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Abstract
Hospital readmissions are often attributed to thitansitions of care. A gap in the literature
exists in understanding readmissions from the p&ti@nd caregivers’ perspectives, particularly
in the community hospital setting. The purposehdd study was to describe the experience of
30-day readmissions in heart failure and myocaidfalction patients, their root causes, and
ways to prevent them from the perspective of p&iand their caregivers in a community
hospital setting. A phenomenological qualitativedgtwas conducted. Data were collected
through semi-structured interviews guided by thaltheBelief Model. Colaizzi’s seven-step
method was used to analyze the data and descehlessiential structures of the readmission
phenomenon. Six key themes emerged: a need forteymmelief, unmet learning needs, failure
to address the primary health concern during thexradmission, a lack of patient adherence,
challenging treatment regimens, and lack of caexgivclusion. The Health Belief Model
provided the theoretical foundation for exploriragipnt factors related to readmissions.
Perceptions of cardiac patient and their caregigarthe reasons for readmission and the means
to prevent them are relevant for shaping effeatee transitions. Clinicians need to understand
each patient’s context for self-care and tailoeiméntions accordingly.

Keywords: readmissions, heart failure, myocardrdhrction, qualitative research, perceptions
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Section I: Introduction

The burgeoning healthcare costs associated withaascular disease and the
significant impact on the quality of life of thoa#fected places it in the forefront of
major public health concerns. The disease remhmtetding cause of death for both
men and women in the United States (US), accouing3.6% of all deaths in 2007
(Heidenreich et al., 2011). Together coronary he@dase and heart failure (HF) are the
reason for 57% of all cardiovascular deaths. Cdye@&3 million American adults have
one or more forms of the disease, and 4 milliothoge live with some level of disability
as a result (National Center for Chronic Diseasy&htion and Health Promotion,
Division for Heart Disease and Stroke Preventicent€r for Disease Control, 2011).

A major objective of the Healthy People 2020 iritie is to “improve
cardiovascular health and quality of life througbyention, detection, and treatment of
risk factors for heart attack and stroke; earlytdeation and treatment of heart attacks
and strokes; and prevention of repeat cardiovasenknts” (DHHS, 2011, Heart
Disease and Stroke Section, para 1). Known ristofador heart disease include
comorbid conditions, intrinsic variables, lifestylbeoices, and health disparities (Roger et
al., 2011). Comorbid conditions such as hypertansimbetes mellitus, and obesity are
major determinants of cardiovascular risk (Rogeal.e 2011). Genetics and family
history are also contributing factors. Behaviorsk factors include an unhealthy diet
high in calories, saturated fat, and sodium; a l#EHqgbhysical exercise; tobacco use; and
heavy alcohol consumption (Roger et al., 2011)inAgther chronic diseases, there are
significant racial disparities in the prevalence &reatment of cardiovascular disease,

particularly among African Americans. Despite a 16@her incidence of hypertension
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and a 29% higher age-adjusted mortality rate thaunc@sians, African Americans are
less likely to receive standard treatments sudb-bl®ckers and invasive cardiovascular
procedures (Jones-Burton & Saunders, 2006).

Within the realm of heart disease, health behawiodification is the keystone to
reducing risk and managing the disease. The HeBiople 2020 initiative outlines
specific objectives for the reduction of cardiouwaac risk factors related to lifestyle
choices and adherence to medical therapies (HH&hyePeople 2020, 2011).
Behaviors required for managing heart failure (Rleg al., 2009) and coronary heart
disease (Smith et al., 2011) are well documentedrasiude such self-care behaviors as
medication adherence, symptom management, dietficettchn, daily exercise, and
smoking cessation.

Adherence to prescribed treatments is less thamapin patients with acute
myocardial infarction (AMI) and heart failure (HFAdherence is defined as the “active,
voluntary, and collaborative involvement of theigat in a mutually acceptable course of
behavior to produce a therapeutic result” (Delam&@06, p.72)In a comprehensive
literature review Evangelista and Shinnick (20@8)rfd the following adherence rates for
specific health behaviors in HF patients: monitgritaily weights, 20%-80%; exercise,
9%-53%; following sodium restrictions, 20%-71%; daking prescribed medications,
50-96%. A 2007 study on adherence with cardio-jptote medications following
hospitalization for AMI found that more than 1 irp&tients discontinued one or more of
these medications within the first year, resulim@ significantly higher mortality risk

(Ho et al., 2007).
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The financial burden of cardiovascular diseases&swhelming. In 2007 the
annual cost of heart disease was over $177.5biflial all cardiovascular diseases
combined represented 15% of all U.S. healthcaremkipures (Roger et al., 2011). With
a rapidlyaging population, 40.5% of the U.S. populationrigjgcted to have some form
of cardiovascular disease by 2030. Related medastb are expected to reach $818.1
billion in the next twenty years (Heidenreich et 2011).

Hospitalizations are a large driver of healthcarsts. CMS spends over $100
billion dollars on hospitalizations including readsions annually (CMS, 2012a). In
2004 their costs for readmissions alone was $1iflidrb(Jencks, Williams, & Coleman,
2009). Heart disease in the form of HF and acute &étounts for the majority of the
readmissions (Elixhauser & Steiner, 2013). From72@02009 the 30-day readmission
rates among Medicare beneficiaries after hospéatn for HF and AMI were 24.8%
and 19.9%, respectively (Dharmarajan et al., 20l&re is evidence that a significant
portion of readmissions are avoidapilan Walraven, Bennett, Jennings, Austin, &
Forster, 2011). Provisions in the Patient Protacéiod Affordable Care Act allow for
significant penalties for hospitals with excessosabf actual to expected readmissions.
Outliers are being held accountable with penalife$o 3% of their Medicare
reimbursement by fiscal year 2015 (CMS, 2012b).s€hgenalties, in place since
October 1, 2012, have motivated hospitals to ptedacing readmissions at the top of
their performance improvement agendas.

