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Abstract
Heart failure patients account for 27% of readmissions within 30 days of discharge,
which is an indicator of poor quality of care. Additionally, heart failure patients report
that they do not receive adequate discharge planning, pointing to a need for improved
discharge planning and practitioner follow-up. As the severity of heart failure increases,
caregivers may be the key to decreasing readmissions. The purpose of this qualitative,
hermeneutic phenomenological study was to explore the lived experiences and challenges
faced by caregivers of heart failure patients ages 65 and over readmitted within 30 days
of discharge. The transitional care model guided the understanding of the caregivers’
experiences during the patient transition from hospital to home. Purposeful sampling was
used to recruit participants caring for a heart failure patient. Eight face-to-face and
telephone interviews were conducted using an interview guide with open-ended
questions. The data analysis consisted of transcribing the interviews verbatim and hand
coding. Four process themes were identified: being vigilant, seeking support, receiving
support, and experiencing challenges. Caregivers are attentive to needs of the heart
failure patient, they look to others for support, and experience many challenges. The
results of this study may provide a better understanding for health care providers about
the challenges experienced by caregivers and help guide the development of programs

with the potential to prevent readmission.
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Chapter 1: Introduction to the Study

Chronic disease in the United States continues to increase, and about 6 million
American adults suffer from heart failure (Phelps, 2018). Heart failure costs are an
economic burden (Cameron, Rhodes, Ski, & Thompson, 2016; Farmer et al., 2016), and
heart disease is expected to increase by 25% by 2030 (Farmer et al., 2016). Heart failure
patients have a high rate of comorbidities and account for 27% of inpatient readmissions
within 30 days of discharge (Ahmad et al., 2016). Fifty percent of all hospitalized heart
failure patients are readmitted within 6 months of discharge (Farmer et al., 2016).
Readmission rates and costs are high (Ziaeian, & Fonarow, 2016), and readmissions are a
direct link to poor quality of care or suboptimal patient care (Gunadi et al., 2015; Retrum
etal., 2013).

The high rate readmissions of heart failure patients exist across the continuum of
health care facilities (Radhakrishnan, Jones, Weems, Knight, & Rice, 2015; Salata et al.,
2018). Therefore, the federal government has instituted regulations where hospitals face
monetary penalties for patients that are readmitted within 30 days (Centers for Medicare
& Medicaid Services [CMS], 2014; CMS, 2018; Institute for Health, 2012). This
regulation brought national recognition to hospitals that patient’s care is directly related
to readmissions (Gunadi et al., 2015). Interventions for the patient while still in the
hospital before discharge is necessary for readmission prevention.

Hospital facilities began looking at interventions to prevent patients from being
readmitted; specifically, patients with chronic diseases such as heart failure (Gunadi et

al., 2015; Retrum et al., 2013). To ensure the effective management of heart failure



patients after discharge from the hospital, improved discharge planning and practitioner
follow-up are significant (Retrum et al., 2013; Ziaeian, & Fonarow, 2016). Because
caregivers of heart failure patients are placed in a position to make decisions on behalf of
the patient, it is important to understand challenges they may be faced with in caring for
heart failure patients. Challenges experienced by the caregiver of the heart failure patient
after discharge are understudied and require more attention.- In Chapter 1 | will discuss
the background of the study, the problem statement, the purpose of the study, the research
question, the theoretical framework, the nature of the study, and the significance of the
study.
Background

In the United States, 5.7 million people suffer from heart failure (National
Institute of Health [NIH], n.d.), and globally, 23 million people are affected by heart
failure (Sharifi, Rezaei, Heydari Khayat, & Mohammadinia, 2018). Heart failure is the
most common chronic condition leading to hospitalization, especially in people age 65
and over on Medicare (NIH, n.d.). Further, the national 30-day readmission rate is
approximately 23% to 26% (Inamdar & Inamdar, 2016). The median heart failure
readmission rate from 2009 to 2012 was 23% (Ziaeian, & Fonarow, 2016).

The cost of heart failure readmissions has become a global issue (Cameron et al.,
2016; Farmer et al., 2016). Heart failure patients have high readmission rates within 30
days of hospital discharge, which is consistent with a decrease in the quality of patient
care (Gunadi et al., 2015; Johnson et al., 2014; Retrum et al., 2013). Studies related to

readmission of heart failure patients identify the need for discharge planning and follow-
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up care to decrease 30-day readmission of patients, recognition of the role of the primary
caregiver in facilitating the care of the patient post-discharge, and the importance of
communication among the health care practitioner and the patient and primary caregiver
for compliance with care regimen (Cameron et al., 2016; Farmer et al., 2016; Hagedoorn
etal., 2017).

