGLT2i ± Vicadrostat (HF)

Heart Failure 
MARITIME-HF 
BAXDUO 
PREVENT-HF 
REDEFINE-HF

• GLP-1  
• SGLT2i ± Baxdrostat 
• MRA

1°  Prevention/
ASCVD 
OCEAN(a) Pre-Event

• siRNA Lp(a)

Structural 
HIGHLIFE 
HighFLO

• TSMVR

Amyloid 
CLEOPATTRA  
TRITON

• Commencing soon 
• Amyloid silencer

CV Outcomes 
EASi-PROTKT 
MARITIME-CV

• SGLT2i ± Vicadrostat (HF) 
• GLP-1

Heart Failure 
MARITIME-HF

• GLP-1

Western Australia

South Australia

Queensland

New South Wales

Victoria
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Ways Advara HeartCare  
has contributed to Research

ATTAIN - 2 Lilly’s oral GLP-1, orforglipron, is successful in 
third Phase 3 trial, triggering global regulatory 
submissions this year for the treatment of obesity

Reference 
https://www.nasdaq.com/press-
release/lillys-oral-glp-1-orforglipron-
successful-third-phase-3-trial-
triggering-global

ARROWHEAD Plozasiran, an RNA Interference Agent Targeting 
APOC3, for Mixed Hyperlipidemia

Reference 
New England Journal of Medicine, 
391(10), 899–912. https://doi.org/10.1056/
NEJMoa2404143

CLEAR Bempedoic Acid and Cardiovascular Outcomes in 
Statin-Intolerant Patients

Reference 
New England Journal of Medicine, 
388(15), 1353–1364. https://doi.
org/10.1056/NEJMoa2215024

FINE-ARTS Finerenone in Heart Failure with Mildly Reduced or 
Preserved Ejection Fraction

Reference 
New England Journal of Medicine, 
391(16), 1475–1485. https://doi.
org/10.1056/NEJMoa2407107

SELECT Semaglutide and Cardiovascular Outcomes in 
Obesity without Diabetes

Reference 
New England Journal of Medicine, 
389(24), 2221–2232. https://doi.
org/10.1056/NEJMoa2307563

SURPASS – CVOT Cardiovascular Outcomes with Tirzepatide versus 
Dulaglutide in Type 2 Diabetes

Reference 
New England Journal of Medicine, 
393(24), 2409–2420. https://doi.
org/10.1056/NEJMoa2505928

VESALIUS – CV Evolocumab in Patients without a Previous 
Myocardial Infarction or Stroke

Reference 
New England Journal of Medicine, 
394(2), 117–127. https://doi.org/10.1056/
NEJMoa2514428 l
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https://www.nasdaq.com/press-release/lillys-oral-glp-1-orforglipron-successful-third-phase-3-trial-t
https://www.nasdaq.com/press-release/lillys-oral-glp-1-orforglipron-successful-third-phase-3-trial-t
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https://doi.org/10.1056/NEJMoa2215024
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https://doi.org/10.1056/NEJMoa2505928
https://doi.org/10.1056/NEJMoa2505928
https://doi.org/10.1056/NEJMoa2514428 l
https://doi.org/10.1056/NEJMoa2514428 l
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Clinical Insights 
Why our partners work with us
Our partners choose to work with us because 
we enable them to accelerate development 
and surveillance of their treatments and 
services. We do this by providing them access 
to the largest and most diverse cardiology 
data set in the Asia-Pacific region, combined 
with our analytical services provided by our 
expert cardiologists. This approach means we 
derive and deliver deeper insights from our 
data set.

The diversity of our data set is defined 
across three variables:

Geographic diversity  
We have clinics in all mainland states in 
Australia, spanning metropolitan, regional and 
rural locations.

Demographic diversity  
Our national footprint enables access to a 
broad and varied patient population, reflective 
of Australia’s multicultural communities.

Socioeconomic diversity  
Our patients come from all walks of life and 
socioeconomic backgrounds supporting real-
world insights. 

Patient access 
to new market 

medications

Directed 
education and 

CPD activities in 
key interest and 

need areas

Prevalence 
reporting on 

cardiac conditions

Enriched Data 
Sources

PBS applications

Market 
surveillance and 

associated clinical 
insights

Safety monitoring 
reports for devices 
and medications

0
4

 O
U

R
 I

M
P

A
C

T
0

3
 D

A
T

A
 P

R
O

J
E

C
T

S
0

1 
C

L
IN

IC
A

L
 T

R
IA

L
S

0
1 

W
H

O
 W

E
 A

R
E



27Clinical Insights Research Report

BACK TO CONTENTS

D A T A  P R O J E C T S

Clinical Insights 
Who we are
We are a national, multidisciplinary team  
committed to advancing cardiac care through  
data-driven insights and innovative clinical programs.

Our team combines expertise from  
diverse fields within our network including:

Our Mission

Cardiologists 
Providing clinical 

leadership 
and specialist 

knowledge

Nurses 
 Ensuring 

patient centered 
perspectives and 
clinical accuracy 

Statisticians 
Delivery robust 

data analysis and 
interpretation

Data Specialists 
Leveraging AI 
to extract and 

process complex 
datasets

Our Approach

Our Impact

To investigate, analyse and interpret Advara HeartCare patient data to 
generate real-world cardiology insights that inform clinical practice, 
improve patient outcomes and shape the future of cardiac care within 
Australia.

Our team uses a data‑driven approach supported by advanced analytics 
to guide our work. We design and deliver innovative programs, including 
Guideline Directed Medical Therapy (GDMT) initiatives to improve 
patient care outcomes. Through strong collaborative partnerships, often 
supported by industry sponsorships we’re able to implement impactful 
programs and drive clinical improvements nationally.

Our work strengthens the understanding of Australia’s national 
cardiology landscape, generating insights that drive evidence‑based 
improvements across clinical practice. Through these efforts, we 
directly support better experiences and outcomes for the patients and 
communities we serve.
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What we have achieved so far

Programs

Program 
Highlights

 	� 51 programs delivered to date, highlighting long‑standing 
capability across diverse clinical areas. 

 	 �An additional 12 programs launched in 2025, reflecting continued 
growth and expanding research impact.

 	 �Advara HeartCare Data Lake:  
A centralised store of clinical documents used to support large-
scale analysis and decisions making. A total of 420,000 documents 
were extracted from the EMR, reviewed, and stored as part of these 
data initiatives to date.

 	� Creation of comprehensive clinical data sets:  
650 files reviewed as part of the CAC (coronary artery calcium) 
workflow.

 	� Lipid GDMT Management:  
6,820 files reviewed, supporting targeted cardiovascular risk 
identification and clinical escalation where required.

 	� HCM:  
Registered nurse interaction with 126 patients to support symptom 
review of Hypertrophic Cardiomyopathy. Nurses provided 
education and support, completed symptom questionnaires, and 
escalated any concerns to the treating cardiologist when further 
review or intervention was required.

 	� HFpEF GDMT Management:  
5,198 files reviewed through structured documentation audits to 
discover suitable patients for program. Monitoring was completed 
for 1,397 HFpEF patients in 2025, enabling optimisation of guideline 
recommended medications such as SGLT2i across the cohort.

 	� HFrEF GDMT Management:  
Nurse-Led, Remote Optimisation of Guideline-Directed Medical 
Therapy in Patients with Heart Failure and Reduced Ejection 
Fraction Across Australia: Program completed in 2024 and results 
published in 2025, in Journal of Clinical Medicine*. 

*Freedman G, Watt R, Chowdhury 
EK, Quinlan K, Eccleston D, 
Driscoll A, Theuerle J, Kearney L. 
Nurse-Led, Remote Optimisation 
of Guideline-Directed Medical 
Therapy in Patients with Heart 
Failure and Reduced Ejection 
Fraction Across Australia. J Clin 
Med. 2025 Jul 30;14(15):5371. 
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A 2025 
nominated 
finalist for the 
best use of data 
or insights

Transforming Heart Failure Care through Data-Driven 
insights: The AstraZeneca & Advara HeartCare Program shifts 
HFrEF GDMT from 11% to 50%.

