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Abstract
Hospital readmissions related to chronic heart failure (CHF) are costly, widespread, and
often avoidable. Patient education that includes diagnosis, causes, medications, diet,
exercise, and exacerbation warning signs has been shown to reduce the number of CHF
readmissions. The purpose of this study was to use risk stratification to identify CHF
patients at high risk for 30-day readmission. Once a high-risk CHF patient was identified,
nursing interventions would be triggered to reduce readmissions and close the gaps in the
continuum of care following acute care admission. Transitions of care theory was used
as the framework for this project. The methodology had a quality improvement focus.
The patient population consisted of high-risk CHF patients (n = 25) with NYHA
classification of II-IV using the risk identification tool. Patients were identified using the
tool, were followed for 30 days, and received nursing interventions to reduce the
possibility of readmission. Only one of the identified patients was readmitted within 30
days for a diagnosis unrelated to CHF, resulting in no readmissions within this sub group.
This study suggests that risk stratification can identify and direct resources to CHF
patients, decreasing their likelihood for readmission. Nurse leaders can use standardized
tools such as the risk identification tool, thereby reducing readmissions along with

associated costs for readmissions.
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Section 1: Care Transition Gaps: Risk Identification and Intervention
Overview

Hospital readmissions are costly, widespread, and often can be avoided.
Researchers have estimated that 20% of Medicare patients who are discharged from acute
care hospitals are readmitted within 30 days of discharge, and 34% within 90 days
(Jencks, Williams & Coleman, 2009). Researchers have further estimated that more than
1 in 3 adults live with cardiovascular disease (Healthy People 2020, 2013). This is
significant as the 30-day readmission rate for Chronic Heart Failure (CHF) nationally is
25% and in some institutions, greater (Dharmarajan et al., 2013). The economics of
health care, combined with rising costs, are making operational changes necessary for
financial stability of organizations.

Hospitals can focus interventions and improvements for avoidable readmissions.
Data regarding 30-day readmissions is collected and analyzed in acute care facilities as
reimbursement and penalties are incurred for avoidable readmissions. Snyderman,
Salzman, Mills, Hersh, and Parks (2014) explained that patients who are 65 years or older
consistently have the highest rate of hospital readmissions. Thus, nursing professionals
acknowledge the importance of assessing the interaction between psychosocial factors in
CHF readmissions. Nurses continue to evaluate the relationship between psychosocial
and emotional variables because quality of life and life expectancy can be improved for
those with heart failure through early diagnosis and consistent treatment.

Congestive heart failure is a chronic, progressive, degenerative disease of a

weakened heart muscle that is also often accompanied by other disease pathways.



Cardiac health issues such as myocardial infarction, heart murmurs, hypertension,
diabetes, cardiomegaly, sedentary lifestyle, and poor diet increase the risk of developing
CHF. Patient education and understanding is therefore imperative and should include
diagnosis, causes, medications, diet, exercise, and exacerbation warning signs in order to
reduce the impact the disease has on a patient’s life.

Advance Practice Nurses (APNs) can also help by developing and translating
strategies to lower the rate of avoidable readmissions. Hospitals are faced with closure of
programs, such as cardiac rehabilitation in order to lower costs. However, this is a
critical program aimed at educating and enabling patients to heal while sustaining their
health. The shift in emphasis from control of illness to maintenance of wellness means
that other solutions must be provided if hospitals close valuable programs such as cardiac
rehabilitation.

Collecting data on certain high-risk patients in populations such as CHF, is a
proactive step in determining readmission reasons and targeting reduction interventions.
Researchers have estimated that 5.8 million adults are living with heart failure in the
United States, and they expect this number to grow by 25% by 2030 (Dunlay, Pereira, &
Kushwaha, 2014). An effective, multidisciplinary, and accessible program could address
lifestyle and dietary changes, exercise, and medication management. Additionally, this
type of program could impact costly hospital readmissions (Hunt et al, 2009) and quality
of life for patients, families, and the community at large.

The majority of CHF patients have comorbidities that exacerbate their underlying

disease. Congestive heart failure and associated comorbidities account for more than
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30% of hospital admissions. Nationally, 1 in 4 heart failure patients will be readmitted to
the hospital following discharge, or seek emergency services within one year of discharge
(Dunlay, Pereira, & Kushwaha, 2014). Multiple diseases combined with comorbidities
have led the Heart Failure Society of America to recommend assessment of CHF
patient’s psychological and cognitive status to determine readiness to participate in their
care.