Caregivers provide an important role in assisting in the navigation of care of the
chronically ill patient (Farmer et al., 2016; Howitt, 2011). Caregivers are an integral part
of the care of the patient post-discharge and are a critical contact for medical personnel
(Farmer et al., 2016). They are the primary care person for the heart failure patient and
may be the key to improving readmissions of heart failure patients (Shahrbabaki, Nouhi,
Kazemi, & Ahmadi, 2016; Sharifi et al., 2018). Heart failure patients report that having a
caregiver improves their quality of life (Shahrbabaki et al., 2016). Recognizing
symptoms requiring medical attention is affected by patient and caregiver knowledge
(Sharifi et al., 2018). Thus, the caregiver’s perceptions may identify issues related to
quality of care leading to strategies for readmission improvement and prevention (Ahmad
et al., 2016; Shahrbabaki et al., 2016; Sharifi et al., 2018).

Caregivers’ viewpoints have identified factors hindering the care of the heart
failure patient that may be related to readmission (Ahmad et al., 2016; Cameron et al.,
2016). Caregivers have listed reduced independence, stress, and personal characteristics
of the patient as barriers to the self-care management of the patient (Ahmad et al., 2016).
Additionally, caregivers have identified physical, emotional, and cognitive challenges as

factors that hindered the care abilities of the heart failure patient (Cameron et al., 2016).
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Further, patient symptoms, the progression of chronic disease, psychological and
social environmental factors, self-care adherence, and health system factors all attribute
to the readmissions of heart failure patients (Retrum et al., 2013; Shahrbabaki et al.,
2016). Heart failure patients also indicate that there is a deficit in the supportive network
for coping with heart failure (Shahrbabaki et al., 2016). Poor health and poor awareness
of symptoms by patients and caregivers leads to erroneous choices for health care
management that may be related to heart failure readmission (Sharifi et al., 2018). Heart
failure patients are not being educated effectively regarding their care, meaning that they
do not understand their medication instructions upon discharge (Johnson et al., 2014;
Knight, Thompson, Mathie, & Dickinson, 2013; Santana et al., 2014; Ziaeian &
Fonarow, 2016). Noncompliance with the care regimen may be attributed to ineffective
education as well as communication among patients, providers, and caregivers (Farmer et
al., 2016; Johnson et al., 2014; Santana et al., 2014). Therefore, better communication
between patients, caregivers, and practitioners is needed to improve the coordination of
patient care and decrease noncompliance with care regimen (Farmer et al., 2016; Johnson
et al., 2014; Retrum et al., 2013; Ziaeian & Fonarow, 2016). In addition, patients do not
have to schedule follow-up appointments arranged prior to hospital discharge, which
leads to using the emergency department (Johnson et al., 2014).

Hospital facilities began looking at interventions to prevent heart failure patients
from being readmitted (Gunadi et al., 2015; Retrum et al., 2013). Some of the strategies
that are being utilized to decrease readmission rates are transitional care tools, support

medication reconciliation, patient education, communication with providers, and post



discharge follow-up (Gilmore et al., 2015; Jun & Faulkner, 2018; Ziaeian & Fonarow,
2016). Transitional care models (TCMs) support patient medication reconciliation,
education, and follow-up with patients’ pre- and post-discharge to improve heart failure
readmission (Hammond, 2015). Education by nursing with the patient and family about
medications has reduced readmissions by 56.2% (Ziaeian & Fonarow, 2016).
Implementing an electronic transfer of care tool has also been suggested to improve
communication between physicians, patients, and families, which has led to a better
understanding of their medication and how best to manage their health problems (Santana
etal., 2014). Additionally, screening at-risk patients, care planning, encouraging self-
management, medication education, communication, patient characteristics, social
support and follow-up appointment within 7 to 10 days of discharge may decrease
readmission rates (Johnson et al., 2014), though discharge planning and practitioner
follow-up are underutilized (Johnson et al., 2014; Retrum et al., 2013; Ziaeian &
Fonarow, 2016). Regardless of the intervention, studies show that they are more
effective when health care systems and communities combine their efforts for
interventional strategies (Retrum et al., 2013; Ziaeian & Fonarow, 2016). Improving
communication between the caregiver and health care provider is an important beginning
(Knight et al., 2013).

Despite concerted efforts to decrease readmission rates the readmission rate
continues to be a problem (Sharifi et al., 2018). Heart failure patients report that they do
not receive adequate discharge planning and are not always compliant in their care.

Caregivers are an essential component of the heart failure patient in providing a contact



for communication for medical providers. However, the challenges caregivers
experience when providing care for heart failure patients at home has not been
investigated. There is a need for further studies to identify factors surrounding the triad
of patient, provider, and caregiver that may decrease readmission of heart failure patients
(Farmer et al., 2016; Shahrbabaki et al., 2016; Sharifi et al., 2018). An understanding of
these challenges by health care providers may help guide the development of discharge
programs to facilitate the care of the patient at home, which is what this study addressed.
Problem Statement

Readmission rates and costs of the heart failure patients are high (Ziaeian, &
Fonarow, 2016). But improved discharge planning and practitioner follow-up can ensure
the effective management of heart failure patients after discharge from the hospital
(Retrum et al., 2013; Ziaeian, & Fonarow, 2016). Caregivers are often taking part in
coordinating the care and making decisions on behalf of the chronically ill patient
(Levine & Feinberg, 2012; Li et al., 2018), supporting the care of the patients and
partnering with the health care providers (Hagedoorn et al., 2017). Because caregivers
are recognized as the one who often decides to seek hospital-based care for the patient,
they may be the key to decreasing readmissions of heart failure patients (Farmer et al.,
2016). Thus, understanding the challenges that patients and caregivers experience after
they leave the hospital may identify factors to improve their home care coordination
(Farmer et al., 2016; Johnson et al., 2014; Retrum et al., 2013; Ziaeian & Fonarow,
2016). This can result in reduced readmission rate for this population (Ahmad et al.,

2016).



