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CLINICAL PRACTICE

Improving heart failure transitional care after hospital
discharge: A quality improvement project
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ABSTRACT

Background and objective: The burden of heart failure is growing, affecting more than 6 million Americans and an estimated
of 26 million worldwide. Heart failure is the most common cause of hospital readmission in the United States and is identified as
a marker of poor health outcomes. Thirty day readmission contribute to more than $30 billion dollars in health care expenditures,
underscoring a need for the development and implementation of programs that reduce readmission and improve outcomes for
individuals with heart failure. The purpose of this quality improvement project was to implement a heart failure education
program to increase attendance to a transitional care clinic and reduce 30-day readmissions.
Methods: We included 22 individuals who received heart failure education, focused on symptom management and transitional
care. Descriptive and statistical analyses were performed to examine attendance to the transitional care clinic and 30-day
readmission.
Results: There was a statistical significance between individuals attending follow-up at the designated transitional care clinic and
30-day hospital readmission (p ≤ .05). Of the (N = 22) participants, 64% were not readmitted into the hospital 30 days after
discharge.
Conclusions: The findings of this project demonstrate that a nurse-led evidence-based heart failure education program can
improve attendance to transitional care programs and reduce 30-day readmissions. A well-designed plan for transitional care
remains a critical component of patient care necessary to address complications and optimize continuity of care after discharge.
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1. INTRODUCTION

The global burden of heart failure is growing with an es-
timated distribution of 26 million adults living with heart
failure worldwide.[1, 2] Heart failure is a burdensome condi-
tion, affecting more than 6 million Americans, contributing
to 1 in 8 deaths in the US each year.[3] The prevalence of
heart failure continues to rise over time and is projected to
increase 25% by 2030, with 50% of patients having a 5-year
mortality rate from the time of initial diagnosis.[4–6] Heart

failure is defined as a condition in which the heart is inca-
pable of pumping enough blood to meet the demand of the
body.[7, 8] Heart failure can affect the right, left, or both sides
of the heart of adults and children. Debilitating symptoms
of heart failure include breathlessness, fluid retention, and
chronic fatigue.[7, 9, 10]

Heart failure hospitalizations are at the highest frequency in
the United States among other morbidities accounting for
an estimated $30.7 billion in annual health care costs.[1, 3, 11]
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Heart failure is the most common cause of thirty day hospi-
tal readmission.[5, 11] Readmissions are preventable events
and marker of poor health outcomes.[11] These readmis-
sions have a considerable economic impact as costs of the re-
hospitalization are exorbitant to insurance companies, med-
ical institutions, and Medicare.[3, 5, 11] The association be-
tween time from hospital discharge to outpatient follow-up
with a physician and risk of readmission is related to severity
of illness.[12, 13] Early follow-up and transitional care after
in-patient hospital discharge is highly recommended to re-
duce readmissions and improve overall health outcomes for
individuals with heart failure.[8, 11, 14]

Transitional care clinics are designed to ensure coordination
and continuity in health care as patients transfer between
locations.[13] Individuals with heart failure who are transi-
tioning from inpatient to outpatient care are extremely vul-
nerable because of complex regimen, comorbid conditions,
and multiple clinicians involved in coordination of care.[14]

Transitional care clinics are designed to provide services to
patients recently discharged from the hospital. Individuals
who manage symptoms, make lifestyle modifications, and
adhere to medication regimens will experience fewer emer-
gency room visits, hospitalizations and improved quality
of life.[15, 16] Transitional care clinics consists of a team of
multidisciplinary teams of nurses, nurse practitioners, and
cardiologists. The nursing staff reviews personal medical
history with the patient, educates with tools of self-care (exer-
cise and nutrition guidelines), on diet and fluid management
techniques, appropriate time to attend the clinic versus the
emergency department, and assists patients in identifying the
signs and symptoms of heart failure.

2. METHODS
2.1 Design, setting, and sample
This quality improvement project was implemented from
November 2014 to April 2015. The study was designed
to answer the practice question: Does the use of a transi-
tional care clinic reduce readmission among individuals with
heart failure? The project was implemented in an urban aca-
demic medical center located in the Northeastern region of
the United States on two cardiac/telemetry inpatient units in
the department of medicine. The evaluation was based on
visits to a transitional care clinic called the “Heart Failure
Bridge Clinic”, which shares the same physical location as
the inpatient units in this center.