Understanding the root causes of hospital readamissiimportant to the work of
reducing readmission rates. Poorly planned tramstirom hospital to home have been

implicated as a root cause (Coleman, Parry, Chaln8eMin, 2006; Kripalani, Jackson,
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Schnipper, & Coleman, 2007). There is an abundahbigerature on interventional
models designed to enhance these transitions icettikac population; however, the
majority of interventions aimed at reducing readnuss have not been designed with the
patient and caregiver experience in mind. In faist appear to be generic in nature. Use
of health behavior theory in the design of theseruentions is limited, despite their
dependency on patients’ health behaviors. Furthexymesearch on patient factors as a
determinant of readmission is very limited. Thip gathe literature raises the questions
whether the role of patient factor’s such as urnyilegl health beliefs, capacities for self-
care, social support systems, access to care,thadhlmarriers that might preclude
treatment adherence have been underappreciatedasaause of readmission. Recently
the American Academy of Nursing identified patiengagement and activation a “health
reform imperative and improvement opportunity farsing” (Pelletier & Stichler, 2013,
p.51). Discerning the cardiac patients’ and camgivperspectives as to the reasons for
30-day hospital readmission and how they couldreeented can serve as the foundation
for patient engagement and inform nursing intene@stto support patient activation.

The purpose of the present study was to exploratFAMI patients’ and
caregivers’ experience with hospital readmissiotinii30-days of discharge from a
community hospital. Discerning the reasons for neiadion and how to prevent them
from this perspective has the potential to shafext¥e transitions from hospital to
home and promote patient and family engagemethein tare. The study endeavored to
answer the following questions:

1) What are the reasoif@r 30-day readmissions from the perspecti¥/patients

with a discharge diagnosis of HF or AMI in the commity hospital setting?
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2) What can be done to prevent the next readmisston the patient’s perspective?
3) What do the family caregivers of these patientsgige to be the reasofa 30-
day readmissions?
4) What can be done to prevent the next readmissom the caregiver’'s
perspective?
Conceptual Model

Hospital readmission rates are often viewed a®®yfor the quality of care
provided (Ashton & Wray, 1996; Benbassat & Tarag@®)0). An earlier meta-analysis
of 16 studies examining actual inpatient care meeg concluded the risk of early
readmission is increased by 55% when care is suthastd (Ashton, Deljunco, Souchek,
Wray, & Mansyur, 1997). This conclusion is corradited by a more recent systematic
review by van Walraven et al., which demonstrated 27% of hospital readmissions are
avoidable (2011).

In 1996 the readmission phenomenon was depictésbion and Wray in their
Conceptual framework for the association betweamature discharge and early
readmissior(see Figure Al, Appendix A). Central to their framoek is a proposed
causal relationship between premature dischargeiapidnned readmission. The
model’s underlying assumption is that a prematisehdrge indicates substandard
inpatient care processes. Ashton and Wray (199%idered several other variables that
could impact this relationship. Only two variablestpatient care processes and
reimbursement schemas are delineated in Figurg¢her@ariables detailed in the
manuscript include clinical factors such as contitigs, functional status, and severity

of illness; demographic factors such as age, genaes or ethnicity, marital status,
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socioeconomic status, living arrangements, locatioresidence; and geographic regions;
disease progression with or without optimal theragmgd patient noncompliance with the
treatment plan. Ashton and Wray (1996) acknowledfationly a portion of
readmissions are attributable to discharge failures

For nearly two decades this remained the primargiehated in the literature.
Recently, Kangovi and Grande (2011) proposed aatep®eterminants of Readmission
Model depicting additional factors that impact hospiegldmissions, such as access to
healthcare services and health policy (see Fig@&eAMpendix A). These models are not
materially different as they both look at the effeeness of the care delivery system
across the continuum, health policy, and certatirepfactors such as health status and
sociodemographics.

Both Ashton and Wray’'s 1996 and Kangovi and Gras@@11 conceptual
models lack an in-depth examination of the patiectors. TheHolistic Determinants of
Readmissions Mod@HDRM) is proposed by this author (see Figure ABpé@ndix A). It
addresses the patient factors domain more compsafedyy adding demographic factors
and the behavioral constructs found in the HeaéheBModel (Edberg, 2007).
Additionally, the revised model reflects shiftirgjmbursement structures within the
health policy domain. Growing expectations for @&sc® care and quality outcomes have
been accommodated in the model. The HDRM providesramework for discussion of
the literature which includes three major domahesalth policy, healthcare services, and

patient factors.
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Section II: Review of the Literature
A systematic review of the literature was condudtedxplore the phenomenon of
readmissions in patients with HF and AMI and thsigie of nursing interventions most
effective during transitions of care. The followiggestions were asked:

1. What is knowrmabout the phenomenon of readmissions in patieritsagronary
heart disease?

2. For patients with heart failure (HF) or acute myadéa infarction (AMI), what is
the effectiveness daftructured nursing interventions in the preventbhospital
readmissions?

The literature was searched from January 2007 ¢iir@ctober 2012 using the
CINAHL, Ovid MEDLINE, and full Cochrane Library adlectronic databases. The key
words ofheart failureor AMI andpatient readmissionr rehospitalizationsvere
combined with descriptors of nursing interventiansed at preparing the patient for
discharge while in the hospital or designed to mleyost-discharge transitional support.
These terms includddansitions of care, care transitions, self-caself-monitoring,
hospital to home, nursing case or care managenmemsing disease management, nurse
coaches, and nurse navigatohsclusion criteria included English only abstracts,
research articles, adult populations (ages 19 &tet)p and a date range from January
2007 through October of 2012. Quasi-experimenta]itptive, and descriptive studies
were included. Systematic reviews and meta-analyses included if a majority of the
studies analyzed described nursing interventionthicardiac population and
readmission rate was an outcome. Exclusion criteeie interventions described as

cardiac rehabilitation pilot studies, interventions where the patient waisdischarged to
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home, and studies that did not use readmission &st@ primary or secondary outcome
measure. Thirty-one articles met the final critenma were read and analyzed for this
review. A flow diagram of the studies can be fouméFigure A4 (See Appendix A).

The studies in this review were categorized intottiree domains of the HDRM:
health policy, patient factors, and health servidé® health services research studies
were further organized according to the type aémvéntion: education, home care,
multidisciplinary, case management and telemomtpriFurther study details can be
found in Appendix B.