The viewpoint of the caregiver may identify reasons or issues related to
readmission leading to strategies for readmission improvement and prevention. (Ahmed
et al., 2016; Shahrbabaki et al., 2016; Sharifi et al., 2018). Caregivers are a primary
contact for health care providers (Farmer et al., 2016). Therefore, understanding
caregiver perceptions of the challenges they face caring for the heart failure patient may
open the opportunity for further strategies to improve patients and caregiver’s ability to
manage the care of the heart failure patient at home and decrease the readmission rate
(Ahmad et al., 2016; Shahrbabaki et al., 2016; Sharifi et al., 2018).

Purpose of the Study

The purpose of this qualitative, hermeneutic phenomenological study was to
explore the challenges experienced by primary caregivers of heart failure patients ages 65
and over who were readmitted within 30 days of discharge from an acute care
organization. Phenomenology is a philosophical method of understanding life
experiences (Patton, 2015; Ravitch & Carl, 2016). The phenomenological approach is
used in interviews where the main interest is the lived experiences of the participants
(Ravitch & Carl, 2016). The phenomenological approach for this study involves
semistructured interviews to better understand the lived experiences of participants who
are caring for patients before and after discharge. A better understanding of their
experiences may guide the development of strategies to increase communication between
the patient, caregiver, and the health care provider prior to patient discharge and thus

increase the potential to prevent readmission of heart failure patients.



Research Questions

The research question that will guide this study is “What are the lived experiences
of caregivers while caring for heart failure patients prior to being readmitted within 30
days of discharge from an acute care organization?”

Framework

The TCM is derived from an earlier model by Eric Coleman known as the care
transitions intervention (Tornow Chai, 2011). The care transitions intervention model
was developed to improve the quality of life through the self-care of patients and the
assistance of their caregivers (Tornow Chai, 2011). The TCM was developed in 1981 by
Mary Naylor with a concentration on older patients to improve readmissions through
nursing led interventions (Hirschman et al., 2015; Naylor, 2000; Penn Nursing,
n.d.). The TCM initially targeted populations who are vulnerable needing a lesser
hospital stay in response to shifts in length of stay nationwide (Naylor, 2000). However,
Medicare’s repayment system led to earlier discharge for the older population decreasing
the hospital stay by nearly 2 days, resulting in a need for increased care needs at home
(Naylor, 2000). The TCM is comprised of nine components: (a) screening, (b) staffing,
(c) maintaining relationships, (d) engaging patients and caregivers, (e)
assessing/managing risks and symptoms, (f) education/promoting self-management, (g)
collaborating, (h) promoting continuity, (i) and fostering coordination (Hirschman et al.,
2015). The TCM is focused on the health care provider, patient, and caregiver (family,
friend, significant other) during the transition from hospital to home (Hirschman et al.,

2015; Naylor & Berlinger, 2016). These components complement each other to support



smooth continuity of care from hospital to home among health care and home care
providers (Naylor & Sochalski, 2010).

Maintaining relationships, engaging patients and caregivers, collaborating, and
promoting continuity are the components applicable to this study because identifying the
lived experiences of caregivers may guide the development of strategies to prevent
readmission of heart failure patients. The TCM is often used in decreasing readmission
rates, improving care, and decreasing costs (Hirschman et al., 2015; Naylor & Berlinger,
2016; Radhakrishnan et al., 2015). Thus, the TCM supports the participation of the
caregiver in the patient’s discharge planning for the education of medications and
continued care from hospital to home (Hammond, 2015; Hirschman et al., 2015). The
caregiver is the primary person making health care decisions for the heart failure patient
at home and understanding their experiences may help health care practitioners to
develop discharge planning programs to better prepare the patient and family for self-care
after leaving the hospital and decrease readmissions.

Nature of Study

The nature of this study was qualitative using a hermeneutic phenomenology
approach. Qualitative research is a method for discovering and understanding the
significance people attribute to an identified problem (Creswell & Creswell, 2018).
Within this method, interviews are a means to evaluate and explore the lived experiences
of individuals (Mitchell, 2015). Open-ended questions were used for this qualitative
study (Mitchell, 2015). Semistructured, face-to-face or telephone interviews were

conducted based on availability and preference of the participant. After these interviews,
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content analysis was used to format information in an orderly and systematic fashion
(Patton, 2015). Content analysis research is a method to classify material for
understanding and interpreting information collected in a qualitative study (Shahrbabaki
etal., 2016).

