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Abstract
Heart failure is a one of the conditions that poses a significant public health problem around the world. It is associated with frequent hospital readmissions, poor quality of life, high mortality, and a financial burden. Approximately 20% of patients who experience heart failure get readmitted within 30 days of discharge. One of many factors impacting readmission risk is the patients' health literacy level, understanding of their condition, and recognizing symptoms. This project took place in a private hospital in the Triangle area of North Carolina, specifically in one of the floors that admits medical-surgical patients including heart failure patients. The purpose of this project was to educate nurses about the use of the teach-back method when providing discharge education to heart failure patients. The pre- and post-implementation surveys were sent to every nurse prior to and after project implementation to assess nurse’s knowledge and understanding of application of the teach-back method. An evaluation using the PDSA review process was conducted every two weeks, and revised based on nurses’ reflections, with a total of three PDSA cycles by the end of the DNP implementation. 37% of nurses completed pre-implementation survey and 16% of nurses completed post-implementation survey. After the implementation 75% of nurses who completed the survey reported using the teach-back method compared to 33% before the implementation. This project equipped nurses with strategies they can use when providing discharge teaching to HF patients to help them retain knowledge about their disease and management, which would potentially lead to a better quality of life and prevent them from getting readmitted to the hospital.



Table of Contents
Notes from the Author …………………………………………………………………………... 2 
Abstract ……………………………………………………….…………………………………. 3 Section I: Introduction ..……………………………………….………………………………….6
         Background…………………………………………….………………………………...6 
        Organizational Needs Statement………………………………………………………….6
         Problem Statement……………………………………………………………………….8 
         Purpose Statement………………………………………………………………………..8
Section II: Evidence……………………………………………………………………………….9  
              Literature Review……………………………………………………………….............10
              Evidence-Based Practice Framework…………………………………………………..12
              Ethical Consideration and Protection of Human Subjects……………………………...13
Section III: Project Design……………………………………………………………………… 15
            Project Site and Population………………………………………………………………15 
            Project Team……………………………………………………………………………..16
            Project Goals and Outcomes Measures………………………………………………….16
            Implementation Plan…………………………………………………………………….18
            Timeline…………………………………………………………………………………19
Section IV: Results and Findings………………………………………………………………. 20
             Results…………………………………………………………………………………...20
             Discussion of Major Findings……………………………………………………… …..27
 Section V: Interpretation and Implications……………………………………………………...29
              Cost-Benefit Analysis…………………………………………………………………..29 
              Resource Management………………………………………………………………….29
              Implications of the Findings……………………………………………………………30
              Sustainability …………………………………………………………………………..32
             Dissemination Plan ……………………………………………………………………..32 Section VI: Conclusion…………………………………………………………………………. 34
              Limitations……………………………………………………………………………...34
             Recommendations for Others…………………………………………………………...34
             Recommendations for Further Study……………………………………………………35 References………………………………………………………………………………………. 36 Appendices……………………………………………………………………………………… 39
            Appendix A: Pre- and Post-implementation survey……………………………………..39
            Appendix B: Project Timeline...…………………………………………………………43
            Appendix C: Education materials………………………………………………………..44
            Appendix F: DNP Project Budget……………………………………………………….46 









