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Abstract
The cost of care for congestive heart failure (CHF) patients can be greatly reduced by utilizing home health services.  However, baseline data analyzed on initial chart review of patients admitted to one local home health agency showed that interventions were not preventing rehospitalization within 30 days of hospital discharge.  A gap in management of CHF patients was identified at the home health agency.  Utilization of an evidence-based tool by clinical staff to instruct CHF patients on self-managing their care needed to be incorporated into the existing Pulmonary Disease Program (PDP).  This quality improvement project sought to address this gap by integrating the evidence-based tool “Self-Check Plan for HF Management”.  The outcome measurements evaluated were improvements in clinical staff adherence using this tool.  The Plan-Do-Study-Act model was used to guide and evaluate the change process.  Results showed that clinical staff improved adherence by 14% in teaching CHF patients at the initial visit using the tool.  Clinical staff adding the tool onto the plan of care for CHF patients improved by 10%. Furthermore, a 23% improvement in clinical staff adherence was demonstrated with documentation that the tool was reviewed at the next follow-up visit.  Therefore, clinical staff were prepared to continue utilizing a tool as part of their new Cardiopulmonary Disease Program (CDP) once it was integrated into the home health agency.   
Key words: congestive heart failure, readmissions, home health care
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Chapter One:  Overview of the Problem of Interest 
[bookmark: _Hlk516744138]Approximately 6.6 million adults in the U.S. live with congestive heart failure (CHF) (Andrikopoulou, Abbate, & Whellan, 2014) with 10% being 85 years of age and older (Jonkman et al., 2016).  Of those with CHF hospitalized for care, 25% or more will be readmitted within 30 days for exacerbation of symptoms (Feltner et al., 2014).  Triple Aim objectives for healthcare are to improve health of populations, improve quality of care, and reduce healthcare cost (Whittington, Nolan, Lewis, & Torres, 2015).  Benefits of using home health care for adult populations managing CHF include the opportunity for effective home health interventions and decreased cost of care compared to hospitalized care (Feltner et al., 2014; Maliakkal & Sun, 2014; Maru et al., 2015).  Unfortunately, after admission to one local home health care agency, 56.5% of adult patients with CHF were rehospitalized within 30 days.  The purpose of this chapter is to identify the problems with CHF and current processes at a local home health care agency.
Background Information
Management of congestive heart failure (CHF) is complex.  Strategies require identification and close monitoring of risk factors to prevent exacerbation (Andrikopoulou et al., 2013; Maru et al., 2015).  CHF is the number one primary diagnosis given to hospitalized adult patients 65 years of age and older (Maliakkal & Sun, 2014).  It also accounts for 25% or more of rehospitalizations within 30 days for exacerbation of symptoms (Feltner et al., 2014; Vedel & Khanassov, 2015).  Hospitalizations for CHF cost Medicare $6,200 per day (Pesko, Gerber, Peng, & Press, 2018) and over $24.7 billion annually for outpatient management (Andrikopoulou et al., 2014).  To prevent rehospitalization, efforts such as the “Hospital Readmission Reduction Program” have been instituted (Pesko et al., 2018).  Hospitals that do not effectively prevent rehospitalization of patients within 30 days of discharge are penalized.  Medicare payments are given to other hospital institutions with less rehospitalizations (Pesko et al., 2018).  Also, hospitals are only compensated by Medicare for half the rate of care for patients rehospitalized within 30 days (Angela Griffin, personal communication, May 29, 2018).        
Significance of Clinical Problem 
[bookmark: _Hlk516745295][bookmark: _Hlk516764663]For one local home health agency in North Carolina, the rehospitalization rate is 23.6% for all patients admitted to services.  The rehospitalization rate has caused the agency to reach a tipping point where changes in current processes need to occur.  The Rehospitalization Committee was established by the Executive Director to assist administration that are unable to take on the issue of increased rehospitalizations due to other obligations.  Approval was obtained for this project to assist the Rehospitalization Committee using an evidence-based method to assist in improvement of current processes (Appendix A).  
A chart review was conducted on patients readmitted to the hospital within 30 days after admission to home health services.  Of the 23 patients rehospitalized, 13 (56.5%) had a primary diagnosis of congestive heart failure (CHF) (Appendix B).  The current program in place at the local home health agency to care for CHF patients is the Pulmonary Disease Program (PDP).  This program design includes front loading visits for skilled nursing to visit the patient frequently at the start of services.  If the patient remains stable, visits are decreased over the course of 60 days.  Patients in the PDP are normally extended at least four more weeks to include another 30 days to continue monitoring for complications.  Cardiopulmonary assessments are another component of this program.  The first part of cardiopulmonary assessments are vital signs assessing heart rate, blood pressure, oxygen saturation, respirations, temperature, and daily weight.  A second part of cardiopulmonary assessments is listening to lung sounds and assessing edema.  A third part is medication adherence.  Lastly, a high-risk call log is initiated.  Clinical staff have received prior instruction to call high risk patients to assess their status daily until visits have been established and their condition is stable.  However, no evidence-based literature is being provided to patients/caregivers to self-monitor for complications.         
Question Guiding Inquiry (PICO) 
Population.  Adult patients with noncongenital acquired CHF
Intervention. “Self-Check Plan for HF Management” (AHA, 2015)  
Comparison.  Current Pulmonary Disease Program (PDP) 
Outcome.  Integrate “Self-Check Plan for HF Management” into routine practice at the local home health agency
Problem Statement
A major concern identified for the local home health agency was a gap in care provided to congestive heart failure (CHF) patients. The Pulmonary Disease Program (PDP) includes clinical staff performing cardiopulmonary assessments and monitoring patients by phone using a high-risk call log.  However, there was no documented evidence-based literature provided to patients/caregivers to self-monitor for symptoms of CHF complication.  Evidence-based interventions and adherence of clinical staff is imperative in treating CHF patients (Andrikopoulou et al., 2014).  One evidence-based intervention for CHF is the “Self-Check Plan for HF Management” by the American Heart Association (AHA) (Appendix C).  Copyright permission was obtained from AHA to use this tool as a resource to provide to patients/caregivers as part of this project (Appendix D).  Therefore, the purpose of this quality improvement project is to supplement the current PDP with the “Self-Check Plan for HF Management” tool.  The desired outcome is integration of the tool into routine home health care practice of adult patients with noncongenital acquired CHF.
Justification of Study
Home health services is a cost-effective means of delivering care to adult patients with CHF (Feltner et al., 2014; Maliakkal & Sun, 2014; Maru et al., 2015).  One local home health agency provides health care to an average of 400 patients in the home environment in three counties located in North Carolina.  An episode with home health care cost $2,023.79/60-days for patients with a CHF primary diagnosis (Anthony Gesell, personal communication, May 10, 2018).  Therefore, utilizing home health services that charges $2,023.79/60-days is cost effective compared to hospitalization cost of $6,200 per day.  
Theoretical Framework
The theoretical framework for this project will incorporate Rogers’ Diffusion of Innovation change model.  This model was designed originally using a “diffusion curve” (Appendix E).  Everett Rogers developed the theory on how change or an idea initiates, then reaches a tipping point, and eventually diffuses across the rest of the population.  The importance of this model is that it emphasizes peer networking and effective communication to create changes (Kaminski, 2011).
Two components make up this theoretical framework with innovation and diffusion (Zhang, Yan & Spil (2015).  The first component, innovation, has five elements of “relative advantage, compatibility, complexity, trialability and observability” (Kaminski, 2011, p.3).  These five elements of innovation are the perceived qualities by which information is received and then viewed by the individual.  The individual will either perceive the change as beneficial or processes should remain the same (Zhang et al., 2015).  
  Initially, relevant advantage occurs when one or two individuals will adopt an innovation based on a new idea or elicit change process improvement.  Existing methods that are evidence-based practice and relevant changes create the second element compatibility.  The ability to perceive the connection between evidence-based practice and change promotes validity of the innovation.  The third element, complexity of the innovation, is individual perception with level of difficulty to elicit change.  Using fewer complex methods will be more accepted by individuals involved in the process.  The fourth element, trialability, provides individuals a method without large investments of resources and time.  Methods are attempted versus made permanent to allow time for results.  Observability is the fifth element.  It provides individuals with results and benefits of the change.  Diffusion will occur the more these elements relate to the individual to establish further integration into practice (Zhang et al., 2015).  
Diffusion is the second component of Rogers’ Diffusion of Innovation.  It provides an explanation of the social system involved in the change process.  Initially, an idea is accepted by individuals categorized into a small group that by natural creative interest or perception gain an interest.  As the idea expands, it is passed on to others by peer networking.  As the idea is diffused throughout each adopter group, a level of significance is reached.  This level of significance is a tipping point.  It is the moment when the idea will become successful or detrimental enough to provoke a change.  After the tipping point, the change then goes on to diffuse throughout the rest of the group.  This occurs until the change is integrated into practice (Kaminski, 2011).  
To achieve diffusion for this quality improvement project, clinical staff will be educated on a simple tool with the “Self-Check Plan for HF Management” to integrate into practice.  Clinical staff adherence will be monitored and encouraged throughout the implementation phase to improve diffusion of the new process into home health care practice.
The diffusion curve exhibits each group and shows at what point to expect the greatest influence to be noticeable.  Innovators are the first 2.5% of the group that will easily accept the change.  They will start the process of spreading and motivating others.  Early adopters in the group are the next 13.5% that will serve as the role models and testers of the process change.  Following early adopters are early majority making up 34% of the adopters.  They avoid risk associated with changes, require proof that the change will benefit the group, and are considered prudent opinion leaders that will take into cost.  Late majority are the next 34% of adopters.  They are aware of cost effects, are not technology savvy, and respond well to peer pressure.  Lastly, are the Laggards representing 16% of adopters.  They are not very receptive to change.  Their comfort level is to remain doing the same process.  Benefits of using this theoretical framework are that it fits how society works with networking and role modeling (Kaminski, 2011).  The adopters for this project are noted using the diffusion curve (Appendix E).
Project Question
1. Did clinicians explain to patients/caregivers on the initial visit the “Self-Check Plan for HF Management” to be integrated into home health visits?
2. Was the Plan of Care (POC) on Start of Care (SOC) Oasis updated to reflect the “Self-Check Plan for HF Management” using the correct statement?
3. Did clinicians review the “Self-Check Plan for HF Management” at the next follow-up visit after admission to home health service?


Definition of Terms
According to Andrikoupoulou, Abbate, & Whellan (2014), congestive heart failure (CHF) is “a complex composite of functional, structural, and biochemical changes, with a progressively deteriorating natural course intermixed with episodes of acute decompensation” (p. 304).  The American College of Cardiology Foundation (ACCF) and the American Heart Association (AHA) define CHF as a “complex clinical syndrome that results from any structural or functional impairment of ventricular filling or ejection of blood” (Yancy et al., 2013, p. e246).  There are four stages of CHF: (A) at risk, (B) structural disease without symptoms, (C) structural disease with symptoms, and (D) refractory with specific interventions required.  Symptoms can include, but not limited to, shortness of breath/dyspnea, cough, edema/swelling, fatigue, and/or inability to engage in exercise (Yancy et al., 2013).  Therefore, frequent follow-up is needed to prevent multiple hospital visits and exacerbation of symptoms.
Healthcare provided in the home environment is home health care.  These services consist of professionals providing health care for conditions requiring frequent follow-up such as wounds, education on chronic disease management, medication management, and foley catheter management.  Services assist and support chronically ill patients in remaining in the home environment safely.  Home health services are crucial and beneficial for patients that meet homebound criteria to prevent further deterioration or complications (Maliakkal & Sun, 2014).     
Summary
Home health services are a beneficial and cost savings approach to managing congestive heart failure (CHF) for adult patients.  To prevent rehospitalization, it is imperative to improve home health service processes to prevent exacerbation of symptoms.  A gap in current processes at one local home health agency was identified.  After conducting a chart review, no literature on self-monitoring is being provided to CHF patients/caregivers.  An evidence-based method of improving management of CHF is a tool on self-monitoring for symptoms of complications.  The AHA approved use of an evidence-based tool with the “Self-Check Plan for HF Management” to supplement the current Pulmonary Disease Program (PDP) at the site.  By adding an evidence-based tool to the existing PDP, there is potential in reducing rehospitalizations and improving quality of life for CHF patients.    
    
