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Abstract
Ineffective transitional care programs for ensuring the continuation of care from the
hospital setting to the home setting often result in rehospitalization for elderly heart
failure patients age 65 and older. The purpose of this project was to develop a home
health transitional care program for elderly patients transitioning from inpatient settings
to home settings using care bundles consisting of evidence-based practices to reduce
preventable rehospitalizations within 30 days of discharge. The home-based chronic care
model, which provides a foundation for home health's integral role in chronic disease
management by ensuring patient-centered evidence-based care, guided the development
of this program. The developmental process elicited feedback from a team of home health
advisory members, 3 home health experts, and 2 health care consumers who may use this
program in the future. The readability of the program was at a 5th grade level for easy
comprehension. A 3-item survey was given to 2 members from the target population, and
a 5-item survey was given to 3 content experts to evaluate the transitional program. The
advisory members were asked to read and provide feedback on the transitional care
program. Data were analyzed using descriptive statistics to obtain a content validity ratio
score of 1.00. Findings suggested universal agreement on the content of the transitional
care program, which was developed as a resource tool to provide evidence-based care
bundle interventions from scholarly literature. Implications for social change include
improving the outcomes of elderly heart failure patient by providing home health care
agencies with a comprehensive transitional care program to prevent avoidable

rehospitalizations and help patients effectively manage the disease.
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Section 1: Nature of the Project
Introduction

This chapter will identify the project statement, purpose statement, and project
objective for this Doctor of Nursing Practice (DNP) project. It will outline the
significance of the project to nursing practice, present the project question, define key
terms, and identify assumptions, limitations, and implications for social change in nursing
practice

Heart failure is a complex, costly disorder that affects nearly 6 million individuals
in the United States (Hall, Levant, & DeFrances, 2013), and it is the primary source of
premature death and rehospitalization in patients over the age of 65 years (Stamp,
Machado, & Allen, 2014). In 2010, heart failure was the contributing factor of 1 in 9
deaths in patients age 65 years and over and was the major cause of rehospitalization
among Medicare beneficiaries (Centers for Medicare and Medicaid Services, 2013). The
maturing of the United States population coupled with the growing occurrence of chronic
disease supports the need for strategies to address transitional care across health care
settings (Joint Commission, 2014).

Transitional care is not a new concept; in general, it refers to the movement of
patients from one health care setting to another. Researchers have identified the transition
from the hospital setting to the home care setting as a time of vulnerability for our elderly
patient population fraught with risks for poor health outcomes (Berwick, Nolan, &
Whittington, 2010). Transitional care is time-sensitive, patient-centered services intended

to ensure health and continuity of care and safe and efficient transition among health care



settings (Naylor et al., 2011). Many efforts to prevent avoidable rehospitalization have
focused hospitals' responsiveness on delivering better health care, such as increasing
patient education and improving discharge planning, but these efforts have not
specifically addressed the needs of patients once discharged home with home health care
services (Berwick et al., 2010). In home health care, practitioners recognize the home the
inviolable domain of the patient—as the care setting (Ellenbecker, Samia, Cushman, &
Alster, 2008). Transitional care is essential for improving the health of the elderly heart
failure population and improving patient experiences and quality of care (Inglis et al.,
2011). This developmental project entails a home health transitional care program to
address elderly heart failure patients’ transition of care from inpatient hospital settings to
home using a care bundle comprised of evidence-based practices. This home health
transitional care program addressed the successful management of elderly heart failure
patients in the home setting.
Problem Statement

Heart failure is the major source of hospitalization and rehospitalization in
patients 65 years and older (Jencks, Williams, & Coleman, 2009). Nearly 20% of elderly
Medicare beneficiaries are rehospitalized with heart failure related complications 30 days
post discharge (Jencks et al., 2009). The vulnerability of this population when admitted to
home health care is a matter of great concern. Rehospitalizations are often influenced by
a lack of patient initiatives to ensure continuity of care when patients are admitted to the
home care setting (Z. Montgomery, Executive Director, personal communication, March

7,2014). This gap in continuity exacerbates issues of symptom management, medication
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management, and health care providers’ ability to follow up. A transitional program with
standardized tools and process steps could reduce rehospitalizations of heart failure
patients admitted to home health care (D. Jackson, Chief Executive Officer, personal
communication, December 13, 2013). Increased rehospitalization rates associated with a
heart failure diagnosis are often the result of avoidable complications resultant of poorly
executed transitions across settings and inadequate self-management of heart failure
conditions (Bradke, 2013). Reducing rehospitalizations will require improving transitions
of care and coordination of care efforts (Jencks et al., 2009). In an effort to address these
problems, I designed this developmental evidence-based transitional care program
specifically for the home health setting.
Purpose Statement

Transitioning from an inpatient hospital setting to the home setting is a period of
vulnerability for elderly heart failure patients. Inappropriately managed transitions place
this population at risk for rehospitalization and have dire implications on health care costs
(Jencks et al., 2009). The purpose of this project was to develop a home health
transitional care program for elderly patients transitioning from inpatient settings to home
care settings using care bundles consisting of evidence-based practices. According to the
Institute for Health Improvement (2014), a care bundle is a compendium of three to five
evidence-based practices that are implemented concurrently and consistently to

accomplish positive patient outcomes.



Project Objective

Transitional care denotes the transfer of patients between practice settings and
home based on their condition (Voss et al., 2011). Unfortunately, transitional care is not
always a smooth process. This transitional care program will assist elderly heart failure
patients to successfully transition from the hospital setting to home after an inpatient
admission for a heart failure related diagnosis. An unsuccessful transition of care often
results in adverse events, increased rehospitalization rates, and increased cost (Joint
Commission, 2013).

Relevance to Nursing Practice

Nurses are charged with providing safe and efficient evidence-based care to heart
failure patients. Improving the care of patients with heart failure entails integrating
chronic care management strategies. Adequate patient education is an essential
component of compliance with self-management and medical regimens for heart failure
patients (Riegel, Lee, Dickson, & Carlson, 2010). Understanding reasons for the lack of
medical and self-management compliance enables nurses to individualize patient care to
help patients manage their disease (Riegel et al., 2010).