The main focus of this research is to use the risk stratification tool (Appendix A)
and associated interventions at Providence Little Company of Mary Medical Center
Torrance (PLCMMCT) for patients admitted with CHF. The tool would be used by
Registered Nurses (RNs) to recognize patient risk for readmission and institute specific
interventions that would decrease readmissions within the first 30 days after discharge.
Currently, PLCMMCT experiences a 21% annual readmission rate for heart failure
patients.

The outcomes and measurements in CHF are multivariable. A nurse’s ability to
provide interventions that enable patients to adhere and comply with educational goals is
an integral component in reducing 30-day readmissions. Adherence to new diet regimens
as evidenced by a diet diary over a 3-month period is one example of a change that can
decrease exacerbation of heart failure (Akosah & Carothers, 2004). Additionally, follow-
up appointments need to be kept and patients must be able to understand and repeat back
what is learned about the disease processes such as cause, treatment, and when to seek

assistance. Cessation of smoking, minimal intake of alcohol, and maintenance of normal



blood pressure are other goals that should be undertaken to reduce incidence of
exacerbation that lead to readmission.
Problem Statement

This project addresses the increased frequency of readmission of adults with
exacerbation of existing CHF at PLCMMCT, as evidenced by the increased number of
patients readmitted with CHF or a CHF-related diagnosis within 30 days of discharge.
Adherence to medication and lifestyle changes is critical to successfully managing CHF,
reducing hospital admissions, and increasing survival rates. The Centre for Reviews and
Dissemination (2012) has shown that patients are more likely to adhere to a once-a-day
medication regimen. This is an opportunity to create chronic disease programs that take
into consideration the individual needs of the patient linking the various aspects of their
care.

A continuum of care facilitates patient flow across all potential care areas. The
gap addressed is between acute hospital care and wellness. Gaps in the continuum of
care create greater situational, psychological, cognitive, and physical issues that have a
negative effect on the self-management abilities of patients. This only intensifies issues
in the CHF patient population related to medication regimens and follow-up with
providers, thereby increasing exacerbation leading to increased readmission to the acute
setting (Stauffer et al., 2011). The opportunity exists to integrate a risk stratification tool
and nursing interventions that ensure continuity during transitions from the inpatient

setting. Understanding the risk of patients with CHF patients better enables resources to



be more aligned enabling specific nursing interventions and reducing readmissions
(Snyderman et al, 2014).
Purpose Statement and Project Objectives

Nearly every health system claims to offer a continuum of care on their individual
website. The continuum of care concept involves an integrated system of care that guides
and tracks a patient over time through a comprehensive array of health services spanning
all levels of care. Health care systems often fail to provide high quality care across that
continuum. Readmissions reveal a lack of coordination between the many services
offered. For example, a CHF patient may benefit by a referral to home care, but if that
referral is never made the patient may lack the support they need at home. A patient
traveling through the most sophisticated health care system may cycle through the
journey over and over again.

The purpose of this project is to use risk stratification to trigger nursing
interventions based on various risk levels that will be tested at PLCMMCT. The tool will
be used to identify CHF patients who are high risk for readmission within 30 days of
discharge from acute care. Specific nursing interventions, identified by the tool, and
follow up on discharged will be integrated in order to achieve reduction in readmissions,
working to close the gaps that exist in the continuum of care following an acute care
admission.

Researchers have predicted that the elderly population 65 and greater will almost
double from the year 2005 to 2030 (Retooling for an Aging America, Institute of

Medicine [IOM], 2008). Focusing interventions on increasing self-care in this population
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will fill gaps in the continuum of care. Risk stratification has proved useful in identifying
patients in need of further intervention (Kansagara, et al, 2011). The reasons for
readmission can be further understood by examining the CHF patients’ experiences
related to self-care and transitions in and out of the hospital.

Significance to Practice

Nurses have a responsibility to ensure there is an emphasis placed on quality in
the healthcare environment. According to Hood (2006) a professional nurse must change
adapt to multiple career stages. Nurses have a vital role in the revamping and
transforming health care in the United States. Increasingly, the outcome data are of the
utmost importance, but the profession has struggled with data collection. The Affordable
Care Act has placed greater emphasis on data collection and submission. The electronic
atmosphere has improved tracking of quality initiatives, but the legitimacy of the
information may be challenged; data can be collected incorrectly thus leading to
inaccurate conclusions. Electronic data can be helpful in understanding issues related to
all readmissions.

