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 CHF QUERI / Heart Failure (HF) Network launched 
VA Hospital to Home (H2H) quality improvement 
initiative 

 Co-sponsored by the ACC and IHI  

 Phoenix VAHCS chose a pro-active approach to 
driving facility quality 

 National Goal: 
 

 



• 25% percent of HF patients are readmitted within 
30-days  

 
• Causes of readmission are multi-factorial, not always 

cardiac 
• Transition to home is an area of increasing 

importance  
• Recommended H2H Focus areas: 

1. Medication management 

2. Symptom management   

3. Early hospital follow-up  



• Phoenix HF outcome data from VSSC was not specific 

or timely 

• Needed patient-level data  

• Number of monthly HF patients discharges 

• Days to follow up Cardiology appointment 

• ED visit rate 

• Post discharge clinic access was limited 

• No facility –wide recommendation regarding 

timing or need for post-hospital follow-up 

• The focus of this project was early hospital follow-up  



 



Discharged patients with primary 

diagnosis of HF will be seen ≤ 7 days 

(median) in HF clinic by April 30, 2012. 
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1. HF RN face-to face visit  
a) Same-day pre-discharge 

b) Self care, scale, BP cuff, appointment instructions 

c) Consults print to her printer 

d) Publicize new process to hospitalists 

2. Simplified consult template 
a) Explain  goals, entry criteria, referral process 

b) Include community HF discharges 

3. Make  Post Hospital Clinic ‘mandatory’ 

4. CPRS HF order set 
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1. Reduced HF readmissions  

 78 readmit avoided/yr x mean LOS 5.4 d x 
$1720/day = $724,000 per year inpatient cost 
avoided 

2. Reduced 30-day Emergency visits 

 109 ED visits avoided / yr x  $408/ ED visit = 
$44,580 per year 

3. Conservative estimate –  
 Does not include cost savings of avoided Community Fee Basis, 

increased bed availability  

Total = $768,580 / yr 







 



 



 Did not exclude palliative care patients (in 
contrast to VSSC) from outcome measures 

 Days to Cardiology follow-up was calculated as 
weekdays instead of calendar days 

 



1. Continual improvement 

1. New metrics (scale/BP cuff, education), drill down 

2. HF Education class 

3. Shared medical appointment for HF 

4. HF Toolkit Pre discharge - BP cuff, scale at point-of-care 
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