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Abstract 

Introduction/Purpose 

Heart failure (HF) is a disease that progressively afflicts more and more of the American 

population.  Its burden extends across clinical, financial, and organizational domains.  CHF is the 

greatest cause of 30-day hospital readmissions which result in increased mortality and decreased 

quality of life.  

Methods  

Patients in a 25-bed critical access hospital were recruited.  They were then educated using 

standardized materials from the American Heart Association (AHA) Rise Above Heart Failure 

toolkit.  Self-care capacity was also assessed prior to discharge using the Self-Care in Heart 

Failure Index (SCHFI) questionnaire.  After discharge, patients were contacted weekly and 

assessed using the AHA Target HF telephone follow up tool.  After 30 days, patients were to be 

reassessed with a second SCHFI and scores compared.  Data was collected pre and post 

intervention.  Readmission rates in the sample were to be calculated and compared to data from 

the prior reporting year. 

Results 

During data collection period, 48 unique patients were admitted.  Three patients met the 

inclusion criteria but one declined participation.  Of the two remaining patients included, one 

was promptly readmitted prior to engagement and the other was lost to follow-up.  While both 

patients received the education intervention, neither received the follow-up intervention. 

Discussion 

This project illustrated the challenges to recruitment and engagement that can be encountered by 

critical access hospitals that operate on a low daily census.  Keys strategies for improvement in 
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future cycles are to increase sample pool by extending the collection period, incorporating 

additional units, and limiting exclusion criteria.  Strategies to improve post-discharge 

engagement focus on in-person connections such as home health or outpatient HF clinics. These 

are under consideration for future cycles of improvement. 

Keywords: heart failure, readmission, transitional care, education, discharge follow-up 
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Introduction 

Heart failure (HF) is a condition where the heart, due to either structural or functional 

limitations, is unable to pump enough blood to meet the demands of the body (Malik et al., 

2021).  This debilitating condition is the greatest cause of 30-day hospital readmission in 

medical-surgical patient over age 65 and those readmissions translate to increased lengths of 

stay, decreased quality of life, and higher mortality risk for up to a year (Nair et al., 2020).  The 

burden of congestive heart failure continues to grow progressively each year. Most recent data 

shows that 6.2 million people currently experience heart failure, and that number is expected to 

increase to 8 million by 2030 (Virani et al., 2020).  Data also show that for all deaths in 2018, 

13.4% listed HF as a contributing diagnosis (Centers for Disease Control and Prevention [CDC], 

2020).  Beside the clinical burden, HF represents a financial burden as well.  The estimated cost-

burden is approximately 108 billion annually (Lesyuk et al., 2018).   

Background 

The heart failure patient is at a significant risk for readmission in the first 30 days after 

discharge with up to 25% of discharged patients being readmitted within that timeframe 

(Hollenberg et al., 2019).  There are many contributing factors such as comorbid disease, low 

health literacy, medication non-compliance, and poor adherence to treatment and self-care 

practice (Oscalices et al., 2019; Salam et al., 2020).  The facility where this project will be 

conducted currently maintains a HF readmission rate of 22.4% that is slightly above averages for 

both the state (22.24%) and the nation (21.97%) (Illinois Department of Public Health [IDPH], 

n.d.).  The 30-day mortality rate for HF in the facility is 14.2% compared to a state average of 

10.94% and national average of 11.3% (IDPH, n.d.).  It is therefore the goal of the facility to 

lower heart failure readmissions.   
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Principles of self-care and home management are often misunderstood by patients and 

that often results in non-compliance and treatment failure.  To prevent the health repercussions 

of these readmissions, prevention strategies must be employed to better prepare patients for a 

successful transition to home.  The American College of Cardiology recommends a structured 

discharge plan that is implemented at the time of admission where the patient is educated on 

disease process, medications, activity, dietary requirements, self-care principles, and signs of 

decompensation (Hollenberg et al., 2019).  This is coupled with a prompt follow-up phone call 

within 48-72 hours to assess for signs of early decompensation and a clinic visit within the first 

7-14 days (Hollenberg et al., 2019).    