Health Policy Domain

Only one study included in the review falls withihe health policy domain of the
HDRM (Soran et al., 2010). Soran’s descripstady is a cost-benefit analysis of the
original Heart Failure Home Care Trial (HFHC). THEHC was a multicenter,
randomized, controlled trial comparing the userofrderactive computer based HF
monitoring system (n=160) versus standard HF cdwetwincluded clinician education,
enhanced patient education and follow-up (Sora.£2008). The primary end point of
the original HFHC trial was a composite of cardiesmalar death or rehospitalization for
HF within 6 months of enrollment. The incidencelwé primary outcome was lower in
the intervention group when compared to usual 2863% vs. 21.2%); however, the
difference was not statistically significant. Fings of the secondary descriptive study
revealed that the average Medicare costs of patrandomized to the intervention were
significantly higher, thus there was no cost bertefthe monitoring intervention (Soran

et al., 2010).
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Patient Factors Domain

Three studies fall into the patient domain of tHeRM. They investigated the
relationship of patient factors and readmissionsn@mna et al., 2009; Hodges, 2009;
Roe-Prior, 2007). In a mixed methods substudy efGbordinating Study Evaluating
Outcomes of Advising and Counseling in Heart FailfEOACH), a largeN = 1023),
multisite, randomized controlled trial in the Nathads, Annema et al. (2009) compared
the perceived reasons for 173 readmissions frompehgpectives of patients, their
caregivers, cardiologists, and nurses. A list ekpt conditions was used to gather the
opinions of the nurses and cardiologists omant registration formThey were also
asked if and how the readmissions could have bemrepted. Qualitative interviews
were used to seek the opinions of the patient anejovers on the reason for
readmission. All groups agreed that 23-31% of raasions were avoidable. Although
worsening of HF and comorbidities were the top teasons for readmissions identified
by all four groups, patients and caregivers disadjmeith healthcare providers on the
underlying cause. Patients and providers agree¢dhbdop means to prevent
readmission was improvement in patient adhereratgeris found adherence to fluid
restrictions particularly challenging. Adequatefpesional help was the top prevention
strategy identified by the caregiver group. Théhatg concluded the findings broadened
the understanding of reasons for readmissionsaantbre relevant interventions can be
formulated (Annema et al., 2009).

The measures of perceptiondité purposeandhealth related quality of lifand
their relationship to readmission rates were tloei$oof a mixed descriptive, correlational

mixed method study by Hodges (2009). Hospitaliz&dpidtients in Texas were studied.
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Overall participants had scores reflecting a magesanse of life purpose and
experienced low to moderate difficulty with theiFlIdymptom management. Life
purpose scores did not show a relationship witdmessions. Health related quality of
life (HRQOL) was measured and a positive, significaelationship between HRQOL
scores and hospital readmissions was found. Ddnegjualitative phase of the study
unstructured interviews were conducted with 20ip@dnts. Psychosocial well-being,
physiologic well-being, hope/optimism, and spirlityawere four themes that emerged.
The investigator found that patients with more resgions, a low sense of life purpose,
and high HRQOL score provided less positive comsesgarding the four qualitativae
priori themes.

Roe-Prior (2007) studied the relationships betwgrent sociodemographics
(such as age, gender, living situation, maritausteeducation and income) and
readmissions in 103 elderly HF patients. Only amarried marital status was a
significant predictor of all-cause readmissiprn=(021). Low income approached
significance as a predictive variabfe<.059) in the multiple regression testing.

The review of studies in the patient factors dontimonstrate how little is
known about patient factors that contribute toghenomenon of readmission in cardiac
patients. There is incongruence between patietdasggivers’, and healthcare providers’
perceptions on the factors that cause readmisdibmmearried HF patients and those
patients with HRQOL scores reflecting difficultissmanaging their disease are at a
higher risk of readmission. A comprehensive undading of the linkages between
patient factors and hospital readmissions in cargaients is missing from the literature.

Health Services Domain
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Twenty-seven of the included studies investigatedimpact of the provision of
health services on readmissions as depicted iretheed conceptual model (Figure 3).
The manuscripts in the health services domain wefiewed according to the following
intervention types: education, home care, multigistary, case management, and
telemonitoring. Six systematic reviews or meta-gses are included. One examined the
effectiveness of educational interventions (Browalg 2011), two reviewed the impact
of telephonic monitoring (Inglis et al., 2010; $¢tatt al., 2010) and the remaining three
looked at multiple types of non-pharmacologic mé&tions.

Educational interventions. Patient education is frequently used alone or in
combination with other interventions in helpingdiac patients manage their disease.
Two original manuscripts and one meta- analysisriesd interventions that were
primarily educational in nature.

In a randomized controlled trial in Spain, Aguadale (2010) evaluated a single
home-based educational intervention in a sampl®6fpatients with a mean age of 77.5
years. The intervention was a two-hour home visitduicted within a week of discharge
by a specialty-trained nurse. The nurse assessquhtient’s knowledge, health habits,
and behaviors susceptible to change. Based orsfiassment, guidelines were used to
determine which education and self-managementsfieg were delivered to the patient.
During the 24-month follow-up period, the researdbend significantly fewer
emergency department visits, unplanned readmissimaslower costs in the intervention
group compared to the usual care group.

Kommuri et al. (2012) tested an hour-long educatisogram delivered to HF

patients by a nurse educator prior to dischargeh©P65 patients who participated in
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the study, the mean age was 67 years and 39% emad. The education session
covered the basic principles of HF, diet and mdahoanstructions, and self-care
behaviors. Written instructions were provided. A months those randomized to the
education intervention demonstrated significantghker HF knowledge as measured by a
tool developed by the researchers, for which thielisaand reliability was not

presented. The investigators reported that thosentsswho did not die or experience
hospitalizations during the six month follow-up iperhad significantly increased their

HF knowledge.

Brown et al. (2011) conducted a meta-analysis ddtidies for which thprimary
intervention was an education program (combiNed68,556) Though no strong
evidence of an effect was demonstrated on all-cengséality, cardiac morbidity, or
hospitalization, the authors concluded that thersarny effect size of education on
mortality (25% risk reduction) and morbidity (142% risk reduction) waslinically
important. Four of six studies in this review reedron hospitalizations. Pooling the
results of four of these studies was possible asakvevidence of a reduction in
rehospitalization with education was found, RR30 8% ClIs [0.65, 1.07h = 0.16.

