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ABSTRACT

PILOT STUDY: AVOIDING READMISSIONS OF HEART FAILURE
PATIENTS ACROSS TRANSITIONS OF CARE

Background: A major problem facing the U.S. healthcare system is avoidable hospital
readmissions. Patients with Heart Failure (HF) face variety of barriers to health care and
are at higher risk for readmissions. To address this problem, evidence-based interventions
focused on safe transition from hospital to home are needed. Methods: A quality
improvement pilot project was implemented to evaluate the feasibility of evidence based
interventions in preventing avoidable readmissions. The project setting was in a 900 bed
health care system. The descriptive statistical methods were means and frequencies. The
Transition Coordinator (TC) enrolled a convenience sample of 30 participants. The
evidence based interventions were Project RED (Re-Engineered Discharge) and the TC
Advocacy Plan. Project RED has 12 elements to improve the hospital discharge process
by reducing rehospitalization rates, promoting safety, and increasing patient satisfaction.
The TC Advocacy Plan consisted of screening tools, HF education, teamwork,
collaboration, and use of resources. It offered different strategies and interventions that
strengthen the initiatives in avoiding readmissions. This initiative was supported by a
collaborative team that included physicians, nurses, social workers, and pharmacists.
Results: Project RED 12 elements and the TC Advocacy Plan were all implemented. The
identified trends in data were presented to key stakeholders. This possibly led to an
enhanced multidisciplinary collaboration creating continuity of care in patient's seamless
transition from inpatient to outpatient settings. Conclusion: An intervention that
incorporates Project RED and the TC Advocacy Plan may be effective in preventing

avoidable readmissions, but further investigation is needed.

Analiza Baldonado
May 2014
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CHAPTER 1: INTRODUCTION

A major problem facing the United States (U.S.) healthcare system is avoidable
readmissions (Robert Wood Johnson Foundation, 2013). Avoidable readmissions are
repeated hospitalization clinically related to the initial hospitalization (Texas Health and
Human Services Commission, 2012). One in five elderly patients is readmitted within 30
days post discharge (Robert Wood Johnson Foundation, 2013). Moreover, the leading
cause of hospitalization is Heart Failure (HF) in patients older than 65 years. (Zannad,
Agrinier, & Alla, 2009). Patients with HF face various barriers to health care because the
health care system is complex, fragmented, and broken, in which systemic failure affects
patient safety (Spehar, Campbell, Cherrie, Palacios, Scott, Baker, Bjornstad, & Wolfson,
2005). These barriers to HF care are at patient, provider, and system levels, and include
knowledge barriers, resource constraints, and communication issues (McEntee, Cuomo,
& Dennison, 2009). Besides, these systemic failures in practice are identified in different
transitions of care. To address this problem, evidence-based interventions are focused on
safe transition of patients with HF from hospital to home. In that circumstance,
readmission is likely preventable through the provision of improved coordination
between inpatient and outpatient health care teams, quality care in the early
hospitalization period, sufficient discharge planning, or adequate post discharge follow-
up (Spehar et al., 2005). To this end, the innovative evidence-based solutions addressing
avoidable readmissions are comprehensive transitional care plans, care coordination, and
chronic disease management (Spehar et al., 2005; Marek et al., 2013; Agency for
Healthcare Research and Quality, 2014).

In developing this project, the root causes of hospital avoidable readmissions were
examined. Different theories were explored to find the appropriate theoretical framework.

Also, thorough gathering and analyzing of evidence based strategies were evaluated. This



quality improvement project was focused on the feasibility of the chosen evidence based
interventions. The concepts and practices of avoiding readmission initiatives were
explored from a critical perspective. Challenges in carrying out the interventions were
addressed. The purpose of this study was to evaluate the feasibility of evidence based

interventions in preventing avoidable readmissions.

Problem Statement

People with chronic diseases constitute a high number of hospital readmissions,
which contributes to an increase in health care costs (Agency for Healthcare Research
and Quality, 2014). HF as a chronic disease is a growing problem; there are more than 20
million people with heart failure worldwide and more than five million in the U.S. (Go et
al., 2011; National Heart, Lung, and Blood Institute, 2014). HF is common and is the
number one reason for hospitalizations among older adults (Rosamond et al., 2007).
Moreover, HF is a serious illness causing repeated hospital admissions (Zannad, Agrinier,
& Alla, 2009). Due to the nature of the disease, hospital readmission rates are high
among Medicare patients with HF; the rate of 30-day readmission is 26.9% after hospital
discharge (Go et al., 2011). Since high readmission rates are linked with lower patient
quality care, the Centers for Medicare and Medicaid Services (CMS) penalize hospitals
for excess readmission rates (Foster & Harkness, 2010). The high rate of HF
hospitalization cost in the US for 2009 is roughly $37.2 billion (Agency for Healthcare
Research and Quality, 2010). Furthermore, the cost of multiple readmissions to patients
and their relatives in terms of distress, mortality, and morbidity is immeasurable (Brown

& Gray, 1998).

Summa

Heart failure is a chronic illness associated with high prevalence, morbidity,

mortality, and economic burden to society (Brown & Gray, 1998; Foster & Harkness,



2010; Zannad, Agrinier, & Alla, 2009). The burden of the heart failure disease is
complicated and complex requiring frequent hospitalizations among elderly patients.
Many health care organizations have embraced different innovative solutions in avoiding
readmissions. However, many are unsuccessful because of the complexity in the
implementation of such solutions. Clearly, the need for evidence based solutions must be
aligned with the organization's mission and vision in providing high quality care to

ensure the success of avoiding readmissions initiatives.



CHAPTER 2: THEORETICAL FRAMEWORK

The Integrated Theory of Health Behavior Change (ITHBC) is the conceptual
framework selected to guide this project. ITHBC is a framework based on behavioral
change. The application of this theory is demonstrated in the development of this project.
It includes aspects of health behavior change applicable to patients with Heart Failure
(HF). The theory assumptions, concepts, definitions, and relationships among concepts
are discussed. In addition, the application of the ITHBC developed intervention in

facilitating behavior change is presented.

Chronic Diseases and Behavior Change

Patients with HF having unscheduled emergency room (ER) or clinic visits may be
related to personal behaviors. Research shows patient's personal behaviors are associated
with more than 50% of illnesses (Cossette et al., 2010). The complexity of HF demands
multimodal strategies to assist the patient to better care for him or herself. The daily
management of HF entails commitment; it is also a patient and family responsibility.
However, the complexity of HF management overwhelms the patient and family, causing
repeated hospital admissions and frequent need for unscheduled visits in outpatient
services (Naylor, 2002). Therefore, it is imperative to include health promotion and
behavior change in managing HF. The success in managing chronic conditions is found
in managing negative emotions and being responsible to one's role related to chronic

illness (Miller, 2000).

Integrated Theory of Health Behavior Change

The ITHBC is an integrated concept of foundational interventions in promoting
health behavior change. This descriptive theory claims health behavior can be improved

through developing knowledge and beliefs, increasing self-regulation skills and abilities,



and enhancing social facilitation (Ryan 2009). ITHBC was developed from a systematic
review of peer reviewed research over the span of ten years. Ryan (2009) studied
different effective interventions, geared towards changing health behaviors, influenced by
a variety of theories on behavioral change, social support, self-regulation, and self-

management of chronic illness (Ryan 2009).

Theory Assumptions

The ITHBC assumes that behavioral change requires a repetitive and dynamic
process. Willingness and motivation are essential to such change, both of which can be
facilitated through self-reflection. In addition, positive relationships or positive social
influences also support and encourage change. Moreover, health behavior commitment
results first in a short-term or a proximal outcome. Over time, the commitment to health
behavior influences may lead to an improved long-term health status known as a distal
outcome (Ryan, 2009). Also, the emphasis on person-centered interventions is far more
superior and effective than standardized interventions when seeking behavioral change

(McCormack & McCance, 2006).