This convenience sample of (N = 22) consisted of individuals
that were discharged from the hospital and had a follow up
appointment with the Heart Failure Bridge clinic within two
weeks post-discharge. The group of individuals receiving the
intervention included patients aged ≥ 18 years old, admitted

to the hospital with a primary diagnosis of congestive heart
failure and living within 50 miles of the Heart Failure Bridge
Clinic per clinic policy. Excluded were individuals and those
who lived more than 50 miles away from the medical center
and those who have already received care at the Heart Failure
Bridge Clinic prior to hospitalization. For this project there
were two specific aims, 1) to improve attendance to the Heart
Failure Bridge Clinic among patients with heart failure after
hospital discharge, 2) evaluate impact of the Heart Failure
Bridge Clinic on 30-day readmissions.

2.2 Theoretical framework
Nursing conceptual frameworks are developed to support im-
plementation of evidence into nursing practice.[17, 18] For this
project, it was important to select a framework that guided
and reflected effective implementation of the intervention
and analysis. The Iowa Model is used to facilitate the process
of identifying the problem and developing a solution while
incorporating evidence.[17] Steps of the Iowa model include
problem identification, forming a team, literature review,
implementing change, and disseminating the findings.[17]

The first step in using the Iowa Model is to identify the
problem commencing the need for change.[17] The problem
identified for the project was the lack of individuals follow-
ing up with the Bridge clinic after hospital discharge. Once a
problem was acknowledged by the principal implementer, a
group was formed that included: the department of medicine
heart failure resource nurse, director of nursing, capstone pre-
ceptor and mentor. This specific group formation represented
the second step of the Iowa Model; team formation.[17] Lack
of education and awareness about the importance of follow-
up appointments was acknowledged. The next steps in the
Iowa Model are critique, review, and locate evidence support-
ing or refuting change to address the problem.[17] Literature
was reviewed using this process to support the decision of
implementing the use of an informational brochure to ed-
ucate and raise awareness in patients requiring follow-up
with the Bridge clinic. A literature review is essential for
application of evidence into practice.[18] The implementa-
tion of the educational intervention with the inclusion of an
informational brochure began and evaluation followed with
the use of statistical and reflective information. Stakeholders
of the project were contacted to assess recommendations
and reception of the use of the brochure pending hospital
discharge for HF patients.

2.3 Intervention
Twenty-two patients who met the inclusion criteria were re-
cruited, and 100% enrolled in the program. Participants were
provided with a one-on one heart failure education session
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and a post-discharge appointment date prior to leaving the
hospital. The heart failure resource nurse conducted an in-
service for the physicians and nurse practitioners focusing
on the importance of scheduling appointments pre-discharge.
Discharge teaching was provided per usual care, however, the
participants were provided with additional education tools
that included an infographic style educational brochure about
the Heart Failure Bridge Clinic. The primary goal of the stan-
dardized education program was to promote awareness of
the transitional care clinic as an available resource to individ-
uals with heart failure after hospital discharge. Additional
topics covered in the education program were symptom man-
agement, self-care, lifestyle modifications, and medication
adherence. The brochure distributed included key recom-
mendations from the 2017 American College of Cardiology
Foundation and American Medical Association Guidelines of
Management of Heart Failure (ACCF/AHA), the Heart Fail-
ure Bridge Clinic website, and American Heart Association
resources.[1, 8]

2.4 Ethical considerations

This quality improvement project was acknowledged by The
Institutional Review Board/Office of Human Subjects. This
project was categorized as non-human subjects research and
received approval before data collection was initiated.

2.5 Data collection and analysis

Data collection was performed using chart review, using the
electronic medical records at the Heart Failure Bridge clinic.
Demographics collected of each patient included age, race,
and gender. Participants were assigned a random numerical
code for de-identification. Admission and discharge infor-
mation was obtained from the hospital medical records de-
partment and the Heart Failure Bridge Clinic. There were no
specific tools used for measurement of health failure knowl-
edge, medication adherence or self-care.

SPSS R© version 23 and Microsoft Excel R© were used for
data collection and analyses. Statistical significance was
determined with a two-sided alpha (α) of < 0.05. Compar-
isons were made between clinic attendance rates and 30-day
hospital readmission rates among the sample of participants.
Descriptive statistics was used to summarize demographics
among this sample. The primary outcome for this project was
the attendance rate of the Heart Failure Bridge Clinic. The
secondary outcome was measurement of the 30-day hospital
readmission rate. The revised Standards for Quality Improve-
ment Reporting Excellence (SQUIRE 2.0) guidelines, were
used for reporting of the outcomes.[19]

3. RESULTS

As shown in Table 1, we included 22 participants that re-
ceived the educational intervention along with additional
instruction for transitional care using the standardized heart
failure education brochure. Of the 22 participants, 59% were
female and 41% male One participant was of Hispanic eth-
nicity, while fifty percent (n = 11) were African-American
and 45 percent (n = 10) were White. Ages of participants
ranged from 45-85 years, with a mean of 64 years. Of the 22
participants who received the education intervention, eight
were readmitted within 30-days of discharge while 14 were
not readmitted within 30-days.

