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Abstract 

Heart failure (HF) is an escalating chronic disorder that impacts patients, families, and 

society. HF necessitates efficient transition of care and complex self-care knowledge in a 

population often burdened with low health literacy and high readmission rates. The 

purpose of this project was to improve transition of discharged HF patients from a Level 

1 trauma system in a mostly rural area of South Carolina to its affiliated nurse-led HF 

clinic. The no-show rate for initial visits to the health care system’s outpatient HF clinic 

by postdischarge patients was 59%. Using Henderson’s need theory and Stevens’s 

knowledge transformation model for theoretical guidance, a quality improvement project 

was conducted to identify factors related to no-show behavior in initial HF clinic visits 

using a retrospective chart audit of the first 50 no-show patients in a 90-day period. Data 

were collected from the electronic medical record and analyzed through descriptive 

statistics. Frequently noted factors were lack of literacy screening, use of assistive 

devices, and access issues related to distance to travel and transportation to the HF clinic. 

Recommendations included mandatory literacy level screening on admission, integration 

of an evidence-based health literacy screening tool into the electronic record, use of 

satellite HF clinic services, and consideration of a mobile HF clinic on wheels to better 

serve the rural population. Social change is expected to occur in this vulnerable 

population through these efforts to address health literacy issues and increase access to 

clinic care after hospital discharge. 
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Section 1: Nature of the Project 

Heart failure (HF) is a pervasive chronic health disorder that requires lifelong 

self-care management skills (Rasmusson, Flattery, & Baas, 2015). In the United States, 

almost six million people are burdened with this chronic illness (Stamp, Machado, & 

Allen, 2014). Exacerbations, hospital readmissions, and poor quality of life (QOL) are 

among the many issues the HF population encounters on a day-to-day basis (Stamp et al., 

2014). Vijayakrishnan et al. (2014) indicated that management of HF is a priority for 

health care payers, providers, and systems globally. 

Baptiste, Mark, Groff-Paris, and Taylor (2013) noted HF accounts for most of the 

acute care readmissions in the United States. HF is also the number one discharge 

diagnosis in patients over 65 (Shan, Finder, Dichoso, & Lewis, 2014). The financial 

impact of HF in the United States is estimated to be over 33 billion dollars (Stamp et al., 

2014). This consequence is predicted to escalate dramatically as the post World War II 

generation ages (Rasmusson et al., 2015). Effective transition of care for the HF 

population is now a major initiative in health systems nationwide (Feltner et al., 2014).  

The principal goal of transition of care for any chronic illness population is to 

prevent complications and improve QOL. A key strategy to accomplish this objective is 

to empower the population with self-efficacy through self-care education (Bandura, 

2004). This educational approach requires that the targeted population have an adequate 

level of health literacy (Dennison et al., 2011). According to the Centers for Disease 

Control and Prevention (2014), proficient health literacy rates in the U.S. population are 
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at 12%. Nurses are the largest group of health care professionals in the United States and, 

therefore, could be the primary facilitators of health literacy. 

Quality improvement projects aimed at empowering a chronic disease population 

with self-management skills must address individual patient health literacy issues 

(Alspach, 2015). Self-management of HF is more complex than other conditions (Riegel 

& Moser, 2015). Most bedside nurses lack the time, education level, and expertise needed 

to assess a patient’s health literacy, and then effectively implement necessary education 

strategies to empower the low health literacy patient (Alspach, 2015). I asserted this 

evidence-based gap in the transition of care for HF patients would be best filled with an 

acute care HF nurse educator/navigator at the level of doctor of nursing practice (DNP). 

Problem Statement 

The initial practice issue was the lack of a dedicated HF health literacy nurse 

educator/navigator for the acute care setting of a Level 1 trauma health care system that 

serves 11 primarily rural counties in North and South Carolina, and strives to be a health 

industry leader regionally and nationally. The director of the cardiovascular inpatient and 

outpatient services and the medical director of the outpatient nurse practitioner-led HF 

center had advocated for an inpatient nurse navigator to the chief nursing officer (CNO). 

The CNO had requested a business plan from the cardiovascular services director, who 

wrote the plan with a nurse practitioner in the position.  

I was a DNP student at the health care system and planned to be leader of the 

navigator DNP project. The HF navigator/educator would round on all new HF-related 

admissions. The initial visit would include a health literacy screening. Evidence-based 
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HF education materials would be dispersed to the patient and significant others based on 

the results of a health literacy screening evaluation. The HF nurse/educator would keep a 

log of initial visits and subsequent referrals in the HF center at discharge. I would track 

the discharges referred to the HF center for first visit adherence and 30-day readmission 

rates. 

