
 

CHI Learning & Development System (CHILD) 

Project Title 

Closing the Care Gap: A Nurse-Led Heart Failure Clinic to Timely Clinic Review and 

Reduce Unplanned 30 Days Readmission 

Project Lead and Members 

Project lead: Lay Cheng Toh 

Project members: Dr Chan Po Fun 

Organisation(s) Involved 

Ng Teng Fong General Hospital 

Aims 

By June 2019, the project team aimed to reduce the % of heart failure reduced 

ejection fraction (HFrEF) readmissions, where the left side pump function of the 

heart is reduced. 

Background 

See poster appended/ below 

Methods 

See poster appended/ below 

Results 

 See poster appended/ below 

Lessons Learnt 

A multi-pronged, holistic approach helps to reduce unplanned readmissions. Heart 

failure patients require needs-based service provision (which includes shorter lead 

time to consultant review) and consequently a wider variety of options in their care. 
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Opportunity for Improvement
Between February to March 2019, approximately 78% of patients were
readmitted within 30 days. This rate is above the hospital’s target by 1%
and affects the hospital’s key performance indicators (KPIs). In addition,
readmissions have financial implications under the Ministry of Health’s
pay-for-performance (P4P) schemes.
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reduced ejection fraction (HFrEF) readmissions, where the left side pump
function of the heart is reduced.
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Define Problem/Set Aim

Outcome measure: % of readmitted HFrEF patients, based on the no. of 
HFrEF patients readmitted due to HF (numerator), divided by the total no. 
of HFrEF patients (denominator). 

Process measure: % of HFrEF patients reviewed within 14 days, based on 
the no. of HFrEF patients reviewed within 14 days (numerator), divided by 
the total no. of HFrEF patients (denominator).

Balancing measure: No. of HF nurses involved  = 1
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Establish Measures

What is your current process?

What are the probable root causes? 
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Analyse Problem

What are the probable solutions?
Following the root cause analysis, the project team identified 4 
solutions or change ideas:
1. Reduce lead times to Cardiologist through Nurse-Led HF clinic
2. Early clinic review and offer opportunistic vaccination
3. Rapid optimization in HF medications 
4. Reinforcement on HF education/lifestyles modification 
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Select Changes

How do we pilot the changes? What are the initial results?How do we pilot the changes? What are the initial results?

Test & Implement Changes

Spread Change/Learning Points

 SAFETY
 PRODUCTIVITY
 PATIENT EXPERIENCE
 QUALITY
 VALUE

What are the key learnings?
The solutions and change ideas were effective in reducing the % of HFrEF
readmissions. In line with the empirical evidence, it is paramount to reduce
the long lead time to consultant review, which can often result in clinical
deterioration. This was evidenced by the clear association between
outcome and process measures.

Saliently, a multi-pronged, holistic approach helps to reduce unplanned
readmissions. HFrEF patients require needs-based service provision (e.g.
ad hoc clinic reviews based on risks of clinical deterioration as opposed to
pre-determined schedules) and consequently, a wider variety of options in
their care (e.g. A.M./P.M. clinics, HF telephone helpline etc.)

What are the key learnings?
The solutions and change ideas were effective in reducing the % of HFrEF
readmissions. In line with the empirical evidence, it is paramount to reduce
the long lead time to consultant review, which can often result in clinical
deterioration. This was evidenced by the clear association between
outcome and process measures.

Saliently, a multi-pronged, holistic approach helps to reduce unplanned
readmissions. HFrEF patients require needs-based service provision (e.g.
ad hoc clinic reviews based on risks of clinical deterioration as opposed to
pre-determined schedules) and consequently, a wider variety of options in
their care (e.g. A.M./P.M. clinics, HF telephone helpline etc.)

PLAN

ACT

STUDY

DO

Long lead time to
consultant review > 14
days

Sh
ar

ed
 r

es
po

ns
ib

ili
tie

s 
be

tw
ee

n 
H

F 
nu

rs
e 

an
d 

ca
rd

io
lo

gi
st

s 

Project team implemented
change ideas 1 to 3 from
the start of January 2019

1. Reduce lead times to Cardiologist
through Nurse-led HF clinic

2. Early clinic review and offer
opportunistic vaccination

3. Rapid optimization in HF
medication

4. Reinforcement on HF education
and lifestyles modifications

Primary driver for high 
30-day readmission
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Change ideas reduced high 30-day 
readmission rate for HFrEF patients

Outcome measure
% of HFrEF readmissions
showed a clear downward
trend.

Nurse-led HF clinic
Identify new issues during
clinic review and act as
gatekeeper to intervene
decompensation to prevent
unplanned readmissions.
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Outcome measure: % of readmitted HFrEF patients

PDSA:
*Start ad hoc reviews for patients with
risks of clinical deterioration
*Start A.M./P.M. clinics to tailor to
patients' needs
*Raise no. of sessions per week (n = 2)

MEMBERS: LAY CHENG TOH1, CHAN PO FUN2

1CARDIOLOGY SPECIALTY NURSE, CLINICAL NURSING SERVICE / 
CARDIOLOGY; 2CARDIOLOGIST CONSULTANT  

CLOSING THE CARE GAP : A NURSE-LED HEART 
FAILURE CLINIC TO TIMELY CLINIC REVIEW AND 
REDUCE UNPLANNED 30 DAYS READMISSION 

Change ideas

Examples of
change ideas in 
action

Process measure
% of readmitted HFrEF
patients reviewed within
14 days showed a clear
upward trend.

Balancing 
measure
No. of HF nurses
involved
remained at 1

⋆ Adopt the 3 change ideas, 
which were successful
⋆Adapt a new practice of 
pre-arranged, same-day  
clinic visits to further 
improve the process 
measures
⋆ Start PDSA on 4th change 
idea
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