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Abstract
Purpose:  This scholarly project was to determine if an advanced practice registered nurse (APRN) – led transition 
of care (TOC) would positively influence the outcome of quality of life in congestive heart failure (CHF) patients. 
The purpose was to meet Medicare-mandated target goals in reducing readmission to 12%. The project investigates 
the gap between the time of discharge and transition of care. The improvement plan objectives are threefold: to 
increase retention of self-care activities utilizing the teach-back method while monitoring emergency room (ER) 
utilization and measuring benchmark assessment.  This project aligns with one of the Institute of Medicine [IOM] 
six dimensions of patient-centered care.  

Findings: In the period of February 22 – March 22, 2018, ten subjects were enrolled in the project (N=10).  Even 
though chi square analysis revealed no significant difference (x2 (1, N= 10) = 2.3746, p = .1233) in readmissions 
post intervention (See Appendix -T); APRN – led TOC demonstrated positive changes in teach back and reteach 
via leadership competences and clinical experience revealing overall improvement in trends.

Discussion: There were ten participants in the pilot study (N=10).  Out of these ten CHF patients one was readmitted 
in the 30-day period of the study.  All subjects were carefully followed and monitored.  Field assessment benchmark 
revealed that at one week 100% of all patients were retaining 90% or more of the self-care activities and maintaining 
appropriate priority tasks. There was no ER utilization and patients in the “yellow” zone knew what to do with a 
three-pound weight gain.

Keywords: Aging, Readmission Rates, Congestive Heart Failure, 
Drug Adherence, Transitional Care and Follow Up

Introduction
As the Centers for Medicare and Medicaid (CMS) shift to the use of 
Accountable Care Organizations (ACOs) reimbursement is expected 
to decrease and be based off outcomes versus current practices [1]. 
This shift has hospitals concerned when it comes to chronic diseases 
such as CHF and readmission penalties.
 
Current modalities and practices at MR include two dedicated discharge 
registered nurses (RNs), morning huddles, and implementation of 
social services. The effect on reducing readmissions for CHF patients 
have been minimal. See trends on Appendix – A. The problem 
statement is defined as the movement from one health care setting 
to the medical home and an untimely follow up puts CHF patients 
in a dangerous place for complications [2]. Lack of continuity 
coordination leaves the patient vulnerable at discharge and can lead 
to inadequate directions on whom to contact if symptoms deteriorate, 
and in effective symptom management [3, 4]. Data at this facility 

reveals that a small percentage of patients receive long term care 
(LTC) or skilled nursing care. A gap lies in the population that do 
not have access to supervised care post discharge. This population is 
approximately 30% of all CHF patients at MR (S. Rodden, personal 
communication, December 8, 2016). 

The literature shows the highest readmission rates occur during the 
five to seven days post-discharge [5]. Current traditional transitional 
of care follows up is two weeks. The gap between follow-up at two 
weeks and point of highest readmission rates. See Appendix A. This 
practice is not only costly for the hospital, it is not patient-centered. 
Medicare revealed 50% of patients who were readmitted in 30 days 
had minimal to no access to healthcare [1]. 

The break in transition of care leads to frequent visits to the 
emergency room [3]. This quality improvement (QI) project will 
seek to improve CHF patients’ retention of discharge instructions, 
implement the APRN to call and visit in the home to attempt to 
lower the readmission rates. 
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Purpose of the Project
The purpose of this project was to plan, implement, and evaluate 
a small pilot study. The method was to implement a teach-back 
session on each participant at discharge and again at the home visit 
via the APRN. The evaluation would collect the pass and fail rate 
of the teach-back tool. The evaluation aligned with objectives and 
outcomes in the project design section and were monitored closely 
for improvement.

Purpose, Objectives, and Outcomes
The purpose was to reduce preventable readmissions and lower costs 
by utilizing an APRN – led transition of care. The outcome measure 
was the number of readmissions within those 30 days. The outcome 
expectation was a 12% decrease in the number of readmissions in 
one month. This goal is recognized as Medicare’s and MR’s state 
mandated benchmark (S. Rodden, personal communication, Dec. 8, 
2016). This data was collected and analyzed at MR. The outcome was 
based on absolute percentages, raw data and a chi square analysis. 
This data was compared with the pre-data for significance. 