During development of the HF nurse navigator project, the health care system 

changed its electronic health system. Corporate personnel and finances became dedicated 

to training and implementation of the new records system, which resulted in funding 

being tabled for a HF nurse navigator position. The director of CV services then 

recommended I change my DNP project to a quality improvement focus to address the 

59% initial no-show rate to the HF clinic of newly discharged HF patients from the 

affiliated hospital. Therefore, the DNP project problem became the low adherence rate in 

the initial HF clinic visit. 

Purpose Statement 

The original purpose of the DNP project was to evaluate the outcomes of an 

implemented trial to incorporate use of a health literacy assessment and a dedicated, 

master’s prepared or higher, nurse educator/navigator for HF patients in an acute care 

setting. Program objectives included development of the role and job description of the 

educator/navigator nurse, selection of the best evidence-based HF health literacy 

education and teaching methods, and implementation of the educator/navigator nurse role 

in the acute care setting. The specific measurable objectives were adherence to scheduled 

follow-up visits at the affiliated outpatient HF clinic and a decrease in the most recently 
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published preprogram implementation 30-day HF readmission rate of 18.8% (Becker’s 

Healthcare, 2015). The purpose of the DNP project was refocused to identification of 

barriers to patient adherence to the initial post-discharge clinic visit. 

Health care systems in South Carolina should prepare for a doubling of the aging 

inhabitants by 2030 (South Carolina Radio Network, 2015). The aging of the state’s 

population, along with governmental and accreditation mandates for HF patient 

education, will be a challenge for a hospital system that does not have a dedicated 

inpatient HF nurse educator. Vidic, Chibnall, and Hauptman (2015) found HF to be the 

number one cause of readmission penalties in 2014, compared to acute myocardial 

infarction and pneumonia. For cost effective impact, organizational change should be 

directed at HF readmission prevention projects (Vidic et al., 2015). The project 

hypotheses were that the dedicated educator/navigator nurse would improve adherence to 

follow-up visits and reduce readmission rates. 

Low health literacy impacts any chronic disease population. Cajita, Cajita, and 

Han (2015) concluded low health literacy affects almost 40% of the HF population. 

Impaired literacy in the hospitalized HF population is associated with increased mortality 

rates postdischarge (McNaughton et al., 2015). Moser et al. (2015) noted this risk is 

significant in HF patients from rural areas.  

Harkness, Spaling, Currie, Strachan, and Clark (2015) stated that although most 

HF patients want to participate in self-care activities, they need directed guidance. The 

implementation of a screening tool on HF admission by the nurse educator navigator 

would address the needs of the individual patient/family by choosing the most 
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appropriate evidence-based practice (EBP) self-care education resources/tools from the 

American Association of Heart Failure Nurses (Rasmusson et al., 2015). According to 

Cajita et al. (2015), the Test of Functional Health Literacy in Adults-Short Form (S-

TOFHLA) was the most commonly used health literacy screening tool in HF studies.  

Thomason and Mayo (2015) verified the reliability of the S-TOFHLA instrument. 

Sand-Jecklin, Daniels, and Lucke-Wold (2016) evaluated the Expanded Brief Health 

Literacy Screen (EBHLS), which magnified the S-TOFHLA to include evaluation of 

verbal comprehension and retention after each education session. Sand-Jecklin et al. 

(2016) reported the practicability of incorporating the EBHLS (see Appendix A) into an 

electronic health record. 

Nature of the Project 

First question (original in PICOT format): 

• P = discharged HF patients  

• I = implementation of a dedicated inpatient HF nurse educator and health 

literacy assessment 

• C = current adherence to HF clinic follow-up visits compared to adherence 

after the intervention 

• O = adherence to HF clinic follow-up visits will increase by 25%  

• T = 6 months of implementation of a dedicated inpatient HF nurse 

educator 

Second question (original in PICOT format): 

• P = discharged HF patients  
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• I = implementation of a dedicated inpatient HF nurse educator and health 

literacy assessment 

• C = current 30-day HF readmission rates compared to rates after 

intervention 

• O = readmission rate of HF patients will decrease by 25%  

• T = 6 months of implementation of a dedicated inpatient HF nurse 

educator 

Final project question:  

What are the factors that relate to no-show behavior in initial visits to an 

outpatient HF clinic by postdischarge patients from a Level 1 health care system in 

upstate South Carolina? 

Significance 

The 2013 HF management guidelines noted HF patients need comprehensive self-

management education and stated the quality of evidence for this guideline as Class 

1/Level of Evidence B (Yancy et al., 2013). EBP guidelines include an hour of education 

before discharge for HF patients (Bowers, 2013). Health literacy screening for the most 

appropriate HF self-care teaching strategies is time-consuming and requires educational 

expertise.  