Our collaboration with industry showcased the 
real‑world impact that multidisciplinary partnerships and 
patient‑centered innovation can have in heart failure care.
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Project 
Snapshots
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GE: Coronary Artery Disease Program

Background	� Atherosclerosis is the leading cause of MACE & has a significant burden on mortality (10% of all 
deaths) and economic impact. CVD risk assessment is recommended in all adults >40 years 
old to improve & prevent CVD outcomes. Only 42% of GPs use a risk calculator to guide CAD 
management*.

Purpose	 �Use Large Language Models (LLMs), for structuring complex clinical data → support GE 
HealthCare developing tools to enhance reporting/predictive capabilities for radiologists.

Overview	 • 	 600 patient records reviewed & converted into structured, quantitative data using LLMs. 

	 •	� LLMs extracted key information from unstructured clinical sources (e.g. letters, reports, 
treatment details, & medications)→ dataset will support GE HealthCare develop advanced 
diagnostic & predictive tools. 

	 •	 Patients = adults (18+ yo) who underwent CTCA at Advara HeartCare

	 •	 Groups: CAC score: ≥400 (n = 300) or <400 (n = 300)

Patient Discovery & Suitability 

This systematic approach ensured robust data integrity & enabled meaningful  
analysis of coronary artery disease progression & treatment outcomes.

Data Collection	 �Each episode of care encompassed several key components: 

		  • 	 Clinical Referral Letter: Provides essential patient background & context.

		  • 	 CTCA & Angiogram (if applicable): diagnostics & reports.

	�	  • 	� Post-CTCA Clinic Letter: Contains treating cardiologist’s summary & recommendations 
following the CTCA.

	� For patients with CAC ≥400, additional data such as cardiac angiography, Fractional Flow Reserve 
(FFR) measurements, and CABG reports were captured to support comprehensive analysis.

Outcome	� Creation of a comprehensive clinical data set.

	

Initial LLM 
Selection

Extraction of 
Clinical Data

Validation of ≥ 400 
Cohort

Matching  
Process (1:1)

Manual Validation 
of CAC < 400 

Cohort

Final Data 
Integrity Check

LLM identified initial set 
of patient records for 

review.

Review extracted key 
demographic & clinical 
details from the EMR:

Gender, Height & Weight, 
BMI, Age, Ethnicity, 

Postcode, Symptoms, 
Comorbidities, etc.

Patients with CAC ≥ 400 
manually validated by 

reviewing:

CAC scores, CTCA reports, 
Intervention (PCI/CABG) 
reports, where relevant.

Each CAC ≥ 400 patient 
matched to a CAC < 400 

patient based on:

Age & Gender.

Additional checks 
ensured data 

completeness.

Patients rematched if 
necessary.

All data reviewed 
to ensure accuracy, 
completeness, and 
consistency before 

analysis.

* �Imms, A., Quinn, S., & Nelson, M. (2010). General practitioners’ use of cardiovascular 
risk calculators.  Australian Family Physician, 39(1/2), 57–60. https://www.racgp.org.
au/afp/2010/january-february/general-practitioners-use-of-cardiovascular-risk-c
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Heart Failure: 4 Pillar Therapy 
Optimisation Initiative

Purpose	� Support consistent, guideline-based HF management across a large cardiology network by using 
LLMs to analyse EMRs → generate actionable insights that enable reflective practice, proactive 
clinical decision-making, and network-wide quality improvement.

Methods	 �LLMs applied to extract structured and unstructured data from EMRs at scale. 

		  • 	� Patients with diagnosed HFrEF were identified from consult letters, and Echo records 
reviewed for patients with LVEF <50%. 

	 �Model performance was evaluated through nurse-led user acceptance testing (UAT) across 
multiple domains: 

		  • 	 LVEF identification, HF type classification, documentation of four-pillar therapy. 

	� Initial accuracy was below 90%; iterative refinement improved it to >95%, confirming reliability for 
further analyses.

Process and  
Study Design 
 
 
 
 
 
 
 
 
 
 

Key outcome	� This initiative enhances clinical quality by measuring guideline compliances across the national 
Advara HeartCare network and provides clinicians with targeted results to support reflective 
practice to improve patient outcomes.

Objective	�

4PHF TX = Yes 
(Not concurrent 4PHF Tx)

4PHF TX = No

Letter mentioned use 
of 4PHF (anytime)

Letter didn’t 
mention ≥ 1 of the 

4PHF

Letter mentioned use 
& withdrawal of any 

4PHF

Letter describes 
consideration of 

pillar (e.g. SGLT2i, 
ARNI)

Not enough data 
in EMR

Identify HFrEF cohort

LVEF value <50% at anytime

OR documented HFrEF condition (within letters)

Determine acute HFrEF status  
by last known LVEF ≤40% (within letters)

Assess quality metrics  
& patient care journeys

Provide doctor-level feedback 
for self-audit & CPD

Establish a  
sustainable process

For periodic review to ensure guideline-based care  
& continuous quality improvement in cardiology.
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AstraZeneca: HFpEF GDMT Initiative

Purpose	� Recent Australian guideline updates recommend SGLT2 inhibitors across the heart failure 
spectrum creating opportunity to improve patient care, most recently for patients with HFpEF*. 

Objective	 �This initiative aimed to implement a national structured audit to identify treatment gaps in 
patients with known or suspected HFpEF—including those with recovered HFrEF—who were 
naïve to SGLT2i therapy, and to support cardiologists in optimising guideline‑directed medical 
therapy (GDMT).

Overview	� Over an 11-month period, Advara HeartCare retrospectively reviewed EMRs of >5000 patients 
across its Australia-wide network using predefined clinical, imaging, and pathology criteria. A 
nurse-led audit assessed SGLT2i eligibility, supported by clinician education and personalised 
alerts prior to consultations. Prescribing decisions were monitored, and analyses examined factors 
associated with SGLT2i uptake.

Process and Study Design

Discover Suitable 
HFpEF Cohort

Manual Individual 
Record Review by 

Nurse

Doctor Review 
Occurs

Doctor Notified of 
Patient In Relation 

to GDMT

Monitor Consult 
Outcome

Improved GDMT 
HFpEF

Key Findings		
Initial Review:	 Of 5,198 records reviewed, 2,899 patients met inclusion criteria:  
	 • 	63.5% = known HFpEF diagnosis,  
	 • 	28.6% = features suggestive of HFpEF without formal diagnosis,  
	 • 	7.8% = HFrecEF.

Patient Selection:	� • 	�After exclusions (mainly prior SGLT2i use), 1,555 patients suitable 
for cardiologist review, 

	 • 	1,397 completed monitoring over 11 months.

SGLT2i Therapy  
Initiation:	�

Diagnosis vs  
SGLT2i uptake:	

�• �Patients with a pre-existing HFpEF diagnosis were more likely to 
receive SGLT2i (65.8%) compared to those with possible HFpEF (35.5%).

• SGLT2i therapy newly initiated in 47.2% of monitored patients, 

�• �SGLT2i uptake influenced by age, gender, symptom burden, & 
pre-program diagnosis.

Conclusion	� • 	 HFpEF remains underdiagnosed due to diagnostic complexity.

	 • 	 �Structured diagnostic protocols & clinician education are essential to improve HFpEF 
recognition and enable timely, guideline-directed therapy. 

	 • 	 These strategies have the potential to optimise & enhance the overall quality of HF care.

	 • 	 Poster presented at CSANZ ASM 2025.	

* �McDonagh TA et al. 2023 Focused Update of the 2021 ESC Guidelines for the 
diagnosis and treatment of heart failure. Eur Heart J. 2023;44(37):3627–3639.
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Amgen: Assessment of GDMT in very 
high–risk ASCVD patients utilising LLM

Purpose	� To evaluate the management of very high–risk atherosclerotic cardiovascular  
disease (ASCVD) patients across the Advara HeartCare network with a focus on achievement  
of guideline-recommended treatment targets and generation of clinical and operational  
insights to support optimisation of guideline-directed medical therapy (GDMT).