The Centers for Medicare and Medicaid Services (2013) have identified several
transitional care programs that have been launched to augment the quality of care;
however, no programs have been designed specifically for home health. Improving
transitions of care is significant to nursing practice as nurses play a key role in the
transition and continuity of care for elderly heart failure patients transitioning from the

inpatient settings to home. Successful transitional care programs depend on collaboration



among health care providers regardless of the health care setting (Burton, 2012).
Literature reviewed for this scholarly project supported the use of bundles for the
collaboration and coordination of patient care post inpatient discharge to home. Using
registered nurses (RNs) or advance practice nurses (APNs) can bridge gaps in transitional
care to prevent complications and improve health care outcomes with elderly heart failure
patients (Naylor et al., 2011; Stauffer et al., 2011; Ventura et al., 2010).
Project Question
Rehospitalizations of elderly heart failure patients are frequently the result of
ineffective care transition programs to ensure ongoing care during the transition from the
inpatient settings to the home setting (Kahn, 2011). Poorly executed transitional care
increases the likelihood of deterioration in health status and increases the probability of
rehospitalization (Kahn, 2011). The project question that guided this scholarly project
was as follows: What evidence-based resources are needed to develop a Home Health
Transitional Care Program for elderly heart failure patients (age 65 years and older)
transitioning from an inpatient setting to home care setting?
Evidence-Based Significance
Heart failure places a substantial inconvenience on the health care system in the
United States (Boutwell, Jencks, Nielsen, & Rutherford, 2009). In 2011, inadequate
transitions of care were accountable for $25 to $45 billion in careless spending related to
avoidable rehospitalizations and preventable complications (Burke & Coleman, 2013).
Three barriers that can cause below optimal patient outcomes and inconsistencies in heart

failure management include provider-level, system-level, and patient-level barriers
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(McEntee, Cuomo, & Dennison, 2009). The Centers for Medicare and Medicaid Services
(2013) have targeted rehospitalization rates as one of the most significant areas for
needed improvement. Multiple rehospitalizations place the elderly population in jeopardy
for additional deterioration in health and decreased quality of life (Boutwell et al., 2009).
The Institute of Medicine (2001) asserted a multidisciplinary approach must be taken to
care effectively for the needs of chronically ill patients and provide quality health care.
Increasing illness trajectory, recurrent rehospitalizations, and the fragmentation of
transitional care between health care settings supported the development of a home health
transitional care programs designed for elderly patients with heart failure (Desai &
Stevenson, 2012).

Rehospitalization of heart failure patients is often preventable and the result of a
fragmented health care system (Desai & Stevenson, 2012). While several transitional care
programs have been developed, further work is needed to improve the process, especially
in the home setting (Lonowski, 2012). This scholarly project utilized evidence-based
literature to develop this home health transitional program for elderly heart failure
patients transitioning from inpatient settings to home. The concept of using APNs to
manage transitional care programs has emerged but is infrequently used by many home
health care organizations (Naylor et al., 2011). Using APNs for initial and follow-up
home health visits post inpatient discharge promotes disease management and
coordination of care with family members and physicians (Naylor et al., 2011; Ornstein,
Smith, Foer, Lopez-Cantor, & Soriano, 2011; Stauffer et al., 2011). This can be an

effective strategy to provide patients with heart failure management education while
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preventing rehospitalizations and reducing health care costs (Naylor et al., 2011; Ornstein
et al., 2011; Stauffer et al., 2011).
Implications for Social Change

Health care in the United States has been inundated with exceptionally high costs,
fragmented delivery of care, and poor quality of care (Jencks et al., 2009). Demographic
trends in the United States showed an ongoing rise in the number of elderly adults who
will be subject to the delivery of fragmented care (United States Census Bureau, 2013).
Approximately 20% of elderly Americans live with five or more chronic medical
conditions (Centers for Medicare and Medicaid Services, 2014). Heart failure is the most
recurrent source of rehospitalization within 30 days of inpatient hospital discharges
(Boutwell et al., 2009). Approximately 1 in every 5 patients released from the hospital is
readmitted within 30 days, accounting for nearly 3 million elderly patients, costing over
$25 billion annually (Centers for Medicare and Medicaid Services, 2014). Many
rehospitalizations are preventable; therefore, this heart failure transitional care program
aids in bridging gaps in the transition and coordination of care (Jencks et al., 2009;
Lonowski, 2012). Improving health care systems for safe and effective management of
chronic illnesses is vital to transforming health care in America (Institute for Health
Improvement, 2014).

Traditionally hospitals have operated as the focal point of efforts to reduce
rehospitalizations. However, several social and health-related factors along the
continuum of care have an impact on rehospitalizations (Desai & Stevenson, 2012).

Although several effective transitional care programs have been designed to decrease the
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frequency of potentially preventable rehospitalization, some of the causes that contribute
to rehospitalization reach far beyond traditional care. For example, what happens when a
heart failure patient is discharged with no scale or cannot identify new or worsening
symptoms that should alert them to contact their primary health care provider (Resar,
Griffin, Haraden, & Nolan, 2012)? This home health transitional care program for elderly
heart failure patients emphasizes the incorporation early and ongoing assessments to
assure safe transition from inpatient settings to home. Other key elements of the program
include post-acute physician follow-up, evidence-based education and effective
communication with family and health team members, and the review and reconciliation
of medications (Bradke, 2013). This home health transitional care program for elderly
patients transitioning from inpatient settings to home presents a win-win opportunity for
heart failure patients, health care providers, and insurance payers.

Terms Defined

For the purpose of this home health transitional care program, the following key
terms are defined.

Transitional care is defined as activities intended to safeguard the management
and continuity of care as patients transfer between settings and care levels within the
health care setting (Brock & Boutwell, 2013).

The Institute for Health Improvement (2014) defined care bundle as a set of three
to five evidence-based interventions for a targeted population /sector and health care
setting, when employed collectively, that will ensue substantially improved patient results

than when executed independently. This heart failure education project consists of



engagement of patients and caregivers, medication management, physician follow-up,
shared responsibility across setting and organizations, and transitional care planning
(National Transitions of Care Coalition, 2012).