Additionally, low health literacy HF patients require more time to teach and 

reevaluate prior to discharge. The amount of time and academic preparation needed for a 

bedside nurse to teach HF patients in self-care is an unrealistic expectation for a nursing 

staff that is primarily composed of undergraduate nurses. The implementation of a 
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dedicated inpatient HF educator/navigator nurse would decrease the bedside nurses’ 

workload and increase quantity and quality of HF patient education.  

Empowering the HF population with health literacy to enhance self-care has 

significant social implications. Byrd, Steinhubl, Sun, Ebadollahi, and Stewart (2014) 

emphasized the astounding societal burden of this chronic illness. One-fifth of the U.S. 

population over 40 is expected to develop HF in their lifetime (Byrd et al., 2014). 

Financial costs of this chronic illness are estimated to rise over 200% in the next decade 

and a half (Vijayakrishnan et al., 2014). There is a social imperative to improve health 

literacy in the HF population. According to the Robert Wood Johnson Foundation (2014), 

the primary responsibility of removing the barrier of low health literacy in chronic 

disease management belongs to health care providers and systems, not the patient or 

family. 

During my final DNP quarter, I became a member of the health care system’s task 

force to standardize HF inpatient education across the organization. A collaborative 

leadership team created this task force. The directors of inpatient and outpatient 

cardiovascular services had done a survey of nursing units regarding HF discharge 

education. These organizational leaders found resource gaps, workflow and process 

problems, and discontinuity in the information given to HF patients during hospitalization 

and at discharge. In task force meetings, I noted there were no organizational policies for 

inpatient health literacy assessment or evaluation of patient teaching. 

A patient’s ability to live with a chronic condition successfully requires adequate 

knowledge of the disease or disorder. Unsubstantial health knowledge of HF management 
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in the HF patient population results in poor patient outcomes (Yehle, 2015). As 

mentioned previously, adequate health literacy rates in the general patient population are 

12%. This rate in the HF population, along with a chronic condition on the rise, impacts 

patients/families, providers, organizations, communities, and the nation (Yehle, 2015). 

Definitions of Terms 

Health literacy: “The degree to which individuals have the capacity…to obtain, 

process and understand basic health information and services needed to make appropriate 

health decisions” (Robert Wood Johnson Foundation, 2014, para. 3). 

Self-care: “A naturalistic decision-making process that includes self-care 

maintenance, those behaviors performed to maintain physiological stability (e.g., 

treatment adherence, symptom monitoring), and self-care management, which is the 

response to HF symptoms when they occur” (Dickson et al., 2014, p. 188). 

Assumptions and Limitations 

The first assumption related to the project was that a dedicated HF 

educator/navigator in the acute care setting would increase health knowledge and thereby 

improve self-care behavior in the discharged HF population. The next assumption was 

that this self-care behavior would include timely follow-up visits to the HF clinic. The 

final assumption was the implementation of the dedicated HF educator/navigator would 

decrease 30-day readmission rates. The primary limitation of the project was that the 

position and funding for a master’s prepared or higher inpatient HF nurse educator would 

need to be approved by the then Magnet health care system. Generalizability of results 
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would have limits due to the singularity, size, and geographic location of the health care 

system. 

Summary 

Cajita et al. (2015) concluded that chronic disease populations, who bear the 

burden of complex self-management strategies, are primarily impacted by the barrier of 

low health literacy. The DNP project addressed low health literacy in the HF population 

served by the health care system. The DNP project goal was to improve both quantity and 

quality of self-care education provided in the transition of care for HF patients served by 

a Level 1 trauma health care system in South Carolina. Planned deliverables for the 

project were a job description for the HF nurse navigator/educator, an evaluation plan for 

the role, and a report of the findings of the pre- and postimplementation data for the 

health literacy assessment and the HF nurse navigator role. 
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Section 2: Background and Context 

The purpose of the DNP project was to evaluate the outcomes of a trial to 

implement an admission health literacy assessment and an inpatient HF nurse 

navigator/educator role. This section of the project includes a review of recent research 

literature on HF patient education, readmission, and nursing interventions. The escalating 

impact of HF has generated prolific research on care transition. 

Central to the topic of heart failure transition is self-care management, which 

requires a holistic approach to patient instruction (Cowie et al., 2015). A review of the 

literature for the project was limited to articles published between 2012 and 2015 due to 

the large numbers of HF-focused articles published in the last 3 years. Databases used for 

the search included CINAHL & Medline Simultaneous Search, Cochrane Database of 

Systematic Reviews, Joanna Briggs Institute EBP Database, Ovid, PubMed, and Thoreau. 

I also used the Google Scholar search engine. The issues of 30-day HF readmission rates 

and self-care management were dominant themes in the articles reviewed. 

The key words searched for in the specific literature topic were health literacy, 

heart failure, and nurse (educator or navigator). Thirty articles were found. Twelve 

articles were selected for review and rating of evidence; articles addressed the impact of 

nurse navigators or health literacy issues in hospitalized HF patient self-care education. 