Additionally, interpretive phenomenological analysis (IPA) is often used in
researching the lived experiences of people through semistructured interviews (Peat,
Rodriguez, & Smith, 2019; Smith & Osborn, 2015). Audio recording semistructured
interviews is an adjunct to qualitative data collection to aide in transcribing verbatim
what the participant is stating (Creswell & Creswell, 2018). A 7-step conceptual
framework is used to guide IPA analysis: reading and rereading, note taking, developing
themes, making connections within themes, bracketing themes, identifying patterns, and
interpretation (Charlick, Pincombe, McKellar, & Fielder, 2016; Peat et al., 2019). In this
study, interviews were recorded, transcribed, and the data broken down into codes,
categories, and themes, including any body language collected during the interview
process using an interpretive analysis. | planned to use a qualitative software tool NVivo
to analyze data for codes, categories, and themes but instead used hand-coding and
Microsoft Word.

Definitions

Caregiver: The caregiver is an individual who may be a friend, relative, family
member, significant other, or neighbor who assists a chronically ill person, such as a
person with heart failure, with daily activities and management of health care symptoms

(Family Caregiver Alliance, 2014).
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Heart failure: Heart failure is a chronic condition causing the heart to
ineffectively pump blood (NIH, n.d, 2018). This condition necessitates continual
management of care (NIH, n.d.).

Readmission: Readmission is a return admission to the hospital within 30 days of
a prior acute care admission (NIH, n.d.).

Assumptions

It was assumed that participants who are caregivers of heart failure patients want
to be involved with the care of the heart failure patient to improve their quality of life and
prevent their readmission. Additionally, it was assumed that the participants would
understand the interview questions and respond to the interview questions honestly.
Finally, it was assumed that the caregiver interviews would provide insight to reducing
heart failure readmission.

Scope and Delimitations

The scope of this study was to interview caregivers of heart failure patients
readmitted to an acute care organization within 30 days of discharge. Purposeful
sampling was used to identify participants from one hospital in the Northeast United
States. The heart failure discharge nurse distributed a recruitment flyer to caregivers of
readmitted heart failure patients. Caregivers of heart failure patients ages 65 and over
willing to be interviewed were included in this study. Caregivers of patients outside this
age limit, with other medical conditions, and caregivers from other regions of the United

States were not included.
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Limitations

The sample size was recruited from one institution; therefore, the results may not
be generalizable to other groups (Ravitch & Carl, 2016; Rudestam & Newton, 2015). In
addition, to obtain the necessary information the participants were purposefully selected.
Purposeful or purposive sampling is used to obtain information from participants to gain
insight of a specific phenomenon (Patton, 2015). However, this may decrease the
generalizability of the findings (Rudestam & Newton, 2015). Furthermore, | am a novice
researcher, which may have affected my ability to recognize when data saturation was
achieved (Fusch & Ness, 2015). But working with the dissertation committee guided the
research and analysis. Lastly, the responses of the participants were subjective, and they
may have withheld information. There is no way to be aware if the participant withheld
information, but I tried to elicit as much information as possible with the guided
questions in the interview protocol.

Significance

Readmissions may reflect suboptimal discharge planning (Retrum et al., 2013), as
heart failure readmissions can be avoided by 60% through effective discharge planning
and improved management of care (Knight et al., 2013). Pre- and post-discharge
provision of patient medication reconciliation, education, and follow-up can decrease
heart failure readmission (Hammond, 2015). Further, family members and friends are
often the caregivers who act as the bridge between the patient and health care provider in
supporting the care of the patients (Hagedoorn et al., 2017). As the chronically ill heart

failure patient symptoms become increasingly difficult over the long-term illness, the
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caregiver is expected to continually support the patient (Hagedoorn et al., 2017). Thus, it
is important to understand the factors that help them in making decisions on behalf of the
chronically ill patient (Li et al., 2018). Health care providers contribute to the patient’s
well-being and quality of care by ensuring that the caregivers have the information
necessary to follow-up with the recommended plan of care. Coordinating patient care
between providers using a TCM may decrease readmission rates (Radhakrishnan et al.,
2015).

The results of this study have the potential for positive social change for patients,
caregivers, practitioners, and hospitals. Health care providers’ understanding of the
challenges experienced by caregivers of heart failure patients may help to design
effective discharge plans of care for the heart failure patient. Improved communication
between providers, patients, and caregivers may provide caregiver support in effectively
caring for the heart failure patient and improve the patient quality of care and quality of
life. Additionally, decreasing the rate of readmissions will decrease the financial burden
on the hospital.