Objective	 �The project aimed to identify very high–risk ASCVD patients, supported by use of large language 
models (LLMs) and to evaluate their attainment of guideline‑recommended LDL‑C targets. 

�	� The project also aimed to document workflows, highlight operational and data‑related barriers, 
and assess cardiologist challenges such as prescribing behaviours and obstacles to initiating or 
escalating lipid‑lowering therapy (LLT). 

Study Design	 �This retrospective, network‑wide quality improvement study assessed lipid management in very 
high‑risk ASCVD patients receiving secondary prevention care. Patients were identified through 
EMR extraction, LLM‑assisted screening, and manual review, with those already at LDL targets 
excluded early. A nurse then flagged eligible patients to cardiologists before appointments and 
documented resulting treatment changes. Patients were then monitored for LDL outcomes,  
LLT prescribing patterns, and program attrition.

Conclusion

Key Findings	 •	 3,328 confirmed very high–risk secondary 
prevention ASCVD patients remained in the 
program after attrition.

•	 By the end of program year:

• 	� >40% achieved guideline-recommended 
LDL targets (mean LDL 1.3 mmol/L).

• 	� Further 28% were considered by their 
cardiologist to be on appropriate therapy 
despite not reaching LDL targets.

• 	� 32% were identified for future  
LLT up-titration.

•	 Statin use was high (>96%) across reviewed 
patients, with frequent use of combination 
therapy, most commonly statin plus 
ezetimibe; PCSK9i use remained modest.

•	 Multiple system and workflow barriers to LDL 
target attainment were identified, including 
review intervals, limited consultation time, 
incomplete pathology availability, and 
challenges with prescribing workflows.

Doctor to review file and 
indicate next steps  

e.g. recall, confirm meds,  
update pathology

Pathology forms prepared

Review current medications

PBS support

Patient education & 
follow up pathology

New referral and recall where required

Doctor  
reviews  

patient list

Nursing  
support

Doctor  
consult to  

address  
LLT

Nursing  
follow-up

LDL-C goal 
attained

•	 Structured GDMT monitoring enabled >40% of very high–risk ASCVD patients to achieve LDL targets.

•	 Ongoing opportunities to optimise care include improved EMR functionality, streamlined 
pathology access, enhanced prescribing workflows, and increased treatment review.

•	 Future initiatives such as sub-specialty clinics and AI integration aim to further close the gap  
between guidelines and real-world practice.

•	 Presented at CSANZ ASM 2025. 0
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Lilly: Weight Profile & Weight 
Trajectories in At-Risk Patients

Purpose	� The purpose of this study is to obtain insights and real-world evidence on the prevalence of 
weight monitoring and other key characteristics from the electronic medical records (EMR) within 
the Advara HeartCare network. 

Objective	� Document the recording and descriptive statistics of weight, waist circumference, and BMI 
measurements in the EMR, among people who are overweight or obese.

	 Secondary objectives included:

		  • 	 �Describing the clinical characteristics of people who are overweight or obese as a total 
population and stratified per BMI category. ​​

		  • 	� Documenting the trends in weight and BMI over time as a total population  
and per BMI category.

Study Design	� Retrospective observational cross-sectional study utilising secondary data extracted from  
Advara’s EMR sourced from QLD, NSW, VIC, SA and WA. Eligible patients must have at least two 
weight measurements recorded between 2018 and 2023. ​Measurements must be taken at least  
6 months apart.

Key Findings	�

Other Opportunities	�

•	 60% of patients experienced a weight loss over a median 30-month follow-up, and overall weight 
change was statistically significant.

•	 Female representation increases with higher BMI categories.​

•	 Prevalence of overweight individuals is notably higher in metropolitan areas.​

•	 Inverse association between BMI and age observed.​

•	 A greater presence of comorbidities was noted in individuals with higher BMI.​

•	 Impact of emerging weight loss therapies is yet to be confirmed in populations attending for 
cardiology testing or clinical consultations.​

•	 Further observational studies in individuals with dynamic weight changes will give greater insight 
into this important public health problem. ​

Weight trend  
by BMI category
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Advancing  
Insights & Impact

Together, these initiatives have strengthened evidence-based care, improved service 
efficiency, and positioned the practice as a leader in data-enabled cardiovascular care.

In 2025, nurse-led, guideline-directed 
programs matured, supporting 

consistent delivery of evidence-based 
cardiology care

This foundation enables continued 
scale, quality improvement,  

and expansion across therapies  
and partnerships into 2026

Structured data, strong governance, 
and experienced nursing leadership 
improved visibility, reduced variation, 

and generated actionable  
clinical insight

We are committed to improving 
patient outcomes through these 

partnerships and projects
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Aim1

Methods2

Results3

Conclusion4

The use of artificial intelligence (AI) to identify 
potential measurement errors during 
echocardiography
Claudia D’Souza1,  Vikas Bhat1,2, Thomas Mahoney1, Renae Deans1, Steele Butcher1,2, Cara Barnes1, 
Geoff Strange2,3, David Playford1,2 1. The University of Notre Dame Australia, Fremantle

2. Advara HeartCare, Perth
3. Heart Research Institute, Sydney University

• AS diagnosis relies heavily on accurate 
echocardiographic measurements.

• Small errors in LVOT diameter (LVOTd) or LVOT velocity 
(LVOTv) can cause spurious severe AS classification.

• We evaluated whether an AI tool could identify these 
mismatches to improve quality assurance (QA) and 
reporting accuracy.

• QA program involving 31,171 consecutive transthoracic 
echocardiograms (TTEs) over 12 months (mean age 
65±16.9 years).

• Reviewed by an AI system (EchoSolv-AS) - a previously 
validated deep learning model trained on 530,871 TTEs to 
detect a high-probability severe AS phenotype (using 
parameters including LV size, function, aortic velocities, 
and LA pressure estimates but excluding LVOT data)

• AI outputs – high, medium or low probability of severe AS 
phenotype

• AI automatically classifies TTE as high probability of 
severe AS if meeting guideline criteria for severe AS: AVA 
<1.0 cm², peak velocity >4.0 m/s, or mean gradient >40 
mmHg [ESC/ACC].

• If guidelines = severe but AI = low probability, the system 
triggers a “possible measurement error” flag.

• For all “possible measurement error” flags, we performed 
manual image review by a qualified sonographer to 
assess for:
• LVOTd underestimation
• LVOTv underestimation
• True low-gradient severe AS
• No identifiable error

LVOT Diam = 1.6CM

Example of LVOT 
measurement error

• 215 patients (0.7%) with an obvious AI vs guideline 
discrepancy flagged as “possible measurement error”

• Most common errors:

• LVOTd underestimated: 169 (78.6%)

• LVOTv underestimated: 13 (6.0%)

• True low-gradient severe AS (correct AVA and 
phenotype, but underreported) in 20 (9.3%) individuals

• No error found: 13 (6.0%)

• In the 20 true severe AS cases:

• AVA: 1.0 ± 0.4 cm², Mean gradient: 17.3 ± 10.1 mmHg, 
Peak velocity 270 ± 81 cm/s

• SVI: 29.9 ± 11.2 ml/m²

• 70% reported by cardiologist as no AS, 30% as mild AS

• EchoSolv-AS AI system (Echo IQ, ASX:EIQ) shows 
significant potential to act as a quality assurance tool 
verify measurement accuracy, and to serve as an 
additional cross-check for reporting accuracy

• EchoSolv-AS AI system may also help identify cases of 
under-diagnosed low-gradient severe AS

• Real-time deployment may improve the utility of 
these tools in clinical practice.
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Figure 1. Percentage Distribution of Comorbidities in HFpEF and 
HFrEF Patients (Independent Per Group)

