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Abstract 

Heart Failure (HF) readmission is complicated and influenced by multiple factors. Few studies 

have directly investigated patients’ perspectives regarding reasons for HF readmission. The 

purpose of this descriptive qualitative study was to examine the experiences of persons who were 

readmitted to a mid-Atlantic medical center for all causes within 30 days of discharge from the 

initial hospitalization with HF. Nine HF patients over 50 years of age were recruited to complete 

a semi-structured interview (HSR #17345). The participants described the reasons they believe 

they were readmitted and they shared their insight into how they believe they could have 

prevented readmission. A review of the medical record was performed to collect demographic, 

clinical, diagnostic, and post discharge activity. The interview utilized five open-ended questions 

on etiology, self-care, and decision-making on seeking care, education/treatment, and input for 

prevention. Several themes emerged: inevitable or unavoidable readmission due to the severity 

of the condition; optimal self-care adherence; symptom monitoring and taking action with family 

and provider’s support; heart failure readmission decision appreciated as a shared result of well-

coordinated transitional care; appreciation for evidence based programs; and patient satisfaction 

regarding self-care teaching. The readmission trend in the current study reflected the challenges 

from the patients’ severity of condition and population characteristics that are faced by an 

academic teaching hospital. The nine participants voiced satisfaction, which exemplified the high 

quality of inpatient care (teaching, optimization of treatment, and discharge planning) and 

seamless transitional care from collective evidence based interventions, although their 

readmissions were not prevented. The findings of this study can assist clinicians by including 

patients’ perspectives in evidence based interventional strategies for reducing HF readmission. 

Keywords: readmissions, heart failure, qualitative research, patient perspectives, transitional 

care  
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Exploring Factors Influencing Heart Failure Readmission  

Section I: Introduction  

Overview of the Problem 

 Heart failure (HF) is a clinical syndrome characterized by the impaired cardiac pump 

function either with a problem of left ventricular filling or ejection. The prevalence of HF 

continues to increase, making this disease a major public health problem. Currently, HF affects 

6.5 million people in the United States. With the aging of the U.S. population, the impact of HF 

will continue to expand (Heidenreich et al., 2013). Heidenreich and colleagues estimated that by 

2030 more than 8 million people (1 in 33) will be diagnosed with HF. In addition, the total 

annual direct medical cost for HF will increase from $21 billion today to $53 billion by 2030.  

 The term hospitalization for HF is defined as a new onset or worsening signs and 

symptoms of HF requiring urgent therapy and resultant hospitalization (Gheorghiade, 

Vaduganathan, Fonarow, & Bonow, 2013). Among Medicare beneficiaries, readmission for all 

causes within 30 days following HF hospitalization approaches about 25% (Hersh, Masoudi, & 

Allen, 2013). As of October 2012, Centers for Medicare and Medicaid Services (CMS) began 

reducing Medicare payments to hospitals with excessive HF readmissions. CMS also began 

providing incentives for hospitals to develop innovative approaches to reduce HF readmissions 

(Kansagara et al., 2011; Tao, Ellenbecker, Chen, Zhan, & Dalton, 2012). Thus, HF is the leading 

cause of rehospitalization. HF hospitalization has become a focal point for quality improvement 

(Boutwell et al., 2011; Bradley et al., 2012; Jack et al., 2009), and reducing readmission is a key 

policy initiative embedded in the Patient Protection and Affordable Care Act (Stephens et al., 

2013).  
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 HF readmission is costly and challenging: avoiding HF patients’ readmissions has been a 

major goal of health care systems, due to the significant burden on both patients and payers. 

However, the causes of HF readmission are not well-understood (Retrum et al., 2013). In order 

to prevent avoidable HF rehospitalization, the factors that contribute to this phenomenon must be 

identified, so that effective prevention strategies can be developed.  Most hospitals have quality 

improvement teams and implement evidence based practices to reduce preventable readmissions 

for patients with HF (Bradley et al., 2012). 

A goal of Health People 2020 is to reduce hospitalizations for older adults with HF 

(Healthy People, 2011). Elective admissions are not counted as readmissions by CMS. However, 

unplanned hospital admissions (UHA) are a problem for health systems, as UHA are costly. In 

order to reduce the burden on health care and administer efficient resource utilization, clinicians 

must manage UHA effectively. However, Collins et al. (2013) suggest that most HF patients are 

hospitalized without a clear need for time-sensitive therapies or procedures. The majority of 

patients are not in need of acute intervention beyond congestion management. Many HF 

hospitalizations are driven by gaps in the process of care rather than worsening pathophysiology 

or a marker of high risk. Every organization must develop a process to determine whether each 

rehospitalization for HF patients reflects a limited capacity of the patient, provider, or health care 

system, in order to find opportunities for improvement.  

 HF readmission is increasingly being used as a quality metric and outcome measure in 

HF research (Gheorghiade et al., 2013). However, despite recent public attention given to 

reducing HF readmission, HF readmission is still an understudied phenomenon. There is a gap in 

research and practice. That is, most HF risk prediction models based on the results of 

quantitative studies perform poorly (Hersh et al.; Kansagara et al., 2011). The research evidence 
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on interventional strategies in reducing HF readmission is still weak (Hansen, Young, Hinami, 

Leung, & Williams, 2011). In order to assess the HF readmission phenomenon more fully, 

researchers and clinicians must collaborate and include the patients’ viewpoint in the evaluation 

of why the patient was readmitted to the hospital. 

The Purpose of this Study 

 HF readmission is complicated and influenced by multiple factors. Therefore, the primary 

purpose of this Capstone project was to increase knowledge of the reasons for HF readmission 

from the patient’s perspective. This project aimed to describe trends and patterns of HF 

readmissions and gain insight for reducing HF readmission. 

Research Question 

 The following questions directed this process: 

1. What factors are identified by HF patients (and their caregivers) that contribute to 

readmission following inpatient treatment for HF?  

2. What barriers and potential causes for readmission can be identified in the patients’ 

medical records? 

 To answer these questions, a qualitative study based on in-depth patient interviews and 

medical record review was conducted at this mid-Atlantic tertiary care medical center. 

Conceptual Model 

 Conceptual frameworks not only provide a structure for the planning and delivery of 

interventions, but can also guide the research. In order to understand the phenomenon of HF 

readmission, this study attempted to integrate several theoretical frameworks (see Figure A1, 

Appendix A) that could describe the phenomenon of HF readmission, by incorporating several 

constructs that emerged from the literature review. Thirty day readmission is defined as an 
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admission for all causes (e.g., myocardial infarction, heart failure, and pneumonia) within 30 

days of discharge from the index hospitalization into inpatient units at this mid-Atlantic medical 

center for persons over 50 years old with a primary discharge diagnosis of heart failure. 

Donabedian’s model (Donabedian, 1968) captures three major concepts: structure (the context in 

which care is delivered), process (the transactions between patients and providers throughout the 

delivery of healthcare), and outcome (effects of healthcare on the health status of the patients). 

This conceptual model provides a basic framework for examining the HF readmission 

phenomenon in terms of quality of care given to patients with HF, where patients navigate the 

health care system in time and environment. 

 The Health Belief Model (HBM) is congruent with HF self-care adherence, the most 

emphasized concept in HF educational interventions to prevent HF readmission. In HBM, HF 

self-care adherence (or decision-making in seeking care or delay seeking care) depends on the 

patient’s perceived benefits (or barriers) for behavioral change or ‘cues to action’ given from the 

social network including caregivers. 

 Heart failure is chronic in nature; thus, the HF Illness Trajectory Model (adapted from the 

Corbin and Strauss chronic illness trajectory model, Corbin, 1998) is useful in addressing the 

downward trajectory of heart failure in a time and environmental context in which patients and 

healthcare providers interact and make decisions to manage the course of the disease (e.g., 

treatment goal adjustment). 

 Finally, the Explanatory Model (McSweeney & Allan, 1997: adapted from Kleinman, 

1978) was added to reword the interview questions developed by the investigator. This model 

allows clinicians to consider the patients’ socio-cultural perspectives in clinical encounters (e.g., 

interview about illness experience, self-care adherence, and decision-making process for service 
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utilization behavior). These four theoretical models guided the interview, chart review, and 

analysis (see Figure A1, Appendix A). 

 The conceptual framework proposed by this study may provide insight into patients’ 

responses (from interview data) to self-care management (e.g., barriers to adherence, and seeking 

or delayed seeking care in response to symptom recognition and need) and decision-making of 

resource utilization (i.e., keeping follow-up appointments, Emergency Department visit, or 

hospitalization). The qualitative analysis of the patients’ chart reviews may not only provide 

better knowledge on the patients’ characteristics grounded from literature review (e.g., risk 

factors by Gruneir et al., 2011 and by Anderson, 2013), but also provide some insights into 

providers’ perspectives on reasons for readmission and how to improve the quality of care in 

terms of the clinician’s adherence to CMS recommendation for improving discharge 

coordination and education for HF patients and their caregivers (Holland, Mistiaen, & Bowles, 

2011; Jack et al., 2009; Kirk, Prasad, & Aldelhafiz, 2006; Mulder, Tzeng, & Vecchioni, 2012). 

Section II:  Review of the Literature 

The Problem and Researching for a Solution 

Quantitative research on HF is abundant with efforts to reduce HF readmission; however, 

most of the research focuses on interventional strategies to improve self-care adherence as part of 

a HF disease management program (e.g., effectiveness of telemonitoring intervention) or to 

improve discharge coordination and transitional care (Hansen et al., 2011; Riegel et al., 2009). 

Another trend in HF research reflects recent quality improvement initiatives to contain health 

care cost. Many researchers developed HF readmission risk prediction tools by utilizing 

administrative or clinical data (Kansagara et al., 2011). Predicting hospital readmission risk is 

important to identify which patient would benefit most from resource-intensive interventions or 
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care transition interventions. Several prediction models for HF readmission have been validated 

and published, but the state of risk prediction in HF readmission still remains crude and within 

the domain of clinical researchers (Hersh et al., 2013). These validated statistical models have 

been primarily used to compare hospital outcomes or to evaluate patients’ needs for advanced 

treatment options (Kansagara et al., 2011). However, thus far, the findings from these 

quantitative studies have not provided any answers to the questions of why readmissions occur, 

or what can be done for individual patients to avoid HF readmission. Researchers and health care 

providers should integrate patient perspectives into this inquiry of HF readmission. Therefore, 

the purpose of this literature review was to examine current research focusing on HF readmission 

and to identify the impact of gaps in current knowledge about factors influencing HF 

readmission. 

The Literature Search 

An integrative review was conducted using MEDLINE, CINAHL, Google Scholar, and 

ancestry search. It included qualitative and non-experimental quantitative studies (Whittemore & 

Knafl, 2005) in order to gather current evidence on factors influencing HF readmission. The 

timeframe for the database search strategy was January 2000 through November 2013. Studies 

written in foreign languages (i.e., non-English) were excluded for this review. A series of 

literature searches were conducted using a combination of ‘heart failure’ or ‘congestive heart 

failure’ and another key search term (see Figure A2, Appendix A). The final number of articles 

that met the criteria for the literature review was 31 (19 qualitative, 6 mixed methods, and 6 

quantitative studies). Final inclusion criteria for the qualitative articles included the rigor of the 

study (i.e., authors’ effort to explain methods for sampling, collecting, analyzing, and 

interpreting data to enhance the credibility of the study), or having the theoretical framework or 
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interview guide. The quantitative studies were selected based on the practicability of the 

instruments (e.g., simplicity of prediction tools or survey questions) for bedside clinicians to 

utilize to assess or to intervene patients’ needs to reduce HF readmission. 

Critique  

 Across studies, the variables under investigation (e.g., HF readmission or self-care 

adherence) were not clearly defined, and it was assumed that readers would understand them as 

part of the research questions. In the six studies utilizing a mixed method, the variables of 

interest were defined, and the validity and reliability of instruments used for the quantitative part 

were reported. As inclusion criteria, the persons with HF or other heart condition were specified; 

however, only 13 out of 31 studies defined HF by using any clinical definition, such as the New 

York Heart Association classification to describe the study participants. For the qualitative 

interview schedule, no validity or reliability statistics were reported. 

 Overall, the strengths of the qualitative studies analyzed in the current review included: 

using purposive sampling, using multiple data collection setting, having a good sample size, 

substantial efforts in articulating the significance of the research problem, and utilizing 

theoretical frameworks and mixed methods in order to provide meaning to the findings of the 

studies. However, several studies had limitations in literature coverage, in reporting on how to 

develop interview guides, and on efforts to enhance the credibility of qualitative data. 

 In summary, from this literature synthesis, few studies (Annema, Luttik, Jaarsma, 2009; 

Hekmatpou, Mohammadi, Ahmadi, & Arefi, 2009; 2010; Hodges, 2009; Kirk et al., 2006; 

Retrum et al., 2013) directly investigate patient perspectives regarding reasons for HF 

readmission. In the rest of the studies, the factors influencing HF readmission were indirectly 
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conceptualized by addressing HF self-care adherence, decision-making in seeking care, and the 

need for post-discharge transitional care. 

Themes Identified 

 Several themes related to factors influencing HF readmission have emerged in the 

literature: HF readmission as a multifactorial phenomenon with special attention to context; the 

need to listen to patients and their caregivers; and, the need to have a theoretical framework and 

simple tools to understand this phenomenon. The recurrent theme identified in the current review 

was that self-care decision-making does not happen in isolation, but happens in the patients’ 

environmental context (i.e., personal, sociocultural, spiritual, and geographical context). 

Assessing patients in their environmental context to identify barriers for self-care adherence must 

precede any interventional strategies to reduce HF readmission.  

HF readmission influenced by multiple factors. HF readmission is multifaceted and 

complicated. The consistent themes revealed from the current review is that HF readmission 

must be understood as a process outcome contributed to by multiple factors (e.g., patients, 

providers, and health system). HF readmissions occur in the environment where patients live and 

interact – their socio-cultural context. Identifying and focusing on this context will promote 

adherence to HF self-care regimen and reduce HF readmission. 

Two studies (Annema et al., 2009; Retrum et al., 2013) addressed the causes of the HF 

readmission directly. Retrum et al. (2013) systematically examined patient perspectives about 

reasons for HF readmission. As the authors noted, this study was the first systematic qualitative 

inquiry on a patient’s perspective of HF readmission. They conducted semi-structured interviews 

of 28 patients readmitted within 6 months of index heart failure admission. The researchers 

found that patient experiences were complex and heterogeneous and the causes for HF admission 



13 

were multifactorial; therefore, the causes were not easily categorized as preventable or not 

preventable. The reasons for HF readmission identified from this study include distressing 

symptoms, unavoidable progression of chronic disease, influence of psychological or social 

environmental factors (e.g., adequate support  versus unavailable resources), imperfect self-care 

adherence, and health system factors (e.g., suboptimal health care delivery, premature discharge, 

and lack of ambulatory follow-up care). The authors suggest the need for systemic, multifaceted 

intervention integrated with patient input. 

 In a mixed method study conducted in the United States, Annema et al. (2009) asked 

participants (i.e., patients, caregivers, nurses, and cardiologists) to state the reasons or opinions 

about readmission and whether the readmission could have been prevented. The participants 

agreed that not all admission could have been prevented when considering the role of 

comorbidity as underlying reason for readmission. Patients reported enhancing adherence and 

seeking help earlier as important interventions to prevent readmission. Participants also stated 

comorbidity, nonadherence, and nonoptimal medication as contributing factors for readmission 

besides the most cited reason, worsening heart failure.  HF readmission is a multidimensional 

phenomenon, which not only reflects the worsening pathophysiology, the unavoidable 

decompensated state needing acute medical intervention, but also signifies the typical ecological 

view of humans interacting within the embedded context. That is, patients’ personal beliefs and 

values interact with other systems (caregivers, clinicians, community, and health systems), and 

HF patients make decisions on HF self-care adherence and service utilization (i.e., 

rehospitalization). The key suggestion from the qualitative studies reviewed includes the need to 

improve clinicians’ sensitivity toward HF readmission and discharge, and the need to improve 
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post-discharge education and support – and the culture of health systems in general – in order to 

reduce HF readmission.  

Qualitative researchers have studied the factors contributing to symptom recognition and 

interpretation in patients with heart failure (Clark et al., 2009; Jurgens, Hoke, Byrnes, & Riegel, 

2009; Patel, Shafazand, Schaufelberger, & Ekman, 2007; Riegel et al., 2010; Rogers et al., 

2002). The researchers found that decision-making in seeking care is a multifactorial process in 

which personal (cognitive and emotional), and socio-cultural context (faith, belief, value, and 

culture) contribute. The findings from qualitative studies are consistent in showing multiple 

factors contribute to HF patients’ delay seeking care. Many HF patients fail to recognize 

worsening symptoms and interpretation due to aging and morbidity; therefore, there is a need to 

include not only educating HF patients about HF symptoms recognition and interpretation in 

order to get a timely assistance, but also caregivers for this education in order to possibly 

compensate for the patients’ delayed cognitive response in worsening HF symptoms. 

The importance of listening. Health care providers must listen to patients and caregivers 

and assist them with transitional care paying special attention to the post-discharge environment. 

The majority of the studies in this current review included caregivers and clinicians to validate 

findings from HF patients. However, a major omission within the studies in this current review is 

the lack of discussion about HF readmission from the patient’s experience and about the meaning 

of living with HF. For example, the findings by Granger et al.’s study (2009) identified that the 

patients’ self-care adherence is “work” that needs informational and instrumental support from 

multiple caregivers, including informal caregivers and health care providers (p. 310). A 

consistent finding from this current review is that the informal caregivers of HF patients play 

major roles in decision-making, regarding information management, self-care adherence, and 
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seeking care from providers or hospitalization (Annema et al., 2009; Dickson, McCarthy, Howe, 

Schipper,  & Katz, 2013; Freydberg, Strain,  Tsuyuki, McAlister,  & Clark, 2010; Granger et al., 

2009; Jurgens et al., 2009; Patel et al., 2007; Piamjariyakul et al., 2012; Riegel et al., 2010; 

Sanford, Townsend-Rocchicciolli,  Horigan,  & Hall, 2011; van der Wal, Jaarsma, Moser, van 

Gilst, & van Veldhuisen, 2010).  According to Sanford et al. (2011), the decision-making process 

by caregivers of family members with HF is influenced by situations, people, relationships and 

the environment. The authors describe the decision-making process as a nonlinear one consisting 

of several phases: actualization of the challenge, issues, or problem; seeking input, information, 

or support; reflecting on the decision; making a decision choice; evaluating the decision; and 

validating the decision (p. 55). There is a need to integrate perspectives from patients and 

caregivers to reduce HF readmission. The needs of caregivers should be included in the 

discharge-coordinated effort to assist patients’ transitions into their community environments in 

order to reduce HF readmission. HF readmissions occur in an environment where patients live 

and interact with their socio-cultural context. Identifying socio-cultural values in order to 

promote adherence to HF self-care regimen and prompt seeking care at the community can result 

in avoiding unnecessary hospitalization (Dickson et al., 2013; Freydberg et al., 2010; Sanford et 

al., 2011; Stephens et al., 2013). Conceptualizing HF self-care decision-making as a process with 

patients and caregivers as major players may be a necessary step toward patient-centered 

decision-making, the ultimate goal of health care reform. A consensus seems to exist among 

researchers (Riegel et al., 2010; Rogers et al., 2002) regarding the need to teach HF patients to 

report to their caregivers or to educate caregivers to initiate monitoring of their patients’ 

deteriorating state or symptoms. 



16 

In summary, the findings from qualitative studies are consistent in showing multiple 

factors contribute to HF patients’ delaying seeking care. Many HF patients fail to recognize 

worsening symptoms and interpretation due to aging and morbidity. Therefore, there is a need to 

educate HF patients about HF symptoms recognition and interpretation, in order to get timely 

assistance, and including caregivers for this education in order to compensate for the patients’ 

possible delayed cognitive response. HF readmission may not be just an outcome measure; it 

may require understanding it as a process measure. Causes of HF readmission can be 

conceptualized by multiple factors (e.g., patient, caregivers, providers, and health system) 

embedded in the patient’s socio-cultural environmental context where patients are living and 

interacting after being discharged from the hospital. 

 The importance of a theoretical framework. Conceptual frameworks are helpful in 

guiding the research. In this current review, only eight studies explicitly reported using 

theoretical frameworks. However, only in three studies (Granger et al, 2009; Patel et al., 2007; 

van der Wal et al, 2009), did theories actually guide the process of qualitative study. That is, the 

theoretical frameworks guided the study methods (e.g., design and unit of analysis) and 

interpretation of results. Given that few qualitative studies directly addressed HF readmission, 

there is a need to integrate concepts from existing studies to guide future research projects or 

innovative intervention targeting HF readmission. Based on factors or themes influencing HF 

readmission, as were identified from the previous sections, three models could be beneficial to 

conceptualize the research process targeting HF readmission: Donabedian’s Medical Process 

Model, Health Belief Model, and HF Illness Trajectory Model. 

 The importance of having simplified instruments. The current review can provide 

some insight and valuable tools for future research and innovative practice to reduce HF 
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readmission. The findings of the review revealed that few researchers (Boyd et al., 2004; Clark et 

al., 2009; Scotto, 2005; van der Wal, Jaarsma, Moser, van Gilst, van Veldhuisen, 2010) 

conducted phenomenological studies to explore the experience of HF patients living with this 

chronic condition. Additionally, only two qualitative studies (Annema, et al., 2009; Retrum et al., 

2013) focused on listening to the patient’s perspective by asking the reasons for readmission 

directly. Furthermore, there is a need for simple interview guides and HF risk prediction tools for 

the clinicians at bedside to listen to patients and caregivers and assist them with transitional care 

giving special attention to the post-discharge environment. The two primary quantitative studies 

chosen in this review have simple and practical tools for clinicians to utilize for individualized 

care of patients. Gruneir et al (2011) utilized the LACE (Length of stay, Acuity, Charlson-co-

morbid score, Emergency department visits) index (previously published by van Walraven et al., 

2010) in their analysis of 26,045 patients’ administrative data. They found that high-risk patients 

(LACE ≥ 10) were readmitted with twice the frequency as other patients, stayed longer and had 

higher mortality during readmission. LACE index consists of four components: length of 

hospital stay, acuity on admission, comorbidity, and emergency department visits. It is 

empirically derived and validated. The scores range from 0 to 19: higher scores indicate greater 

risk for 30-day readmission or death. This tool has a potential to be utilized as a readmission 

review tool due to its significant simplicity. Anderson’s study (2013) also shed light on how 

bedside clinicians can contribute to reducing HF readmission by utilizing administrative data. 

This descriptive study explored the clinical and diagnostic indicators in individuals (N=134) who 

did and did not experience a heart failure hospitalization within 60 days of the index stay. The 

findings indicated that nursing-sensitive factors, dyspnea, crackles, and assistance with activities 

of daily living (ADL)  at the time of discharge were more predictive of 60-day heart failure 
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readmissions than were gender, age, ethnicity, left ventricular function, serum sodium, blood 

pressure, blood urea nitrogen, creatinine, BNP, and cardiac medications. This study is important 

because nurses can contribute to clinical decision-making and reducing HF readmission by 

enhancing clinical assessment and evaluating patients’ discharge readiness (Anderson, 2014). 

The current review provides clinicians with suggestions to improve communication with 

patients to reduce HF readmission. Several quantitative studies emphasize the need to improve 

discharge coordination (Kirk et al., 2006; Mulder et al., 2012; Jack et al., 2009). In Kirk et al.’s 

study, about one third of the patients and caregivers expressed that readmission could be 

avoidable if the patients stayed longer in the hospital during the first admission or had greater 

support in the community after discharge. The authors suggested that patients’ readiness for 

discharge should be discussed before leaving the hospital. A qualitative improvement project 

utilized the electronic medical record to assess whether the Institute for Healthcare 

Improvement’s recommendations to prevent rehospitalization was implemented (Mulder et al., 

2012). The four key areas included enhanced admission assessment for post hospital needs, 

effective teaching and enhanced learning, real time patient and family-centered handover 

communication, and post hospital care follow-up. The project Re-Engineered Discharge (RED) 

developed by Jack et al. (2009) focused on redesigning the hospital discharge process. Jack and 

colleagues used 11 mutually reinforcing components to improve the discharge process. They 

found that participants in the discharge intervention group had a lower rate of hospital utilization 

than those receiving usual care: the RED intervention decreased hospital utilization by about 

30%. The questions used for their trial can be adopted as interview guides if any organization 

wants to replicate this study in order to improve the quality of patient education and continuity of 

care (Jack et al., 2009). 
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 Lastly, current literature review suggests that the unit of analysis should be the patient, 

but caregiver perspective will be informative in describing this complicated phenomenon of HF 

readmission. Clinicians can develop their own interview guides to listen to HF patients and 

families (or informal caregivers) depending on their research questions, theoretical framework, 

and time constraints. Clinicians may require a simplified tool or may choose to adopt the existing 

interview guide such as Retrum et al.’s (2013) or tools from the STate Action on Avoidable 

Rehospitalizations (STAAR) Initiative project (STAAR Worksheet, n. d.). Using existing 

documentary sources has the advantages of abundance and availability (Green & Thorogood, 

2009). If clinicians’ notes can uncover the reasons for HF readmission, medical record review 

can also be utilized to validate information from patients and caregivers, and to gain a holistic 

picture of HF readmission. In the majority of the studies reviewed, a detailed retrospective chart 

review was used to describe the characteristics of the participants and to identify information that 

could be compared with the findings from the patient interview (e.g., outpatient and emergency 

visits between hospitalizations and any clinicians’ remarks about reasons for readmission, etc.). 

