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Background
Readmission of patients with heart failure (HF) is associated with increased mortality, morbidity
and costs of care[1-3]. Many interventions have been implemented with mixed evidence of
decreasing readmissions[4]. Despite suboptimal provider adherence to best practices[5],
relatively few have focused on improving provider education and adherence to national
practice guidelines [6].

Hypothesis
Resident knowledge of national discharge guidelines and best treatment practices for acute
systolic heart failure can be improved through routine exposure to a guidelines-based
educational tool routinely placed on the patient’s hospital chart - the Heart Failure
Admission Navigator (HFAN) tool.

Results
A total of 44 residents (26 intervention, 18 control) had data from pre-test and posttest available for analysis. There was a non-significantly higher proportion of
interns in the intervention group compared to the control group (41% vs.
30%). No other provider characteristics were analyzed.
Pre-test scores were similar in residents assigned to control and intervention arms
with a mean score of 6.9 (SD 3.2) in the intervention group and 5.9 (SD 2.3) in
the control group. Post-test scores in the intervention arm were nearly double
the score in the control arm (15 vs. 7.9, p<0.001) and the average increase in
score from pre-test to post-test was 8 in the intervention arm vs 2 in the
control arm (p<0.001). The smaller increase in scores from pre-test to post-test
in the control arm was also statistically significant (p=0.01).

Discussion
A chart-based simple document highlighting guidelines-based practice
recommendations resulted in improved housestaff knowledge in caring for
patients hospitalized for acute decompensated heart failure.
Further study and longer follow-up is necessary to determine if patient outcomes
such as rates of readmission or death or process measures such as adequacy of
decongestion, discharge clinical stability, and evidence-based pharmacotherapy
before discharge are improved by this educational and systems intervention.
Additionally, the long-term benefit of the intervention on provider knowledge of
guidelines-based practice in heart failure is not know and needs to be assessed.
However these preliminary data suggest that the use of the HFAN tool can
significantly increase provider knowledge of best practices for patients with acute
systolic heart failure.

Methods
All patients and internal medicine residents receiving or providing care for HF on four inpatient
cardiology services at a large academic hospital were enrolled in the study. Residents and the
patients under their care, were randomly assigned to intervention and control arms by
cardiology team in 1:1 fashion.
Resident knowledge of national discharge guidelines and best treatment practices for acute systolic
HF were assessed at the beginning and end of their month rotation in both groups by a
Management And Discharge Evaluation (MADE). The Residents in the intervention arm
received brief orientation at the beginning of the month and all patients admitted to their service
had a Heart Failure Admission Navigator (HFAN) tool placed in the medical chart.
The HFAN pairs evidence-based national best practices with local practice information in a onepage document to provide a practical discharge readiness checklist (see below).
The MADE score consists of twenty-one points comprised of questions drawn from major society
clinical guidelines documents.
Baseline differences in provider characteristics were made by Fisher’s Exact test and differences in
test scores were assessed by paired and unpaired t-test.
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