Home care interventions.Two studies focused on time-limited home care
interventions. Kwok et al. (2008) conducted a raned controlled trialN] = 105) to
evaluate a nurse supported hospital discharge aamofpr HF patients at two hospitals in
Hong Kong, China. The nurse visited the patiertrno discharge from the hospital and
provided health counseling on drug compliance, @dietl symptom management. The in-
hospital education session was followed with a h@rsié within seven days of

discharge. Visits continued once a week for the feax weeks and then monthly for
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five months. The nurse worked with a cardiologrsd geriatrician to manage the patient.
There was no significant difference in the readmrssates in the treatment group versus
the control group.

In Shelley and Vollmar’s quasi-experimental study=(32) HF patients
discharged from a 230-bed hospital in Boston wesied by a nurse within 48 hours of
discharge (2010). Based on the nursing assessmntet st visit, the patient was placed
in a group that received telephone advice everywk&ks or a tailored home visit plan.
Patient contacts continued for 12 months. The desighis study was subject to
considerable bias. The investigators reportedat®®t% patient compliance rate was
achieved with patients taking medications, perforoesof daily weight checks, and
dietary restrictions. A reduction in readmissiotesafor the HF participants from 14% to
0.01% was reported.

Multidisciplinary interventions. Three studies tested a multidisciplinary
approach to care of HF patients. A HF clinic inyitaas the setting for the treatment
intervention in the Del Sindaco et al. (2007) traf the 173 patients in the sample, the
mean age was 70 years and 48% were female. Threant®n group was treated
according to the European Society of Cardiologyd8limes. Components included a first
visit to the clinic within 7-14 days of discharg@ntinuing patient education, therapy
optimization, enhanced communication with healtbgaoviders, and early attention to
signs and symptoms of a worsening condition. Threesiperiodically called intervention
patients to check on them. Clinic visit frequen@swapered over a 24 month period. At

2-years a 36% reduction in all-cause death and d¢$ipital admissions in the intervention



READMISSIONS FROM CARDIAC P ATIENTS' PERSPECTIVE 17

group was found. Compared to baseline, patienttsisngroup reported significant
improvements in functional status, quality of lifand beta-blocker prescription rates.

Mendoza et al. (2009) testedhaspital at homenodel in Spain. Elderly patients
(N=80) presenting with decompensated HF at the emeyg®om of a university
hospital were randomly assigned to usual care (&elnio the hospital) or an
intervention (early discharge from the emergengadinent followed by an urgent or
scheduled home visit). The care team consistechofge and an internal medicine
physician. Home visits were made daily by the nawse every other day by the
physician. In-home laboratory tests and electraogrdms were performed as needed.
Mortality and readmissions rates due to HF, fum@lsstatus, quality of life (QOL)
scores, and total costs of care during the follgeariod were found to be similar
between usual care and the hospital at home model.

Tibaldi et al. (2009) conducted a similar stutly5101) in an urban academic
medical center in Italy. In addition to nurses @hgsicians, practitioners from other
disciplines (geriatricians, social workers and ptgistherapists) also made visits to the
patient's home where sophisticated therapies welreetled. Despite the additional
services provided in this multidisciplinary modele mortality and readmission rates
were found to be no different between the intenoen&and control groups. Intervention
patients experienced some improvement in depressutntional status and QOL scores
which may reflect the additional support services/gled. The difference in total cost
for patients treated at home ($2,604) and for ptigeated at the hospital ($3028) was
found to be significanty(< .001).

Case management interventionsgCase management models for caring for
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chronically ill patients are common. Angermannle{2012) conducted a clinical trial of
715 patients (29% female; mean age of 69 yearshadiged from 9 hospitals in Germany
following cardiac decompensation. Teaching provittedatients and their families by a
HF nurse began in the hospital and included selfitoong of heart rate and blood
pressure. Written educational materials were pexvidNurses conducted telephone
monitoring post-discharge from a physician supedisall center. A structured survey
was used to conduct calls weekly for the first rhoitihe frequency of the calls over the
next five months of the intervention varied accogdio patient need. No significant
difference in any all-cause or HF readmission aues was demonstrated at six months.
There was a significant difference in the combinattome of readmission and death for
HF (p = 0.02) and a significant reduction (38%) in thiervention group’s all-cause
mortality risk ¢ = 0.03). Patients in the intervention group alad kignificant
improvements in New York Heart Association functibolass and the physical
functioning and health component scales of the Q®H-36) survey.

Copeland et al. (2010) conducted a single siteystfid53 patients discharged
from a Veteran’s Administration (VA) hospital. Ofe 453 patients in the sample, the
majority was male, 22% were Hispanic, and 97% widriean American. The mean age
was 70 years. HF patients in the intervention gneepe treated with a self-management
plan based on their prescribed treatment. A nuraducted telephone surveillance at a
frequency determined by a risk stratification aitjon. No significant differences
between groups were found in any all-cause or ldBmassion outcomes at 30 days or

12 months. Compliance with daily weight checks arercise were improved based on
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self-reports in the intervention group. Total casese found to be significantly higher in
the intervention group as compared to usual catiesrtrial.

Wakefield et al. (2008) also conducted a randomcedrolled trial in a VA
tertiary care center. One hundred forty-eight pasi€mean age = 69 years; 94%
Caucasian; 99% male) were recruited during hospéiiabn for an acute HF
exacerbation. This intervention had two arms: grAupas monitored via telephone,
group B by videophone. Intervention patients wenatacted by a nurse three times the
first week post-discharge, and weekly for 11 wetbleseafter. Various strategies to
improve patient compliance with prescribed treatihpsins were employed including
skill training, self-monitoring strategies (e.gekeng a daily diary), and self-efficacy
enhancement strategies (e.g. community supporpgrdeedback; and realistic goal
setting). No significant differences were foundossrthe three study groups for time to
first readmission, proportion of patients readndiitt¢ 12 months, HF or all-cause
readmission rates. When the intervention groupgwembined, there was a significant
difference in time to first readmissiop £ 0.02), risk of all cause readmissiops=(.04),
and proportion of patients admitted within 12 maenfh= 0.02) compared to usual care.

In 2009 Wakefield et al. conducted a substudy efahginal interventional trial.
This secondary analysis examined the interventionfsct on HF patients’ disease
knowledge, perception of self-efficacy, medicataatherence, and satisfaction with care.
No significant differences were found between titervention groups separately or
combined on any of the aforementioned outcomes whewpared to usual care.