Problem Statement 

With the anticipated exponential increase in heart failure diagnoses in the next ten years, 

and the proven impact of readmission on mortality and quality of life, facilities must develop 

mitigation strategies that emphasize self-care, smooth transition to home, and prevention of 

readmission.  Therefore, this problem should be evaluated.   

Organizational “Gap” Analysis of Project Site 

To determine organizational need, current HF management practice in the setting of care 

was observed and compared to recommended best practice. Care measures were placed into three 

domains of clinical management:  1.) inpatient management, 2.) discharge planning and 

education, and 3.) outpatient follow up.  Care processes were then analyzed for any gaps in the 

existing delivery of care and the recommended best practice. 

Each of the three clinical management domains were analyzed and observed for needs. 

One priority need was selected from each domain and causal analysis was performed to identify 

contributing factors that could be successfully modified.  Observation of patient throughput and 
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current transitional workflows revealed an operational care-coordination program that included 

inpatient education, discharge planning, and post-discharge patient follow up.  However, the 

content delivered in these encounters lacked standardized methods of delivering information, 

assessing need, or initiating interventions.   

Review of Literature 

In March of 2022, a literature review was performed to assess the current state of the 

evidence regarding this problem.  The CINAHL, PubMed, and Joanna Briggs Institute databases 

were searched using various combinations of the keywords, heart failure, readmission, 

transitional care, discharge follow-up, education, telephone.  Filtering for full text, academic 

journal articles from 2017-2022 yielded a total of 305 articles.  Additional articles were excluded 

if they consisted of a focus on disease processes beyond heart failure; proposed an intervention 

outside of a nursing scope; care location outside of inpatient hospital or home setting; did not 

evaluate readmission rates; or did not evaluate within the 30-day period.  After exclusion, 43 

articles remained which were evaluated for relevance to the scope of this project.  Ultimately 12 

articles were selected for final review that were divided into two key intervention categories:  

education and post-discharge phone follow-up.   

Education 

Of the studies selected, five illustrated the application of pre-discharge educational 

interventions to reduce readmission rates.  A randomized controlled trial by Cui et al. (2019) 

analyzed self-care and readmission outcomes of a structured, nurse-led, pre and post discharge 

educational intervention in patients with heart failure.  The resulting outcome was a decrease in 

readmission rate to 10.4% compared to 27.1% in the control group.  Similarly, Son et al. (2020) 

conducted a systematic review that focused on nurse-led self-care education and its effect on 
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readmissions, mortality, and quality of life.  Education among the studies covered topics of 

symptoms, diet, lifestyle, and therapy while interventions included pre-discharge education, 

phone calls, home visits, and clinical assessment.  The resulting meta-analysis indicated that 

nurse-led education interventions produced a 25.2% reduction in all-cause readmissions and a 

40.0% reduction in heart-failure-specific readmissions (Son et al., 2020).    

Two of the studies looked more specifically at a teach-back method of education and a 

key intervention.  A quasi-experimental study by Rahmani et al (2020) examined the effect of a 

teach-back method of education on heart failure patients’ levels of knowledge and practice, 

quality of life, and readmission rates over period of 90 days.  Patients in the intervention group 

received education using the teach back method while the control group received unstandardized 

education.  The study found a significant decrease in readmission rates in the intervention 

compared to control.  Another quasi-experimental study by Mesbahi et al. (2020) evaluated 

teach-back education and its effect on self-care and readmission in heart failure patients.  They 

found that mean number of readmissions in patients that received the intervention was 0.52 

compared to 1.05 in the control group (Mesbahi et al., 2020). 

Post-discharge Telephone Follow-up 

In a pragmatic randomized trial by Lee et al. (2018) researchers studied how a post 

discharge phone call would affect 30-day hospital readmissions in heart failure patients 

compared to a standard follow-up visit with a primary care provider.  Data showed that those that 

all-cause readmission rates were 17% lower in the intervention group at 30 days after discharge 

with borderline statistical significance (Lee et al., 2018).  The HF specific readmission rates were 

also lower, but those findings were not statistically significant (Lee et al., 2018).  A retrospective 

program evaluation by Hall et al. (2020) studied how a telephone outreach program impacted 
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heart failure outcomes.  Patients in the intervention group received a total of four automated 

follow-up calls within a 27-day period after discharge and results from the study found that only 

1% of patients that received all four calls were readmitted within 30 days (Hall et al., 2020).  