Discussion 

There is a gap in our knowledge and understanding of HF readmission. Few qualitative 

studies directly explored patients’ perspectives on HF readmission. No simple HF risk prediction 

model is available for clinicians to apply in their clinical decision-making in order to understand 

and reduce HF readmission. This review attempted to elicit some indirect answers by 

conceptualizing several concepts to understand the HF readmission phenomenon (see Figure A1, 

Appendix A). Themes that have been identified by researchers in this review include HF 

readmission as a multifactorial phenomenon with special attention to context, a need to listen to 
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patients and their caregivers, and a need to have a theoretical framework and simple tools to 

understand this phenomenon.  

 Current review reveals multiple factors influence HF self-care adherence, symptom 

monitoring, and seeking help in terms of health care utilization (e.g., contacting primary care 

clinicians versus emergency department visit). However, this is an area where critical gaps exist 

in terms of knowledge and understanding of the HF readmission phenomenon. The researchers 

of the studies reviewed consistently suggested involving the caregiver as a key player for patient-

centered care decision-making in order to improve transitional care and reduce HF readmission 

(Piamjariyakul et al., 2012; Sanford et al., 2011). Both qualitative and quantitative studies agreed 

the need to improve the discharge coordination process in terms of promoting self-care education 

for patients and caregivers and enhancing communication among providers so patients can seek 

an appropriate level of care in the community before HF symptoms worsen. 

 Another theme derived from the qualitative studies reviewed is the impact of socio-

cultural environmental context on HF readmission. The impact of social context on HF 

readmission is identified by systematic reviews of many quantitative studies (Hersh et al., 2013; 

Kansagara et al., 2011; Linda Calvillo-King et al., 2013). These studies agreed that clinicians 

must address the social determinants of health influencing patients after discharge. Kansagara et 

al. (2011) note, in their review of 30 studies of risk prediction models, that illness severity, 

mental health and substance use, overall health and function, socioeconomic status, social 

support, access to care, health literacy, numeracy, and self-management skills were less 

commonly utilized as social determinants. Hersh et al. (2013) proposed a new conceptual model 

for HF readmission that integrates patient, provider, health system, and environment factors. 
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Hersh and colleagues assert that HF readmission must be conceptualized as a sociobiological 

process rather than a discrete physiologic occurrence.  

 The recurrent theme identified in the current review is that self-care decision-making 

does not happen in isolation but happens in the context (Freydberg et al., 2010; Retrum et al., 

2013). Assessing patients in their socio-cultural context to identify barriers for self-care 

adherence must precede any interventional strategies to reduce HF readmission. Conceptualizing 

HF self-care decision-making as a process with patients and caregivers as major players may be 

a necessary step toward patient-centered decision-making.  

 There is a need to include patient and caregiver-centered perspectives to mobilize the 

most effective intervention and generate the best outcomes for both patients and caregivers. 

There is a concern that the current systems of care have not adequately emphasized patient 

priorities and shared decision-making for end of life care (Heidenreich et al. (2013).  

 Researchers and health care providers must integrate patient perspectives when exploring 

reasons for HF readmission. Patient-centeredness depends on the clinician’s willingness to listen 

to patients, explore the meaning of the illness experience, and identify their needs (Rogers, 

Kennedy, Nelson, & Robinson, 2005). Especially, when clinicians interview patients or 

caregivers about reasons for admission during hospitalization (i.e., an emotional and stressful 

time), clinicians need to be more empathetic and attentive with a caring attitude. Listening to 

patients in a nonjudgmental and accepting manner may allow clinicians to obtain valuable 

information about patients’ conditions and assist patients with their needs. Many nursing 

theorists and researchers assert that a caring presence and listening are the basic interventional 

strategies for holistic nursing care (Browning & Waite, 2010; Covington, 2003; Lekander, 

Lehmann, & Lindquist; 1993; Shipley, 2010). These authors agreed that listening is a critical 
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component of all aspects of nursing care, but it is less utilized by nurses for meaningful 

interaction with patients because of nurses’ time constraints. In a concept analysis on listening, 

Shipley (2010) views listening as one of the less studied concepts in nursing research, and 

suggests to incorporate the concept of listening in nursing research and practice, and to develop 

and validate tools to evaluate the effectiveness of listening from both the nurses’ and patients’ 

perspective. Fredriksson (1999) synthesized the qualitative studies on presence, touch, and 

listening in a caring conversation: the author also found that listening was the weakest theme in 

the review, indicating a gap in caring and nursing research. Browning and Waite (2010) explain 

how the simple act of listening can be utilized in improving patient-clinician relationships by 

providing anecdotal examples from their "JUST Listening Project". 

 In order to understand the complex phenomenon of HF readmission, researchers need to 

integrate available knowledge (e.g., much studied concepts and variables in other theories) in a 

theoretical framework and validate with both qualitative and quantitative studies. Current review 

holds that adding social determinants as predictors for a HF prediction model or applying a 

mixed method may enhance the predictability of the model and validity of findings and improve 

our understanding of the HF readmission phenomenon. 

 Researchers and clinicians can contribute to our understanding of this HF readmission 

phenomenon by adapting available tools and apply these to their clinical decision-making for 

their patients. However, there is a need for clinicians to test these tools working with their own 

population, because every organization differs in terms of the characteristics of the patients 

(Gannuscio, 2012). As the findings from Anderson’s study (2014) suggested, nurses can play a 

major role in inpatient-centered care by enhancing their nursing assessment skills (e.g., assess 

needs on admission, improve teaching, patient-centered handover communication, check 
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readiness at discharge, and arrange follow-up after discharge). The importance of the nurse’s role 

as a patient advocate in the discharge process is also consistent with findings from the current 

review (Jack et al.; Mulder et al., 2012). This was also suggested by several state initiative 

projects conducted in the United States to reduce HF readmission such as the RED and STAAR 

projects (Jack et al., 2009; STAAR Initiative, 2011). A nurse’s basic skill for assessment starts 

from listening to the patient. However, in the current hospital environment, clinicians lose 

sensitivity for the admission and discharge process for HF patients, as Hekmatpou et al. 

theorized in their studies with the grounded theory techniques (2009; 2010). The authors also 

suggest establishing discharge education in order to reduce HF readmission. The last key 

suggestion in this review, highlighted by Holland et al.’s study (2012) is the use of a 

standardized assessment tool to identify and address the continuing care needs for HF patients. 

Nurses can advocate for HF patients in their compassionate and attentive listening, the basic and 

essential caring skills needed for any clinical encounters. 

 In summary, this integrative review on the factors influencing heart failure readmission 

demonstrates five points as follows: 

 1. HF readmission must be understood as a process outcome contributed to by multiple 

factors (e.g., patients, providers, and health system).  

 2. HF readmissions occur from an environment where patients live and interact with their 

socio-cultural context; this context needs to be understood to promote HF patients’ self-

care regimen. 

 3. Caregivers must be included in the process of shared decision-making to target patient-

centered care (from HF diagnosis to inpatient care, transitional care) and to reduce 

readmission. 
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 4. Health care providers must listen to patients and caregivers and assist them with 

transitional care giving special attention to the post-discharge environment. 

 5. The Donabedian’s Medical Process, Health Belief, and HF Trajectory models may 

provide insight into patient and family responses to self-care management (e.g., regimen 

adherence versus non-adherence and seeking or delayed seeking care) and decision-

making of resource utilization (i.e., keeping follow-up appointments, ED visit, or 

hospitalization). 

 Further study details can be found in Appendix B. 

Nursing Implications 

 HF management is challenging and HF readmission is costly. Few previous studies have 

focused on the experiences of HF patients who must make everyday decisions on self-care 

adherence, seeking treatment, and service utilization (e.g., emergency department visit or 

readmission). Researchers and health care providers must integrate patient perspectives when 

exploring HF readmission. Patient-centeredness depends on the clinician’s willingness to listen 

to patients, explore the meaning of the illness experience, and identify their needs (Rogers et al., 

2005).  Listening to patients and caregivers must become a prerequisite for enhancing patient-

centered care. Nurses are in the best position to listen to patients’ accounts of HF readmission 

and empower patients and their caregivers with appropriate resources in order to make the right 

decisions during the trajectory of illness experience. 

Conclusion 

HF is costly and challenging. Current literature review supports that there is significant 

lack of qualitative studies that directly explored patients’ perspectives on HF readmission. The 

needs of HF patients and caregivers should be included in a discharge-coordinated effort to assist 
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patients’ transitions into their community environments in order to reduce HF readmission. The 

insights and knowledge gathered from this literature review will serve as an important step 

toward a patient-centered approach. Clinicians should include patient and caregiver perspectives 

in evidence based interventional strategies to reduce HF readmission. 

Gaps in the Literature to Date 

HF readmission is complicated and influenced by multiple factors. The causes of HF 

readmission are not well understood and many gaps exist. Therefore, the purpose of this 

literature review was to examine current research focusing on HF readmission and to identify the 

impact of gaps in current knowledge about factors influencing HF readmission. The current 

literature review supports that there is a significant lack of qualitative studies that directly 

explore patients’ perspectives on HF readmission. Few studies (Annema et al., 2009; Hekmatpou 

et al., 2009 & 2010; Hodges, 2009; Kirk et al., 2006; Retrum et al., 2013) directly investigated 

patient perspectives about reasons for HF readmission. No study utilized the phenomenological 

paradigm to describe the lived experience of being readmitted to the hospital with heart failure. 

In order to understand the phenomenon of HF readmission, the current review attempted to 

integrate several theoretical frameworks (see Figure A1, Appendix A) that could describe HF 

readmission indirectly, by incorporating the themes that emerged from this review (i.e., HF self-

care adherence, decision-making in seeking care, and need for post-discharge transitional care).  

The coverage of current literature synthesis is limited; however, the findings from the current 

literature review can provide researchers or clinicians with some insights on themes identified on 

HF readmission, research design, unit of analysis, interview guide, and theoretical frameworks, 

which can guide future research and interventions to reduce HF readmission.  

The Purpose of the Present Study 
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HF readmission is complicated and influenced by multiple factors. The causes of HF 

readmission are not well understood. There is a significant lack of qualitative studies that directly 

explore patients’ perspectives on HF readmission. Therefore, the primary purpose of the present 

study was to increase knowledge of the reasons for HF readmission from the patient’s 

perspective. The project aimed to describe trends and patterns of HF readmission and gain 

insight for reducing it. This qualitative study examined the experience of persons who were 

readmitted to this mid-Atlantic medical center with heart failure within 30 days of discharge 

from the index hospitalization. 

Research Question 

 The following questions were addressed in this project: 

1. What factors are identified by HF patients (and their caregivers) that contribute to 

readmission following inpatient treatment for HF?  

2. What barriers and potential causes for readmission can be identified in the patients’ 

medical records? 

Section III: Methods 

 Most hospitals have quality improvement teams and implement evidence based practices 

to reduce preventable readmissions for patients with HF (Bradley et al., 2012). This mid-Atlantic 

medical center has adopted a multidisciplinary HF disease management (DM) program to reduce 

HF readmission. This medical center has been accredited with HF disease specific care 

certification and has been translating scientific evidence into clinical practice for HF patients at 

high risks. The Heart Center at this mid-Atlantic medical center has quality improvement teams 

devoted to reducing preventable readmissions for patients with HF.  According to the Centers for 

Medicare and Medicaid Services (CMS) website, persons with heart failure (HF) are readmitted 



27 

to hospitals within 30 days at a rate of 19.6 percent (Jenks, Williams, & Coleman, 2009). 

Although, the 30-day HF readmission rate at this mid-Atlantic medical center was lower (17% at 

inpatient units during study period) than the national average, it is necessary to inquire patients’ 

perspectives on the reasons for rehospitalization and identify information which can lead to 

improvement.  

Research Design 

 A major omission within studies in the current review was the lack of discussion about 

factors on HF readmission from the patient’s experience and meaning of living with HF. 

Therefore, a qualitative descriptive design with phenomenological framework was selected to 

identify the reasons for HF readmissions. Researchers use phenomenology to understand the 

essence of a phenomenon and what it means to those experiencing it (Creswell, 2012 & 2013). 

Patients were interviewed with a semi-structured interview guide, which consists of open-ended 

questions. Using open-ended questions was necessary, because the attainment of patient-

centeredness depends on the clinician’s willingness to listen to the patient, explore the meaning 

of the illness experience, and identify their needs (Rogers, Kennedy, Nelson, & Robinson, 2005).  

This method was effective not only to capture the patient’s perspectives, but it could also ensure 

that the focus is always on what matters most to patients (Lee, 2011). A detailed retrospective 

chart review  (See Figure A 3, Appendix A)was conducted for each patient in the study to 

describe the characteristics of the participants and to identify information that could be compared 

with the findings from the patient interview (e.g., outpatient and emergency visits between 

hospitalizations and any clinicians’ remarks about reasons for readmission, care-coordination 

activities, etc.).   

Setting 
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 The study setting was a mid-Atlantic medical center, an academic teaching hospital. In 

2014, the facility had 28,274 admissions and 58,544 emergency room visits. The average daily 

inpatient census of this facility was 446 and the average length of stay was 5.75. The study site 

included 5 inpatient units (3 Cardiology and 2 Medical Surgical units) to capture data of patients 

with heart failure who are readmitted within 30 days of discharge from the index hospitalization. 

An index stay is defined as the first hospitalization with a discharge diagnosis for heart failure 

occurring in the study period. Readmission was defined as an admission into inpatient units for 

all causes at the mid-Atlantic medical center with a primary discharge diagnosis of heart failure. 

Description of Sample, Inclusion and Exclusion Criteria:  

 A purposive, convenience sample was recruited from the target population of  patients 

who were readmitted to inpatient units for all causes at the mid-Atlantic medical center within 30 

days of discharge from the index hospitalization during the study period (Spring-Summer 2014).  

 The nature of phenomenological inquiries suggests a small sample size of 10 or fewer 

from which rich data are collected (Polit & Beck, 2008; Sandelowski, 1995). Data saturation was 

reached from 9 participant’s view of the heart failure readmission in this study. The patients’ 

perspectives were clear and revealed patterns. No new themes were generated from interviews 

(Sandelowski, 1995; Corbin & Strauss, 2014).  

 During the recruitment period (Spring-Summer 2014), the investigator identified the 

potential subjects by accessing the computerized data of daily inpatients readmission to the mid-

Atlantic medical center (operated by Home Health Continuum Services). Patient participants 

who met the following criteria were recruited for the study:  

Inclusion criteria 
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 Adult men and women over 50 years old with a discharge diagnosis of heart failure 

during index hospitalization. 

 Readmitted to inpatient units for all causes at the mid-Atlantic medical center within 30 

days of discharge from the index hospitalization during the study period (Spring-Summer 

2014) 

 Willing and able to give informed consent 

Exclusion criteria 

 Planned readmission 

 Dementia documented in the medical chart or screened positive for delirium in EPIC 

nursing assessment sheet 

 Non-English speaker 

 Patients readmitted from nursing homes 

 Known pregnancy 

 Patients with left ventricular assist device (LVAD), post heart transplant, trauma 

Measures 

 The interview protocol was developed based on the literature review and it consisted of 

five open-ended questions (see Appendix C). The chart review guide was adapted from the chart 

review guide in the STAAR initiative: many items were added based on the results of the 

literature review and conceptual models produced by the investigator (see Appendix D). 

Procedures 

 The data collection period was from May through August 2014. Eligible patients were 

approached, and after receiving informed consent of the patient (see Appendix E), a mutually 

agreeable time was set for the interviews. The interview was conducted in the patient’s room at a 
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time chosen by the patient (e.g., when the unit is quiet or when having no patient care 

interruption). The consenting participants were asked to complete a structured 30 minute 

interview, after patient’s clinical stability was checked by the patient’s nurse or investigator 

before proceeding with the interview. Only on one occasion were caregivers (wife and daughter) 

present during the interview per the patient’s request. The interview questions explored etiology 

and symptoms, decision-making for seeking care, self-care, education, treatment and the 

patient’s opinion for preventing readmission. The duration of the interview ranged from 15 to 33 

minutes.  

 The interview was audiotaped with a MP3 player. Field notes were taken during the 

interview or immediately after the interview in order to capture body language and facial 

expressions that were used to compare with transcriptions and support the interpretation during 

analysis. The medical record was reviewed to collect the demographic, diagnostic, pre and post 

discharge activities (see Appendix D). The chart review guide served as worksheets to collect 

data needed for the investigator to reflect any missed opportunities for readmission: medical 

records for both index and readmission periods were reviewed. (see Figure A3, Appendix A). 

The investigator read the notes by providers and wrote a reflected summary as an analytic memo 

for analysis. The individual patient’s case was reviewed by phases (e.g., index, discharge, and 

follow-up periods) to analyze any missed opportunities to prevent readmission: the idea of 

reviewing by cases and phases was adopted from Feigenbaum et al.’s study (2012).  

 Triangulation of methods (validating data from patient with those from medical record 

review) was used to ensure validity and reliability. Content validity was established by 

consulting with committee members who were experts in advanced heart failure practice. 

Role of Researcher and Data credibility  
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In a qualitative study, the researcher is the instrument of qualitative inquiry. Qualitative 

data do not contribute to rigorous statistical analysis. Therefore, the process of bracketing was 

ensued to examine personal biases and preconceived ideas about the phenomenon studied 

(Scotto, 2005). The principal investigator is a certified HF nurse who understands this study 

population well, and the principal investigator delivered an in-depth interview in order to 

increase its credibility. The principal investigator is well experienced in qualitative interviews 

and has been formerly trained with knowledge and skill for qualitative research and analysis 

from two doctorate level qualitative research classes at a mid-Atlantic university. 

 For the consistency of the study, all interviews were conducted by the principal 

investigator. During the analysis, key constituents and structure were discussed and validated 

with clinical and academic mentors of the principal investigator. 

Data Analysis  

  The unit of analysis for the chart review was the patient. The interview was transcribed 

by the principle investigator. Data collection began after the first interview and guided the future 

interviews. Transcripts were read line-by-line and coded to identify trends and patterns of the 

patient’s perception and experience of HF readmission. Themes were identified and the 

categories were placed into the themes, and new concepts were identified from the data. The data 

analysis techniques used in this study were the thematic content analysis method (Green & 

Thorogood, 2011) and coding methods suggested by Saldana (2013). After the first round of 

descriptive coding, the theoretical coding informed by the conceptual framework proposed in the 

current study was performed to affirm categories and themes found from the initial descriptive 

coding. Then, in order to increase the analytic rigor, additional coding methods (e.g., value and 

versus coding as described in Saldana, 2013) were utilized. The investigator tried to capture the 
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meaning, different perspective of the data, and process of the multifactorial phenomenon under 

investigation by answering the research questions proposed by this study. As the analysis 

progressed, experts in heart failure served to confirm the identification of themes.  

 Trustworthiness of the data was ensured by maintaining a coding manual (field notes and 

analytic memo). 

Protection of Human Subjects 

 The study protocol was submitted and reviewed for the protection of human subjects by 

the Health Sciences Research Board. The initial study was approved (HSR # 17345). Approval 

was requested and received to extend the study period to a later date (see Appendix F). The study 

protocol was followed and no adverse effects occurred. 

Limitations 

 First, this study was conducted in a single mid-Atlantic medical center; therefore, the 

result of this study cannot be generalized to other hospitals. Second, the sample size of 9 was too 

small in terms of grounding theory of unknown phenomenon. Third, this study was limited due 

to its retrospective nature in data collection. Therefore, there is a possibility of recall bias when 

asking patients a series of questions about their reasons for coming back to the hospital, and 

events before hospitalization (e.g., primary care clinician visit) and self-care behavior (e.g., 

taking medicine and typical meals). Fourth, the interview and chart review guides were 

developed based on the investigator’s literature review (including the STAAR initiative project), 

and there is no reported validity and reliability. Another challenge was ensuring participants 

were well enough to participate in the interview in the acute care setting. The chart audit from 

administrative data also posed a limitation in this study in terms of the researcher’s lack of 
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control. Lastly, the researcher was also an interviewer for this study, so researcher’s bias was 

possible.  

Products of the Capstone 

 The formal products of this Capstone include: 

1. The result of the qualitative analysis 

2. A manuscript summarizing the Capstone suitable for publication in Heart & Lung: The 

Journal of Acute and Critical Care, the official publication of The American Association 

of Heart Failure Nurses (AAHFN). (see Appendix I). 

Section IV: Findings 

 

The following research questions were addressed in this project: 

1. What factors are identified by patients that contribute to readmission following inpatient 

treatment (i.e., index HF hospitalization) for HF? 

2. What barriers and potential causes for readmission can be identified in the patients’ 

medical records? 

 These questions were pursued through in-depth, semi-structured interviews and medical 

record reviews guided by the theoretical model proposed by this researcher (see Figure A1, 

Appendix A). The interview questions explored etiology and symptoms, decision-making for 

seeking care, self-care, education and treatment and patient’s opinion for preventing readmission. 

The duration of interview ranged from 15 to 33 minutes.  

 A total of 9 patients were interviewed. All of the participants met the criteria of the 

institutional review board approval: they were readmitted for all causes in 30 days of discharge 

from the mid-Atlantic medical center following an index admission for heart failure. There were 

4 females, 5 males; and 3 subjects were African Americans, 6 were Caucasian. One was an 
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immigrant from an African country. Days to readmission varied from 1 to 24 days. Four patients 

were readmitted less than 7 days of discharge. Patients' ages ranged from 55 to 79 years with a 

mean age of 69.1. The LACE score ranged from 9 to 13 with a mean score of 10.7. 

Demographics of the participants can be found in Table 1 (see Appendix G). 

 Data saturation was reached from 9 participant’s views of their heart failure readmission 

in this study. The patients’ perspectives were clear and revealed patterns and no new themes 

were generated from interviews (Corbin & Strauss, 2014). 

 Triangulation of themes was achieved between patients’ perceptions (from interview 

analysis) and providers’ perception (from medical record review). Several themes emerged from 

the preliminary analysis: inevitable or unavoidable readmission due to worsening of the disease 

process; optimal symptom monitoring and taking action with family and provider’s support; 

heart failure readmission decision appreciated as a shared resulting from well-coordinated 

transitional care; appreciation on evidence based programs; patient satisfaction regarding self-

care teaching; but, room for improvement (patient’s desire to stay a little longer during index 

admission and learn more about the disease process, be more sensitive with addressing end of 

life care issues, include family members in the decision making process). 

 Readmission at the mid-Atlantic medical center exemplified the high quality of inpatient 

care and seamless transitional care and discharge planning; the readmission trend reflects the 

patient population it serves. 

Inevitable or Unavoidable Readmission due to Worsening of the Disease Process or Other 

Condition: "I had to come back for symptom relief and further treatment". 

 Most participants stated that the rehospitalization was inevitable or unavoidable due to 

the urgency of the symptoms aroused from the disease process of the heart failure or other 
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chronic morbid condition or recurrent condition from the index hospitalization. The most 

common symptoms cited by participants were palpitations, shortness of breath, and edema. Two 

participants (Patient 5 and Patient 6) experienced chest pain from myocardial infarction, and loss 

of urine control from recurrent infection, respectively. Participants cited multiple factors as 

reasons for unplanned readmission. 

 When the participants were asked, “Why do you think you had to come back to the 

hospital?” a 73 year old, female, Caucasian participant shared her story of urgency of the 

symptoms and unexpected need to return to hospital for symptom relief: 

 I think I just had to come back... I have, uh, fibrillation, my heart was fibrillating. I was 

 dizzy and short of breath... I called my doctor and she told me to come in... (quote from 

 Patient 1). 

 Another female participant who was also admitted with palpitation answered to the 

question, “What do you think could have prevented you from coming back to the hospital?” 

 There just wasn’t, yes…it was unforeseeable that my heart would start racing... There 

 was no way in the world to prevent... (quote from Patient 2). 

 A 55 year old female, African American participant answered the following to the 

previous question asked: 

 ...This time I had…it felt like…um…real sharp pains in my chest, and I just knew I was 

 having a heart attack... (quote from Patient 5) 

 This patient had three vessel disease, and the provider’s note revealed that this patient 

was counseled about the risk of returning home without having surgery. However, the patient’s 

request was granted and she had to come back to hospital the next day. This patient honestly 

spoke about her belief caused the readmission: 
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 ....they wanted me to have the surgery that Friday, but I believe that I had to go home, 

 because my kids didn’t know where my life insurance policies and stuff were at. So, I felt 

 I need to go home and get that in order. But, I knew I was coming back... (quote from 

 Patient 5)  

Patient Satisfaction Regarding Education: "Coaching was good". 

 Most participants expressed satisfaction with the education provided to them and their 

family members by the health care providers during their index stays. 

 Patient 2 expressed her satisfaction regarding the providers’ explanation when medication 

was changed or administered to her: 

 ...they changed my medicine, uh, some they gave up, and some they dropped off. And, 

 they tell me all the time, what so, every morning, they explain what they’re giving me. 

 So, that makes me feel good (quote from Patient 2). 

This participant also commented the providers’ explanation as follows: 

They are wonderful at explaining things to me. What’s happening, what could happen, 

what they’re going to do, and hopefully that it will work...They’re pretty sure of 

everything (quote from Patient 2). 

 One patient named her physician and reported to the interviewer that his team was 

already in her room on that morning telling her about the discharge date: 

 They explained it and what should happen, and that I should be alright (quote from 

Patient 2). 