    

[bookmark: _Hlk1205347]
Chapter Two:  Review of the Literature 
Initial search strategy was conducted in an older version of CINAHL using MeSH terms “home health”, “readmission”, and “heart disease”.  Filters included English language only, adults 65 +, USA geography, and timeframe April 2013 to April 2018.  Results produced seventy-five articles after combining terms.  After considering the focus of the project, it was decided to use “congestive heart failure” specific for “heart disease”.  From the initial search, ten articles were kept.  Although the timeframe chosen was from 2013 to 2018, one article managed to be included in the original search results that was first published in 1997.  This article was kept based on the relevance to the project and topic.        
The second search strategy was conducted using MeSH terms in the updated version of CINAHL and PubMed with “congestive heart failure”, “home health care”, and “readmissions.”  Filters included English language only, adults, and United States of America (USA) geography.  Results from this search produced forty-six articles.  All articles were saved to RefWorks.  Three documents were removed after checking for duplicates.  Articles were then screened reading the abstract solely.  Thirty-eight articles were excluded based on lack of relevance to the project.  Fifteen full text articles remained to be assessed for eligibility.
Criteria included peer reviewed articles and research studies examining management of congestive heart failure (CHF) for adult patients using home health services.  Criteria that excluded articles and studies included designs that focused on medication treatment, therapy treatment, telemonitoring as a sole intervention, or outcome that showed interventions were not effective.  Three qualitative and six quantitative articles remained for inclusion into this project (Appendix F).
A literature matrix was completed using the final nine articles (Appendix G).  Level of evidence are from I to VII.  Level I articles are the highest.  They incorporate well-designed systematic reviews or meta-analysis that provide the evidence to support clinical practice (Melnyk, 2005).  There were four Level I articles included in the literature matrix.  Two Level II single randomized controlled trials were included in the literature matrix.  No Level III articles were included.  Three Level IV with cohort or case-controlled studies was included.  There was no Level V systematic review of qualitative studies included (Melnyk, 2005).  No Level VI single qualitative studies or Level VII expert opinion articles were included (Melnyk, 2005).  
Best Practices Managing CHF
Self-management for congestive heart failure (CHF) was noted multiple times during the literature review as key in monitoring and preventing rehospitalization (Andrikopoulou et al., 2014; Auerbach et al., 2016; Feltner et al., 2014; Maliakkal & Sun, 2014; Shipton, 1997; Vedel & Khanassov, 2015).  Andrikopoul et al. (2014) found that CHF patients have existing risk factors that increase exacerbation of their symptoms.  Stabilizing risk factors without delays in interventions can prevent CHF patients from requiring emergency care.  This can best be done in three simple steps: 1) modification of existing risk factors initiating effective interventions 2) self-monitoring exacerbation of symptoms, and 3) influencing self-management.
Feltner et al. (2014) found that home health programs reduce hospital readmissions.  The programs reviewed included clinical staff education provided to patients in the home environment one-on-one, instructions on self-monitoring for complications, medication reconciliation, and physical assessments.  Rehospitalization within 30 days was reduced and mortality rates were improved by 3-6 months.
Shipton (1997) found information provided, especially to the elderly, needs to be reinforced at follow-up visits.  The home setting is the ideal place for these visits in that they provide one-on-one care between clinical staff and patients.  Also, concise information works best for elder patients.    
Vedel and Khanassov (2015) found that using a high intense intervention, which included self-management and proper follow-up, reduced emergency department visits by 29% and hospital readmissions by 8%.  Congestive heart failure exacerbation and patient’s lack of understanding about their treatment are the main reasons for hospital visits.  Follow-up conducted in outpatient clinics or by telephone solely did not improve hospital visits.  However, home health services combined with self-management and follow-up made them high intensity interventions.         
Home Health Services Role
Home health services are an evidence-based method for congestive heart failure (CHF) management (Feltner et al., 2014; Jonkman et al., 2016; Maliakkal & Sun, 2014: Maru et al., 2015; Pesko et al., 2018; Shipton, 1997; Vedel & Khanassov, 2015).  Feltner et al. (2014) found that home health services reduce mortality and rehospitalizations.  This article included forty-seven trials, mean age of 70 years, and adult patients with CHF.  Home health services prevented 30-day readmission rates and improved mortality for CHF patients.  Interventions provided by home health services consisted of patient education, self-care management instruction provided and reinforced at visits, cardiopulmonary assessments, medication reconciliation and teaching.
Jonkman et al. (2016) found that education provided by home health service on self-monitoring for symptoms of complication improves patient outcomes.  Mortality and rehospitalization is reduced by up to 4% each month interventions are provided.  It was concluded that future observation on self-management components could possibly benefit CHF patients.
Maliakkal and Sun (2014) examined four symptoms of CHF exacerbation with orthopnea, lower extremity edema, exertional dyspnea, and nocturnal dyspnea.  These symptoms were reduced by 27% to 44% when patients learned how to report them after being instructed by home health service.  Home health service reduced the cost to care for CHF patients by 85% compared to hospitalization.
Cost Associated with CHF
Cost of home health services as part of management with congestive heart failure (CHF) at the local home health agency was assessed.  The cost of an episode for adult patients with CHF as a primary diagnosis is $2,023.79/60-days using home health services (Anthony Gesell, personal communication, May 10, 2018).  Marue et al. (2015) compared cost of home health service interventions to outpatient clinic interventions for management of CHF.  Home health care cost for CHF management was $12,405 less per person compared to outpatient clinic care.   Pesko et al. (2018) compared cost of home health services to hospitalization care for CHF patients.  Hospitalization for CHF was $6,200 per day and home health care $135 per day.  Maliakkal and Sun (2014) report the cost of hospitalized care for CHF paid by Medicare each year is at least $17 billion for patients 65 years of age and older.  
Staff Adherence
Intervention design may affect self-management leading to rehospitalization for CHF patients (Jonkman et al., 2016).  Frequently, multiple clinical staff are required to provide CHF education to patients/caregivers.  It is therefore crucial that education provided is standardized and concise (Maliakkal & Sun, 2014).  
For example, Shipton (1997) produced a standard method for home health service clinical staff to use when teaching CHF patients on self-management skills.  The tool was a booklet that clinical staff used to teach CHF patients.  From this method, inconsistency in clinical staff adherence on educating CHF patients made it difficult to assess the benefits of the design.  Staff complained that the booklet was too long and confusing for patients to use.  Lack of some staff adherence created confusion for other professionals involved in the patients care as well.  Therefore, it can be assumed that intervention design and staff adherence play a significant role in health promotion outcomes.  
Auerbach et al. (2016) found that healthcare systems continue to fail in preventing rehospitalizations.  Staff adherence in completing rehospitalization improvement programs prevents efforts to reduce rehospitalization.  Preventable causes account for 26.9% of rehospitalizations.  In 19.3% of factors associated with rehospitalizations, complications from unmanaged symptoms are the highest.  The second highest factor in 18.6% of cases are patients not knowing when or whom to contact for exacerbation of symptoms.  Prevention of rehospitalization requires patients to effectively self-monitoring their disease process.  This article concluded that adherence of health care professionals to effectively support patients post discharge from the hospital creates an opportunity to prevent rehospitalizations.
Limitations of Literature Review Process
 Limitations of articles reviewed involved the lack of evidence-based interventions. While most articles reported patient education, no specific evidence-based literature was reported.  Only one article reported an evidence-based booklet.  The limitation using the booklet was the length not simple enough for older adult patients to use, time constraints preventing professionals in reviewing the material, and inconsistency of staff instructing on the booklet (Shipton, 1997).  
Summary
The literature review supports self-monitoring intervention in management of congestive heart failure (CHF) (Andrikopoulou et al., 2014; Auerback et al., 2016; Jonkman et al., 2016; Maliakkal & Sun, 2014; Shipton, 1997; Vedel & Khanassov, 2015).  Best practices to prevent rehospitalization among CHF patients are to stabilize risk factors without delays in interventions (Andrikopoulou et al., 2014).  Also, home health services are a viable resource and cost-effective measure in managing CHF in the home environment (Anthony Gesell, personal communication, May 10, 2018; Feltner et al., 2014; Jonkman et al., 2016; Maliakkal & Sun, 2014: Maru et al., 2015; Pesko et al., 2018; Shipton, 1997; Vedel & Khanassov, 2015).  Another essential component of patient care is staff adherence in following standardized interventions (Auerbach et al., 2016; Shipton, 1997).  Although limitation found in the literature review was vague on use of an evidence-based tool, it does suggest a self-monitoring tool that is concise would prevent rehospitalization.  Using a self-monitoring tool also creates the opportunity to improve mortality rates among CHF patients.