Theory Concepts, Definitions, and Relationships among Concepts

The ITHBC concepts for behavioral change are knowledge and beliefs, increasing
self-regulation skills and abilities, and promoting social facilitation (Ryan, 2009). The
concept of knowledge is accurate information about the specific condition. Beliefs are
individual’s awareness about the explicit health behavior or health condition. Self-
regulation is a process of merging changes in behavior into people's daily routines and
lifestyle. This process requires monitoring oneself, thinking reflectively, setting goals,
planning, decision-making, carrying out plans, emotional management occurring with the
change, and self-evaluation. The link between knowledge and health beliefs fosters

engagement to self-regulation (Ryan, 2009). Social facilitation consists of social support



with social influence. Behavioral engagement occurs when a person with perceived
authority is able to influence the thinking and motivation of another person. The social
influences may come from sources including health care providers, family and neighbors,
printed or electronic communication, television and radio, or coworkers. Social support
includes informational, instrumental, or emotional support that facilitates health behavior
engagement (Ryan, 2009). Also, the positive social facilitation improves self-regulation
and commitment to positive self-management behaviors (Ryan, 2009). The outcomes of
ITHBC are proximal and distal (Ryan, 2009). Proximal outcomes are actual behavioral
engagement specific to a condition, including managing risk, symptoms, and
pharmacological therapies. The distal outcomes are associated with achieving the
proximal outcomes. These outcomes may include perceived well-being, health status,
quality of life, and health cost. Ultimately, commitment to self-management behaviors

leads to positive and direct effect on health status (Ryan, 2009).

Application of theory based intervention

A Filipino male patient was hospitalized for acute HF exacerbation related to
medication and diet non adherence. An advanced practice nurse (APN) provided HF
management and treatments including medication and diet education in the patient's own
language (Tagalog). The considerations of patient's cultural preferences were considered
to increase self-efficacy, clarify outcome expectancy, and ensure goal congruence. In this
situation, the APN is influencing and supporting the patient towards enhanced self-
regulation of skills and abilities. Ultimately, the patient set his goals on medication and
diet adherence, enhanced his decision making, planned and enacted his self-monitoring,
and reflective thinking. In addition, the patient self-evaluated and applied different
strategies to manage his emotions. Through this process, the patient became engaged with
his self-management behavior, complied with his medications, followed a low salt diet,

and self-monitored for worsening signs and symptoms of his HF. His self-management



behaviors were integrated to his daily routines and lifestyle. Consequently, this resulted
in an improved health status and better quality of life. Figure 1 illustrates the application

of ITHBC to HF patients.

Knowledge and Beliefs \
HF Management and

treatments including

medication and diet in Tagalog

Personal Perceptions Outcomes
Self-efficacy
Outcome expectancy
Goal congruence

l Proximal Distal

Self-Requlation Skill & Ability — \
Goal focus on medication and diet
adherence

Engagement in
self-management behaviors /
integrated to daily routines and Improved health

Self Monitoring & Reflective Thinkin [

Decision-Makigg 9 —— lifestyles -taking medications, status and better
Planning & Plan Enactment following low salt diet, and k quality of life
Self-Evaluation monitoring for worsening signs

Management of Emotional Response) and symptoms of HF

[

Social facilitation
Influence- healthcare workers
Support (emotional,
instrumental, informational)

Figure 1. Application of ITHBC to HF patients, Adapted from "Integrated theory of
health behavior change" by Polly Ryan, 2009, Clinical Nurse Specialist, 23, p. 164.
Adapted with permission and "Application of ITHBC to HF patients" by Analiza
Baldonado, A (2013). Unpublished manuscript.

Summary
The ITHBC is an appropriate framework based on individualized behavioral

change. It promotes patient centered care and plays a major role in preserving the

patient’s optimal health. (Ryan, 2009). The APN uses ITHBC in the clinical practice to



direct care and act as consultant to the staff to deliver a holistic and comprehensive
service. By doing this, the APN can facilitate and promote better patient outcomes that

may facilitate system change.



CHAPTER 3: REVIEW OF LITERATURE

The public focus on hospital readmissions of patients with heart failure (HF)
brought an increase in research studies. The research studies offer innovative solutions to
lower readmission rates and improve patient quality care. Research translation to clinical
practice is a rigorous analysis and evaluation of published literature. The literature is
evaluated for its scientific merit, strengths, weaknesses, and the applicability to practice.

In this chapter, the extensive literature reviews were topics on preventing
avoidable readmissions. Several themes on avoiding readmissions model, readmission
risk screening tools, risk assessment factors, health literacy, motivational interviewing,
HF education, team communication, and collaboration literature were searched. Integral
to this study were different literature searched in CINAHL, EbscoHost database, Ingenta
Connect, PubMed, Med line, Google Scholar, Cochrane, Ovid Online, and Science

Direct. Also, the literature from Internet sites was from prominent organizations.

Avoiding readmissions model

Many innovative avoiding readmissions model have been developed in response to
persistent rise in rehospitalization. Before implementing any avoiding readmissions
initiative, it is imperative to understand the state of most current research. Among the up-

to-date models are Project RED or Re-Engineered Discharge and Home Telehealth.

Project RED
Project RED or Re-Engineered Discharge is a research group aimed at avoiding

readmissions. It is an initiative that offers different approaches to improve the hospital
discharge process by promoting safety and increasing patient satisfaction (Jack &

Bickmore, 2011). Likewise, a randomized trial of Project RED was done in an academic
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hospital investigating the implementation of the RED elements and its effect on patient
care.

The Project RED randomized trial was in a general medicine service setting at an
academic hospital (Jack et al., 2009). It has 12 components, namely: (1) Determine need
for and obtain language support, (2) Schedule clinician follow-up appointments including
after hospitalization labs or tests, (3) Discuss studies or tests pending at discharge and
plan for following-up the results, (4) Organize medical equipment before and after
hospitalization services, (5) Ensure medicines are correct with plans for the patient to
receive and take them, (6) Reconcile discharge plan with the National Guidelines
Clearinghouse (NGC) recommendations, (7) Provide an easy to understand written
discharge plan, (8) Educate the patient about relevant diagnoses, (9) Assess the degree of
understanding through teach-back, (10) Review steps on what to do if a problem arises,
(11) Transmit discharge summary to providers, and (12) After hospitalization telephone
call. The intervention includes a nurse discharge advocate carrying out the components of
Project RED and a clinical pharmacist completing follow-up phone calls. The
intervention group (n = 370) reflected a lower rate of hospital utilization than those with
the usual care (n = 368). The hospital utilization is 0.314 (intervention group) versus
0.451 (usual care) visits per person per month; this is a 30% lower rate of hospitalization.
One emergency department (ED) visit or readmission was prevented in every 7.3
participants in the intervention group. Besides, a total cost difference between the study
groups were $149,995 (average of $412 per person). This is a total cost of 33.9% lower in
participants with intervention (Jack & Bickmore, 2011). However, the limitation of the
study was relying on a participant's report in some outcome assessment. In addition, this
was a single-center study and not all potential qualified patients were enrolled (Jack et al.,

2009).
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Project RED is the result of a five-year work of health professionals from Boston
Medical Center (Jack & Bickmore, 2011). This effort was funded through grants from the
National Heart Lung and Blood Institute (NHBLI) and Agency for Healthcare Research
and Quality (AHRQ) (Jack & Bickmore, 2011). Project RED is a safe practice initiative
supported by Institute of Healthcare Improvement (IHI), The Joint Commission (TJC),
Leapfrog, and Center for Medicare Medical Services (CMS). In addition, it exceeds TIC
standards (Boston Medical Center, 2012). Project RED is highly recommended by
reputable organizations and is being implemented by various hospitals with diverse
patient populations.

An organization using Project RED is recognized by the community as a high
quality healthcare organization (Jack & Bickmore, 2011). Project RED meets the safety
standards, improves clinical outcomes, and saves money (Jack & Bickmore, 2011). The
evidence of improved patient clinical outcomes as a result of Project RED
implementation are decrease of 30-day readmission rates, timely follow-up with the
primary care physician (PCP), and improved patient readiness for discharge (Jack &

Bickmore, 2011).

Home Telehealth

Compliance and adherence issues are major problems identified in different

transitions of care, especially beyond the acute care setting. Patients are responsible for
their own health at home after hospitalization, clinic visit, short term rehabilitation stay,
or ED visit. It is important to address these issues that patients encounter, and
HomeTelehealth (HT) is a suitable and cost effective model in managing patients at home
(Baldonado et al., 2013).