Section I: Introduction
Background
Heart failure (HF) is a life-threatening condition that poses a significant public health problem worldwide (McLaren et al., 2016). It is associated with frequent hospital readmissions, poor quality of life, high mortality, and a financial burden (McLaren et al., 2016; Sousa & Santos, 2019). Direct cost associated with HF was $ 281 billion in the United States of America (USA) in 2015 and, this number may be more than double by the year 2035 (CMS, 2017). Approximately 20% of patients who experience HF get readmitted within 30 days of discharge (Mayo Clinic, 2021). One of many factors impacting readmission risk is the patients' health literacy level, understanding of their condition, and recognizing symptoms (Liu et al., 2018). 
Organizational Needs Statement
In 2012, the United States Congress established the Hospital Readmissions Reduction Program (HRRP) as part of the Affordable Care Act (Centers for Medicare and Medicaid (CMS), 2020). The HRRP penalizes hospitals with higher than acceptable readmission rates by reducing payments (CMS, 2020). Diagnoses included in the HRRP measures are acute myocardial infarction (AMI), pneumonia, elective primary total hip and or knee arthroplasty (THA/TKA), chronic obstructive pulmonary disorder (COPD), coronary artery bypass graft (CABG) surgery, as well as HF (CMS, 2020). According to Urbich et al. (2020), the cost of HF in 2020 was 
$ 43.6, billion and it may increase to $69.7 billion by 2030. Sousa and Santos (2019) report that HF patients are likely to be readmitted within six months after discharge which is a factor in increased HF cost. The readmission risk is associated with premature discharge education, suggesting that this could be prevented (Sousa & Santos, 2019). Effective discharge education is likely to decrease hospital readmissions for HF patients by 30% and is associated with positive health outcomes (Almukuist, 2017). 
Because of CMS requirements to decrease hospital readmissions, the project site and other hospitals have been doing everything they can to prevent readmissions (CMS, 2020); one way to accomplish that in HF patients is to improve their health literacy. According to Wu et al. (2017), HF patients with low health literacy had insufficient HF knowledge, poor medication adherence, and increased sodium intake leading to more hospital readmissions.
The project site's clinical nurse specialist (CNS) reported that significant factors in HF readmissions are patients' lack of HF symptoms recognition and disease self-management. The site identified a potential benefit from educating nurses to use the teach-back method when providing discharge instructions to HF patients. Using the teach-back method enhance HF patient's knowledge about the disease, medication compliance, and self-care leading to a likely decrease in hospital readmissions (Almukuist, 2017). 
The project sites' mission was to improve health, advance knowledge, improve the quality of care and patient satisfaction. This DNP project helped the project site accomplish that mission by enhancing patients' self-care. The project site had adopted the Triple Aim to assist in fulfilling its mission. The Triple Aim focused on improving patient satisfaction, improving patients' overall health, and cost reduction (Storkholm et al., 2017). This DNP project helped the project site accomplish the Triple Aim goals. 
The first Triple Aim focus was to improve patient satisfaction. By gaining knowledge about disease management and self-care from teach-back method use, HF patients likely had an increased levels of confidence and satisfaction as they transition from the hospital to home. The second Triple Aim focus was to improve patients' overall health. This project increased patients' knowledge about their disease and improved disease self-management, leading to improved health. The third Triple Aim focus was to decrease cost. According to Shah et al. (2018), 18% of HF hospital admissions are readmissions and encompass about $15 billion every year. With increased HF knowledge and management, HF patients will experience fewer post-discharge complications and avoid hospital readmissions, leading to decreased hospital costs. 
Problem Statement
Knowledge about HF and self-care is crucial, and insufficient knowledge is associated with more hospitalizations and even death (Wu et al., 2017). Patients' health literacy likely impacts patients' uptake of knowledge and disease self-management. With effective discharge education considering each patient's health literacy, HF patients can learn how to manage their symptoms and potentially avoid hospital readmissions. 
Purpose Statement
This DNP project aimed to educate nurses on improving discharge teaching using the teach-back method to HF patients, considering each HF patient's health literacy, enhancing their knowledge of HF symptoms recognition and management, and decreasing hospital readmissions.








Section II: Evidence
Literature Review 
A search strategy related to the proposed plan of improving discharge teaching in heart failure patients using the teach-back method was completed using PubMed and the Cumulative Index of Nursing and Allied Health Literature (CINAHL) to identify current literature. The initial search performed through PubMed and the Medical Subject Headings (MeSH) terms used were "discharge" AND "heart failure" AND "teach-back" OR "patient education" yielded 154 articles. After reviewing the obtained articles, this author kept three articles that were related to the clinical question. Another search was conducted through CINAHL using the same search terms and received nine articles, but only five articles were related to the clinical issue.
The second search was expanded to include hospital-based studies focusing on discharge teaching and health literacy. The search terms used for CINAHL and PubMed were "hospital discharge" AND "heart failure" AND "teach-back" OR "patient education" AND "health literacy." The results of this search returned ten articles from PubMed, and three articles were kept. The search in CINAHL returned 38 articles, and two articles were kept. 
The inclusion criteria were articles published between 2016 and 2021, full text online, and peer-reviewed scholarly journals written in English. In addition, the inclusion criteria included adult patients with a focus on discharge teaching or patient education, health literacy, and a higher level of evidence from level IV and up. The exclusion criteria included pediatric patients, non-hospital based, non-English language, low levels of evidence, and articles older than five years. After the exclusion, 13 articles were kept for review. All remaining articles were read entirely, and a literature matrix was completed. 

