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patients readmitted within 30 days of discharge, Medicare anticipates that the health care
institutions receive nearly 17 billion (Shams, Ajorlou, & Yang, 2015). HF has the ability to affect
vital organs that increases their probability of a readmission within 30 days of discharge. Using
the appropriate transition of care interventions may be an effective strategy in resolving this
health-related issue.

In Section 4, I will present the findings as well as the implications resulting from the

findings, recommendations, contributions of the doctoral team, and strengths and limitations.
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Section 4: Findings, Discussion and Limitations
Introduction

The cost of care for individuals with HF was approaching $37 billion annually with a
portion of the cost associated with readmissions within 30 days of discharge (Freeman, 2015).
This health care issue not only affects the patients, but also affects the health care institutions
financially, justifying the need for improved health promotion and self-care management
interventions. Written discharge instructions alone have not been successful in decreasing the
readmission rate for HF patients. The practice-focused question was whether adopting the
AHRQ best practices model that adds electronic monitoring written discharge instructions will
decrease the number of 30-day readmissions for this HF population. The purpose of this project
was to use HIT, along with written plans of care, to assist HF patients in managing their care,
diverting the patient to the physicians’ office rather than the emergency room, and decreasing the
hospitalization readmission rate within 30 days of discharge.

Upon receiving the approval of the Walden University’s Institutional Review Board,
approval number 12-14-17-0415883, the project team began collecting data (see Appendix A). I
obtained evidence by the data collected from the HF checklist, which the project team developed
(see Appendix B). Researchers support the use of a checklist developed for HF patients
demonstrating an improved quality of care, improved clinical outcomes, decreased the burden on

the health care system, and the HF hospital readmission rate (Basoor, 2013).

Findings and Implications
The sample size consisted of 10 HF patients who possessed an electronic device that used

Skype or FaceTime to communicate with the project team. The sample size was small due to the
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request of the clinic manager at the project site. She wanted to verify if this alternative
communication strategy would be successful in decreasing their HF hospital readmission rate.
When homogeneity is a factor, smaller sample size to represent a population is supported (Terry,
2015).

During the formative evaluation, the patients’ general appearance and, verbal and
nonverbal behaviors were included. Nurses used the HF checklist to track the patients’ weight,
compliance with their medication regimen, smoking, alcohol consumption, compliance with
doctor’s appointments, and assessment findings relating to HF. Within the 1month following the
discharge of these HF inpatients, there were only two patients who needed readmission out of the
10 patients involved in this project. One patient admission was due to fluid overload brought on
by noncompliance with his or her dietary regimen. The HF nurses reported that this often occurs
during family gatherings and holidays that often involve food intake that does not conform to the
HF patient’s diet. The other patient admission was related to an elevated blood pressure because
of not taking his or her prescribed medications. This patient also had a history of depression,
lived alone, and communicated to the HF nurse that no one cares if she lives or dies. It is
necessary to assess HF patients’ mental and physical health when determining their ability to
self-manage their condition. With the formative assessments, it is important to consider the
timing for data collection and analysis to ensure the program coordinators receive feedback in a
timely manner to make adjustments to the program if necessary (Saunders et al., 2005).

This project’s implementation and data collection lasted for 45 days. In the results of the
project, I found a decreased in the readmission rate due to increased interaction with the HF
nurses; I also found an increase in patients’ confidence of self-managing their HF, and the ability

of the project team to adhere to an agreed upon plan of care or their HF patients.
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In the summative evaluation, I found minimal issues regarding the HF patients” ability to
remain compliant with their plan of care. One noted issue was the inability of the HF patient to
read his or her electronic devices due to cataracts and not having a support system at home.
However, this same patient reported that he or she was encouraged and supported in their
management of his or her condition due to the communication with the HF nurses. After
conversing with the HF nurse, another patient arrived at the hospital emergency department for
evaluation and subsequent readmission. The HF nurse determined the patient’s emotional state
was directly affecting his or her health and decision-making process. Out of the 10 patients
participating, only two admissions noted and the remaining eight provided positive feedback. Of
the 10 participants in the project, 80% enjoyed using an electronic devise to communicate with
the HF team. The patients expressed gratification for not having to leave their home in bad
weather and satisfaction about being able to care for themselves. One HF nurse stated that the
use of the checklist made it straightforward and uncomplicated for the staff, and the patients to
adhere to the prescribed care.

