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Learning Objectives

At the end of this session, participants will be able to:

1. Understand the elements that prevent and reduce 30 days of heart failure readmission.

2. Discuss methods, tools, and improvements which lead to success.

3. Demonstrate involvement in a multidisciplinary team approach and the outcomes.

4. Develop a process to sustain and look for further improvement.



Introduction

Heart failure is a chronic, progressive  disease that occurs 
when the heart muscle becomes weak or stiff and is 

unable to pump blood to meet the body’s need 
sufficiently. 



Introduction (Cont..)

Multi-faceted and life-threatening syndrome characterized by 
significant morbidity and mortality, poor functional capacity,

and quality of life

Potentially fatal and one of the commonest causes of 
hospitalization



Introduction (Cont..)

HF affects more than 64 million people worldwide



Introduction (Cont..)

Nearly 1 in 4 heart failure (HF) patients are readmitted within 30 days of 
discharge and approximately half are readmitted within 6 months

It has been suggested that about one quarter of HF readmissions 

may be preventable

Trends in 30- and 90-Day Readmission Rates for Heart Failure. 
Circ Heart Fail. 2021 Apr;14(4):e008335.



Readmissions not only impose significant distress on the patients and their families but also increase 

the burden on the health system and are challenging for healthcare providers. (Bergethon et al., 2016).

Hospitalization for HF represents a breaking event

Readmission rates for HF patients are high due to 

❑ worsening of heart condition

❑ lack of access to medical assistance

❑ low medication adherence, sedentary lifestyle

❑ lack of awareness

❑ poor self-monitoring 

❑ irregular follow-up care. 

Introduction (Cont.)



Quality of Life

Understanding heart failure; explaining telehealth - a hermeneutic 
systematic review. BMC Cardiovasc Disord. 2017 Jun 14;17(1):156.



Introduction

'Time is prognosis' in heart failure: time-to-treatment initiation as a 
modifiable risk factor. ESC Heart Fail. 2021 Dec;8(6):4444-4453.



Introduction (Cont..)

HF patients require more assistance after they get discharged from the hospital, and they need 

to stay connected with the Health care providers(HCP) throughout.

To prevent and reduce readmission, the majority of which relate to patients’ 

education/awareness and improving coordination, communication, and cooperation with the 

HCP.

The effort initiation by the multi-disciplinary team and approach to reduce HF readmissions 

within 30 days of discharge might improve patient outcomes and quality of life.



Introduction Cont..



• Patients are more at risk of returning to the hospital immediately following discharge.
(E.g.: new medication or lifestyle changes)

• We found a similar situation in our High Dependency Unit-C (HDU-C), in Heart Hospital, a tertiary
cardiac care center in the State of Qatar

• A baseline report was generated to analyze the 30 days Heart Failure readmission rate in 2019.
It was noted that our unit rate was high i.e., 25%, which is above the international benchmark of
21%.

Problem Description



• A multi-disciplinary team involving Physicians, Clinical Nurse Specialists, Nurses, Dieticians, Clinical

pharmacists, physiotherapists, and Occupational Therapists was developed in mid-2019 to reduce

the number of preventable 30 days readmissions and improve patient outcomes by initiating the

value improvement project (IHI).

• The team came up with an action plan to reduce 30 days Heart Failure patient readmission rate

through appropriate health education, coaching for the patient and their family, and early clinic

follow-up.

Problem Description (Cont.)



What are we trying to achieve? 



Setting

Setting 

The HDU-C is a specialized unit with 20 beds that

focus, treats, and cares for heart failure patients

started up in 2016 at Heart Hospital in Qatar.

Every year, this unit discharges around 200 HF patients

admitted with a principal diagnosis of heart failure.



Rationale

The rise in hospital readmissions is a global concern, placing a  considerable burden on patients, 
treatment costs, and hospital resources

Every year there is an increase in heart failure patients getting readmitted to the heart hospital 
within 30 days of discharge. 

Noticed gap in practice in the care continuum of patients with HF during the transition from hospital 
to home.

Studies have shown that education and reinforcement are pivotal in reducing HF readmissions
(Horne et al., 2020).

The readmission project was initiated in 2019 to improve tailored care, communication, and care 
coordination in order to have better patient engagement, involve patients and caregivers in 
discharge plans and, thereby, reduce avoidable readmissions (Morton, Masters & Cowburn, 2018). 



To reduce the number of heart failure patients 30 days readmission 

rate by 10% by the end of Dec 2020, and further to 20%  by December 

2021 admitted to the HDU C in Heart Hospital, HMC

Aim Statement



Eligibility Criteria 

INCLUSION CRITERIA

❑ Patients admitted and discharged from HDU C

❑ Principal diagnosis of HF

❑ Readmitted within 30 days of discharge in any

facilities of Hamad Medical Cooperation with

the principal diagnosis of HF

EXCLUSION CRITERIA

❑ Patients with HF readmitted with other 
principal diagnosis

❑ Deceased,

❑ Discharged against Medical Advice (DAMA)

❑ Traveled aboard, no information,

❑ No HF clinic follow-up.



Methods

Root cause and Pareto analysis for HF readmission were 
carried out by the task force team in HDU C and 

identified significant gaps.

A model for improvement framework was used to drive 
continuous improvement. 

Subsequently, Plan–Do–Study–Act (PDSA) cycles were 
used to test changes.  



Cause and Effect Diagram



Pareto Analysis was Performed To Prioritize The Diagram
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❖ Initially, heart failure (HF) patients had a routine follow-up in a general cardiology clinic;

subsequently, a heart failure clinic was established in 2015, but with no time frame.

❖ All HF patients who were discharged eventually started getting early appointments within 1-2
weeks of their discharge. Further, follow up decided according to the patient’s condition.