Comparatively, those that received no calls had a 30-day readmission rate of 11.2% (Hall et al., 

2020).   

Multifactorial Interventions 

Much of the reviewed literature looked at multifactorial interventions as a strategy to 

prevent readmissions.  These interventions consistently included pre-discharge education, 

medication reconciliation coupled with early post-discharge primary care follow up and phone 

support.  A quality improvement study by Charais et al. (2020) evaluated the impact that a 

multifactorial disease management program would have on readmission rates.  The designed 

plan consisted of teach back education, medication reconciliation, early post-discharge follow-up 

call, and primary care follow-up within one week.   The study found that implementing the 

management program decreased all-cause readmission rates by 38%.  In an integrative literature 

review by Ba et al. (2020), studies were reviewed to evaluate the effect of transitional care 

interventions in heart failure patients.  The interventions utilized in the studies consisted of pre-

discharge assessment, education, medication reconciliation; post-discharge follow up calls and 

phone support, early discharge follow up visits, and home visits (Ba et al., 2020).  Of the 25 

studies reviewed, 55% of them resulted in a significant reduction in hospital readmission rates 

(Ba et al., 2020).  Another randomized clinical trial conducted by Oscalices et al. (2019) studied 

how a combination of discharge education and telephone follow up affected adherence to 

therapy, readmission rates, and mortality.  The resulting data showed a decrease in both 30 and 

90-day readmission rates however only the 90-day values were found to be statistically 
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significant (Oscalices et al., 2019).  Finally, a quality improvement study by Hart and Nutt 

(2020) implemented a bifocal intervention that consisted of standardized inpatient education and 

outpatient follow up dialogs that emphasized self-care principles.  They found that then 

intervention group had a 19.4% readmission rate compared to 44.2 in the control group (Hart & 

Nutt, 2020). 

Nurse-led interventions 

An important theme in the literature was the efficacy of specifically nurse-led programs 

to improve outcomes in heart failure.  In addition to Lee et al (2018) and Hall et al (2020) which 

were both nurse-led interventions that showed decreases in readmission rates, there were two 

other articles selected that examined this topic.  A systematic review and meta-analysis by Qiu et 

al. (2021) examined nurse-led interventions’ effect on readmission and mortality for heart failure 

patients.   After a review of 95 selected articles encompassing 3282 patients with HF, patients in 

nurse-led intervention groups were found to have significantly lower readmission rates compared 

to the usual care group (Qiu et al., 2021).  These findings were consistent at the three, six, 12, 

and 24-month evaluation periods (Qiu et al., 2021).  Another meta-analysis of randomized 

control trials by Li et al. (2021) evaluated how nurse-led transitional care interventions impacted 

healthcare utilization for heart failure patients.  25 trials were reviewed, and final analysis 

showed a nurse-led interventions resulted 9% decrease in all-cause and 29% decrease in heart 

failure specific readmissions compared to the usual care group (Li et al., 2021). 

American Heart Association Recommendations 

 Two standardized tools developed by the American Heart Association are the Rise 

Above Heart Failure (RAHF) Toolkit for Healthcare Professionals and the Target: HF Program.  

These two programs offer many individual resources for improving outcomes in heart failure.  
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Components of these programs have been used as resources and have been validated in previous 

quality improvement efforts.   

This project will specifically use the RAHF Patient Education Checklist (see appendix 

C).  Mondesir et al. (2019) implemented a home follow up intervention that used a modified 

form of the RAHF discharge checklist.  Each encounter emphasized medication management, 

self-care, and HF behavior.  They found that in the intervention group, readmission rates 

decreased to 11.5% compared to 21.3% for the comparison group (Mondesir et al., 2019).  The 

second tool will be the Target: HF Telephone Follow-up Form (see appendix D).    In a quality 

improvement project conducted, by Hoo et al (2021), an intervention bundle was created using 

the Target: HF strategies and clinical tools.  They found that those in the intervention group had 

a readmission rate of 22% compared to 36% for the non-intervention group (Hoo et al., 2021).   