Unplanned CHF readmissions represent an increasingly large problem nationally
in healthcare (Snyderman et al, 2014). Thirty-day readmission rates are a crucial
measure for hospitals due to penalties imposed by the Centers of Medicare and Medicaid
Services. Nurses play a unique role in bringing changes in transitions of care directly to
the patient (Lewis, 2012). Beyond providing the acute care needed once a patient is
admitted, the nurse also provides the connection to the resources that enable a patient to

remain stable following discharge (Case, Haynes, Holaday, & Parker, 2010).



The RN can provide follow-up for the CHF patient built on the four pillars of the
Coleman model of transitions. The areas of emphasis, or pillars, are: (a) medication self-
management, (b) patient centered medical record, (c) follow-up with physicians, and (d)
patient acknowledgment of red flags or signs of exacerbation. The care transitions model
has been successfully used to educate CHF patients at risk of readmission (Coleman,
Parry, Chalmers, & Min, 2006). Improved 30-day readmission rates have been achieved
with better management of chronic illness combined with RN follow-up through home
visits and or telephone calls. The RN reviews medications to be taken, educates patients
about how to schedule follow-up visits, and helps patients recognize warning signs that
should prompt them to call or immediately visit a care provider, breaking the cycle of
acute exacerbation.

Reductions in hospital readmissions have been achieved with interventions
focused on the transitions and support of patients post discharge. Coleman et al. (2006)
reduced readmissions from 20% to 12.8 % in a cohort, randomized controlled study on
transitional care. The connection and communication with nurses in the hospital and the
days following discharge better enables patients to transition to home care, reducing
incidence of 30-day readmission (Snyderman et al, 2014). This project specifically uses
a risk stratification tool that will identify high-risk patients for readmission. Once a
patient is identified as high-risk, nursing interventions addressing a personalized
transition of care plan including specific education needs at discharge including

medications, physician appointments, and signs of exacerbation will be implemented.



Project Question

Population, intervention, control, and outcome (PICO) question: Among
hospitalized patients diagnosed with exacerbated CHF, does risk stratification and
creation of a personalized transition of care plan by the RN with targeted interventions, as
compared to standard care (no risk stratification or targeted interventions) result in fewer
readmissions?
Evidence-Based Significance of the Project

Greene (2012) explained that hospitals are struggling to find a solution for a
multifaceted problem centered on fears of penalties for high avoidable readmission rates.
There needs to be assurance that no gaps exist as patient’s transition through the
continuum of care. Readmissions occur due to a variety of causes (Kelly, 2011).
Because older patients often suffer from multiple health issues and chronic illnesses
transitions need to be seamless. Chronic heart failure does not always follow a logical
progression, as evidenced by varied comorbidities. Also, financial motivators such as
reduced reimbursements and increased expenses are strong drivers for facilities to find a
solution. Administrators must consider that reductions in length of stay, combined with
fewer homes care visits, can result in increased readmissions, as patients are not getting
the needed education to self-manage their disease.

Coleman’s transition of care framework (Coleman, Parry, Chalmers, & Min,
2006) offered evidenced-based practice (EBP) direction for research on the transitions of
care. Kelly (2011) discussed the importance of interventions to reduce readmission rates

and reflects the current issues around self-care in the transition of care. There is



opportunity to change care for older adults across the continuum by providing patient-
centered care (Coleman et al., 2002). Risk assessment has limitations, but is useful in
directing resources and interventions where they are needed.

The transition of care framework touches on nursing caring theories, particularly
self-care and self-care management (Orem, 2001). Improved outcomes can be obtained
for those suffering from chronic illness by using Coleman’s framework as a basis to
undertake research and develop interventions. Recent studies are focusing on actual
experiences of the patients, placing the patient at the center of care, rather than the
caregivers (Yen et al, 2011).