[bookmark: _Hlk1211252]Chapter Three:  Methodology
This chapter covers the methods that were used to complete this quality improvement project.  The methodology behind self-management is empowering patients to self-monitor for symptoms of complication with congestive heart failure (CHF) without delay to prevent exacerbation of this disease (Andrikopoulou et al., 2014).  The goal was to integrate the “Self-Check Plan for HF Management” into routine practice for promoting patient/caregiver home care of CHF.  Plan and action evaluated are discussed in detail.
Design
The design was developed by incorporating the current Pulmonary Disease Program (PDP) and supplementing with the evidence-based tool “Self-Check Plan for HF Management”.  Staff have received previous instruction by Managers of Clinical Practice (MCP) on the PDP process. The current PDP components were:
1. Cardiopulmonary assessments:
a. Vital signs with blood pressure, heart rate, respirations, oxygen saturation, daily weights
b. Lung sounds auscultating for abnormal sounds
c. Evaluating for symptoms of edema/swelling.  Includes abdominal girth measurement or ankle and calf measurements if patient is unable to stand to weigh.  
2. Medication reconciliation, teaching, and monitoring of adherence to prescribed medications
3. High risk call log established at admission to home health service with daily phone calls to patients assessing their status until follow-up visits with a skilled nurse have been established.
The tool that supplemented the current Pulmonary Disease Program (PDP) was the “Self-Check Plan for HF Management” (AHA, 2015).  Staff were instructed during an informal presentation prior to a scheduled staff meeting in August 2018 (Appendix K).  Copies of the tool and written instructions were provided to staff in a folder at a scheduled staff meeting.  Instructions were provided verbally and written to ensure staff followed a standard method (Appendix H).   The following were the instructions:
1. Initiate the “Self-Check Plan for HF Management” on the Start of Care (SOC) visit by reviewing with patient and caregivers if available.  Post this instrument on the refrigerator using the Kindred magnet supplied in the SOC packet.  If the patient is immobile, place the instrument next to where they reside in the home.
2. On the plan of care (POC) on the SOC oasis under “Interventions”; “Cardiopulmonary Specialty Orders”; removing the “Telemonitoring” text and adding “Self-Check Plan for HF Management to be instructed on to patients/caregivers by skilled nursing, physical therapy, and occupational therapy.”  Under “Goals”, “Cardiopulmonary”, “Other”, include the statement: “Patients/caregivers will be able to demonstrate effective use of the “Self-Check Plan for HF Management.”
3. On the SOC oasis, “Skilled Services/Skilled Teaching”, check box for “Disease management” and document the statement “Patient instructed on use of “Self-Check Plan for HF Management”.  Check appropriate patient response with 1=Verbalized understanding; 2=Return Demonstration; 3=Needs Further Instruction.  
4. At the next follow-up visit, review the “Self-Check Plan for HF Management” and document on the visit note this was completed with appropriate patient/caregiver response with verbalized understanding, return demonstration, or needs further instruction.
Setting
[bookmark: _Hlk536287050]Clinical staff provide patient care in their home environment.  Home environment locations are in three North Carolina counties.  Components of the Pulmonary Disease Program (PDP) were conducted in the home.  The “Self-Help Plan for HF Management” tool was implemented by clinical staff in the patients home as well.  
The second setting for this project was the project site office.  Chart reviews were conducted at the project site office located centrally in the territory covered.  Clinical staff utilize the office to meet with managers, clerical needs, and obtain supplies involving patient care.  The office conference area was the ideal location to teach clinical staff and provide materials on the tool to be implemented along with the current PDP.    
Sample
The sample included all clinical staff that admit patients to the home health agency.  Admitting clinical staff include registered nurses, physical therapists, occupational therapists, and speech therapists.  Licensed practical nurses do not admit patients to home health services; however, they do complete follow-up visits.  Therefore, they were included in this project.  Clinical staff excluded were home health aides and social workers. 
Methods
Beginning August 2018, registered nurses, licensed practical nurses, physical therapists, occupational therapists, and speech therapists selected for the project were to attend a scheduled staff meeting conducted on Thursdays.  Presentation included a verbal overview of the project being conducted.  Folders with the tool and written instructions scripting staff were provided.  Verbal instructions of the process were conducted.  At the end of the presentation, clinical staff were provided the opportunity to ask questions to resolve any misunderstandings of instructions.  Clinical staff were provided an email address to contact for further questions or concerns.
Starting September 1, 2018, the “Self-Check Plan for HF Management” was scheduled to be implemented by trained clinical staff at every start of care (SOC) for adult noncongential acquired congestive heart failure (CHF) patients.  Clinical staff were instructed to educate adult CHF patients on the tool at the initial SOC visit.  Documentation was to be entered on the SOC and plan of care (POC) using the scripted statements in the written instructions by the clinical staff.  Clinical staff provide report in the chart on initial SOC with patient status, issue with reason for patient being admitted to services, focus of care that includes all pertinent disease processes, and frequency of visits.  At the next follow-up visit, clinicians were to review the tool with the patients/caregivers and provide documentation.  Chart audits conducted biweekly were assessed the following: 1) documentation the tool was initiated at SOC, 2) documentation the POC was updated with the correct statements, and 3) documentation the tool was reviewed with the patient at the next follow-visit.  This information, using yes or no answers, was entered on a data collection tool.  Implementation was scheduled to end October 31, 2018.
At the end of the implementation phase, staff adherence was analyzed using biweekly chart audits.  Results of the yes and no answers from the data collection tool showed whether clinical staff completed the process to integrate the “Self-Check Plan for HF Management” into the current PDP.  Inconsistency in staff adherence providing education to patients/caregivers can decrease quality of care and create confusion (Shipton, 1997).  Effectively monitoring programs in place to care for patients is essential to decrease rehospitalizations (Auerbach et al., 2016).  Results of these findings will be presented April 2019.
Protection of Human Subjects
Materials did not have any patient identifiers listed.  Chart reviews were conducted on the project site computers and company program using an employee ID and password.  Data that was analyzed included specific statements on using the tool “Self-Check for HF Management” by clinical staff to instruct patients/caregivers.  Clinical staff identifiers were not used.   
Instruments
The American Heart Association (AHA) is the largest organization dedicated to heart disease (American Heart Association [AHA], n.d.).  The tool used was the “Self-Check Plan for HF Management” designed by the AHA.  This tool was originally used in the “Rise Above Heart Failure” initiative by the AHA to improve management and outcomes for congestive heart failure (CHF) patients.  The common goal of the initiative was to improve awareness of heart disease and prevent further complications (AHA, 2017).  After contacting the AHA by phone, a follow-up email was received from the organization with a link to complete copyright forms.  Copyright forms were completed.  An email and phone call were received by the AHA with an agreement to be signed.  After signing the agreement and sending back to an AHA representative, permission was given to use the “Self-Check Plan for HF Management” (Appendix D).
The tool “Self-Check Plan for HF Management” design incorporates some of the main symptoms of heart failure to monitor.  Goldman (2018) interviewed Cardiothoracic Surgeon Dr. Magliato.  Dr. Magliato, a former president of AHA that participated in the “Rise Above Initiative”, reported that 58% of patients in an AHA survey did not know symptoms of heart failure to report. 
Neumer et al. (2015) found that the AHA has developed evidence-based guidelines and teaching tools for early recognition of complications.  The AHA also engages with the Centers for Disease Control (CDC) and the Institute of Medicine (IOM) to provide support for quality improvement programs using best practice.  The goal of the AHA is to improve outcomes, decrease cost, and save thousands of lives.  
A document with written steps for staff on the process using the “Self-Check Plan for HF Management” was included in project packets.  It is important that communication be clear and concise on the plan of care (POC) to be approved by providers.  To prevent inconsistency in staff compliance when providing education to patients, a valid option would be to script staff with the written process (Pesko et al., 2018).       
Data Collection
A Microsoft Excel worksheet was developed using outcomes to be evaluated (Appendix J).  Biweekly chart audits were conducted from September 1, 2018 through October 31, 2018.  Information assessed was documentation on the start of care (SOC), plan of care (POC), patient education, and follow-up visit note.  The outcomes assessed were the following:
1.  “Self-Check Plan for HF Management” initiated at start of care (SOC)
2.  Plan of Care (POC) updated
3.  Follow-up visit “Self-Check Plan for HF Management” reviewed
Data Analysis
Whether staff performed each step was answered by yes or no.  The total number of answers were entered for each outcome on the Excel worksheet.  The last step of data analysis was to total all yes or no answers for each outcome and provide a staff adherence percentage total (Table 3.1).
Budget
No indirect cost will incur in that increased staff will not be needed for this project beyond regular services.  Direct cost will include supplies with paper, copies printed of the tool, folders, and ink cartridge (Appendix J).  Item cost were obtained from Staples Supply Store.  A ream of paper with 500 pieces cost $7.29.  Since 56.5% of patients from the previous sample had congestive heart failure (CHF), the estimate for this project for CHF patients that will be admitted from September 1 to October 31 will be approximately the same.  The average number of patients admitted to home health service in 1 month is approximately 150.  If 56.5% of these patients have CHF, then there will 28.25% of those patients with CHF.  For two months, that total will be 56.5 patients with CHF.  Therefore, we will estimate 60 copies will be needed.  Cost of copies is $0.32 per page bringing the total cost of $19.20.  Folders with staff instructions and the tool for staff to use to organize materials will be pendaflex 2-divider folder.  For a box of 10, the cost is $70.89.  There are 13 nurses, 5 physical therapists, 4 occupational therapists, and 2 speech therapists.  Therefore, 3 boxes of folders will be needed bringing the total cost for folders to $212.67.  Lastly, an ink cartridge for a Canon printer using black and color ink will be needed. The cost of two ink cartridges will be $54.99.  This brings the total cost of the project to $294.15
EBP Change Theory 
One process that is popular for improving quality of care is the Plan-Do-Study-Act (PDSA) tool developed by Edward Deming.  This conceptual framework assists in sustaining improvements through continuous small changes implemented using the PDSA cycle (Donnelly & Kirk, 2015).  The PDSA provides a structured approach in a continuing effort to resolve specific issues.  An effective component of this tool is the ability of the cycle to address barriers preventing resistance to change.  Individual barriers are knowledge deficit, carrying out change without using an effective change tool, and sustainable requirements not considered.  Organizational barriers are inadequate resources completing requirements needed for the project.  This may create conflict with staff commitments in their job duties leading to decreased productivity.  External barriers are conflicts of interest such as ones that exist between stakeholders and financial institutions (Crowfoot & Prasad, 2017).
The first step in using the PDSA is Plan.  This is the problem statement that clearly states what the issue is that needs to be changed.  It needs to be clearly justified in simple terms why it is a problem (Crowfoot & Prasad, 2017).  Major concern identified for the local home health agency is the gap revealed in the current Pulmonary Disease Program (PDP) and no evidence-based literature being provided to patients/caregivers.  This is the problem statement for this quality improvement project.    
The second step is Do.  Implementation is the stage of the plan changes are made to address the problem.  Data is collected to measure how effective the intervention was at making the change.  The implementation phase for this project begins September 1, 2018.  The “Self-Check Plan for HF Management” will be integrated into practice at the project site.  Data will be collected conducting biweekly chart audits on staff adherence.  The implementation phase ends October 31, 2018.  Data will be analyzed by November 26, 2018.
The third step is Study.  Information will be assessed on level of staff adherence integrating the evidence-based tool into practice.  Measurable data will be analyzed producing a statistical means of providing results justifying whether the change benefited the facility or whether other changes will need to be made to make the change occur to the point of benefit. Lessons are learned with each step and new or modified information is produced.  Focusing on those lessons learned creates evidence-based practice for future studies and programs (Crowfoot & Prasad, 2017).  Staff will be encouraged to continue following written steps and teaching on the tool at start of care (SOC) and follow-up visit.  Email correspondence biweekly to staff and reminders at monthly staff meetings by the Executive Director will be method of encouraging staff adherence.   
The last step is Act.  Typically, future projects are proposed or modification to the next PDSA cycle is completed with this step.  This step repeating the PDSA cycle gives meaning to the process change.  One plan builds onto the next leading to evidence-based practice (Crowfoot & Prasad, 2017).  Presentation in April 2019 and possible future publication will be Act steps for this quality improvement project.
Summary
In summary, self-management using an evidence-based tool “Self-Check Plan for HF Management” was the methodology behind this project.  The design encompassed the Pulmonary Disease Program (PDP) supplementing with the evidence-based tool.  Having an evidence-based tool ensured validity of the project design.  Written instruction was the next tool used.  Scripting staff ensured a standard of care was followed to prevent confusion amongst the clinical staff.  This increases quality of care for patients.  The setting for integrating the tool was the patient home environment.  The local home health office was ideal for educating staff and performing chart reviews.  Data collection and results assessed staff adherence in using the “Self-Check Plan for HF Management” as part of the PDP.  The budget exhibits benefit of the project with no cost to the organization and limited cost for the project.  The PDSA cycles completed provided structure for the process to be integrated into the home health agency.