Self-Care for Heart Failure Index 

The Self-Care for Heart Failure Index (SCHFI) is an instrument that is used to measure 

self-care in HF.   The 39-question questionnaire evaluates key components of patients’ 

proficiency in the three HF self-care processes: maintenance, symptom perception, and 

management and concludes with an evaluation of confidence in self-management (Riegel et al., 

2019).  It has existed in many versions and translations that have been defined by the evolution 

of the Situation-Specific Theory of Heart Failure Self-Care on which it based.  Each of these 

iterations have been validated.  The most recent and the one used for this project is version 7.2. 

SCHFI 7.2 has undergone psychometric testing on two different occasions.  The first 

study evaluated 635 HF patients and found that calculated estimates of reliability were adequate 

at .70 or greater for all scales (Riegel et al., 2016).  They also found a correlation between 

SCHFI scores and 36-Item Short Form Health Survey scores which illustrated the instrument’s 
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predictive validity (Riegel et al., 2019).  A second course of psychometric testing was performed 

by Vellone et al. (2020) with similar findings.  They found the three SCHFI 7.2 scales to be 

validated and reliability estimates to be between .73 and .88 (Vellone et al., 2020).  They also 

found correlation between SCHFI 7.2 scores, quality of life scores, brain natriuretic peptide 

levels, and NYHA heart failure class (Vellone et al., 2020).   

Evidence-based Practice:  Verification of Chosen Option   

Based on the evidence reviewed, it has been determined that an effective intervention to 

decrease readmission in the target population would be to implement a nurse-led program that 

combines standardized pre-discharge self-care education utilizing teach back methods and early 

standardized post-discharge follow-up calls that emphasize assessment and education. 

PICOT statement: Among adult patients with either a primary or secondary diagnosis of 

heart failure, does the implementation of a nurse-led intervention consisting of standardized 

teach back education and standardized post-discharge follow up decrease 30-day all cause 

readmission rates over a 90-day period compared to 30-day all cause readmission rates for the 

prior calendar year.   

Theoretical Framework  

The theoretical framework that will serve as the basis of this project will be The 

Situation-Specific Theory of Heart Failure Self-Care published by Riegel et al. (2016).  This 

theory defines self-care as a process of decision-making that “influences actions that maintain 

physiologic stability, facilitate the perception of symptoms, and direct the management of 

symptoms (Riegel et al., 2016, p. 226).  It designates three distinct processes of self-care that 

flow sequentially as part of a greater collective process:  maintenance, symptom perception, and 

management (Riegel et al., 2016).  The maintenance process reflects adherence to prescribed 
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treatments and ability to engage in healthy behaviors while the symptom perception process 

involves the ability to recognize, understand, and interpret changes in physical condition (Riegel 

et al., 2016) .  The final process, management, involves the ability to process the interpretation of 

symptoms and elicit and adequate response (Riegel et al., 2016).    

According to the theory, self-care behaviors can be conscious or unconscious decisions 

that are often influenced by factors associated with person, problem, and environment (Riegel et 

al., 2016).  Each of these factors affect individual self-efficacy and that self-efficacy directly 

influences self-care.  When a patient can achieve a moderate to high level of self-care, outcomes 

improve (Riegel et al., 2016).     Patients will proceed through the individual processes 

sequentially building knowledge and skill as they progress.  Each process must be mastered 

before moving to the next.  As progress is made through each process, general self-care capacity 

increases, and, as a result, outcomes improve.   

Considering this theoretical framework, this project will reinforce maintenance behaviors 

such as medication and treatment adherence.  It will provide education to enhance perception and 

interpretation of symptoms and that greater perception will improve management by facilitating 

early response in the outpatient setting.  It will seek to establish and cultivate effective self-care 

behaviors that will enhance patients’ knowledge, skill, and confidence at each level of the 

process and be instrumental in reducing exacerbations, emergency department visits, and 

hospital admissions.   