Summary

Twenty-three percent of heart failure patients are readmitted within 30 days of
discharge (Inamdar & Inamdar, 2016; Ziaeian & Fonarow, 2016). Medicare has
intervened to decrease hospital costs and reimbursement leading to shorter hospital stays,
but this means the greater need for at home care. Heart failure admissions need discharge
planning, follow-up, and interventions to improve readmission rates (Gunadi et al., 2015;

Johnson et al., 2014; Retrum et al., 2013; Ziaeian & Fonarow, 2016). The TCM is a
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framework used in decreasing readmissions and supports caregiver participation in
planning care for the heart failure patient (Hammond, 2015; Hirschman et al., 2015).
Though caregivers are often the main communication for the heart failure patient to the
health care providers, there is no literature acknowledging the challenges caregivers
perceive related to the readmission of the heart failure patient. The purpose of this
qualitative, hermeneutic phenomenological study was to explore the challenges
experienced by primary caregivers of heart failure patients ages 65 and over who were
readmitted within 30 days of discharge from an acute care organization. In Chapter 2, a

detailed review of the literature will support this gap and need for this study.
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Chapter 2: Literature Review
Introduction

There are approximately 6 million people in the United States suffering from
heart failure, with a projected increase of 25% by 2030 (Farmer et al., 2016; Phelps,
2018). Heart failure is a chronic condition associated with a high rate of readmissions to
health care facilities (Radhakrishnan et al., 2015; Salata et al., 2018). The readmission
rate of heart failure patients within 30 days of discharge from an acute care organization
ranges from 23%—27% (Ahmad et al., 2016; Inamdar & Inamdar, 2016). Hospitals face
monetary penalties from the federal government for patients readmitted within 30 days of
discharge, bringing recognition to hospital facilities to institute strategies to improve the
heart failure readmission rate and improve costs (CMS, 2014, 2018; Gunadi et al., 2015;
Institute for Health, 2012; Retrum et al., 2013; Ziaeian, & Fonarow, 2016). Although
interventions to improve the readmission rate of the heart failure patient have been
instituted, the rate remains high (Sharifi et al., 2018). There is a need for further
investigation to decrease the readmission of heart failure patients.

Further, despite the high prevalence of heart failure readmissions within 30 days
of discharge from hospital to home, there is little in the literature regarding the details on
the role and challenges of the caregiver. Though studies have required the caregiver to
write a list of items to respond and identified the caregiver point of view of the patient’s
ability to provide self-care (Ahmad et al., 2016; Cameron et al., 2016), these studies did
not look at the lived experience of challenges caregivers perceive in caring for the heart

failure patient at home after discharge. The purpose of this hermeneutic
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phenomenological study was to explore the challenges experienced by the primary
caregiver of heart failure patients ages 65 and over who were readmitted within 30 days
of discharge from an acute care organization. A better understanding of the caregiver
experiences may help guide the development of programs to prevent readmission of heart
failure patients.

This chapter will cover the literature search strategy, conceptual framework of the
study, and literature review. The four primary concepts of this study are congestive heart
failure, readmission, interventions or strategies to improve or decrease the readmission
rate, and the caregiver for the heart failure patient.

Literature Search Strategy

Information for the literature review was attained through searching for databases
electronically. The primary database was Thoreau Multi-Database, which allows
searches of multiple databases at the same time. Cumulative Index of Nursing and Allied
Health Literature (CINAHL) and MEDLINE combined search, ProQuest Health &
Medical Collection, and Google Scholar were also explored. The databases were
searched from December 2016 to the current time to identify pertinent resources, with a
focus primarily from 2013 to present. The following key words were used to search the
databases: heart failure, readmission, readmission rate, 30-day readmission, caregiver,
carers, rehospitalization, perception, intervention, strategies, and transition of care.
Several combinations of the terms were utilized to increase the number of citations and

obtain information.
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The Internet was also used to search the same keywords. Websites such as the
NIH, the Agency for Healthcare Research and Quality, the American Heart Association,
and CMS were searched for resources and historical readmission data. Any articles
relevant to the search criteria were reviewed and the article reference list scrutinized for
additional pertinent resources. Duplicate articles and dissertations were removed,
whereas articles more closely related to explaining the variables providing informative
information to the study were retained, resulting in 65 articles.

Conceptual Framework

Transitional Care Model

This study used the TCM as a guide, which was developed by Mary Naylor in
1981 with a focus on improving readmissions of older patients (Hirschman et al., 2015;
Naylor, 2000; Penn Nursing, n.d.; Rezapour-Nasrabad, 2018). The model was originally
intended for vulnerable populations to decrease hospital stays in the United States
(Naylor, 2000). However, a shift in the government’s reimbursement system led to
earlier discharges and a need for earlies home care (Naylor, 20000). There are nine
components of the TCM: (a) screening, (b) staffing, (c) maintaining relationships, (d)
engaging patients and caregivers, (e) assessing/managing risks and symptoms, (f)
education/promoting self-management, (g) collaborating, (h) promoting continuity, (i)
and fostering coordination (Hirschman et al., 2015). Each of these components blends
into one another to foster a seamless transition from hospital to home and are explained
as follows:

e Screening is identifying patients that are at risk for readmission.
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e Staffing is managing the care of patients during their acute health care illness
by an advanced practice registered nurse.

e Maintaining relationships is the formation of a trusting relationship between
patient and family caregivers who take part in taking care of the patient.

e Engaging patients and caregivers is the active involvement and participation
in the coordination and execution of their care, including personal goals and
values.

e Assessing/managing risks and symptoms is the ability to identify disease
symptoms and risk factors.

e Education/promoting self-management takes place when patients and
caregivers can recognize symptom changes.

e Collaborating between the patient and health care providers establishes a unity
of the patient’s plan of care.

e Promoting continuity between health care providers from hospital to home
avoids interruptions in the plan of care.

e Fostering coordination improves the communication link between patient and
health care providers.