Home Telehealth is an efficient implementation of disease management with the
use of innovative technologies to improve patient care (Darkins et al., 2008). Clinicians

involved in managing the care of patients with HF using HT aims to prevent admission to
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institutional care (Darkins et. Al., 2008). The clinicians assist patients to take an active
role in managing their illness with the use of telemedicine tools (Baldonado et al., 2013).
The need for HT can be identified in hospital or clinic visits. The use of this innovative
model early in the course of treatment and a patient’s active participation ensures success
of HF management. The process is as follows: patient is referred to HT; the staff will
assess the patient for eligibility and send equipment according to the patient's health
needs. The equipment may include different communication devices such as wireless
apparatus, which collect physiological data. The patient records the blood pressure and
takes pulse oximeters, blood glucose, and weight readings to obtain vital signs as directed
(Baldonado et al., 2013). In addition, multiple health questions can be collected about
behaviors and health status. The needed parameters are selected, which are individually
tailored according to a patient's clinical presentation and comorbidities (Baldonado et al.,
2013). These data are transmitted to the clinicians for interventions and coaching (The
Fast Adoption of Significant Technologies, 2009). The plan of care for a patient with HF
is reinforced through counseling that is focused on medications, diet, exercise, and other
interventions. PCPs, specialists, and other providers can use the data collected to manage
the healthcare needs of patients with HF (Baldonado et al., 2013).

A 2-year study was done to determine the efficacy of Telehealth to patients with
life limiting illness including advanced HF (Maudlin, Keene, & Kobb, 2006). The
purpose of this investigation was to manage the physical, spiritual, functional, and
emotional care needs during the last 2 years of patients’ lives. In addition, the study
aimed to bridge patients into hospice care by educating providers on palliative care. This
was a pilot project with data collected on 100 patients. The results showed 89% of the
participants understood their medical condition, 68% believed that they were able to
manage their conditions at home, and 82% relayed satisfaction through the

communication with the provider and nurses. Other positive markers included a 98%
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medication adherence, 92% rate of the verbalization of the benefits of the technology,
and 90% of patients relaying a sense of security using the equipment. The combined cost
of ED and admissions dropped from $151,771 to $25,119. The program demonstrated
successful strategies for improving quality of life and enhancing and improving symptom
management. Thus, this program provided data showing fewer hospital admissions, lower
costs, and fewer emergency department visits (Mauldin, Keene, & Kobb, 2006).

The HT reliability and validity in the transmission of data is important to patient
safety. A valid concern is apprehension of malfunctioning apparatus that may lead to
adverse effect on patient care decisions (Schlachta-Fairchild, 2008). Misunderstood
advice or false findings brought about by caregiver or patient error is also a legitimate
issue. However, HT technologies continue to evolve to offer up-to-date technology and
safe devices. Studies have also shown that the HT model prevents unplanned
readmissions, reduces symptoms, decreases costs, and avoids inconceivable patient and
family stress with chronic illness (Mauldin, Keene, & Kobb, 2006; Gellis, Kenaley, &
Have, 2014).

Screening Tools

A patient with HF is at a high risk for readmissions; however, this risk may vary
by patient (Yale School of Medicine, 2014). The use of clinical readmission risk
calculators may stratify this risk. The readmission risk calculators may assist in
predicting a patient's probability of hospital readmission within 30 days post discharge.
The readmission risk calculators are the Inpatient Evaluation Center (IPEC) readmission
risk calculator and the Yale-New Haven Hospital Center for Outcomes Research and

Evaluation (Core) risk calculator.
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Inpatient Evaluation Center (IPEC) Readmission Risk Calculator
The IPEC was tested on population with HF (Gannuscio, 2012). The testing of a

30-day readmission reviewed the index HF hospitalization between September 2007 and
October 2010, which includes the presence of 15 demographic and clinical risk
predictors. Index hospitalization is any appropriate acute hospitalization closest in time to
the readmission (Agency for Healthcare Research and Quality, 2012). The risk predictors
are demographics, hospitalization information, previous admission, medications,
laboratory values, and primary or comorbid diagnosis. Additional variables specific to
HF population were ejection fraction, substance abuse, and African-American race
(added to the risk calculator). The methodology was to predict 30-day all cause
readmissions (ACR) with binary and multiple logistic regression models. The C-statistic
was calculated to assess the efficacy of the model in predicting who will be readmitted.
The patients studied were mostly male (98%), African-American (73.1%), and averaged
68 years old (SD 13.2). Of the 271 patients, 79 (29%) had at least one readmission and
8.1% had two or more readmission within 30 days of discharge. Patients with serum
Creatinine above 2 were more than twice as likely to be readmitted (OR=2.35: 95% CI
1.32, 4.19). Patients with COPD had a similar likelihood of readmission (OR=2.36; 95%
CI 1.25, 4.47), as did patients with renal failure (OR=2.41; 95% CI 1.25, 4.62; bivariate
logistic regression). An additional HF specific variable is African-American race, which
had a significant influence on the likelihood of readmission (2.60; 95% CI 1.31, 5.16). In
multivariate logistic regression with all of the predictors, only COPD (OR=2.70; 95% CI
1.32-5.52) and African-American (OR=2.07; 95% CI .97, 4.37) significantly predicted
readmission. In conclusion, the IPEC Readmission risk calculator does not predict all
causes of 30 day ACR. Even the addition of HF specific variables did not enhance the

model. However, the study was a non-HF specific model with limited/small sample size.
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Yale-New Haven Hospital Center for Outcomes Research and Evaluation (Core) Risk

Calculator

The Yale-New Haven Hospital Center for Outcomes Research and Evaluation
(Core) risk calculator offers risk readmission estimates. This was developed for the
Centers for Medicare and Medicaid Services to authenticate the publicly statement on
readmission measure for each condition (Yale School of Medicine, 2014).This risk
calculator used patient demographics and clinical characteristics from chart models of
medical records. The statistical models used a patient's detailed information to predict
readmission risk. The readmission risk score for a patient with HF is intended for patients
age 65 and older. The different fields include the patient demographics, presentation of
in-hospital cardiac arrest, history, physical exam, and diagnostics on admission (Yale
School of Medicine, 2014). However, other factors that may influence readmission risk
are not included. Also, the Core calculator does not offer the mechanics on how to use the
estimates (Yale School of Medicine, 2014).

The IPEC readmission calculator and Yale risk scores were both investigated on
predicting hospital readmission in patients with HF (Logan et al., 2013). The
investigators incorporated psychosocial factors into the IPEC readmission risk calculator
and Yale risk scores. The supplemental factors were smoking, alcohol use, living alone,
depression/anxiety, and enrollment in Telehealth and the Visiting Nurse Services. The
data that were collected were patient surveys and medical records review. The
methodology was a Receiver Operating Characteristic curve analyses. It was performed
by comparing the Area Under the Curve (AUC) for the two risk scores in addition to
augmented risk scores that incorporated the above mentioned six factors to prove their
accuracy in predicting hospital readmission. All comparisons were to chance (AUC=0.5).
The investigators examined 83 discharged HF patients. The AUCs (with standard error)
for the IPEC and Yale risk scores were 0.5608 (0.0791) and 0.5547 (0.0723). After
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adding the covariates, the augmented [PEC and augmented Yale AUCs were 0.6563
(0.0748) and 0.6428 (0.0702). The IPEC (p= 0.44) and the Yale (p=0.45) scores were
compared to chance and were not shown to be statistically different. However, the
augmented Yale (0.04) and the augmented IPEC (0.03) scores were statistically different.
In conclusion, psychosocial factors considerably improve predicting readmission. This
may lead to developing more accurate risk score calculators and programs focusing on
psychosocial issues relevant to readmission.

Better tools in predicting readmissions within 30 days maybe valuable to
clinicians in preventing readmissions. Tools that are encompassing and comprehensive
may provide a more accurate prediction of readmissions. To this end, risk readmission
tools can be used to improve the decision making of providers in reducing readmissions

and adverse events post hospitalization.

Risk assessment factors

The Society of Hospital Medicine (2008b) led a national initiative in enhancing
the patient's transition from the acute hospital setting to home. This initiative is called
"Better Outcomes for Older Adults through Safe Transitions" simplified as Project
BOOST. This project includes the investigation of different risk factors to decrease the
occurrences of adverse events of after hospital discharge and avoid rehospitalization.