Goals and Objectives 

There are two goals for this project.  The first is to improve heart failure patients’ 

capacity for self-care.  There is a wealth of evidence that expanding a patient’s knowledge of 

their illness and self-management strategies will empower them toward the second goal which is 
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reducing readmission.  In this project, the goal is reducing 30-day all cause hospital readmissions 

in heart failure patients, specifically.  

There are four objectives that are designed to ensure this project meets the established 

goals: 

• Evaluate self-care capacity using the SCHFI before and after the intervention. 

• Deliver standardized patient education to adult HF patients prior to discharge.   

• Early patient engagement via telephone follow-up calls within 72 hours of 

discharge to assess and continue education using standardized post-discharge 

dialog.  

• Continue to engage patients at least weekly 30 days after discharge.  The expected 

outcomes are that education will enhance patients’ self-care ability and, as a 

result, readmission rates will decrease. 

Methods 

Project Design 

Inclusion criteria for the project was patients over the age of 18 with either a primary or 

secondary diagnosis of heart failure and evidence of exacerbation (elevated brain natriuretic 

peptide, radiographic evidence of pulmonary congestion, peripheral edema, or administration of 

intravenous diuretics during stay).  Exclusion criteria were cognitive deficit and discharge to a 

location other than home.  At the time of admission, patients who met the inclusion criteria were 

allocated to the intervention group.  As a part of the admission process, the patients received the 

initial SCHFI questionnaire and the “Rise Above Heart Failure” education guide and discharge 

checklist was placed on the chart.  This document provides scripted guidance for talking points 

in the education plan and a checklist to ensure the critical elements are addressed.  Finally, it 
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includes a discharge checklist to be completed with the discharge planning process that ensures 

the patient understands the discharge instructions (American Heart Association, n.d.).  This 

document would be opened at admission and completed periodically throughout the stay by the 

principal investigator.   

At the time of discharge, the education was reiterated, and written discharge education 

was provided.  The discharged patient was scheduled for a primary care follow-up visit within 

seven days.  Prior to that follow-up visit, patient was to receive an initial follow up call that 

consisted of an initial assessment and medication reconciliation.  They would then receive 

weekly assessment calls for the duration of the first 30 days after discharge to assess their 

condition.  The template for each follow-up call was the American Heart Association Target: HF 

Telephone Follow-up Form which is a structured follow-up call template that combines 

assessment, medication reconciliation, and education (American Heart Association, 2017).  The 

initial followed the form entirely and subsequent calls omitted medication reconciliation.  These 

calls were designed to assess early decompensation and facilitate primary provider engagement.  

Follow up engagement was also arranged by the principal investigator.   

Project Site and Population 

This project took place on a 25-bed medical unit of a critical access hospital in a small 

rural community.  This county hospital serves a community of 21,488 people (United States 

Census Bureau, 2021).  Patients on this unit vary from acute medical patients, early post-

operative patients, and swing bed patients receiving rehabilitation therapy.  The primary three 

diagnoses for admission are pneumonia, heart failure, and chronic obstructive pulmonary disease 

Sample size was determined using power analysis in R.  For an estimated effect size of 

0.5, significance level of 5%, and 80% statistical power, a sample size of 34 would be required 
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for statistical significance.  Based on previous census data, this sample size was determined to be 

feasible for the collection period.  Inclusion criteria were patients that are 1.) over the age of 18, 

2.) admitted with either a primary or secondary diagnosis of heart failure, 3.) signs of 

exacerbation (elevated brain natriuretic peptide levels greater than 100, pulmonary congestion on 

chest x-ray findings, peripheral edema, use of intravenous diuretics to manage heart failure) over 

the course of admission, and 3.) are discharged to home from the facility.  Exclusion criteria 

were patients that have 1.) cognitive deficits that would limit understanding of the intervention, 

2.) discharge to a location other than home. 

Measurement Instrument 

To measure the outcomes of this project, two instruments were utilized.  The first was 

individual SCHFI scores before and after intervention.  Permission was obtained for its use from 

the author (see appendix D) and a copy of the instrument can be viewed at http://self-care-

measures.com/project/patient-version-schfi-english-v7-2/.  The five-point Likert scores for each 

individual item on the instrument were to be compared along with total instrument score to 

evaluate effectiveness of the intervention.  The second measurement was post-intervention 30-

day all-cause readmission rates obtained from a combination of standardized electronic health 

record data reporting mechanisms and manual calculation from census data.  These were to be 

obtained after the completion of the 30-day post-discharge period and then compared to mean all 

cause readmission rates from the prior year.   