❖ The primary HF consultant receives follow-up from the HF team in the outpatient clinic to ensure
the continuity of care.

❖ Contact information for the CNS and HF Clinic is provided as a focal point on the day of discharge.
Early teleconsultations were made by CNS based on the patient’s condition.

PDSA 1: Early HF Follow-up



❖ A Dietician referral is given to all HF patients on admission for nutritional screening and assessment.

❖ The assigned Dietician provides each patient with a clear, detailed, and evidence-based plan of care 

which is been updated regularly and shared with the members of the healthcare team in the unit.

❖ Educated the patient about nutritional therapy and recommends salt and fluid restrictions.

❖ Provided dietary educational brochures.

❖ Reinforcement about the diet is also done by the Nurses and CNSs.

PDSA 2: Knowledge about Diet



PDSA 2: Dietary Recommendation
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❖Implementation of multidisciplinary healthcare team rounds, including 

physicians, clinical pharmacists (CP), CNS, Nurses, dieticians, OT, etc.,

are essential for best care practices.

❖ At the time of admission, the dedicated CP evaluates and reviews the patient’s home

medications and evaluates medication compliance, and educates the patient and the 

family day to day while the patient is hospitalized and on the day of discharge.

❖ Education was provided according to their level of literacy.

❖ Achieved positive outcomes with the involvement of  CP's collaborative

medication management with the HF Consultant and the team.

PDSA 3: Medication Awareness
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❖ HF patients are been referred to Heart Failure Clinical Nurse Specialists (CNS) on admission to HDU-C

❖ In the HF team, CNS is set as the focal point, link to patients 

and families, and healthcare professionals.

❖ CNS provides one-to-one inpatient education, counseling, 

and coaching, using the teach-back approach.

❖ CNS performs the Six-Minute Walk Test before discharge 

and follow-up in the outpatient clinic to reassess the progression.

❖ Continuity of care provided even after discharge through in-person/ telephonic consultation and Make 
follow-up calls within 1-2 weeks of post-discharge.

❖ Tele-Triage and facilitate within the HF team for the walk-in clinic. 

PDSA 4: Patient and Family counselling and health coaching by CNS



❖Heart failure patient’s early active engagement in basic functioning daily activities to monitor and 
improve patient functional status during in-patient.

❖This promotes early out-of-bed for self-care and leisure activities.

❖This approach enhances heart failure patients those who are active with high functional status during 
discharge are less likely to be readmitted.

PDSA 5: Patient Functional Activity Engagement 
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❖ Cardiac depression screening was initiated by the occupational therapist to identify psychosocial 
issues, particularly signs of depression that may affect adherence or functional engagement. 

❖ A standardized tool, the “Cardiac Depression Scale” (CDS) – was used.

❖ Early detection and facilitate psychiatrist referral who scores high in level of depression are vital to 
receive appropriate care at the early stage of the care continuum.

PDSA 6: Cardiac Depression Screening
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• With the help of the SPSS 20 software package, the collected data was analyzed.

• In descriptive statistics, percentage analysis was carried out. 

• In the inferential statistics, the chi-square test was used to assess the difference in readmission of 
heart failure patients in the years 2019, 2020, and 2021. 

Statistical analysis
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Heart failure population in HDU C, Heart Hospital
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Annual data for 30 days readmission rates ,HDU-C
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The Multidisciplinary approach could reduce heart failure readmission in HDU C from >25% in 2019 –

13.5 % in 2020, further reduced to 5.5% in 2021.

Primary outcomes 

No adverse events reported related to our project.

Adverse outcomes



❑ In the present study, there was no control over the extraneous variables (E.g., social issues)

❑ Extraneous variables might influence after the discharge of the patients, and it would influence the

actual results of the multidisciplinary treatment plan.

❑ The present study considered a One-month readmission time to determine the effectiveness of a

multidisciplinary treatment plan, A trial after 30 days, 6 months, and 12 months could also be

considered signifying the sustainable implications of the treatment model.

❑ Patients with HF and other co-morbidities may not be coded under the HF diagnostic-related group

(DRG).

Limitations



❑ To do further quality improvement projects on Monitoring and enhancement of patient 

compliance in in-patient, outpatient heart failure clinics and in the community setting. 

❑ Further studies shall be considered monitoring the readmission rate within 6 months and 12 

months.

❑ In addition, to involve the home healthcare team to be a part of the project.

Recommendations



Keys to success 

❑ Multidisciplinary Teamwork

❑ Feedback 

❑ Education – quality improvement courses

❑ Cooperation and coordination

❑ Weekly huddles 

❑ Data collection

❑ Weekly updating the visual management board 

❑ Leadership support and encouragement 



Multidisciplinary Teamwork

Heart  
Failure 

Unit 

(HDU-C)

HF 
Consultants

HF CNS

Nurses

Occupational 
therapist

Physiotherapist
Clinical 

Pharmacists

HF 
Outpatient 

Clinic

Coordinator 

Psychiatrist



❖ The incidence of heart failure readmission rate is alarming.

❖ It is, therefore, incumbent on MDT to evaluate their heart failure practices and to incorporate the most

current knowledge of patient care.

❖ Multidisciplinary team approach and targeted interventions such as the specialized plan of care, patient

education, patient functional activity engagement, and ensuring scheduled follow-up appointments before

discharge led to substantial reductions in the readmission rates of heart failure (HF) patients.

❖ An integrated and innovative approach to the management of heart failure patients based on the

interventions can contribute to improved patient outcomes, reduced morbidity rates, improved functional

status and quality of life, enhanced compliance, reduced rates of rehospitalization, reduced costs, and

prolonged survival.

Conclusion
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Any Questions



ME Forum 2019 Orientation 
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