The Project BOOST initiative is guided by multidisciplinary leaders and aimed at
reducing readmissions. This is achievable by identifying high risk patients and providing
risk specific interventions. Project Boost developed, refined, and collected the leading
patient-specific risk factors that contribute to adverse events post-hospitalization (Society
of Hospital Medicine, 2008b). It is imperative to lessen these risks throughout the
hospitalization and communicate to the providers in the inpatient and outpatient settings.
These patient-specific risk factors are called Project Boost 8Ps. The 8Ps are (1) principal
diagnosis, (2) polypharmacy, (3) poor health literacy, (4) problem medications, (5)
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psychological, (6) patient support, (7) prior hospitalizations in the last six months, and (8)
palliative care.

The 8Ps are discussed more in the following context. Principal diagnosis: Patients
hospitalized with main diagnosis of HF, cancer, chronic obstructive pulmonary disease,
stroke, and diabetes or glycemic complication are at a risk of readmission and adverse
events (Coleman, Wagner et al., 1998). Polypharmacy: The issue of polypharmacy
includes five or more medications; these are the scheduled and not as needed
medications. The more added medications results in a decrease in adherence. It is
apparent that polypharmacy increases the risk of adverse events after discharge (Society
of Hospital Medicine, 2008a). Poor health literacy: The poor health literacy risk factor is
related to higher rates of hospitalization, higher mortality, and poor self-management
skills among patients with chronic disease (Mitchell, Sadikova, Jack, & Paasche-Orlow,
2012). Problem medications: The medications digoxin, insulin, warfarin, and aspirin
when used in combination with clopidogrel or as a dual therapy, seems to pose a risk for
adverse event after discharge. The Society of Hospital Medicine (2008a) suggests that
providing extra attention on patients newly starting the above mentioned medications will
decrease the likelihood for unfavorable events. Psychological: Depression is widespread
among elderly patients and frequently under diagnosed. The Society of Hospital
Medicine (2008a) recommends including patients with history and or symptoms of
depression as high risk for rehospitalization. Patient social support: Social support has an
effect on readmissions among elderly patients with HF (Howie-Esquivel & Spicer, 2012).
Strategies to provide patient support during discharge planning may improve patient
outcomes. Prior hospitalization in the last six months: This is an independent predictor
for rehospitalization. Patients readmitted for an unplanned hospitalization within six
months should be automatically identified as high risk (Society of Hospital Medicine,

2008a). Palliative care: The care delivery is focusing on symptom management,
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improving quality of life, and assisting the patient’s transition to hospice care (Hauptman
& Havranek, 2005). Palliative care increases patient satisfaction and decreases hospital
readmissions (Jencks, Williams, & Coleman, 2009).

These 8Ps risk factors are identified at admission to determine patients at
increased risk of adverse events after hospitalization. Carrying out interventions targeted
by the 8Ps throughout the hospitalization mitigates subsequent rehospitalization.
Moreover, communicating the identified risks and interventions to appropriate clinicians
creates continuity of care and enhances the flow between the inpatient and outpatient

teams.

Health Literacy

Patients with limited health literacy (HL) are at a higher risk for poor health
outcomes (Powers, Trinh, & Bosworth, 2010). Individuals with adequate health literacy
have better status of health compared to individuals with limited health literacy skills
(Baker et al., 2007). Poor communication between patient and providers can lead to
patient dissatisfaction, compromised medical outcomes, and frequent hospitalizations
(Hauptman et al., 2008). Moreover, physicians’ perceptions are inaccurate in recognizing
patients with limited health literacy. The treatment plans are often not followed due to
miscommunication or misunderstandings. The provision of optimized care is through the
use of teach-back in assessing a client's HL that guides clinicians in the selection and
development of education materials.

Health literacy is the competence to comprehend and understand the significance
of the health information and services necessary to make right health decisions (Nielsen-
Bohlman, Panzar, & Kindig, 2004). Health literacy (HL) is the responsibility of health
care systems and includes provision of information to foster sound health decision
making and compliance (Adams et al., 2009). An effective method to assess and educate

learning is teach-back (White, Garbez, Carroll, Brinker, & Howie-Esquivel, 2013).
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Teach-back is asking patients to restate the information that was taught to them (White,
Garbez, Carroll, Brinker, & Howie-Esquivel, 2013). This technique involves repetition, at
the same time, the educator checks for any gaps in understanding and recall during the
teaching session. This allows the educator to emphasize, tailor messages, and engage in
open dialogue with the patient (Schillinger et al., 2003). A study was done on teach-back
which explored its efficacy on self-care and its relation to fewer hospital readmissions
among hospitalized HF patients (White et. al., 2013). This was a prospective cohort
methodology of 276 participants over a 13-month period. The participants were 65 years
and older and with HF diagnosis. The teach-back was a part of the usual education
process. About 7 days after hospitalization, a follow-up was done to confirm the data on
participant's ability to recall the educational information while hospitalized. Follow-up
phone calls and review of medical records were the means to confirm readmissions. The
results reflected a 75% correct answers, of the self-care teach-back questions was 84.4%
(n=233) while hospitalized, during follow-up was 77.1% (n=145). A longer teaching
session was related to correct answers (P<.001). The teach-back questions answered
correctly while hospitalized and the follow-up was non-significant (P =.775 and .609) in
all cause 30 day hospital readmission rates reductions. However, this study proves that
teach-back method is an effective method in assessing and educating patients.

Patients with chronic health conditions have complex treatment routines,
medication, diet, and self-monitoring for changes in health condition. Therefore, it is
imperative to ensure recall and comprehension during educational sessions especially for
patients with HF. Teach—back is a valuable method to ensure that information is
understood by the patient allowing an opportunity to repeat that information until

understanding is achieved (White, Garbez, Carroll, Brinker, & Howie-Esquivel, 2013).
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Heart Failure Education

Patients with HF face a series of complex and frequently life changing self-care
activities to maintain their health. There are studies proving patient education prevents
hospital readmissions, enhances health-related quality of life, and improves outcomes
(Koelling et.al., 2005 & Clark et.al., 2004). To that end, patient education or self-
management education is an important non-pharmacological strategy for long-term
management of HF.

A study done was to investigate the benefits of discharge education on 223
participants with systolic heart failure patients (n=223). Patients with HF participated in a
one hour teaching session provided by a nurse educator at discharge. This strategy was
compared to the standard discharge process. The 30, 90, and 180 days data on symptoms,
self-care practices, and clinical events were collected by phone. The study's primary end-
point was the total number of days hospitalized or dead in the 180-day follow-up period.
Participants with educational session (n=107) had less hospitalized or dead days in the
follow-up period (0 and 10 days, median and 75th percentiles) compared to controls
(n=116, 4 and 19 days; P=0.009). In addition, participants with the teaching session had
lower costs of care than control subjects by $2823 per patient (P=0.035). In conclusion,
an additional one hour of nurse educator education session at the time of hospital
discharge improved self-care measure adherence, reduced costs, and improved clinical
outcomes (Koelling et.al.).

Patient education assists patients and their family in understanding the care and
treatment of HF. Moreover, the health education provided must be translated into
therapeutic behaviors such as adherence to medication, diet, and exercise. Therefore,
patients are more prepared to manage themselves after hospitalization if they have the

knowledge and skills necessary to prevent deterioration of heart failure condition.
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Motivational Interviewing

Motivational interviewing (MI) evolved from a convergence of science and
practice (Miller & Rose, 2009). Ml is an approach to behavior change that was applied
and tested in various settings (Motivational Interviewing, 2009). MI techniques involve
different strategies to invoke change talk. It is composed of essential elements, principles,
interviewing skills, and strategies that are important to change talk.