 Another participant expressed a similar comment about the providers’ education: 

 All you have to do is just ask questions, and you will answer them (quote from Patient 1). 
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 Another male respondent, who spoke rudimentary English, answered to the interview 

question, “Is our education support, or doctor’s or nurse’s way to explain to you, enough?”  

 Yeah, it’s enough. I understand them. I understand them... They are good (quote from 

Patient 9). 

Optimal symptom monitoring: Doing their best in self-care management even with limited 

resources. “I am doing my best at home in self-care management”. 

 In the current study, all participants except one (Patient 5) reported adhering to daily 

monitoring of self-care regimens recommended by providers: their routine include daily 

monitoring of weight, blood pressure, oxygen saturation (by some patients), and swelling of 

ankles or legs, and they reported abnormal values or symptoms to their providers. Patient 5, 

morbidly obese, admitted that she could not afford a scale or automatic blood pressure machine.  

However, this patient had a basic knowledge of HF self-care: 

 I mean, you know, it was just basic, you know, to keep doing. You know, leave the salt 

 alone, and not drink a whole lot of water. And, basically, you know, just try to get a little 

 exercise, but don’t push it. But, try to do a little something (quote from Patient 5) 

 The majority of the participants reported that they live on limited income; however, they 

relayed that they were doing their best in their HF self-care. All participants confirmed their 

priority in purchasing prescribed medications. The family members or patients themselves 

loaded medication into their pill box. 

 The following is the story shared by a female participant who lives alone and usually 

ends up eating TV dinners, because she had limited physical ability to move around in order to 

prepare food for herself:  
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 ....because I can’t stand up long enough to cook, so I will have something in my 

 refrigerator that I can put in a microwave... I only get $52 worth of food stamps a month. 

 And, it’s hard for me to buy the things that I know I need to eat. So, I have to buy what I 

 can afford to buy... You know, like I said, it takes...I get a disability; it takes everything 

 that I have to run my household. So, I don’t...it don’t leave me much to try to put what 

 the $52 can get things. So, I have to do what I can do. I mean, I have to buy what my 

 money can afford to buy (quote from Patient 5). 

 However, a 79 year old, Caucasian male participant, who also lived alone, told his story 

of tapping into his neighbors’ help for meal planning as follows: 

 I’ve got my neighbor across the street who I go with; she comes in two or three times a 

 day with me. And, I’ve got a neighbor behind me who’s a year and a half older than I am, 

 who comes in the morning for breakfast, comes fix lunch and for my dinners and all, so... 

 Oh, I’ve got a wonderful community... (quote from patient 8). 

 A 73 year old male, an immigrant from an African country, shared his story, with his 

limited spoken English, how he tried to adhere to salt restriction, and activity regimen even 

though he has been living with the pain in legs from arthritis: 

 The nurse said I shouldn’t touch salt, at all... So my sister doesn’t put salt on anything... I 

 go walking around.  In the morning. Every morning... (quote from patient 9) 

Optimal Seeking Help with Family and Provider’s Support: “They continue to monitor 

when I was back home” 

 In the current study, all of the participants not only monitored symptoms daily, but they 

also sought timely help when the symptoms became unmanageable at home: all of them tapped 
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into family and providers’ support to get consultation and took the actions recommended by the 

health care providers. 

 One 79 year old Caucasian female patient, who felt palpitation, reported the following: 

 Wednesday, they discharged me. And then, Thursday, I had to come back, because my 

 heart started racing... my family brought me. Well, uh, my daughter took me to the heart 

 doctor there.... I was there for a little while. They did some blood work, and sent me on 

 over here... (quote from patient 2). 

 Another female patient (Patient 1, 73 year old Caucasian) stated the following: 

 My heart was fibrillating. I called my doctor. She told me to come in...Then she sent 

 me from her office over to E.R (quote from Patient 1). 

 All participants except two (Patients 5 and 6) contacted their physician’s office and 

followed the guidance whether to go to their physician’s office or hospital. These two patients 

consulted with family members who were present when they experienced severe chest pain or 

symptoms of severe hypothermia. Patient 5 reported she had to act fast because she knew she 

was having a heart attack from her childhood memory of her mother having a heart attack.  

According to the other female participant (Patient 6), her daughter who is a registered nurse, 

prompted her to call an ambulance because the symptoms were extremely unusual.  

 Three participants lived alone; however, all participants were either with a family 

member or neighbor-friend at the time of symptom recognition and sought help from their health 

care providers. 

Satisfaction and Appreciation toward Support by Providers, Well-Coordinated 

Transitional Care, and Evidence Based Programs: “They helped.  We did it together. I 

Survived. We appreciate it”. 
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 The majority of the participants were offered 'Hospital to Home' (H2H), 'Heart Health at 

Home' (3H), and 'Care Coordination Continuum' (C3) services, the evidence based HF programs. 

All participants expressed satisfaction and appreciation toward the provider for coordinating and 

assisting with the patients’ readmission process in order to treat the patients’ conditions and 

provide them with symptom relief. Participants identified the continued coaching and monitoring 

of self-care management by their community as effective for taking action for rehospitalization. 

 A 79 year old Caucasian male reported how the home continuum nurse monitored his 

vital signs (including oxygen saturation) and coordinated the readmission: 

 She was following me every hour on the hour to watch my...vitals...and oxygen, because 

 she was worried... oxygen kept dropping lower and lower. And, we knew something was 

 wrong... she said if it dropped to a certain level, call 911 and get transported... (quote 

 from patient 8). 

 A 60 year old female Caucasian participant was served by the 3H program. She 

expressed her appreciation toward the coordinated care: 

 I had been for blood tests that morning. And, then, by the time I hadn’t been home two 

 hours, they were calling me. Something was way off, and I had to come...The home 

 health aide was at the house when they called and told me I had to come back to the 

 hospital. She stayed with me. She helped me pack my bag to come. She was just so 

 helpful. She wouldn’t leave me... I feel like I get blessed to have these people in my life, 

 you know?... (quote from Patient 7). 

 Appreciation for evidence based programs and providers’ support. 

 One male participant, who emigrated from an African country 30 years ago answered to a 

question, “Do you think this program (C3 telemonitoring home health) was helpful for you?” 
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 ... Yeah. Every morning, I weigh. Then they communicate with me.  A very good idea...

 (quote from Patient 9) 

 Another female participant expressed an appreciative feeling: 

 They call me about every day...If the doctor would not call me, then it was the nurse who 

 called me. I had somebody call me every day... (quote from Patient 1). 

Room for Improvement: “For future patients, I would suggest...” 

 Participants pointed out four areas for improvement: 

 Desire to stay a little longer during index admission. 

 Learn more about the disease process. 

 Include family members in the decision making process. 

 Be more sensitive with addressing end of life care issues. 

Patient’s desire to stay a little longer during index admission for researching into 

treatment option, and facilitating learning process.  

 In the current study, three participants stated that they could have stayed longer in the 

hospital during the index stay. They opined that providers could further research into other 

treatment options before discharging them to home. They also confirmed that they could learn 

more about the disease process if they could have stayed longer during the index hospitalization. 

 Participant 2, a 79 year old female patient who was discharged one day after the stent 

placement, answered the following to the investigator’s question, “How prepared did you feel 

returning home when you left the hospital the last time?” 

I thought I would have liked to have stayed one more day until Thursday...And my doctor 

has said that there were a lot of coughs and flus and things on the floor. And he said, “I’d 
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hate to see you catch something.” You know… Uh, with all this heart stuff going on. So, 

he sent me home (quote from Patient 2). 

 Patient 3, a 78 year old male replied with a similar answer to the question, “What do you 

think could have prevented you from coming back to the hospital?” 

 The doctor sent me home too early. If they had not sent me home too early... I would not 

 have had to come back.... (quote from Patient 3). 

 A 68 year old male answered the following to the same previous question: 

On the discharge date, well, I was optimistic; I felt pretty good... I was cautiously 

optimistic that we were moving in the right direction.... You need a better coordination 

between the surgical team, your cardiac team, your discharge team: it just gets a little 

disjointed...They needed to get a better handle on my, um, you know, with congestive 

heart failure, you have fluid problems, and, I have liver issues, and with that you have 

liver problems. They just didn’t get a proper handle on what was going on before they 

sent me home (quote from Patient 4). 

 Patient 8, a 79 year old Caucasian male patient, certainly repeated the same desire: 

 If they kept me longer, and done a little bit deeper research into what my problems 

 were... (quote from Patient 8).  

Desire to learn more about the disease process. 

 Most participants in the current study were satisfied with education offered by health care 

providers. However, two participants stated that they could benefit if more detailed explanation 

about their disease process was given during their index stay. For example, Patient 3, a 78 year 

old African American male patient who came to the hospital with recurrent fluid overload, 

expressed his desire to learn: 
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 What causes that fluid to continue building up like that (quote from Patient 3)? 

 Include family members in the decision making process and be more sensitive with 

addressing end of life care issues. 

 Patient 1, a 73 year old Caucasian female patient, was interviewed on the discharge date. 

This patient suggested to include her daughter in the teaching: 

 When they explain it to her, you know, she will explain to me (quote from Patient 1).  

 Another 60 year old female patient agreed with the former one: 

 I would suggest they try to make sure the family is with me. That someone in my family 

 is with me when they want to talk about teaching or disease process (quote from Patient 

 7). 

The investigator interviewed this patient in the cardiac intensive unit and witnessed her feeling 

about being referred to palliative care:  

 They sent the palliative care people in here, and I wasn’t ready for that, too...They said 

 that my daughter had asked me, and I don’t...but she had not asked me...It was a big 

 surprise. It was a shock to me. They came in. Well, first of all, she put on an isolation 

 gown, and I thought, well, I’m not in isolation...And then she came in and said who she 

 was. And, I’m like, “Palliative care?” I knew what that meant, you know (quote from 

 Patient 7). 

Findings from Chart Review 

 The Electronic Health Record review has not provided the investigator with any explicit 

evidence suggesting that health care providers missed any opportunities in terms of preventing 

readmission.  
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 The chart review guide served as worksheets to collect data needed for the investigator to 

reflect any missed opportunities for readmission. The investigator read the notes by providers 

and tabulated missed opportunities by phase and cases and a reflected summary was written 

(chart review method was adopted by Feigenbaum, 2012). During data analysis, the summary 

was revisited by the investigator to assess whether the readmission for each case was 

preventable. 

 The chart review revealed that the mean value of the LACE for the participants was 10.7. 

Three participants had heart failure with preserved ejection fraction (HFpEF). Four patients were 

readmitted with recurrent conditions (2 recurrent fluid overload, infection, pleural effusion). 

Bacteremia was noted as a main reason for readmission for Patient 9, a 73 year old African 

American male who has no medical insurance. The interdisciplinary team attempted to assist him 

to have dental service in order to correct the probable main cause of his cardiac condition 

(endocarditis) since the index admission. However, during the readmission period, the social 

worker was still in the process of locating a reduced rate dental clinic in the patient’s community. 

 In the current study, all participants were served by the interdisciplinary discharge team 

to facilitate transitional care. Most patients were supported by evidence based interventions 

(H2H, 3H, C3, home physical therapy, etc.) to reduce readmission. On average, the participants 

received at least two of the interventions. Some of the participants were also seen by the heart 

failure navigator and (or) by the in-patient heart failure nurse practitioner during the index stay. 

There was no documented evidence of using a health literacy screening tool or teach back during 

the study period (May to August, 2014).  
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 Only one patient’s discharge summary reported that the patient had bilateral crackles and 

a slight pitting lower extremity edema (+ 1) on the discharge day. Otherwise, clinicians’ notes 

did not report any acute distress on the discharge date. 

Section V: Discussion 

 The purpose of this study was to explore the patient’s perspective on the reasons for a 30 

day readmission to a mid-Atlantic medical center. The current study is unique as it is the first 

qualitative study to examine the readmission phenomenon using both interview and chart review 

at an academic teaching hospital. Several themes emerged from the analysis: inevitable or 

unavoidable readmission due to worsening of the disease process; optimal symptom monitoring 

and taking action with family and provider’s support; heart failure readmission perceived as 

positive as a result of well-coordinated transitional care; appreciation on support from the 

evidence based programs; patient satisfaction regarding self-care teaching; but, room for 

improvement (be more sensitive with addressing end of life care issues; include family members 

in the decision making process; and the patient’s desire to stay a little longer during index 

admission to learn more about the disease process). The results of this study provided both 

patients’ and providers’ reflections on whether the readmission was preventable and suggested 

future preventative strategies. 

Severity of Condition as Reasons for Readmission 

 Participants in this study reported that the severity of the condition, either from 

worsening of heart failure or other multiple comorbidities, was the primary reason for 

readmission. The providers’ perspectives were reflected by analyzing the providers’ medical 

records. Both patients and providers perceived that the readmission was inevitable or 

unavoidable due to worsening of their health status (either new or chronic disease condition). 
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 In the current study, among nine participants who were rehospitalized, four patients 

reported worsening symptoms of heart failure as primary reasons for readmission. Three 

participants’ symptoms were originated from cardiac conditions: two had arrhythmia and one 

experienced an Implantable Cardioverter Defibrillator shock. One female patient stated that 

recurrent urinary infection was the reason for readmission. Only one patient experienced a new 

symptom of acute myocardial infarction that led her to readmission. That is, eight out of nine 

patients’ cases were cardiac related readmission. All of them relayed that hospital readmission 

was inevitable due to the severity of their condition. They all reported that worsening of their 

health status (or condition) with a need for symptom management was a primary reason for 

rehospitalization. This finding is consistent with the findings of previous studies (Annema et al., 

2009; Patel et al., 2007; Retrum et al., 2013). In the current study, almost half of the patients also 

implicated other comorbidities as directly or indirectly related to their readmission. This finding 

was also expected with the finding of others (Annema et al. 2009; Islam, O’Connell, & Lakhan, 

2012; Retrum et al., 2013). The 2006 Kirk et al. also reported that most patients, caregivers and 

clinicians believed that the readmission was unavoidable by reflecting the chronicity of illness.  

 The chart review revealed that the mean value of the LACE for the participants was 10.7, 

signifying that the participants were all high risk for readmission in terms of acuity and 

significant co-morbid conditions aside from the primary diagnosis of heart failure. LACE index 

is validated as being a useful tool to predict hospital readmission and mortality rate (Gruneir et 

al., 2011; Snyderman, Salzman, Mills, Hersh, &Parks, 2014; van Walraven, Wong, & Forster, 

2012). 

 Feigenbaum et al. (2012) conducted chart review of 537 readmission cases and identified 

that 57% of potentially preventable readmissions occurred during index hospitalization. The 
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factors in their ‘Care during index stay’ category include suboptimal management of chronic 

condition, unrecognized worsening condition, suboptimal coordination of care, patient 

discharged too soon, and surgical/procedural complication, etc. Using their suggested categories, 

the investigator performed the reflective inquiries: “As providers, was there anything we could 

have addressed during index admission, or do the providers have to conclude the admission was 

inevitable?” Several participants’ cases who were rehospitalized with recurrent problem were 

revisited and reflected with this question. 

 The investigator could not find any evidence for suboptimal treatment during index stay. 

However, in each case, providers could have researched into other treatment options as several 

participants suggested in the interview.  

 In a teaching hospital, there is a little control over treatment decision during index stay 

and on discharge, although evidence based practice guidelines are used for specific disease 

treatment. The resident doctors are trained to follow the teaching protocol under the discretion of 

the attending physician. It is difficult to optimize treatment in a short period of stay in an acute 

care hospital setting, especially when patients have multiple comorbidities; multiple teams are 

involved in treating a specific patient.  

 For example, in the case of Patient 4, who had to come back for recurrent pleural 

effusion, the innovative treatment (e. g., ultrafiltration) was available as an option at this mid-

Atlantic medical center, but he had not received it. A review on pharmacologic treatment for 

heart failure patients revealed that the early detection of congested HF patients for ultrafiltration 

treatment might improve decongestion and reduce readmission (Shchekochikhin, Ammary, 

Lindenfeld, & Schrier, 2013). In the current study, at the community level, after the patient was 

discharged, transitional care was optimally managed by nurse practitioners, and other supportive 
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services (C3 and 3H). For the cases of diuretic use, community transitional pharmacy 

involvement may be necessary to address the issue of over versus under diuresis. One case study 

(Fera, Anderson, Kanel, and Ramusivich, 2014) conducted in a community hospital reported that 

integrating pharmacist services into the care transition process was effective in reducing 30 day 

acute care readmission and improving patient satisfaction. 

 Urgent readmission to the hospital is commonly used to measure hospital quality of care 

(van Walraven, Jennings, & Forster, 2012). However, most of the urgent readmission is 

unavoidable. According to Walraven et al.’s meta-analysis of hospital readmissions (2012), less 

than one in four readmissions were deemed avoidable. Berenson and Shih (2012) report in their 

Commonwealth Fund analysis, safety-net hospitals are 30% more likely to have 30-day hospital 

readmission rates above the national average, compared with other hospitals. Herrin et al. (2015) 

examined the readmission rate of 4,073 hospitals between July 2007 to June 2010 and found that 

community factors as measured by county characteristics explain 58% of variation in hospital 

readmission rates. The case of Patient 9, whose underlying cause for repeated hospitalization 

could be from lack of dental treatment, exemplifies the issue of the population characteristics 

that an academic teaching (or safety net hospital) serves. According to Joynt & Jha (2012), one 

of the most important drivers of readmissions is poverty.  

 The readmission trend in the current study reflects the challenges from patients’ severity 

of condition (both acute and chronic) and population characteristics that an academic teaching 

hospital typically serves (or safety net hospital).  

Optimal Self-Care Management 
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 In the current study, patients reported optimal self-care adherence, symptom monitoring, 

and taking action with family and provider’s support. Medical record review also confirmed this 

finding. 

 Despite the abundance of literature reporting patients’ non- adherence as reasons for 

readmission (Annema et al., 2009; Heo, Lennie, Mose & Okoli, 2009; Patel et al., 2007), in the 

current study, the participants’ symptom were optimally monitored by self or with a group effort 

(self, family, and providers) and non-adherence to any medication or diet and fluid restriction 

was not reported. Only one female patient who was readmitted with a myocardial infarction 

reported not checking daily weight because she could not afford a scale. The provider’s note also 

reported that she had a history of non-adherence to diabetic self-care regimen. This woman’s 

self-care knowledge was exceptional, though she admitted to eating TV dinners occasionally for 

convenience. She could benefit from dietician counseling, for example, on how to pick up 

healthy food if she wants to get food from the food pantry. Two participants reported eating 

occasional hot dogs (Patient 3) or a ham sandwich (Patient 1). In both cases, family members 

prepared meals for these dependent patients. Therefore, definitely, there is a need to include 

family members, and to tailor teaching on diet choices (e.g., choice of hot dogs, and amount of 

ham). According to a qualitative study on dietary adherence by Heo et al. (2009), those factors 

identified as affecting adherence included knowledge, social pressure and encouragement from 

others, and social situations. In the current study, the majority of the participants reported doing 

their best to adhere to dietary restriction, though some of them admitted the social, functional, or 

financial situations limited them to have less of an ideal food selection. Our participants’ 

knowledge and adherence was optimal, because the majority of the participants had family 

support and, furthermore, they were encouraged to follow dietary recommendation by health 
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coaches (i.e., HF navigator, home health aide and tele- nurse) from inpatient to transition to 

home. Every patient’s situation is unique: nurses may need to be trained how to ask and what to 

teach, possibly using the case scenario and simulation technique. 

 In the current study, all the participants utilized a pill box to adhere to medication 

regimens. Even some of them admitted that although they had to live on limited financial 

resources, they all had access to medication. No adverse drug events were reported as reasons for 

nonadherence, though all of them were on polypharmacy. 

 Fluid restriction is an important topic to address for HF patients as part of self-care 

teaching. In the current study, one patient admitted that she may have consumed a little over the 

limit. Most patients reported knowing the limit and adhering to fluid restriction with support of 

family members. 

 Symptom recognition is the hallmark of self-care management in persons with heart 

failure (Riegel et al., 2012). Delay in seeking care is cited as reasons for rehospitalization or 

mortality for heart failure patients (Annema et al., 2009; Friedman & Quinn, 2008; Jurgens et al., 

2009). The systemic review conducted by Clark et al. (2012) suggests that the help-seeking 

decision in people with heart failure can be facilitated by good involvement and frank 

communication between patients, caregivers, and health professionals. In the current study, for 

all the participants, there was urgent need for readmission for symptom relief and no one delayed 

seeking help from the medical providers. This finding is very important in terms of effectiveness 

of evidence based practice interventions offered for the participants. Jurgens et al. (2009) 

reported contrary results with this study’s findings; participants in the Jurgens et al. study 

delayed seeking help with many reasons. The reasons that led participants to poor symptom 

recognition included social (e.g., prior negative hospital experiences, and financial concerns), 
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cognitive, and emotional (e.g. anxiety) factors, etc. The majority of participants in the 2009 

Jurgens et al. study did not report symptoms to caregivers; only 25% of the sample (n =77) 

contacted family members. The Patel et al. 2007 study reported similar findings: 57% of the 

participants delayed seeking care earlier since they could neither recognize worsening symptoms 

nor were they certain they needed care. Patel et al. suggest including caregivers in educating 

symptom recognition and response. 

  In the current study and in all 9 participants’ cases, family members or home health aides 

were present or patients contacted family members when the symptom arose and got worse, and 

the patient and family members took actions. Most participants believed that by following the 

clinicians' recommendations on self-care adherence, they can prevent coming back to the 

hospital. One participant (Patient 6) asserted that she had a strong trust for her doctor's expertise 

at this mid-Atlantic medical center by stating: 

 I passed several hospitals and came here; they know what they are doing (quote from 

 Patient 6). 

 The findings in the current study support that participants demonstrated optimal self-care 

behavior (recognizing the early symptoms of impending decompensation and taking timely 

action for seeking help) in order to reduce hospital readmission. Symptom monitoring is 

challenging especially when patients have to differentiate HF symptoms from those signaling 

other conditions (Jurgens, Lee, Reitano, & Riegel, 2013). It is necessary for the clinicians to 

cover broad aspects of symptom recognition beyond HF disease-specific symptoms when they 

teach patients and caregivers about symptom monitoring at home. 

Optimal Self-Care Coaching 
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 In the current study, most of the participants were supported by H2H, 3H, and C3. 

Patients conveyed that they were satisfied with teaching provided in the hospital by nurses and 

doctors. They also reported that self-care teaching continued in their own homes, enhanced by 

home health and telemonitoring services. They voiced: "They felt they were served and secured 

by being continuously coached on how to monitor symptoms and take actions". 

 The two distinct programs (3H and C3) that the current study participants exposed have 

remote technology application. These two programs utilized the concept of transitional coaches 

(either home health aide and/or a C3 nurse). They served patients as a private coach to assist 

patients with self-care management at home. They continue to address the self-care aspects of 

heart failure: by assessing and reassessing the patient in terms of knowledge about the diagnosed 

condition, coaching (motivational interviewing, encouraging), reinforcing the need to monitor 

vital signs, weight, and how to interpret and seek care in a timely manner. The C3 nurse also 

served as a private case manager: analyzing the patient’s transferred data by telemonitoring 

systems and providing snap shots of patient data for the primary care physician, and arranging 

immediate visits to a local clinic, as necessary. The home health aide in the 3H team performed a 

similar function by being a mediator between the patient at home and the nurse practitioner in the 

office. 

 In a review (McGreal, Hogan, Walsh-Irwin, Maggio, Jurgens, 2014) of heart failure self-

care interventions to reduce rehospitalization, HF education was the core of all intervention. The 

educational intervention included instrumental support (weight scales, pill boxes, and measuring 

cups), a telemonitoring system with weight and blood pressure capability, and monitoring and 

reinforcement of education with follow-up telephone calls. Another systematic review on 

transitional care interventions targeting chronically ill adults (Naylor et al., 2011) reported many 
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of the successful interventions share similar features: assigning a nurse as the clinical manager or 

leader of care and including in-person visits to discharged patients. 

 The investigator believes the reasons for our participants to perceive satisfaction from 

these transitional care programs may not be just from instrumental support (e.g., close 

monitoring of weight or vital sign via telemonitoring or home health aide visit). The source of 

satisfaction must have come from the psychological support they received through the continued 

interaction with C3 nurses or home visit nurse aides who were assigned to them. The current 

interview data confirmed that participants not only felt continuously monitored and coached 

what to do and how to do, but they felt safe because the coaches were present either physically or 

on the phone. The enhanced self-confidence, satisfaction with relationship based caring or 

presence, and self-esteem from being part of the communication and decision making process, 

were evident in their reports. The investigator summarizes the patients’ overall experience as 

such, “Somebody is out there watching over me. My doctor is calling me every day. The nurses 

are teaching me what to observe, how to do, and when to contact them and they brought me back 

here to fix my heart. I believe in my doctors. They are good and I am on good programs. They 

will help me to get better.” The patient called the nurse practitioner as her doctor and did not 

differentiate a nurse aide from a registered nurse, but the patient did not seem frustrated, 

although she was rehospitalized. The patients were empowered with self-care knowledge, self-

care confidence, learning about their condition with clinical feedback, and absolutely believing 

in their providers’ ability to help them. The continued communication process between clinicians 

and patients that guided patients to learn about skills in HF self-care management (e.g., detecting 

a change in health status and how to respond to worsening symptoms) must be perceived as the 

source of patient satisfaction by improving self-care confidence. An important finding from this 
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study is that the continuous monitoring and self-care coaching were key successful strategies, 

which were identified by the 2013 Jurgens et al. study. 