Data Collection Procedure 

Data was collected from the period of 7/18/2022 to 8/25/2022.  Patients that met the 

inclusion criteria were allocated to the intervention group and had the intervention applied for the 

duration of admission and 30-days after discharge.  At the end of the 30-day post-discharge 
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period, each case was be reviewed to determine if any of the exclusion criteria were met.  Those 

that were not excluded were reviewed for readmission in the period.  At the completion of the 

five-week collection period, electronic health record data reporting mechanisms were used to 

generate reports for all patients that were readmitted within a 30-day period after discharge.  This 

was confirmed using manual calculation based on review of census data for the reporting period.   

Data Analysis 

Demographic, admission, and diagnosis data was tabulated using Microsoft Excel.  Each 

new admission in the collection period was reviewed for inclusion/exclusion and readmission. 

These data will be compared to annual readmission rates reported for 2021 and paired t-test will 

be calculated.  The t-test will be used to measure statistical significance of the outcome data.   

Cost Benefit Analysis/Budget 

This project did not incur significant cost (Appendix A). There is an existing process in 

place and labor allocations for those tasks.  Members of the project committee met twice over the 

course of the project.  Estimated cost for this time was $50 per hour a total of eight hours 

collectively.  Education and additional support for the intervention was provided by the primary 

investigator.  The education guidance and checklist was provided for download free of charge by 

American Heart Association. There will be a small material cost associated with printing these 

materials that will be incurred by the organization.  

The benefits of the project would be an improvement in outcome and quality of care.  

This may translate to a decrease in sunk cost associated with readmissions.  The facility is a 

member of an accountable care organization (ACO) that distributes performance-based incentive 

reimbursement.  An increase in performance in readmission metrics may result in an increase in 

reimbursement. 
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Timeline 

After IRB approval was obtained, patient engagement began.  Data was collected from 

the period of 7/18/2022 to 8/25/2022.  Subjects were recruited throughout that period with plans 

for each patient to receive the intervention and 30 days of follow up.  However, on 8/25/2022, no 

subjects were actively participating, and the project was concluded.  The data analysis, results 

Ethical Considerations/Protections of Human Subjects 

The University of Alabama IRB approval was obtained prior to initiating the project.  

Patient privacy was protected according to both Health Insurance Portability and Accountability 

Act of 1996 (HIPAA) and facility security protocols.  Clinical reports were deidentified by 

excluding patient identifiers.  Hard copy data was scanned and stored securely inside the 

facility’s secure data network.  It was only accessible by the principal investigator.  At project 

completion, files will be deleted from storage. The risk to patients participating in this project 

was no different from the risks of patients receiving standard heart failure care in the hospital.  

Results 

During the data collection period 48 unique patients were admitted to the unit.  Eleven of 

those patients were excluded due to being admitted or discharged outside of the data collection 

period.  27 of the remaining 37 had no diagnosis of heart failure.  Five more had a diagnosis of 

heart failure but did not meet the criteria for exacerbation.  This left six total patients with a 

diagnosis of heart failure with exacerbation.  Four of those patients were excluded. Two were 

transferred to a higher level of care; one was discharged to a long-term care facility; and one 

declined participation in the program.  Ultimately two patients met inclusion criteria and had the 

intervention applied. 
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Both patients’ hospital stays were 3 days total.  This allowed for a single brief education 

session and another session to obtain the baseline SCHFI.  During the second session, the SCHFI 

was given verbally by the principal investigator and education was reinforced during that 

process.  Unfortunately, the follow-up component could not be implemented.  The first patient 

was promptly readmitted prior to follow-up.  The second patient was unable to be reached by 

phone after discharge and was ultimately lost to follow-up.  The target sample size to achieve 

statistical significance was 34.  That was not reached. 