MI is a person centered and collaborative technique of guiding to bring forth and
strengthen the person's motivation to change. It is a clinical technique directed to improve
intrinsic motivation to change through discovery and looking at solutions brought about
by conflicting feelings (Miller & Rollnick, 2002). It is based on key elements; these are
collaboration, evocation, and autonomy. Collaboration is the partnership between the
therapist and the client focusing on mutual understanding. Evocation is eliciting the
client's own ideas and thoughts. This way, the client's motivation and skills to change are
drawn out. Autonomy provides the client the power to change. Empowering the
individual ensures follow through with making changes and makes the individual
responsible for his or her actions. MI is guided by four principles throughout the
treatment. The MI principles are (1) conveying empathy, (2) evading argumentation and
rolling with resistance, (3) developing discrepancy, and (4) sustaining self-efficacy
(Motivational Interviewing, 2009). Expressing empathy allows the individual to share the
experiences in depth and for the therapist to see through the client's eyes. As the
counselor, rolling with resistance is avoiding being confrontational when resistance
occurs. This way, the struggle does not disrupt the session. Instead, it is an opportunity to
explore new points of view and guiding the client to understand and agree to the needed
change and solve the problem. Developing discrepancy is setting a mismatch of the
client's current behavior conflicting with the values or self-identified goals. This scenario
increases client's realization of discrepancies with the values and future goals that more

likely promote increased motivation in behavior change. Supporting self-efficacy is a
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strengths-based approach allowing the individual to believe that change is achievable. On
that matter, the counselor sustains the client's self-efficacy by emphasizing previous
strengths and skills that the individual possesses.

The practice of MI also involves certain skills and techniques to draw out the
individual's change talk and commitment for change (Motivational Interviewing, 2009).
These micro counseling skills and techniques are Open-ended questions, Affirming
statements, Reflecting patient's ideas and feelings, and Summarizing the patient's
perspective (OARS). The OARS approach aims to establish a therapeutic partnership and
elicit change discussions. Open-ended questions are not easily answered with a "yes or
no." Open-ended questions are crafted to elaborate and stimulate deeper thinking about a
particular issue. Affirmation statements identify the client's strengths. Reinforcing the
client's positive qualities, which is genuine and fitting, facilitates self-efficacy. Reflective
listening is probably the most vital skill in MI. This skill includes expressing empathy
and guiding the client to resolving ambivalence. The technique is careful listening with
reflective responses; this way, the counselor emphasizes the negative outcomes of the
status quo and the positives of behavior change. Summarizing is a recap of the counseling
session. This highlights the essential information of the discussion such as client's
ambivalence and necessary information that can be minimized, included, or excluded.

The client's expression of change talk is revealing a consideration, motivation, or
commitment to change (Motivational Interviewing, 2009). An individual who expresses
change talk is more likely to act in modifying his or her behavior. Describing the
different types of change talk at the preparatory level includes the desire, the need, the
ability that one can change, and knowing the reason that it is important to change. On the
other hand, the implementation level of change talk comprises commitment, activation,

and taking the necessary steps to change (Motivational Interviewing, 2009).
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Studies have shown that Ml is an effective intervention in many areas of
healthcare for several years (Motivational Interviewing, 2009). A study was done to
investigate HF management with motivational counseling approach (Riegel et al., 2006).
The methodology was a mixed method using pretest-posttest design to evaluate the
benefits of the intervention and the mechanism of effectiveness. This study enrolled 15
participants with a diagnosis of HF that were hospitalized. The participants received
motivational intervention aimed to improve HF self-care. The advanced practice nurse
(APN) provided home visits (average, 3.0 + 1.5, median 3, mode 3, range 1-6) over a
three-month period. The APN was trained in motivational interviewing and family
counseling. Central to this study were motivation, skill building, and support encouraging
self-care behavior. The patient centered motivational approach included decreasing
barriers and the use of communication style in assisting patients in resolving ambivalence
about change. Skill building included developing knowledge and practice. Support was
from engaging the family in the intervention. The results showed a similarity between the
qualitative and quantitative data, resulting in 71.4% improvement in self-care among the
participants with intervention. Audiotape analysis provided themes of (1) reflective
listening and empathetic communication; (2) making it fit to overcome barriers,
recognize cultural beliefs, setting an action plan; and (3) transitioning from hospital to
home by providing information, skills building, and resources activation. This study
highlighted the elements of motivational interviewing that may be effective in achieving
a successful HF management.

MI is not based on interventions, in which patients are already ready at or in an
action stage for change. Ml is a patient-centered technique to improve the personal
motivation for change (Miller & Rollnick, 2009). These methods are communication and

counseling to elicit and strengthen motivations to change problematic behaviors (Knight,
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McGowan, Dickens, & Bundy, 2006). MI is a valuable strategy to help clinicians
improve health behavior (Thompson et al., 2010).

Cross-Continuum Team Collaboration

The Massachusetts Hospital Association (2012) published its strategies on
reducing readmissions, highlighting its cross-continuum teams. This is a multistate
learning community aiming to improve transitions of care. The cross-continuum teams
aiming to reduce avoidable readmissions are geared towards improving transitions from
hospital to post-acute care settings, to the skilled nursing facilities, and to home health
care (Agency for Healthcare Research and Quality, 2013).

In May 2009, the State Action on Avoidable Rehospitalizations (STAAR) was
started in three states by the Institute of Healthcare Improvement (IHI). This initiative
received a grant from the Commonwealth Fund. The STAAR cross-continuum teams are
fifty teams comprised of hospitals, physician office practices, home health agencies,
long-term care facilities, and others. The goal was to reduce the rate of admissions for
patients using visiting nurses and skilled nursing facilities. This was accomplished
through achieving engagement and communication between the health care organizations
and community partners. This promotes PCP engagement and providing patients with
safe care and positive experiences across the continuum. The STAAR concept of a cross-
continuum team is highly rated and practical (Zablocki, 2012). MetroWest, a STAAR
participant, developed a new care delivery model with the home care agency. One of the
core intervention strategies was the use of transition care coaches. The transition care
coach builds a relationship with the patient as they both analyze and evaluate any
potential gaps in care once the patient leaves the hospital. The transition care coach
registered nurse (RN) provides one hospital visit, one home visit or Skilled Nursing
Facility (SNF) visit before discharge. The client under the transition care coach RN has a

personal health record, 24/7 medication planner, scale, and other items to lessen and
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monitor exacerbation of symptoms. Also, two phone calls per week for 13 days were
done (Centers for Medicare Medicaid Services, n.d.). The MetroWest transition program
has been thriving (Zablocki, 2012).

The alliance that the Massachusetts Hospital Association formed was guided with
the basic principle of patient focus. All team members are working together and sharing
appropriate information in developing a transition plan (Massachusetts Hospital
Association, 2012). Moreover, leaders embracing the challenge in reducing their
readmission rates understand the importance of working across institutional boundaries in

improving transitions of care (Institute for Healthcare Improvement, 2009).

Summary
The literature with the central theme on avoiding readmissions among patients

with HF was highlighted in this chapter. The different models, screening tools, and
review of risk factors that contribute to adverse events after hospitalization were featured.
Health literacy was extensively discussed which emphasized the role of clinicians in
providing a clear communication to all patients to maximize the delivery of quality care.
Heart failure education, motivational interviewing, and cross continuum team
collaboration were elaborated. To encapsulate, a clinical practice based on the highest
level of research studies provides a comprehensive disease management in a healthcare
with dynamic interactions between involved clinicians, informed and proactive patients,

and prepared healthcare teams (Powers et al, 2010).
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CHAPTER 4: METHODS

There are variations of hospital discharge processes and poor quality of care
during transitions of care that contributes to hospital readmissions. This fragmented
transitions of care from hospital to discharge increases medical illness, unnecessary
hospital utilization, and costs (Jack et al., 2009). Literature suggests evidence-based
interventions can prevent unnecessary rehospitalizations and improve quality. This
project aimed to determine the feasibility of evidence-based interventions in preventing
avoidable readmissions across transitions of care. In this chapter, the project description
including the setting, population, and sample were discussed. Additionally, the project

interventions and procedure were extensively elaborated.

Project description

This quality improvement (QI) project was in concurrence with the current
discharge program evaluations and quality assurance measures in preventing avoidable
readmissions. The QI pilot project was an exploratory descriptive design. It was a
preliminary discovery of the feasibility of the evidence based interventions done on a
small scale and exploratory in nature. The project interventions were evidence based
applied to the practice setting. The strategies were patient centered care, implementation
of evidence-based solutions, use of informatics, continuous quality improvement,
teamwork and collaboration, and commitment to safety (McCormack & McCance, 2006,
Miller & Rollnick, 2002, Jack et al., 2009, Darkins et al., 2008, & Society of Hospital
Medicine, 2008b).