 Fairbrother et al. (2013) explored the views of patients with HF on a telemonitoring 

service. The participants in their study felt reassurance arising from what was perceived as 

continuous practitioner surveillance. Social support contributes to success in managing chronic 

illness. Riegel and Dickson (2008) proposed in their situation-specific theory of HF self-care, 

that social support improves self-care confidence and thereby improves patients’ abilities to 

perform self-care. Dansky et al.’s (2008) study tested this situation-specific theory of HF self-

care and found that the use of telehealth facilitated patients’ confidence in self-care. 

Subsequently, the patient’s ability to adhere to a self-care regimen was enhanced in the 

intervention group compared to the control group (home visits only). The Health Belief Model 

seems to be applicable to explain how the support from health care providers serves as ‘cues to 

action’ to participants (van der Wal et al., 2010). ‘Cues to action’ is defined as strategies to 

activate readiness and is a very appealing concept to explain how clinicians can use appropriate 

reminder systems to assist patients’ self-care adherence. However, ‘cues to action’ has never 

been systematically studied (Champion & Skinner, 2008). As part of the HF disease management 

program, structured tailored message intervention became more popular. Sethares and Elliott 

(2004) examined the effect of a tailored message intervention by evaluating health beliefs of HF 

patients regarding perceived benefits and barriers to HF self-care. They identified the Health 

Belief Model as the organizing framework. In their study, the tailored message intervention 

focused on clients’ decreasing barriers to self-care and increasing perceived benefits of action 

(e.g., adherence to taking medication or sodium restricted diet and self-monitoring for signs of 

fluid overload). The goal of the tailored message intervention was to improve the readiness of the 
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HF patients to perform self-care behaviors, which may lead to improve outcomes (i.e., quality of 

life or readmission rate). Seto et al. (2012) conducted a qualitative study of 22 heart failure 

patients on the use of mobile phone based telemonitoring. Patients felt more empowered and less 

anxious since the physiologic data were reported to the patients frequently to help them make 

decisions (e.g., restrict salt and fluid, take more diuretic) with real time clinical feedback from 

clinicians. No empirical study was conducted to test the concept of the Health Behavior Model 

and the above mentioned patient outcomes. The Health Belief Model may be useful to explain 

the perceived satisfaction found in the current study. Clinician’s direct interaction (e.g., face to 

face or communication by phone) or indirect interaction (e.g., through telemonitoring) served as 

‘cue to action’ and the continued coaching process (assessment, training. reinforcement, and 

reevaluation) improved the patient’s self-efficacy and confidence in one’s ability to take action 

(Champion & Skinner, 2008). 

 In our current study, the use of remote monitoring technology was embedded into the 

intervention package offered to participants as part of HF disease management to reduce HF 

readmission. However, thus far, there is no conclusive evidence on the effect of telemonitoring 

on the outcomes of interest (e.g., reducing HF readmission rate), since most interventions used in 

clinical trials lacked power to generate statistically significant results. There were some 

qualitative and clinically-relevant findings that were very promising in improving self-care 

behavior and self-care confidence (Artinian et al. 2003, and Dansky et al., 2008). But, the 

structured telephone support is still a main stream mode of intervention, and nurses play an 

important role in this interventional mode. Technology may not replace the nurse’s role in the 

whole intervention process (e.g., creating, guiding, assessing, evaluating, and modifying based 

on process outcomes). But, technology reduces the geographical barriers for communication.   
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 The perceived satisfaction by patients on the educational component in the current study 

needs to be further researched. Knowledge alone is not sufficient to improve outcomes. The 

participants felt they were served, supported, and continuously coached by the same health 

coaches who must have developed a relationship and communicated effectively with a caring 

attitude. 

Patient-Centered Outcomes: Satisfaction on Evidence based Supportive Programs 

 Participants in this study reported satisfaction and appreciation regarding support by 

providers, well-coordinated transitional care, and evidence based programs. This finding 

suggests from the patients’ perspectives that not all readmission seems to be perceived as bad. 

They did not report any frustration, although some of them reported they were scared when their 

symptom got worse. Their satisfaction seemed to reflect their experience on the overall care they 

received: the providers were with them, or on the phone, and directed them what to do. They felt 

that they were served and allowed to make a decision with family and providers as a team. Some 

of the participants conveyed their absolute belief in their providers’ ability in finding a solution 

to their health problem that had led them to readmission. In the current study, the participants 

may have perceived that their readmission event was an extension of self-care management 

programs, that is, a result of well-coordinated transitional care. They found themselves in the 

hospital for improvement of their health status and, therefore, in that sense, the participants 

viewed heart failure readmission as an opportunity for restoration of their health status and 

further researching into treatment options. From the patient’s perspective, the readmission does 

not suggest poor quality of care. In the current study, their goal of survival was achieved. 

 In the current study, most patients were supported by post-discharge evidenced based 

interventions (H2H, 3H, C3, home physical therapy, etc.) to reduce readmission beside the 
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inpatient multidisciplinary care coordination during index stay. On average, the participants were 

on at least two of the post-discharge interventions. It was not surprising that this extraordinary 

transitional support was cited by participants as a source of satisfaction and appreciation. 

 The speculation that the readmission trend in the current study could be the result of well-

coordinated transitional care may be perplexing to the health care system and providers. 

However, this is consistent with previous findings where frequent monitoring of symptoms or 

access to the providers is associated with a higher admission rate (Goldman et al., 2014; 

Gorodeski, Starling & Blackstone, 2010; Herrin et al., 2015; Joynt & Jha, 2012; Kangovi et al., 

2012). 

 Gorodeski and colleagues (2014) assert that there is a potential association between 

readmission and mortality and that a higher admission rate may be the result of low mortality 

rates and good access to hospital care (i.e., a consequence of a successful transitional care).  

Several other literature (Goldman et al. 2014; Herrin et al. 2015; & Joynt & Jha, 2012) also 

reported similar findings.  

 Readmission from any cause is perceived as an adverse event; however, readmission can 

be used as an opportunity for both patients and providers for researching into shared decision 

making for maximizing therapies and further researching into treatment options. During 

readmission, patients can not only recuperate their clinical condition but also establish shared 

care communication and reciprocity (Sebern and Woda, 2012). Therefore, in the current study 

from the patient’s perspective, survival of the sickest person (i.e., high risk for readmission) 

supported by evidenced based intervention is a positive patient centered outcome. Goal of 

readmission reduction imposed by CMS may need to be reconsidered. The meaning of 30 day 

readmission needs to reflect both patients’ and providers’ perspectives. Reassessment of the 
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patient care goal needs to be pursued as a continuous process. Desai and Stevenson (2012) 

envisioned redesigning models of HF care. In their proposed model, they believe that the optimal 

strategy for heart failure could vary depending on the care setting, patient capacity for self-

management or severity of disease, and patient centered outcomes. The patients’ goals include 

reduction of mortality, hospitalization, improving function, quality of life or death. The 

conceptual framework proposed for the current study can address their suggestion. With 

continuing assessment of the patient’s changing needs in their own trajectory of disease, 

healthcare providers can plan a smooth transition of care in the patient’s community. This 

transition centers on well-coordinated communication amongst the patient, family, and team of 

providers. 

Effectiveness of Collective interventions 

 The participants in the current study were on several collective interventions. The 

transitional care interventions arranged by care coordination during the participants’ index stay 

include home-visiting programs, telemonitoring, and outpatient clinic-based care managed by 

nurse practitioners. Most participants reported positive outcomes on the programs in terms of 

patient satisfaction and health restoration. The coaching and optimization of therapies in the 

outpatient setting through the transitional care programs may highlight the most important 

aspects why the interventions were perceived as effective by the participants. Another 

explanation for the sources for the participants’ satisfaction may be the interpersonal 

transformation among patients and providers who had been involved in coaching (mainly by the 

C3 nurse and home health aide in 3H) and continued adjustment of therapies by nurse 

practitioners or primary care physicians. It was a collective intervention approach, consisting of 

home visiting, telemonitoring, and outpatient clinic-based care interventions. 
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 However, there arises a concern whether all interventions must be offered to every 

patient. It is premature to discuss the effectiveness of collective interventions in the current 

study, because no study was conducted using the exact combination (e.g., C3 combined with 3H) 

of interventions as it was in the current study. So far, the evidence shows mixed effect. For the 

current participants who were high risk for readmission, providing several interventions seemed 

reasonable. McGreal et al. (2014)’s systematic review found that interventions that augment self-

confidence or self-efficacy to achieve optimal self-care management were useful to reduce 

clinical events and symptom burden for patients with HF. The interventions offered for 

participants in the current study were unique because the technology embedded in the programs 

reduced not only geographical but also time barriers. The nurse practitioners were able to 

optimize patient therapies timely based on the changes in the patient’s status reported by the 

mediators, the front line coaches, the HHAs and C3 nurses.  

 The systematic review on intervention to reduce 30-day rehospitalization by Hansen and 

colleagues (2011) found that no single intervention implemented alone was associated with 

reduced risk for 30-day rehospitalization. The 2013 Bradley et al. study supports Hansen et al.’s 

findings: hospitals that implemented more strategies had significantly lower 30-day readmission 

rates. Practice recommendations on reducing hospital readmission (Snyderman et al., 2014) also 

reported collective interventions, such as alternating home visits and follow-up telephone calls 

may be more effective in reducing readmission than individual interventions.  

 However, more is not always better; not all patients should be offered all the 

interventions utilized in the current study. According to Albert et al. (2015), providing more 

services may not be the answer to decreasing rehospitalization rates in HF. The type of service, 

service delivery depth and breath, ongoing communication during the service delivery period, 
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and quality monitoring for best practices may be more important than simply increasing 

available services options. 

 Collective interventions were utilized in the current study and little is known which 

specific intervention is more effective (Albert & Trupp, 2014). Continuous monitoring and 

coaching on self-care management thorough transitional care programs were perceived positive 

for the participants in the current study. There is a need to tailor interventions: tailoring 

intervention to meet the needs of every patient is challenging. Every patient’s goal differs. 

Depending on outcomes of interest (reducing symptom burden, improving quality of life, 

morbidity, mortality, and hospitalization) suggested by Mc Greal and colleagues (2014), 

clinicians and patients must make a shared decision on choice and dose of intervention. 

Room for Improvement  

 Three participants reported that they could have stayed a little longer during index 

admission. They expressed their opinion that the readmission could be avoidable if the patients 

stayed longer in the hospital during the first admission. 

 Similarly to the findings of the current study, Kirk et al. (2006) found about one third of 

the patients and caregivers expressed that readmission could be avoidable if the patients stayed 

longer in the hospital during the first admission or had greater support in the community after 

discharge. 

 However, in the current study, no one felt that they were not ready for discharge. In most 

cases, a physical therapist evaluated the patient’s functional status to ensure the patient’s safety 

at home. Three patients were discharged with home physical therapy. The participants believed 

that the extra days may have enabled them to learn more about their condition and providers 

could further research into other treatment options. Three participants in the current study 
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identified the need for more detailed and tailored learning to understand their disease process. 

The patients’ desire to learn about the disease process may differ in terms of their characteristics, 

role in their self-care, and comorbid conditions. Clinicians may have to provide patients with 

both specific and generic contents of symptom monitoring and action plan in order to cover all 

underlying health problems (e.g. symptoms of myocardial infarction, infection, how normal 

differs from abnormal), so that they can be well-prepared for future health crises (Slatyer, 2013). 

Williams (2013) and Scott, Shohag, & Ahmed (2014) also suggest the comprehensive patient 

centered approaches may be more effective to reduce readmission than standard disease focused 

intervention. 

 One male participant, reporting that his liver and kidney were failing beside his heart, 

complained that teaching and care-coordination were not perfect and disjointed. He suggested to 

have a better coordination between disciplines. His case signifies the need for tailoring 

interventions: every patient differs in terms of need and support, and where they are in the phase 

of disease. His comorbid conditions are challenging for health care providers to research into 

further treatment options. However, the patient’s voice needs to be heard and his need for 

searching answers to his problems must be addressed to provide effective patient centered care. 

 The chart review revealed only one patient had bilateral crackles on the discharge note. 

There was no evidence that patients were unstable for discharge, and the patients confirmed that 

they felt ready for discharge. 

 The final discussion point raised by a 60 year old female participant focuses on 

promoting provider sensitivity in initiating the end of life care talk with patients. This patient 

survived in the cardiac intensive care unit after refusing the code status change to ‘Do not 

resuscitate (DNR) or Do not intubate (DNI)’ in the step-down unit: she became emotional when 
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she recalled the experience of meeting the palliative care team without having any notification of 

the consultation. This patient addressed that the health care providers must demonstrate empathy 

and cultural competence in this sensitive topic, and suggested to include family members in 

initiating the talk.  

 Advance care planning is the process of discussing and recording patient preferences 

regarding goals of care for patients who may lose capacity or communication ability in the future 

(Brinkman-Stoppelenburg, Rietjens, & van 2014). Advance care planning could potentially 

reduce hospitalizations and improve end of life care but health care providers require training on 

how to initiate the talk with patients and families or refer to palliative consultation. It may be 

vital that health care providers have some holistic training on end of life care and mindfulness 

practice before they meet with the patients and families during their highly emotive time, the end 

of life. Interprofessional education with some innovative teaching methods (e.g., role play and 

simulation) may be necessary for medical and nursing professionals to facilitate their comfort 

level. Clinicians across settings may need to collaborate in order to initiate, and continue to 

discuss the end of life care to their patients and families.  

Final Suggestion  

 The findings of this study support the need for continuing research on effective 

interventions to integrate efforts on the clinician, hospital, and system level to improve patient 

outcomes (Gheorghiade et al., 2013). New innovative models of care, such as adding the new 

pharmacy transitional coach or specialty consultation in the community, may be promising in 

order to optimize pharmacological intervention and facilitate the patient’s navigating between 

specialties in the community and avoiding unnecessary rehospitalization (Fera et al., 2014). The 

investigator’s final comment is that, during the study period (May to August 2014), the roles of 
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inpatient HF nurse practitioner and HF navigator were not substantially visible. The chart review 

has not noted any specific evidence that in patient units were using the Teach Back method, one 

of The Joint Commission’s recommendations to improve patients’ self-care teaching (White, 

Garbez, Carroll, Brinker, & Howie-Esquivel, 2013). 

Summary 

 Patients voiced satisfaction and appreciation about the care they received during index, 

community, and rehospitalization. Exacerbation of HF or chronic illness was the main reasons 

for readmission. Readmission trends at this mid-Atlantic medical center in the current study 

exemplified the high quality of inpatient care (teaching, optimization of treatment, and discharge 

planning) and seamless transitional care. The findings of this qualitative study suggest that the 

root causes for readmission (e.g., poverty or uninsured status) may be solved only at the health 

system level. The mid-Atlantic medical center was successful in improving patient experience. 

Strengths and Weaknesses of the Design 

 Strengths of the study include the qualitative inquiry on the timely important topic:  

patients’ perspective on how to reduce rehospitalization and utilizing conceptual framework to 

analyze the complicated phenomenon and patients’ decision making process in service 

utilization. The chart review was conducted for triangulation of the findings from patients’ 

interviews; however, interviews from families and providers, and observation (e.g., teaching, 

admission or discharge process) could have strengthened the trustworthiness of the findings. 

 Limitations of this study include small sample size, recruitment only within a single 

academic teaching hospital, and findings possibly not generalizable to other hospital settings. 

Another limitation is that the researcher was the sole interviewer and chart reviewer for this 

study, so researcher’s bias was possible.  
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Nursing Practice Implications: Integrating patient input into nursing process 

 The findings of this qualitative study have several implications for nursing practice. The 

interview guide is simple and plausible for clinicians (e.g., HF navigator and case manager) to 

replicate as a readmission interview instrument in order to tailor interventional strategies. The 

chart review instrument can be also adapted and used as a worksheet to collect data and it will be 

useful for identifying whether clinicians missed any opportunities during the index stay and 

improving strategies to tailor interventions during the readmission period. The findings of the 

current study suggest that LACE index could be a powerful tool to identify the high risk patients 

for readmission. Currently, the LACE tool is being used only by social workers and case 

managers at the mid-Atlantic medical center. The investigator suggests extending the availability 

of this tool to staff nurses, HF nurse practitioners, and HF navigators for identifying high risk 

patients for readmission and tailor interventions. 

 The strengths of the interventions used at this mid-Atlantic medical center, found by the 

current study, are including caregivers in the self-care management process and reinforcement of 

coaching and utilizing timely follow-up care in the community by tapping into both intensive 

human and technology application. The identification of deteriorating conditions was ensued by 

continuous monitoring systems focusing on empowering interpersonal relationship. The 

optimization of therapy was achieved in the proactive care environment (e.g., remote 

communication through home health aide visits, telephone follow up, and clinic visits); thus, the 

care was perceived as satisfactory and positive by the patients. 

 The relevant findings of this study suggest the most important nursing practice toward a 

patient-centered approach: clinicians must listen to patients and their caregivers before 

mobilizing any evidence based interventional strategies to reduce HF readmission. Nurses are 
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best positioned to be modeled by other clinicians for this most important basic nursing 

intervention: “being present and listening” to the patient’s story. The story will reveal the 

patient’s personal value and preference in learning and treatment goal, and the socio-cultural text 

that can provide clinicians with some knowledge and insight on how to initiate any intervention. 

For example, initiating talk about the end of life is recommended by the Evidence Based Practice 

guideline for patients with HF or chronic diseases; however, clinicians require more training to 

be sensitive in their choice of language or in exploring how to approach patients and families 

before initiating any therapy or consultation. Interprofessional education utilizing simulation at 

undergraduate or postgraduate residency programs may be an effective strategy. Clinicians 

require more practice on how to listen and talk in order to assist patients and families to learn 

about distressful prognosis and treatment options available for end of life care.  

Nursing Research Implications: Time for dissemination 

 The innovative strategies (i.e., well-coordinated care and extraordinary efforts supported 

by evidence based collective intervention to reduce 30 day readmission for patients with HF) that 

worked at this mid-Atlantic medical center could be shared with other hospitals to be leaders in 

transitional care coordination for the communities. Researchers may replicate the interventions in 

other teaching and community hospitals focusing on the feasibility and cost effectiveness of the 

strategies. 

 It is time for researchers and clinicians at this mid-Atlantic medical center to pursue for 

the right outcomes research (Albert et al., 2015). This mid-Atlantic medical center may need to 

evaluate the cost effectiveness of collective interventions using a randomized controlled method; 

the questions of which patients, what interventions, and duration of interventions must be 

explored. 
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Conclusion 

 At this mid-Atlantic medical center, HF readmission rate is lower than the national rate 

(17% in the hospital, and 7% in the H2H program at this mid-Atlantic medical center). 

Exacerbation of heart failure or chronic illness was the main reason for readmission. The 

findings of the current study suggest that readmission trends at this medical center did not 

implicate poor quality of care during the index stay. Rather, the readmission experienced by 

study participants exemplified the high quality of inpatient care (teaching, optimization of 

treatment, and discharge planning) and seamless transitional care, although their readmissions 

were not prevented.  Readmission was perceived as an opportunity for both patients and 

clinicians to reflect and research into new avenues for improvement. Patients voiced satisfaction 

and appreciation about care received during index, community, and rehospitalization. The 

reasons for readmission were multifactorial, and the readmission trend reflected the high risk 

patient population characteristics (e.g., severity of illness, coexisting conditions, race, and 

socioeconomic status) this mid-Atlantic medical center served. The findings of this qualitative 

study suggest that the root causes for readmission may be solved only at the health system level. 

The innovative strategies (i.e., well-coordinated care and extraordinary efforts supported by 

evidence based practice collective intervention to reduce 30 day readmission for patients with 

heart failure) that worked at this medical center could be shared with other hospitals to be leaders 

in transitional care coordination for the communities. 
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Appendix A 

 

 

Figure A1. Conceptual model of factors influencing heart failure readmission 

Adapted from Donabedian, Explanatory Model, Health Belief Model, Heart Failure Trajectory Model  
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Figure A2. Literature Search Process 
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Figure A. Chart Review Process 

 * 'Discharge' includes discharge coordination and discharge medication 

 



 

 

 

Appendix B 
 

A. Qualitative Studies: Factors influencing heart failure readmissions  
Study Purpose Setting/Sample/ 

Subjects/ 
Gender/ 
Racial/ 
Ethnicity/ 
Age 

Research 
Design/ 
Theory 

Source of 
Data/Method 
Used/Type of 
Analysis 

Strength/ Limitation/Research 
Findings/Suggestion 

Retrum 
et al.   
(2013) 

To systematically 
investigate patient 
perspectives about 
reasons for HF 
readmission 

Two centers 
28 patients 
10 women 
75% White 
64.71 years 
 
Primary diagnosis of  
HF & readmitted in 
180 days of 
discharge 
 

Qualitative 
Exploratory  
 
Theory 
non-stated 

Semi-structured 
interviews 
Medical records 
Content analysis 
Major topics covered 
in 28 questions: 
(a) reasons for 

readmission 
(b) experience of last 

hospitalization 
(c) readiness for 

discharge 
(d) adherence to 

follow-ups 
(e) symptom 

monitoring 
(f) medication 

management 
(g) social support 
(h) diet 
(i) activity 
(j) substance abuse, 

psychiatric 
(k) emotional and 

social economic 
issues, etc. 

Limited generalization of findings due to sample 
drawn from academic medical centers and 
younger participants with greater left ventricular 
systolic dysfunction cf. whole population 
 
Major themes extracted as reasons for HF 
readmission were (a) distressing symptoms; (b) 
unavoidable progression of chronic disease; (c) 
influence of psychological or social environmental 
factors, e.g., for some, adequate support or 
resources were not available when needed; (d) 
imperfect self-care adherence; (e) health system 
factors (e.g., suboptimal health care delivery: 
premature discharge and ambulatory follow-up 
care) 
 
Insight from patient interview reveals complex 
multiple factors behind reasons for readmission 
and suggests the need for systemic, multifaceted 
intervention and to integrate patient input 
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A. Qualitative Studies: Factors influencing heart failure readmissions 
Study Purpose Setting/Sample/ 

Subjects/ 
Gender/ 
Racial/ 
Ethnicity/ 
Age 

Research 
Design/ 
Theory 

Source of 
Data/Method 
Used/Type of 
Analysis 

Strength/ Limitation/Research 
Findings/Suggestion 

Mead et 
al. 
(2010) 

To explore 
personal 
experiences living 
with serious heart 
conditions (19%  
participants with 
heart failure) 
 
To examine how 
resource barriers 
interfere with 
typical self-
management for  
disadvantaged 
populations 

10 US communities 
Purposive sampling 
387 participants 
69% women 
41% (>64 years) 
22% White 
25% Spanish 
low income 
46% poor health 
status 

Qualitative 
Exploratory 
 
Theory 
non-stated 

33 focus group 
discussions using an 
open ended 
interview guide 
 
Used bilingual 
researcher or 
professional 
interpreter to reduce 
potential 
misunderstanding 
 
Voice recording 
Content analysis 

Strength: Appropriate sample size from 
multicenter, and targeting for low-income, 
minority patients 
 
9  major themes emerged and grouped into 3 
domains: (a) barriers to accessing necessary 
services (insurance limitation, lack of 
coordination of care and lack of continuity); (b) 
barriers to monitoring and managing heart 
condition on a daily basis (inadequate 
information, lack of provider support, and 
psychosocial issues; (c) support to improving 
self-management (secondary prevention and 
disease management programs, and social 
support) 
 
Findings: (a) the cost of medication  was the 
most frequently cited barrier to medication 
adherence; (b) poor communication with and 
support from provider reasons stated by 
participants for non-adherence to medication 
(i.e., confusion and incorrect use) 
 
Suggest considering the unique context within 
which patients struggle to manage their care 
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A. Qualitative Studies: Factors influencing heart failure readmissions 
Study Purpose Setting/Sample/ 

Subjects/ 
Gender/ 
Racial/ 
Ethnicity/ 
Age 

Research 
Design/ 
Theory 

Source of 
Data/Method 
Used/Type of 
Analysis 

Strength/ Limitation/Research 
Findings/Suggestion 

Hodges 
(2009) 

Explore 
relationships 
among life purpose 
(LP), health related 
quality of life  
(HRQOL), and 
hospital 
readmissions  

Single center 
41 patients with 
heart failure (N=20 
for qualitative) 
44% female 
24% Hispanic 
60+ 
 

Mixed 
methods 
(concurrent 
triangulation) 
 
Framework 
of life 
purpose and 
health 
related 
quality of life 

Semi-structured 
interviews 
Content analysis 
 

Strength: (a) helpful for researcher incorporating 
theoretical models as framework for 
conceptualizing domains, developing research 
questions, data analysis, and interpretation; (b) 
useful for clinicians in evaluating the effect of 
interventions on HRQOL outcomes. 
Limitation with small sample size for quantitative 
and possible researcher prejudice and bias 
(principal investigator collected data, analyzed, 
and interpreted) 
Frequently emerged themes were the 
importance of psychosocial wellbeing, lack of 
physiologic well-being, hope, optimism and 
spirituality. Supported conceptual orientation of 
LP 
Significant finding: (a) positive and moderate 
relationship between life purpose and HRQOL; 
(b) between higher number of hospital 
readmissions and difficulty in HF self-care 
management. 
Implication: (a) patient's perspective can be 
incorporated in HF program planning and 
evaluation efforts; (b) insight and knowledge 
provide foundation for effective and holistic 
intervention to reduce readmission 
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A. Qualitative Studies: Factors influencing heart failure readmissions 
Study Purpose Setting/Sample/ 

Subjects/ 
Gender/ 
Racial/ 
Ethnicity/ 
Age 

Research 
Design/ 
Theory 

Source of 
Data/Method 
Used/Type of 
Analysis 

Strength/ Limitation/Research 
Findings/Suggestion 

Annema 
et al. 
(2009) 

To gain insights  
and describe  
reasons for 
readmission of 
patients with HF 
from different 
perspectives 

patient N=108 
caregiver N=76 
cardiologist N=94 
HF nurse N=103 

Mixed 
methods 
 
Theory 
non-stated 

Content analysis 
χ2 and student t test 
for between group 
difference 
 
2 interview questions 
given to patient and 
caregiver: (a) state 
the reason for the 
readmission in their 
own words; (b) if and 
how the readmission 
could have been 
prevented 
 
Nurses and 
cardiologists were 
asked about the 
opinions on the 
reasons and whether 
the readmission 
could have been 
prevented  

Limitation: asking opinions regarding preventable 
readmission remains subjective judgment 
 
Findings from quantitative: (a) 23-31% of the 
readmission could have been prevented if 
adherence was higher, if patients requested help 
earlier, and if adequate multidisciplinary 
professional help was available; (b) 56% 
patients, 36% caregivers, and 63-65% health 
care providers stated comorbidity, 
nonadherence, and nonoptimal medication as 
contributing factors for readmission besides the 
most cited reason: worsening heart failure 
 
Findings from qualitative: (a) perceptions of 
patients and caregivers as important as 
perceptions of providers; (b) patients report 
enhancing adherence and seeking help earlier as 
important interventions to prevent readmission; 
(c) education alone is not enough to prevent 
readmission; (d) not all admission can be 
prevented when considering the role of 
comorbidity as underlying reasons for 
readmission 
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A. Qualitative Studies: Factors influencing heart failure readmissions 
Study Purpose Setting/Sample/ 

Subjects/ 
Gender/ 
Racial/ 
Ethnicity/ 
Age 

Research 
Design/ 
Theory 

Source of 
Data/Method 
Used/Type of 
Analysis 

Strength/ Limitation/Research 
Findings/Suggestion 

Piamjariyakul 
et al. (2012) 

To describe 
patient, providers, 
and caregiver 
perspectives on 
how to prepare for 
HF self-
management 

Single center 
Patient N=30 
47% female 
50% African 
American 
59.1±14.2 
 
Caregiver N=17 
 
Provider N=17 
 
 

Qualitative 
 
Theory 
non-stated 

8 focused groups of 
patients and 
providers using 
open-ended 
structured interview 
(used the same 
types of questions 
and probes to 
ensure consistency) 
Individual structured 
telephone interviews 
with caregivers 
Content analysis 
using software; 
theoretical sampling; 
and member 
checking 
Sample Interview 
questions for the 
patient group: 
What factors are key 
to managing heart 
failure at home? 
What changes 
would you suggest 
to make the 
teaching more 
helpful? 