Maintaining relationships, engaging patients and caregivers, collaborating, and
promoting continuity are the components applicable to this study because identifying the
lived experiences of caregivers may guide the development of strategies to prevent
readmission of heart failure patients. The TCM focuses on the patient, health care

provider, and caregiver, who may be the relative, friend, or significant other. This
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framework supports the patient and caregiver participation in planning care upon
discharge from hospital to home (Hammond, 2015).
Application of Transitional Care Model

Transitional care promotes activities to provide coordination and continuity of
patient care form one level of care to another (Ho, Kuluski, & Gill, 2015). The transition
of care has been used for many studies since the inception of the TCM in 1981. This
program supports the continuum of care for the patient during the transition from hospital
to home with the inclusion of the health care providers and caregiver. Research has been
conducted on the patient discharge experience regarding the transitional period after
being discharged from the hospital (Ho et al., 2015). Researchers have identified patient
concerns in relation to the discharge process, personal consequences, and personal needs
(Hirshman et al., 2015; Ho et al., 2015). Other researchers have explored heart failure
patient management of medications taken at home, identifying errors in medications and
not following the treatment plan because patients were overwhelmed with the complex
medication regimen, which can be resolved with a program such as the TCM (Knecht &
Neafsey, 2017; Shahriari, Alimohammadi, & Ahmadi, 2016). Additionally, electronic
tools may improve care transition, with physicians communicating from one level of care
to another electronically by completing patient care summaries (Santana et al., 2014).
However, other research has shown that the readmission was unchanged between the

control group and the transitional care group (Williams, Akroyd, & Burke, 2015).
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Literature Review

Heart Failure

Congestive heart failure, commonly referred to as heart failure, is a chronic
disease characterized by the heart’s inability to pump the blood needed to supply the
body (NIH, n.d., 2018). Heart failure is caused by other medical conditions such as high
blood pressure or diabetes (NIH, n.d., 2018). Nearly six million people in the United
States are affected by heart disease. Heart failure patients present with symptoms
including shortness of breath, fatigue, and swelling in the lower extremities, which places
a strain and weakness on the heart (NIH, n.d., 2018). This disease is incurable, but it can
be managed with changes in lifestyle and medications (NIH, n.d.). Heart failure patients
require a lifetime of continued care. Lifestyle changes such as maintaining a healthy
weight and eating habits, exercising, and avoiding smoking may decrease hospital
admission and readmission (NIH, n.d.).
Readmissions

Readmission is a return admission to the hospital within 30 days of a prior acute
care admission (NIH, n.d.). High readmission rates mean increased costs for medical
care and expenses for the patient, provider, health care facility, and government (Gunadi
et al., 2015; Hammond, 2015; Johnson et al., 2014; Shahriari et al., 2016; Zohrabian,
Kapp, & Simoes, 2018). The Hospital Readmissions Reduction Program was instituted
by the United States government to identify hospital readmissions as an area needing
improvement of continuity of care to enhance patient care and decrease hospital costs

(Zohrabian et al., 2018). The CMS instituted a regulation in 2012 in which hospitals
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face monetary penalties for patients that are readmitted within 30 days of hospital
discharge (CMS, 2014, 2018; Gunadi et al., 2015; Hammond, 2015; Institute for Health,
2012; Ziaeian, & Fonarow, 2016; Zohrabian et al., 2018). Several factors were identified
as being associated with readmission, including noncompliance with care regimen due to
poor education, ineffective communication among patients, providers, and caregivers,
lack of follow-up care, individual patient characteristics, and social support (Farmer et
al., 2016; Johnson et al., 2014; Sharifi et al., 2018). Patients reported they have
ineffective communication with health care providers and difficulty realizing that they
need to have a support system (Farmer et al., 2016). Lack of a supportive network,
communication, and education contribute to readmissions (Johnson et al., 2014). The
various educational levels of individuals; patient and caregiver, hinder their ability to
comprehend care needs (Sharifi et al., 2018).

Heart failure has the highest readmission rate within 30 days of discharge for
patients ages 65 and over and is projected to increase by the year 2030 to eight million or
by 25% (Ahmad et al., 2016; Farmer et al., 2016; Gunadi et al., 2015; Heidenreich et al.,
2013; Radhakrishnan et al., 2015; Salata et al., 2018; Zohrabian et al., 2018). A
qualitative study was conducted to explore heart failure through the patients’ perspective
about the reasons for readmission post-discharge (Retrum et al., 2013). The research
study consisted of 30 to 60-minute interviews of 28 patients that had been readmitted
within 30 days of discharge. Patient symptoms, the progression of chronic disease,
psychological and social environmental factors, self-care adherence, and health system

factors including poor communication between health care workers, discharge planning,
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and follow-up all contribute to the readmission of heart failure patients (Retrum et al.,
2013). The researchers identified a need for further research with in-depth patient
participation. Another qualitative study was conducted to examine hindrances to coping
related to supporting patients based on the perceptions of heart failure patients, nurses,
cardiologists, and family members (Shahrbabaki et al., 2016). The authors conducted
interviews of 20 people consisting of the patients, cardiologists, nurses, and family
members of heart failure patients. The data analysis resulted in a deficit in the
collaborative teamwork for coping with heart failure patients; a lack of knowledge and
support hinders patients’ ability to cope.