Current State of Knowledge 
Overwhelming evidence from literature supported that providing discharge education in HF patients using the teach-back method was associated with positive outcomes. All reviewed studies used a similar approach to evaluate the effectiveness of the teach-back method compared to the usual discharge education. They all evaluated two study groups. One group received ordinary discharge teaching before transitioning from the hospital to home, and the other group received discharge teaching using the teach-back method. For the group that received the usual discharge education, patients had a brief discussion with the discharging nurse about how to take their medications and when to attend follow up appointments. Patients were given a booklet containing discharge information. The other group received the usual discharge education, and their understanding was evaluated using the teach-back method. All studies confirmed that the teach-back method enhanced knowledge, self-care, the quality of life and reduced hospital readmissions in HF patients (Rahmani et al., 2020; Dinh et al., 2019; Oh et al., 2019; Toback & Clark, 2017). 
In one of the studies, the author argued that patient's health literacy should be considered when providing discharge education. Wu et al. (2017) urges health care professionals to assess every patient's health literacy before providing discharge education to HF patients. Wittink and Oosterhaven (2018) define health literacy as a patient's ability to read and understand healthcare information to maintain a good life. According to Wu et al. (2017), patients with low health literacy are more likely to have less HF knowledge, poor medication compliance, and high sodium intake. As a result, these patients have poor performance, the quality of life, and increased hospital readmissions. 
In 2012, the United States Congress established the Hospital Readmissions Reduction Program (HRRP) as part of the Affordable Care Act (CMS, 2020). The HRRP reduces payments for hospitals with higher than acceptable readmission rates (CMS, 2020). Therefore, assessing HF patient's health literacy, providing education about symptoms and disease management, encouraging them to attend follow up appointments, and evaluating their understanding using the teach-back method will potentially help the project site achieve the CMS's goal of reducing hospital readmissions. 
Current Approaches to Solving Population Problem(s)
Approaches identified in the literature to improve discharge teaching in HF patients included assessing each patient's health literacy, providing discharge education, encouraging attendance to follow- up appointments, and evaluating the patient's understanding by using the teach-back method. According to Wittink and Oosterhaven (2018), patients with low health literacy have difficulty reading, writing, and understanding directions. Consequently, they may not take their medications as prescribed, read food labels, and attend follow-up appointments leading to poor quality of life and increased hospital readmissions. Therefore, it was crucial to consider each HF patient's health literacy when providing discharge education. Discharge information should be provided in a way that is understandable by each HF patient, and one should ensure that HF patients fully understand what they will be doing when they transition from the hospital to home (Wu et al., 2017).
Another approach to improve discharge teaching in HF patients is to provide discharge education by reviewing important information that heart failure patients need to know. Some of the important information include: taking their medications as prescribed, taking care of themselves by watching salt intake and weighting themselves daily, and when to attend follow-up appointments (Rahmani et al., 2020). Understanding this information will help HF patients have a good quality of life.
Lastly, health care providers must evaluate HF patients' understanding by having them repeat back what they just learned to ensure that they fully understand what they will be doing after discharge. Having HF patients repeat back what they just learned will prove that they clearly understand what was communicated to them. The teach-back method increases HF patients' self-care skills, symptom recognition, and disease self-management (Rahmani et al., 2020).
Evidence to Support the Intervention
The project site's clinical nurse specialist (CNS) reported that significant factors in HF readmissions are patients' lack of HF symptoms recognition and disease self-management. The site identified a potential benefit from educating nurses to use the teach-back method when providing discharge instructions to HF patients. After identifying each HF patient's health literacy, nurses provided discharge teaching to HF patients using the teach-back method to evaluate their disease and management understanding. The teach-back method allows one to teach the content, check comprehension, and re-teach to improve understanding. The teach-back method enhances HF patient's adherence to medication regimens, self-care, symptoms recognition and decreases hospital readmission (Dinh et al., 2019; Oh et al., 2019). 
Evidence-Based Practice Framework
This was a quality improvement project. The Plan-Do-Study-Act (PDSA) framework cycle was well-suited for this project.  The PDSA cycle is four-steps change strategy and is one of the models used for quality improvement (The Institute for Healthcare Improvement [IHI], 2020). This project focused on educating nurses on improving the method of delivering discharge information using the teach-back method to HF patients, considering each HF patient's health literacy, enhancing their knowledge of HF symptoms recognition and management, and decreasing hospital readmissions. The Plan section of this project focused on educational sessions teaching nurses about the teach-back method. The Do portion of the project consisted of nurses implementing the teach-back method. The Study portion consisted of measuring the utilization of the teach-back method by looking at the rate of utilization for HF patients. Finally, based on what was discovered over two to three week cycle, the project lead reeducated, reminded or put up prompts to increase the likelihood that nurses will use the teach-back method and this was the Act portion of this project. Then the Act became the Plan for the second two to three week cycle. The project lead used new strategies before every cycle to increase the uptake of the intervention, and this process continued for 12 weeks.
Ethical Consideration & Protection of Human Subjects 
This DNP project did not involve any patient interaction. No patient demographic data was collected during the project. The project lead educated nurses, and limited, non-sensitive demographic data was collected on the nursing staff. Nurses were recruited to participate in educational sessions; participation was voluntary. Every participant was equally treated. The author avoided any biases, and no one was taken advantage of. They was no potential harm for any participant nor conflict of interest. 
Preparation for IRB approval included completing Collaborative Institutional Training Initiative (CITI) modules, and a review of the the University and Medical Center Institutional Review Board (UMC IRB). Completing these modules is an important step in ensuring protection of rights and welfare of human in research (East Carolina University, 2021). The author also completed a quality improvement project proposal for the project to be considered by the site, and completing a health system feasibility form. The quality improvement proposal consisted of a statement of the problem, evidence-based review and synthesis, project aim, intervention, analysis plan, data collection plan, timeline, and evaluation plan. After completing and submitting the required documents, the health system research team worked collaboratively with the leadership team to approve the project implementation at the site. The project proposal was submitted to the health system’s IRB approval, and it was determined to be a quality improvement.
