Rehospitalization refers to an admittance to the hospital that ensues a specific
timeframe following an inpatient discharge (Centers for Medicare and Medicaid Services,
2013).

Gardetto (2011) defined self-management as an individual’s ability to carry out
and accomplish daily tasks, physical symptoms, necessary lifestyle changes, and
psychosocial health and wellbeing over the duration of illness.

Assumption and Limitation

One assumption was that the development of a home health transitional care
program for elderly heart failure patients could reduce hospital readmissions and improve
patients’ health outcomes. One limitation of the project was that it is reasonable to predict
that elderly heart failure patients will be inappropriately discharged home from inpatient
hospital settings and, consequently, the condition of these patients will deteriorate and
result in poor patient outcomes and unforeseeable rehospitalizations. One way to address
these limitations was the development of this transitional health care program that
specifically addressed the needs of this patient population upon discharge from inpatient
hospital settings.

Summary
In summary, improving transitional care has substantial importance to the health

care system of the United States. This scholarly project contributes to and addresses
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transitional care in the home setting. Poor transitions of care often result in poor patient
outcomes (Burke & Coleman, 2013; Hansen, Young, Hinami, Leung, & Williams, 2011;
Naylor et al., 2013). According to the Centers for Medicare and Medicaid Services
(2014), over $40 million is spent annually treating heart failure as a result of hospital
admissions and readmissions. Best practices in transitions of care through the
implementation of successful programs can reduce rehospitalizations and overall cost
(Burke & Coleman, 2013; Burton, 2012; Desai & Stevenson, 2012). This evidence-based
home health transitional care program supports transitions from inpatient settings to

home while improving health care outcomes for elderly heart failure patients.
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Section 2: Review of Literature and Theoretical and Conceptual Framework
Introduction

Evidence-based transitional care programs for heart failure patients are
underdeveloped (Jencks, 2009). As a result, it was vital to identify evidence-based
findings that practitioners can apply successfully in the home health setting. Before
developing this transitional care program, it was important to examine the strengths and
reliability of the evidence. This chapter will focus on the scholarly evidence found with a
literature search.

Literature Search Strategy

An extensive literature search was conducted using Cumulative Index of Nursing
and Allied Health (CINAHL), Medline, PubMed, and Ovid Nursing Journals databases.
Search terms used for the literature review included transitional care, care bundle, home
health, advance practice nurse, elderly, rehospitalization, readmission, and heart failure.
The search concentrated on peer-reviewed literature published from 2000 to 2014,
yielding 52 articles. Articles excluded from this literature review included those
published prior to 2000, studies not performed in the United States, articles published in a
language other than English, and studies that were not related to the project question.
Articles prior to 2000 were excluded because several transitional models developed prior
to 2000 have since been revised. Studies not performed in the United States were
excluded because utilizing APNs in different countries varies. Upon further review, 10
articles were determined to be those most applicable for inclusion in this literature

review. Once identified for inclusion, the selected studies were appraised for (a) research
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design, (b) sample, (c) methods, (d) findings, and (e) limitations. Common themes
identified were benefits of transitional care programs, use of APNs in transitional care,
and care bundles.
Research Findings

Conversion of evidence into practice is a task for many health care settings.
Regardless of the substantiation that reinforces the efficacy of health care programs, gaps
exist between evidence-based everyday practices (Stauffer et al., 2011). The recently
increased interest in transitional care to address rehospitalization requires a thorough
evaluation of existing evidence before developing a transitional care program (Naylor et
al., 2004). The development of several models focused on the use of comprehensive care
transition programs that undertook multiinterventional approaches (Voss et al., 2011).
The models used transitional care interventions to improve patient health care outcomes.
Although several successful interventions have been proven to reduce adverse events and
rehospitalization rates, none of the models in the literature review were specifically
tailored to home health care (Ornstein et al., 2011).

Benefits of Transitional Care Programs

Coleman et al. (2006) conducted a randomized controlled trial study to measure
readmission rates at 30, 90, and 180 days. Participants in the study included 750
community residing adults 65 years or older admitted to the hospital with one of 11
selected diagnoses, such as congestive heart failure, stroke, cardiac arrhythmias, coronary
artery disease, and so forth. Participants were randomized to receive the intervention or

usual care. Intervention patients obtained (a) tools to advance site-to-site interaction, (b)
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support to participate more actively in their care and to support their preferences, (c)
continuity across health care settings, and (d) guidance from a transition coach (Coleman
et al., 2006). Findings showed that intervention patients had reduced rehospitalization
rates at 30 (48%) and at 90 days (40%) when compared to the control group. Intervention
patients had reduced rehospitalization rates for similar medical conditions that triggered
the index hospitalization at 90 days (40%) and at 180 days (46%) when compared to the
control group (Coleman et al., 2006). The average hospital costs were less for
intervention patients ($2,058) versus control patients ($2,546) at 180 days. Findings of
the study suggested that the interventions led to improved self-care management and
reduced rehospitalization rates (Coleman et al., 2006). One limitation was that the
findings could not be generalized beyond the geographical location of the study.

Voss etal. (2011) conducted a randomized controlled trial to test the
effectiveness in reducing hospital admissions. Participants (n = 257) in the study were
recruited from six Rhode Island acute care hospitals. Patients were separate into three
groups: internal control group (patients contacted but refused), external control group
(patients not contacted but qualified for participation in the study), and the intervention
group (Voss et al., 2011). The complete intervention ensued over 30 days and included a
transition coach completing a hospital visit, a home visit, and two follow-up phone calls.
Findings showed that ,when compared to individuals who did not receive any of the
interventions, 30-day rehospitalizations were fewer for participants who received

transitional coaching (12.8%; Voss et al., 2011). A limitation of this study was that
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individuals who declined to complete the intervention represented a sample least
expected to enroll in a randomized controlled trial.
Use of APNs in Transitional Care Programs