Researchers explored patient and provider perspectives on readmission using a
qualitative interview approach (Farmer et al., 2016; Retrum et al., 2013; Smeraglio et al.,
2019). Semi-structured patient interviews were conducted, the interviews analyzed, and
information compared to patient charts (Retrum et al., 2013). Many patients reported
developing medical issues before their scheduled follow-up appointment (Retrum et al.,
2013). The study concluded patients have multiple perceptions of different factors
associated with readmission, which makes the results challenging to categorize but
identifies patient information that will aide in identifying interventions. (Retrum et al.,
2013). Qualitative interviews of heart failure patients and providers consisting of free
text, multiple choice, and yes/no design were conducted to identify factors contributing to
readmission and to compare the patient and provider results (Smeraglio et al., 2019).
Many patients felt they were discharged too early from the hospital while the providers

indicated that nothing could be adjusted to prevent readmission, but report patient factors
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could be the cause of readmission (Smeraglio et al., 2019). The researchers noted
patients often identified suggestions to improve the discharge process including follow-
up and skilled home care. Factors reported to contribute to readmissions are education,
timeliness of care, and communication. However, a similar qualitative study of semi-
structured interviews with providers was conducted to compare a case study of two
municipalities to explore physician decision-making challenges and the impact on
readmission (Glette, Kringeland, Rgise, & Wiig, 2018). The study revealed poor
communication, lack of continuity of care, nurse staffing shortages, nursing competence,
patients and family choices, and time constraints were factors related to readmission.
This study has the potential to offer data that may lead to strategies to improve discharge
planning.
Strategies to Decrease Readmission Rate

Since the onset of the federal government’s monetary penalties for readmissions
of heart failure patients within 30 days of discharge, hospital facilities have instituted
strategies to decrease the readmission rate (Ziaeian, & Fonarow, 2016). Conceivable
interventions to improve readmission include education of nursing staff, use of electronic
applications, patient education, medication reconciliation, and follow-up post-discharge
(Gilmore et al., 2015; Jun & Faulkner, 2018; Phelps & Sutton, 2018; Santana et al.,
2014). Patient education regarding medications, pharmacist-generated medication
reconciliation, and pharmacist follow-up telephone calls improved readmission rates in
one study by 0.9% (Gilmore et al., 2015). A literature review of issues contributing to

readmissions identified nursing factors including work environment, staffing, and heart
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failure knowledge (Jun & Faulkner, 2018). Another study developed a Patient Advisory

Nurse Department to telephonically educate and follow-up with patients (Phelps &
Sutton, 2018). Patients who were contacted within 48 hours of discharge showed a
readmission rate of 20% in 2015 as compared to a readmission rate of 15.27% in 2016; a
t-test to compare the data was not significant (Phelps & Sutton, 2018). The researchers
identified that nurses who were not familiar with the program process did not educate
patients effectively (Phelps & Sutton, 2018). Electronic patient care summaries were
identified to improve communication between physicians, patients, and families (Santana
et al., 2014). Patients reported an improved understanding of their medication regimen
and heart failure symptoms (Santana et al., 2014).

Patient-centered care is a central focus on the understanding of only the patient
and their needs (Ho et al., 2015; Johnson et al., 2014). Lean Startup is a methodology of
innovative techniques used to focus on patient-centered care to explore and identify
interventions to improve readmission rates for heart failure patients at an academic
facility (Johnson et al., 2014). Electronic medical records and real-time data collection
identified potential factors related to readmission including education, follow-up, and
communication (Johnson et al., 2014). Concurrently with the study, the facility
implemented efforts to improve readmission including screening at-risk patients, care
planning, encouraging self-management, educating on medication education, and
scheduling follow-up appointments within 7 to 10 days of discharge. The results of the
study identified that using a patient-centered framework of interventions may potentially

provide improvement with chronic disease management during transition from hospital to
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home (Johnson et al., 2014). The transition of care programs is a viable method in
identifying strategies and improving heart failure readmission (Knecht & Neafsey, 2017;
Santana et al., 2014). Despite the proposed and current use of interventions to improve
the readmission rate of the heart failure patient, this is still an issue that needs further
investigation. In one study, the patient and caregiver did not agree about heart failure
symptom management (Sharifi et al., 2018). Caregivers for cancer patients reported a
lack of communication and time with health care providers was a barrier to symptom
management at home (Han et al., 2018).
Caregivers

The caregiver is an individual who may be a friend, relative, family member,
significant other, or neighbor who assists a chronically ill person (Family Caregiver
Alliance, 2014). Caregivers who are the primary care person for the heart failure patient
may be the key to improving readmissions of heart failure patients (Shahrbabaki et al.,
2016; Sharifi et al., 2018). Family members and friends are oftentimes the caregivers
who act as the bridge between the patient and health care provider in supporting the care
of the patient (Farmer et al., 2016; Hagedoorn et al., 2017). It is important to understand
the factors that help them in making decisions on behalf of the chronically ill patient (Li
etal., 2018). There is limited information regarding the challenges experienced by
caregivers who care for heart failure patients. Therefore, there is a need to investigate the
challenges experienced by this group (Farmer et al., 2016; Shahrbabaki et al., 2016).

