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❤️Underutilization of the hospital’s 
Heart Failure (HF) Care Pathway 
increased the risk of missing nursing 
interventions such as daily weights, 
referrals, and patient education for 
HF patients.

❤️Hospital readmissions reduced 
patient’s quality of life and imposed 
significant costs on the healthcare 
system.

❤️Aimed to implement interactive tools 
to encourage the initiation of HF self-
management habits during 
hospitalization.

❤️Patient process measures- Improve
HF care knowledge:
o Complete assigned HF videos
o Demonstrate teach-back of self-

management behaviors
o Follow-up care with HF Care Clinic

❤️Nursing process outcome- Improve 
adherence to guidelines

❤️Patient outcome measure- Decrease 
HF readmissions

Summary / Limitations

❤️Continued monitoring is crucial 
before adopting and disseminating 
the H.E.A.R.T. tools.

❤️Recognized the necessity to enhance 
language and sensory deficit options 
in patient education materials.

❤️Improved adherence to the process 
could be achieved through a 
streamlined automated system.

❤️Initial data supports the 
effectiveness of tools employing 
visual cues for HF management, such 
as the H.E.A.R.T. tools. 

❤️It is essential to capture the value of 
the patient, caregiver, and nursing 
roles in preventing readmissions.

❤️Consider incorporating a pillbox as a 
component of patient teach-back.

❤️Consider the integration of a HF 
CNS for care coordination and 
patient education.

Holistic 
Education

Assessment and activity
Referral 

Teach-back

❤️100% of the patients 
completed the HF Care 
Clinic appointment.

❤️Assignment and completion 
of other educational videos.

❤️14 HF educational folders 
disseminated for use.

Scan for H.E.A.R.T. tools, 
EBP practice model with 
project steps, and 
references.

Delineate workflow to 
empower all staff to 

practice to the highest 
extent of their role
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❤️In patients diagnosed with HF and 
admitted, will evidence-based 
focused nursing tools, in addition to 
standard HF care workflow, improve 
adherence to HF guidelines and 
improve knowledge gaps within 
three months?

❤️This project would not have been 
successful without the inpatient 
team, USD Hahn School of Nursing 
Professors, my family, and my peers. 
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