Stauffer et al. (2011) conducted a randomized controlled trial to examine the
effects of an APN-led transitional care program for patients with heart failure. The study
sample included 56 participants, and all patients were 65 years or older discharged from
an acute care setting with a principle diagnosis of heart failure (Stauffer et al., 2011). The
intervention was a 3-month program that involved transitional care provided by an APN.
Visits by an APN occurred within 72 hours of the index hospitalization, and an additional
eight home visits were conducted for each participant (Stauffer et al., 2011). If
hospitalization occurred, an APN conducted hospital visits. Patients were released upon
program completion, upon admission to a skilled nursing facility, upon request, or on
death. A budget analysis was conducted using costs and repayment knowledge from the
intervention (Stauffer et al., 2011). The intervention considerably decreased adjusted 30-
day readmission rates to the acute care facility by 48% during the postintervention period.
The intervention had minimal effect on the length of stay or total 60-day direct cost for
the facility and decreased the financial subsidy margin on an average of $227 for each
patient with heart failure (Stauffer et al., 2011). A limitation of this study was the
difficulty recruiting potential candidates hospitalized with heart failure for this study
presenting significant time and resources.

Naylor et al. (2004) conducted a randomized controlled trial to study the value of

a transitional care intervention provided by APNs to elders hospitalized with heart
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failure. This study included 239 qualified participants 65 years and older hospitalized

with heart failure (Naylor et al., 2004). The participants were recruited from six
Philadelphia academic and community hospitals. The mean age of the participants was
76, 36% were African American, and 43 %were male. The intervention included a 3-
month APN-directed discharge preparation and home follow-up procedure through 52
weeks post discharge (Naylor et al., 2004). At 52 weeks, the intervention group patients
had fewer readmissions (47%). For intervention patients, only temporary improvements
were confirmed in overall quality of life, physical aspect of quality of life, and patient
satisfaction (Naylor et al., 2004). One limitation was that the study was conducted at six
academic and community hospitals, which compared rehospitalizations rates based on
unique index hospitalizations that may have been overestimated.

Neff et al. (2003) conducted a prospective study to examine an intervention group
care for by APN-guided and -managed pulmonary disease management team compared
to a control group, cared for by nurses delivering everyday home health care. The authors
performed the study at a large multidisciplinary home health care organization that
provided services to Medicare participants in four Ohio counties (Neff et al., 2003).
Participants in this study included 80 Medicare beneficiaries age 62 or older with a
primary or secondary diagnosis of chronic obstructive pulmonary disease. The
participants were mostly female (61%) and Caucasian (88%) with an average age of 75.5.
The control group received primary care by RNs or licensed practical nurses (LPNs) with
comprehensive abilities. Care encompassed assessment of patients’ psychological,

physical, social support needs and environmental needs (Neff et al., 2003). The
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intervention group received care from pulmonary-trained RN/LPNs who were managed
and guided by a cardiopulmonary care APN expert. Care encompassed telephone
contacts, home visits, and a nurse expert accessible by telephone 24 hours a day. Findings
of this study indicated significant differences in rehosptializations rates for the
intervention group when compared to the control group (4 versus 11; Neff et al., 2003).
All four rehospitalizations in the intervention group happened within the first month and
were resultant of injuries from falls. A limitation of this study was that causality could
not be assumed because the patients were not arbitrarily appointed to usual care or
transitional care (Neff et al., 2003). Preceding adjustments between patients may have
affected the findings of this study.
Care Bundles

Pogorzelska et al. (2011) conducted a cross-sectional survey that examined the
efficacy of individual elements; implementation of ventilator bundle elements; and the
success of infection specific elements on ventilator associated pneumonia to prevent
adverse events in ventilated patients including ventilator-associated pneumonia. The
study included 415 intensive care units from 250 hospitals (57% response rate).
Participants included hospital managers and directors of infection prevention and control
departments who evaluated the implementation and consistency with ventilator bundle
components. The ventilator bundle elements included head of bed elevation, daily patient
sedation holiday, an assessment of extubation readiness, and deep venous thrombosis and
stomach ulcer prevention. Hospital demographics were examined for duplication from a

single institution (n = 31). Surveys completed in entirety were used. This large-scale



17

study was the first in the nation to study implementation and conformity of the ventilator
bundles in the intensive care unit setting. Findings of this study indicated that ventilator
bundles were frequently a policy and implementing bundle leads to a general impression
of care and attentiveness and prevented ventilator associated pneumonia. A limitation of
this study was that despite a 57% response rate there was potential response bias and the
potential for unrestrained perplexed variables in unmeasured features such as patient
safety values.
Home-Based Chronic Care Model

The home-based chronic care model guided this DNP project (Wagner, 2009).
The home-based chronic care model was developed by the Baptist Home Health Network
to concentrate on the necessities of patients with chronic illnesses. This model was
adapted from the chronic care model (Suter et al., 2009). The home-based chronic care
model focuses on four areas: (a) high touch delivery system, (b) theory-based self-care
management and support, (c) specialist oversight, and (d) the use of technology (Suter et
al., 2009).
High Touch Delivery System

In the home setting, home health care visits enable the formation of collaborative
associations among caregivers, patients, and home health clinicians. Home health care
clinicians are accustomed to providing treatment and care for patients in the home setting
(Suter et al., 2011). The initiation of care that is high touch care entails the completion of
a detailed assessment that is vital to the interpretation of barriers and needs to manage

chronic condition. Paramount to patient goals is the relationships built between the
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patients, and the home care clinician (Suter et al., 2011). A face-to-face visit
supplemented with prearranged telephone calls confirms patient’s continued progress
toward established goals. Positive support and reassurance are also afforded by a home
care multidisciplinary team, which may include home health aides, therapists, and nurses
(Suter et al., 2011).
Theory-Based Self-Management Support

Self-care encouragement is a fundamental element in the home-based chronic care
model (Wagner, 2009). Self-care management is supported by face-to-face home health
visits. The aim is to facilitate patient’s attainment of self-confidence and skills to manage
their chronic disease (Suter et al., 2011). Home visits by members enable the home care
clinician to observe activities of daily living effective chronic care management.
Preparing and presenting disease specific health education is not sufficient. The home
health provider must identify and address behavior patient understanding of behavior
modification impact chronic illnesses (Suter et al., 2011).
Specialist Oversight