Chapter Four:  Pre-implementation Planning
An essential component of developing a quality improvement project is allocating committee members and forming partnerships that will ensure the project will be successful.  Improvement in processes and leadership skills are learned during the project (Moran, Burson, & Conrad, 2014).  Pre-implementation consists of identifying committee members, ensuring clinical staff are on board with the project, IRB approval, and desired outcome statement for this project. 
Project Purpose 
The purpose of this quality improvement project was to supplement the current Pulmonary Disease Program (PDP) with the “Self-Check Plan for HF Management” tool.  The desired outcome was to the integrate the tool into routine home health care of adult patients with noncongenital acquired congestive heart failure (CHF).
Project Management
Organizational readiness for change.  The organization hired a registered nurse in the position of Cardiopulmonary Manager of Care Practice (CMCP).  Her role in the home health agency is to improve management of patients with cardiovascular disease processes.  The Rehospitalization Committee was developed to improve the rehospitalization rate.  Recruitment for members on the Rehospitalization Committee was implemented by the Executive Director.  The Executive Director requested this quality improvement project to assist management currently overwhelmed with other obligations.  
Inter-professional Collaboration.  A Manager of Care Practice (MCP) for the local home health agency expressed concern regarding the high rehospitalization rate that contributes to the agency star rating.  After the MCP discussed further with the Executive Director, he agreed with this quality improvement project to assist administration that have other obligations.  Additionally, a Rehospitalization Committee was developed using other disciplines with nurses, physical therapists, occupational therapists, and speech therapists to provide input and assist in improvements. 
[bookmark: _Hlk1211424]Risk management assessment.  Using the SWOT analysis, the project sites external and internal influences were identified (Crowfoot & Prasad, 2017).  Key stakeholders at the project site are the Executive Director, Managers of Clinical Practice (MCPs), nurses, physical therapists, occupational therapists, and speech therapists. The project site has strengths consistent with space availability, knowledgeable managers, patient quality of care top priority, and home visits provide the opportunity for staff to meet one-on-one with patients.  However, weaknesses consist of clinical staff having different levels of training, inconsistency with patients getting the same clinical staff for visits, gap in congestive heart failure (CHF) education, and a high rehospitalization rate.  These weaknesses can lead to threats of rehospitalization, poor patient satisfaction with care, and poor staff compliance.  This quality improvement project provided the project site an opportunity to implement a new process for management of CHF patients, improve staff adherence and training, and to reduce the rehospitalization rate (Appendix L).    
Organizational approval process.  Initially, discussion with a Manager of Clinical Practice (MCP) at the project site identified an issue regarding the high rehospitalization rate.  The MCP spoke with the Executive Director regarding an opportunity utilizing a current employee for quality improvement due to other administrative staff obligations.  The Executive Director made contact by email and a follow-up phone call was conducted discussing the need at the project site.  After agreeing to support this quality improvement project, a letter of support was received from the Executive Director.  A site contract was completed to use the project site through the school institution.
Information technology.  Computer program for the home health agency was utilized for initial chart review.  Microsoft Word program was utilized to organize and present most of the quality improvement project.  Excel program was used for data collection and analysis.  Powerpoint program was used for the poster presentation.  
Plans for Institutional Review Board Approval.  No IRB approval was needed at the project site as it was reviewed and deemed not human subject research.  The school institution Office of Research reviewed the project and deemed it quality improvement (Appendix M).   
Plan for Project Evaluation
Demographics.  Participate demographics consist of discipline specialty and number for each specialty.  No other demographic data was used for this quality improvement project.  
Outcome measurement. 
1.  Was the “Self-Check Plan for HF Management” being explained to patients and integrated into home health visits at the initial visit?
2.  Did staff update the POC with the correct statements?
3.  Did staff review the “Self-Check Plan for HF Management” at the next follow-up visit?
Evaluation tool. The evaluation tool was an Excel worksheet.  Biweekly chart reviews were conducted and inputted on the worksheet.
Data analysis.  Using the Excel worksheet, biweekly chart reviews assessed for adherence of staff in completing the three steps of the implementation process for 8 weeks.
Data management.  Storage method included a Pirate drive account secured with ID and password.  
Summary
Pre-implementation planning is essential in that it ensures committee members are sufficiently credentialed for effective support (Moran, Burson, & Conrad, 2014).  The identified purpose of this project was to integrate the “Self-Check Plan for HF Management” into one local home health agency managing adult patients with noncongenital acquired congestive heart failure (CHF).  Management of this project consisted of ensuring the organization was ready for change and identifying support at the home health agency with essential clinical staff.  Part of the pre-implementation planning also consist of completing an IRB process by the school institution.  This project was deemed quality improvement.  SWOT analysis conducted revealed the strengths, weaknesses, opportunities, and threats for improvement at the project site.  Utilization of programs assisted in organizing and analyzing data for the project.  The measurable outcome assessed was staff adherence in using an evidence-based tool as part of CHF patient care. 

Chapter Five: Implementation Process
Evidence-based interventions and adherence of clinicians is imperative in treating Congestive Heart Failure (CHF) patients (Andrikopoulou et al., 2014).  Home health services are a cost-effective means of delivering care to adult patients with CHF (Feltner et al., 2014; Maliakkal & Sun, 2014; Maru et al., 2015; Popejoy et al., 2015).  The purpose of this quality improvement project was to supplement the current Pulmonary Disease Program (PDP) with the “Self-Check Plan for HF Management” tool.  
Setting
Clinical staff provide patient care in their home environment.  Home environment locations are in three North Carolina counties.  Components of the Pulmonary Disease Program (PDP) are conducted in the home.  The “Self-Help Plan for HF Management” tool was implemented by clinical staff in patient homes as well.  
The second setting for this project was the project site office.  Chart reviews were conducted at the project site office located centrally in the territory covered.  Clinical staff utilize the office to meet with managers, clerical needs, and obtain supplies involving patient care.  The office conference area was the ideal location to teach clinical staff and provide materials on the tool to be implemented along with the current PDP.    
Participants
Participants were limited to clinical staff who see patients in their home and completed start of care (SOC) evaluations.  Project participants were 13 registered nurses, 5 physical therapists, 4 occupational therapists, and 2 speech therapists.  Four licensed practical nurses were included solely for the follow-up visit to review the tool.  Clinical staff excluded were home health aides and social workers.      
Recruitment
	A meeting was held on August 28, 2018 with the Executive Director.  The project was reviewed and a packet with the project information including the tool “Self-Help Plan for HF Management” was provided to the Executive Director.  Recruitment began with the Executive Director holding a meeting with Managers’ of Clinical Practice (MCPs) on August 29, 2018.  The MCPs were taught how to support clinical staff during project implementation.
Implementation Process
This quality improvement project began with identification of a problem at the project site.  During a discussion with a Manager of Clinical Practice (MCP), the major problem with rehospitalization of patients within 60-days of admission to home health services was identified.  The rehospitalization rate of 23.6% alerted the local home health agency that changes in current processes needed to occur.  Using the Plan-Do-Study-Act Model (PDSA), the planning phase began with a chart review of 23 patients readmitted to the hospital within 60-days after admission to home health services.  Of the 23 patients rehospitalized, 13 (56.5%) had a primary diagnosis of congestive heart failure (CHF).  The program already in place at the home health agency was the Pulmonary Disease Program (PDP).  The literature suggests that best practices to prevent rehospitalization among CHF patients are to stabilize risk factors without delays in interventions.  This may be done with self-monitoring for symptom exacerbation (Andrikopoulou et al., 2014).  Chart reviews indicated no documentation of an evidence-based tool to teach patients/caregivers how to self-monitor for symptoms of CHF exacerbation.  Shipton (1997) found that a tool was needed to effectively educate patients on CHF self-management.  The Question Guiding Inquiry (PICO) establishes the evidence-based tool intervention to supplement the current PDP.  Staff adherence using this tool to teach patients is crucial.  Poor staff adherence confuses patients and other clinical staff, decreases care quality, and causes negative outcomes.  Effectively monitoring programs to care for patients is essential to decrease rehospitalization (Shipton, 1997). 
During the Do phase, clinical staff began teaching patients how to use the tool to self-monitor for symptoms of exacerbation as part of the Pulmonary Disease Program (PDP).  Desired outcome was increased staff adherence to using the tool and to integrate it into practice at the home health agency.  Permission from the American Heart Association was obtained to use the “Self-Check Plan for HF Management” tool (2015).  Clinical staff documented tool instruction on the start of care (SOC) oasis.  The tool was also included on the plan of care (POC) for the patient provider to sign so clinical staff could continue using.  After teaching was completed, clinical staff left the tool for patients/caregivers to self-monitor symptoms of congestive heart failure (CHF) complications.  In home visits, clinical staff reviewed the tool to reinforce its use and to assess the patients/caregivers understanding.  
The Baylor registered nurse (BRN) that works weekends was emailed on August 28, 2018 explaining the project and that a packet awaited her in assigned office folder.  Two BRNs began implementing the “Self-Check Plan for HF Management” tool on September 1, 2018.   The tool was implemented on one patient the first weekend with follow-up completed by the same BRN.  Using the tool helped the patient and caregiver identify symptoms of congestive heart failure (CHF) complications.  A follow-up visit was completed within 24 hours from admission to home health services.  The caregiver reported the patient was having shortness of breath, five-pound weight gain, restlessness, and lower extremity edema.  The BRN contacted the patient’s provider during the home visit and reported patient symptoms.  Orders were received from the provider to increase patient’s Lasix to 40 mg from 20 mg, take a potassium supplement, and contact clinical staff at the home health agency if symptoms did not improve within 24 hours.  After the first weekend, outcomes were reviewed as part of the Study phase of the PDSA cycle.  Outcomes were discussed with the Executive Director.  No further modifications were indicated with this Act phase of the PDSA cycle. 
To progress with the second PDSA cycle, a meeting was held with Team 3 clinical staff that provide patient care in one of three counties for the home health agency on September 6, 2018.  This project was presented using its packet.  The Executive Director assisted in the presentation.  Packets were provided to clinical staff completing start of care (SOC) evaluations.  For the Plan phase, time was scheduled to discuss the problem initially identified among congestive heart failure (CHF) patients and rehospitalization rates.  Results of the previous cycle were reported.  The next Do phase began immediately after this meeting.  Team 3 clinical staff had received packets to implement the “Self-Check Plan for HF Management” tool at SOC and follow-up visits.  In the Study phase, charts were reviewed during the week of September 9-15, 2018. Chart review indicated that staff were not completing steps necessary to implement the tool.  During the Act phase, staff adherence to the necessary steps was reported via phone to the Executive Director.  Apparently, several staff were not present for the initial meeting with Team 3.  Weather conditions prevented the next meeting from occurring.  As part of the Act phase, plan was established to present the project to all staff at a staff meeting on September 20, 2018.
The third cycle of the PDSA was conducted on September 20, 2018 at a scheduled staff meeting.  For the Planning phase, the meeting included clinical staff, clerical staff, and all managers.  The Executive Director assisted in the presentation.  Project packets were passed out to clinical staff completing start of care (SOC) evaluations and follow-up visits.  Time was provided after the presentation for discussion.  The new Cardiopulmonary Manager of Clinical Practice (CMCP) voiced support for this project and assisted with access to the project packets.  As part of the Do phase, the CMCP placed project packets where SOC packets are kept at the front desk next to the receptionist.  Extra packets and extra copies of the tool were made available for clinical staff to obtain if needed.  The Study phase was conducted during biweekly chart reviews week of September 23-29.  Results indicated some improvement in staff adherence.  No further modifications were indicated with this Act phase of the PDSA cycle. 
With the fourth cycle of the PDSA, the Plan phase was completed during a meeting October 12, 2018 with the Cardiopulmonary Manager of Clinical Practice (CMCP), other Manager of Clinical Practice (MCP), and the Executive Director.  Problem noted was low staff adherence using the tool during biweekly chart reviews.  The Executive Director sent an email to clinical staff reminding them importance of documenting the tool along with the Pulmonary Disease Program (PDP) among congestive heart failure (CHF) patients admitted to home health services.  This completed the Do phase of this PDSA cycle.  In the Study phase, chart review was conducted week of October 21-27, 2018.  Results indicated staff adherence had declined.  As part of the Act phase, a mandatory meeting was scheduled for October 25, 2018.
At the fifth cycle of the PDSA, the Plan phase was completed at a mandatory meeting October 25, 2018.  Problems were communicated regarding frequency of clinical staff not being coordinated appropriately amongst disciplines, teaching methods not consistently documented with clinical staff using the “Self-Check Plan for HF Management” tool, and cost were increasing for the local home health agency exhibiting low reimbursement rates.  Clinical staff suggested ways to resolve the issues during the Do phase.  Emphasis was placed on reducing visit frequencies that are part of the Pulmonary Disease Program (PDP) and clinical staff improving teaching using evidence-based tools at less home visits.  During the Act phase, a meeting was held with the Cardiopulmonary Manager of Clinical Practice (CMCP).  This quality improvement project ended October 31, 2018.  The CMCP continues to manage the cardiopulmonary program using literature provided by the main office for the home health agency.          
Plan Variation
Staff meetings are held monthly on the third Thursday.  The staff meeting for August was held the sixteenth; however, DNP III did not begin until August 20, 2018.  Therefore, not all clinical staff were available for a meeting prior to implementation on September 1, 2018.  Email was the initial source of presentation to the Baylor registered nurse (BRN).  The other BRN was the Doctor of Nursing Practice student implementing the project.  At a presentation September 6, 2018, Team 3 clinical staff were solely present.  Meeting with Team 1 clinical staff initially scheduled for September 13, 2018 had to be cancelled related to Hurricane Florence.  Staff meeting for September 20, 2018 was held; however, not all clinical staff were present.
Exclusion of some congestive heart failure (CHF) patients was related to no ongoing issues.  Alternative focus of patient care was wound care management, renal transplant with prior CHF teaching, stroke, gastrointestinal bleed, Atrial fibrillation, hypertension, deep vein thrombosis (DVT), and chronic obstructive pulmonary disease (COPD).    
Summary
The “Self-Check Plan for HF Management” tool was integrated into the home health agency to manage adult patients with noncongenital acquired congestive heart failure (CHF).  Implementation of this quality improvement began September 1, 2018.  Five cycles of the PDSA were completed.  Although overall project outcomes were to decrease rehospitalization; the main objective measured was staff adherence in using an evidence-based tool as part of the Pulmonary Disease Program (PDP).  Project implementation ended October 31, 2018.  The Cardiopulmonary Manager of Clinical Practice (CMCP) continues to manage the cardiopulmonary program.