One objective was for the patient to verbalize his/her discharge 
expectations utilizing the teach-back method. The outcome 
expectation was a 90% pass rate. The outcome is based on the 
percentage of questions the patients answer correctly. The outcome is 
that patients would gain a better understanding at hospital discharge, 
including self-care expectations. 

Data was obtained on the ability to recall educational information 
during hospitalization and a one-week home visit with the same data 
collection [6]. Metrics were developed to self-report or interview 
participants of enhanced learning at discharge and at home visit. This 
metric measured how many questions they confidently answered 
correctly. Reteaching was also part of this projects outcome.

The next objective was the benchmark assessment. The data obtained 
was analyzed and compiled to aid in an observation of how the 
teach back method influenced self-care activities and ifthe patients 
had to utilize the ER. The outcome was analyzed for frequencies 
and presented in tables. The expected outcome was less than five 
percent utilization of the ER.

Another objective related to the fieldwork is the assessment. This 
assessment piece was to use as a benchmark that the APRN would 
determine patient’s base weight (at discharge and at one week follow 
up), review self-care activities (i.e., weighing daily), and instruct 
them on how to use the telemedicine and measurement tools (i.e. 
scale). Additional instructions include what to do when their weight 
increases more than three pounds, and how to know when it is in the 
“yellow zone” or caution. This piece was taught using the stoplight 
teach-back assessment tool. The outcome expectation was that the 
patient would notify the HHA/CCP or primary healthcare provider 
of finding by self-report. The outcome is that patient will seek aid 
with healthcare professional for additional medication adjustment 
versus preceding to the ER.

The Subjects
The inclusion criteria included subjects between the ages of 65-90 
years of age. A patient discharged from MR after being admitted 
with primary or secondary diagnosis CHF. The participants were 
chosen on a voluntary basis. The exclusion criteria included any 
patient requiring structural repair of the disease process. Structural 

repair means coronary bypass, aortic valve replacement, or mitral 
valve repair. Patients that reside in a skilled nursing facility (SNF), 
hospice, and long-term care facility and home health with another 
agency will be out of the scope of this project. Sampling would have 
consisted of a convenience while both are based on availability [7]. 

The Setting
The population of Mountain Regional (MR) and surrounding county 
is approximately 41,000 people (Census, 2016). MR is a not-for-
profit institution and rated 14.2 out of 100 for the cardiology and 
heart surgery scorecard [8]. MR is a 160-bed medical-surgical 
hospital in a rural setting. This facility has a coronary care unit, 
level 1 trauma ER, and cardiovascular intensive care unit. This 
geographical area is rural with the closest tertiary facility being two 
and a half hours away.

Tool
The instrument was used in the form of a stoplight CHF teach-back 
tool [9]. This four-question tool were used to measure the patient’s 
retention. See Appendix - E. The use of tables and flow sheets will 
record observations.

Operational Definitions
The tool is evidenced-based and has been validated by the Agency 
for Healthcare for Research & Quality (AHRQ) and was utilized to 
measure retention (2017) [9]. This tool uses zones for management. 
It consists of four questions. The questions are broken into three 
sections: green zone, yellow zone, and red zone. Each zone has 
symptoms associated with it. Question 1) what does it mean to have 
your symptoms under control and in the green zone? Question 2) 
what symptoms suggest you are in the yellow zone and need to call 
your primary care physician for medication adjustments? Question 
3) what symptoms indicate you are in the red zone and need to be 
evaluated right way? Question 4) what self-care activities do you 
perform daily as prescribed by the physician and practitioners? 
The numerator is the number of questions the patients get correct, 
and the denominator is the number of questions (Question 1) 5/5; 
(Question 2) 7/7; (Question 3) 6/6 & (Question 4) 4/4 for a total 
of 22. One question incorrect is a score of 95% and two incorrect 
is a score of 90%. 

Intervention
The intervention of implementing an education tool and an APRN– 
led transition of care utilizing the community paramedic program 
(CPP) or home health agency (HHA) instead of a mentor as a blended 
concept of the CTI and the Naylor’s modified model. 