Clinical guidelines that supports evidence-based practice protocols are a necessity
for the patient’s plan of care. APNs must manage patient care to demonstrate evidence-
based practices are implemented (Suter et al., 2011). A study by Rhoads, Bankston,
Roach, Jahnke, and Roth (2014) from the University of Pennsylvania analyzed the effect
of using both a telephonic contact and telehealth with patients diagnosed with chronic
illnesses. Home health care clinicians followed evidence-based guidelines for patients

with diabetes and heart failure. APNs utilized by home care organizations are adept and
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can manage a multidisciplinary team by examining patient quality of care and health care
outcomes (Rhoads et al., 2014).
The Use of Technology

Elements of the home-based chronic care model guide the development of the
home health transitional care program for elderly heart failure patients. To develop the
proposed home health transitional care program the following areas will be included: (a)
Patient centered evidence-based care plans which are individualized to heart failure and
individualized to address the patient’s goals and needs; (b) telephonic follow up using
standardized heart failure questions by the APN over the phone based on the patient’s
plan of care; (c) Face-to-face encounters within 24 to 48 hours post discharge from an
inpatient hospital setting to establish a collaborative relationship and identify patient
goals, assess barriers, develop care plan, facilitate self-care management, and progression
evaluation; and (d) oversight by a specialist will entail using APNs, who will coordinate
patient care and monitoring and analysis of health care outcomes.

Summary

In summary, features of effective home health programs include comprehensive
care bundles such as in-person interaction with clinicians’ physicians or APNs, telephone
follow-up, and self-care support and education. For patients discharged home, complete
discharge support and education that includes timely follow-up with health care providers
can be essential to a successful transition. The home based chronic care model outlined in
this section was used to guide development of this home health care transitional program

for elderly heart failure patients.
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Section 3: Methodology

Introduction

The chapter outlines the proposed home health transitional care program, which
includes care bundles with activities, tools, and resources for a successful transition. This
chapter details the selected population and sample, data analysis, and the project
evaluation plans. Program planning that is more systematized and is generally more
efficient (Hodges & Videto, 2011). Health care professionals continually develop
programs to achieve specific goals in efforts to attain a desirable impact on patients’
health and quality of life (Hodges & Videto, 2011).

Project Design

The appropriate selection of the right design is essential to demonstrate that the
selected program will create an impact (Kettner, Moroney, & Martin, 2013). This project
identified evidence-based resources that were used to develop this home health
transitional care program for elderly heart failure patients. Care bundles include
activities, tools, and resources needed for a smooth transition. Home health transitional
care programs are effective in preventing rehospitalization and poor health outcomes
among vulnerable populations (Naylor et al., 2011). The final product is a scholarly
manual divided into three sections:

* Section 1: Highlights of key components of the care bundle

* Section 2: Step-by-step series of actions to support staff in implementing care

bundle interventions described in Section 1
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* Section 3: Assessment forms, educational resources, and tools for care bundle
tasks implementation

Each section of the manual will be available online at the Home Care Association of
Florida website. Members of the Home Care Association of Florida will be able to access
the transitional program manual as a resource available to all provider types.
Care Bundle

Improved strategies for heart failure disease and self- management are urgently
needed (Institute for Health Improvement, 2014). This transitional care program was
based on evidence-based findings. Key concepts include transition care planning,
medication management, patient education and engagement, and physician follow-up
care.

Transition planning. Based on a study by Naylor et al. (2004) is program utilizes
APNSs for transition care planning 24 to 48 hours post inpatient discharge, weekly follow-
up home visits, and weekly follow-up phone calls. Transitional care planning consists of
working with patients and families to complete an individualized health record,
reconciliation medication, provide disease specific education, and schedule follow-up
physician appointment. A scripted discussion will occur with the elderly patient and
family regarding this planning.

Medication management. Best practices in transitions of care programs focus on
reconciliation of medications to assess for accurateness of medication records, dosages,
contraindications, and evaluation of financial difficulties (Kim & Flanders, 2013). To

effectively manage medication regimens and prevent adverse events, another essential
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component of the programs care bundle entailed developing a medication tracking log
similar to Coleman et al. (2004) medication discrepancy tool.

Patient education and engagement. The care bundle includes printed
educational information on heart failure written at a fifth grade reading level or lower and
in large print for the targeted population. Communicating health information to the
elderly population can be challenging. Culture, literacy skills, and text size are important
factors to consider when designing health communication materials for the elderly
population (Centers for Disease Control and Prevention, 2009). The printed material
addresses heart failure disease management, self-care and medication regimen
management, and early warning signs. Patient education using the “teach back” method
supplemented with written materials has been effective in this age group (Sokol &
Wiynia, 2013). Microsoft Office Word for MAC was used to examine the readability of
the educational documents. Revisions were made to ensure a reading level of fifth grade
or below.

Follow-up care. A patient follow-up visit and follow-up phone call schedule log
was developed to document supplemental appointments. In addition to APN visits, post-
inpatient follow-up visits with the primary provider and cardiologist offer ongoing
symptom and medication management (Kim & Flanders, 2013). A checklist for weekly
and standardized script for follow-up phone calls by the APN was developed to monitor

and re-enforce education and self-care activities.
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Population and Sampling

The target population for this developmental project includes elderly home health
patients with heart failure related diagnoses. The sample for this project includes elderly
home health heart failure patients in the state of Florida. The program design includes
patients of any ethnicity, gender, and those 65 years or older.

Data Collection and Analysis

An effective transitional program integrates a number of concepts to ensure
patients a safe and efficient transition home (Bradke, 2013). As a part of the care bundles,
checklists and forms were developed for implementation by home health staff to ensure
fidelity with the program. The staff will be able to analyze this data using descriptive
statistics to measure program compliance and decease rates of 30-day rehospitalization
with elderly heart failure patients.