Chapter Six:  Evaluation of the Practice Change Initiative
Partnerships were initially established with the project site Executive Director and Managers of Clinical Practice (MCPs) for this quality improvement project.  Using Rogers’ Diffusion of Innovation, staff were included verbally and email correspondence on the practice change.  The Executive Director developed the Rehospitalization committee to assist in initiating efforts for practice change to prevent rehospitalization.  The organization hired a Cardiopulmonary Manager of Care Practice (CMCP) to continue efforts initiated to improve care to congestive heart failure (CHF) patients and prevent rehospitalization.  Results of the project were analyzed after completing five PDSA cycles.  Finally, a plan was developed to disseminate this project to translate into practice.
Participant Demographics
A total of 28 clinical staff participated in this quality improvement project.  Participants included 13 registered nurses, 4 licensed practical nurses, 5 physical therapists, 4 occupation therapists, and 2 speech therapists.  Registered nurses represent the highest proportion of the participants.  Each clinical staff had different backgrounds and levels of training (Table 6.1).








Table 6.1. Participant Demographics
    
Intended Outcomes
The first intended outcome was accomplished with integrating the “Self-Check Plan for HF Management” tool into routine practice at the local home health agency.  Evidence-based interventions and staff adherence is imperative in treating congestive heart failure (CHF) patients (Andrikopoulou et al., 2014).  Engaging patients in their care is vital.  This can best be accomplished with patient education reinforced with simple and clear literature (Shipton, 1997).  What this means for the home health agency is they provided evidence-based care for CHF patients including patient education and self-care management skills (Feltner et al., 2014; Jonkman et al., 2016; Maliakkal & Sun, 2014: Maru et al., 2015; Pesko et al., 2018; Shipton, 1997; Vedel & Khanassov, 2015).  
The second intended outcome was accomplished with reducing the rehospitalization rate.  Home health service role in congestive heart failure (CHF) management has been shown to reduce mortality and rehospitalizations (Feltner et al., 2014).  What this means for the local home health agency is they provide a cost-effective means of providing care to CHF patients preventing rehospitalizations (Feltner et al., 2014; Jonkman et al., 2016; Maliakkal & Sun, 2014: Maru et al., 2015; Pesko et al., 2018; Shipton, 1997; Vedel & Khanassov, 2015).   
Findings
Chart reviews were conducted biweekly on documentation in the start of care (SOC) oasis and the next follow-up visit note from September 1, 2018 through October 31, 2018 (Appendix N).  There were 372 charts reviewed.  Of the 372 admissions to the home health agency, 88 were congestive heart failure (CHF) patients.  Results exhibited that clinical staff were 14% compliant documenting they initiated the “Self-Check Plan for HF Management” tool.  There was 10% staff adherence in updating the plan of care (POC) to include the “Self-Check Plan for HF Management” tool.  Clinical staff exhibited 23% adherence documenting they reviewed the tool at the next follow-up visit (see Table 6.2).
Table 6.2. Percentage of Staff Adherence
	Biweekly Chart Audit
	Yes
	No
	Percentage Adherence

	
	
	
	

	"Self-Check Plan for HF Management" Initiated
	12
	76
	14%

	Plan of Care Updated
	8
	73
	10%

	Follow-up Visit "Self-Check Plan for HF Management" Reviewed
	20
	68
	23%

	
	
	
	


  
Rehospitalization included 9 of the 42 (21.4%) CHF patients admitted in September 2018 and 8 of the 46 (17.4%) admitted in October 2018.  This was a decrease for each month compared to results in February 2018 with 13 of 23 (56.5%) CHF patients rehospitalized.  The overall rehospitalization rate decreased from 23.6% in February 2018 to 22.8% (0.8%) during implementation months September and October 2018.  A factor affecting results was rehospitalization of 6 CHF patients prior to their follow-up visit.  The 5 SOCs where the tool was implemented and reviewed at the follow-up visit, rehospitalization was prevented within 60-days.
Recommendations
For future quality improvement projects, meetings need to be held at least 2 months prior to implementation to ensure all clinicians have been educated and availability of backup meetings for declining weather conditions.  While email can be beneficial for corresponding with staff, face-to-face meetings have a greater effect teaching staff on new processes.  Face-to-face meetings allow time for staff to ask questions and provide input.  Another recommendation is to implement quality improvement projects separate from other impending changes.  The project site had multiple change processes during the implementation phase.  Clinical staff reported at the meeting October 25, 2018 that multiple changes created confusion.  One clinical staff reported that teaching on disease management at the start of care was too time consuming.  Providing an additional thirty minutes when scheduling start of care evaluations may improve clinical staff adherence in teaching on evidence-based tools.          
Dissemination of this project
On November 1, 2018, this quality improvement project was disseminated to the Cardiopulmonary Manager of Clinical Practice (CMCP).  The Pulmonary Disease Program (PDP) was replaced with the Cardiopulmonary Disease Program (CDP) program.  This is a company program with its own tool.  Post implementation, staff requested further education and training on cardiopulmonary assessments and teaching.  The “Self-Help for HF Management” tool remains available for staff to use and has been documented on at least one congestive heart failure (CHF) patient since this project implementation.  Ongoing cycles of the PDSA will continue with the new CMCP as she continues managing the CDP for the home health agency.  
The second step for this quality improvement project will be to present the information to ECU faculty and DNP students on April 11, 2019.  Presentation of the project will be conducted using a poster to present the pertinent information.  Another component will be to hand out the “Self-Check Plan for HF Management” given to patients as part of the project to attendees at the presentation.
 Third step will be to present this quality improvement project to the project site.  Utilizing the poster, pertinent information will be presented to clinical staff at a staff meeting on April 18, 2019.  A copy of the Final DNP paper will be submitted.
Finally, publication of this DNP project will be submitted to ECU Scholarship on April 22, 2019.  It will also be submitted for publishing to “American Journal of Health Promotion” on April 23, 2019.  The journal was chosen for its audience in the community, schools and the workplace that are focused on improving health outcomes.  It is a peer-reviewed journal that features the science behind changes in health behavior and well-being.      
Summary
The following questions were answered:  1) Did clinicians explain to patients/caregivers on the initial visit the “Self-Check Plan for HF Management” to be integrated into home health visits?  2) Was the Plan of Care (POC) on Start of Care (SOC) Oasis updated to reflect the “Self-Check Plan for HF Management” using the correct statement? and 3) Did clinicians review the “Self-Check Plan for HF Management” at the next follow-up visit after admission to home health service?  Clinical staff adherence showed an improvement.  No clinical staff were documenting use of an evidence-based tool on educating congestive heart failure (CHF) patients prior to this quality improvement project.  Implementation of the evidence-based tool had a positive outcome contributing to the decreased rehospitalization rate.  Other positive outcomes were that it engaged staff in the process, allowed staff to provide input, and encouraged staff to make improvements in teaching with CHF patients.  The goal for the tool to be integrated into current processes in the home health agency were met.  