Dr Peter Purnell
E peter.purnell@advaraheartcare.com
advaraheartcare.com

Table 2. Biomarker and Echocardiographic Characteristics in 
HFpEF vs HFrEF

Total HFpEF HFrEF P-value
N=8,568 N=2,719 N=5,849

Male 61.3% 
(5,252/8,568)

43.0% 
(1,168/2,719)

69.8% 
(4,084/5,849)

<0.001

Age 
(years)

73.8
(12.0)

78.9 
(9.6)

71.4 
(12.3)

<0.001

BMI (kg/m2)
calculated

29.6 
(6.4)

30.7 
(7.0)

29.1 
(6.1)

0.013

BMI categorya <0.001

<25  
(Healthy weight) 

23.8% 
(2,037/8,568)

20.4% 
(554/2,719)

25.4% 
(1,483/5,849)

25-29
(Overweight)

34.4% 
(2,949/8,568)

30.2% 
(820/2,719)

36.4% 
(2,129/5,849)

≥30 
(Obese class I, II & III)

41.8% 
(3,582/8,568)

49.5% 
(1,345/2,719)

38.2% 
(2,237/5,849)

Conclusion5

Both HFpEF and HFrEF are prevalent in our specialist cardiology population. 
Significant differences in age, sex distribution, and BMI exist between HFpEF and HFrEF patients. 
o HFpEF patients are typically older, predominantly female, and more likely to be obese.
o HFrEF patients are younger and more commonly male. 

References
1. Heidenreich, P. A., Bozkurt, B., Aguilar, D., Allen, L. A., Byun, J. J., Colvin, M. M., ... & Yancy, C. W. (2022). 

2022 AHA/ACC/HFSA guideline for the management of heart failure: A report of the American College 
of Cardiology/American Heart Association Joint Committee on Clinical Practice Guidelines. Journal of 
the American College of Cardiology, 79(17), e263–e421. https://doi.org/10.1016/j.jacc.2021.12.012

2. Australian Government Department of Health and Aged Care. (2021, July 29). BMI and waist 
measurement. https://www.health.gov.au/topics/overweight-and-obesity/bmi-and-waist

Heart Failure Clinical Characteristics:
Insights from a Large Cardiology Private 
Practice Cohort

Allana Gurney1, Hayley Mammatt1, Enayet K. Chowdhury2, Peter Purnell1
1 Advara HeartCare, Perth, WA, Australia.

2 Advara HeartCare, Melbourne, VIC, Australia.

Background1

Objectives2

Methods3

Results4

Heart failure (HF) is a complex, common and serious 
disorder that remains a major cause of morbidity and 
mortality in Australia.  Classification of heart failure based 
on ejection fraction (EF) has been adopted as a way to 
predict clinical course and also response to different 
existing and emerging medical therapies (1). 

While large public datasets provide valuable insights, data 
from private cardiology practice settings are 
underrepresented. Understanding HF type, demographic 
and clinical differences between these subtypes is crucial 
for patient management and improving outcomes. 

This study characterizes the demographics, comorbidities 
and medical profiles of a large cohort of HF patients.

Study design: 

A retrospective cohort analysis of 8,568 patients diagnosed 
with HF from Advara HeartCare’s electronic medical record 
database.

Data sources: 

o Electronic medical records (EMR), Echocardiogram 
database, pathology, and stress test results.

o Age, sex, and body mass index (BMI) were examined 
between the two groups.

Definitions:

There was a statistically significant difference observed in 
age, gender, and BMI distribution between the HFpEF and 
HFrEF population (Table 1). 

o BMI category analysis revealed that obesity class I, II and 
III (BMI ≥30) was more prevalent in HFpEF patients 
compared to HFrEF patients.

HF with a preserved 
ejection fraction ≥40%

(HFpEF)
5,849 (68.3%)

HF with a reduced 
ejection fraction < 40% 

(HFrEF)
2,719 (31.7%)

54

52.6

34.1

20.5

19.5

17.6

14.6
7.6 5.4

ACS

HFrEF
(n=5,068)

63.9

43.6

18.5

17.8

9.9

8.1

8
7.4 4.4

Diabetes

HFpEF
(n=1,987)

Table 1. Clinical characteristics

Total HFpEF HFrEF P-value
N=133 N=114 N=19

nTProBNP
(ng/L), Median (IQR) 

1056.0
(410.0, 2346.0)

951.5
(402.0, 1933.0)

3492.0 
(479.0, 5602.0)

0.017

N=6270 N=2067 N=4206
LV mass index

Mean(SD)
99.4 
(29.6)

93.4
(28.9)

102.4
(29.5)

<0.001

aBMI categories as per Australian Government Department of Health and Aged Care, 2021 (2)

Results cont.4
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Background and aims1

Methods2

Results3

Conclusion4

When “moderate” means missed opportunities: 
does labelling aortic stenosis as moderate 
condemn patients to conservative management?
Vikas Bhat1,2, Steele Butcher1,2, Thomas Mahoney2, Renae Deans2, Cara Barnes2, Geoff Strange1,3, 
Claudia D’souza2, David Playford1,2

1. The University of Notre Dame Australia, Fremantle
2. Advara HeartCare, Perth
3. Heart Research Institute, Sydney University

Aortic stenosis (AS) is common and fatal if severe and 
undetected. 

EchoSolv-AS (FDA-cleared clinical decision support AI 
system) was trained on 530,871 TTEs from the National Echo 
Database Australia (NEDA) to automatically identify the 
severe AS phenotype (using parameters including LV size, 
systolic and diastolic function, aortic velocities, and LA 
volume but excluding all LVOT data including dimension 
and velocity) 

Validation of EchoSolv-AS has been performed in multiple 
centres in Australia and USA prior to regulatory clearance.

We hypothesised that, despite international guidelines, 
severe AS may occasionally be under-reported reported as 
“moderate” or “moderately severe”, and the AI may assist in 
identification of these edge cases.

This under-reporting may risk delayed review and timely 
intervention.

• Cohort: 31,171 consecutive transthoracic 
echocardiograms (TTEs) over 12 months (mean age 
65±16.9 years) were retrospectively captured.

• AI outputs: 
• High, medium or low probability of severe AS 

phenotype
• Guideline criteria for severe AS (AVA <1.0 cm², peak 

velocity >4.0 m/s, or mean gradient >40 mmHg 
[ESC/ACC])

• Automated Natural Language Processing (NLP) 
identified AS severity from free-text echo reports; cases 
were then manually verified.

31,171 consecutive 
adults undergoing 
TTE over 12 months

Retrospective 
observational study

An automated AI 
system reviews all 
31,171 TTEs
 

Artificial Intelligence 
(EchoSolv AI)

Severe AS cases 
identified by AI

Review of cardiologist assessment of AS

Uncertain cases 
manually reviewed

Concordance 
between 

cardiologist and 
AI/guidelines

Discordance 
between 

cardiologist and 
AI/guidelines

The AI system 
identifies TTEs that 
are meeting 
phenotypic changes 
and/or guideline 
criteria for severe AS

Figure 1. Study design

• The AI could be applied in 98.6% and guidelines in 100%.