Project Evaluation Plan

Program evaluation is an essential part of planning a program and should be
constructed so that it demonstrates program accomplishments, program improvement,
and whether the program goals and objectives are being met (Hodges & Videto, 2011).
This home health transitional care program was reviewed by a home health advisory
committee and included two patients from the target population. Representatives included
the agency’s administrator; the director of nursing; the medical director, and two
community selected consumers who were not employees or owners of the agency.
According to the Centers for Medicare and Medicaid Services (2005) conditions of

participation federal guidelines, a group of home health professional personnel reviews
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an agency’s policies governing services offered, program evaluation, admission and
discharge policies, and medical plans of care annually and as needed. The health care
consumer participants for this home health transitional program content review were
contacted via telephone to determine readiness to participate in the review. The home
health professional advisory committee members were also contacted via telephone
regarding the home health transitional program content review. Program review
participants reviewed the program content over the course of 2 weeks and no additional
time was warranted.

Peer-review groups are deemed valuable for health care quality improvement.
Effective health care programs synthesize and review unpublished and published
evidence-based practice data; create new analytical and scholarly tools; and translate
findings into beneficial layouts for diverse audiences (Agency for Healthcare Research
and Quality, 2014). Questions for the content review can be found in Appendix A.
Feedback from this content review is incorporated in the final version of the program.
Checklists, forms, and scripted discussions were developed to ensure program fidelity
with each home health care nurse. Home health staff can review the checklists, forms,
and 30-day rehospitalization rates annually for evidence of quality improvement. The
development of the home health transitional care program using a care bundle of
evidence-based resources provides a comprehensive approach to providing quality home

health care to elderly heart failure patients.
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Summary
Heart failure affects an increasing number of elderly patients annually (Jencks et
al., 2009). Inadequate coordination of care from inpatient settings to the home care
setting often results in poor health care outcomes and cost up to an estimated $44 billion
annually (Burke & Coleman, 2013; Jencks et al., 2009). This home health transitional
program consists of care bundles, checklists, and forms for home health staff to use to
measure program improvement and staff compliance. The staff will be able to see if

rehospitalization rates have decreased.
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Section 4: Findings, Discussion, and Implications
Introduction

The purpose of this DNP project was to develop a home health transitional care
program for elderly patients ages 65 years old and older transitioning from inpatient
settings to reduce preventable rehospitalizations through the implementation of evidence-
based care bundle interventions. The home health transitional care program was
developed to address inappropriately managed transitions across settings and inadequate
self-management of heart failure care among elderly patients who are at risk for
rehospitalization (Jencks et al., 2009). As a resource, the home health transitional
program was developed based on a review of the literature and from my practicum
experiences as a DNP student. The home health transitional care program was developed
to assist elderly heart failure patients to successfully transition from the hospital setting to
home after an inpatient admission for a heart failure related diagnosis.

Summary and Discussion of Findings
Utilizing the home health transitional care program would provide home health

care agencies with care bundles of activities, tools, and resources to ensure effective
transitional care for elderly patients with heart failure related diagnosis transitioning from
inpatient settings to home. This project addressed gaps in transitional care by providing
patients with support and educational resources they would need to understand and take
an active self-care role, and this helps reduce preventable rehospitalizations. The
planning and development of this home health care transitional program for elderly heart

failure patients was guided by elements of the home-based chronic care model focusing
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on specialist oversight, self-care management and support, and high touch care (Suter et
al., 2009).

According to the Institute for Health Improvement (2014), improved evidence-
based strategies to reduce preventable rehospitalization of heart failure patients are
needed. The home health transitional care program addressed potential threats to the
well-being and health care outcomes of elderly heart failure patients during transitions of
care. This transitional care program provides a compendium of evidence-based care
bundle activities that address transitional care planning, medication management, patient
education and engagement, and physician follow-up to assist the targeted heart failure
population to successfully transition from the hospital setting to home.

The final transitional care program manual includes evidence-based care bundle
strategies and a step-by-step series of actions to support staff in implementing care
bundle interventions. The manual also includes assessment forms and educational
resources for care bundle tasks. The final manual was amended based on comments from
the home health advisory committee’s content review. To ensure easy comprehension the
patient educational materials were assessed for readability to be at a fifth grade level, and
this process was outlined under the evaluation of findings. The home health transitional
program manual underwent a modification to ensure continuity of assessment tools
regardless of patient referral source or payer type. To ensure program goals and
objectives were met, the content revision was reviewed and accepted by advisory

committee members.
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My participation in practicum experiences provided the opportunity to effectively
develop this project. The practicum experiences provided me the opportunity to
participate in various activities that reinforced my project development. It gave me the
opportunity to identify current practices and collect pertinent educational resources and
tools to develop and complete this DNP project. Although this transitional care program
specifically focuses on home health patients with heart failure, the program can be
adapted to support transitions of care to improve health care outcomes for all patients and
advance nursing practice across all settings.

The heart failure transitional program was designed to reduce preventable
readmissions for heart failure related diagnosis by closing transitional care gaps in care.
The transitional care program consists of evidence-based care bundle components
including assessment tools, educational resources, and tools from scholarly sources. The
home health transitional care manual will be assessable online at the Home Care
Association of Florida website as a resource available to all provider types. Appendix B
includes a Microsoft Word version of the transitional program. The final version of the
manual comprises core care bundle components, resources, and tools of the Home Health
Transitional Care Program for Elderly heart failure patients.

Care Bundle Interventions

Care bundles are evidence-based interventions that are categorized together in a
single protocol, in efforts to improve patient health care outcome. According to the
Institute for Health Improvement (2014), care bundles aim to improve care standards and

patient health care outcome by promoting the consistent implementation evidence-based
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interventions. The effective and consistent implementation can improve patient health
care outcomes (Institute for Health Improvement, 2014). The major concepts of the care
bundle include transition care planning, medication management, patient education and
engagement, and physician follow-up care.

Transitional care planning. Within 24 to 48 hours post inpatient discharge, an
APN conducts a comprehensive assessment of patient and caregiver needs. Standardized
transition planning documents to include the Outcome and Assessment Information Set
version C1 (OASIS—C1) is utilized to document patients’ admission assessment. The
APN conducting the admission transitional care planning follows a scripted dialogue to
inform patients and caregivers regarding their plan of care.