Chapter Seven:  Implications for Nursing Practice
The American Association of College of Nursing (2006) published eight Doctor of Nursing Practice (DNP) essential competencies.   These required essentials are the foundational outcomes for nurses graduating at the doctoral level.  They prepare the nurse graduate for evolving healthcare delivery processes.  Application of these essentials are outlined in this chapter with how they were measured and met during this quality improvement (QI) project. 
Practice Implications
	The implications of this QI project were translation of relevant findings and integrating them into practice at the project site.  This was accomplished by improving the healthcare delivery process at the home health agency to continue with the new Cardiopulmonary Disease Program (CDP).  Outcomes measured were clinical staff adherence in using an evidence-based tool “Self-Check Plan for HF Management” to provide to patients/caregivers as part of the existing Pulmonary Disease Program (PDP).  
Overall, results showed that it prepared and improved clinical staff adherence in integrating the tool into current practice.  Even though the new CDP was implemented using an organizational tool; staff adherence on using a tool to teach congestive heart failure (CHF) patients was established with this QI project.  Another positive result was the prevention of rehospitalization.  There were 5 start of cares (SOCs) completed on CHF patients where the tool “Self-Check Plan for HF Management” was instructed on and provided to patients/caregivers.  At the next follow-up visit the tool was reviewed.  Rehospitalization was prevented for these 5 CHF patients within 60 days.  Healthcare cost was reduced in that hospitalization cost is $6,500 per day compared to $135 per day for home health services.  
The intended implications for continuation as an advanced level practice nurse is that patients will receive the highest level of quality care focused on evidence-based practice from credible results.  This is best accomplished by expanding the nurses’ knowledge through experience attained during the process strategies to be prepared for an advanced practice role (AACN, 2006).  The following eight essentials are defined and then discussed on how they are implicated for practice based on this quality improvement project.       
Essential I:  Scientific underpinnings for practice.  Scientific knowledge is one factor that prepares advanced level nurses to safely practice at the doctoral level.  Underpinnings learned with ethics and an array of sciences as a nurse will translate into preparations by the graduate at the advanced practice nursing level.  They are formulated from the governing rules that guide processes to promote the well-being of human beings, are autonomous, account for environmental factors, and promote positive outcomes.  They are then integrated into advanced practice using scientific nursing theories to review, translate the information, and formulate strategies to make improvements.  The graduate will then analyze outcomes and continue to develop healthcare delivery methods based on new approaches that appropriately provide care to patients (AACN, 2006).  
Outcomes of a chart review at a local home health agency led to conduction of a systematic literature review on the problem with rehospitalization of CHF patients.  The literature review revealed best practices managing congestive heart failure (CHF), home health services role, cost associated with CHF, and staff adherence.  Evidence-based interventions and adherence of clinical staff is imperative in treating CHF patients (Andrikopoulou et al., 2014).  The tool “Self-Check Plan for HF Management” was originally used in the “Rise Above Heart Failure” initiative by the AHA to improve management and outcomes for congestive heart failure (CHF) patients (Rise Above HF, 2015).  Rogers’ Diffusion of Innovation was the scientific nursing theory that was used to explore and improve staff adherence for this process change.  Clinical staff were educated and encouraged to use the tool “Self-Check Plan for HF Management” to teach CHF patients at start of care (SOC) evaluations and the next follow-up visit.  Lessons were learned using an evidence-based model in guiding the process with the Plan-Do-Study-Act (PDSA).  With each cycle that was completed, adjustments were made based on the evidence learned to improve the process.
Essential II:  Organization and systems leadership for quality improvement and systems thinking.  Quality improvement projects are essential to understand in order to assess risk, obtain support of the organization, and to make improvements that will be sustained.  The DNP program prepares graduates in assessing organizational infrastructures, cost effectiveness of practice, and assessing populations.  Effective healthcare delivery is being able to balance the needs of the organization and providing quality care to patients (AACN, 2006).
The healthcare delivery system for this QI project was home health service.  They serve an adult population that have multiple comordities, are diverse, and have a range of safety concerns that need frequent modifications.  The clinical staff have different backgrounds, education levels, and meet infrequently to review information.  An IRB review was conducted to ensure patient safety.  The ECU Office of Research reviewed the project and deemed it quality improvement.  No IRB approval was needed at the project site as it was reviewed and deemed not human subject research.  
A budget was created during pre-implementation planning for this QI project.  There was no indirect cost and direct cost were minimal.  Reimbursement rates were discussed during the implementation phase.  These rates are heavily impacted by patient visit frequency.  Therefore, teaching must be designed to be simple and effective enough to be completed in a limited timeframe. The Pulmonary Disease Program (PDP) required a high frequency of visits for congestive heart failure (CHF) patients.  That was changed during this project to improve reimbursement rates by reducing frequency of visits amongst the interdisciplinary teams.  Clinical staff were encouraged to use the tool “Self-Check Plan for HF Management” to educate patients/caregivers to self-monitor themselves versus staff using frequent visits to monitor the patient.  
The home health service has multiple clinical staff with different backgrounds, education levels, and meet infrequently to review information.  Organizational support for the QI project was ensured from existing collaboration at the project site and an organized team with a common goal to make improvements.  Post implementation, staff requested further education and training on cardiopulmonary assessments and teaching.      
Essential III:  Clinical scholarship and analytical methods for EBP.  The application of evidence-based practice requires the DNP graduate to learn how to search and assess scholarly works.  Relevancy of the content will be used to translate into a process to be applied into practice.  Part of clinical scholarship is being able to utilize a process and information technology to review, collect, and disseminate findings of the scholar works using appropriate format (AACN, 2005).     
Part of a literature review entails a systematic means of assessing scholarly works for their level of evidence.  Scholarly works are the body of knowledge that incorporate well-designed studies that provide the evidence to support the decisions made (Melnyk, 2004).  For this QI project, search strategies were conducted in CINAHL and PubMed databases.  A Prism diagram and Refworks were used to organize the literature search.  A literature matrix assisted in defining and producing the level evidence.  Word, excel, and powerpoint software were used to organize, analyze, and present findings.  Laupus Library and the Writing Center were resources utilized to assist with review, editing, and essential feedback to present final findings in the correct format.
Final findings exhibited that Triple Aim objectives were met.  The first objective focused on improvement in health of populations using a home health agency.  Secondly, improvements in quality of care were addressed.  This was accomplished by adding an evidence-based tool “Self-Check Plan for HF Management” as part of the Pulmonary Disease Program (PDP) at the home health agency and improving clinical staff adherence.  Lastly, reduction in healthcare cost were accomplished with preventing CHF patients from being rehospitalized.
In order to sustain this QI project into current practice, it was disseminated into the new Cardiopulmonary Disease Program (CDP).  The “Self-Help for HF Management” tool remains available for staff to use and has been documented on at least one congestive heart failure (CHF) patient since this project implementation.  Ongoing cycles of the PDSA will continue with the new Cardiopulmonary Manager of Clinical Practice (CMCP) as she continues managing the CDP for the home health agency.       
Essential IV:  Information systems/technology and patient care technology for the improvement and transformation of healthcare.  Proficiency in information systems and technology are crucial to practice.  They are utilized for their design in presentation and storage of information.  Information can therefore be effectively analyzed.  It is an ethical and legal obligation for the DNP graduate to understand the importance of safety with personal health information.  They will be responsible for this information in their practice (AACN, 2005).
This QI project underwent an IRB review to ensure patient information was not going to be compromised.  The chart review conducted initially did not lists patient identifiers.  Chart reviews were conducted on the project site computers and company program using an employee ID and password.  Data analyzed included specific statements on using a tool by clinical staff to instruct patients/caregivers.  Clinical staff identifiers were not used.  Information was stored under a protected Pirate drive.
Essential V: Healthcare policy for advocacy in healthcare.  The process by which healthcare policies are developed, analyzed, and instituted must be understood by the DNP graduate.  Constituents rely on healthcare delivery that meets the needs of populations such as access to care, ethical and cultural sensitivities, and health disparity groups.  At times, policies may need to be changed to meet those needs depending on what issues are being affected.  Advocating for changes is influenced by the leadership of professionals at various levels.  DNP graduates have the ability in their role to make an impact on healthcare organizations to address issues and implement changes (AACN, 2006).
This QI project was developed, implemented, and analyzed by a DNP graduate.  The purpose was to advocate for a change in practice to address an issue with rehospitalization of CHF patients at a local home health agency.  To improve healthcare delivery for this population, an evidence-based tool “Self-Check Plan for HF Management” was implemented into an existing program.  Integration of the tool into current practice was conducted by educating others on the healthcare team.  Active participation was also conducted as part of the Rehospitalization Committee.    
Essential VI:  Interprofessional collaboration for improving patient and population health outcomes.  The healthcare system is complex.  It requires an interdisciplinary team to meet the requirements of the Institute of Medicine with “safe, timely, effective, efficient, equitable, and patient-centered care” (AACN, 2006).  As part of this QI project, the DNP graduate collaborated, using multiple forms of communication, with other leaders on the interdisciplinary team at the local home health agency and graduate program officials.  The common goal was to improve outcomes amongst CHF patient populations.  This was accomplished with clinical staff adherence managing CHF patients.  A DNP timelog was utilized to document communication and to manage outcomes to ensure goals set were met.  This was submitted after each phase to ensure collaboration met with essentials of the DNP.    
Essential VII:  Clinical prevention and population health for improving the nation’s health.  Part of the national goal for the U.S. and Healthy People 2010 was to improve preventative healthcare for populations.  Preventative causes have been established as being 50% of deaths in the U.S. (AACN, 2006).  This same goal became the focus of the Affordable Care Act (ACA) in 2010.  The Triple Aim strategy was used during the implementation of the ACA to improve health of populations, improve quality of care, and reduce healthcare cost (Whittington et al., 2015).  
Management of congestive heart failure (CHF) is complex.  Strategies require identification and close monitoring of risk factors to prevent exacerbation (Andrikopoulou et al., 2013; Maru et al., 2015).  Therefore, this QI project utilized strategies to prevent exacerbation of CHF.  Strategies included the tool “Self-Check Plan for HF Management” for patients/caregivers to self-monitor for exacerbation of CHF symptoms, home health services to provide support, and ensuring clinical staff were adherent in teaching patients/caregivers.     
Essential VIII:  Advanced nursing practice.  The DNP prepares nurses to advance their skills in conducting systematic and comprehensive examinations.  In part, this entails practicing advance clinical judgements about healthcare delivery systems (AACN, 2006).  When establishing this DNP project, as a nurse the DNP graduate focused on a larger issue with rehospitalization of patients for a local home health agency.  Chairperson for this project collaborated with the DNP graduate to focus on the issue amongst the CHF patient population that was assessed as part of the cause for rehospitalization.  Collaborating with a Masters’ prepared leader at the project assisted by supporting, providing input, and implementation using an intervention that was evidence-based.  The DNP graduate used advanced level knowledge to further develop, implement, analyze and disseminate findings.
Summary
Using the eight DNP essentials allowed the DNP graduate to successfully establish the foundation required to practice at the doctoral level in nursing.  Outcomes of this QI project has prepared the DNP graduate for practice in a complex healthcare system that is evolving continuously.  Healthcare policies must meet the needs of the population as well as meet objectives established by national organizations.  Triple Aim and Healthy People objectives are strategies with goals set to improve the health of the U.S.  Preventative measures are crucial in managing complex diseases such as CHF.  The DNP graduate followed a process to design, implement, analyze, and establish positive outcomes with this quality improvement project.  DNP faculty, the project site champion and the DNP student collaborated to meet the requirements of the DNP essentials and national standards in preventative care.  