• AI identified 1,425 (4.6%) individuals as high probability 
of the severe AS phenotype

• Severe AS guidelines met in 1,184 patients (3.8%)

• Cardiologists reported 593 (1.9%) patients with severe AS 
and 868 (2.8%) with moderate or moderately severe AS

• Compared with guidelines:
• High-gradient severe AS (n=357, age 76.7±11.9 years, mean gradient 

48.1±10.8mmHg, AVA 0.8±0.3cm2) reported as severe in 298 (83%)

• Low-gradient severe AS (n=821, age 79.0±11.2, 21.2±9.6mmHg, and 
0.90±0.2cm2 respectively) correctly reported in n=254 (31%)

• Detailed manual review of 704 cases confirmed 
concordance between cardiologist and guidelines in 557 
(79%) of cases and with the AI detection in 518 (73.7%)

• Clinical cardiology review was largely driven by the 
reported AS severity (80% follow-up in severe AS vs 
68.5% in moderate AS, Chi-square p<0.001)

• Artificial Intelligence shows potential in highlighting 
severe AS, ideally applied in real time during echo 
reporting

• AI also improves identification of severe AS phenotype, 
highlighting patients who may benefit from timely review

• Human misclassification of severe AS is common, 
predominantly in low-gradient cases

• A “moderate” or “moderately severe” classification of 
severe AS can lead to conservative management, lack 
of cardiology review and missed opportunities for timely 
intervention
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Implementing a Remote, Nurse-led Initiative to Achieve 
Guideline Directed Medical Therapy (GDMT) Among Patients 
with Heart Failure Preserved Ejection Fraction (HFpEF) in a 
Large Australian Cardiology Practice
Racheal Watt1, Elise Hartnett1, Chezhan Hall1, Eden Abrahamsom1, Enayet Chowdhury1, Kate Quinlan1, Leighton Kearney1

Background1

▪ Recent changes in Heart Failure (HF) management guidelines recommend 
Sodium-Glucose Co-transporter 2 inhibitors (SGLT2i) for HF management 
irrespective of left ventricular ejection fraction (LVEF). 1

▪ The recommendation for SGLT2i resulted in a potential therapeutic gap between 
existing care and optimal management of patients with HFpEF, and a need for 
structured programs to promptly improve guideline adherence. 

▪ HFpEF can be a challenging diagnosis to establish and consequently it is an 
under recognised cardiology condition2. Intentional audit of patients with 
features of HFpEF may improve diagnosis and therefore rates of treatment 
among this cohort.

Objective2

▪ A retrospective electronic medical record (EMR) review identified patients with 
clinical, imaging and/or pathology parameters suggestive of HFpEF (Fig 1).

▪ Nurse-led systematic audits were then conducted to identify SGLT2i eligibility of 
potential HFpEF patients, based on pre-defined inclusion and exclusion criteria 
(Fig 1&2).

▪ Cardiologists were provided education regarding updated HFpEF GDMT and 
received personalised alerts regarding their potential HFpEF patients prior to their 
upcoming consultations. 

▪ Cardiologist prescribing decisions were documented throughout the initiative. 
▪ Statistical tests were conducted to assess any differences in key characteristics 

relative  to SGLT2i uptake status among those completed monitoring.

Advara HeartCare aimed to perform a 11-month quality audit-based program to 
review ≥1400 patients naive to SGLT2i treatment, with known HFpEF (including HF 
with recovered EF) or suspected HFpEF; to alert cardiologists of treatment gaps 
and to monitor clinical decision-making in achieving GDMT for this cohort.

Figure 2. Nurse-Led Process

Dr Leighton Kearney
E Leighton.Kearney@advaraheartcare.com
advaraheartcare.com

Results4

X
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Conclusion5

Despite its prevalence, HFpEF remains underdiagnosed due to diagnostic 
challenges and clinician uncertainty. Enhanced education and implementation of 
structured diagnostic protocols are expected to improve HFpEF recognition and 
enable guideline-directed medical therapy, ultimately advancing patient outcomes 
and quality of care.

References
1. McDonagh TA et al. 2023 Focused Update of the 2021 ESC Guidelines for the diagnosis and 

treatment of heart failure. Eur Heart J. 2023;44(37):3627–3639. 
2. Reddy YNV et al. H2FPEF score: A novel diagnostic algorithm for heart failure with preserved 

ejection fraction. Circulation. 2018;138(9):861–870.

Figure 3: Patient cohort

Methods3

Discover 
suitable 
HFpEF 
cohort

Individual 
record 
review

Notify 
doctor of 
patient 
status

Monitor 
consult 

outcome

Improved 
GDMT in 
HFpEF

Inclusion Criteria

1. Diagnosed HFpEF patients +/- symptoms as defined by:
• Clinical syndrome of heart failure with LVEF>40%, evidence of elevated filling 

pressures and structural cardiac changes consistent with diastolic dysfunction
• Documented HFpEF in consultation notes

2. Patients who may be suspected of HFpEF based on echocardiography 
parameters +/- symptoms:
• LVEF >40%
• Moderate or greater diastolic dysfunction (>Grade 2) / elevated filling pressures
• Structural disease potentially associated with elevated left ventricular (LV) filling 

pressures, such as left atrial  enlargement or LV hypertrophy

3. Diagnosed Heart Failure with recovered Ejection Fraction (HFrecEF)
• Historical diagnosis of HFrEF, with most recent LVEF >40%

Exclusion Criteria
• Previous use of SGLT2i
• Severe mitral regurgitation or aortic stenosis
• eGFR <25 ml/min/1.73m2

• Type 1 Diabetes Mellitus
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Figure 1. Inclusion and exclusion criteria

The EMR of 5198 patients were reviewed. Of those, 2899 patients met inclusion 
criteria: 63.5% had a known HFpEF diagnosis; 28.6% had features suggestive of 
HFpEF but no formal diagnosis (possible HFpEF) and 7.8% had HFrecEF. 

Within the 2899 patient cohort, 1344 were deemed not suitable for further review 
(Fig 3), 1000 patients due to prior SGLT2i use. The remaining 1555 patients were 
deemed suitable for Cardiologist review / monitoring and 1397/1555 patients 
completed monitoring during the 11-month period. SGLT2i were newly prescribed in 
659/1397 (47.2%) of these patients. 

Table 1 depicts key characteristics of the monitored cohort, stratified by SGLT2i 
prescription status at the end of the program and suggests SGLT2i rates are 
impacted by age, gender, symptoms, and pre-program diagnosis status. Non-
prescription of SGLT2i was predominantly due to asymptomatic status at consult or 
at doctor discretion (Fig 4).

When combined with baseline data (n=2899 cohort), SGLT2i prescription rates were 
highest in patients with a pre-existing known HFpEF diagnosis (65.8%). Of patients 
with possible HFpEF, 35.5% were prescribed SGLT2i (Fig 5).

Figure 5: SGLT2i use at baseline and end of monitoring by pre-program 
diagnosis (n=2899 cohort)

Asymptomatic 
at consult

53.1%, n=392

Doctor 
discretion

41.3%, n=305 

Other
5.6%, n=41

Comorbidities.
Prioritisation of 
comorbidity Rx.
Patient frailty. 
Polypharmacy.  
Cognitive/psychological. 
Active cancer Rx.

Total        
n=1397

On 
SGLT2i
n=659

No  
SGLT2i
n=738

P- value

Age 80.0 (9.0) 78.9 (9.3) 80.9 (8.5) <0.001

Male 641 (45.9%) 334 (50.8%) 307 (41.6%) <0.001

Symptom 765 (54.8%) 493 (74.8%) 272 (36.9%) <0.001

Known 
HFpEF 804 (57.6%) 436 (66.2%) 368 (49.9%) <0.001

Posssible 
HFpEF 488 (34.9%) 179 (27.2%) 309 (41.9%) <0.001

HFrecEF 105 (7.5%) 44 (6.7%) 61 (8.3%) 0.27

Table 1: Demographics of patients 
with completed monitoring (n=1397)

Figure 4: Reasons for non use of 
SGLT2i at program end (n=738)

1Advara HeartCare, Brisbane

N= 5198
Patient EMRs 

Reviewed

N=2899
Known 
HFpEF, 

HFrecEF and 
possible 
HFpEF

N=4877
HF features 
identified

N=321
Excluded

(HF status unknown, 
died, left AHC)

N=1555
Suitable for 
monitoring

N=1397
Monitoring 
completed

N=659
SGLT2i 

Initiated

N=1978
Excluded

(HFrEF, suitability 
queried, died, left AHC)

N=1344
Not suitable 

for monitoring

N=1000
Using SGLT2i

N=344
Other exclusion criteria 

discovered (e.g. renal 
comorbidities) 