Jaarsma et al. (2008) tested a nurse-led case sraeagprogram at 17 hospital

sites in the Netherlands. Patierits5 1023) were recruited while hospitalized with HF.
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They had a mean age of 71 years and were 38% felatestudy had two
interventional arms with one group of patients geseen by a HF nurse prior to
discharge followed by a series of frequent visita HF clinic. The other arm of the
intervention added weekly telephone contacts, aehasit with a nurse, and two calls
and two home visits from a physical therapist,idiah, and social worker. No significant
differences were found in the time to first comp®gvent of death and readmission,
numbers of days lost to hospitalization or deatld, the proportion of patients
experiencing multiple readmissions over the 18 imdollow up period.

A final nurse-led case management intervention gnk et al. (2008) was
conducted at an integrated delivery system thakesess a safety net provider in Denver,
Colorado. The HF population studied £ 174) was extremely vulnerable consisting of
80% uninsured, 72% minority, and 80% unemployedisabled patients. Patients in the
intervention were prescribed a common beta-blookedlication and provided nurse
surveillance after hospitalization. The nurse caamager visited the patient once during
hospitalization, at home within 2 weeks post-h@dation, and at 2-week intervals
thereafter until the patient’s condition stabilizésh 84% reduction in the total number of
HF readmissions was found in the intervention grdupere was improvement in the
mean NYHA class and a higher usage of beta blatieglications in the intervention
group. These results were significant, but shoelehkerpreted with caution since
enrollment in the study fell short of the sampleegiredetermined by the power analysis.

A descriptive study in the case management categgagninedhe characteristics
of case management interventions. Oliva (2010)uatatl RN nurse case manager

activity type, timing, and time spent per patieat month in an exploratory substudy of
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HF patients from a large, 5-year, multicenter, anzed controlled trial known as the
Medicare Coordinated Care Demonstration. HF patianthe intervention groum &
1551) received an average of 60 minutes of casageanent time per month. Twenty
standardized nursing intervention categories wagatified, and case manager
intervention times were mapped to each categorsulRewere correlated with admission
rates. Patients who were not readmitted duringthey period received “slightly more”
time (p < .05) in all 20 nursing intervention categoriearthose patients who were
readmitted.

Telemonitoring interventions. Telemonitoring has become a common disease
management intervention used with patients witloicary artery disease and in
particular HF. There are six manuscripts that diesandividual trials of telemonitoring.
Two meta-analyses are also included in this intgrea category.

Chaudhry et al. (2010) in a large randomized cdiettdrial conducted in 33
cardiology practices across the United Statesi653) used remote physiologic
monitoring and an automated telephone responsersyfst daily home monitoring of
HF patients. Enrollees had a mean age of 61 yé2%,were female and 39% were
African-American. Patients were prompted to ansaveeries of questions related to their
health status. Transmitted physiologic and sunedg @vere reviewed daily Monday
through Friday by nurse coordinators. Patient$is $tudy had been hospitalized within
the previous 30 days for HF decompensation. Naceftas found within 180 days on the
primary combined endpoint of readmissions or deaths

In a smaller single site trial, Antonicelli et £008) used a specialized team to

monitor HF patients. The study population consistefl7 patients of which the majority
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(58%) was male, and the mean age was 78.2 yeagsniidivention consisted of weekly
phone calls from the team to inquire about symptantsphysiologic measures. Weekly
electrocardiograms were transmitted. Treatmentgéswere made accordingly. Patients
and home caregivers underwent a training coursegltiie hospitalization period to
learn the home study protocol and ensure correcotiequipmentAt 12 months,
Antonicelli et al. (2008) found a significantly l@wvoccurrence of the primary combined
endpoint of mortality and readmissions in the wmeation group (p =.006). When the
combined endpoints were separately considerecrmatin the home telemonitoring
group still had a significantly lower rate of hasphireadmission versus the control group;
however, there were no differences in mortalitgsail he treatment group had
significantly better health perception scores daseline as compared to the control
group. In the 2010 secondary analysis of this stAayonicelli et al. found a significant
difference in the mean use of beta-blockers irtrib@tment group.

In a 2008 Canadian study conducted in a largeeawdheart institute, Woodend
et al. studied a sample of 249 patients with H&rgina. The mean age of the sample
was 66 years and 75% were male. Nurses began miogifmatients 48 hours after
discharge through daily phone line transmissioweifyht, blood pressure, and periodic
transmission of electrocardiograms. Videoconfersmweere held at least weekly with
patients to assess their progress and conductagfeducation. The education
component took place over the first eight weektheftrial. After one year, there was a
45% reduction in the number of admissions for padsievith angina who received the
intervention compared with those receiving usuat chut not in HF patients. Patients in

this group reported higher levels of treatmentséattion than those receiving usual care,
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had better exertion capacity at one year, and dcgnificantly better on QOL surveys
than usual care patients at all three follow-upquks.

Soran et al. (2008) conducted a telemonitoringysiné minority populationN=
315) where non-Hispanic white men were excludee. §tbhdy population had a mean
age of 76 years and was 65% female. Telecommuaoitatjuipment was used to
transmit daily weights and information from an ansted telephone survey on HF
symptoms. Heart failure trained nurses reviewedltta daily and contacted the patient
to verify any changes. Weight gain exceeding agpezified amount or concerning
symptoms were reported to the patient’s primarg gduysician by the nurse. Information
routinely provided to the physicians was used teedale patient visits and change
therapiesSoran et al. (2008) found advanced home based animgtof HF patients with
an interactive program had no statistically sigmifit effect on cardiovascular deaths and
readmission rates within 6 months after discharge.

A two-armed telemonitoring intervention versus usize was used with patients
recently discharged from the hospital or diagnositkd acute or worsening HF in a 2011
French trial N=138) by Kurtz et al. The study population had amage of 68 years and
was 78% male. In one interventional arm of the wtpdtients were seen at a HF clinic
by a multi-disciplinary team consisting of physitsanurses and dieticians. Five to six,
45-minute face-to-face consultations were provited year. Extensive education on
treatment plans and medications, symptom monitairdymanagement, building activity
tolerance, and adapting preferred foods to lowtsodrersions was conductekhe
second interventional arm was designed for thosierga who had a telephone and a

scale at home, but lacked a relationship with en@ry care practitioner. These patients
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were followed for 12 months using an automatedoted@e response system to answer
guestions on weight, dyspnea, and general heahlbleSpatients were asked to repeat
their call in a week, while patients with worsensgymptoms repeated the call in three
days. Those patients with a suspected exacerbattmeeded to a medical visit, while
those with a high risk of hospitalization were ceated directly to the clinic provider.
Otherwise, patients in this arm had three planngitbuvo the clinic during a yeakurtz,

et al. (2011) found a significant reduction in grenary endpoint (cardiovascular death
and hospitalization for HF only) in the telemonitgy group compared to standard care.
No difference was found between the two intervergi@rms of the study. When the
endpoints were separated the significant differema®e found to be in the hospitalization
rates, not in mortality.