Limited generalization of findings due to sample 
drawn from single center and selection bias of 
the participants 
 
Themes from separate focus groups and 
telephone interviews (patients, caregivers, and 
providers) revealed congruence 
 
Key factors identified: (a) family caregiver 
involvement; (b) continuous learning about HF; 
(c) acceptance of and coping with HF 
diagnosis; (d) learning from other patients with 
HF; (e) guidance for daily problem solving; (f) 
life style changes and financial resources 
 
Conclusion: (a) caregivers as a key to HF 
management at home also lacked HF self-
management knowledge and were seldom 
available at hospital discharge or clinic 
appointments for education, therefore providers 
may consider telephone teaching sessions; (b) 
patients and caregivers can benefit from 
individualized coaching on problem solving and 
priority needs 
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A. Qualitative Studies: Factors influencing heart failure readmissions 
Study Purpose Setting/Sample/ 

Subjects/ 
Gender/ 
Racial/ 
Ethnicity/ 
Age 

Research 
Design/ 
Theory 

Source of 
Data/Method 
Used/Type of 
Analysis 

Strength/ Limitation/Research 
Findings/Suggestion 

Schnell 
et al. 
(2006) 
Canada 

To describe the 
influences that 
enhance or impede 
self-care and 
explore behavioral 
responses to these 
influences 

An urban clinic 
Purposive sampling 
Theoretical 
sampling 
 
11 patients from the 
parent study 
4 female 
64 years old 

Qualitative 
 
Connelly's 
model of 
self-care in 
chronic 
illness 

Semi-structured 
interview either in 
person or by 
telephone 
No voice recording 
Use comprehensive 
notes only 
Content analysis 

Limited generalization of findings due to the 
small sample size 
 
Conceptual themes emerged were consistent 
with predisposing and enabling variables from 
Connelly's model: satisfaction with care, cues to 
action, social support, self-concept, health beliefs 
motives along with the self-care strategies 
practiced 
 
Suggest the importance of individualized patient 
care plans and frequent self-care monitoring 

Stephens 
et al. 
(2013) 

To explore 
perspectives of the 
transitional care 
needs and 
challenges faced 
by rehospitalized 
veterans 

Veteran's Affairs 
Medical Center 
Convenience 
Theoretical 
sampling 
 
Patients, N=25 
60% white 
68 years old 
 
Interdisciplinary 
provider (including 
social worker, PT, 
OT; N=14) 
 

Qualitative 
 
Theory 
non-stated 

Semi-structured 
interviews and 
medical records 
Verbal consent only 
No voice recording 
Thorough field notes 
examined by second 
investigator 
Content analysis 

Three themes identified by patients: knowledge 
gaps and deferred power, difficulties navigating 
the health care systems, and complex psychiatric 
and social needs 
Four themes identified by providers: 
substance abuse and mental illness, lack of 
social and financial support and homelessness, 
premature discharge and poor communication, 
and non-adherence with follow-up 
Suggest creating a culture of empowerment, 
ownership, and engagement 
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A. Qualitative Studies: Factors influencing heart failure readmissions 
Study Purpose Setting/Sample/ 

Subjects/ 
Gender/ 
Racial/ 
Ethnicity/ 
Age 

Research 
Design/ 
Theory 

Source of 
Data/Method 
Used/Type of 
Analysis 

Strength/ Limitation/Research 
Findings/Suggestion 

Hekmatpou 
et al. 
(2009) 
Iran 

To explain the 
process of 
readmission in HF 
patients  

2 educational 
hospitals 
Purposive, maximal 
variation 
Patient N= 17 
4 female 
65 years  
Caregiver N= 7 
HCPs = 18 
 

Qualitative Interview and 
observation 
Filed notes 
Constant 
comparative 
analysis 
 
Sample interview 
questions for 
patients: 
(a) Can you talk 
about the conditions 
that have occurred 
since the previous 
discharge to the 
present admission? 
(b) What have 
doctors and nurses 
done for you during 
admission and at 
your discharge? 
 
For families: can you 
talk about your 
experience 
concerning your 
patients? 
 

Strength: detailed reporting on qualitative 
methods (grounded theory methodology, data 
saturation, theoretical sampling to ensure 
diverse views reflected, source triangulation) 
discussed 
 
Major themes emerged: lack of sensitivity to 
readmission, indifference of the treating team, 
lack of  comprehensive context-oriented 
discharge planning, disease-oriented health care 
system, failure of self-care and patients' 
returning to community without preparation and 
support, and hopelessness of definitive cure  
 
Offers the theory of 'lack of sensitivity to 
readmission' to guide policy discussions on 
developing an interdisciplinary  program to 
reduce readmission 
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A. Qualitative Studies: Factors influencing heart failure readmissions 
Study Purpose Setting/Sample/ 

Subjects/ 
Gender/ 
Racial/ 
Ethnicity/ 
Age 

Research 
Design/ 
Theory 

Source of 
Data/Method 
Used/Type of 
Analysis 

Strength/ Limitation/Research 
Findings/Suggestion 

Hekmatpou 
et al. 
(2010) 
Iran 

To explore the 
concept of 
discharge and its 
associated factors 
in HF patients  

2 educational 
hospitals 
Purposive, maximal 
variation 
Patient N= 17 
Caregiver N= 7 
HCPs = 18 
 

Qualitative 
 
Theory 
non-stated 

Semi-structured 
interview  
Observation 
Constant 
comparative 
analysis 
 
Sample interview 
questions for 
patients and 
families:  What have 
the physicians and 
nurses done for you 
during your last stay 
at the hospital? 

Strength: data collection from multi-sources  to 
enhance accuracy; detailed explanation on 
verbatim data analysis process 
 
Meaning of discharge: lack of sensitivity to 
inadequate patient discharge, i.e., participants 
considered discharge as the termination point for 
health-care surveillance and responsibility of 
physicians and nurses 
 
Factors related to the discharge process:  
treating team, health-care system, patients and 
their families 
 
Suggestions: need to change the attitude of 
physicians and nurses towards the concept of 
discharge and raise their sensitivity to organizing 
and executing discharge plans 
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Sanford 
et al. 
(2011) 

To describe 
decision-making by 
caregivers of 
patients with HF 

Multicenter 
(cardiology, 
hospital, adult day 
care) 
Convenience 
20 caregivers 
15 female 
75% white 

Qualitative 
descriptive 
 
Theory 
non-stated 

Unstructured open-
ended interviews 
 
Tape recording and 
memo writing 
 
Thematic analysis 
using software/ 
theory triangulation 
 
Sample interview 
questions: (a) Tell 
me about your family 
member's illness; (b) 
Tell me about what 
decisions you make 
regarding care of 
your family member; 
(c) Everyone is 
influenced in some 
way when making a 
decision. Who or 
what influences you? 
 

Strength:  use of theory triangulation 
 
Findings: 1. Decision making process by 
caregivers of family members with HF is a 
nonlinear one consisting of several phases: (a) 
actualization of the challenge, issues, or 
problem; (b) seeking input, information, or 
support; (c) reflecting on the decision; (d) making 
a decision choice; (e) evaluating decision, and (f) 
validating the decision 
2. The process of decision-making is influenced 
by situations, people, relationships and the 
environment. 
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Helleso 
et al. 
(2012) 
Norway 

To explore HF 
patients' 
perspectives on the 
significance of 
informal caregivers 
in their information 
management 
process 

Single center 
Patient N= 14 
8 female 
79.6 years 

Qualitative 
 
Theory 
non-stated 

In-depth semi-
structured interviews 
Tape recording  
Field notes for one 
participant who 
refused recording 
 
Content analysis 
 
Example questions: 
(a) Who helped you 
to find answers to 
your questions? 
(b) How was your 
informal caregiver 
involved when you 
received 
information? 
 

Strength: detailed explanation on method section 
(e.g., inclusion procedure, effort to establish 
rapport and use conversations to let patients talk 
about what happened prior to their last 
admission) 
 
Limited generalization of findings due to sample 
drawn from single center 
 
Themes emerged: Informal caregiver's role 
represents two phenomena: (a) 'variation in 
involvement' is related to the background of the 
informal caregiver, i.e., having a health care 
background is vital for ensuring adequate 
information; (b) 'information ambivalence' is 
related to the relationship between the patient 
and the informal caregiver with regard to the 
information management at home, i.e., the 
inherent complexity for patients to be both 
dependent on informal caregivers for managing 
all the information and struggling for control of 
their own situation 
 
Suggest: assessing patients regarding 
information management problems and the role 
of their informal caregivers in this process 
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Boyd et 
al. 
(2004) 
UK 

To describe how 
patients and 
caregivers view 
health and social 
care in the last year 
of life 

Patients with 
advanced HF 
(NYHA class IV) N 
=50 
Caregivers N =27 
Clinicians N =30 

Qualitative/ 
prospective 
longitudinal  
3 monthly 
intervals up 
to 1 year 
 
Theory 
non-stated 

Interviews and 
focused group 
interview 
Voice recording 
Content analysis 
using software 

Strength: longitudinal, and detailed explanation 
on how to gain access to people's perspectives 
in a non-directive manner 
 
Themes emerged and raised by patients  
Managing the physical symptoms 
Managing the treatments 
Information about diagnosis and prognosis 
Frustration and progressive losses 
Coping strategies 
Social isolation and caregiver stress 
End of life care 
 
Findings: Patients and caregivers felt 
unsupported, had little understanding of 
condition, treatment goals or prognosis 
 
Suggest: (a)  patients and caregivers want a 
more holistic approach (i.e., providers take 
account of psychosocial, spiritual, information 
and family needs); (b) heart failure services need 
to include patient and caregiver-centered 
perspectives to mobilize most effective 
intervention and generate best outcomes for both 
patients and caregivers 
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Clark et 
al. 
(2009) 
Canada 

Examine  individual 
and contextual 
factors affecting HF 
self-care 

3  rural cites 
Quota sampling 
42 patients 
36% female 
76 years old 
30 caregivers 

Qualitative 
 
Theory 
non-stated 

Patient and 
caregiver report 
Semi-structured 
interviews and 
medical records 
Interview schedules  
developed by 
literature review and 
piloted  for revision 
 
Phenomenological 
thematic analysis 
using software 
 

Limited generalization of findings for urban 
population due to the recruitment sites for urban 
population 
 
Findings: (a) participants reported using HF 
management techniques (e.g., medication, 
activity, and salt restriction); (b) demonstrated 
poor knowledge of nature and causes of HF 
(e.g., reported experiencing disturbing daily 
symptoms, but unable to relate these symptoms 
to  HF; (c) individual and contextual factors (i.e., 
faith in health professionals, belief about the local 
health system, values linked to work associated 
with place, history, and culture) influence 
willingness and capacity to undertake effective 
HF self-care (e.g., symptoms were viewed as 
being influenced more by fate than management 
techniques) 
 
Suggestion: intervention needs to address not 
only knowledge needs but also faith, beliefs, 
perceptions, and values 
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Rodriguez 
et al. 
(2008) 

Explore patients' 
knowledge 
regarding HF 
diagnosis, 
understanding of 
providers' 
treatment re-
commendations, 
and their views on 
the impact of HF  
concerning their 
daily lives and 
prognosis 
 
 

Veteran Affair 
Medical Center 
 
Random sampling 
from a parent study 
(N= 90) 
 
25 patients  
1 female 
70.4 years 

Qualitative 
Cross-
sectional 
 
Theory 
non-stated 

Semi structured  
interviews 
Telephone interview 
 
Grounded theory 
technique of 
constant 
comparative analysis 
 
17 open-ended 
interview questions 
regarding patients' 
knowledge, 
experiences of HF, 
communication with 
providers 
Sample questions:  
(a) Tell me how your 
health problems 
started. 
(b) Tell me about 
your experiences or 
problems with your 
heart. 
(c) What could your 
health care providers 
have done to involve 
you more (or less) in 
decision-making?  

Strength: detailed reporting on qualitative 
methods (e.g., establishing reliability with code 
agreement in the first 20% of the transcribed 
data) 
 
Limited generalization of findings due to 
small sample with homogeneity (elderly, male, 
and Caucasian) 
 
Five themes emerged: 
 (a) diagnostic process delayed with comorbidity; 
(b) life changing effects of HF; (c) 64 coded 
examples of past, current, and future treatments; 
(d) self-monitoring and ongoing testing; (e) 
uncertain prognosis and advance care planning 
 
Conclusion: Patients need more information 
regarding their medical condition and prognosis 
with more enhanced communication opportunity  
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van der Wal 
et al. (2009) 
 
Netherlands 

Explore reason's 
and motivations for 
compliance with 
self-care regimens 
(medication, 
sodium-restricted 
diet, fluid 
restriction, and 
daily weighing) 

Purposive sampling 
 
Recruited from 
3 centers from a 
parent study 
 
15 HF patients 
6 female 
70 ± 13 years 

Descriptive 
 
Health 
Belief 
Model 

Patient report 
Semi-structured  
interviews and 
medical records 
Interview at home 
 
Voice recording 
content analysis 
 
Sample interview 
questions: 
Most patients with 
HF have many 
recommendations 
they have to follow. 
(a) What makes it 
difficult (or not) to 
follow the 
recommendations? 
(b) What helps you 
to follow the 
recommendations? 
 

Limited generalization of findings due to 
small sample with homogeneity (elderly, and 
male) 
 
Major themes derived from interviews 
(a) reasons for compliance: fear of 
hospitalization, fluid retention, or HF symptoms; 
(b) barriers to compliance: negative aspects of a 
regimen (e.g., taste of the sodium restricted food 
and thirst in case of fluid restriction); (c) 
managing lifestyle recommendations in daily life; 
(d) tips and tricks that help in complying with the 
regimen; (e) misunderstanding or knowledge 
deficits regarding HF regimen 
 
Suggestions: (a) patient-tailored interventions 
must include a comprehensive assessment to 
target specific problems and provide more 
specific advice about HF regimen; (b) group 
interventions may be beneficial in helping 
patients integrate the regimen into their daily 
lives 
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Granger 
et al. 
(2009) 

Explore patient and 
physician 
perspectives about 
adherence and how 
the exchange of 
information about 
HF regimen 
between patient 
and their 
physicians is 
experienced and 
understood by both 
partners 

Single center 
(inpatient) 
Purposive sampling 
6 dyads (6 patients  
& 6 physicians) 
1 female patient 
58 years old 

Qualitative 
descriptive 
 
Trajectory 
of chronic 
illness 
theory  

Semi-structured in-
depth interviews  
 
Voice recording with 
digital transcription 
 
Thematic analysis 
using software 
 
Sample Interview 
questions and 
probes for patients: 
(a) What instructions 
did you receive 
about taking care of 
yourself (or HF) at 
home? 
(b)  Do you think the 
instructions are easy 
to understand? 
(c) Do you feel the 
instructions fit into 
your everyday life? 

Limited generalization of findings due to 
small sample size 
 
Findings: (a) patients perceived they knew what 
to do for self-care, but expressed difficulty on 
how to do self-care; (b) physicians attempted 
repeating what to do (HF care regimen) since 
physicians perceived that patients did not 
understand the regimen; (c) both patients and 
physicians were unable to carry out the work of 
the regimen due to symptom exacerbations or 
time constraints in the clinic (i.e., fitting the 
regimen into everyday life was challenging to 
both parties); (d) resultant delegation of 
responsibility to others: patients' significant 
others (siblings, spouses, neighbors, etc.), 
nurses, and nutritionists do the work (regimen-
related responsibilities) 
 
Assert current teaching strategies may be 
ineffective and suggest exploring alternative 
strategies (home-based models of care, 
electronic reminders, teamwork among all 
caregivers, etc.) to facilitate adherence and 
improve clinical outcomes.  
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Scotto 
(2005) 

Explore  patient's 
lived experience of 
adherence to 
prescribed regimen 
of care 

Purposive 
/convenience 
sample 
patient N= 14  
(recent history of  
hospital admission 
with HF) 
5 female 
42-84 
 

Qualitative 
 
Theory 
non-stated 

Phenomenological 
thematic analysis  
 
Semi-structured 
interview 
 
5 interview 
questions: 
1. Tell me about 
when you were 
diagnosed with HF 
2. Tell me about the 
last time you were 
admitted to the 
hospital because of 
HF 
3. Tell me about the 
things you do to take 
care of yourself on a 
daily basis 
4. What makes it 
easier to take care of 
yourself? 
5. What makes it 
harder to take care 
of yourself? 

Strength: detailed reporting on qualitative 
methods (examining researcher's bias, data 
saturation , and member checking 
discussed) 
 
Limited generalization of findings due to 
small sample size 
 
Findings: (a) patients' adherence was dependent 
on their acceptance of changed health status and 
integration of a new self-image; (b) patients 
made daily decisions about whether to adhere to 
prescribed regimen 
  
Identified themes influencing adherence: 
personal beliefs and values, support from 
significant others and health care professionals, 
unusual circumstances, and temptation 
overcoming motivation 
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Heo et 
al. 
(2009) 

Explore patients' 
perceptions on 
nutrition and dietary 
adherence in heart 
failure 

2 outpatient clinics 
 of 2 hospitals 
Convenience 
20 patients 
6 female 
95% white 
58± 10 years 

Qualitative 
 
Theory 
non-stated 

Semi-structured 
interview 
Tape recording 
Content analysis 
 
Major topics covered 
in interview guide: 
(a) perceptions 
about the effect of 
food on HF 
symptoms 
(b) patient's 
comprehension of 
the low sodium diet 
and other dietary 
recommendations 
received from 
providers 
(c) factors that affect 
adherence to 
recommended diets 

Limitation: small sample with homogeneity 
(young, male, and Caucasian); therefore, caution 
for generalizability of findings 

Findings: (a) less than half of the patients 
thought sodium could affect HF symptoms; (b) 
40% reported non-adherence to recommended 
diet regimen 

Factors identified as influencing adherence were 
(a) knowledge; (b) social pressure and 
encouragement from others; (c) social situations, 
and (d) food as a source of pleasure and 
enjoyment 

Suggestion: need  creative strategies aligned 
with patients' values and priorities regarding food 
to promote adherence 
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Riegel 
et al. 
(2010 b) 
Australia 

Identify gender -
specific barriers 
and facilitators 
influencing HF self-
care 

4 outpatient sites 
Purposive with 
maximum variation 
27 patients 
8 female 
68.7±14.7 years 

Mixed 
methods 
 
Theory 
non-stated 

In-depth interviews 
survey 
Medical record 
review 
 
Audiotaped  
content analysis 
 
Interviewers trained 
by the qualitative  
research expert 
 
Interview topics: 
(a) preventing and 
managing symptoms 
(b) complexity of the 
treatment plan 
(c) factors 
contributing to 
success and 
impeded success in 
self-care 
(d) advantages and 
disadvantages to 
practicing self-care 
(e) personal 
motivators for self-
care 

Strength: detailed reporting on qualitative 
methods (Iterative process to track variability of 
themes, use of an audit trail, and periodic 
debriefing, etc.) 
 
Limitation: (a) cross-sectional nature, small 
number of women even with purposive sampling; 
(b) poor concordance between the qualitative 
and quantitative data for mood 
 
Findings: (a) no consistent gender-specific 
differences in self-care practices; (b) distinct 
gender differences in the decision made in 
interpreting and responding to symptoms and 
they are associated with differences in self-care 
confidence, social support and mood  between 
gender (e.g., men reported relying on others for 
help in recognizing symptoms; women reported 
better emotional support from family and friends 
than the men) 
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Freydberg 
et al. 
(2010) 
Canada 

To examine 
experiences and 
reactions to HF and 
aspects of self-care 

3 rural settings 
Theoretical 
sampling 
patient N= 42 
Caregiver N= 30 

Qualitative 
 
Critical 
realist 
theory 

Semi-structured 
interview 
Recruitment bias 
discussed 
Thematic analysis 
using software 
 
 

Strength: large sample size from several 
recruitment sites and detailed reporting on 
qualitative methods (examining researcher's 
bias, methodological coherence fostered by the 
use of theory) 
Themes emerged: (a) the influence of place and 
context was integrated into disease experiences, 
reactions, and self-care process for both patients 
and caregivers; (b) HF threatens the self by 
impacting capacity to work that is essential in 
rural places (land work, housework, and 
community work); (c) HF perceived as a threat to 
the individual's ontological security; (d) work as a 
core and valued way of life in place, decreased 
sense of psychological wellbeing if perceived 
lack of contributing to rural community; (e) coping 
with HF by adapting through monitoring 
symptoms, reducing expectation, and relying 
more on caregivers or hired helper 
Suggest mobilizing families and lay caregivers to 
assist elderly patients with HF to remain actively 
and symbolically involved in home setting until 
transitional care need arises 

  



105 

 
A. Qualitative Studies: Factors influencing heart failure readmissions 
Study Purpose Setting/Sample/ 

Subjects/ 
Gender/ 
Racial/ 
Ethnicity/ 
Age 

Research 
Design/ 
Theory 

Source of 
Data/Method 
Used/Type of 
Analysis 

Strength/ Limitation/Research 
Findings/Suggestion 

Dickson 
et al. 
(2013) 

Describe self-care 
practices, and 
sociocultural 
influences of self-
care in ethnic 
minority black 
population with HF 

Single urban center 
Purposive 
homogenous 
sampling 
Patient  N= 30 
40% female 
African American 
59.63 years 

Mixed 
methods 
 
Naturalistic 
decision-
making 
model of 
HF self-
care 

Tape recording and 
field notes 
Thematic analysis 
using software 
 
Open-ended 
questions:  
(a) Tell me about 
your heart failure 
(b) What does heart 
failure mean to you? 
 

Strength: detailed reporting on qualitative 
methods (use of an audit trail, and periodic peer 
debriefing, and member checking to increase the 
credibility) discussed  
 
Limitation: small sample with homogeneity 
(African American); therefore, caution for 
generalizability of findings 
 
Findings: (a) self-care poor by Self-care of Heart 
Failure index (SCHFI); (b) cultural meaning of HF 
influences self-care; (c) spirituality shapes self-
care; (d) social norms drive social supports (e.g., 
selectivity in a designated confidante) and social 
isolation with decreased capacity to participate 
and reluctance to ask for help 
 
Suggestion: assessing social support beyond 
tangible resources; developing community-based 
interventions that can provide culturally 
acceptable resources 
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Patel et 
al. 
(2007) 
Sweden 

To explore reasons 
to why patients with 
deteriorating CHF 
seek acute care at 
an emergency 
department 

Single urban center 
Convenience 
88 patients/ 
34 women/ 
77.7 ±9.5 years/ 
Acute exacerbation 
with HF history 
 

Qualitative 
Descriptive 
 
Symptom  
Management 
Model 

Semi-structured 
open-ended 
interview  
Medical records 
Content analysis 
 
3 interview 
questions: 
(a) Could you please 
explain why you 
sought care at the 
ED today? 
(b) Did you consider 
seeking care at an 
earlier time? 
(c) Did you have any 
idea what your 
condition was? 