The EBP discussed here and in the literature that have been shown to bridge the
gaps in transition. The literature review conducted describes transitional care
interventions as those interventions that are designed to reduce readmissions among
populations who are transitioning from care setting to another (Feltner et al, 2014).
Intensity of interventions can be tailored to patients through the use of risk stratification
tools (Snyderman et al, 2014). While risk stratification modeling is a work in progress,
efficiencies must be obtained to focus resources where they are needed most. However,
some models have proved useful in certain settings and are worth further evaluation
(Kansagara, et al, 2011). Feltner et al. (2014) analyzed 47 trials and determined that
programs to reduce CHF readmits must maintain a strategy that fully supports patient’s
pre and post-discharge. Additionally, Feltner et al. found that many of these programs

reported cost savings.
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Applying this research to the population admitted for acute exacerbation of CHF
will enable PLCMMCT to identify those patients that are high risk for readmission.
Once these patients are identified through risk scoring, resources can be applied where
they are most needed. Given that patients are extremely vulnerable for readmission
during transitions from hospital to home, the proposed interventions focus on this period.
A multidisciplinary team focusing on early and accurate disease information will
positively affect continuity of care, as well as patient safety and satisfaction while
providing efficient use of resources.
Implications for Social Change

Diseases such as CHF significantly impair the patient’s ability to function. Social
responsibility is advocacy for the greater communities, and nurses have the expertise to
advance human caring as professional patient advocates (Tyer-Viola et al, 2009).
Properly preparing patients for self-care through education can reduce hospital
readmissions by preparing patients for the transition from the acute care setting to home.
The readmission of chronically ill patients continues to be a health care problem and
occurs through a variety of causes (Kelly, 2011). Elderly patients often suffer from a
combination of health issues and chronic diseases impairing their ability to function
normally and reducing their quality of life. The research reviewed reveals the practice
problem is affecting health care locally and nationally. The transition of care framework
offers possible direction for interventions that can improve outcomes, ultimately reducing
readmissions. The research shows a gap in the continuum of care. Lack of adherence to

medication regimens or follow-up with providers are areas that increase exacerbation of
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heart failure, thereby increasing readmission to hospitals (Stauffer, et al, 2011). This
work represents a deliberate process, integrating evidence-based nursing interventions in
bringing about social change for a vulnerable population.

The DNP researcher can keep the review of literature pertinent to the desired
subject by focusing on the practice problem, as well as the patient population (Terry,
2012). In the context of the transitions of care model, there is an overlap with both
patient centered care (PCC) and self-care. The Institute of Medicine has brought
prominence to PCC making patient centered outcomes the theme of recent research
(Epstein & Street, 2011). Self-care can be approached and described as one of the
essential components in chronic disease management. Self-care is influenced by many
factors. Maintaining health is dynamic and these factors can help articulate the subjective
and dynamic nature of health and promote practices that enable management of chronic
diseases (Riegel, Jaarsma & Stromberg, 2012). A defining feature of EBP is linking the
current research findings with patient values, conditions and circumstances (Zaccagnini
& White, 2011). Riegel, Jaarsma, and Stromberg (2012) evaluated readmissions for
chronic illness from a self-care perspective. Implementing nursing interventions for
high-risk patients with CHF specific to helping them better manage their chronic illness
can, therefore, reduce the readmission rate.

Summary

Hospitals continue to experience challenges around readmissions centered on

reimbursement penalties. Medicare estimated that in 2004 the cost of unplanned re-

hospitalization was $17.4 billion, causing the Centers for Medicare and Medicaid
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Services to impose penalties for readmissions within 30-days (Snyderman et al, 2014).
Linking current research findings with a patient’s conditions, values, and circumstances
is a defining feature of EBP (Zaccagnini & White, 2011). There is clear opportunity for
nurse leaders to improve outcomes through EBP interventions around readmission within
my community. By identifying patients at risk for readmission and creating an
interdisciplinary plan of care that covers both short term and long-term interventions, the
patient will be better able to manage their disease and maintain their health without
hospitalization.

Section 2: Review of Scholarly Evidence

Collecting and analyzing etiology and intervention data to determine the cause of
readmissions can help achieve reductions in readmissions. Most research has focused
efforts on 30-day readmissions; however, the literature shows that interventions are not
working beyond the 30-days (Gheorghiade, Vaduganathan, Fonarow, & Bonow, 2013).
Patients need health care professionals to focus on more reliable long-term interventions
that can improve their quality of life in the face of chronic illness.