Chapter Eight:  Final Conclusions
  The goal of this quality improvement project was to integrate an evidence-based tool into a local home health agency.  Outcomes were significant for the home health agency and the future practice of clinical staff.  Strengths and limitations were assessed pre and post implementation.  Several recommendations were provided to include in future quality improvement projects.  
Significance of Findings
 	This quality improvement project adds to the evidence supporting the management of CHF patients.  CHF is complex requiring implementation of care that is credible and evidence-based.  One resource beneficial in the management and education of CHF patients is home health services.  Staff adherence was encouraged and improved in using an evidence-based tool to educate CHF patients.  Prior to this QI project, staff were not using an evidence-based tool as part of CHF patient care.   
This was also a unique opportunity to reduce rehospitalization for CHF patients.  By preventing rehospitalization, healthcare cost associated with CHF patients was reduced.  Ultimately, home health care services contributed to this reduction justifying improvements in interventions provided to CHF patients.  
Project Strengths
Support participants that assisted in identifying and developing a plan to address the issue with CHF made this quality improvement project successful.  Having support from the American Heart Association and allowing use of an evidence-based tool was crucial.  Cost of this project was inexpensive.  No cost incurred for the project site.  Rogers’ Diffusion of Innovation theory guided the process to integrate the evidence-based tool into practice at the project site.  The PDSA model guided the process during implementation and established cycles to disseminate into the new Cardiopulmonary Disease Program.
Project Limitations
Time constraints and poor weather conditions limited face-to-face meetings with clinical staff.  Clinical staff with different levels of education and clinical training backgrounds limited use of the tool by some.  Other changes in processes occurring during implementation also prevented some clinical staff from participating. 
Project Benefits
Benefit of having this quality improvement (QI) project at the local home health agency assisted strategies to improve implementation of a new process for management of congestive heart failure (CHF) patients.  Improvement in staff adherence also prompted clinical staff to request training to improve their assessments of CHF patients.  Also, decreased cost in healthcare was associated with prevention of rehospitalization due to effective management of CHF patients using the tool “Self-Check Plan for HF Management”.       
Recommendations for Practice
Clinical staff hired to the home health agency should be required to learn assessments and importance of using an evidence-based tool to instruct CHF patients as part of their initial training.  Monitoring clinical staff for compliance is important to ensure patients are receiving evidence-based care.  Also, written guidelines should be established at initial training to prevent further confusion for clinical staff.    
Final Summary
Congestive heart failure (CHF) is complex requiring effective strategies to prevent hospitalization from exacerbations.  Monitoring for symptoms is crucial for patients/caregivers to manage CHF at home.  The tool “Self-Check Plan for HF Management” is evidence-based, concise, and simple to teach patients/caregivers on self-monitoring CHF complications.  Completion of this quality improvement project promoted evidence-based patient care, improved processes for management of CHF patients, and translated the knowledge by disseminating findings into practice at the home health agency.
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 Appendix B: Sample

	RN

	Age
	Diagnosis
	Home Health Primary ICD
	Rehospitalization days from SOC
	Disposition
	Other Pertinent Assessments

	1
	>79
	DM, HLD, HTN, TIA, Khypoplasty
	M48.56XD
	13
	Expired
	Excessive Pain, No anticoagulation treatment such as ASA, Eliquis, Plavix but had a hx of TIA and age of 80 yrs with recent surgical procedure; DVT/PE?

	2

	>79
	Severe Mitral and Tricuspid Valve Regurg, CHF, A-fib, pacemaker, CKD, HTN, HLD, obesity, Sick Sinus Syndrome
	I13.0
	29
	Hospice
	Severe Heart Disease and age of 89

	3

	>79
	A-fib with RVR, CVA, AKI, UTI, DM, HTN, dyslipidemia, failure to thrive
	I69.354
	23
	Home; active patient 
	Rehospitalized due to failure to thrive/dehydration/UTI from Dysphagia and CVA requiring PEG tube placement 

	4
	66
	CHF, A-fib, CVA, COPD, right carotid artery stenosis, PAD, CAD
	I50.43
	30
	Home; active patient
	Rehospitalized for complication of A-fib with RVR; pertinent meds ASA, Warfarin, Metoprolol, Lasix

	5
	17
	Sepsis, MI, GI Bleed, Lung CA Stg 4, HTN, Dysphagia
	C34.90
	17
	Hospice
	Family/patient finally agreed to Hospice when they realized nothing else could be done in that patient was not improving even with chemotherapy

	6
	>79
	PNA, DM, HLD, hx of fractured spine, bedbound, UTI, severe rash to buttocks and upper thighs, Dementia; long term foley catheter
	J18.9
	29
	Home; active patient
	Rehospitalized related to complications with pneumonia, rash from diarrhea/yeast multiple ABT’s

	7
	>79
	CHF, HTN, bilateral shoulder pain with hx of shoulder fracture, weakness, multiple falls, constipation, dry mouth
	M25.511
	28
	Unknown
	Rehospitalized for confusion and dehydration found to have Influenza.  She was not resumed nor readmitted however last note states patient was stable on discharge from UNC Nash.  Resides in SNF.

	8
	69
	CHF, MI, TAVR, CAD, HTN, PVD, fall/neck fx, heart valve replacement, carotid artery stenosis, CVA
	I69.398
	42
	Unknown
	5 charts reviewed; lived alone, severe heart disease, multiple CVA’s possibly was placed in SNF or expired after last hospitalization

	9
	>79
	Waldenstrom’s Macroglobulinemia; A-fib, CAD with stent placed, PVD, CKD, DM, HTN, HLD, CHF
	I11.0
	53
	Home; active patient
	Rehospitalized for hematuria related to use of Eliquis and worsening CKD

	10
	77
	MI, Cardiac Arrest, Cardiac Cath, HTN, DM
	I11.0
	5
	Unknown
	Patient with an EF of 20%, severe heart disease; rehospitalized x 4; was not resumed, recertified or readmitted for KAH services

	11
	71
	“Excessive fluid”, DM, HTN, HLD, CKD, sleep apnea
	L03.116
	11
	Expired
	Family reported per D/C summary notes she was admitted for fluid and possible infection in her blood; possibly CHF and sepsis?

	12
	>79
	CHF, A-fib, PE, PNA, DVT, HTN, DM
	I11.0
	56
	Expired
	Heart disease and oldest age of 92

	13
	74
	CHF, PNA, DM, Cellulitis, Diabetic foot ulcer
	E46
	26
	Expired
	Heart disease and older age 74

	14
	>79
	CHF, A-fib, PNA, GI Bleed, HTN, DM
	Z87.01
	34
	Unknown
	Rehospitalized with CHF exacerbation; SNF or Expired?

	15
	>79
	MI, CKD, PVD, HLD
	I21.4
	21
	Expired
	Heart disease and oldest age of 94

	16
	71
	PNA, CAD, UTI, Sepsis, multiple falls striking head, weakness, DM; Vertigo
	E11.9
	60
	Home; active patient
	Lives with a morbidly obese daughter; cluttered environment, noncompliant with assistive devices, rehospitalized and dx with vertigo, set up with Vertigo clinic; issues with diabetic medications with several adjustments

	17
	>79
	Alzheimer’s, Psychiatric mood disorders with catatonia, echolalia, echopraxia, failure to thrive, DM, HTN, UTI; pressure ulcer right heel, AKI, hypothyroidism
	L89.892
	45
	Unknown
	3 charts reviewed: uninhabited home (moved in with daughter that has Parkinson’s); was making statements of wanting to die because of being a burden on her children; Continued to go into a Catatonia state; SNF? Or Expired?

	18
	>79
	Sepsis, Dementia, HTN, DM, UTI, encephalopathy, malnutrition, dysphagia, wounds
	L89.892
	41
	Hospice
	Noncompliance of son and ALF staff with dysphagia requirements; rehospitalized for altered mental status and dehydration; SN notation showed patient had been 

	19
	>79
	UTI, HTN, Dysphagia, weakness, CKD
	L89.892
	14
	Unknown
	Rehospitalized due to not eating/drinking, referred to Duke for cyst on kidney; either SNF? Or Expired?

	20
	73
	Central retinal artery occlusion, Stroke?, hx of MI, HTN, compression fx of spine
	H34.12
	51
	Home; Active patient
	Rehospitalized for HTN, cystitis, on 5/9/18 seen by PT vitals stable but patient still wanted to go by EMS to ED for chest and abdominal pain hospital obs 

	21
	>79
	CHF, PVD, HLD, HTN, lymphedema, cellulitis
	I87.332
	5
	Home, Active patient
	Rehospitalized for worsening cellulitis requiring IV ABT treatment

	22
	>79
	CHF, A-fib, Cancer of Prostate and skin, COPD, DM 
	J44.1
	7
	Hospice
	Rehospitalization for CHF exacerbation

	23
	>79
	CHF, MI, Cirrhosis, DM, hematuria, UTI, long term foley catheter
	E11.9
	23
	Unknown
	5 charts reviewed: monthly foley cath changes-developed hematuria; unavailable requiring readmission to KAH services after hospitalization, again developed hematuria, UTI; fall with hip fracture was the last rehospitalization with no further admissions to KAH services; SNF? Or Expired?
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Appendix E:  Diffusion Curve
	

	TIPPING POINT
	*Rehospitalization Rate


DIFFUSION ENCOURAGED WITH EACH PDSA CYCLE!
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PRISMA 2009 Flow Diagram
Studies included in quantitative synthesis (meta-analysis)
(n = 6)
Studies included in qualitative synthesis
(n = 3)
Full-text articles assessed for eligibility
(n = 15)
Records excluded
(n = 38)
Records screened
(n = 53)
Records after duplicates removed
(n = 53)
Additional records identified through other sources
(n = 10)
Identification
Eligibility
Included
Records identified through database searching
(n = 46)



Appendix G:  Literature MatrixFull-text articles excluded, with reasons
(n = 6)
Design Focus: Medication Treatment, therapy only treatment,Telemonitoring
Negative Outcome
Screening

	Article (APA Citation)
	Level of Evidence (I to VII)
	Data/Evidence Findings
	Conclusion
	Use of Evidence in EBP Project Plan

	Andrikopoulou E., Abbate, K., & Whellan, D. (2014) Conceptual Model for Heart Failure Disease Management 
	Level I
	Self-management with monitoring for symptoms of exacerbation with 4 main factors; self-recognition of a change in status, severity of symptoms, treatment ability based on symptoms, and recognizing treatment affect; Verbal instruction from a health professional in conjunction with a tool (booklet, CD, TV education, network)
	There were some randomized controlled trials showing improved rehospitalization rates, mortality rates, and biomarker values.
	Include an instrument for self-management along with verbal instruction by health professional in the CHF exacerbation prevention practice change.

	Auerbach, A. et al., (2016). Preventability and Causes of Readmissions in a National Cohort of General Medicine Patients.
	Level IV
	Self-management was found to be a potential preventable factor for rehospitalization (18%, 50 of 269 patients); as part of quality improvement of care, priority should be given to interventions that prevent rehospitalization
	Rehospitalization preventable using self-monitoring and support with self-management
	Self-monitoring and support with self-management should be a priority to prevent rehospitalization as part of quality improvement of care.

	Feltner et al., (2014). Transitional Care Interventions to Prevent Readmissions for Person with Heart Failure.
	Level I
	Home-visiting program to support transition heart failure patients from one healthcare setting to another.
	Home-visiting programs decreased mortality and readmissions for heart failure patients.
	Home-visiting program initiated for patients with heart failure.

	Jonkman et al., (2016). What are Effective Program Characteristics of Self-Management Interventions in Patients With Heart Failure? An Individual Patient Data Meta-analysis.
	Level I
	Influencing interventions on heart failure that reduces rehospitalizations, mortality, and quality of life with use of a standardized plan with a multidisciplinary team, self-monitoring with log and when to contact support person, training of clinicians on using interventions.
	Care provided for a longer duration improved rehospitalization rate and mortality the most.
	Extending visits with self-management.

	Maliakkal & Sun. (2014). Home Care Program Reduces Hospital Readmissions in Patients With Congestive Heart Failure and Improves Other Associated Indicators of Health.
	Level IV
	Monthly visits using home health care for CHF patients providing education on self-management reduces symptoms, hospitalization, adherence and is cost effective. Estimated cost over 6 months for CHF care using home health is $7,437 and hospitalization $48,000.
	Use of home health care reduce rehospitalization, improved patient adherence, and decreased cost.
	Include self-management using home health care for CHF patients.

	Maru et al., (2015). Cost-effectiveness of home versus clinic-based management of chronic heart failure: Extended follow-up of a pragmatic multicenter randomized trial cohort – The WHICH? Study (Which Heart Failure Intervention is Most Cost-Effective & Consumer Friendly in Reducing Hospital Care).
	Level II
	Cost of care comparing Home Health Care ($39,720) and clinic-based care ($52,125).
	Home health care is a cost-effective approach for providing care to CHF patients.
	Utilize home health care for cost effective means of providing care to CHF patients.