In an Italian studyN = 460) conducted at five cardiac rehabilitationtees)
Giordano et al. (2009) used a two—part interventielemonitoringandteleassistance.
Telemonitoring included scheduled phone appointsesith nurses at either weekly or
15-day intervals depending on their NYHA functionklss. Teleassistance occurred
when patients contacted the call center as needi ipresence of symptoms. At the end
of either type of call, the nurse would set up llofe-up phone appointment, a clinic
appointment, or contact the physician directly whgratient was unstable. Weekly care
conferences by a multidisciplinary team were heltevview the patients. At 12 months
Giordano et al. (2009) found significance in thieiaention group as compared to usual
care on the primary outcome of cardiac readmissiamg secondary outcomes of all-

cause readmissions and costs of care, but noafdrac mortality.
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A variety of intervention protocols were used wittihese studies in terms of
interventional components, dose, frequency, phggioll measures monitored, type of
technology, and follow-up period making true conmgam across the studies challenging.
Four of the six trials (Antonicelli et al., 2008jd&dano et al., 2009; Kurtz et al., 2011;
Woodend et al., 2008) demonstrated significanediiices between the intervention
groups and control groups on readmission outcohmsever, two of the larger studies
in this group did not find the intervention effei(Chaudhry et al., 2010; Soran et al.,
2008). In both of these larger studies with noaffthe interaction with the patient was
through an automated telephone response systemoaidrect human contact.

Stolic et al. (2010) performed an integrative rewa the literature that included
24 manuscriptsN=8330) addressing the effectiveness of structuuedealed telephone
interventions for patients with coronary heart ds® This review also showed mixed
results. Only seven of the 24 included studies usadmission rates and/or mortality as
an outcome. Of these studies, two with a combiaacpte size of 1876 patients
demonstrated statistically significant differenaeseadmission rates in the intervention
group, and one of those also demonstrated improwathlity rates in the targeted HF
population. The other 5 studies did not demonstaignificant difference between
groups. The author believed small sample size dadkaof rigor in research design of
many of the studies prevented a detection of acedf the intervention.

In a Cochrane Review, Inglis et al. (2010) assetiseeffects of HF management
programs using primarily telemonitoring intervemisoN = 2710) and/or structured
telephone support interventions £ 5613) in a meta- analysis. The criteria of etsut

transfer of physiologic data differentiated telemanng interventions from structured
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telephone support in this review. Telemonitoringimentions that included home visits
or more than usual clinic follow up visits were kxded. The summary results of 25 trials
published since 2006 found that risk of all-causetality was significantly reduced with
telemonitoring and positively, but not significgnteduced with structured telephone
support. Both types of interventions significamégluced HF related readmissions. Other
effects realized were reduced healthcare costgpwed prescribing of evidence-based
medications, patient HF knowledge, self-care bajrayiand NYHA functional class.

Comprehensive reviews of health services using migte interventions. Three
publications not previously discussed are metayaealnot limited to a specific
intervention type. The investigators included alhrpharmacological programs in their
inclusion criteria.

Raman et al. (2008) conducted a meta-analysis congp49 trials N = 10,572)
published since 1990 to determine which suppopn&-discharge interventions affected
the outcome of readmissions. Interventions théizat increased clinic visits, home
visits, and multidisciplinary care were found tduee the risk of readmissions. The
author noted that these primary interventions vedéten combined with secondary
components with telephone follow-up being the nooshmon. Telephone follow up
alone had no significant effect on all cause readions between comparison groups.
Those interventions initiated in the inpatientisgtor involving intermediate to long-
term follow-up were associated with significantuetions of all cause readmissions in
the intervention groups.

Takeda et al. (2012) also compared the effectanbus clinical service

interventions on mortality and/or hospital readmaiss in patients previously
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hospitalized with a HF diagnosis. Takeda et al1l@0naintained there is now good
evidence that case management interventions |ledHfy specialist nurse significantly
reduces HF related readmissions and all cause rssidms at 12 months. The author
concluded that the optimal components of the camsagement interventions are not
clear from the evidence, but telephone follow ugh®/nurse specialist was a common
component. Takeda et al. (2012) further conclutiat multidisciplinary interventions
may be effective in reducing both HF and all caeselmissions, but there is currently
limited evidence supporting interventions whoseanapmponent is follow up in a HF
clinic.

The differences in delivery methods used in careagament programs were also
the focus of the Sochalski et al. (2009) systenratieew. The authors set out to
determine which program types contribute to reaunstiin hospital readmissions for HF
patients. Sochalski et al. (2009) included onlyl&s previously published by the authors
of the actual reviewN=10). This inclusion criterion is unusual. The mwvers concluded
that overall, patients participating in one of th@iograms had 25% fewer all-cause
readmissions versus usual care. They further cdedlthat multidisciplinary team
approaches and programs using in—person commuonaasulted in significantly fewer
hospital readmissions, while programs using origpieone contact or a single HF expert
did not have an effect. The limitation of this mwiis its unconventional methodology,
which may limit its quality and generalizability tife results.

Application of Health Behavior Theories
Within the realm of heart disease, health behawiodification is crucial to

secondary prevention efforts. Many cardiovascuskr factors are considered reversible
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and may reduce the risk of mortality (Smith et2011; Wood, 2005). Significant
suboptimal adherence rates for healthy behaviors haen reported in the HF and AMI
populations (AIm-Rojier et al., 2004; Evangelistés&innick, 2008; Ho et al., 2007).
Considering the abundance of evidence that speak® tmodifiable risk factors and the
suboptimal adherence to prescribed therapiessitrigrising that only one manuscript in
this review explicitly stated that the interventi@sted was grounded in health promotion
theory and practice (Oliva, 2010). Three additianahuscripts applied the construct of
behavioral theory known as self-efficacy to thasidgn (Aguado et al., 2010; Jaarsma et
al., 2008; Wakefield et al., 2009).