Strategies can be developed to help hospitals lower the rate of avoidable
readmissions. Patients being discharged are at low capacity for self-care (Leppin et al,
2014). Hospitals can facilitate this by identifying those patients who are at high risk and
implementing interventions to increase patient’s ability for self-care. The push for
positive patient outcomes combined with current economics in health care makes this an
important issue for acute care hospitals to resolve. The literature reflects a focus on the

various issues with readmissions. Effective interventions to reduce readmissions are
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found in the research and pinpoint the specific components interventions need to produce
reductions in readmissions (Leppin et al, 2014). Highly supportive discharge
interventions enhance patient capacity to enact burdensome self-care and avoid
readmissions.

The purpose of the literature review is to establish the value that previous research
can provide on the topic (Terry, 2012), identifying evidence of interventions that can
reduce the problem of readmissions among CHF patients. The use of tools in
combination with education can enable patients to care for themselves creating a better
quality of life and reduce readmissions. If readmissions are reduced nationally, the
financial hardship placed on health care may also be reduced. Hospital to Home (H2H) is
an example of a program that can assist in sharing best practices and increase knowledge
around these patients (American College of Cardiology, 2013).

General Literature

The focus on interventions around transitions in care is due to consistent increases
in readmissions to the acute care setting. The Joint Commission has remained focused on
patient handoffs as a national patient safety goal. Hospitals have an imperative to
understand the current state and the current research that pertains to gaps in transitions of
care before implementing a transitional care intervention or quality improvement project.
Evaluating the strength and consistency of the evidence in the literature is key to
understanding the strength of current clinical interventions.

An extensive Internet search was performed using nursing Cumulative Index of

Nursing and Allied Health Literature (CINAHL), medical (MEDLINE, PUBMED) and
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general databases available through the Walden University Library. The searches
produced over 500 articles, theoretical papers, dissertations, meta-analyses, reviews, and
empirical research studies that provide support for this project. The search of systematic
reviews and study articles of transitional care models or interventions was conducted
using combinations of the key words nurse practitioner, APN, transitional care, re-
hospitalization, readmission, nurse-led, heart failure, and care transitions. The most
prevalent level of evidence in these articles is Level C or B using American Association
of Colleges of Nursing evidence leveling system (Armola et al, 2009).

As health care moves through changes in economics and clinical care, the patient
needs to remain at the center of decisions using EBP to ensure outcomes are consistent
with quality and safety. Patients are being discharged sooner with a focus on reducing
length of stay (LOS), however, this is not without a cost. Unruh, Trivedi, Grabowski and
Mor (2013) explained that a reduction in LOS by one day was associated with
readmission in patients with complications. While nursing has increased the amount of
information they are providing patients to take home, the face-to-face time and direct
education with return demonstration has declined. There are many gaps in the education
being provided to patients limiting their ability to recognize the signs and symptoms
related to the disease (Slater, Phillips, & Woodard, 2008).

Prior to discharge, patients need crucial information related to their disease
allowing their transition to be bridged with valuable strategies to maintaining health.
Post discharge calls help patients understand their treatment and medications limiting the

chances of compromised health (Rush, 2012). The overall patient experience is also
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enhanced as the gaps in transition are filled, guiding patients through the pitfalls causing
readmission. Rush (2012) reported that making discharge calls is not without issue in
large systems but there are many benefits that can be realized. Instituting discharge calls
provide nurses an opportunity to positively impact the quality and safety of patients
treated. Discharge calls promote a patient and family centered approach to care by
ensuring they have their needs met and questions answered as measured through
increased patient satisfaction. Patients often have difficulty understanding written
instructions as well as recalling what was told them by the health care providers (Engel et
al., 2009). Establishing a relationship with the patient, determining their unique needs,
integrating those needs into the discharge teaching, and following up with the patient
after discharge could facilitate better understanding and compliance. This, in turn, would
help the patient achieve that level of being able to self-manage their care.

In a summary of lessons learned, Rush (2013) acknowledged the importance of
education to staff members. A standard process needs to be developed taught and audited
during the early phases of the practice change to ensure success. Staff must become
competent in any new practice change to enable their success or the results can be
negative. Inconsistency often results in poor satisfaction for patients and a poor coalition
within the team. A team of influential leaders must be formed to provide the foundation
needed to realize success in changes that are to be implemented. Meeting these
conditions nurses experience many examples of saves wi