	Pesko, M., Gerber, L., Peng, T., & Press, M. (2018). Home Health Care: Nurse-Physician Communication, Patient Severity, and Hospital Readmission.
	Level II
	Poor communication between paraprofessionals leads to rehospitalization of high-risk patients with CHF.
	Poor communication between the provider and nurse leads to rehospitalization of high-risk patients.
	Utilizing a nurse that is good in communication to teach others on the home health care team with successful communication when talking to providers.

	Shipton, S., (1997). Congestive Heart Failure Readmission.
	Level IV
	An evidence-based education manual specific for CHF was used to educate patients in a home health setting; senior patients need information presented in a simple and clear format with follow-up instruction provided; readmission to the hospital is dependent on care patients receive post hospitalization.
	Educating CHF patients is vital however the use of a lengthy education manual was not beneficial.
	Use of a simple evidence-based instrument providing information and follow-up on use of that instrument is to be used for management of CHF exacerbation prevention practice change.

	Vedel & Khanassov. (2015). Transitional Care for Patients With Congestive Heart Failure: A Systematic Review and Meta-Analysis.
	Level I
	Nurses proficient in caring for CHF patients providing education verbally and written with follow-up.
	Combined interventions with home visits, telephone follow-ups, follow-up with primary care provider, and self-monitoring educated on by trained professionals decreased ED visits and hospital readmissions.
	Adding a written instrument to the current PDP to be integrated into practice.










Appendix H: Staff Instructions
Instructions for “Self-Check Plan for HF Management”

1.  Initiate the “Self-Check Plan for HF Management” on the Start of Care (SOC) visit by reviewing with patient and caregivers if available.  Post this instrument on the refrigerator using the Kindred magnet supplied in the SOC packet.  If the patient is immobile, place the instrument next to where they reside in the home.
2.  On the plan of care (POC) on the SOC oasis under “Interventions”, “Cardiopulmonary Specialty Orders”, removing the “Telemonitoring” text and adding “Self-Check Plan for HF Management to be instructed on to patients/caregivers by skilled nursing, physical therapy, and occupational therapy.”  Under “Goals”, “Cardiopulmonary”, “Other”, include the statement “Patients/caregivers will be able to demonstrate effective use of the “Self-Check Plan for HF Management.”  
3.  At the next follow-up visit, review the “Self-Check Plan for HF Management” and document on the visit note this was completed with patient/caregiver verbalizing understanding.






Appendix I:  Data Collection Tool
	Outcomes
	Week ending Sept. 15th
	Week ending Sept. 29th
	Week ending Oct. 10th
	Week ending Oct. 27th
	Oct. 28-31

	
	Yes
	No
	Yes
	No
	Yes
	No
	Yes
	No
	Yes
	No

	"Self-Check Plan for HF Management"
Initiated
	
1
	
18
	
5
	
21
	
3
	
12
	
3
	
21
	
4

	Plan of Care Updated
	1
	14
	3
	21
	3
	12
	1
	23
	3

	Follow-up Visit "Self-Check Plan for HF
Management" Reviewed
	

9
	

10
	

3
	

23
	

3
	

12
	

3
	

21
	

2
	

2






Appendix J:  Budget

	ITEM
	Item No.
	Cost

	Ream of Paper
	1
	$7.29

	Copies of tool
	60
	$19.20

	Folders
	3 boxes
	$212.67

	Ink Cartridge
Total
	1
	$54.99
$294.15







Appendix K:  Staff Presentation
REHOSPITALIZATION
                          
         23.6%
HEART FAILURE

[image: ]Implement 
At SOC

Follow-Up
Next Vist
USE THE TOOL!
TEACHING PATIENTS ON SELF-MONITORING
Beginning September 1, 2018, Staff will begin teaching patients with Congestive Heart Failure on a simple tool.  This tool will teach patients to self-monitor for signs and symptoms of Congestive Heart Failure for expedited interventions to prevent rehospitalization.

For questions or copies needed, submit an email to wallaceje10@students.ecu.edu.

							
			

		
Appendix L:  SWOT Analysis
INTERNAL FACTORS

	EXTERNAL FACTORS










Appendix M:  IRB Approval
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[bookmark: _GoBack](Signed IRB page removed)
Innovators
2.5%
Manager, DNP student


Early Adopters
13.5%
Executive Director, all other Managers


Early Majority
34%
A few Clinical Staff, Cardiopulmonary Manager of Clinical Practice 



34%


Late Majority


Rest of Clinical Staff


16%


Laggards


Providers, Head Organization



Strengths (+)
Large conference area for meetings in office
Knowledgeable and supportive managers
Top priority is patient quality of care
Home visits conducted one-on-one between clinical staff and patients/caregivers 


Weaknesses (-)
Different training levels of clinical staff
Patient does not always receive same clinical staff at visits
CHF patient care gap in education (lacks literature provided to patients/caregivers to self-monitor symptoms)
High rehospitalization rate



Opportunities (+)
New process for management of CHF patients
Improved clinical staff adherence and training
Reduced rehospitalization rate


Threats (-)
Rehospitalization continues
Patient dissatisfaction with home health services
Poor clinical staff compliance with patient care



Clinical Staff Demographics	Registered Nurses	Licensed Practical Nurses	Physical Therapists	Occupational Therapists	Speech Therapists	13	4	5	4	2	
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nn Projects Requiting IRB Review vs. Quality Improvement,
Quality Assessment, or Quality Assurance: A Worksheet to
Assist in Determining When IRB Review is Required

Use this worksheet to help determine whether a proposed activity or project involving
humans or their individually identifiable information is considered research needing IRB
review or a quality related activity that would not require IRB approval.

True | False

‘The PRIMARY purpose of the proposed activity ot project is to
leatn about or learn from existing care to IMPROVE what is
done here at the local institution with regard to patient outcomes,
efficiency, cost, patient/staff satisfaction, etc.

The activity ot project would be cartied out even if there was no
possibility of publication in a journal or presentation at an

academic meeting. (**Please note that answering “T'rue” to this i O
statement does not preclude publication of a quality activity.)

The activity or project falls under well-accepted care % ]
practices/guidelines.

"The activity ot project involves no mose than minimal risk
procedutes meaning the probability and magnitude of harm or
discomfort anticipated ate not greater in and of themselves than X ]
those ordinatily encountered in daily life or during the
performance of routine physical or psychological examinations ot
tests.

If any of the above answers is “False”, a submission for IRB approval is most likely needed. [fall
the above answers are “True”, then it is very likely that IRB approval is not required. Please
contact the Office of Research Integrity and Compliance (ORIC) with any questions at 252-744-
2914 or umcith@ecu.edu. If you would like to request a letter from the ORIC to verify a
determination that an activity or project is not human subject research, please provide this form
along with a summary of your activity (on the next page) to the ORIC at umcirb@ecu.edu.

Summary of activity including information about project aims/objectives, methods for carrying out
the project and information about data to be collected:
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_ Student Name: Jennifer Lamm
Project Title:  Reducing Hospital Readmissions for Congestive Heart Failure Patients: A Quality
Improvement Project in a Home Health Agency

Project Proposal

Background: Management of congestive heart failure (CHF) is complex, requiring strategies that identify and
closely monitor risk factors to prevent exacerbation (Andrikopoulou, Abbate, & Whellan, 2013). CHF is the
number one primary diagnosis given to hospitalized adult patients 65 years of age and older (Maliakkal & Sun,
2014) and accounts for 25% or more of rehospitalizations within 30 days for exacerbation of symptoms (Vedel
& Khanassov, 2015). Hospitalizations for CHF paid out by Medicare is $6,200/day (Pesko, Gerber, Peng, &
Press, 2018) and over $24.7 billion annually for outpatient management (Andrikopoulou et al., 2014). For one
local home health agency in eastern North Carolina, the rehospitalization rate is 23.6%, with 56.5% of patients
having a primary diagnosis of CHF admitted to home health care. Triple Aim objectives for healthcare are to
improve health of populations, improve quality of care, and reduce healthcare cost (Whittington, Nolan, Lewis,
& Torres, 2015). Benefit of using home health care is the decreased cost of care compared to hospitalized care.
For an episode with home health care for patients with a primary diagnosis of CHF, the cost is $2,023.79/60-
days (Anthony Geselle, personal communication, May 10, 2018). The rehospitalization rate has caused the
agency to reach a tipping point where changes in current processes need to occur. The Rehospitalization
Committee was established by the Executive Director to assist administration that are unable to take on the
issue of increased rehospitalizations due to other obligations. A chart review was conducted establishing
baseline data. The gap revealed was with self-managed care. Currently, no evidence-based resource is being
utilized for self-managed care that can be provided to patients and their caregivers.

Method: Utilizing the Plan-Do-Study-Act (PDSA) model, the plan for this quality improvement project is to
implement an evidence-based self-managed CHF plan to supplement the current Pulmonary Disease Program
(PDP) for the home health agency. The PDP design includes front loading visits for skilled nursing to visit the
patient frequently at the start of services. If the patient remains stable, visits are decreased over the course of 60
days. Patients in the PDP are normally extended at least four more weeks to include another 30 days to
continue monitoring for complications. Another component of this program are cardiopulmonary assessments.
The first part of cardiopulmonary assessments are vital signs assessing heart rate, blood pressure, oxygen
saturation, respirations, temperature, and daily weight. Second part of cardiopulmonary assessments is listening
to lung sounds and assessing edema. A third part is medication adherence. Lastly, a high-risk call log initiated
on admission to home health services consist of clinicians contacting the patient by phone. Clinicians have
received prior instruction to call high risk patients to assess their status daily until visits have been established
and their condition is stable. The American Heart Association (AHA) has given copyright permission to use the
“Self-Check Plan for HF Management”. To integrate the Self-Check Plan into the current PDP, Roger’s
Diffusion of Innovation will be used to diffuse the Self-Check Plan across all adopters in the home health
agency. Clinical staff will be educated on the tool and process verbally and written at a staff meeting in August
2018. The steps are: 1) Initiate the “Self-Check Plan for HF Management” on the Start of Care (SOC) visit by
reviewing with patient and caregivers if available. Post this instrument on the refrigerator using the Kindred
magnet supplied in the SOC packet. If the patient is immobile, place the instrument next to where they reside in
the home. 2) On the plan of care (POC) on the SOC oasis under “Interventions”, “Cardiopulmonary Specialty
Orders”, removing the “Telemonitoring” text and adding “Self-Check Plan for HF Management to be instructed
on to patients/caregivers by skilled nursing, physical therapy, and occupational therapy.” Under “Goals™,
“Cardiopulmonary”, “Other”, include the statement “Patients/caregivers will be able to demonstrate effective
use of the “Self-Check Plan for HF Management.” 3) On the SOC oasis, “Skilled Services/Skilled Teaching”,
check box for “Disease management” and document the statement “Patient instructed on use of “Self-Check
Plan for HF Management”. Check appropriate patient response with 1=Verbalized understanding; 2=Return
Demonstration; 3=Needs Further Instruction. 4) At the next follow-up visit, review the “Self-Check Plan for
HF Management” and document on the visit note this was completed with appropriate patient/caregiver
response with verbalized understanding, return demonstration, or needs further instruction. Implementation will
end October 31, 2018 and data analyzed by November 2018.