Implications from the findings suggest the importance of continuing this quality
improvement initiative to enhance the health care delivery system of the HF population. The
financial burden of readmissions for HF annually was approximately $30.7 billion in direct
health care costs, which includes including services, medications, and missed workdays (Centers
for Disease Control and Prevention, 2016). Potential implications to positive social change will
be an improvement in patients” outcomes, which results in the HF readmission rate decreasing.
Reducing HF readmission rates has found to be successful when effective multidisciplinary
management programs have been implemented (Hobbs, 2016). Treating HF patients in a holistic

manner will provide quality care that addresses their physical, mental, and psychosocial needs.
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Recommendations

The goal of this this quality improvement project was to use electronic devices as a tool
for collaborative management of HF patients care on an outpatient basis. Monitoring of chronic
HF patients should take place on a daily basis the first week after discharge, then three to four
times a week for the second week, and then decrease to weekly as the patient becomes stable.
Incorporating the use of written discharge instructions with electronic devices as a
communication strategy increases the interactions between the patient and the health care team,
improving the odds of positive healthy outcomes. The findings in this study are consistent with
that of the literature where electronic communication has been shown to improve patients’
clinical outcomes by exchanging information among the collaborative team of health care
providers (Levine & Goldschlag, 2015).

Contribution of the Doctoral Project Team

The project team consisted of the nurses in the HF clinic, the HF clinic manager, a
cardiologist, dietician, pharmacist, and me. Each member of the team contributed to the
development of the HF checklist and were asked to add any other suggestions they may have had
to improve the chance of a successful project. The team provided feedback to me and necessary
revisions to improve the process. Interprofessional collaboration allows for shared decision
making, increases effectiveness of health care delivery, and provides an understanding of the
responsibilities of each member of the team (Lancaster, Kolakowsky-Hayner, Kovacich, &
Greer-Williams, 2015). One of the main goals of the HF clinic is to decrease HF readmission
rates. The project team was dedicated and enthusiastic in applying a quality improvement tool

that related to one of the purposes of their clinic.
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Strengths and Limitations of the Project

Some unanticipated limitations the project team revealed were the sensory deficits, visual
complications of viewing from an electronic device, emotional health due to the time of year,
environmental factors affecting HF patients’ ability to manage their condition, and additional
health issues. Two common comorbid conditions found in patients with HF are depression and
anxiety (Chapa et al., 2014). Holiday gatherings and dinning may produce increased potential for
noncompliance with medication and dietary regimens. An anticipated limitation was the sample
size and the length of the project, which influenced the results of the findings. If the results of
this project were from data obtained for an entire year, it would provide additional insight of the
HF patients’ needs that would support improved patient outcomes.

One strength of this project was the vested interest of the project team and their ability to
work together. Clear and concise communication was an essential component in obtaining the
required feedback to reach the project’s goals. Collaborative efforts among the project team
entailed a shared respect for one another’s practice, sharing of assessment findings, and
maintaining an open line of communication accounts for the effectiveness of positive outcomes
(Kelly & Penney, 2011). Another strength was the development of the HF checklist that
incorporated contributions from each member of the project team. The manager of the HF clinic
found the HF checklist as a valuable tool in determining if the evidence-based interventions were
successful, required revisions, or if new interventions need to be developed. The HF team are
planning on using the checklist and using electronic communication methods to assist in

decreasing the HF readmission rate.
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Section 5: Dissemination Plan
Introduction

The results of this project were presented during a meeting with the HF clinic team. One
benefit from this quality improvement project is the awareness of the need to continually develop
evidence-based interventions that improve patient clinical outcomes, patient satisfaction scores,
decrease HF readmission rates, and reduce costs for the patient and health care institutions. The
HF checklist will be used to evaluate patients’ progress, and the findings will be discussed on a
monthly basis for any necessary revisions for patient’s plan of care.

Analysis of Self

When analyzing myself in the role of project manager, I found it slightly bothersome. I
am used to being the person gathering the data and evaluating the findings. As a scholar, I
enjoyed learning something new about myself and how I can become more involved in educating
my fellow health care providers. In the role of a practitioner, I was able to use my nursing
education knowledge to assist in producing an evaluation tool that focused on improving patient
outcomes, stressing the importance of interprofessional collaboration; and improving patients’
relationship with health care providers. This project experience has enhanced my ability to be an
effective and efficient leader and manager. My long-term professional goals are to apply the
knowledge I have gained from this experience in academia and continue to practice as a health
care provider.