Specific Literature 

Sanders (2014) noted the nurse navigator is a new role that has emerged in 

response to the aging populace living with chronic illnesses. According to Pruitt and 

Sportsman (2013), nurse navigators focus on a specific population with a goal of the best 
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transition of care for individual patients/families. In the case of HF acute care, one of the 

services is providing patient education before discharge from an acute care setting to 

improve the transition of care and patient outcomes (Johantgen & Newhouse, 2013). 

Nurse navigators are prepared to engage HF patients in self-care starting at 

admission (Harris, Fenner, Gulati, & Cuomo, 2012; Schell, 2014). Additionally, the 

navigator acts as an advocate, collaborator, and coordinator for the patient and family 

(Albert et al., 2015; Schell, 2014). Navigator/educator is a multidimensional role 

requiring advanced academic preparation, making this an ideal fit for a DNP-prepared 

nurse (Albert et al., 2015; Schell, 2014). 

Manderson, Mcmurray, Piraino, and Stolee (2012) in a systematic review of 

evidence for navigation in the older chronic illness population found a dearth of studies 

on the topic, which indicated a gap in EBP research. A systematic review is considered 

Level C by the American Association of Critical Nurses (AACN) evidence rating system 

(Armola et al., 2009). In an AACN Level C study done in North Carolina, Harris et al. 

(2012) found a HF inpatient nurse navigator decreased postdischarge follow-up visits. 

Schell (2014) published a literature review on the effect of discharge navigation 

on 30-day HF readmission rates and recommended all populations be evaluated for 

educational needs and receive consistent discharge information throughout the care 

continuum. Monza, Harris, and Shaw (2015) broadened the scope of the Harris et al. 

(2012) study. Monza et al. (2015) found that HF nurse navigator implementation reduced 

all-cause hospital readmissions and improved self-management and follow-up visit 

adherence. 
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Recent publications related to the complexity of health literacy in HF and the 

need for individualized patient education by a health care expert were numerous, so the 

articles chosen to review for this proposal were limited to 2015. Two articles were at 

AACN Level E (Alspach, 2015; Yehle, 2015). Three were at AACN Level D (Albert et 

al., 2015; Cowie et al, 2015; Rasmusson et al., 2015). One systematic review was at 

AACN Level C (Cajita et al., 2015). Four studies were at AACN Level B (McNaughton 

et al., 2015; Monza et al., 2015; Moser et al., 2015; Westlake, & Sethares, 2015). 

Alspach (2015) and Yehle (2015) discussed the effects of low health literacy on 

the heart failure population and the urgent need for early bedside health literacy 

screening. Position statements, evidence-based guidelines, and recommendations from 

specialty health care organizations regarding nursing’s essential role in HF patient 

education were stated by Albert et al. (2015), Cowie et al. (2015), and Rasmusson et al. 

(2015). Cajita et al. (2015) concluded nurses must recognize the impact of low health 

literacy and be able to implement strategies to reduce that impact. Two studies indicated 

increased mortality rates in HF patients with low health literacy (McNaughton et al., 

2015; Moser et al., 2015). Westlake and Sethares (2015) found low health literacy 

patients preferred a variety of educational techniques. Monza et al. (2015) evaluated the 

implementation of HF nurse navigation in the acute care setting and noted decreased 30-

day readmission rates, improved self-management skills, and better adherence to the 

transition treatment plan. 
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General Literature 

Heart failure, discharge, and education were the key words used to search the 

general literature. Evidence-based components of HF education given prior to and 

reinforced at discharge included diet, medications, weight monitoring, assessment of 

exacerbation signs/symptoms, and what actions to take (Prasun, 2014). As noted earlier, 

poor health literacy, poor QOL, disease exacerbations, and increased hospital 

readmissions plague populations with chronic illnesses (Westlake, Sethares, & Davidson, 

2013). Current studies involving HF patient education in the acute care setting reinforced 

these concerns, and many common themes emerged in the reviewed articles. 

Multiple researchers recommended assessment of health literacy in the acute care 

setting on admission and again at discharge (Baptiste et al., 2014; Peter et al., 2015; 

Rasmussan et al., 2015). The principal educators of the hospitalized HF population are 

bedside nurses (Albert et al., 2014; Albert et al., 2015; Peter et al., 2015). However, most 

bedside nurses are strained to provide the evidence-based hour of HF education by 

discharge (Baas et al., 2014; Baptiste et al., 2014Gilmour, Strong, Chan, Hanna, & 

Huntington, 2014; Rasmussan et al., 2015; Schell, 2014). 