Disclosure: This program was created and implemented independently by Advara HeartCare. AstraZeneca supported the initiative to gain 
deidentified reports generated by the program. Under no circumstances was there an assumption that any patient would be recommended or 
prescribed an AstraZeneca medication. All clinician decision making was independent and anonymised. 0
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Figure 1. Weight trend over four years by Cardiac Disease status [95% CI]

Dr Peter Purnell
E peter.purnell@advaraheartcare.com
advaraheartcare.com

Table 1. Distribution overweight/obese patients’ weight and 
overall change in weight by presence of Cardiac Disease status 
at Baseline 

Cardiac disease

Total No Yes P-value
N=44,652 N=28,360 N=16,292

Male 62.2% 
(27,751/44,645)

56.0% 
(15,884/28,354)

72.8% 
(11,867/16,291)

<0.001

Age 
(years)

68.2 
(12.4)

67.0 
(13.3)

70.1 
(10.4)

<0.001

Index wt. 
(mean(SD), Kg)

91.0 
(17.1)

90.9 
(17.4)

91.3 
(16.6)

0.013

Index wt. 
(median (IQR), Kg)

89.0 
(79.2-100.0)

88.0 
(79.0-100.0)

89.0 
(80.0-100.0)

<0.001

Base BMI categorya <0.001
25-29

(Overweight)
51.1% 

(22,832/44,652)
50.7% 

(14,371/28,360)
51.9% 

(8,461/16,292)

30-34
(Obese Class I)

31.1% 
(13,907/44,652)

30.7% 
(8,709/28,360)

31.9% 
(5,198/16,292)

35-39
(Obese Class II)

11.8% 
(5,285/44,652)

12.2% 
(3,470/28,360)

11.1% 
(1,815/16,292)

≥40
(Obese Class III)

5.9% 
(2,628/44,652)

6.4% 
(1,810/28,360)

5.0% 
(818/16,292)

Last wt. 
(mean(SD), in Kg)

89.9 
(17.7)

89.9 
(17.9)

89.9 
(17.2)

0.86

Follow-up time 
(median (IQR), in month)

36.1 
(19.3-48.6)

31.6 
(16.8-46.4)

40.9 
(24.9-50.1)

<0.001

Change in weight 
(last-first wt, mean(SD))

-1.1 
(7.2)

-1.0 
(7.3)

-1.4 
(7.0)

<0.001

Change in weight 
(last-first wt, median (IQR))

-0.3 
(-4.0-2.4)

0.0 
(-4.0-2.6)

-0.7 
(-4.0-2.0)

<0.001

Annual Wt Change 
(kg/year, mean(SD))

-0.5 
(4.1)

-0.5 
(4.5)

-0.5 
(3.3)

0.14

Annual Wt Change 
(kg/year, median (IQR))

-0.1 
(-1.6-1.0)

0.0 
(-1.6-1.1)

-0.2 
(-1.5-0.8)

<0.001

Experienced any 
weight loss

58.5% 
(26,131/44,652)

57.1% 
(16,200/28,360)

61.0% 
(9,931/16,292)

<0.001

Conclusion5

In this population, cardiovascular diagnosis is associated 
with greater weight loss over time, but the magnitude of 
weight loss is small and as such is considered to have 
limited clinical benefit. Weight loss in subjects with CVD 
remains a significant unmet need.
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Overweight/Obese Patients with Cardiovascular 
Disease Compared to Subjects without Cardiovascular Disease;
Weight Changes Over Time: A Large Population Retrospective Analysis

Allana Gurney1, Hayley Mammatt1, Enayet K. Chowdhury2, Peter Purnell1
1 Advara HeartCare, Perth, WA, Australia.

2 Advara HeartCare, Melbourne, VIC, Australia.

A patient had a Cardiac Disease or Suspected CD if 
he/she experienced/had a history of:

CABG / PCI / ACS / Angina / Elevated CCS / Non-obs. CAD 
/ TIA/Stroke / PVD/ Heart Failure /ICD implanted 

Background1

Objectives2

Methods3

Results4

Overweight and obesity are common and modifiable risk 
factors for cardiovascular disease (CVD)(1). Clinical 
guidelines recommend weight reduction to improve 
outcomes in patients with CVD (2). Real world data on long-
term weight trajectories in individuals with and without 
CVD remain limited. 

This study analysed long-term weight changes in 
overweight/obese patients with and without CVD.

A retrospective cohort analysis of Advara HeartCare’s 
electronic medical record database of patients who visited 
Advara heartcare between 2018 and 2022. was performed 
on 44,652 overweight/obese patients stratified by patient 
CVD status. 
o Baseline characteristics, including age, gender, baseline 

weight, BMI distribution, and weight change over time, 
were assessed.

Compared to those without CVD (N=28,360), patients with 
CVD (N=16,292) were more likely to be male (72.8% vs. 56.0%, 
p<0.001) and older (mean age: 70 vs. 67 years; p<0.001). Class 
I obesity (BMI 30–34) and overweight status (BMI 25–29) 
were slightly more prevalent among individuals with CVD.

o Obesity class II and class III (BMI≥35 collectively) was 
more common in those without CVD.

o At baseline, median weight was higher in CVD patients 
vs. non-CVD patients (89.0 kg vs. 88.0 kg; p<0.001). 

o Over an average follow-up of 33.8 months, a greater 
proportion of CVD patients experienced any weight loss 
(61.0% vs. 57.1%; p<0.001).

o The overall magnitude of weight change (median) 
remained minimal (-0.7 kg vs. 0.0 kg; p<0.001).

aBMI categories as per Australian Government Department of Health and Aged Care, 2021 (3)

0
4

 O
U

R
 I

M
P

A
C

T
0

3
 D

A
T

A
 P

R
O

J
E

C
T

S
0

1 
C

L
IN

IC
A

L
 T

R
IA

L
S

0
1 

W
H

O
 W

E
 A

R
E



42Clinical Insights Research Report

BACK TO CONTENTS

P O S T E R  P R E S E N T A T I O N

CSANZ ASM 2025 

Do Demographic Factors Influence the Outcome 
of Guideline Directed Medical Therapy (GDMT) in 
Very High-Risk Atherosclerotic Cardiovascular 
Disease (ASCVD) Patients Seen in Private Practice?
Justine Spencer¹, Enayet Chowdhury¹, Racheal Watt¹, Kate Quinlan¹, Renae Deans¹, Geoffrey W Holt¹

Background1

▪ Atherosclerotic cardiovascular disease (ASCVD) is a leading cause of 
mortality globally. 

▪ Until recently, treatment guidelines recommended achieving Low Density 
Lipoprotein Cholesterol (LDL-C) levels <1.8 mmol/L in very high-risk patients 
to reduce the risk of recurrent cardiovascular events.

▪ Despite the availability of effective lipid-lowering therapies, real-world data 
indicates many patients do not reach target LDL-C levels. 

▪ Demographic factors such as age, sex and geographic location may 
influence treatment access, adherence, and outcomes. Understanding these 
influences is an essential element of cardiovascular care¹.

Objectives2

Methods

▪ Natural language processing (NLP) was used to analyze unstructured data 
across 2.7 million records to support risk stratification and identify relevant 
clinical indicators.

▪ High risk ASCVD patients with LDL-C>1.8 mmol/L and who were seen for 
consult after  01/01/2022 by Advara HeartCare Cardiologists were included for 
this study.

▪ Key descriptors such as coronary artery disease, angina, acute coronary 
syndrome, myocardial infarction (any), percutaneous coronary intervention 
(any), coronary artery bypass graft (any), peripheral vascular disease, stroke, 
diabetes, hypertension and smoking (any) were included to identify this 
high-risk cohort (Table 1).