Bandura first introduced the concept of self-effig, “the conviction that one can
successfully execute the behavior required to predine outcomé&in 1977. Since then
it has become a major component of health behavidrhealth promotion models
(Edberg, 2007). Two of the studies focusing on enimy the patient’s self-efficacy had
significant results on reducing readmissions (Agueial., 2010; Wakefield et al., 2009).
Despite the number of interventions aimed at pramyatelf-care and self-management
in the cardiac population, interventions solidlpgnded in health behavior theory are
limited. The limited research in the applicatiorbehavioral theory in the self-care
literature regarding HF patients has been prewonisted (Riegel et al., 2009).
Summary of the Evidence

The literature was reviewed to determine the ctmwederstanding of the
phenomenon of hospital readmissions and which tstred nursing interventions
designed to improve care transitions from hospatddome are most effective in patients

with cardiac disease. The proposed Holistic Deteamtis of Readmissions Model was
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used to organize the review of the literature. €demains: health policy, patient
factors, and healthcare services served to orgémezesview.

The review of the literature on readmissions ofdtld AMI patients revealed that
patient factors were the focus of less than 10%h®imanuscripts, an indication that
more research is needed in this area. It is péatigunoteworthy that in the study that
examined perceived reasons for readmissions, patenl their caregivers disagreed
with healthcare providers on the underlying cansgg% of the cases (Annema et al.,
2009). It appears from these results that providexg not explore the root cause of the
care transition failure from the patient’s perspast

As this review demonstrated, an extensive bodyimfemce evaluating the
effectiveness of nursing interventions to improuécomes in HF following
hospitalization for an acute exacerbation has lgeaerated in recent years. A
considerable gap in the recent literature was idisatified for nursing interventions
designed to improve readmission outcomes in patigistharged from the hospital after
an AMI. No single study focused on this populatidhis finding was unexpected
considering AMI patients are at high risk for 30rataadmissions and are a target for
improvement by CMS in terms of process of care m@ssand readmission rates (CMS,
2012c).

Despite the number of interventions aimed at pramgcatelf-care and self-
management in the cardiac population, there isuaipeof interventions solidly
grounded in behavioral or health promotion thedihere was limited use of behavioral
models in the interventional designs even thouglotjective of many of the

interventions was to improve the patient and caexgiability to provide self-care and
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self-management. Factors such as health literaafttthknowledge and beliefs, self-
efficacy, and health behavior have not been adefjuatidressed in the literature
evaluating interventions aimed at reducing readiossin the cardiac population.
Application of behavioral models in examining patiéactors related to readmissions
and designing interventions to improve self-canegsded.

In the Annema et al. (2009) study, improved treanaelherence was identified
by all parties (patients, caregivers, nurses, dnydipians) as a factor that could
significantly improve readmission rates. Adhereiscgefined as the “active, voluntary,
and collaborative involvement of the patient in atually acceptable course of behavior
to produce a therapeutic result” (Delamater, 2@0B2). It is unclear from the literature
whether this type of patient and family engagenveat integral to the interventional
studies’ designs or whether the treatment was rlytaeceptable. The majority of
interventions appeared to be generic in their aggro

The primary focus for preventing readmissions ingpds with HF and AMI has
been on improving the effectiveness of the healtle services provided to this
population. Contributing failures within the hea#tystem have been well documented
and include ineffective medication reconciliatiaogesses, inadequate communication
among hospital personnel and community based peosjduboptimal patient education,
and poor planning for transitions from the hospitahe next care setting (Andersen et
al., 2006; Berenson, Paulus, & Kalman, 2012; Greenvi2dsthham, & Jack, 2007). The
majority of interventions aimed at reducing readnauss have been designed and
implemented without a comprehensive examinatiothefpatient and caregiver

experience. Patient and family centered approaateeseeded moving forward.
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Results of the literature review raise the questibether patient factors as a
determinant of readmission have been truly appretidCapacity for self-care,
underlying health beliefs, and other barriers magclude HF and AMI patients from
carrying out the prescribed plan of care. This pective is lacking in the literature and
may limit the efficacy of existing interventions.

Purpose of the Study

The purpose of the present study was to exploramtFAMI patients’ and their
caregivers’ experience with hospital readmissiotinii30-days of discharge from a
community hospital. Discerning the reasons for neiadion and how to prevent them
from this perspective has the potential to shafext¥e transitions from hospital to
home and promote patient and family engagemethein tare. The study endeavored to
answer the following questions:

Research Questions
The following research questions were address#usrproject:

* What are the reasons for 30-day readmissions fr@npérspectives of
patients and their family caregivers dischargechfeocommunity hospital
with a diagnosis of HF or AMI?

* What can be done to prevent the next readmissamn the patients’ and
their family caregivers’ perspectives?

Section Ill: Methods

A descriptive, phenomenological qualitative studing the data collection

method of semi-structured interviews was condutdetkscribgatient and caregiver

perceptions of theexperiences with readmissions and to identify oaotses of the
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phenomenon from themicor insider’s view (Holloway & Wheeler, 2010). A masive,
convenience sample was recruited from the targetilption. Colaizzi’s (1978) seven-
stage process detailed below was the approachedplianalyzing the data. The intent
of the method is to capture the true essence divibeé experiencef patients and
caregivers with regard to readmissions.
Research Design

A qualitative design using a descriptive, phenonhggioal method was chosen to
explore the experience of patients and their caeegireadmitted to the hospital within
30 days following discharge with a diagnosis of AMIHF. The rationale for the use of
this method lies in the philosophical underpinningthe phenomenological approach.
Phenomenological philosophy is tied to the episltegioal question of “how we know”
and the ontological question of “what is being’ anat knowledge of the nature of reality
or “how things really are” (Holloway & Wheeler, 20)1 Husserl, the19th century
German philosopher credited with developing phenwitogy, describes it as “the
science of essence of consciousness” (as citejnal/& Swanson, 2007, p.173).
According to Holloway and Wheeler (2010) phenomegpylis a philosophy “which
explores the meaning of individuals’ lived expederthrough their own description”
(p-341). Balls (2009) emphasizes that phenomendagports the re-examination of a
taken-for-granted experience. The perspectivesFohtl acute Ml patients and their
caregivers in regards to the readmission phenomkeaoa& been underappreciated. This
methodology allowed the researcher to develop atepth understanding of their “lived
experience.”

