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Summary / Limitations

Q) Continued monitoring is crucial
before adopting and disseminating
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improve knowledge gaps within
three months?

Outcome Measures

Q 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

QO Nursing process outcome- Improve

HF Care Clinic Eligibility and Appointments Made

10

Intervention
go-live on

Q100% of the patients
completed the HF Care
Clinic appointment.

QAssignment and completion

of other educational videos.

Q14 HF educational folders
disseminated for use.

component of patient teach-back.

QConsider the integration of a HF
CNS for care coordination and
patient education.
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Q) Patient outcome measure- Decrease
HF readmissions
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