Table 1. Demographic characteristics of participants (N =
22)

 

 

 Mean/% (SD) 

Age  64.4 (± 10.1) 

Gender   

  Male 9 (41%) 

  Female  13 (59%) 

Race   

  White 10 (45%) 

  African-American  11 (50%) 

  Hispanic  1 (4%) 

 

An independent t-test performed to analyze statistical differ-
ence between patients that attended the Heart Failure Bridge
Clinic, compared to those who did not attend. Among the
22 participants who received the educational session, (n =
16) attended their follow-up appointment, while (N = 6) did
not attend, (p ≤ .05). Of the 16 participants who attended
the follow-up, four (25%) were readmitted, compared to
66% readmission among those who did not attend the follow-
up (see Table 2). There was a significant difference (p ≤
.05) between readmission rates among the groups who did
or did not attend the Heart Failure Bridge Clinic follow-up
appointments after hospital discharge.

Table 2. Heart Failure Bridge Clinic follow-up attendance
and 30-day readmission rates

 

 

 Attendance/(%) 30-day 
readmission/(%) 

p value 

Attended  16 (73) 4 (25) < .05 

Did not attend 6 (27) 4 (67)  

 

4. DISCUSSION

The principal objective of the project was to determine the
feasibility of using an educational program to increase pa-
tient attendance to the Heart Failure Bridge Clinic and ex-
amine 30-day readmissions. Our findings suggest that the
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implementation of a standardized heart failure educational
program using an evidence-based infographic brochure can
improve attendance to transitional care clinics. Furthermore,
our results showed that those who attended the Heart Failure
Bridge clinic appointments were less likely to be readmit-
ted than those who did not (67% vs. 25%), respectively.
Prior to the implementation of this program, attendance rate
of the Heart Failure Bridge Clinic was obscure and at the
time, had not been addressed since the inception of the clinic
in 2012. The attendance rate among this small sample was
72% which demonstrated improvement from attendance rates
before the implementation of this education program. Pro-
moting awareness of the Heart Failure Bridge Clinic as an
available resource was an essential component of this project
as patients with chronic conditions are more likely to return
to the same facility for other health care needs.[15]

The use of the evidence-based brochure proved to be an effec-
tive way to educate patients about effective use of transitional
care after hospitalization for heart failure. The brochure
was also effective in facilitating discussions between nurses
and patients about heart failure medications, symptoms, and
self-care. Although not measured in this project, literature
supports the concept in which quality of life increases with
outpatient follow up and that heart failure clinic process mea-
sures are associated with improved self-care and reduced
hospital readmissions.[5, 20, 21] This project was a low cost,
efficient approach to addressing 30-day readmissions and
outlined a simple but promising effort to engage patients in
transitional care. This program demonstrates that evidence-
based recommendations and materials can be tailored to serve
a particular site or population. Most importantly, nurses can
successfully lead and evaluate these initiatives in efforts to
increase patient participation in transitional care. Previous
studies have asserted that transitional care clinics can reduce
the risk of unplanned admissions and are most effective with
intensive appointments close to discharge.[16, 22] Moreover,
research supports the use of evidence-based standardized edu-
cation infographic brochures to assist patients in learning the
importance of follow-up appointments, self-care, medication

adherence, and preventable hospitalizations.[1, 5, 8, 13] How-
ever, there are very few studies reporting use of brochures
for these purposes, underscoring the need to examine the
best approach to promoting awareness of transitional care
programs. This nurse-led initiative provided a feasible, cost-
effective approach to assisting patients in transitioning from
the hospital and reduce readmission within 30 days. Effec-
tive care management post-hospital discharge is essential for
the patient transitioning from the hospital to home.

Limitations
The authors acknowledge some limitations. This quality
improvement was conducted using a small non-randomized
convenience sample at a single site over a short time period;
leading to poor generalizability. Other limitations to the
project included the exclusion criteria applicable to many
patients admitted to the hospital during implementation. Ex-
clusion criteria comprised of patients previously aware of
or attended the clinic prior to hospitalization. Furthermore,
the effectiveness of the information provided in the brochure
from the individualized face-to-face session with the patient
and its contribution to enhancement of awareness was not
measured.

5. CONCLUSIONS
A well-designed plan for transitional care remains a criti-
cal component of patient care necessary to improve post-
discharge follow-up and reduce 30-day readmission. This
project highlights the importance of a transitional care and
how improving attendance to clinic follow-up can contribute
to a reduction in 30-day hospital readmission rates. The im-
plementation of projects that promote awareness transitional
care presents a feasible a cost effective approach for enhanc-
ing patient care delivery. Nurses are uniquely qualified to
implement such programs that can improve transitional care
and need to accommodate evidence-based recommendations
to practice settings across the globe.
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