The role of the DNP student was to create a relaxed, safe, and 
trusting environment. The stoplight teach-back tool allowed the 
APRN to compare retention at the time of discharge and at the one-
week visit. The behavior was measured for competency-based on a 
nonexperimental, flexible, and triangulation approach for increased 
validity. Steps in this process were as follows (see Appendix R):

1. The director of home health services coordinator notified the 
APRN about anticipated discharges that qualify for inclusion 
to the project. The APRN met the coordinator at the institution 
for briefing. The project was discussed with the participant and 
consent was obtained.

2. The discharge nurse notified the DNP student at the time of 
discharge. The APRN utilized the stoplight teach-back tool 
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and monitored the participants by voice, body language, and 
explanation of expectations. See Appendix-E.

3. The DNP student asked the participant four questions from 
the tool to see if he/she retained the discharge instructions. 
See Appendix-E.

4. Twenty-four hours after discharge, the paramedic or home 
health assistant (HHA) called the subject to assure the patient 
has obtained his/her medications and verifies a one-week 
home visit appointment. If the participant did not acquire their 
medications, the CPP and HHA intervened to assure that they 
acquired their medications. Several pharmacies in the area were 
identified to assist and deliver medications. 

5. After one week, the subject had a home visit. Both professionals, 
the APRN and the paramedic/HHA, conducted the home visit 
for observation and data obtainment. A questionnaire, checklist, 
stoplight teach-back tool, and flow sheet was available to 
measure the home visit progress. 

6. The participant’s weight at discharge and at home visit was 
measured. 

7. The follow up appointment with the primary care provider is 
secured and education is given. The participants are monitored 
for 30 days to determine causes for readmission.

Analysis
This project of program development and quality improvement 
utilizes plan, do, study and act (PDSA) cycle for systematic tests 
of improvement [10]. This project investigated qualitative and 
quantitative research questions and data. A systematic, retroactive 
chart review was performed on the pilot group of ten patients. This 
project utilized tools to assess retention, efficiency, and accuracy 
(Moran, 2012, p. 131). Critical literature review and appraisal of 
other researchers’ works provided information to promote a strong 
study design and limit bias [11]. The IHI Evidence-Based Model 
using the PDSA model is an organizational quality improvement 
model with fundamental distinction and techniques to execute 
changes [12]. The IHI quality improvement has three questions: 
1) what are we trying to accomplish? 2) How will we recognize a 
change as an improvement? And 3) what changes will result in an 
improvement? With the PDSA cycle, improvements can be achieved 
with this three -dimensional framework [13]. The way to a quality 
improvement project is to accomplish this task by studying the 
intervention and program improvement with the small incremental 
changes utilizing the systematic approach. PDSA is an ongoing 
process that the organization becomes more efficient as the team 
adopts the PDSA in their planning [14]. The purpose was to evaluate 
if such tools and intervention were in place, the overall goal or 
purpose is to lower readmissions for CHF patients to ultimately 
lower hospital costs and improve patients’ access to care during 
their most vulnerable time. Additionally, another primary focus and 
objective is to evaluate known the causes for readmission such as 
increased weight, non-adherence to medication, and/or the absence 
of follow up.

Results
In the period of Feb. 22 – March 22, 2018, there were 51 discharges 
with CHF and were recorded for the hospital service through the 
CDI nurses and inclusion criteria. Ten were enrolled into the project 
(N=10). The exclusion of 41 participants included that eight patients 
were transferred to SNF, two to hospice, four refusals, one long 
term care, five out of town during the planned follow up period, 18 
already enrolled into MR home health services and three to different 

home health agencies. The sample population were seven new home 
health enrollees and three to community paramedic program (CPP). 

Frequencies revealed 40% female and 60% male. The mean age 
is 76.9 (oldest 90 years of age, and youngest is 63 years of age). 

To measure the success of the interventions and the achievement 
of the first goal, pre-data was compared topost intervention data. 
The goal was a 12% reduction. Findings are consistent with a 10% 
reduction as found on Table 1.