Limitation: no information asked about social 
background or previous HF education received 
 
Findings: (a) majority (58%) sought emergency 
care due to symptoms; (b) dyspnea and fatigue 
were the most frequent reported; (c) 15% 
patients sent by caregivers; 27% referred by 
outpatient clinics; (d) 57% delayed seeking care 
earlier since they could not recognize worsening 
symptoms or uncertain whether needed care; (e) 
10% avoided hospital care because of previous 
unpleasant experiences with ED care; (f) 11% 
postponed seeking care with feeling of 
hopelessness 
 
Suggest including caregivers in educating 
symptom recognition and response 
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Jurgens 
et al. 
(2009) 
 

Examine  individual 
and contextual 
factors influencing 
the process of  HF 
self-care (symptom 
recognition and 
response among 
elders hospitalized 
with 
decompensated 
HF) 

2 hospitals 
Convenience 
sample 
77 patients 
48.1% female 
85.7% white 
75.9±7.7 

Mixed 
methods 
 
Self-
Regulation 
Model of 
Illness 

Patient report (HF 
somatic perception 
scale, response to 
symptom 
questionnaire, NYHA 
functional class, 
Charlson 
Comorbidity Index) 
 
Semi-structured  
open-ended 
interview  
Medical records 
 
Interview questions:  
(a) Tell me more 
about the time 
leading up to this 
hospitalization 
(b) What did you do 
when you first 
noticed your 
symptoms? 
(c) What did you 
think was causing 
your symptoms? 

Strength: detailed reporting on qualitative 
methods (use of an audit trail, and periodic peer 
debriefing, discussion with expert in HF self-care 
knowledge to increase the credibility) discussed 
and robust sample size  
Limitation: small sample with homogeneity 
(Caucasian); therefore, caution for generalization 
of findings 
Findings: (a) dyspnea and fatigue were the most 
frequent reported; (b) lack of cognitive response 
to symptoms (over half had no idea what was 
causing symptoms); (c) lack of emotional 
response (majority had no fear or anxiety 
regarding symptoms); (d) majority did not report  
symptoms to caregivers (family influenced into 
care-seeking in 25% of the sample); (e) use of 
alternative strategies (energy conservation, deep 
breaths, calming, and pray); (f) 80% waited for 
serious symptoms to subside and 54% believed 
they had little or no control 
Conclusion: few intentionally ignored symptoms 
or avoided hospitalization but knowledge about 
HF and symptom recognition abilities were poor 
Suggest including caregivers in educating the 
significance and necessity of early intervention 
for worsening symptoms 
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Riegel 
et al. 
(2010 a) 
Australia 

To assess if aging 
is associated with 
ability to detect and 
interpret symptom 
recognition 

4 outpatient sites 
Purposive with 
maximum variation 
29 patients 
8 (27.6%) female 
68.7±14.4  
(divided the sample 
into young: < 73 
versus old: ≥ 73 
years old) 

Mixed 
methods 
cross-
sectional 
 
Non- 
specific 
theory 
stated: age-
related 
decline in 
the ability 
to attend to 
internal 
physical 
symptoms 

Survey 
In-depth semi-
structured interviews 
Medical record 
review 
Audiotaping 
Content analysis 

Strength: detailed reporting on qualitative 
methods (use of an audit trail, and periodic peer 
debriefing, discussion with expert in HF self-care 
knowledge, etc., to increase the credibility) 
discussed  
 
Limitation: homogeneity (male, married, born in 
Australia), therefore, caution for generalization of 
findings and recall bias due to data collection 
during a secondary session 
 
Findings: (a) older patients (≥ 73 years old) had 
more difficulties in recognizing and responding to 
HF symptoms compared to younger ones; (b) 
younger ones were able to detect early, subtle 
cues of HF and interpret the meaning of 
worsening symptoms in order to avoid an HF 
exacerbation; (c) older patients perceived their 
health more favorably, which may contribute to 
poorer detection and interpretation of HF 
symptoms 
 
Suggest: developing interventions that focus on 
the symptom experience to help patients in 
somatic awareness and symptom interpretation 
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Rogers 
et al. 
(2002) 
UK 

To explore the 
experience of 
people living with 
heart failure 
(understanding of 
HF symptoms, 
treatment, daily life) 

Variation sampling 
by differing 
experiences 
(theoretical 
sampling) 
27 patients  
7 female 
69 years 

Qualitative 
 
Theory 
non-stated 

In-depth interview 
Tape recording 
Thematic analysis 
(constant 
comparative 
approach) 
using software 
 
Sample interview 
questions: 
Can you tell me how 
your heart failure 
started? 
 

Strength: adequate sample size, theoretical 
sampling to ensure diverse views reflected 
 
Limitation: reported tape recorder failure 
 
Key areas identified relating to symptoms and 
the use of drug therapy  (a) the purpose of the 
drugs; (b) concerns about the drug therapy; (c) 
difficulties in differentiating between side effects 
of drugs and symptoms of HF; (d) interpretation 
and treatment of changing symptoms (e.g., 
patients sought medical help when their 
symptoms became unmanageable) 
 
Suggest educating HF symptoms, side effects of 
medication to improve patients' ability to 
interpret, treat, or relieve symptoms 
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B. Quantitative Studies: Factors influencing heart failure readmissions  
Study Purpose Setting/Sample/ 

Subjects/ 
Gender/ 
Racial/ 
Ethnicity/ 
Age 

Research 
Design/ 
Theory 

Source of 
Data/Method 
Used/Type of 
Analysis 

Strength/ Limitation/Research 
Findings/Suggestion 

Gruneir et 
al. (2011) 
Canada 

To describe 
medical patients 
identified using 
LACE index as 
being at high risk  
(LACE ≥ 10) for 
readmission and to 
examine their 
actual hospital 
readmission rates 

20,645 patients 
Population-based 
administrative data 
from 6 hospitals 

Validating  
predictive 
algorithm 
 
Theory 
non-stated 

LACE index: 
L: Length of hospital 
stay 
A: Acuity on 
admission 
(emergent versus 
urgent) 
C: Comorbidity 
measured by 
Charlson score with 
updated disease 
category weights 
E: Emergency 
department visits 

Limited generalization of findings due to data 
from single urban center; LACE only validated 
for 30-day readmission and death 
 
Findings: (a) High-risk patients (LACE ≥ 10) 
were readmitted with twice the frequency as 
other patients, stayed longer and had higher 
mortality during the readmission; (b) LACE is 
useful in identifying appropriate patients for 
post-discharge interventions 

Anderson 
(2013) 

To explore the 
clinical and 
diagnostic 
indicators in 
individuals who did 
and did not 
experience a heart 
failure 
hospitalization 
within 60 days of 
the index stay. 
. 

134 individuals 
discharged with a 
primary diagnosis 
of heart failure 
 
Single center 
55% women 
65% White 
75.25 years 
 

Descriptive, 
correlational, 
quantitative 
retrospective  
 
Theory 
non-stated 

Medical records 
reviewed for 
sociodemographic 
characteristics, 
health histories, 
clinical assessment 
findings, and 
diagnostic 
information 

Limitation in control for number of factors or 
accuracy of documentation over factors due 
to retrospective data 
Findings: nursing-sensitive factors, dyspnea, 
crackles, and assistance with activities of 
daily living (ADL) at the time of discharge 
were more predictive of 60-day heart failure 
readmissions than were gender, age, 
ethnicity, left ventricular function, serum 
sodium, blood pressure, blood urea nitrogen, 
creatinine, BNP, and cardiac medications 
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B. Quantitative Studies: Factors influencing heart failure readmissions  
Study Purpose Setting/Sample/ 

Subjects/ 
Gender/ 
Racial/ 
Ethnicity/ 
Age 

Research 
Design/ 
Theory 

Source of 
Data/Method 
Used/Type of 
Analysis 

Strength/ Limitation/Research 
Findings/Suggestion 

Mulder, 
Tzeng, 
Vecchioni. 
(2012) 
 

To assess whether 
IHI's 
recommendations 
to prevent 
rehospitalization 
were implemented 

One center 
participating IHI 
STAAR initiative 
22 patients labeled 
as 'noncompliant' or 
'frequent fliers' with 
4 to 8 readmissions 
over 6 months 
10 women/ 
58 years 
 
 

Explorative  
quality 
improvement 
project/ 
non-stated 
 
Theory 
non-stated 

Electronic medical 
record review 
 
9 chart review 
questions to assess 
whether 4 key areas 
identified by IHI for 
process 
improvement in 
preventing 
rehospitalization 
were implemented  

Limited generalization of findings due to 
small sample size 
 
4 key areas: (a) enhanced admission 
assessment for post hospital needs; ( b) 
effective teaching and enhanced learning; (c) 
real time patient and family-centered 
handover communication; (d) post hospital 
care follow up 
 
Finding: IHI recommendations not 
implemented or failed to document 
systematically 

Kirk et al. 
(2006) 
UK 

To explore 
patients', 
caregivers', 
clinician's view and 
identify factors 
influencing the 
likelihood of 
hospital 
readmission 

Single center 
Patients  N= 77 
admitted to adult 
medical unit within 
28 days of 
discharge from the 
index 
hospitalization 
38 female 
71.3± 14.6 
Caregivers N= 68 
Clinicians 
 

Cross-
sectional 
retrospective 
 
Theory 
non-stated 

Interviews with 
simple survey 
questions and 
analyzed findings 
with descriptive 
statistics 
Medical and nursing 
record reviews 

Limited generalization of findings  single 
center, retrospective collection of memory 
 
Findings: (a) most patients, caregivers and 
clinicians believed that the readmission was 
unavoidable by reflecting the chronicity of 
illness; (b) about one third of the patients and 
caregivers expressed the readmission could 
be avoidable if the patients stayed longer in 
hospital during first admission or had greater 
support in the community after discharge 
 
Suggest patients' readiness for discharge 
should be consulted before leaving hospital 
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B.Quantitative Studies: Factors influencing heart failure readmissions  
Study Purpose Setting/Sample/ 

Subjects/ 
Gender/ 
Racial/ 
Ethnicity/ 
Age 

Research 
Design/ 
Theory 

Source of 
Data/Method 
Used/Type of 
Analysis 

Strength/ Limitation/Research 
Findings/Suggestion 

Jack et 
al. 
(2009) 
 

To test the effects 
of an intervention 
designed to 
minimize 
hospital utilization 
after discharge 
(RED) on hospital 
utilization rate 
(combined 
emergency 
department visits 
and readmissions) 
within 30 days of 
the index 
discharge 
 

An urban single 
center, general 
medical services 
English speaking 
hospitalized adults 
 
Intervention versus 
control group 
(N = 373 versus 
376) 
50% female 
28% white 
49.9 years 

Randomized 
trial using block 
randomization  
 
Theory 
non-stated 

Interview questions 
(a) How well were 
your questions 
answered before 
you left the 
hospital? 
(b) How well did you 
understand your 
appointments after 
you left the 
hospital? 
(c) How well did you 
understand how to 
take your 
medications after 
leaving the 
hospitals? 
(d) How well did you 
understand your 
main problem or 
diagnosis when you 
left the hospital? 
(e) How prepared 
were you to leave 
the hospital?  

Limited generalization of findings due to: (a) 
urban, young, underserved population; (b) 
unable to enroll participants during weekends 
and holidays due to staffing limitation; (c) 
patient's self-report 
 
Findings: participants in the intervention group 
had a lower rate of hospital utilization than 
those receiving usual care 
(0.314 vs. 0.451 visit per person per month; 
incidence rate ratio, 0.695 [95% CI, 0.515 to 
0.937]; P = 0.009). That is, the RED 
intervention decreased hospital utilization by 
about 30% 
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B. Quantitative Studies: Factors influencing heart failure readmissions  
Study Purpose Setting/Sample/ 

Subjects/ 
Gender/ 
Racial/ 
Ethnicity/ 
Age 

Research 
Design/ 
Theory 

Source of 
Data/Method 
Used/Type of 
Analysis 

Strength/ Limitation/Research 
Findings/Suggestion 

Holland 
& 
Bowles 
(2012) 

To identify and 
address the 
continuing care 
needs and to 
identify patients 
who would benefit 
from post-acute 
care. 

Single academic 
medical center 
130 patients in 
control and 
intervention groups 

Prospective 
cohort study/ 
quasi-
experimental 

The Problems after 
Discharge 
Questionnaires 
(83% response rate) 

Limited generalization due to single center 
Used a standardized assessment tool to 
identify and address the continuing care needs 
and to identify patients who would benefit from 
post-acute care 
 
Intervention group reported fewer unmet needs 
(p = 0.01) and fewer problems complying with 
discharge instructions (p = 0.04) compared to 
the control group 

 

 



 

 

 

Appendix C 

 

Interview Guide 

Our hospital team believes that listening to the stories of patients can help us improve our care. 

It may take 30-45 minutes for you to answer these questions. You can skip any questions that you 

prefer not to answer. 

 

Etiology and symptom:  

 

1. Why do you think you had to come back to the hospital? 

(Patients may talk about their diagnosis, symptom, onset, and severity of illness: permit them to 

explore their experience) 

 Why do you think it (the symptom) started when it did? 

 How severe was it (the symptom)? 

Self-care:  

The doctors and nurses ask patients with heart failure to do things at home. 

2. Tell me what you do to take care of yourself every day. 

(Let them answer related to heart failure or conditions that they believe led to rehospitalization) 

 What difficulties do you have with taking care of yourself? 

(If the previous answers do not elicit any information about diet restriction, ask the following 

question): 

 Tell me what you typically eat on an average day at home. 

 

Education and Treatment: 

3. How prepared did you feel about returning home when you left the hospital? 

 What do you want to learn from the doctors and nurses (health care providers)? 

 What medical treatment do you want from doctors and nurses (health care providers)? 

 What do you think the doctors and nurses need to know about you to keep you from coming 

back to the hospital? 

 

Decision-making for seeking care 

4. What finally made you decide to come back to the hospital? (How did you come up with that 

decision?) 

 

Concluding question: 

5. What do you think could have prevented you from coming back to the hospital? 
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Appendix D 

Chart Review Guide 

Date of assessment_____________________________ 

Date review completed___________________________ 

Reviewer______________________________________ 

 

Age: 

Sex: 

Race: 

 

Index Admission Chart Review Readmission Chart Review 

Index admission date 

Discharge date 

Length of hospital stay 

Readmission date 

Duration between discharge and readmission 

 

Was the readmission planned/scheduled? 

 YES 

 NO 

Brief summary of index admission 

 

 

 

 

 

 

Were there any urgent clinic /emergency 

department visits before this readmission (if 

documented)? 

 YES 

 NO 

Diagnoses on readmission 

 

 

 

Brief summary of readmission 

 

 

Any documented reasons for admission 

written by providers (case manager, nurses, 

and doctors, and other providers? 

 

 

 

 

 

 

 

 

  

Subject ID number: 
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Chart Review Guide, continued 

Index Admission Chart Review Readmission Chart Review 

Where was the patient discharged? 

 Home 

 Home with Home Care 

 Home with physical therapy 

 Acute Rehabilitation facility 

 Nursing Home 

 Hospice 

 Other: 

 

Risk Factors for readmission: 

 # of hospitalization (last 6 months) 

 Length of hospital stay 

 Acuity on admission (urgent 

/emergent) 

 # of co-existing medical conditions 

(measured by Charlson score) 

 # ED visits (last 6 months) 

 Polypharmacy (> 5 medications) 

 Social support (self-identified 

caregiver?) 

 Depression/ substance 

abuse/smoking/alcohol 

 Poor health literacy 

 Other social determinants (socio-

economic status,  preferences, cultural 

values) to be considered  

 Functional status on discharge 

(independent, needs assistance, or 

dependent)? 

 Shortness of breath 24 hour before 

discharge 

 Lack of housing: environmental 

constraints 

 Insurance (Medicaid? Medicare versus 

private) 
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Chart Review Guide, continued 

Index Admission Chart Review Readmission Chart Review 

 Was the patient seen by physical 

therapist/occupational therapist? 

 Was the patient seen by dietician? 

 

 Was the patient seen by H2H? 

 Was the patient seen by 3H? 

 Was the patient seen by inpatient heart 

failure nurse practitioner? 

 Was the patient seen by nurse 

navigator? 

 

 Evidence of use of teach back 

documented? 

 Evidence of use of health literacy 

screening tool? 

 Evidence of contacting family 

members to enhance teaching and 

sharing responsibilities? 

 

 Evidence of enhanced teaching 

documented? 

 HF knowledge/ self-care maintenance 

 Medication management 

 How to seek care 

 Follow-up appointments 

 

Discharge medication information 

 Was medication reconciliation 

documented during the index 

admission? 

 

Discharge follow-up information 

 Was outpatient follow-up scheduled at 

the time of discharge? 

 Was the patient provided with the 

post-discharge hotline phone number? 

 Did the patient receive a follow-up 

phone call after discharge? 

 Did the patient attend the 

appointment? 

 If the patient did not attend, explain 

why (e.g. lack of transportation?) 

 Was the patient readmitted prior to the 

physician follow-up? 
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 What you would like to learn from the doctors and nurses, and what you would 
like them to know about you 

 Suggestions you might have to help us prevent people with heart failure from 
having to be admitted again  

 
Once the interview is over, you participation in the study will be complete. 
 

WHAT ARE YOUR RESPONSIBILITIES IN THE STUDY?  
 
If you decide to be in the study, we will ask you to answer the interview questions as 
completely and truthfully as possible. 
 

How long will this study take? 
 
The interview will take about 30 to 45 minutes of your time. 
 

If you want to know about the results before the study is done: 
 
The final results of the research will not be known until all the information from everyone is 
combined and reviewed.   At that time you can ask for more information about the study 
results.  
 

Could you be helped by being in this study? 
You will not benefit from being in this study.  However the information researchers get from 
this study may help others in the future.  
 

What are the risks of being in this study?  
There is a very small risk that someone might see your private information.   
 
Please let the study team know if you become tired or have other problems during the 
interview.  We will stop, and call your nurse for assistance. 
 

What are your other choices if you do not join this study? 
You do not have to be in this study to be treated for your illness or condition. You can get the 
usual treatment even if you choose not to be in this study.  The usual treatment would include 
continuing to be treated for your heart failure or other problems here at UVa Medical Center. 
 
If you are an employee of UVA, your job will not be affected if you decide not to participate in 
this study.   
 
If you are a student at UVA, your grades will not be affected if you decide not to participate in 
this study.   



120 

 

Will you be paid for being in this study? 
You will not get any money for being in this study. 
 

Will being in this study cost you any money? 
All of the procedures in this study (the interview) will be provided at no cost to you or your health 
insurance.  You will continue to be responsible for the cost of your hospitalization, and for any 
travel costs or parking costs related to your medical care or hospital stay.  
 

What if you are hurt in this study? 
 
If you are hurt as a result of being in this study, there are no plans to pay you for medical 
expenses, lost wages, disability, or discomfort. The charges for any medical treatment you 
receive will be billed to your insurance. You will be responsible for any amount your insurance 
does not cover.   You do not give up any legal rights, such as seeking compensation for injury, 
by signing this form.    

 

What happens if you leave the study early? 
You can change your mind about being in the study any time. You can agree to be in the study 
now and change your mind later. If you decide to stop, please tell us right away. You do not 
have to be in this study to get services you can normally get at the University of Virginia.  

 
If you decide to stop being in the study, we will ask you to tell the interviewer, who will stop the 
interview and leave the room.  At that time, the audio recording of the interview will be 
immediately destroyed. 
 

How will your personal information be shared? 
The UVA researchers are asking for your permission to gather, use and share information about 
you for this study.  If you decide not to give your permission, you cannot be in this study, but 
you can continue to receive regular medical care at UVA.  
 

If you sign this form, we may collect any or all of the following information 
about you: 

 
o Personal information such as name, address and  date of birth  
o Social Security number ONLY IF you are being paid to be in this study 
o Your health information if required for this study.  This may include a review of your 

medical records and test results from before, during and after the study from any of your 
doctors or health care providers.  This may include mental health care records, substance 
abuse records, and/or HIV/AIDS records. 
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Who will see your private information?   
 

o The researchers to make sure they can conduct the study the right way,  observe the effects 
of the study and understand its results   

o People or groups that oversee the study to make sure it is done correctly   
o The sponsor(s) of this study, and the people or groups it hires to help perform  or review 

this research 
o Insurance companies or other organizations that may need the information in order to pay 

your medical bills or other costs of your participation in the study   
o Tax reporting offices (if you are paid for being in the study) 
o People who evaluate study results, which can include sponsors and other companies that 

make the drug or device being studied, researchers at other sites conducting the same 
study, and government agencies that provide oversight such as the Food and Drug 
Administration (FDA) if the study is regulated by the FDA.  

 
Some of the people outside of UVA who will see your information may not have to follow the 
same privacy laws that we follow. They may release your information to others, and it may no 
longer be protected by those laws. 
 
The information collected from you might be published in a medical journal.  This would be 
done in a way that protects your privacy.  No one will be able to find out from the article that 
you were in the study. 
 
A description of this clinical trial will be available on http:// www.ClinicalTrials.gov, as required 
by U.S. Law. This Web site will not include information that can identify you. At most, the Web 
site will include a summary of the results. You can search this Web site at any time. 
 

What if you sign the form but then decide you don't want your private 
information shared?  
 
You can change your mind at any time.  Your permission does not end unless you cancel it.  To 
cancel it, please send a letter to the researchers listed on this form.  Then you will no longer be 
in the study.  The researchers will still use information about you that was collected before you 
ended your participation.   
 

Please contact the researchers listed below to: 
 

 Obtain more information about the study 

 Ask a question about the study procedures or treatments 

 Report an illness, injury, or other problem (you may also need to tell your regular doctors) 

 Leave the study before it is finished 

 Express a concern about the study 
 

http://www.clinicaltrials.gov/
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      Principal Investigator:  Arlene Keeling 
          Academic Divisions, School of Nursing 
         CMNEB 2111, UVA School of Nursing 
          University of Virginia 

Charlottesville, VA 22903  
      

Telephone:  (434)924-5906 

What if you have a concern about this study?  
 
You may also report a concern about this study or ask questions about your rights as a research 
subject by contacting the Institutional Review Board listed below. 
 
 University of Virginia Institutional Review Board for Health Sciences Research 

PO Box 800483 
Charlottesville, Virginia 22908 
 
Telephone: 434-924-9634 
 

When you call or write about a concern, please give as much information as you can. Include 
the name of the study leader, the IRB-HSR Number (at the top of this form), and details about 
the problem.  This will help officials look into your concern. When reporting a concern, you do 
not have to give your name. 
 

Signatures 
What does your signature mean? 
 
Before you sign this form, please ask questions about any part of this study that is not clear to 
you.  Your signature below means that you have received this information and all your 
questions have been answered.  If you sign the form it means that you agree to join the study.  
You will receive a copy of this signed document.   
 
Consent From Adult 
 
______________________ 
PARTICIPANT 
(SIGNATURE) 

 ________________________ 
PARTICIPANT 
(PRINT) 

 _______ 
DATE 

  

To be completed by participant if 18 years of age or older.  
 
 
Consent From Impartial Witness 
If this consent form is read to the subject because the subject is blind or illiterate, an 
impartial witness not affiliated with the research or study doctor must be present for the 
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consenting process and sign the following statement.  The subject may place an X on the 
Participant Signature line above.  
 
I agree the information in this informed consent form was presented orally in my presence to 
the subject and the subject had the opportunity to ask any questions he/she had about the 
study.   I also agree that the subject freely gave their informed consent to participate in this 
trial.  
 
 
_______________________________ 
IMPARTIAL WITNESS 
(SIGNATURE) 

 _____________________________ 
IMPARTIAL WITNESS 
(PRINT) 

 ________ 
DATE 

 
Person Obtaining Consent 
By signing below you confirm that you have fully explained this study to the potential subject, 
allowed them time to read the consent or have the consent read to them, and have answered 
all their questions. 
 
 
 
_______________________________ 
PERSON OBTAINING CONSENT 
(SIGNATURE) 

 _____________________________ 
PERSON OBTAINING CONSENT 
(PRINT) 

 ________ 
DATE 
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Appendix G 

Table1. Demographics and Medical Characteristics (N=9) 

Characteristics Mean (Range) or Number (%) 

Age 69.1 (55 to 79 years) 

Gender Male 5 

 Female 4 

Race    White 6 

African American 3 

Immigrant Status 1 immigrant 

Days to readmission 

 

≤7 (n=4) 

8-14 (n= 3) 

15-24 (n= 2) 

 

  

 

 

 

 

 

 

 

 

 

Ejection Fraction  

Reduced (EF ≤ 40%) 6 

Preserved (EF> 40%) 3 

LACE 10.7 (9 to 13) 

Insurance  

Medicare/Medicaid 7 

Private 2 

No Insurance 1 

Programs Arranged during Index 

hospitalization 

 

H2H (Hospital to Home) 6 

3H (Heart Health at Home) 5 

C3 (Care Coordination Centers) 5 

PT (Physical Therapy) 3 
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DESCRIPTION 
. 