Section III: Project Design
Project Site and Population
The project site was a medical-surgical unit (4th floor) in a private Magnet recognized hospital in the Triangle area of North Carolina. Part of a large private university health system, the hospital has 186 inpatient beds and serves patients with diverse health issues for ages 13 years through the end-of-life. The unit admited medical patients 18 years and older. The majority of them were heart failure patients and required telemetry. The primary facilitator was the project champion; however, the nurse manager was supportive of the project. This project educated 4th-floor nurses about using the teach-back method when providing discharge education to heart failure patients. There was no patient interactions during this project period.
Description of the Setting
The setting of this project was a 44 bed unit that admits general medicine patients, including heart failure patients. The hospitalist service was responsible for most patients, but they worked collaboratively with different specialties, including cardiology and general surgery, depending on every patient's needs. The hospitalist team waas made of medical doctors, nurse practitioners and physician assistants. On the unit, one also found respiratory therapists, physical therapist, occupational therapist, and pharmacists working corrabolatively to take care of heart failure patients and other patients. The majority of patients on the unit were covered under medicare and Medicaid, others had commercial insurances. There were no pediatric or obstetric patients admitted to this unit. 



Description of the Population
The unit employed registered nurses (RN) with a mixture of new, experienced, and traveller nursing staff. They all worked 12 hours shifts, three days a week. The role of these staff in this project was to learn about how to use the teach-back method when providing discharge education to HF patients and use it to help them better understand HF symptoms, and how to manage them. The patient ratio was four to five patients per nurse. There was also one charge nurse every shift who did not take patient assignments, but instead oversaw the unit. 
Project Team
The project team consisted of different members collaborating to execute a successful project. The first member was the project lead responsible for developing, implementing, and evaluating the project using evidence-based data. The second member was the East Carolina University supervisor, who had been guiding the project lead since the conceptualization. The third member was the project champion, who was a Clinical Nurse Specialist (CNS) for the entire hospital. Unfortunately, the assigned project lead had to go on a medical leave a few weeks after the implementation, and her manager worked with the project lead as the covering site champion. Finally, the unit manager was a key member of the team and was representing the entire nursing staff.
Project Goals and Outcome Measures
The project goal was to educate nurses on improving discharge teaching using the teach-back method when working with HF patients. Nurses considered each HF patient's health literacy, enhanced their knowledge of HF symptom recognition and management, to decrease HF patients readmissions. Using a Likert scale, nurse’s self-reported knowledge and understanding of application of the teach-back method was assessed before and after implementation (see Appendix A for pre- and post-implementation questions).
Description of the Method and Measurement
This was a quality improvement project. The Plan-Do-Study-Act (PDSA) framework cycle was well-suited for this project.  The PDSA cycle is 4-steps change strategy and is one of the models used for quality improvement (IHI, 2020). This project focused on educating nurses on improving the method of delivering discharge information using the teach-back method to HF patients, regardless each HF patient's health literacy, enhancing their knowledge of HF symptoms recognition and management, and decreasing hospital readmissions. The Plan section of this project focused  on educational sessions teaching nurses about the teach-back method. The Do portion of the project consisted of nurses implementing the teach-back method. The Study portion consisted of measuring the utilization of the teach-back method by looking at the rate of utilization for HF patients. Finally, based on what was discovered over 2 to 3 week cycle, the project lead then reeducated, reminded or put up prompts to increase the likelihood that nurses will use the teach-back method and this was the Act portion of this project. Then the Act became the Plan for the second 2 to 3 week cycle. The project leader used new strategies before every cycle to increase the uptake of the intervention, and this process continued for 12 weeks. There was a total of 3 rapid cycle changes.
Discussion of the Data Collection Process
The pre- and post-implementation survey was sent to every nurse on the 4th floor prior to and after project implementation. All nurses received a Qualtrics survey that contained three demographics questions in addition to seven problem specific questions (see Appendix A). Participants were asked for their age category, and their experience as a nurse in years.  Participants manually typed their age and experience as a number from a list. An analysis of pre- and post-implementation survey results was completed by comparing responses of all nurse's understanding of the use of the teach-back method when providing discharge education to HF patients prior to education and after education using the Qualtrics survey. 
Implementation Plan
One week prior to implementation, all 4th floor registered nurses (RNs) received an email notifying them about the DNP project implementation in their unit, the scope of the project, voluntary participation.  The week implementation began, all RNs received an email containing a link to the pre-implementation survey. During the pre-implemenation survey, RNs were asked to create a unique identifier that was used to track their completion at the end of the project. The identifiers were anonymous. RNs had two weeks to complete the pre-implemenation survey which assessed their knowledge on using the teach-back method when providing discharge education for heart failure patients. 
After the initial 2-week period, RNs received educational information about the teach-back method, why the teach back methods is helpful for patient understanding, and how to use the teach-back method when providing discharge education to heart failure patients. They were given six weeks to review the material, and during that time, the project lead hosted two lunch and learn sessions to explain the material and answered any questions. The first session focused on teaching nurses about what the teach-back method is and why it is important. The second educational session focused on putting it all together by practicing how to use the teach back method. In these sessions, the project lead used the the organization’s standard HF discharge information, but focused on the teach-back method when discussing symptom recognition and management. At the end of six weeks, the same evaluation survey was again sent to each RN. They were given two weeks to complete the post-implementation survey. Participation was tracked using the unique identifiers created when completing the pre-implementation survey which was also used when completing the post-implementation survey. RNs who completed the pre-implementation survey, the educational sessions, and post-implementation survey were eligible to win a $50 gift card. No personal data was collected on RNs and the surveys were anonymous. 
Timeline
The project was implemented from August to November 2021. During that time, each RN received emailed link to the pre-implementation survey, a PowerPoint on discharge teaching using the teach back method, and the post-implementation survey. RNs had two weeks to complete the pre-implementation survey. The implementation process lasted 6 weeks. Finally, RNs had another 2-week period to complete the post-implementation survey (See Appendix B for timeline details).