Health care providers may contribute to the patient’s wellbeing and quality of care by
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ensuring that the caregivers have the information necessary to follow-up with the
recommended plan of care (Farmer et al., 2016).

Caregivers of patients with other medical conditions have been studied. These
include qualitative studies of caregivers of children with Autism spectrum disorder and
hospice cancer patients (Grace, Catherine, Mala, Kanniammal, & Arulappan, 2018; Han
et al., 2018). The results of a focus group study by Grace et al., (2018) with parents of
autistic children revealed that as caregivers they faced many challenges daily requiring
direction and support. Challenges identified include the attitude of others due to the
child’s specific condition, not getting the care they need, financial and caring hardships,
religion, and culture. A study by Han et al., (2018) focused on the challenges caregivers
face when managing cancer patients’ pain. Secondary data was used from audio
recordings of hospice nurses’ home visits and a conceptual framework for pain
management including the caregiver’s ability to manage pain, their knowledge,
communication, teamwork, and organizational skills (Han et al., 2018). Researchers
identified caregiver knowledge and skills with the coaching of the hospice nurse will
improve patient comfort and decrease caregiver burden (Han et al., 2018).

Few studies have been conducted on the lived experiences of the caregivers’ view
of readmission of the heart failure patient (Ahmad et al., 2016; Cameron et al., 2016). A
study conducted by Ahmad et al., (2016) asked caregivers to write a list of words they
believed identified the patient’s reasons for or contributing factors leading to
readmission. Caregivers indicated patients were readmitted due to their lack of

independence, stress, stubbornness, lack of listening, breathing difficulty, and laziness.



27

Caregivers identified stress and moodiness of heart failure patients as contributing factors
leading to lack of self-care and readmission (Cameron et al., 2016). Challenges reported
by caregivers from their perspective when managing heart failure patients in the home
setting included stress of the heart failure patient, self-care deficits, and poor listening
skills of the heart failure patient; these challenges need to be further clarified and
categorized (Ahmad et al., 2016; Cameron et al., 2016). In-depth interviews of the
caregivers were not explored regarding their experience as caregivers and the challenges
they experience.

Heart failure is a chronic disease affecting six million people in the United States.
Readmission of the heart failure patient within 30-days of hospital discharge remains
high. Interventions have been implemented, but the readmission rate continues to be a
problem (Sharifi et al., 2018). The caregiver for the heart failure patient is the primary
person caring for the patient daily and may provide viable information that may be used
by practitioners to improve the readmission rate. This study will assist in filling this gap.

Summary and Conclusions

The concept of proposed interventions for the readmission of heart failure patients
has been studied from different views in the literature. What is known about
readmissions is that the rate is high, and many strategies have been attempted to improve
the readmission rate. The TCM developed by Mary Naylor in 1981 has been used in
studies to evaluate and develop strategies for improving the transition of patient care
from hospital to home. Multiple databases and Internet searches resulting in 65 viable

resources that provided information for this study. The search terms used for this
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literature review were four concepts including heart failure, readmissions, proposed
interventions, and caregivers. Education, follow-up, and the continuum of care from
hospital to home resonates in the literature. The literature shows studies have been
conducted mainly with patients and health care providers. The interventions are poorly
understood and lack congruence throughout the literature as a factor to improve the
readmission rate. Although there have been studies with caregivers, those studies
examined caregiver perceptions of patient self-care and symptom management.
Caregivers of the heart failure patient take on an important role in providing a connection
for communication with medical providers. Studies were not found that investigated the
lived experiences of caregivers while caring for heart failure patients at home after
discharge. The aim of this study was to explore the challenges experienced by caregivers
through a phenomenological hermeneutic process using in-depth interviews. In Chapter
3 the research design and rationale, the role of the researcher, methodology, and issues of

trustworthiness for this study will be discussed.
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Chapter 3: Research Method

Introduction

More than 6 million people in the United States suffer from heart failure (Phelps,
2018), and approximately 23% to 27% of all heart failure patients are readmitted within
30 days of discharge from an acute care organization (Ahmad et al., 2016; Inamdar &
Inamdar, 2016). The CMS instituted penalties for facilities experiencing readmissions
(CMS, 2014, 2018). Thus, facilities have been seeking innovative ways to aid in
improving the readmission rate; however, the high rates continue to be an issue. One
strategy is continual monitoring and management of the heart failure patient, which is
essential from in-hospital provider care through at home follow-up with the patient,
provider, and caregiver. Without follow-up and manageme