Setting, Population, and Sample

The project setting was located in a 900 bed health care system in California. It

was launched in the inpatient hospital setting that expanded to outpatient services. The
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Transition Coordinator (TC) enrolled 30 participants in the project. The inclusion criteria
were men, diagnosis of Heart Failure (HF), and telephone access. The exclusion criteria
were patients under hospice care, transferred from a different hospital, admitted for a

planned hospitalization, deaf and or blind. An illustrative TC Advocacy Plan is shown in

Figure 2.
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Ethical Consideration (Human Subject Protections)

A "Determination of Human Subject Research" application was submitted to the
Institutional Review Board (IRB). The project did not meet the federal definition of
research or clinical investigation, and it was concluded as QI project. Regulations on the
ethical involvement of human participants were followed during this project. The data
were included in the organization’s Project RED shared file as a continuous reference for

project improvement.

Timeline of Implementation

The TC avoiding readmissions initiative began June 2012, following patients with
HF, Pneumonia, Acute Myocardial Infarction, and sepsis. The TC interventions on
avoiding readmission initiative started in October 2012. The HF pilot study began August
2013 and ended January 2014.

Interventions

The QI project began in the inpatient hospital setting and expanded to outpatient
services, was a collaborative effort. The collaborative team included physicians, nurses,
social workers, and pharmacists. The theoretical framework used in this project was the
Integrated Theory of Health Behavior Change (ITHBC). The underpinnings of the Project
RED elements were essential. Equally important was the TCs' Advocacy Plan (shown in
Figure 2), which was divided into four major areas: screening tools, HF education,

communication and collaboration, and use of resources.

Screening tools

Medical record reviews of patients with HF following the project criteria
determine inclusion. Participants who met the project criteria were introduced to the
IPEC screening tool and screened for the 8Ps risk factors for adverse events and

readmissions. The inpatient and outpatient teams were notified with the results of the
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screening tool and risk factors. The identified risk factors were mitigated through risk
specific interventions such as providing more resources, longer or more frequent

educational session, and referral to specialized services.

Heart Failure education

An individualized educational plan was developed on each participant. The self-
management education was a non-pharmacological strategy for HF management. TC visit
included an educational session on Project RED components and HF concepts using
motivational interviewing and teach-back.

The After Hospital Care Plan (AHCP) contains several Project RED components.
The AHCP booklet is an easy-to-follow discharge plan (Agency for Healthcare Research
and Quality, 2013).This simple to understand discharge plan was usable to patients and
caregivers with limited health literacy (Agency for Healthcare Research and Quality,
2013). The discharge plan was a planned course of treatment given to the participants and
used after hospitalization. The participants used the information in the AHCP until the
first visit with their Primary Care Physician (PCP). The AHCP cover page is personalized
with the participant's name. The PCP and TC name and phone numbers were in the cover
page and the advice nurse toll free number was written. The updated medication list with
the right dose and right frequency information was in the next page. The succeeding
pages showed the participant's allergies, appointments, diagnosis information, diet, and
exercise. The pending test results and durable medical equipments were included. In the
booklet was a list of appointments with the discharge planner's phone number to
reschedule (if needed), and a 90 day calendar that was color coordinated with the
appointments. The participant was able to record concerns, questions, and symptoms in
the activation page as a topic for discussion during the follow-up clinician appointment.

The use of Krames understanding heart failure booklet promotes comprehension

(Krames staywell, 2014). Reemphasized topics were (1) What is heart failure, (2)
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Evaluating your heart, (3) Warning signs of a flare up, (4) Taking meds to control HF,
(5)Tracking your weight, (6) Being active, (7) Coping with HF, (8)Making change to
your diet, and (9)Discharge instructions HF. During the teaching session, the participant's
self-care skills were assessed and HF key concepts were re-enforced.

The TC reviewed the educational materials with the participant using health
literacy assessment through teach-back and motivational interviewing. Throughout the
teaching session, the participant was asked to restate the information that was taught. It
also involved repetition of information with frequent checks for any gaps in
understanding and recall. The engaged dialogue between the TC and participant
emphasized key concepts of HF such as medication and diet adherence with tailored
messages. Examples of tailored messages were water pill instead of lasix or low salt diet
instead of low sodium diet. This way, the TC confirmed that the participant understood
what to do when he goes home.

The TC used motivational interviewing (MI) techniques. The micro counseling
skills and techniques applied were open-ended questions, affirming statements, reflecting
patient's ideas and feelings, and summarizing the patient's perspective (OARS). The open
ended questions were crafted around reasons of the participant's hospitalization and
actions when HF problems arise. The participant's positive qualities (example
successfully stopped smoking) were reinforced through affirming statements that
facilitated self-efficacy. More importantly, the TC exercised reflective listening and
empathy that guided the participant to resolving the ambivalence in following the
medication and diet instructions. Subsequently, the teaching session was summarized
highlighting the essentials in health behavior change with the HF course of therapy. The
change talk was achieved when the participant had taken the necessary steps to change
such as monitoring for signs and symptoms of worsening HF by weighing themselves

daily, following a strict low salt diet, and taking the prescribed medications.
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The teaching session varied from 15 minutes to one-hour provided throughout the
hospitalization. The educational discussions were based on the AHCP and Krames
materials with teach-back and motivational interviewing strategies. The TC ensured the
participant understood the plan and reviewed the necessary steps to follow before going
home. The identified learning gaps were supplemented with resources (e.g. HT) or

services (diet counseling) to enhance further learning.

Communication and collaboration

The communication and collaboration were between inpatient and outpatient
teams. The mode of communication was face to face discussions, use of internal email,
and telephone conversations. The focus was optimizing the participant's health at
different transitions of care.

An internal email with built-in patient information security was initiated on each
participant. The internal email contained admission, updates, and discharge patient
information. The messages were sent to the inpatient providers, Project RED team,
Patient Aligned Care Team (PACT), and Home Telehealth (HT) staff if applicable. The
inpatient teams were physicians; the Project RED team consisted of nurses, clerical staff,
pharmacists, and other clinicians integral to the care of the patient. The PACT team
consisted of clinic’s PCP and staff. Also, HT staffs were included to the email trail as
necessary. This email communication created an opportunity for collaboration and open
communication between clinicians and different stakeholders. The communication and
partnership was supplemented via phone or face to face conversation as necessary. The
focus was on optimizing the participant's health at different transitions of care.

The joint effort with community partners was between inpatient and outpatient
teams. The teamwork of outpatient teams included staff in Community Based Outpatient
Clinics (CBOCs), Home Health Services (HHS), HT, and Skilled Nursing Facilities

(SNFs). Activities included engagement and communication among the teams regarding
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identified issues during hospital stay and relay proposed solutions to foster continuity of
care. This collaboration and communication between inpatient and outpatient teams were

centered on the alignment of services to prevent avoidable readmissions.

Use of resources

Home Telehealth (HT) was the main resource used in this project. The participant
referred to HT was assessed for eligibility. Then, the equipment was sent depending on
the participant's health needs. The equipment may consist of different communication
devices such as wireless apparatus or use of telephone to collect physiological data. The
participant records the blood pressure and weight readings to obtain vital signs as
instructed. Moreover, various health questions were collected about behaviors and health
status. The needed parameters were individually customized according to the participant's
HF clinical presentation and other comorbidities. These data were reviewed by clinicians
for interventions and coaching. The plan of care for a patient with HF was reinforced by
counseling focused on interventions. PCPs, specialists, and other providers used the data
collected to manage the healthcare needs of patients with HF. Other resources applicable
to patients with HF patient are inpatient and outpatient nutrition counseling, smoking

cessation, weight control management, and mental health services.