Section IV: Results & Findings 
Results
Over the course of 12 weeks, all 4th floor nurses (N=49) were invited to complete a pre- and post-implementation surveys. All nurses were sent a Qualtrics® survey that contained two demographics questions in addition to the quality improvement intervention knowledge questions. Participants were asked for their age category in years, the range of their years of experience as nurses. Each question in the demographics section required an answer (See Table 1 for details). Out of 49 nurses, 18 responded to the pre-implementation survey, and only 8 nurses responded to the post-implementation survey. An evaluation using the PDSA review process was conducted every two weeks, with a total of 3 PDSA cycles by the end of the DNP implementation. The following are sesults of the pre-implementation survey. Out of 18 nurses, 39 % reported that they strongly agree that HF is associated with frequent hospital readmissions and poor quality of life, 33% of nurses reported that they agree with the statement, and 28% of nurses remained neutral. Thirty-nine percent of nurses reported that they strongly agreed that health literacy has a significant impact on HF patient's hospital readmission, while 61% of  nurses agreed. When asked how often they use the teach-back method in their implementation of patient education, 17% of  nurses reported that they always (100%) use the teach-back method, 33% of nurses reported using it most of the time (75%), 17% of nurses reported using it half of the time (50%), and 33% of nurses reported using it some of the time (25%).
Another question asked if nurses can influence patient's understanding of heart failure, symptom recognition and management. Thirty-nine percent of nurses strongly agreed, 50% agreed, and 11% remained neutral. When asked if nurses should ensure that patients repeat in their own words what heart failure symptoms are and how they will manage them, 44% of nurses strongly agreed, and 56% agreed. Finaly, nurses were asked if patient's understanding of heart failure, symptom recognition and management can help decrease risk for readmission. Thirty-nine percent of nurses strongly agreed, 56% of nurses agreed, and 6% of nurses remained neutral.
In the post-implementation survey results 86% of nurses strongly agreed that HF is associated with frequent hospital readmissions and poor quality of life, and 14% of nurses agreed. 86% of nurses strongly agreed that health literacy has a significant impact on health failure patient's hospital readmission, and 14% of nurses agreed. Seventhy five percent of nurses reported using the teach-back method 75% of the time, and 15% of nurses reported using it 25% of the time. Sixty-two percent of nurses strongly agreed that nurses can influence patient's understanding of heart failure, symptom recognition and management, and 38% of nurses agreed. Thirty-six percent of nurses strongly agreed that nurses should ensure that patients repeat in their own words what heart failure symptoms are and how they will manage them, and 63% of nurses agreed with that. When asked if patient's understanding of heart failure, symptom recognition and management can help decrease risk for readmission, 75% of nurses strongly agreed, and 25% agreed with that question (See Table 2 for details). The full pre- and post- implementation survey can be found in the Appendix A.






Table 1
Pre-implementation survey demographics(n=18)
	Age Categories
	N(%)

	20-29
	5(28%)

	30-39
	7(39%)

	40-49
	5(28%)

	50+
	1(6%)

	Years of Experience
	

	0-5
	13(72%)

	6-10
	3(17%)

	11+
	2(11%)



Post-implementation survey demographics(n=8)
	Age Categories
	N(%)

	20-29
	7(88%)

	30-39
	1(12%)

	Years of Experience
	

	0-5
	8(100%)







Table 2
Pre-Implementation Survey Responses Problem Specific (n=18)
	Survey Question
	N(%)

	Heart failure is associated with frequent hospital readmissions and poor quality of life.

	Strongly Agree
	7(39%)

	Agree
	6(33%)

	Neutral
	5(28%)

	
Health literacy has a significant impact on health failure patient's hospital readmission.


	Strongly Agree
	7(39%)

	Agree
	11(61%)

	How often do you use the teach-back method in your implementation of patient education?