Table 1: Readmission rates
Subjects In 7 days  In 30 days

1 0 1
2 0 0
3 0 0
4 0 0
5 0 0
6 0 0
7 0 0
8 0 0
9 0 0

10 0 0
Total 0 1(10%)

A chi square analysis using the SAS program was performed 
revealing no statistical difference in readmissions from the pre-
interventional (control group) to the post interventional group (test 
group). (x2 (1, N= 10) = 2.3746, p = .1233). 

The next objective of the QI project was focused on patients meeting 
self-care activities utilizing the teach back method. See Appendix – 
E. For this project the success rate will be set at pass rate of 90% of 
participants will achieve. These measurement intervals will occur 
at the discharge and one-week home visit. Only half (50%) or five 
passed the teach-back tool at discharge (three females and two 
males). The at home pass rate was 100% as found on Table2. 

Table 2: Scores
Subjects Discharge Home Test 

1 70% Refused
2 80% 90%
3 90% Refused
4 90% 100%
5 Refused Refused
6 80% 90%
7 90% 90%
8 100% 95%
9 68% 90%

10 95% Refused
Total Percentage 50% 100%
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Another objective of the QI project was a part of a field benchmark 
assessment. The data obtained was analyzed and compiled to aid in 
an observation of self-care activities and if patients had to utilize the 
ER. For this project the success rate was set at percentage of zero 
percent. The outcome was analyzed for frequencies and presented 
in tables and a narrative self-report. This goal was meet at zero 
percent. These measurement intervals were recorded at a 30-day 
interval as found on Table 3. 

Table 3: ER Utilization
Subject  ER Utilization

1 None
2 None
3 None
4 None
5 None
6 None
7 None
8 None
9 None
10 None

Total ER Utilization 0%

Another field benchmark assessment focused on weight gain. The 
goal was less than three pounds. As part of the teach-back, the 
“caution zone” or “yellow zone” or knowing when to call the primary 
healthcare provider or cardiologist was if daily weight gain was 
greater than three pounds with or without symptomology. These 
measurement intervals were recorded at the home assessment as 
found on Table 4. 

Table 4: Weight Assessment
Subject Discharge 

Weight
Follow up 

Weight
3lb weight >

Yes or No
1 160 Refused No
2 185 189 Yes
3 156 Refused No
4 149 152 Yes
5 172 Refused No
6 156 152 No
7 190 190 No
8 169 170 No
9 200 190 No
10 202 Refused No

Total % gain > 3lbs 20%

Significance
A single facility quality improvement plan indicates that the APRN– 
led TOC did not statistically impact the readmission rate per results 
of the chi square. When comparing month to month absolute 
percentages there was a ten percent readmission versus 16% for 
all CHF cases during the months project and an overall reduction 
when compared to 24.5% on the quality improvement reports. See 
Appendix – A & Table – 1. The goal was a 12% reduction therefore 

the goal was meet. 

The teach-back method did aid in retention and knowledge of self-
care as evidenced by the improved test scores at the home. These 
test scores went from 50% to 100% improvement. This objective 
was meet at 100%, the overall improvement reveals a positive trend 
and by self-report aided in patients “knowing what to do”.

Another QI projective objective was the field benchmark assessment 
results. The benchmark assessment revealed that the patients 
developed improved self-care activities with no ER utilization. 
This outcome was met. 

Patients that developed a weight gain of three pounds with or without 
associated progressive symptoms were directed by the APRN to call 
the primary care provider as part of the teach-back tool. This goal 
was meet with 20% of the patients responding to directions. Two 
patients had a three-pound weight gain and called the primary care 
providers for further treatment. One patient proceeded to his family 
doctor that day with intervention of additional diuretic for three 
days; the other patient was instructed through to take an extra dose 
of Furosemide that day. More importantly, both patients expressed 
increase knowledge of what steps to take when associated with 
weight gain in the “yellow zone” with or without symptoms. Self-
report of the patients being more cognizant of their “caution zone” 
symptomatology and were versed on when to contact their home 
care agency or provider for further instruction [15-54]. 

Limitations
The time constraint was the biggest limitation. This project needed 
time to follow the participants for a minimum of 60 days. The data 
was based on 30 days. The second limitation was the sample size. The 
sample size was so small that it is very difficult to determine a notable 
change. However, this a pilot study could begin a conversation or 
consideration for a bigger study in the future. 
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