Moreover, many bedside nurses have an incomplete knowledge of HF discharge 

education and educational methods (Gilmour et al., 2014; Peter et al., 2015; Rasmussan 

et al., 2015; Vesterlund, Granger, Thompson, Coggin, & Oermann, 2015). Current HF 

health literacy researchers have studied and endorsed the teach-back method, which 

requires additional time for patient education evaluation (Albert et al., 2015; Hung & 

Leidig, 2014; Huntington et al., 2013; Peter et al., 2015; Rasmussan et al., 2015; Schell, 
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2014; Thompson, 2014; Vesterlund et al., 2015). A dedicated acute care HF nurse 

educator/navigator who has a graduate nursing degree would provide quality HF patient 

health literacy assessment, education, and evaluation of self-care knowledge (Albert et 

al., 2015). 

Conceptual Models 

The academic center for evidence-based practice (ACE) star model of knowledge 

transformation supports research project efforts and outcomes (Schaffer, Sandau, & 

Diedrick, 2013). The steps of the ACE star model include implementation and evaluation 

of change (Schaffer et al., 2013). According to Stevens (2012), this model stresses the 

translation of knowledge and best practices while incorporating clinician experience and 

patient needs. The model has recently been renamed the Stevens Star Model of 

Knowledge Transformation. 
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Figure 1. Stevens Star Model of Knowledge Transformation. The University of Texas 
Health Science Center at San Antonio – School of Nursing (2015). Retrieved 
from http://www.acestar.uthscsa.edu/acestar-model.asp 

 
The Stevens Star Model of Knowledge Transformation includes five phases of 

knowledge (discovery, summary, translation, integration, and evaluation) on a continuum 

(McAfee, 2012). As noted by McAfee (2012), the Stevens Star model is a suitable 

framework for quality improvement and implementation of EBP in health care systems. 

The model has been applied to research in academia and inpatient and outpatient settings 

(Schaffer et al., 2013). 

The discovery/research stage of the model involves creation of knowledge 

through scientific inquiry to construct clinical actions (University of Texas Health 

Science Center at San Antonio [UTHSCA], 2015). The next stage, evidence summary, 

involves synthesis of research through meta-analysis, which can also generate new 
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knowledge (UTHSCA, 2015). Translation to guidelines, the third stage of the model, 

includes recommended EBP guidelines for bedside use by clinicians, such as pathways 

and standards (UTHSCA, 2015). In the fourth stage of practice integration, EBP 

guidelines are adopted and implemented (UTHSCA, 2015). The Stevens model 

continuum connects at Stage 5, process and outcome evaluation, in which EBP 

knowledge is transformed into quality improvement (UTHSCA, 2015). 

Henderson’s need theory supports the role of nurse navigator (Burggraf, 2012). 

Henderson’s classic approach includes assessment of needs and delivery of education to 

empower the patient with self-management skills to enhance independence (Burggraf, 

2012). Hountras (2015) noted the theory focuses on the concept of accountability by the 

patient. The process of self-management implicates patient responsibility. The HF 

educator/navigator role encompasses both assessment expertise and teaching proficiency. 

Summary 

The DNP project was an evaluation of the transition of care impact of a dedicated 

advanced practice nurse (APN) educator/navigator for HF patients in an acute care 

setting. As the project leader, I planned to review the medical records of discharged HF 

patients who have transitioned from a hospital system to an affiliated outpatient HF clinic 

led by nurse practitioners (NPs). The record review was conducted to assess barriers to 

HF self-management and was used along with the literature review to determine methods 

and tools for measuring self-efficacy and self-management to improve project outcomes. 

The two criteria measured were adherence to HF clinic follow-up visits and 30-day HF 

readmission rates. 
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Section 3: Collection and Analysis of Evidence 

The purpose of the project was to improve outcomes in HF patients discharged 

from a Level 1 trauma health care system that serves 11 counties in upstate South 

Carolina. Due to a system-wide rollout of a new electronic health care system, the 

financial cost of a FTE for a HF nurse navigator would not be approved in the foreseeable 

future. The director of inpatient and outpatient cardiovascular services for the health care 

system reported current no-show rates of recently discharged HF patients to the 

outpatient HF clinic at 59%, and indicated that this problem needed attention. I then 

changed my DNP project focus to a QI project at the recommendation of my chair. Due 

to high risk for readmission in this transition population, a needs assessment of the no-

show patients was warranted to determine which no-show interventions were applicable. 

This project still addressed improved outcomes in transitioning HF patients. 

Practice-Focused Question 

What are the factors that relate to no-show behavior in initial visits to an 

outpatient HF clinic by postdischarge patients from a Level 1 health care system in 

upstate South Carolina? 