	Always
	3(17%)

	Most of the time
	6(33%)

	Half of the time
	3(17%)

	Some of the time
	6(33%)

	Nurses can influence patient's understanding of heart failure, symptom recognition and management.


	Strongly Agree
	7(39%)

	Agree
	9(50%)

	Neutral
	2(11%)

	Nurses should ensure that patients repeat in their own words what heart failure symptoms are and how they will manage them.


	Strongly Agree
	8(44%)

	Agree
	10(56%)

	Using the teach-back method while providing patient education will improve heart failure patient's knowledge.


	Strongly Agree
	8(44%)

	Agree
	9(50%)

	Neutral
	1(6%)

	Patient's understanding of heart failure, symptom recognition and management can help decrease risk for readmission.


	Strongly Agree
	7(39%)

	Agree
	10(56%)

	Neutral
	1(6%)



Post-Implementation Survey Responses Problem Specific (n=8)
	Survey Question
	N(%)

	Heart failure is associated with frequent hospital readmissions and poor quality of life.

	Strongly Agree
	7(88%)

	Agree
	1(12%)

	
Health literacy has a significant impact on health failure patient's hospital readmission.


	Strongly Agree
	7(88%)

	Agree
	1(12%)

	How often do you use the teach-back method in your implementation of patient education?


	Most of the time
	6(75%)

	Some of the time
	2(25%)

	Nurses can influence patient's understanding of heart failure, symptom recognition and management.


	Strongly Agree
	5(63%)

	Agree
	3(37%)

	Nurses should ensure that patients repeat in their own words what heart failure symptoms are and how they will manage them.


	Strongly Agree
	3(37%)

	Agree
	5(63%)

	Using the teach-back method while providing patient education will improve heart failure patient's knowledge.


	Strongly Agree
	5(63%)

	Agree
	3(37%)

	Patient's understanding of heart failure, symptom recognition and management can help decrease risk for readmission.


	Strongly Agree
	6(75%)

	Agree
	2(25%)















Outcomes Data
The outcome data from this DNP project was the results from pre- and post- implementation surveys. The outcome from the data showed that the majority of nurses strongly agreed that using the teach-back method while providing discharge education to HF patients enhanced patient’s understanding of HF symptoms, and management which would lead to a decrease in hospital readmissions. In the post-implementation survey all participants answered strongly agree or agree which was not the case in the pre-implementation survey. No neutral answers were provided in the post-implementation survey, which leads to believing that they had a better understanding of the importance of using the teach-back method when providing discharge education to HF patients after the educational sessions. 
The purpose of this DNP project was to teach nurses how to provide effective discharge teaching by using the teach-back method when providing discharge education to heart failure (HF) patients which would potentially lead to a decrease in HF patent’s hospital readmissions. This goal was achieved by sending powerpoint about the use of the teach-back method, providing educational sessions, evaluating nurses’s understanding using the PDSA review process, and revising the PDSA cycles based on nurses reflections. Educational information provided to nurses can be found in the Appendix C.
Discussion of Major Findings
The results of the pre- and post-implementation surveys showed a positive impact of nurses understanding of the using of the teach-back method while providing discharge education to HF patients. Nurses learned to summarize patient information in clear, easy to understand language, have patients repeat the information back in their own words, and assess their understanding. Nurses reported that they did not use the teach-back method prior to the DNP implementation but started using it after attending the provided educational sessions and reading the power points. The use of the teach-back method improves patient’s comprehension and retaintion of health related information ( Oh et al., 2019). Some of the benefits reported by 4th floor nurses after using the teach-back method while providing discharge education to HF patients included: improving comprehension of post discharge care, improving disease and symptom recognition knowledge, recalling information, and validating clear understanding. Nurses also reported that using the teach-back method while providing discharge education to HF patients gave them the opportunity to evaluate how well they gave the information. 