▪ Risk status was confirmed after manual review by the nursing team.
▪ Demographic data including age, gender, and geographic location were 

extracted from structured clinical records. 
▪ Once patients were confirmed as suitable for the study, the treating 

cardiologists were then alerted prior to consultations to consider up-titration 
of lipid-lowering therapy (LLT). This included intensifying statin therapy 
and/or adding ezetimibe and/or PCSK9 inhibitors where appropriate (Figure 
1 process).

▪ Statistical tests comparing two sample proportions for key characteristics 
(i.e. Gender: male versus female) among individuals achieving the LDL target 
were conducted using a proportion test.

Advara HeartCare, a national cardiology practice, sought to evaluate the 
influence of demographic factors on the achievement of GDMT targets, 
specifically LDL-C<1.8mmol/L in very high-risk ASCVD patients. Demographic 
data including age, gender, and geographic location were extracted from 
structured clinical records. 

Figure 1. Process

Dr Geoffrey W Holt
E geoff.holt@advaraheartcare.com
advaraheartcare.com

Results4

X
X

%

X
X

%

X
X

%

X
X

%

X
X

%

X
X

%

Table 2: LDL-C target achievement and absolute changes stratified by age, 
gender and location

Conclusion

These findings highlight the critical importance of considering demographic factors 
when developing personalised strategies to help patients achieve guideline-
recommended targets (<1.8mmol/L). Factors such as age, gender and geographic 
location can significantly influence access to care and the intensity of lipid-lowering 
therapy offered.

References
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* Significant difference (p<0.001) observed within the sub-groups by age and location.  

▪ Overall, a cohort of 3,328 patients with confirmed very high-risk ASCVD and LDL-C >1.8 
mmol/L were identified and monitored (Figure 2).

▪ Of the 3,328, 57.7% were <75-years, 73.8% were male and 66.8% resided in metropolitan 
areas. 

▪ 40.3% (1340/3328) reached the LDL-C target, 27.9% (930/3328) were considered 
appropriately treated despite not achieving a final LDL-C<1.8mmol/L (average 
2.0mmol/L) and 1,058 (31.8%) patients remained under review at the time GDMT 
monitoring ended.

▪ Table 2 identifies patients  stratified by gender, age and location who achieved the 
target LDL-C target and their baseline and most recent LDL-C levels. 

▪ Patients ≥75-years and those from regional areas were significantly (p<0.001) less likely 
to achieve an LDL-C<1.8mmol/L as compared to younger patients and those from 
metropolitan areas. 

▪ Gender had no influence on the achievement of GDMT.  
▪ The absolute reduction in LDL-C was however greater in the regional patients (-0.94 vs 

-0.83, p=0.01), and younger (<75-yr) patients (-0.91 vs -0.76, p<0.001). 

Suspected ASCVD
53K

LDL information available
34,887 

LDL<1.8
17,270 

(avg 1.34 + 0.29)

LDL>=1.8
17,617 

(avg 2.59 + 0.84)

40.8% (7,128/17,617)
Seen in consult since 

2022
STUDY COHORT

STUDY COHORT
7,128

308 (4.3%)
LDL<1.8 

prior to risk 
assessment

6,820 (95.7%)
Records assessed for 

risk status

3,783 (55.5%)
Confirmed very high 

risk ASCVD

455 (12.0%)
Excluded (i.e. died,  
lost to follow-up, 

withdrawn)

3,328 (88.0%) 
Primary focus group

1,340 (40.3%)
LDL-C target <1.8
(Avg 1.3mmol/L)

930 (27.9%)
Appropriate 

therapy
(Avg 2.0mmol/L) 

1058 (31.8%)
Ongoing focus

Figure 2: Study cohort

3

Table 1: Associated comorbidities

Comorbidities and risk factors
Coronary artery disease Peripheral vascular disease (PVD)
Angina Stroke
Acute coronary syndrome (ACS) Diabetes
Any Myocardial infarction (MI) Hypertension
Any Percutaneous coronary intervention (PCI) Smoking history
Any Coronary artery bypass graft (CABG)

Overall Achieved Target 
LDL-C<1.8mmol/L

LDL-C value among those achieved 
target LDL-C<1.8mmol/L

N % (n/N) Base LDL
mean(SD) mmol/L

Latest LDL
mean(SD) mmol/L

Gender: N=3,328
Male 2,456 40.0% (982/2,456) 2.20 (0.52) 1.34 (0.34)
Female 872 39.0% (340/872) 2.23 (0.59) 1.38 (0.31)

Age: N=3,328
<75 1,920 44.3% (850/1,920) 2.24 (0.58) 1.33 (0.35)
≥75 1408 33.5% (472/1,408)* 2.15 (0.46) 1.39 (0.30)

Location: N=3,326
Metro 2,223 43.9% (977/2,223) 2.17 (0.50) 1.35 (0.33)
Regional 1,103 31.2% (344/1,103)* 2.30 (0.62) 1.36 (0.34)

Advara HeartCare, Brisbane¹

Disclosure: This NLP activity was financially supported by Amgen Australia. The analysis was conducted 
independently, and Amgen Australia had no involvement in the analysis or the interpretation of its findings
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Characteristics and 
trends in weight change 
of Australians with 
overweight or obesity 
attending cardiology 
services in Australia
Peter Purnell1, Rachel S Newson2, Enayet 
Chowdhury1, Racheal Watt1, Kate Quinlan1, 
Renae Deans1, and Ella S Green2

1Advara HeartCare, Australia,                                                                       
2Medical Affairs, Eli Lilly and Company, Australia

 

American Diabetes Association - 82nd Annual Scientific Sessions; 
New Orleans, LA, USA; 3 – 7 June 2022

OBJECTIVES
■ Improve the understanding of how obesity is managed 

in people with overweight or obesity attending 
cardiology clinic services in Australia.
■ Document the recording and descriptive statistics of 

weight, waist circumference, and BMI measurements
■ Examine patient characteristics and weight trends

CONCLUSIONS
■ BMI was available for ~60% of total cardiology patients 
■ 70% of measured patients had overweight or obesity.
■ Waist circumference recording was minimal (<1%)
■ Usage of obesity management medications was minimal 

during the study period
■ Weight trends recorded in a subset of adults show weight 

remained relatively stable over time in most patients
■ Obesity is highly prevalent in Australian cardiology clinics, 

however people do not get a regular recurrent weight or 
an anthropometric assessment.

■ Increasing measurement may aid in overall management

BACKGROUND
■ Obesity is a chronic, complex, and heterogeneous disease resulting in excessive 

fat accumulation and leading to the development of complications, including 
cardiometabolic conditions (1).

■ There is limited understanding of the epidemiology of obesity in Australian adults 
attending cardiology clinics and potentially at risk of cardiovascular complications

■ Obesity management medications (OMMs) are being introduced into Australia, 
changing the way obesity is being managed. Understanding how obesity is 
managed in patients with diagnosed or suspected cardiac disease will help to 
refine treatment strategies

STUDY DESIGN
■ Retrospective observational cross-sectional study utilising secondary 

data extracted from Advara HeartCare’s Electronic Medical Record 
(EMR) database. Advara is a heart care treatment clinic.

■ Data was extracted from records of patients attending between 2018 – 
2022 and included those from Queensland, New South Wales, Victoria, 
South Australia, and Western Australia. 

■ Body Mass Index (BMI) was calculated at first weight measurement 
during index, and people were categorised into overweight (25-
<30kg/m2), and obesity (≥30kg/m2), subdivided by class I (30-<35kg/m2), 
class II (35-<40kg/m2), class III (≥40kg/m2).

■ Information was reported on those with a BMI recording possible (Cohort 
A), those who had overweight or obesity at index (Cohort B) and had 
waist circumference recorded (Cohort Ba), or at least 2 weight records 
minimum six months apart (Cohort C). 