Sources of Evidence 

The project involved retrospective chart audits of the HF clinic initial visit no-

show population to the HF clinic. Many factors affect HF self-care adherence, including 

timely transition of care after discharge (McNaughton et al., 2015; Moser et al., 2015; 

Westlake et al., 2013). Nonadherence, which can be related to low health literacy, 
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increases readmission and mortality rates (McNaughton et al., 2015; Moser et al., 2015). 

Each of the selected charts were reviewed for the following: 

• age, 

• gender, 

• physical limitations, 

• native language, 

• literacy level, 

• health literacy screening results (if done), 

• distance to travel from home to outpatient HF center, 

• transportation method, 

• work obligations, and 

• family obligations. 

The study population consisted of 50 patients who were discharged from the 

affiliated hospital system and did not appear for the initial visit to the HF clinic. The 

affiliated hospital system discharges a minimum of 30 adult HF patients monthly. The 

first 50 no-show charts from a recent 3-month period provided the sample. 

The HF clinic tracks initial visit no-shows on appointment software. Patient 

information is accessible on the newly implemented electronic records system. I 

developed and employed a data abstraction form (Excel spreadsheet) containing the 

aforementioned criteria cells. A letter of permission to access the patient data from the 

organization, IRB approval by Walden University (02-13-17-0473305), and the project 
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site was obtained before the data were accessed. The site’s IRB process also involved the 

presentation of my project to the nursing research council. 

Analysis and Synthesis 

I planned to enlist the help of a statistician in the health care system to input the 

data and run the analysis. Based on the analysis, I recommended appropriate EBP 

interventions to address the barriers to timely follow-up and adherence to appointments. 

Depending on the findings, I recommended the use of a health literacy screening tool in 

all HF inpatients. The literature supported the Expanded Brief Health Literacy Screen 

(EBHLS) as the best practice tool for this purpose.  

Summary 

Evidence indicates effective transition of care and self-care empowerment are 

priorities in HF (Albert et al., 2015; Stamp et al., 2014; Yancy et al, 2013). Current no-

show rates of 59% to the outpatient HF clinic at the health care system project site 

impede self-care empowerment. A retrospective chart audit to identify factors in this 

population established the need for an inpatient HF nurse educator/navigator and 

implementation of an evidence-based tool to improve HF patient outcomes in upstate 

South Carolina. The project deliverables included (a) a summary of the chart audit needs 

assessment findings, (b) recommendations to address the identified barriers to self-care, 

(c) tools to measure self-care needs, and (d) a plan for implementing the 

recommendations and tools to improve patient outcomes. 
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Section 4: Findings and Recommendations 

The initial no-show rate for discharged HF patients to an outpatient HF center in 

upstate South Carolina was 59%. This gap in transition of care put these patients at risk 

for increased morbidity and mortality, in addition to readmission costs for the associated 

inpatient health care facility. The DNP quality improvement (QI) project addressed 

characteristics of no-show initial visit HF patients in a retrospective chart audit to identify 

addressable barrier/behavioral factors. I was principal investigator and statistician for the 

project, and the lead HF center NP served as coinvestigator to satisfy the site’s IRB 

requirements for chart access. IRB notified us that internal statisticians would no longer 

be available for QI projects due to heavy demands from the medical residents program. 

Fifty no-show charts from a 90-day period (December 2016 to March 2017) were 

data mined for the following: 

• age,  

• gender, 

• use of assistive devices (yes or no), 

• native language, 

• literacy level (years of education), 

• health literacy screening done (yes or no), 

• distance from home to HF center based on home zip code, 

• personal transportation vehicle (yes or no), 

• work obligations (yes or no), and 

• family obligations (yes or no). 
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The above data fields were available in the integrated electronic record system 

from demographic, case management, and physical/occupational documentation. The 

health care organization had rolled out the new electronic system in 2016, with outpatient 

centers as the final phase in October. I processed the extracted data on SPSS Version 21 

using descriptive statistics and means analysis for the total study population and gender-

specific subpopulations. 

Findings and Implications 

 The study sample (n = 50) was evenly divided by gender. The sample age ranged 

from 39 to 92. The age range for men was 39 to 89 (mean 65.32), and the age range for 

women was 51 to 92 (mean 69.68). Assistive devices were used more often in the female 

group with a mean of .64 (SD = .490) compared to the male group with a mean of .40 (SD 

= .500). 

 All participants had English listed as their native language. Work and family 

obligations were insignificant factors for both genders. Female work and family 

obligation means were both .04. The male work obligation mean was .08 (full-time 

employment during the day) with no family obligations noted. 

 The health care organization did not include a health literacy screening tool in the 

electronic healthcare record (EHR) or have a data entry field concerning this assessment. 