Medication management. A universal Medication Profile form enables
standardized documentation of medications and reconciliation of medication. This form
provides a list of the patient’s medication regimen. Up to four medication reviews can be
conducted per form, and each form provides a comprehensive side effect reference. The
side-effect reference is a teaching tool to help patients and their caregivers identify and
monitor for potential side effects associated with medications on the patient’s regimen.

Patient education and engagement. Heart failure education and counseling
conducted with patients and caregivers promote active participation in plan of care
including informed decision-making. Educational resources on indications of worsening
condition and how to respond using knowledge of “red flags” enables patients and
caregivers to manage their care effectively. Education practices include “teach-back” to

assess the degree of patients’ and caregivers’ understanding and allows details of
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education to be explained in their words. Educational materials designed for this program
align with the patient’s ability to understand as documents are at a fifth grade reading
level or below.

Physician follow up care. A visiting APN schedules or verifies patient follow-up
visits with the patient’s specialist or primary care provider. A follow-up visit log is
completed by the APN denoting post inpatient discharge appointments with the patient’s
specialist or primary care provider, other supplemental appointments, and the weekly
APN follow-up phone call. The scripted weekly phone call conducted by the APN
examines and emphasizes heart failure education and self-care management activities.
Step-by-Step Series of Actions

The care bundle interventions for this Home Health Transitional Program for
Elderly heart failure patients are addressed through an amalgamation of home visits and
weekly follow-up phone calls by an APN. APN home visits and weekly follow-up phone
calls focus on a 60-day home health episode post inpatient hospital discharge for heart
failure related diagnoses. The 60-day intervention period includes the following:

* Initial start-of-care visit

0 APN contacts patient via telephone post inpatient discharge and schedules
visits within 24 to 48 hours.

0 APN visit within 24 to 48 hours post inpatient discharge; provides
introduction of transitional care program; completes a comprehensive

assessment (OASIS-C1).
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0 APN reconciles the patient’s medications using the Medication Profile and
Side Effects form. A consultation with the patient’s primary care
physician and pharmacist is conducted as needed.

0 APN explains the purpose and how to utilize the patient’s personal health
record. A care plan is developed with the patient and caregiver based a
comprehensive assessment completed by the APN. APN reviews the “red
flag” symptoms and recall using “teach back” method. APN provides the
patient and caregiver with the home health agency’s phone number and
explains the after-hours on-call protocol.

0 APN schedules or confirms follow-up appointment with the patient’s
primary care physician or specialist, schedules subsequent APN visits and
weekly APN follow-up phone calls. All patient appointments are
documented on the follow-up visit log.

* Subsequent home visits

0 APN completes a weekly patient assessment using a designated form for
corresponding visits.

0 APN reviews and reconciles the patient’s medications each visit as needed
to avoid medication errors.

0 APN reviews the patient’s personal health record and personal goals with

patient and caregiver each visit.
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0 APN reviews the disease process, red flag symptoms, and diet each visit
with the patient and caregiver using the teach back method to assess their
understanding and recall of the information.

0 APN reviews and updates the patients follow-up visit log each visit as
needed.

*  Weekly APN follow-up phone call
0 APN makes weekly phone call to patient to assess the patient's compliance
with their plan of care.

Educational Resources and Forms

The assessment forms and educational resources provided in this manual provide
a foundation for the Home Health Transitional Care Program for Elderly heart failure
Patients. Key assessment forms, educational resources, and tools used include the
OASIS-C1, subsequent visit forms, Medication Profile and Side Effects form, personal
health record, and heart failure zone flyer. The manual includes evidence scripts for the
APN to follow as a measure to effective approach evidence-based treatment and enhance
knowledge base of patient regarding heart failure.

Evaluation of Findings

The focus of the evaluation process for this scholarly developmental project
began with the recognition of the key purpose and proposed use of the Home Health
Transitional Care Program for Elderly heart failure Patients. This section outlines the
transitional care program evaluation of findings. I analyzed the evaluation indicators and

performance measures to ensure the program construct demonstrated program
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improvement, program accomplishments, and met program goals and objectives (Hodges
& Videto, 2011). A home health advisory committee reviewed the project.
Representatives included a home health agency’s administrator; the agency’s director of
nursing; the medical director, and two community health care consumers from the
targeted patient population. The health care consumers assessed the transitional program
not only in terms of writing clarity and subject importance, but also in terms of their own
experiences and knowledge related to heart failure.

The advisory committee members were invited via telephone to determine
readiness and willingness to participate in the home health transitional program content
review. The committee members were given two weeks to review content of the
programs and provide feedback. At the end of the two-week time limit all content review
feedback forms were returned to the agency’s administrator and I collected the forms
from the agency.

I analyzed the content review from the agency’s personnel using content validity
for questions numbers 1, 2, and 3 and face validity for questions numbers 4 and 5 as a
supplement form of validity. The agency’s staff responses indicated that they strongly
agreed with number 1, 2, and 3 of the content review and their responses indicated yes for
number 4 and 5 of the review questions indicating unanimous consensus. I analyzed the
content review from the two health care consumer members using a combination of
content validity and face validity as a supplemental form of validity. The responses from
both members signified yes with number 1, 2, and 3 of the content review survey

indicating unanimous consensus on the review questions. Analysis of the feedback
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provided by the advisory committee members yielded a Content Validity Ratio score of
1.00. Face validity was also measured to ensure clarity and unambiguousness of the
construct and yielded unanimous conclusion of content validity.

The health care consumer review participants did not make any recommendation
and comments were concurrent with the gaps in transitional care and the need to develop
the home health transitional care program. The only recommendation from the agency’s
review members was to replace OASIS-C with the updated version OASIS-CI1 that is set
for implementation January 1, 2015, per the Centers for Medicare and Medicaid. The
modification was made and all committee members deemed the content applicable and
relevant for the intended usage.