Cardiac Society of Australia and New Zealand Annual Meeting; 
Brisbane, QLD; August 14-17, 2025

RESULTS
Documentation of weight 
■ 496,521 adults attended Advara Heartcare clinics 

between 2018-2022 (Figure 1)

■ 303,873 had a height and weight record (61.2%: 
Cohort A), and 70.2% of this group had overweight or 
obesity (N = 213,393: Cohort B) (Figure 1)

– Waist circumference was measured in 0.86% of 
this group (N=1833; Cohort Ba)

■ Among people with overweight or obesity, 70,606 
were identified with ≥ 2 weight measurements with a 
minimum 6-month interval (Cohort C) (Figure 1)

Patient characteristics
■ 55.7% of cohort B were male, however male 

proportion decreased with ascending obesity class 
(Table 1)

■ Obesity rates did not differ between Australian states 
though prevalence of overweight was higher in 
metropolitan areas (Table 1)

■ Obesity-related complications (ORCs) were captured 
in a subset of patients. Some ORCs were observed at 
a higher % with increasing obesity class (Table 2)

Weight changes observed
■ In Cohort C, Weight trends were observed over a 

median 30.8 months (IQR:17.8, 45.0) from 2018-
2023.

■ 60.3% of patients experienced weight loss, with a 
mean reduction of 1.1 kg (95% CI: -1.05 to -1.17) 
and mean annual change in weight of -0.6 kg (SD: 
4.9) (Table 3). Standard deviations were large.

■ Usage of OMMs was minimal during the study 
period (0.1% overall) (Table 1)

Disclosures: RSN and ESG are employees and shareholders of Eli Lilly 
and Company. PP, EC, RW, KQ and RD are employees of Advara 
Heartcare. Eli Lilly contracted Advara Heartcare to execute the research.

Table 1: Characteristics of people with overweight or obesity (Cohort B)

Sponsored by Eli Lilly and Company

Copyright ©2025 Eli Lilly and Company. All rights reserved.
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Exclusion criteria:
• Pregnancy

• Bariatric surgery and other obesity-related treatments

Cohort B Overall Overweight
(25-< 30 kg/m2)

Obesity Class (kg/m2)
1: 30 - < 35 2: 35 - < 40 3: ≥ 40

Patients; N (% of total) 213,393 (100) 109,667 (51.4) 63,829 (30.0) 25,165 (11.8) 14,732 (6.9)
Age; mean (SD) 64.1 (15.1) 64.9 (15.7) 64.3 (14.4) 62.7 (14.2) 60.0 (13.8)
Sex; male, n (%) 118,812 (55.7) 65,264 (59.6) 35,862 (56.2) 12,094 (48.1) 5,592 (38.0)

Index weight; Kg, mean (SD) 90.4 (17.9) 80.3 (10.3) 93.4 (11.7) 106.0 (13.5) 126.2 (21.2)
Index BMI; kg/m2, mean (SD) 31.2 (5.4) 27.4 (1.4) 32.1 (1.4) 37.1 (1.4) 45.2 (5.7) 
Location; regional n (%) 77, 883 (36.5) 36,570 (33.3) 24,396 (38.2) 10,415 (41.4) 6,502 (44.1)
Any QM info available; n (%) 78,844 (36.9) 40,437 (36.9) 24,171 (37.9) 9,309 (37) 4,927 (33.4)
Any medication info available; n (%) 51,578 (24.2) 26,495 (24.2) 15,973 (25.0) 6,008 (23.9) 3,102 (21.1) 

Obesity management 
medications (OMMs)^; n (%)

39 (0.1%) - - - - 

Figure 1: Patient Selection

Table 3: Weight trends over 2018-2023 in people with overweight or obesity (Cohort C)

Cohort C Overall Overweight
(25-< 30 kg/m2)

Obesity Class (kg/m2)
1: 30 - < 35 2: 35 - < 40 3: ≥ 40

Patients; N 70,606 36,408 21,582 8,263 4,353
Index weight; Kg, mean (SD) 91.0 (17.5) 81.1 (10.2) 94.4 (11.6) 106.9 (13.4) 126.8 (20.6) 
Last weight; Kg, mean (SD) 89.9 (18.0) 80.6 (11.8) 93.3 (13.6) 105.0 (15.8) 121.4 (22.5)
Change in wt.; Kg, mean (95% CI) -1.1 (-1.1 to -1.2)* -0.4 (-0.3 to -0.5)* -1.1 (-1.0 to -1.2)* -2.0 (-1.8 to -2.1)* -5.3 (-4.8 to -5.8)*
Annual change in wt.; kg/year, mean 
(SD) -0.6 (4.9) -0.2 (3.7) -0.6 (4.3) -1.0 (5.4) -2.7 (11.1)

% of pt. with weight loss over follow-up 60.3% 58.7% 61.2% 62.6% 65.4% 

P- 655 

Age ≥ 18 yr; visited 2018-2022
N=496,521

Pt with ≥ 1 weight record and BMI 
calculated

N=303,873 (61.2%)

Cohort A

+ Pt with waist 
circumference recorded

N=1,833 (0.86%) 

+ Pt with BMI ≥ 25 kg/m2

calculated
N=213,393 (70.2%)

Cohort B

+ Pt with ≥ 2 weight recorded > 6 
months apart 

N=70,606 (33.1%)

Cohort C

Cohort B (subset) Overall Overweight
(25-< 30 kg/m2)

Obesity Class (kg/m2)
1: 30 - < 35 2: 35 - < 40 3: ≥ 40

Patients with QM info; N 78,844 40,437 24,171 9,309 4,927
Hypertension; n (%) 25,408 (32.2) 11,664 (28.8) 8,327 (34.5) 3,552 (38.2) 1,865 (37.9)
Stroke; n (%) 1,943 (2.5) 1,083 (2.7) 601 (2.5) 191 (2.1) 68 (1.4) 

Myocardial infarction; n (%) 9,800 (12.4) 5,266 (13.0) 3,115 (12.9) 1,012 (10.9) 407, (8.3)

HFrEF; n (%) 3,445 (4.4) 1,686 (4.2) 1,095 (4.5) 421 (4.5) 243 (4.9)

HFpEF; n (%) 1,039 (1.3) 395 (1.0) 335 (1.4) 195 (2.1) 114 (2.3)

Atrial fibrillation; n (%) 10,358 (13.1) 5,171 (12.8) 3,247 (13.4) 1250 (13.4) 690 (14.0)
OSA; n (%) 4,190 (5.3) 1,146 (2.8) 1,433 (5.9) 929 (10.0) 682 (13.8)
T2D (HbA1c ≥6.5)^; n/total (%) 8,891/80,138 (11.1) 3,376/40,995 

(8.2)
3,122/24,618 

(12.7)
1,470/9,484 

(15.5) 923/5,041 (18.3)
LDL (≥1.8 mmol/L)^; n/total (%) 4,416/17,505 (25.2) 2,395/9,227 

(26.0) 
1,411/5,534 (25.5) 410/1,917 (21.4) 200/827 (24.2)

CKD/Renal dysfunction  
(eGFR<30)^; n/total (%) 

453/79,213 (0.6) 229/40,625 (0.6) 139/24,278 (0.6) 59/9,360 (0.6) 26/4,950 (0.5)

Table 2: Obesity-related complications of people with overweight or obesity (Cohort B subset)

Table 1 & 2: ^ Weight loss medications (AOMs) and some ORCs were captured in a subset of the total number of patients in Cohort B. The total n (denominator) for these ORCs are 
displayed per group. QM= quality use of medicines. Table 3: *P<0.001

Cohort Ba

Inclusion criteria:

• Patients ≥ 18 years old 

• Patients with ≥1 documented weight and height from 2018–2023

• Patients with ≥ 2 weight records during 2018-2023 (minimum of 6 
months apart) (Cohort C only)
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Advancing patient care  
through real-world data

Through using the insights available from our research and data, we can measure clinical activity and 
engage with other healthcare networks to improve treatments and quality of care. 

Data-driven projects offer instrumental information to advance healthcare by providing agile and quick 
responses to patient risk factors, outcomes, and diseases. Through continued focus on these initiatives 
with our partners will enable us to achieve our purpose of improving Australia’s Heart Health.
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