However, there was a data field for literacy level (years of education). This field was 

empty for the entire sample. To verify the missing data were not located elsewhere in the 

newly rolled-out EHR, the project coinvestigator communicated with the system’s IT 

department, who acknowledged literacy level was not being captured in the inpatient 
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setting because it was not a required field for the admission nurse. Literacy level was a 

required field during admission assessment in the previous EHR software. The IT 

department representative also confirmed there was no nursing informatics specialist on 

staff in the IT department. For further clarification, I spoke to an acute care clinical unit 

educator (CUE) from a unit that discharges most HF patients. The CUE explained the 

new electronic admission assessment template is driven by green checked fields (required 

documentation) and admitting nurses were skipping fields that were not flagged, such as 

the years of education. 

 The two most significant statistical factors for the sample were access (distance to 

travel to the HF center from home) and lack of a personal vehicle. Travel distance ranged 

from 1 to 56.7 miles (mean 19.82) for men and 1 to 36.1 miles (mean 16.43) for women. 

Thirty-three percent of the sample lived within 11 miles of the HF center, and 67% lived 

in outlying rural communities of South and North Carolina. One third of rural dwellers 

lived near the health care system’s two satellite facilities. The chart audit did not indicate 

whether the patients with a personal vehicle (34.0%) were also able to drive themselves, 

but based on use of assistive devices in the study population, there was a strong 

probability that patients using assistive devices needed a driver to transport them. 

Availability of a suitable driver for HF center visits would be considered an additional 

barrier. 

 The biggest gap in evidence to practice was the unpopulated years of education in 

all of the audited charts. Fundamental basic nursing care includes a literacy level 

assessment to tailor individual patient education during hospitalization and at discharge. 
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As stated in Sections 1 and 2, chronic disease self-care management requires health 

literacy assessment for positive outcomes, especially in the HF population. The EBHLS 

tool (Appendix A) can be integrated into electronic record systems as an optional 

flowsheet/template for screening chronic disease patients who require complex self-

management skills (Sand-Jecklin et al., 2016). 

 The DNP project findings and implications mirrored the first three steps of the 

Stevens Star Model of Knowledge Transformation: discovery, summary, and translation 

(McAfee, 2012). The QI project discovered potential barriers for no-show patients. 

Through statistical analysis of data collected and summarization of findings, I translated 

evidence-based recommendations to address gaps in transition of care. 

 The access needs of discharged HF patients should be addressed more effectively 

by a health care organization that serves a predominantly rural population scattered 

across several counties. Although the organization provides a transport service in some 

areas, patients must accommodate long transport times and waits for pickup. HF therapies 

include diuretics and other medications that may be barriers to lengthy transport.  

 The organization has two satellite health care facilities in outlying service areas 

that would improve access and decrease travel time for many patients who need HF 

transition care if it were made available at those rural locations. Implementation of 

interventions to address these findings could lead to social change through increased 

access to necessary medical care. This relates to the next steps in the Stevens’ model 

continuum (integration and evaluation) and may generate new inquiries into improved 

HF transition of care. 
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Recommendations 

 The DNP project team identified four recommendations to reduce initial visit no-

show rates at the HF center and improve transition of care for the discharged HF 

population based on findings of the QI project: 

1. make years of education on the acute care admission template a required field, 

2. incorporate a health literacy assessment tool (see Appendix A) into the EHR, 

3. implement HF center services at the two satellite healthcare campuses, and  

4. consider a mobile HF center to better serve the rural population. 

The first two recommendations are inpatient focused, while the last two would be 

implemented in the outpatient setting. These are also listed in ascending order of 

organizational cost to implement. For example, the first recommendation needs no 

monetary investment, and the third requires funding for at least a part-time NP to float 

between the satellite campuses. The fourth recommendation, a staffed mobile HF center 

vehicle targeting access and transportation factors/barriers, would have the largest initial 

investment cost. However, decreased HF readmission rate charges for the health care 

system and improved QOL for HF patients could offset the cost of a mobile service line. 

According to Johnson et al. (2016), HF readmission costs per patient are in excess of 

$14,000. 

Strengths and Limitations of the Project 

 The major strength of the project was balanced gender representation. In addition, 

we were able identify a gap in bedside practice during data collection regarding lack of 

literacy level screening on admission to acute care. Literacy screening on admission 
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should improve educational outcomes for all system patients. The organizational CUEs 

have started to address this issue during unit staff meetings. Missing data on literacy 

levels of the no-show patients was a significant limitation for the project. The use of a 

convenience sample also limited generalizability of findings. Data collection did not 

include use of supplemental oxygen, which could be a barrier for patients without 

personal vehicles or those who travel long distances to the HF center. 
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Section 5: Dissemination Plan 

The project results will be disseminated at a NRC meeting later in 2017. The HF 

center staff and I plan to continue QI projects aimed at improving patient outcomes after I 

complete my DNP. This study is easily reproducible. Once the health care system has 

improved literacy screening documentation and/or has implemented the EBHLS tool for 

admissions, a repeat study could produce more pertinent findings and recommendations. 