Section V. Interpretation & Implication Outline
Cost Benefit Analysis
Assuming that the project site took on this project on this particular unit, the organization’s cost would consist of expensise from human resources. Fourty-nine nurses would need to be educated. The project lead would need to be paid for developing an educational plan, providing educational sessions, evaluating nurse’s understanding and revising throught the implementation. The project lead would need to spend at least 4 hours a week at the project site. A cost benefit analysis for this DNP project included the time, money, and other resources that were needed for completion of this project. 
The amount of time the project lead spent developing this project should be considered in the cost benefit analysis. The project lead prepared educational powerpoints, the pre- and post- implementation surveys, provided educational sessions, and went to the project site every week for 4 hours each week troughought the implementation process. The monetary cost for this project included $40 spent on bagels and donuts that the project lead bought for nurses. The project lead also spent $50 on a gift card that was given to the nurse who completed both the pre- and post- implementation surveys. This was randomly done at the end of the project implementation. The winner was selected using a unique identifier that was created at the beginning of the pre-implementation survey, and the same identifier was used for the post-implementation survey (See Appendix D).
Resource Management
Several resourcces were needed for the success of this DNP project. Organizational resources that were valuable for this project included information and technology, use of emails as mean of communication between the project lead, site champion, the unit manager, and 4th floor nurses. The unit manager was supportive of the project and went above and beyond to facilitate with its implementation. She encouraged nurses to attend provided educational sessions and reading the PowerPoints for those who were not able to attend. Having the nurse manager support increased nurse’s willingness to incorporate the use of the teach-back method while providing discharge teaching to HF patients in their daily practice. The covering site champion who is a program manager and overseas all admitted HF patients also encouraged nurses to use the teach-back method when providing discharge teaching to HF patients. She understood the benefits of this DNP project not only for HF patients but also for the organization in general.
Implication of the Findings
The implications of this DNP project had a significant impact on nurses, HF patients, and the organization in general. The project implication for nurses was to equip them with strategies they can use when providing discharge teaching to HF patients to help them retain knowledge about their disease and management, which would lead to a better quality of life and prevent them from being readmitted to the hospital. Using the teach-back method while providing discharge education to HF patients helped HF patients retain information about their disease and how to manage symptoms after discharge which will improve their quality of life and lead to a decrease in hospital readmission. The project implication for the organization is the fact that if nurses continue to use the teach-back method while providing discharge teaching to HF patients, the organization will have less premature HF patient’s readmissions which will prevent them from being penalized by the Hospital Readmission Reduction Program (HRRP). 
Implication of Patients
The implications of this DNP project had a significant impact on HF patient’s knowledge about their disease and how to manage their symptoms, which was the goal of this project. Providing them with important health information in words they can understand will help them better understand their disease and hopefully prevent them from being readmitted to the hospital and improve their quality of life. If HF patients have a better understanding of what needs to be done after discharge such as weighting themselves every morning on the same scale, at the same time, and documenting their weights; watching sodium intake, taking their medications as prescribed, and following up with their appointments, HF patients will less likely get readmitted to the hospital.  
Implication of Nursing Practice
Educating nurses about using the teach-back method while providing discharge education to HF patients was the goal of this DNP project. During the implementation process, the project lead was able to talk to several nurses and asked them about some of the obstacles that may prevent them from using the teach-back method. Nurses reported that some patients were unable to participate in discharge education due to either being confusion or other learning challenges. The project lead encouraged nurses to educate caregivers/ family members when they come to visit so that they would help HF patients after discharge. Given the amount of education that needed to be provided to HF patients, nurses were encouraged to document which topic they educated HF patients on during a particular shift, communicate this to the oncoming nurses during handoff. This process allowed nurses to know which education had been provided and what needed to be covered. This DNP project provided nurses with essential tools to use when providing discharge teaching to HF patients.



Impact for Healthcare System(s)
Some of the benefits of this project for the organization included an increase in the quality of discharge education for HF patients, monetary savings by not having penalties levied for readmissions that result in payback to Medicare, and identification of a pilot project that could be duplicated for the other diagnoses that fall under the Medicare Hospital Readmission Reduction Program. Given the benefits associated with the use of the teach-back method when providing discharge education, applying this to all patients would be beneficial to the health care system in general. Eventought this DNP project was done on one unit focusing on HF patients, the use of the teach-back method when providing discharge education can be applied to other diseases and benefit patients with different medical diagnoses. 
Sustainability
The project site is planning on building on this project and use the teach-back method when providing discharge teaching to all patients. When talking to the nurse manager, the project lead learned that the project site had been thinking about initiating the use of the teach-back method on the unit. This was a good opportunity for nurses to be introduced to the teach-back method, how to use the teach-back method, and benefits associated with using the teach-back method when providing discharge education.
Dissemination Plan
The discemination plan is to continue to share the project findings with the project site. The DNP project poster will be presented on April 5th, 2022 at the East Carolina University. After this presentation, the project lead will share the project findings and poster presentation with the project site via email or virtually. The DNP project will become open to the public after beign submitted to the online Scholarship database for East Carolina University on April 21st, 2022. There are no current plans on presenting this project results to any other organizations.





















Section VI. Conclusion
Limitations
The implementation of this DNP project had some barriers and limitations. The first barrier was a small number of survey responses. Out of 49 nurses, 18 responded to the pre-implementation survey, and only 8 nurses responded to the post-implementation survey. A small number of responses impacted the representativeness of the nurse’s understanding of the use of the teach-back method. When talking to different nurses, the project lead learned that some nurses did not read provided powerpoints on using the teach-back method when providing discharge education to HF patients and did not participate in the educational sessions. This impacted how many nurses applied the teach-back method in their daily routine when providing discharge education to HF patients. Another barrier of this DNP implementation was the fact that out of 49 nurses, only 15 nurses attended educational sessions which impacted they understanding of the use of the teach-back method. Also, this DNP project was conducted on a short time span which affected the number of nurses that the project lead was able to reach and educate.
Recommendation for others
Eventhough this project focused on educating HF patients, the use of the teach-back method when providing discharge education can be applied to every patient population. This DNP project can be replicated and used within the organization on different units. Nurses play a vital role in patient’s lives while in the hospital, and they can make a significant impact in their lives with effective discharge teaching. Educating them about the use of the teach-back method when providing discharge education, how to use it and why will be beneficial to every patient.