 

Heart & Lung: The Journal of Acute and Critical Care, the official publication of The American 
Association of Heart Failure Nurses, presents original, peer-reviewed articles on techniques, advances, 
investigations, and observations related to the care of patients with acute and critical illness and 
patients with chronic cardiac or pulmonary disorders. 

 
The Journal's acute care articles focus on the care of hospitalized patients, including those in the 
critical and acute care settings. Because most patients who are hospitalized in acute and critical 
care settings have chronic conditions, we are also interested in the chronically critically ill, the care 
of patients with chronic cardiopulmonary disorders, their rehabilitation, and disease prevention. 
The Journal's heart failure articles focus on all aspects of the care of patients with this condition. 
Manuscripts that are relevant to populations across the human lifespan are welcome. 

 
We are interested in publishing articles representing a broad range of science and clinical practice in a 
variety of settings as it pertains to our target population. Because health care and the health sciences 
are global, interdisciplinary, multidisciplinary, and transdisciplinary, we encourage authors to submit 
manuscripts that reflect these perspectives. Many articles also provide nurses with a framework for 
applying research results in clinical practice. 

 
We publish original research, case reports, reviews, and observations that are on the cutting edge 
of science and clinical practice. Discussions of costs of care, patient education, and health policy are 
relevant to our focus. Reports of well-designed clinical trials and systematic reviews are especially 
welcome. 

 
 

IMPACT FACTOR 
. 
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Case Studies describe unusual clinical problems and their management. Please include in the body of 
the text an abstract, introduction, case report, discussion, and a conclusion. 

 

BEFORE YOU BEGIN 

Ethics in publishing 
For information on Ethics in publishing and Ethical guidelines for journal publication see 

http://www.elsevier.com/publishingethics and http://www.elsevier.com/journal-authors/ethics. 
 

Protection of Human Subjects and Animals in 

Research 
All manuscripts that involve human subjects or animals in research must conform to the principles 

of the International Committee of Medical Journal Editors, available at http://www.icmje.org/ 
ethical_6protection.html. 

 

Conflict of interest 
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that could inappropriately influence (bias) their work. Examples of potential conflicts of interest 
include employment, consultancies, stock ownership, honoraria, paid expert testimony, patent 
applications/registrations, and grants or other funding. If there are no conflicts of interest then 
please state this: 'Conflicts of interest: none'. See also http://www.elsevier.com/conflictsofinterest. 
Further information and an example of a Conflict of Interest form can be found at: 
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Submission declaration 
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in the form of an abstract or as part of a published lecture or academic thesis or as an electronic 
preprint, see http://www.elsevier.com/sharingpolicy), that it is not under consideration for publication 
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Upon acceptance of an article, authors will be asked to complete a 'Journal Publishing Agreement' (for 
more information on this and copyright, see http://www.elsevier.com/copyright). An e-mail will be 
sent to the corresponding author confirming receipt of the manuscript together with a 'Journal 
Publishing Agreement' form or a link to the online version of this agreement. 
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(please consult http://www.elsevier.com/permissions). If excerpts from other copyrighted works are 
included, the author(s) must obtain written permission from the copyright owners and credit the 
source(s) in the article. Elsevier has preprinted forms for use by authors in these cases: please consult 
http://www.elsevier.com/permissions. 

 
For open access articles: Upon acceptance of an article, authors will be asked to complete an 'Exclusive 
License Agreement' (for more information see http://www.elsevier.com/OAauthoragreement). 
Permitted third party reuse of open access articles is determined by the author's choice of user license 
(see http://www.elsevier.com/openaccesslicenses). 

 
Author rights 
As an author you (or your employer or institution) have certain rights to reuse your work. For more 
information see http://www.elsevier.com/copyright. 

 

Role of the funding source 
You are requested to identify who provided financial support for the conduct of the research and/or 

preparation of the article and to briefly describe the role of the sponsor(s), if any, in study design; in 
the collection, analysis and interpretation of data; in the writing of the report; and in the decision to 
submit the article for publication. If the funding source(s) had no such involvement then this should 
be stated. 

 

Funding body agreements and policies 
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to  comply  with  their  funder's  open  access  policies.  Some  authors  may  also  be  reimbursed 
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http://www.elsevier.com/fundingbodies. 
After acceptance, open access papers will be published under a noncommercial license. For authors 
requiring a commercial CC BY license, you can apply after your manuscript is accepted for publication. 

 

Open access 
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• No open access publication fee payable by authors. 
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criteria and acceptance standards. 

 
For open access articles, permitted third party (re)use is defined by the following Creative Commons 
user licenses: 

 

Creative Commons Attribution-NonCommercial-NoDerivs (CC BY-NC-ND) 
For non-commercial purposes, lets others distribute and copy the article, and to include in a collective 

work (such as an anthology), as long as they credit the author(s) and provided they do not alter or 
modify the article. 

 

The open access publication fee for this journal is USD 2500, excluding taxes. Learn more about 

Elsevier's pricing policy: http://www.elsevier.com/openaccesspricing. 
 

Language (usage and editing services) 
Please  write  your  text  in  good  English  (American  or  British  usage  is  accepted,  but  not  a 
mixture  of  these).  Authors  who  feel  their  English  language  manuscript may  require  editing 
to  eliminate  possible  grammatical  or  spelling  errors  and  to  conform  to  correct  scientific 
English  may  wish  to  use  the  English  Language  Editing  service  available  from  Elsevier's 
WebShop (http://webshop.elsevier.com/languageediting/) or visit our customer support site 
(http://support.elsevier.com) for more information. 
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Informed consent and patient details 
Studies on patients or volunteers require ethics committee approval and informed consent, which 
should be documented in the paper. Appropriate consents, permissions and releases must be obtained 
where an author wishes to include case details or other personal information or images of patients and 
any other individuals in an Elsevier publication. Written consents must be retained by the author and 
copies of the consents or evidence that such consents have been obtained must be provided to Elsevier 
on request. For more information, please review the Elsevier Policy on the Use of Images or Personal 
Information of Patients or other Individuals, http://www.elsevier.com/patient-consent-policy. Unless 
you have written permission from the patient (or, where applicable, the next of kin), the personal 
details of any patient included in any part of the article and in any supplementary materials (including 
all illustrations and videos) must be removed before submission. 

 

Submission 
Our online submission system guides you stepwise through the process of entering your article 

details and uploading your files. The system converts your article files to a single PDF file used in 
the peer-review process. Editable files (e.g., Word, LaTeX) are required to typeset your article for 
final publication. All correspondence, including notification of the Editor's decision and requests for 
revision, is sent by e-mail. 

 

Submit your article 

Please submit your article via http://ees.elsevier.com/hl/. 
 

PREPARATION 

Manuscript submissions should conform to the guidelines set forth in the "Uniform Requirements 
for Manuscripts Submitted to Biomedical Journals: Writing and Editing for Biomedical Publication," 
available from http://www.ICMJE.org. Please refer to http://www.consort-statement.org/consort- 
statement/ for CONSORT guidelines for clinical trials. The CONSORT Statement is intended to improve 
the reporting of a randomized controlled trial (RCT), enabling readers to understand a trial's design, 
conduct, analysis and interpretation, and to assess the validity of its results. 

 

Manuscript Components 
The manuscript should be arranged as follows: 1) title; 2) structured abstract and key words; 3) 
abbreviations list; 4) text; 5) references; 6) figure titles and legends; and 7) tables. Page numbering 
should begin with the first page. 

 
Manuscript style should follow the AMA Style, 10th edition. Articles should be no more than 15 pages 
in length, not including title page, figures, tables, and references. Case studies should be no more 
than 10 pages in length. Author(s) name and credentials should be listed according to the AMA-10 
recommendations. 

 
Text 
Manuscript text should be double-spaced, left-aligned (unjustified), and in a 12-point font. The body of 
text should be structured with the following headings: Introduction, Methods, Results, and Discussion. 
Sub-headings may be used as appropriate. Each reference, figure and table should be cited in the 
text in numerical order according to order of first mention. 

 

Double-blind review 
This journal uses double-blind review, which means that both the reviewer and author name(s) 

are not allowed to be revealed to one another for a manuscript under review. The identities of 
the authors are concealed from the reviewers, and vice versa. For more information please refer 
to http://www.elsevier.com/reviewers/peer-review. To facilitate this, please include the following 
separately: 
Title page (with author details): This should include the title, authors' names and affiliations, and a 
complete address for the corresponding author including an e-mail address. 
Blinded manuscript (no author details): The main body of the paper (including the references, figures, 
tables and any Acknowledgements) should not include any identifying information, such as the 
authors' names or affiliations. 

 

Use of word processing software 
It is important that the file be saved in the native format of the word processor used. The text 
should be in single-column format. Keep the layout of the text as simple as possible. Most formatting 
codes will be removed and replaced on processing the article. In particular, do not use the word 
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processor's options to justify text or to hyphenate words. However, do use bold face, italics, subscripts, 
superscripts etc. When preparing tables, if you are using a table grid, use only one grid for each 
individual table and not a grid for each row. If no grid is used, use tabs, not spaces, to align columns. 
The electronic text should be prepared in a way very similar to that of conventional manuscripts 
(see also the Guide to Publishing with Elsevier: http://www.elsevier.com/guidepublication). Note that 
source files of figures, tables and text graphics will be required whether or not you embed your figures 
in the text. See also the section on Electronic artwork. 
To avoid unnecessary errors you are strongly advised to use the 'spell-check' and 'grammar-check' 
functions of your word processor. 

 

Article structure 
Subdivision - unnumbered sections 

Divide your article into clearly defined sections. Each subsection is given a brief heading. Each heading 

should appear on its own separate line. Subsections should be used as much as possible when cross- 
referencing text: refer to the subsection by heading as opposed to simply 'the text'. 

 

Introduction 
State the objectives of the work and provide an adequate background, avoiding a detailed literature 

survey or a summary of the results. 
 

Material and methods 
Provide sufficient detail to allow the work to be reproduced. Methods already published should be 

indicated by a reference: only relevant modifications should be described. 
 

Theory/calculation 
A Theory section should extend, not repeat, the background to the article already dealt with in the 
Introduction and lay the foundation for further work. In contrast, a Calculation section represents a 
practical development from a theoretical basis. 

 

Results 

Results should be clear and concise. 
 

Discussion 
This should explore the significance of the results of the work, not repeat them. A combined Results 
and Discussion section is often appropriate. Avoid extensive citations and discussion of published 
literature. 

 

Conclusions 
The main conclusions of the study may be presented in a short Conclusions section, which may stand 
alone or form a subsection of a Discussion or Results and Discussion section. 

 

Appendices 
If there is more than one appendix, they should be identified as A, B, etc. Formulae and equations in 
appendices should be given separate numbering: Eq. (A.1), Eq. (A.2), etc.; in a subsequent appendix, 
Eq. (B.1) and so on. Similarly for tables and figures: Table A.1; Fig. A.1, etc. 

 

Essential title page information 
• Title. Concise and informative. Titles are often used in information-retrieval systems. Avoid 
abbreviations and formulae where possible. 
• Author names and affiliations. Please clearly indicate the given name(s) and family name(s) 
of each author and check that all names are accurately spelled. Present the authors' affiliation 
addresses (where the actual work was done) below the names. Indicate all affiliations with a lower- 
case superscript letter immediately after the author's name and in front of the appropriate address. 
Provide the full postal address of each affiliation, including the country name and, if available, the 
e-mail address of each author. 
• Corresponding author. Clearly indicate who will handle correspondence at all stages of refereeing 
and publication, also post-publication. Ensure that the e-mail address is given and that contact 
details are kept up to date by the corresponding author. 
• Present/permanent address. If an author has moved since the work described in the article was 
done, or was visiting at the time, a 'Present address' (or 'Permanent address') may be indicated as 
a footnote to that author's name. The address at which the author actually did the work must be 
retained as the main, affiliation address. Superscript Arabic numerals are used for such footnotes. 
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Abstract 
Provide a structured abstract of no more than 150 words, essential data should be presented in 

5 paragraphs under separate headings in the following order: Objectives, Background, Methods, 
Results, and Conclusions. A non-structured abstract is appropriate for review articles. 

 

Highlights 
Highlights are a short collection of bullet points that convey the core findings of the article. Highlights 

are optional and should be submitted in a separate editable file in the online submission system. 
Please use 'Highlights' in the file name and include 3 to 5 bullet points (maximum 85 characters, 
including spaces, per bullet point). See http://www.elsevier.com/highlights for examples. 

 

Keywords 
Immediately after the abstract, provide a maximum of 6 keywords, using American spelling and 
avoiding general and plural terms and multiple concepts (avoid, for example, 'and', 'of'). Be sparing 
with abbreviations: only abbreviations firmly established in the field may be eligible. These keywords 
will be used for indexing purposes. 

 

Abbreviations 
Define abbreviations that are not standard in this field in a footnote to be placed on the first page 
of the article. Such abbreviations that are unavoidable in the abstract must be defined at their first 
mention there, as well as in the footnote. Ensure consistency of abbreviations throughout the article. 

 

Acknowledgments 
Include acknowledgments on the title page. List here those individuals who provided help during the 

research (e.g., providing language help, writing assistance or proof reading the article, etc.). 
 

Units 
Follow internationally accepted rules and conventions: use the international system of units (SI). If 
other units are mentioned, please give their equivalent in SI. 

 

Math formulae 
Please submit math equations as editable text and not as images. Present simple formulae in 
line with normal text where possible and use the solidus (/) instead of a horizontal line for small 
fractional terms, e.g., X/Y. In principle, variables are to be presented in italics. Powers of e are often 
more conveniently denoted by exp. Number consecutively any equations that have to be displayed 
separately from the text (if referred to explicitly in the text). 

 

Footnotes 
Footnotes should be used sparingly. Number them consecutively throughout the article. Many word 

processors can build footnotes into the text, and this feature may be used. Otherwise, please indicate 
the position of footnotes in the text and list the footnotes themselves separately at the end of the 
article. Do not include footnotes in the Reference list. 

 

Artwork  
Electronic artwork General points 

• Make sure you use uniform lettering and sizing of your original artwork. 

• Embed the used fonts if the application provides that option. 

• Aim to use the following fonts in your illustrations: Arial, Courier, Times New Roman, Symbol, or 

use fonts that look similar. 
• Number the illustrations according to their sequence in the text. 

• Use a logical naming convention for your artwork files. 

• Provide captions to illustrations separately. 

• Size the illustrations close to the desired dimensions of the published version. 

• Submit each illustration as a separate file. 

A detailed guide on electronic artwork is available on our website: 

http://www.elsevier.com/artworkinstructions. 

You are urged to visit this site; some excerpts from the detailed information are given here. 

Formats 

If your electronic artwork is created in a Microsoft Office application (Word, PowerPoint, Excel) then 

please supply 'as is' in the native document format. 
Regardless of the application used other than Microsoft Office, when your electronic artwork is 
finalized, please 'Save as' or convert the images to one of the following formats (note the resolution 
requirements for line drawings, halftones, and line/halftone combinations given below): 
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EPS (or PDF): Vector drawings, embed all used fonts. 

TIFF (or JPEG): Color or grayscale photographs (halftones), keep to a minimum of 300 dpi. 

TIFF (or JPEG): Bitmapped (pure black & white pixels) line drawings, keep to a minimum of 1000 dpi. 

TIFF (or JPEG): Combinations bitmapped line/half-tone (color or grayscale), keep to a minimum of 
500 dpi. 

Please do not: 

• Supply files that are optimized for screen use (e.g., GIF, BMP, PICT, WPG); these typically have a 

low number of pixels and limited set of colors; 
• Supply files that are too low in resolution; 

• Submit graphics that are disproportionately large for the content. 
 

Color artwork 
Please make sure that artwork files are in an acceptable format (TIFF (or JPEG), EPS (or PDF), or 
MS Office files) and with the correct resolution. If, together with your accepted article, you submit 
usable color figures then Elsevier will ensure, at no additional charge, that these figures will appear 
in color online (e.g., ScienceDirect and other sites) regardless of whether or not these illustrations 
are reproduced in color in the printed version. For color reproduction in print, you will receive 
information regarding the costs from Elsevier after receipt of your accepted article. Please 
indicate your preference for color: in print or online only. For further information on the preparation 
of electronic artwork, please see http://www.elsevier.com/artworkinstructions. 
Please note: Because of technical complications that can arise by converting color figures to 'gray 
scale' (for the printed version should you not opt for color in print) please submit in addition usable 
black and white versions of all the color illustrations. 

 

Illustration services 
Elsevier's WebShop (http://webshop.elsevier.com/illustrationservices) offers Illustration Services 
to authors preparing to submit a manuscript but concerned about the quality of the images 
accompanying their article. Elsevier's expert illustrators can produce scientific, technical and medical- 
style images, as well as a full range of charts, tables and graphs. Image 'polishing' is also available, 
where our illustrators take your image(s) and improve them to a professional standard. Please visit 
the website to find out more. 

 

Figure captions 
Ensure that each illustration has a caption. Supply captions separately, not attached to the figure. A 

caption should comprise a brief title (not on the figure itself) and a description of the illustration. Keep 
text in the illustrations themselves to a minimum but explain all symbols and abbreviations used. 

 

Tables 
Please submit tables as editable text and not as images. Tables can be placed either next to the 
relevant text in the article, or on separate page(s) at the end. Number tables consecutively in 
accordance with their appearance in the text and place any table notes below the table body. Be 
sparing in the use of tables and ensure that the data presented in them do not duplicate results 
described elsewhere in the article. Please avoid using vertical rules. 

 

References 
Citation in text 

Please ensure that every reference cited in the text is also present in the reference list (and vice 
versa). Any references cited in the abstract must be given in full. Unpublished results and personal 
communications are not recommended in the reference list, but may be mentioned in the text. If these 
references are included in the reference list they should follow the standard reference style of the 
journal and should include a substitution of the publication date with either 'Unpublished results' or 
'Personal communication'. Citation of a reference as 'in press' implies that the item has been accepted 
for publication. 

 

Reference links 
Increased discoverability of research and high quality peer review are ensured by online links to 
the sources cited. In order to allow us to create links to abstracting and indexing services, such as 
Scopus, CrossRef and PubMed, please ensure that data provided in the references are correct. Please 
note that incorrect surnames, journal/book titles, publication year and pagination may prevent link 
creation. When copying references, please be careful as they may already contain errors. Use of the 
DOI is encouraged. 

http://www.elsevier.com/artworkinstructions
http://webshop.elsevier.com/illustrationservices)


140 

 

Web references 
As a minimum, the full URL should be given and the date when the reference was last accessed. Any 

further information, if known (DOI, author names, dates, reference to a source publication, etc.), 
should also be given. Web references can be listed separately (e.g., after the reference list) under a 
different heading if desired, or can be included in the reference list. 

 

References in a special issue 
Please ensure that the words 'this issue' are added to any references in the list (and any citations in 
the text) to other articles in the same Special Issue. 

 

Reference management software 
Most    Elsevier    journals    have    a    standard    template    available    in    key    reference 
management   packages.   This    covers   packages   using   the    Citation   Style   Language, 
such  as  Mendeley  (http://www.mendeley.com/features/reference-manager)  and  also  others 
like EndNote (http://www.endnote.com/support/enstyles.asp) and Reference Manager 
(http://refman.com/support/rmstyles.asp). Using plug-ins to word processing packages which are 
available from the above sites, authors only need to select the appropriate journal template when 
preparing their article and the list of references and citations to these will be formatted according 
to the journal style as described in this Guide. The process of including templates in these packages 
is constantly ongoing. If the journal you are looking for does not have a template available yet, 
please see the list of sample references and citations provided in this Guide to help you format these 
according to the journal style. 

 

If you manage your research with Mendeley Desktop, you can easily install the reference style for 
this journal by clicking the link below: 
http://open.mendeley.com/use-citation-style/heart-and-lung-the-journal-of-acute-and-critical-care 
When preparing your manuscript, you will then be able to select this style using the Mendeley plug- 
ins for Microsoft Word or LibreOffice. For more information about the Citation Style Language, visit 
http://citationstyles.org. 

 

Reference formatting 
There are no strict requirements on reference formatting at submission. References can be in any style 
or format as long as the style is consistent. Where applicable, author(s) name(s), journal title/book 
title, chapter title/article title, year of publication, volume number/book chapter and the pagination 
must be present. Use of DOI is highly encouraged. The reference style used by the journal will be 
applied to the accepted article by Elsevier at the proof stage. Note that missing data will be highlighted 
at proof stage for the author to correct. If you do wish to format the references yourself they should 
be arranged according to the following examples: 

 

Reference style 
Text: Indicate references by (consecutive) superscript arabic numerals in the order in which 
they appear in the text. The numerals are to be used outside periods and commas, inside 
colons and semicolons. For further detail and examples you are referred to the AMA Manual 
of Style, A Guide for Authors and Editors, Tenth Edition, ISBN 0-978-0-19-517633-9 (see 
http://www.amamanualofstyle.com). 
List: Number the references in the list in the order in which they appear in the text. 

Examples: 

Reference to a journal publication: 

1. Van der Geer J, Hanraads JAJ, Lupton RA. The art of writing a scientific article. J Sci Commun. 

2010;163:51–59. 
Reference to a book: 
2. Strunk W Jr, White EB. The Elements of Style. 4th ed. New York, NY: Longman; 2000. 
Reference to a chapter in an edited book: 
3. Mettam GR, Adams LB. How to prepare an electronic version of your article. In: Jones BS, Smith 

RZ, eds. Introduction to the Electronic Age. New York, NY: E-Publishing Inc; 2009:281–304. 
 

Journal abbreviations source 

Journal  names  should  be  abbreviated  according  to  the  List  of  Title  Word  Abbreviations: 

http://www.issn.org/services/online-services/access-to-the-ltwa/. 
 

Video data 
Elsevier accepts video material and animation sequences to support and enhance your scientific 
research. Authors who have video or animation files that they wish to submit with their article are 
strongly encouraged to include links to these within the body of the article. This can be done in the 
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same way as a figure or table by referring to the video or animation content and noting in the body 
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Abstract 

Background: Heart Failure (HF) readmission is complicated and influenced by multiple factors. 

Few studies have directly investigated patients’ perspectives regarding reasons for HF 

readmission. Objective: The purpose of this descriptive qualitative study was to examine the 

experiences of persons who were readmitted to the mid-Atlantic medical center for all causes 

within 30 days of discharge from the initial hospitalization with HF. Methods: A descriptive 

qualitative study was conducted. Nine HF patients over 50 years of age were recruited to 

complete a semi-structured interview. The participants described the reasons they believe they 

were readmitted; and, they shared their insight into how they believe they could have prevented 

readmission. A review of the medical record was performed to collect demographic, clinical, 

diagnostic, and post discharge activity. The interview utilized five open-ended questions on 

etiology, self-care, and decision-making on seeking care, education/treatment, and input for 

prevention. Results: Several themes emerged: inevitable or unavoidable readmission due to the 

severity of the condition; optimal self-care adherence; symptom monitoring and taking action 

with family and provider’s support; heart failure readmission decision appreciated as a shared 

result of well-coordinated transitional care; appreciation on evidence based programs; and 

patient satisfaction regarding self-care teaching. Conclusion: The readmission trend reflected the 

challenges from the patients’ severity of condition and population characteristics that are faced 

by an academic teaching hospital. The readmission experienced by study participants 

exemplified the high quality of inpatient care and seamless transitional care, although their 

readmissions were not prevented. 

 

Keywords: readmissions, heart failure, qualitative research, patient perspectives, transitional 

care 
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INTRODUCTION 

 Heart failure (HF) is a clinical syndrome characterized by the impaired cardiac pump 

function either with a problem of left ventricular filling or ejection. Heart Failure (HF) 

readmission has become a quality metric measure in HF research.1 Readmission rates at 30 days 

following HF are about 25% among Medicare beneficiaries.2 This descriptive qualitative study 

examined the perspectives of persons who were readmitted to an academic medical center for all 

causes within 30 days of discharge from the initial hospitalization with HF. By understanding 

these perspectives, clinicians can identify effective interventional strategies for reducing HF 

readmission. 

BACKGROUND 

 Currently, HF affects 6.5 million people in the United States, and the impact of HF will 

continue to expand with aging of the U.S. population.3 By 2030, more than 8 million people (1 in 

33) will be diagnosed with HF. In addition, the total annual direct medical cost for HF will 

increase from $21 billion today to $53 billion by 2030.3 Avoiding HF patients’ readmissions will 

reduce the financial burden on both patients and payers. 

 HF hospitalization has become a focal point for quality improvement,4,5,6 and reducing 

readmission is a key policy initiative embedded in the Patient Protection and Affordable Care 

Act.7 However, the causes of HF readmission are not well-understood.8 Preventing avoidable 

rehospitalization by implementing effective prevention strategies can be accomplished through 

identifying the factors that contribute to this phenomenon. Most hospitals reduce readmissions 

through quality improvement teams that implement evidence based practices.5 

 However, HF readmission is still an understudied phenomenon despite recent public 

attention. There is a gap in research and practice. Most HF risk prediction models based on the 



147 

 

 

results of quantitative studies perform poorly.9,10 The research evidence on interventional 

strategies in reducing HF readmission is still weak.11 In evaluating why the patient is readmitted 

to the hospital, researchers and clinicians must collaborate and include the patients’ viewpoints.  

Research Questions  

 The following questions were addressed in this study: 

1. What factors are identified by HF patients (and their caregivers) that contribute to 

readmission following inpatient treatment for HF?  