The patient educational resources and tools of the Home Health Transitional Care
Program for Elderly heart failure patients was assess for readability to be at a fifth grade
level or below using the readability feature in Microsoft Word for Macintosh computers.
Readability formulas found at www.readabilityformulas.com was used as a second
evaluation tool to ensure readability met the criteria to be at a fifth grade level or below.
Patient-facing materials were assessed using guidelines to determine reading level,
identify jargon, and complex words. These processes were completed to ensure
educational materials presented to patients aligned with their abilities to understand the
material. Like many innovations, the home health transitional care program using a care

bundle of evidence-based resources will be refined through trial and practice.
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Findings in Context of Literature and Framework

This transitional care program encompassed care bundle interventions to include
patient education and engagement, self-care management, medication management, and
system factors such as care coordination to include follow-up appointments for
supporting transitional care from inpatient hospital settings to home to prevent avoidable
rehospitalizations (Naylor et al., 2013). A review of the literature confirmed that
increased complexity of health care, rising numbers of patients with chronic illnesses, and
mounting costs of health care amplify the need to address gaps and improve transitional
care (Coleman et al., 2006). The studies reviewed varied in design from cross-sectional
survey, prospective study, to randomized-controlled trials.

According to Coleman et al. (2009) a high percentage of heart failure
rehospitalizations occur within 30 days post inpatient discharge. This transitional care
program found that comprehensive follow-up home health visits directed by an APN
utilizing standardized documents and scripted dialogue facilitates the identification of
individualized patient care goals and coordination of care. Findings similar to literature
conducted by Pogorzelska et al. (2011) demonstrated that transitional care programs care
bundle interventions were an effective evidence-based strategy for decreasing avoidable
rehospitalizations among elderly heart failure patients ages 65 years old and older
transitioning from inpatient hospitals settings to home. This transitional care program
found that a comprehensive plan of care guided by APNs enabled them to individualize
patient education, self-care management activities, medication management, and health

care provider follow-ups post discharge for improving clinical outcomes among the target
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population. This approach is especially important to reduce preventable heart failure
exacerbations. Findings similar to literature conducted by Stauffer et al. (2011) and Voss
et al. (2011) showed that the versatility of APNs or transition coaches help to ensure
patient needs are met across health care settings in effort to improve clinical and financial
outcomes and reduce preventable rehospitalizations for the target population. This
prompted the development of this transitional care program for elderly home health heart
failure patients age 65 years old and older.

According to Naylor (2011) individuals with heart failure often face significant
medication management challenges due to lack of adherence to medications prescribed
post discharge which is a leading cause of avoidable rehospitalizations among the target
population. This transitional care program provides continuity of care by the same APN
to address medication management behaviors utilizing standardized documentation and
medication reconciliation protocols. Weekly home visits and weekly follow-up phone
calls by the APN reinforce medication teaching and monitoring for potential side effects.
The findings similar to research conducted by Neff et al. (2003) literature findings
support APN directed medication management emphasizing adherence to medication
regimens and patient education about medications to reduce avoidable rehospitalizations
among the target patient population.

In developing and designing this transitional care program, the home-based
chronic care model guided the development of the program as it expands the potential for
heart failure self-management success and provided a foundation for home health’s

integral role in the management of chronic diseases (Wagner, 2009). Heart failure
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education is a key care bundle intervention of the transitional program and emphasizes
recognition of heart failure red flag symptoms and self-care management activities. Face
to face contact with the APN helps to ensure patients and caregivers understand teaching
provided using teach back practices to assess their degree of understanding. Similar to
research conducted by Coleman et al., (2009) the findings of this DNP project show that
the principle behind patient education and engagement led by an APN who uses teach
back methods to promote self-care management among patient and caregivers is crucial
to transitional care. Post hospital follow-up visits with heart failure patients’ primary care
physician and specialist is another important strategy of the transitional care program to
prevent unnecessary rehospitalizations. The coordination of follow-up appointments by
the APN is an effective strategy to help ensure patients attend and effectively participate
at their follow up appointments. This evidence supports the value of post hospitalization
follow-up with primary care providers and specialist (Burke & Coleman, 2013). Coleman
and colleagues (2009) reported that patients with heart failure who fare followed up by
their primary care provider and specialist within 30 days of inpatient hospital discharge
had lower rates of rehospitalization.

Evidence was sufficient to support the development of this transitional care
program designed to address the challenges faced by the current health care systems in
decreasing preventable rehospitalizations among elderly home health heart failure
patients ages 65 years old and older. The care bundle interventions guided by APNs
provide an effective approach in bridging gaps in transitional care while achieving

optimal health care outcomes among the target patient population. Keeping the targeted
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patient population from returning to the hospital will substantiate of success of this
transitional care program.
Implications for Practice

Heart failure is a multifaceted, costly condition that affects approximately six
million people in the America annually (Jencks, 2009). Heart failure is the leading cause
of many preventable rehospitalization among elderly adults age 65 years and older in the
United States (Lonowski, 2012). Despite the validated effectiveness of piloted
transitional programs nationwide, inadequately implemented transitions in care and self-
care management adversely impact the health and wellness of patients and health care
outcomes remain suboptimal (Bradke, 2013). The evidence-based home health
transitional care program will play a pivotal role in addressing these problems,
specifically in the home setting.

Implications for Future Research

Effective transitions of care from inpatient hospital settings to home are vital to
delivering high quality patient care and decreasing preventable rehospitalization.
Evidence-based practices in the home health transitional care program can inform current
and future initiatives. Home health care agencies can implement the transitional care
program to reduce heart failure rehospitalizations and health care costs. More research is
needed on transitions between inpatient settings to home, which present further

opportunities to improve both quality of care and health care cost.
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Implications for Social Change

Our fragmented health care system often fails to effectively transition patients
between health care setting and as a result, poor care coordination contributes to the
revolving door syndrome. Heart failure rehospitalization is a frequent and sometimes life-
threatening event that accounts for a large proportion of national health care expenditure
and is associated with gaps in transitional care (Jencks, 2009). Reimbursements to
hospitals have been reduced for heart failure patients who are readmitted within 30 days
of discharge for heart failure related diagnosis (Centers for Medicare and Medicaid
Services, 2014). Many hospital readmissions are avoidable; therefore, the evidence-based
heart failure 