Discussion 

Based on the outcome and findings of the project, there are two key areas of 

improvement that must be addressed prior to the next cycle: recruitment and engagement.  Due 

to limitations imposed by daily census, and criteria of inclusion/exclusion, recruitment was quite 

low.  In the entire 40-day data collection period, only six patients were candidates for inclusion 

and all but two of those fell under exclusion criteria.  Some strategies to improve recruitment 

would be to extend the data collection period to allow for a larger population to sample from.  

Another strategy would be to sample from other facilities within the system as well.  This would 

increase the size of the population but would compromise the intended unit-specific focus.  

Another strategy would be to expand the inclusion criteria by allowing heart failure patients 

without exacerbation to be included.  There would be clinical benefit from the education but 

would not apply as directly to heart failure readmission rates. 

The Second area of improvement is in the area of engagement.  Continuing to engage 

patients after discharge proved challenging.  One patient was unable to be contacted and was 

completely lost to follow up.  The other patient was promptly readmitted with a single 
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unsuccessful attempt to contact prior to readmission.   A possible strategy to better facilitate 

engagement would be to establish in-person meetings for the follow-up period.   

Evidence supports various iterations of this in-person strategy.  One consideration would 

be integrating the program into a home health care plan for the 30 day follow up period.  A study 

by Padula et al. (2019) showed that a home care education/evaluation strategy may be effective 

in preventing readmissions in specific populations (permanent atrial fibrillation, age less than 

90).  Another study by Punchik et al. (2017) found that, among homebound patients, homecare 

was effective in decreasing hospitalizations and total in-hospital days.  Another strategy would 

be incorporating the program into weekly visits to a dedicated nurse-led heart failure clinic.  A 

study by Liljeroos and Stromberg (2019) found that implementing a nurse-led heart failure clinic 

in the primary care setting resulted in significant decreases in associated hospital admissions and 

ED visits.  It also found that patients managed in that setting were treated closer to guidelines 

and more satisfied with their care (Liljeroos & Strömberg, 2018).  A systematic review by Qiu et 

al. (2021) 

The education intervention did not encounter obstacles while patient’s were admitted 

though short stay admissions do not allow a large amount of time for multiple education 

sessions.  These sessions would be better delivered if extended over the duration of the 30-day 

follow-up period.  The telephone follow-up form, though well suited for a single 72-hour follow-

up call, was found to be cumbersome for serial calls.  Much of the information in the form would 

not change from call to call.  One consideration would be to use the full form for the first 72-

hour follow up call and a more abbreviated rapid assessment and education form for additional 

calls. 
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Unfortunately, the shortcomings of recruitment and engagement made it impossible to 

evaluate the effectiveness of the intervention as a whole.  Through this project, however, 

weaknesses in initial design can be determined.  New strategies to improve these shortcomings 

can then be considered, developed, and implemented in the next cycle.    

Conclusion 

Reducing hospital readmissions is a significant way to improve quality of life and 

decrease patient mortality.  Since heart failure is the greatest cause of readmission, reducing 

readmissions in this population serves to provide the greatest benefit.  This project was a quality 

improvement effort that standardized patient education and post-discharge telephone follow up 

with the goals of improving self-care capacity and reducing 30-day all cause hospital 

readmissions.  This project has been valuable in revealing the challenges that critical access 

hospitals often face in recruiting and engagement for quality improvement efforts.  These 

observations have prompted the development of new strategies to engage patients more 

effectively in future cycles.   
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Appendix 

Appendix A 

Cost-Benefit Analysis 

Items Cost  Benefit 
Printing expenses $50.00 Improved outcomes 
Staff time required $0 Increased ACO reimbursement 
Education/meeting time ($50/hour x 8) $400  

 

Appendix B 

Project Timeline Table 

Date Project Event 
July 2022 Approval of project proposal 
July 18, 2022-August 25, 2022 Application of intervention/collection of data 
September 2022-October 2022 Data analysis and outcome interpretation 
October 2022-November 2022 Dissemination of findings 
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Appendix C 

Rise Above Heart Failure Toolkit Checklist 
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Appendix D 

Target: HF Telephone Follow-Up Form 
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Appendix D 

SCHFI Instrument Use Agreement 
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