2. What barriers and potential causes for readmission can be identified in the patients’ 

medical records? 

 To answer the research questions, a qualitative study based on in-depth patient interviews 

and medical record review was conducted at a mid-Atlantic medical center. 

METHOD 

 HF readmission is complicated and influenced by multiple factors.8 Few studies have 

directly investigated patients’ experiences of readmission and living with HF. This qualitative 

descriptive design with phenomenological framework identified the reasons for HF readmissions 

from the patients' perspectives. Phenomenology can identify the essence of a phenomenon and 

what it means to those experiencing it.12,13 

Participants and Settings 

 A purposive, convenience sample was recruited from the target population of patients 

who were readmitted to inpatient units at an academic medical center in the Mid-Atlantic.  In 

2014, this facility had 28,274 admissions and 58,544 emergency room visits. The average daily 

inpatient census of this facility was 446 and the average length of stay was 5.75. Patients 

discharged with a primary discharge diagnosis for HF who were readmitted for any cause within 
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the subsequent 30 days were eligible for the study. Patients were excluded if they were under the 

age of 50 years, non-English speaking, cognitively impaired, readmitted from nursing homes, or 

with left ventricular assist device (LVAD), post heart transplant, trauma. 

 Sample size was guided by the ongoing data analysis. Data saturation was reached from 9 

participant’s view of their heart failure readmission. The patients’ perspectives were clear and 

revealed patterns. No new themes were generated from interviews.14,15 

 Eligible patients were approached, consented, and interviewed from May through August 

2014. This study was reviewed and approved by the University of Virginia Health Sciences 

Research Board (HSR #17345). The study protocol was followed and no adverse effects 

occurred. 

Data Collection 

 The conceptual framework developed by the principal investigator guided the interview, 

chart review, and analysis (see Figure 1). Donabedian’s Medical Process,16 Health Belief,17 HF 

Trajectory,18 and the Explanatory19, 20 models were integrated into the conceptual framework of 

Heart Failure Readmission. This framework allows clinicians to consider patients’ socio-cultural 

perspectives in clinical encounters (e.g., inquiring about illness experience, coaching on self-care 

adherence, and decision-making process for service utilization behavior).  

 Interviews 

 The interview protocol was developed based on the literature review and consisted of five 

open-ended questions (online-only Data Supplement). The interview was conducted in the 

patient’s room at a time chosen by the patient. The consenting participants were asked to 

complete a semi-structured 30 minute interview. Only on one occasion were caregivers (wife and 

daughter) present during the interview per the patient’s request. The interview questions 
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explored etiology and symptoms, decision-making for seeking care, self-care, education, 

treatment, and the patient’s opinion for preventing readmission. The duration of the interviews 

ranged from 15 to 33 minutes. The interview was audiotaped with a MP3 player. Field notes 

were taken during or immediately after the interview in order to capture body language and 

facial expressions that were used to compare with transcriptions and support the interpretation 

during analysis. 

Chart Review 

 The chart review guide was adapted from the STate Action on Avoidable 

Rehospitalizations (STAAR) initiative21: many items were added based on the results of the 

literature review and the conceptual framework produced by the principal investigator (online-

only Data Supplement). A detailed retrospective medical record review was conducted for each 

patient in the study to describe the characteristics of the participants (e.g., demographic, 

diagnostic, pre and post discharge activities). The chart review guide also served as a worksheet 

to collect data needed to reflect any missed opportunities for readmission: electronic medical 

records for both index and readmission periods were reviewed by the principal investigator. 

Analysis of Interviews 

 The interviews were deidentified and transcribed by the principle investigator. Data 

collection began after the first interview and guided the future interviews. Transcripts were read 

line-by-line and coded to identify trends and patterns of the patient’s perception and experience 

of HF readmission. Themes were identified and categories were placed into the themes. New 

concepts were identified from the data. The data analysis techniques used in this study were the 

Thematic Content Analysis22 method and coding methods suggested by qualitative experts.23 

After the first round of descriptive coding, theoretical coding informed by the conceptual 
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framework developed for this study was performed. The result affirmed the categories and 

themes that emerged from the initial descriptive coding. Then, in order to increase the analytic 

rigor, additional coding methods (e.g., value and versus coding) 23 were utilized. The investigator 

answered this study's research questions by capturing the meaning, different perspectives on the 

data, and processes of the multifactorial phenomenon under investigation. As the analysis 

progressed, experts in heart failure served to confirm the identification of themes.  

 Trustworthiness of the data was ensured by maintaining a coding manual (field notes and 

analytic memo). Triangulation of themes was achieved between the patients’ perceptions 

(interview analysis) and the providers’ perceptions (medical record review). 

Analysis of Chart Review 

 Data from the chart review were compared with the findings from the patient interview 

(e.g., outpatient and emergency visits between hospitalizations and any clinicians’ remarks about 

reasons for readmission, care-coordination activities, etc.). The principal investigator read the 

notes by providers and wrote a reflected summary. The individual patient’s case was reviewed 

by cases and phases (e.g., index, discharge, and follow-up periods) to analyze any missed 

opportunities to prevent readmission.24 During data analysis, the summary was revisited by the 

investigator to assess whether the readmission for each case was preventable. 

RESULTS 

 The interviews consisted of 9 patients who met the criteria of the institutional review 

board approval: readmitted for all causes in 30 days of discharge from a mid-Atlantic medical 

center following an index admission for heart failure. There were 4 females and 3 African 

Americans; 1 was an immigrant. Days to readmission varied from 1 to 24 days. Patient ages 

ranged from 55 to 79 years with a mean score of 69.1. The LACE (Length of stay, Acuity, 
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Charlson-co-morbid score, Emergency department visits) score ranged from 9 to 13 with a mean 

value of 10.7. Demographics of the participants can be found in Table 1. Participants were 

arranged on several transitional care interventions during their index stays: home health aide and 

home physical therapy, telemonitoring, and outpatient clinic-based care managed by nurse 

practitioners (see Table 1). On average, the participants were on at least two of the post-

discharge interventions. 

 Several themes emerged from the preliminary analysis: inevitable or unavoidable 

readmission due to worsening of the disease process; optimal symptom monitoring and taking 

action with family and provider’s support; heart failure readmission decision appreciated as a 

shared decision between patient, family and providers resulting from well-coordinated 

transitional care; appreciation of evidence based programs; and patient satisfaction regarding 

self-care teaching. 

Inevitable or Unavoidable Readmission (“I had to come back for symptom relief and 

further treatment.”) 

 When the participants were asked, “Why do you think you had to come back to the 

hospital?” most participants stated that the rehospitalization was inevitable or unavoidable due 

to the urgency of the symptoms aroused from the disease process of the heart failure or other 

chronic morbid condition or recurrent condition from the index hospitalization (quote 1, 

accompanying quotes can be found in Table 2). The most common symptoms cited by 

participants were palpitations, shortness of breath, and edema. One participant experienced chest 

pain from myocardial infarction (quote 2). All participants in this study reported that the severity 

of their condition, either from worsening of heart failure or other multiple comorbidities, was the 

primary reason for readmission. Both patients and providers perceived that readmission was 
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inevitable or unavoidable due to worsening of their health status (either new or chronic disease 

condition). 

Patient Satisfaction with Education (“Coaching was good.”) 

 Most participants expressed satisfaction with the education provided to them and their 

family members by the health care providers during their index stays (quote 3). They also 

reported that self-care teaching continued in their homes, enhanced by home health and 

telemonitoring services. They felt served and secured by being continuously coached on how to 

monitor symptoms and take actions. 

Optimal Self-care Management (“I am doing my best at home”) 

 All participants except one reported adhering to a daily routine of monitoring and self-

care regimens recommended by providers: weight, blood pressure, oxygen saturation (by some 

patients), and swelling. They reported abnormal physical findings or symptoms to their 

providers. The majority of participants reported living on a limited income; however, they were 

attempting to do their best with HF self-care. All participants confirmed their priority was 

purchasing prescribed medications. Family members or patients loaded medication into their pill 

boxes. A female participant who lives alone stated that she usually ends up eating frozen, 

commercially-made dinners, because she had limited physical ability to move around in order to 

prepare food for herself (quote 4). A male immigrant from Africa, with limited English, 

explained how he tried to adhere to salt restriction and activity regimen even though he lives 

with pain in his legs (quote 5).  

 The majority of the participants reported doing their best to adhere to dietary restriction 

despite social, functional, or financial situations which limited their food selection. Most patients 

knew the limit and adhered to fluid restriction with support of family members. 
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Seeking Care from Family and Providers (“They continued to monitor when I was back 

home”). 

 All participants not only monitored their symptoms daily, but they also sought timely 

help when the symptoms became unmanageable at home. All of them tapped into family and 

providers’ support to get consultation and took the actions recommended by the health care 

providers.  

 Seven out of 9 participants contacted their physician’s office and followed the guidance 

(quote 6). All 9 participants’ family members or home health aides were present at the time of 

symptom recognition. They all sought help from their health care providers (quote 2). Most 

participants believed that by following the clinicians' recommendations on self-care adherence, 

they could prevent coming back to the hospital (quote 9).  

Satisfaction with Providers, Transitional Care, and Evidence Based Programs (“We did it 

together.”) 

 The majority of the participants were supported by the evidence based HF programs. All 

participants expressed satisfaction toward the providers' coordinating and assisting the patients’ 

readmission processes in order to treat the patients’ conditions and provide them with symptom 

relief. Participants identified the continued coaching and monitoring of self-care management by 

their community as effective for taking action for rehospitalization (quotes 7 and 8). Patients felt 

that they were allowed to make decisions with family and providers as a team. Some patients 

conveyed their absolute belief in their providers’ abilities in finding a solution to their health 

problems that had led them to readmission (quote 10). 

Patient Suggestions for Improvement (“For future patients, I would...”). 
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 Participants pointed out four areas for improvement: desire to stay a little longer during 

index admission; learn more about the disease process; and include family members in decision 

making and discussions on sensitive end of life care issues. 

Desire to Stay Longer during Index Admission 

 One third of participants opined that the readmission could have been avoidable if they 

stayed longer in the hospital during the index admission. The patients believed that providers 

could further research into other treatment options before discharging them to home (quote 11). 

Patients also felt that they could have learned more about the disease process if they could have 

stayed longer during the index hospitalization (quote 12). 

Desire to Learn More about the Disease Process 

 Most participants in the current study were satisfied with the education offered by health 

care providers. However, some participants stated that they could have benefited from an 

explanation about their disease process during their index stay. One male participant, reporting 

that his liver and kidney were failing, complained that teaching and care-coordination was 

disjointed, and he suggested better coordination between disciplines (quote 12). 

Include Family Members in Decision making and Sensitive End of Life Care Issues 

 Several patients recommended to include family members in the decision making process 

(quote 13). One female participant suggested that clinicians should be more sensitive with 

addressing end of life care issues. The investigator witnessed her frustrated feeling about being 

referred to palliative care (quote 14). 

Findings from Chart Review 

 The Electronic Health Record review has not provided the investigator with any explicit 

evidence suggesting that health care providers missed any opportunities in terms of preventing 
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readmission. Four patients were readmitted with recurrent conditions (recurrent fluid overload, 

infection, pleural effusion). Bacteremia was the main reason for readmission for an African 

American male who has no medical insurance. 

 All participants were served by the interdisciplinary discharge team to facilitate 

transitional care, and the majority was supported by evidence based interventions to reduce 

readmission. Some of the participants were seen by the heart failure navigator or by the in-

patient heart failure nurse practitioner during the index stay. There was no documented evidence 

of using a health literacy screening tool or teach back method during the study period. Only one 

patient’s discharge summary reported that the patient had bilateral crackles and a slight pitting 

lower extremity edema on the discharge day. Otherwise, clinicians’ notes did not report any 

acute distress on the discharge date.  

DISCUSSION 

 The purpose of this study was to explore HF patients’ perspectives on why they believe 

they required a 30 day readmission to the mid-Atlantic medical center, and compare the patients' 

perspectives with the providers' perspectives through a medical record review, in order to 

identify any areas where patients, family members, and providers may have missed an 

opportunity to intervene. The study revealed that HF readmission is the interplay of many factors 

involving the patient, hospital, and health system. Evidence based collective interventions were 

highly effective in enhancing self-care management and patient experience. The trust and 

continuity of relationship that developed between the patients and clinicians during transitional 

care were translated as a positive experience for HF readmission. Further study is necessary to 

identify which collective intervention should be tailored to the individual patient based on their 

needs and perspective. 
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Causes of HF Readmission, Consequence of Multiple Interplays among Factors   

 Both analyses of interviews and chart reviews revealed that the severity of the patient's 

condition, either from worsening of heart failure or other multiple comorbidities, was the 

primary reason for readmission. However, the root causes of HF readmission must be understood 

as an interplay of patient, hospital characteristics and health systems factors. Both patients and 

providers perceived that the readmission was inevitable or unavoidable due to worsening of their 

health status. This finding is consistent with previous studies.8,25,26 Half of the patients also 

implicated other comorbidities as directly or indirectly related to their readmission. This finding 

was also expected with others.8,25,27,28 Experts report that in their Commonwealth Fund analysis, 

safety-net hospitals are 30% more likely to have 30-day hospital readmission rates above the 

national average, compared with other hospitals.28 In the current study, one male patient, whose 

underlying cause for repeated hospitalization could be from lack of dental treatment, exemplifies 

the issue of the population characteristics that an academic teaching serves. 

Effective Self-Care Management with Well-Coordinated Transitional Care Supports  

 Symptom recognition is the hallmark of self-care management in persons with heart 

failure.30 Delay in seeking care is cited as reasons for rehospitalization or mortality for heart 

failure patients.25,26,31,32 In the current study, the participants’ symptoms were optimally 

monitored with a group effort, and non-adherence to any medication or diet and fluid restriction 

was not reported as reasons for readmission. This finding is contrary to studies which have 

reported patients’ non-adherence as the reasons for readmission.25,26,33  

Self-Care coaching in relationship based technology application 
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 In our current study, the use of remote monitoring technology was embedded into the 

intervention package offered to participants: they were supported by individualized health 

coaches across health care settings.  

 An important finding in this study, reflected in a previous study,34 is that continuous 

monitoring and self-care coaching were key successful strategies. The participants felt safe 

because the coaches were connected during symptom monitoring, which led to rehospitalization. 

This continuous communication must be perceived as the source of patient satisfaction. Trust and 

continuity of relationship between the patient and clinicians must have developed, but this needs 

to be further researched. This investigator believes that intense human connectivity and the 

application of remote technology improved self-care management which led to positive patient 

experiences for transitional care and readmission. 

Patient-Centered Outcomes: Satisfaction on Evidence based Supportive Programs 

 Readmission from any cause is perceived as an adverse event; however, participants in 

this study reported satisfaction and appreciation from support by providers, well-coordinated 

transitional care, and evidence based programs. Their satisfaction seemed to reflect their 

experience on the overall care they received across care settings. The participants in the current 

study were on several collective interventions. Most participants reported positive outcomes in 

terms of patient satisfaction and achieving health restoration. The coaching and optimization of 

therapies in the outpatient setting through the transitional care programs may highlight the most 

important aspects why the interventions were perceived as satisfactory by the participants. 

Another explanation for the participants’ satisfaction may be the interpersonal transformation 

among patients and providers who had been involved in coaching (mainly telemonitoring nurse 

and home health aides) and continued adjustment of therapies by providers. It was a collective 
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intervention approach consisting of home visiting, telemonitoring, and outpatient clinic-based 

care interventions. It was not surprising that this extraordinary transitional support was cited by 

participants as a source of satisfaction and appreciation.  

 The readmission trend in the current study may appear as if it is the result of well-

coordinated transitional care; this may be perplexing to the health care system and providers. 

However, this is consistent with previous findings where frequent monitoring of symptoms or 

access to providers is associated with a higher admission rate.35,36,37,38,39 

Issue of collective interventions 

 In the current study, the collective interventions were effective in optimizing self-care 

management and treatment of HF patients in the community. The interventions were successful 

because they not only empowered the patient with a decision making process of how to respond 

and react to their symptoms, but they also included family members in such decisions.40 

However, all interventions may not be required for every patient. Evidence on the effectiveness 

of the collective interventions is still weak and inconclusive. Several studies report that collective 

interventions may be more effective than a single intervention in reducing readmission.5,11,41 

Providing more services may not be the answer to decreasing rehospitalization rates in HF.42  

Patient Recommendations for Improvement 

 Similar to the findings from a previous study,28 one third of participants reported that the 

readmission could be avoidable if the stay in the hospital was longer during index admission. 

They believed that the extra days enabled them to learn more about their condition, and providers 

could further research other treatment options. The patients’ desire to learn about the disease 

process may differ in terms of their characteristics, role in their self-care, and comorbid 

conditions. Clinicians may have to provide patients with both specific and generic contents of 
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symptom monitoring and an action plan, in order to cover all underlying health problems (e.g. 

symptoms of myocardial infarction, infection, how normal differs from abnormal), so that they 

can be well-prepared for future health crises.43 The comprehensive patient centered approaches 

may be more effective to reduce readmission than standard disease focused interventions.44,45  

 As a final discussion point, a 60 year old female participant focused on promoting 

provider sensitivity in initiating the end of life care talk with patients. She suggested that health 

care providers must demonstrate empathy and cultural competence in this sensitive topic and 

recommended to include family members in initiating the talk. Advance care planning could 

potentially reduce hospitalizations and improve end of life care,46 but health care providers 

require training on how to initiate this sensitive topic. Interprofessional education with some 

innovative teaching methods (e.g., role play and simulation) may be necessary for medical and 

nursing professionals to facilitate their comfort level in initiating this conversation.  

Summary 

 Patients voiced satisfaction and appreciation about the care they received during index, 

community, and rehospitalization. Exacerbation of HF or chronic illness was the main reasons 

for readmission. The most important findings from this analysis are that the causes of HF 

readmission must be understood as an interplay of patient, hospital and health system factors. 

Patients’ perceptions on rehospitalization were satisfactory, reflecting a positive post discharge 

experience from a result of well-coordinated transitional care. Both patient interviews and chart 

review revealed that patients’ self-care management, providers’ treatment, and care coordination 

were optimal. Patients felt empowered and appreciated with clinicians’ support across health 

care settings. The mid-Atlantic medical center was successful in improving patients’ experiences 

by utilizing evidence based supportive programs and bridging the gaps in communication. 
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Further research is necessary to identify the cost effectiveness of these programs and tailor 

interventions based on patients’ needs. The findings of this qualitative study suggest that the root 

causes for readmission may be solved only at the health system level. Readmission trends at the 

mid-Atlantic medical center exemplified the high quality of inpatient care and seamless 

transitional care. 

Strengths and Weaknesses of the Design 

 This study utilized a conceptual framework to recognize the importance of patients’ 

perspectives in order to better understand the complicated phenomenon of HF readmission. The 

chart review was conducted for triangulation of the findings from patients’ interviews; however, 

interviews from families, providers, and observation (e.g., teaching, admission or discharge 

process) could have strengthened the trustworthiness of the findings. 

 Limitations of this study include small sample size, recruitment only within a single 

academic teaching hospital, and findings possibly not generalizable to other hospital settings. 

Another limitation is that the researcher was the sole interviewer and chart reviewer for this 

study, which may have led to a bias.  

Nursing Practice Implications: Integrating patient input into nursing process 

 The findings of this qualitative study have several implications for nursing practice. The 

interview guide is simple and plausible for clinicians to replicate as a readmission interview 

instrument in order to tailor interventional strategies. The chart review may be useful for 

identifying whether clinicians missed any opportunities during the index stay and improving 

strategies to tailor interventions during the readmission period. The strengths of the interventions 

are including caregivers in the self-care management process, reinforcing coaching, and utilizing 

timely follow-up care in the community by tapping into both intensive human and technology 
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applications. The identification of deteriorating conditions was ensued by continuous monitoring 

systems focusing on empowering interpersonal relationship. The optimization of therapy was 

achieved in the proactive care environment; thus, the care was perceived as satisfactory and 

positive by the patients. 

 The relevant findings of this study suggest the most important nursing practice toward a 

patient-centered approach: clinicians must listen to patients and their caregivers before 

mobilizing any evidence based interventional strategies to reduce HF readmission. Nurses are 

best positioned to listen to the patient’s story. This study also suggests that clinicians require 

more practice on how to initiate conversation with patients and families for end of life care.  

Nursing Research Implications 

 This mid-Atlantic university medical center was successful in improving patients’ 

experiences by utilizing evidence based supportive programs and bridging the gaps in 

communication across care settings. It is necessary to further evaluate the cost effectiveness of 

collective interventions: the question of which patients, what interventions, and duration of 

interventions must be explored. 

Conclusion 

 The readmission trend reflected the high risk patient population characteristics that the 

mid-Atlantic medical center served. The root causes for readmission can be solved at the health 

system level. Readmissions were perceived as an opportunity for both patients and clinicians to 

reflect and research into new avenues for improvement, although readmissions were not 

prevented. Readmission trends at the mid-Atlantic medical center did not implicate poor quality 

of care during the index stay. The participants' experiences exemplified the high quality of 

inpatient care and seamless transitional care. 
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Figure 1. Conceptual model of factors influencing heart failure readmission 

Adapted from Donabedian, Explanatory Model, Health Belief Model, Heart Failure Trajectory 

Model   
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Table1. Demographics and Medical Characteristics (N=9) 

Characteristics Mean (Range) or Number (%) 

Age 69.1 (55 to 79 years) 

Gender Male 5 

 Female 4 

Race    White 6 

African American 3 

Immigrant Status 1 immigrant 

Days to readmission 

 

≤7 (n=4) 

8-14 (n= 3) 

15-24 (n= 2) 

 

  

 

 

 

 

 

 

 

 

 

Ejection Fraction  

Reduced (EF ≤ 40%) 6 

Preserved (EF> 40%) 3 

LACE 10.7 (9 to 13) 

Insurance  

Medicare/Medicaid 7 

Private 2 

No Insurance 1 

Programs Arranged during Index 

hospitalization 

 

H2H (Hospital to Home) 6 

3H (Heart Health at Home) 5 

C3 (Care Coordination Centers) 5 

PT (Physical Therapy) 3 
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Table 2. Pertinent Quotes for Each Theme 

Etiology: Unavoidable 

readmission due to distressing 

symptoms 

1. Patient: "There just wasn’t, yes…it was unforeseeable that my 

heart would start racing... There was no way in the world to 

prevent..." 

2. Patient: "...This time I had…it felt like…um…real sharp pains in 

my chest, and I just knew I was having a heart attack..." 

Education- Patient Satisfaction  3. Patient: They are wonderful at explaining things to me. 

What’s happening, what could happen, what they’re going to 

do, and hopefully that it will work...They’re pretty sure of 

everything" 

Self-care-adherence: doing their 

best though living with limited 

resources 

4. Patient: "...because I can’t stand up long enough to cook, so 

I will have something in my refrigerator that I can put in a 

microwave... I only get $52 worth of food stamps a month... 

So, I don’t...it don’t leave me much to try to put what the $52 

can get things. So, I have to do what I can do. I mean, I have to 

buy what my money can afford to buy..." 

5. Patient: "The nurse said I shouldn’t touch salt, at all... So my 

sister doesn’t put salt on anything... I go walking around.  In 

the morning. Every morning..." 

Seeking care-Optimal Seeking 

Help with Family and 

Provider’s Support 

6. Patient: "Wednesday, they discharged me. And then, 

Thursday, I had to come back, because my heart started 

racing... my family brought me. Well, uh, my daughter took 

me to the heart doctor there.... I was there for a little while. 

They did some blood work, and sent me on over here..." 

Decision making experience-

Satisfaction and Appreciation 

toward Support by Providers 

. 

7. Patient: "She was following me every hour on the hour to 

watch my...vitals...and oxygen, because she was worried... 

oxygen kept dropping lower and lower. And, we knew 

something was wrong... she said if it dropped to a certain level, 

call 911 and get transported..." 

8. Patient: "They call me about every day...If the doctor would 

not call me, then it was the nurse who called me. I had 

somebody call me every day" 

Input for prevention 

Belief in doctor 

 

 

 

Room for Improvement 

9. Patient: Please, listen to the doctor and their comments and 

things. They know what they are doing. 

10. Patient: I always feel safer, and...so far, I know when I get 

here, I am going to be well taken care of. And, if anything 

crops up, they're going to fix, or help me in any way they can. 

11. Patient: "The doctor sent me home too early. If they had 

not sent me home too early... I would not have had to come 
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back...." 

 
Room for Improvement 

(continued) 

12. Patient: "On the discharge date, well, I was optimistic; I 

felt pretty good... I was cautiously optimistic that we were 

moving in the right direction.... You need a better coordination 

between the surgical team, your cardiac team, your discharge 

team: it just gets a little disjointed...They needed to get a better 

handle on my, um, you know, with congestive heart failure, 

you have fluid problems, and, I have liver issues, and with that 

you have liver problems. They just didn’t get a proper handle 

on what was going on before they sent me home" 

13. Patient: "I would suggest they try to make sure the family 

is with me. That someone in my family  is with me when 

they want to talk about teaching or disease process" 

14. Patient: "They sent the palliative care people in here, and I 

wasn’t ready for that, too...They said that my daughter had 

asked me, and I don’t...but she had not asked me...It was a big 

 surprise. It was a shock to me. They came in. Well, 

first of all, she put on an isolation gown, and I thought, well, 

I’m not in isolation...And then she came in and said who she 

was. And, I’m like, “Palliative care?” I knew what that meant, 

you know"  
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