Recommendations Further Study
This DNP project showed that there are several benefits associated with the use of the-teach back method when providing discharge teaching. If the same project was to be completely again, conducting it for a longer time span would be beneficial, because more nurses would be able to learn about the use of the teach-back method and benefits associated with its use. Additionally, finding ways to evaluate long-term outcome of the project which will be a decrease in HF patient’s hospital readmission would be ideal.
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Appendix A
Pre- and Post- Implementation Survey
Demographic questions
Create a unique 4 digits number using 2-digit age and last 2 digit of your phone number (something you will remember). This will be used in the incentive drawing for project completion.
1) 2-digit age and last 2-digit phone number
2) Age category: 
20-29: 
30-39:
40-49:
>50:
3) Years of experience:
    0-5:
    6-10:
    11-15:
    >16:






Problem specific questions
Please complete the following questions:
[bookmark: _Hlk79996076]4) Heart failure is associated with frequent hospital readmissions and poor quality of life.
1) Strongly Disagree
2) Disagree
3) Neutral
4) Agree
5) Strongly Agree
[bookmark: _Hlk79996148]5) Health literacy has a significant impact on health failure patient's hospital readmission.
1) Strongly Disagree
2) Disagree
3) Neutral
4) Agree
5) Strongly Agree
6) How often do you use the teach-back method in your implementation of patient education? 
1) None of the time (0%)
2) Some of the time (25%)
3) Half of the time (50%)
4) Most of the time (75%)
5) Always (100%)


[bookmark: _Hlk79996220]7) Nurses can influence patient's understanding of heart failure, symptom recognition and management.
1) Strongly Disagree
2) Disagree
3) Neutral
4) Agree
5) Strongly Agree
[bookmark: _Hlk79996239]8) Nurses should ensure that patients repeat in their own words what heart failure symptoms are and how they will manage them.
1) Strongly Disagree
2) Disagree
3) Neutral
4) Agree
5) Strongly Agree
[bookmark: _Hlk79996260]9) Using the teach-back method while providing patient education will improve heart failure patient's knowledge.
1) Strongly Disagree
2) Disagree
3) Neutral
4) Agree
5) Strongly Agree

[bookmark: _Hlk79996278]10) Patient's understanding of heart failure, symptom recognition and management can help decrease risk for readmission.
1) Strongly Disagree
2) Disagree
3) Neutral
4) Agree
5) Strongly Agree
















Appendix B
Project Timeline
August 23- September 6, 2021: RNs will complete the pre-implementation survey.
September 6-October 18, 2021: The implementation process
October 18- November 1, 2021: RNs will complete the post-implementation survey. 


















Appendix C
Nurses educational material
Background and significance
· Heart failure (HF) poses a significant public health problem worldwide (McLaren et al., 2016).
· It is associated with frequent hospital readmissions, poor quality of life, high mortality, and a financial burden (McLaren et al., 2016; Sousa & Santos, 2019).
· Direct cost associated with HF was $ 281 billion in the United States of America (USA) in 2015 and, this number may be more than double by the year 2035 (CMS, 2017).
· 20% of patients who experience HF get readmitted within 30 days of discharge (Mayo Clinic, 2021).
· One of many factors impacting readmission risk is the patients' health literacy level, understanding of their condition, and recognizing symptoms (Liu et al., 2018).
· The readmission risk is associated with premature discharge education, suggesting that this could be prevented (Sousa & Santos, 2019).
· With effective discharge education HF patients can learn how to manage their symptoms and potentially avoid hospital readmissions. 
What is teach-back method?
· A communication strategy that allows patients to repeat back provided information
· Patients explain health information in their own words
· A way of checking understanding by asking patients to state in their own words what they need to know or do about their health

Why using teach back methods?
· Improves patient comprehension of post discharge care instructions
· Using the teach-back method while providing patient education will improve heart failure patient's knowledge
· Patient's understanding of heart failure, symptom recognition and management will help decrease risk for readmission
· The teach-back method enhanced knowledge, self-care, the quality of life and reduced hospital readmissions in HF patients (Rahmani et al., 2020; Dinh et al., 2019; Oh et al., 2019; Toback & Clark, 2017). 
How to use the teach-back method
· Summarize patient information in clear, easy to understand language
· Have patients repeat the information back in their own words
· Assess their understanding. Were their responses accurate or are there areas they seem not to understand?
· Ask patients where you can explain better, and clarify misunderstood information 








Appendix D
DNP Project Budget
	Items
	Cost

	Bagels
	$20

	Donuts
	$20

	Gift Card
	$50