Future QI projects may address the impact of system-wide use of the EBHLS on all cause 

readmissions, QOL, and patient satisfaction surveys.  

Analysis of Self 

As a cardiovascular nurse with 45 years of experience, I was overjoyed at the 

prospect of managing a DNP project that would target low health literacy in the HF 

population. On my journey, I learned a DNP candidate must address relevant problems 

for providers and patients/communities. When my initial project idea of an HF navigator 

was not economically feasible, I refocused to a more applicable problem that urgently 

needed a QI project: a 59% no-show rate to the HF center. For my DNP practice to be 

beneficial, assessment of EBP gaps needed to start with listening to the real needs of the 

stakeholders involved and implementing suitable evidence-based interventions. 

The DNP project process gave me the opportunity to grow as a practitioner and 

scholar, and enabled me to be a developer and manager of a much needed QI project. I 

now feel confident in appraising pertinent literature, and in selecting and applying an 

appropriate nursing theory or model for a project. I was able to analyze barriers to 

delivery of EBP to a specific patient population, and recommend cost-effective strategies 
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to address those barriers, including improved information technology steps. I began what 

I hope to be a lifelong journey as an evidence-based change agent in a complex health 

care system. 

Summary 

 The purpose of this DNP project was to improve transition of care for HF patients 

served by the project site. Best outcomes for the HF population will also benefit their 

families and the local community. By expanding the project’s recommendations to other 

chronic disease populations and providers in upstate South Carolina, I envision social 

change that will be a blessing to the local population and society at large. 
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Appendix A: Expanded Brief Patient Health Literacy Screen (EBHLS) 

1. If you need to go to the doctor, clinic or hospital, how 
confident are you in filling out the medical forms by 
yourself?  

 ____ not at all confident (1)____ a little confident (2)  
      ____ somewhat confident (3)____ quite confident  (4) 
 ____ extremely confident (5) 
 
2.  How often do you have someone (family member or 

staff at the clinic or hospital) help you to read health or 
medical forms? 

 ____always (1) ___often (2) ____ sometimes (3) 
 ____occasionally (4)  ____never (5) 
 
3. How often do you have problems learning about your 

health because of trouble understanding written health 
information?  

 ____always (1)  ____often (2) 
 ____ sometimes (3) 
 ____occasionally (4)  ____never (5) 
 
4.  How often do you have trouble understanding what 

your doctor, nurse, or pharmacist (druggist) tells you 
about your health or about treatments? 

 ____always (1)  ____often (2)  
            ___ sometimes (3) 
 ____occasionally (4)  ____never (5) 
 
5.   How often do you have trouble remembering 

instructions from the doctor, nurse or pharmacist 
(druggist) after you get home?  

  
 ____always (1)  ____often (2)  
           ____ sometimes (3) 
 ____occasionally (4)  ____never (5) 
 
 
Score < 19 indicates probable limitation in patient 

health literacy 
 
Score of 3 or < on an individual item indicates an area 
of attention/assistance  needed to assure patient ability 
to understand health information/materials 
 

Health Literacy score 
 
 
______ 
 
 
 
 
______ 
 
 
 
 
______ 
 
 
 
 
 
______ 
 
 
 
 
 
______ 
 
Total Score______ 
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Appendix B: Permission to Include EBHLS 

Hello Catherine, 

You have permission to use the tool.   It is attached.  Best wishes in your       

 capstone project. 

Kari S-J 

 
 
Kari Sand-Jecklin EdD, MSN, RN, AHN-BC 
Director of Undergraduate Programs 
School of Nursing 
West Virginia University 

            304.293.1768 (office) 
ksandjecklin@hsc.wvu.edu 
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Appendix C: Permission to Include Stevens Star Model  

Ms. Murray... 

I am happy to provide permission to you to use/reproduce the Star Model under 

the fair-use rule, with the stipulation that credit is cited.  If you are re-publishing the 

copyrighted material (as in publishing in a journal or book), specific permission is 

required by the publisher.  In that case, there is usually a template letter of permission 

from the publisher that I will readily sign.  

Please note that the model has been renamed to “Stevens Star Model of 

Knowledge Transformation.”  I have attached an image that you may use.  

Dr. Stevens 

...to the best of our knowledge  

Kathleen R. Stevens, RN, EdD, FAAN  
UT System Chancellor’s Health Fellow 
STTI Episteme Laureate 
Professor and Director 
Improvement Science Research Network 
www.ISRN.net 
www.acestar.edu             
210.567.3135 
University of Texas Health Science Center San Antonio MSC 7949  
7703 Floyd Curl Drive  
San Antonio, TX  78229-3900 
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