Procedure

The TC’s role was to implement the components of Project RED and TC
Advocacy Plan which offered different strategies and interventions. These interventions
may avoid readmission and affect patient outcomes. The TC process flow map was a
combination of the Project RED elements and TC Advocacy Plan shown in Figure 3. The
TC processes were divided into three sections namely initial process, meeting the
participant, and after hospitalization. The TC courses of actions are illustrated with a

sample participant.
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Initial process

The project started with a medical record review of a patient with HF diagnosis.
The participant was assessed for inclusion to the project at admission. Once selected,
pertinent information gathered were age, birth date, sex, inpatient physician, admission
date, diagnosis, allergies, medications, equipment, test results, and medical team's
discharge plan. The above information was needed before the inpatient medical team was
contacted. It was imperative that the inpatient medical team was aware of the TC role and
the work done with the participant. The IPEC screening tool was used to assess the
readmission probability. The risk factors for adverse events after hospitalization were
reviewed on the selected participant. The participant had more than 40% IPEC
readmission probability score and with multiple risk factors. The interventions were
tailored to mitigate the adverse events after hospitalization. The risk factors were problem
medications (insulin), principal diagnosis of HF, polypharmacy (more than five
scheduled medications), absence of a caregiver, psychological, and recent hospitalization.
The information was relayed to inpatient and outpatient teams thru internal email, face to

face discussions, and phone conversation.

Meeting the participant

The TC met with the participant and initiated a trusting relationship. Fostering a
trusting relationship in which the patient is more comfortable in revealing deficiencies or
more willing to seek clarification of the health information provided by the clinician is
beneficial to nurse patient interactions (National Patient Safety Foundation, 2003).
Throughout the hospitalization, the educational session was focused on Project RED
elements including HF concepts. There is evidence that 40-80 percent of medical
information is forgotten instantly (Agency for Healthcare Research and Quality, 2013).
Therefore, teach-back technique was a standard process. The education plan was

customized to address the results of the screening tool and readmission risk factors. In
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relation to those results, the teaching session highlighted medications, allergies, diet,
calling the providers for questions and concerns, appointments, equipment, and available
resources. The plan was also reviewed against the National Guideline Clearinghouse
(NGC). A heart failure quick reference guide is available in the NGC website (National
Institute for Health and Clinical Excellence, 2010). The educational material called
"Krames Understanding Heart Failure" was used during the teaching session. These were
(1) Warning signs of a flare up, (2) Taking meds to control HF, and (3) Tracking your
weight. Moreover, the After Hospital Care Plan (AHCP) or written discharge plan
conversations included what to do when problems arise, follow-up tests pending at
discharge, and disposition.

The ITHBC framework and motivational interviewing techniques initiated
behavior change. During conversations, the MI techniques were used. The techniques
were open-ended questions, affirming statements, reflecting patient's ideas and feelings,
and summarizing the patient's perspective (OARS). The use of open ended questions
unraveled one of the participant's diet indiscretions. The TC affirmed his successful
strategies in calling his providers if he had questions or concerns. Reflective listening and
empathy facilitated discovery of the participant's plan to marry his fiancée so she can
assist him with his diet adherence. Consequently, the essential steps to health behavior
change and adherence to the treatment plan were highlighted and summarized. The
change talk was evident when the participant, with the fiancée present, requested diet
counseling on low salt diet at home. The ITHBC key concepts used were knowledge and
beliefs, self regulation skill and ability, social facilitation, and outcomes. The above
strategies equipped the participant knowledge on dietary choices, enhanced his awareness
to change his behavior, and taken action with the support of the clinicians. The proximal
outcome was his engagement to the treatment plan and self management behaviors. This

was achieved by following his low salt diet and integrated this to his daily routine and
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lifestyle. Eventually, this may result in an improved health status and better quality of
life.

The complexity of HF management necessitated more additional resources after
hospitalization to ensure success in managing his health. He was referred to HT with a
follow up from the cardiology registered nurse practitioner (RNP) after discharge. Also,
the discharge summary was available within 24 hours after hospitalization that facilitated

information about his hospital stay to outpatient and consultative teams.

After hospitalization

The participant was referred to several services after hospitalization. He was
educated with the use of equipment and his blood pressure, weight, and glucose data was
transmitted. The HT clinician reviewed the data and communicated abnormal results to
his PCP and other health care providers. Moreover, he received ongoing disease
management education. The HT team, the cardiology RNP, PCP, and specialists did a
close follow-up managing his health. The TC collaborated with the inpatient and
outpatient teams even after hospitalization as the need arises. In addition, the TC and the
PACT did a follow-up phone call after hospitalization. The TC discharge phone call
included inquiry on "how the participant was doing with maintaining his health" and
"what other questions he had." The follow-up phone call post discharge addressed current
health issues. The TC's availability for telephone calls helped the participant in
navigating the healthcare system. It also augmented the organization's continuing post-
hospital discharge follow-up phone call. Moreover, the post discharge calls may have

contributed to reinforced preventive care and optimized health.

Summary
A health care system has different organizational structures and processes in

addressing hospital readmission. But, in this chapter a step by step process focusing on
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avoiding readmission was presented. This includes the TC process flow map, which
summarized the Project RED and TC Advocacy Plan. It also targeted a patient who is a
high-risk for readmission, showcased an improved communication, follow-up care, and
enhanced coordination between the inpatient and outpatient teams. These interventions
may reduce readmissions, promote safety, and improve patient's transitions of care from

hospital to home
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CHAPTER 5: RESULTS

The purpose of the study was to determine the feasibility of avoiding readmission
interventions. The components of Project RED and the TC Advocacy Plan were
implemented. Other participant characteristics significant to the project were collected
and analyzed. This chapter summarized the findings and presented the analysis of
collected data. Also, an overview of the organization's readmission data was presented to

track the possible correlation of the TC's interventions in the future.

Statistics and Data Analysis

The project aimed to evaluate and determine the feasibility of the evidence based
interventions in preventing avoidable readmissions. The selection of project participants
was a convenience sample. The descriptive statistical methods were means and
frequencies of variables affecting readmission rates within 30 days. Patterns or trends
were identified in analyzing the data. The analysis on length of stay (LOS) and Primary
Care Provider (PCP) visits were included.

The participants were male (n = 30) with HF diagnosis, aged from 49-91 years old
(range = 42, mean = 69.4, SD = 9.95). The national mean age of HF diagnosis is 70 years
old (Sutherland, 2010). The IPEC readmission probability for the participants ranged
from 8.2 to 45.3 % (mean = 21%). The higher the IPEC percentage value the higher the

probability for readmission.

Project RED interventions

The completed project RED 12 elements with the implementation percentages are
in Table 1. The language services, follow-up medical appointments, tests or studies
discussions, organized service and equipment, and medication review were 96-100%
completed. Of the 30 participants, National Guidelines Clearinghouse (NGC) review was

applicable to 20 participants (67% implementation). The review of patient's plan of care



40

against the HF NGC necessitates medical and clinical expertise in the area of cardiology
and HF management. The After Hospital Care Plan (AHCP) is an easy to understand
written discharge plan. The AHCP, diagnosis education, assessing the degree of
understanding (Teach-back), and what to do when problems arise discussions were 97-
100% completed. The post discharge follow-up phone calls were applicable to 21
participants (9 were non- applicable due patient mortality and transfer to SNF). The
phone calls were completed on 16 participants out of 19 (76% fulfilled). The

implementation of these components was evaluated through medical record audit.

Table 1. Project Red Interventions Achieved
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TC Advocacy Plan tasks

The TC Advocacy Plan was divided into four main tasks: screening tools,

educating the patient, communication and collaboration, and use of HT resource. The
IPEC screening tool was 100% completed. The review of risk factors for adverse events
after hospitalization on 21 participants from the total 30 participants was 70%
implemented. The motivational interviewing applied to 29 patients from the total 30
participants was 97% completed. The screening and education were measured through
chart audit. The different processes on communication and collaboration applied to 29
patients from the total 30 participants were 97% fulfilled. The networking task was
measured from the internal email generated. Post discharge phone calls to 19 patients
from the total 30 participants were 63% completed. The 21 participants from the total 30
participants were referred to Home Telehealth (70% completed). The HT was audited for
HT referrals in the electronic medical record system. The data illustration of the TC

Advocacy Plan is shown in Table 2.
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Table 2. TC Advocacy Plan Achieved
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Outcomes

The length of stay (LOS) of all participants was 1-39 days (range 38, mean 9.4,
SD 9.78). There were four participants readmitted within 30 days. From the four
readmitted patients, three died. The mortality may be attributed to diagnosis of cancer
and other comorbidities. Of the 21 participants, 19 (90%) were seen by their Primary
Care Physicians. The nine participants were not followed by the PCP due to SNF transfer
and death.