Summary

This quality improvement project was patient-focused with the potential to lead to

changes in policy and organizational practice. HF incidence is increasing in elderly patients aged

65 years or older, and the appropriate treatment should be personalized and take into
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consideration comorbidities such as frailty, quality of life, and social and economic factors
(Guerra, Brambatti, Matassini, & Capucci, 2017). The process involved in the transition of care
from the inpatient to the outpatient setting directly impacts patients’ ability to self-manage their
care. Due to the influx of technology worldwide, the application of electronic devices assisting
patients in managing their care is an appropriate direction to proceed in the development of

interventions that improve the health care delivery system.
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Appendix A: IRB Approval
IRB Materials Approved - Vernell Thames

IRB <irb@mail.waldenu.edu>

Thu 12/14/2017. 7-:09 PM
Vernell Thames;
Catherine Garner

Inbox
Dear Ms. Thames,

This email is to confirm that, based on your responses to Form A, your DNP study appears to
fall within the parameters that the IRB pre-approved for a DNP Quality Improvement Evaluation.
This means that you are permitted to collect and analyze data from public data/literature and
internal site documents/data, as per the terms of the site agreement in the DNP Quality
Improvement Evaluation Manual. No other data may be collected by you without prior approval
from the IRB. Since this project will serve as a Walden doctoral capstone, the Walden IRB will
oversee your capstone data analysis and results reporting. Your IRB approval number is 12-14-
17-0415883.

This confirmation is contingent upon your adherence to the exact procedures described in the
final version of the documents that have been submitted to IRB@mail.waldenu.edu as of this
date. This includes maintaining your current status with the university and the oversight
relationship is only valid while you are an actively enrolled student at Walden University. If you
need to take a leave of absence or are otherwise unable to remain actively enrolled, this is
suspended.

If you need to make any changes to the project staff or procedures, you must obtain IRB
approval by submitting the IRB Request for Change in Procedures Form. You will receive
confirmation with a status update of the request within 10 business days of submitting the
change request form and are not permitted to implement changes prior to receiving approval.
Please note that Walden University does not accept responsibility or liability for doctoral
scholarship activities conducted without the IRB's approval, and the University will not accept or
grant credit for student work that fails to comply with the policies and procedures related to
ethical standards in scholarship.

When you submitted your IRB materials, you made a commitment to communicate both discrete
adverse events and general problems to the IRB within 1 week of their occurrence/realization.
Failure to do so may result in invalidation of data, loss of academic credit, and/or loss of legal
protections otherwise available to the doctoral student.

Both the Adverse Event Reporting form and Request for Change in Procedures form can be
obtained at the IRB section of the Walden
website: http://academicguides.waldenu.edu/researchcenter/orec
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You are expected to keep detailed records of your capstone activities for the same period of
time you retain the original data. If, in the future, you require copies of the originally submitted
IRB materials, you may request them from Institutional Review Board.

Both students and faculty are invited to provide feedback on this IRB experience at the link
below:

http://www.surveymonkey.com/s.aspx?sm=qgHBJzkJMUx43pZegKImdiQ 3d 3d

Sincerely,

Libby Munson

Research Ethics Support Specialist

Office of Research Ethics and Compliance
Email: irb@mail.waldenu.edu

Fax: 626-605-0472

Phone: 612-312-1283

Office address for Walden University:
100 Washington Avenue South, Suite 900
Minneapolis, MN 55401

Information about the Walden University Institutional Review Board, including
instructions for application, may be found at this link:
http://academicguides.waldenu.edu/researchcenter/orec




Appendix B: Heart Failure Checklist

Heart Failure Checklist

Name:

DORB:

Date:

Discharge Date:

Follow-up appointment (Date & Time):

Cardiologist:

Nurse:

Assessment Questions

Yes

No

Comments

. Are you documenting your weights daily?
—view via electronic device
Is so any weight gain of 2 or 3 Ibs. in one

day?

. Pedal edema? —view via electronic device

. Is the patient wearing compression
stockings/teds (if warranted)?—view via
electronic device

. Any episodes of SOB at rest? If so when,
how long of an episode, and any
measures you performed to improve
your breathing?

. Any episodes of chest pain at rest? If so
when, how long of an episode, and any
measures you performed to alleviate the
pain?

. Any changes in your medications?

. Any changes in your dietary regimen?

. Activity or exercise level?

Progress Note:

Next Heart Failure Follow-up (Date & Time):