The all cause HF readmission rate for Fiscal Year (FY) 2012 was compared to FY
2013. FY 2012 months were from October 2011 to September 2012.0n the other hand,
FY 2013 months were from October 2012 to September 2013. The Inpatient Evaluation
Center (IPEC) on the Veterans Health Administration Support Service Center (VHASSC)
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website reports data on 30-day Unadjusted Readmission Rate (URR) of a Healthcare
System in California. According to IPEC's measure, 42 patients diagnosed with HF were
readmitted out of 186 discharged patients. The 30-day readmission rate for HF in fiscal
year 2012 was 22.6% and the national average was 24.7% (Kociol et al., 2012). In FY
2013, there were 36 patients readmitted out of 165 patients discharged. The 30-day HF
all-cause readmission rate for HF in FY 2013 was 21.8% (shown in Figure 4). The
decrease in readmission rates does not directly correlate to the TC interventions and may
involve other multiple avoiding readmissions program of the organization. However,
analysis of the correlation of the TC interventions to the organization's over-all

readmission rate can be investigated for future study.

Figure 4. IPEC's measure of HF 30-day unadjusted readmission rate
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Summary
The Project RED components and the TC Advocacy plan were evidence based

interventions to avoid readmissions. All Project RED components and the Transition
Advocacy plan were implemented. Other end points were participant characteristics such
as age, readmission probability, length of stay, and PCP visit. These end-points may
affect the readmission rates and further tracking is warranted that may need to be
addressed. The IPEC's measure of HF 30-day unadjusted readmission rate mirrors the
readmission status of the organization. Tracking this information serves as a guide for a
more meticulous and in-depth analysis of the interventions and its correlation to

readmissions in future study.
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CHAPTER 6: DISCUSSION

The results of this project were presented to inform the key stakeholders and to
identify opportunities for improvement. The discussion on avoidable readmissions
offered insight on the barriers of implementation, the organizational factors in play, and
successful strategies in avoiding readmissions. Also, the discovery of data presented
another path for process improvement and future research considerations.

Many healthcare organizations focus efforts to decrease avoidable readmissions.
In addition to focusing efforts in preventing readmissions, it is also imperative to
incorporate evidence-based practices into daily protocols. Through this project, evidence
based interventions were implemented in clinical practice. Conversely, carrying out all
Project RED elements is complex and involves multiple steps. These complexities were
brought by the many facets of the discharge process. The Agency for Healthcare
Research and Quality (2011), recorded the challenges in setting up the RED elements.
The challenges to implementation are 1) Patient discharge plan receives low priority for
busy inpatient clinicians, 2) Discharge is relegated to the least-experienced team member,
3) Last-minute tests/consultations result in delay of final discharge plan and medication
list, 4) Inaccurate medication reconciliation, 5) Discharge medication reconciliation
started on the day of discharge, 6) A lack of resources and financial incentives to sustain
discharge programs, 7) Standardized discharge documents are not personalized or in
patient’s language, 8) Resistance to change by clinicians, 9) Financial pressure to fill
beds as soon as they are empty, 10) Patient with no PCP, 11) Limited or no insurance
coverage, 12) Inability to pay for medication co-pays, 13) Long wait times when calling
health centers, and 14) Late discharge becoming less effective because staff are teaching
patients who are anxious to leave. Some of these challenges were encountered by the TC

in implementing the Project RED components and the TC Advocacy plan. To mitigate



46

these barriers the TC pled the support of the stakeholders. The stakeholder's support was
important to the success of this project. The formal and informal leaders of the different
departments and services were involved in the implementation and evaluation. The
complicated implementation phase needed support among multiple disciplines. The
collaborative team included physicians, nurses, social workers, and pharmacists. Also,
recording progress and a continuous search for innovative solutions were necessary. The
various effective and efficient concepts and models were implemented and standardized
procedures. The use of electronic information systems served as a tool to collect data,
presented to leadership, provided feedback, and supported clinical decisions. The
information was disseminated through flyers, emails, presentations, in-services, and
posters. The engagement and commitment of leaders at all levels of the organization may

have led to cultural change.

Limitations

This project had several limitations. The HF New York classification, HF etiology,
and the length of time the patient had the HF illness were not considered during the
participant selection. This multifaceted project was challenging and complex that
contributed to the variation of results in implementation. Because of the magnitude, short
timeline, and complexity with a single person carrying out the multiple processes, some
tasks were not completed. The identified difficult tasks resulted in prioritization of
different process that best influenced patient outcomes. On some occasions, the TC visits
were not suitable (worsening of condition, or patient refusal) to complete the Project
RED components and Advocacy Plan (for example risk factor assessment). The
medication reconciliation, palliative care discussions, and the use of the national
guidelines were difficult to carry out. These are specialized tasks that require expertise

and higher level of implementation. The medication reconciliation and palliative care
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issues were brought to leadership's attention. The use of the national guidelines

highlighted the importance of HF education.

Implications for Nursing Practice

As the result of the study, the feasibility of evidence based interventions addressed
the issue of preventable readmissions. This evidence based interventions are the
implementation of Project RED and TC advocacy plan. Moreover, the organization-wide
tasks were integral in preventing avoidable readmissions, promoting patient safety, and
improving outcomes.

Multidisciplinary teams and leadership held monthly Avoiding Readmissions
through Collaboration (ARC) meetings. These meetings promote a robust discussion of
data trends, effective and efficient interventions, and root cause analysis that addressed
readmissions and outcomes. Also, the stakeholders examine different initiatives affecting
individuals’ and groups’ quality care. The TC provided reports and presentations in these
ARC monthly meetings. The TC had an opportunity to contribute data on potential gaps
of the process and identified the causes of avoidable readmissions. The medication
management data were presented and led to an increase in pharmacist full-time
equivalent (FTE). The project participant's case studies highlighted palliative care that led
to the hiring of a palliative nurse-practitioner. In this ARC overview, it highlights the
continuous conversation, study, and quality improvement activities essential to decrease
the number of avoidable readmissions and increase the value of health care. The
increased multidisciplinary collaboration may have created a seamless transition from
inpatient to outpatient settings. A seamless transition includes a better communication of
inpatient and outpatient clinicians as evidenced by easier accessibility, reinforced
education, HT collaboration, and positive verbal reports. In addition, the processes,
concepts, and models, which are effective and efficient, were integrated to project RED

protocols.
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Home Telehealth program was recognized as essential in preventing avoidable
readmissions. The multidisciplinary collaboration with HT staff, providers, specialists,
and different services were remarkable that led to dissemination of this project. This was
documented and published in a peer- reviewed journal, Dimensions of Critical Care
Nursing (DCCN). The HT article was disseminated to the inpatient and outpatient
services. Thus, the HT enrollment doubled comparing the calendar year 2012 to 2113.
However, the increase in enrollment cannot be directly attributed to the TC interventions
or to the HT publication.

The implementation of Project RED component National Guidelines
Clearinghouse investigated the need for more in-depth and specialized HF management
educational modules. In addition, the importance of avoiding readmissions staff
education resulted in innovative strategies. One of the strategies was the development of
HF modules for the multidisciplinary team at various settings.

This pilot study offered scholarly opportunities such as publications and
presentations. Moreover, this work was accepted for national and international poster
presentations. This project was grounded on clinical practice aimed to provide high
quality care. The involvement of organizational leaders was instrumental to the
sustainability of this project. To encapsulate, this endeavor was to translate research into

practice, improve systems of care, and measure outcomes of patients with HF.

Sustaining Measures

Creating innovative strategies in solving the identified causes of readmissions is
vital. Equally important is increasing the dissemination with continued support of the
major stakeholders. Data driven changes to reduce readmissions can dramatically achieve
results. Therefore, the next step is to integrate the RED interventions, continue with
audits to track progress, and sustain efforts. Also important is formulating standardized

interventions in collaboration with involved disciplines, which may improve outcomes.
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Conclusion

Hospital readmissions are persistent problem affecting our health care system. The
substantial task to reduce hospital readmissions is challenging, but the gains are
rewarding. Nurses are well-positioned to influence patient outcomes, which require
innovative solutions that are evidence based and grounded with a theoretical framework
to ensure a seamless transition. Not all interventions are generalizable, however;
improved infrastructure, integration, and collaborative relationships aimed at reducing
hospital readmissions in patients with HF may promote patient centered care, reduce

costs, ensure patient safety, and deliver high quality care.
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