Streubert and Carpenter (2011) suggest three quedte answered when
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determining whether the phenomenological approsi@miappropriate method for a
research study. The first question asks if theeensed for further clarity on the chosen
phenomenon. As pointed out in the section on gapise literature little is known about
patients’ and caregivers’ perceptions concerniagaoas for readmission and what might
be done to prevent them. The second question Bles shared “lived experiences” will
be the best data source for the phenomenon unekstigation. Clearly to gain
knowledge of the patient’s experience around reasioms, the source for this data
needed to be the patients and caregivers. Theduredtion asks the investigator to
consider whether the available time and resouraesuapport the methodology and
whether the investigator’s personal style and tdsliare congruent with the
methodology. Available resources, time, and thestigator’'s personal style were
considered in selecting this approach and weresasddo be suitable to support the
methodology.

The descriptive phenomenological approach involliesxploration, analysis,
and description of an observable occurrence tlzatesl emphasis on the richness of what
is being experienced. In this approach the invastigis obligated to “bracket” or
actively and consciously suspend all biases andfbekbgarding the phenomenon of
interest (Streubert and Carpenter, 2011). A sooftgas brought to this study by the
investigator was the knowledge of health promo#iod behavioral theory and extensive
knowledge of interventions aimed at reducing readians. In addition, the investigator

was an active participant in institutional effarngeducing readmissions.
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Purpose of the Study
The purpose of the present study was to exploramtFAMI patients’ and
caregivers’ experience with hospital readmissiotinii30-days of discharge from a
community hospital. Discerning the reasons for neiadion and how to prevent them
from this perspective has the potential to shafext¥e transitions from hospital to
home and promote patient and family engagemeihiein tare. In keeping with the
exploratory nature of this study a predictive hyyasis cannot be specified (Wood &
Ross-Kerr, 2011). The study endeavored to ansveeiottowing questions:
The research questions are as follows:
1. What are the reasoif@r 30-day readmissions from the perspecti¥/patients
with a discharge diagnosis of HF or AMI in the commity hospital setting?
2. What can be done to prevent the next readmissam the patient’s perspective?
3. What do the family caregivers of these patientsgige to be the reasofw 30-
day readmissions?
4. What can be done to prevent the next readmisson the caregiver’s
perspective?
Definition of Terms
Index admission.Any eligible admission to an acute care hospsakased in the
measure for the outcome whether readmitted to ate aare facility or not within 30
days (CMS & Joint Commission [JC], 2012c).
All cause readmissionAn admission to an acute care hospital within 3@sd#H
discharge from an acute care hospital for any cattbethe exception of specific

plannedreadmissions for the AMI measui@MsS & JC, 2012c).
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Planned readmission An intentional readmission within 30 days of disaye from an
acute care hospital that is a scheduled part gbaéttient’s plan of care. Planned
readmissions are not counted as a readmissionh&gatients with AMI, a return to the
hospital may be scheduled for revascularizatiomguares and are excluded from the
readmission count. These procedures include pereats transluminal coronary
angioplasty (PTCA) on a second vessel or a seamwadibn in the same vessel, or
coronary artery bypass graft (CABG) surgery aftbtlAand a period of recovery outside
the hospita{CMS & JC, 2012c).

Primary discharge diagnosis.The International Classifications of Diseases aathted
Conditions, Ninth Revision, Clinical ModificatiomdD-9-CM) code of the principal
reason for hospitalization (CMS & JC, 2012c).

Heart failure. A principal diagnosis of HF using the ICD-9-CM cedd02.01,
402.11, 402.91, 404.01, 404.03, 404.11, 404.13990404.93, and 428.xx (CMS & JC,
2012c).

Acute myocardial infarction. A principal diagnosis of AMI using the following
ICD-9-CM codes: 410.0n—410.9n, where n equals(GMS & JC, 2012c).
Caregiver. For the purposes of this study caregiver will béreed as a family member,
friend or significant other identified by the paties the primary person who supports
them in personal care and managing their disedsena¢. This definition does not
include professional health care providers or comitginealth workers.
Setting

The setting for this study was the inpatient mdescagical nursing units of

Martha Jefferson Hospital, a 176 bed non-profitnoaunity hospital in Charlottesville,
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Virginia. The hospital serves a 7 county area imreg Virginia with a population close
to 250,000. The hospital has been an ANCC desididtgnet® facility since 2006.
Major services lines include cancer, neuroscienzasliology including coronary
interventions and electrophysiology procedurediapédics, and a family birthing center.

In 2012 the facility had 11,049 discharges and B2 gmergency room visits. The
average daily inpatient census of this facilit9&3 and the average length of stay is
3.26. In 2011, the 30-day readmission rate for M@d patients with HF hospitalized at
Martha Jefferson was 25.6% compared to the natioreghorted rate of 24.7%. The 30-
day readmission rate for Medicare patients with Addls 20.5% compared to the
nationally reported rate of 19.7%.

Martha Jefferson has been part of Sentara Hea#thadully integrated delivery
system in Virginia and North Carolina Sentara’ssius is as followsWe improve
health every daySentara Healthcare, 2013). Since the fall of 2&Ehtara has been
targeting the diagnoses of Heart Failure, Sepa Pneumonia for reductions in length
of stay and mortality and readmission rates. Thdyssite includedhree 24-bed
medical-surgical units and a 30-bed telemetry anihe facility where all inpatient
rooms were private with space provided for familgmbers and/or personal caregivers
to spend the night. The facility has patient-dieéctisitation which allows visitors 24/7
access to the patient with their permission. In20 average daily census ranged from
18.7 — 19.8 patients on the 24-bed units and 2&i@ms on the 30-bed telemetry unit.
Staff is scheduled for 12 hour shifts. Typical taf on the units includes a 1:5 RN to

patient ratio on the 7am-7pm shift and 1: 5-6 sata the 7pm-7am shift. Support staff
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coverage includes 8 hours of a unit secretary pgrathd a nursing assistant for every 10
- 12 patients.
Interview Process

In-depth semi-structured interviews broadly guitbgccomponents of the Health
Belief Model (HBM) as described by Edberg (2007yeveonducted. The health belief
model is an applicable theory in understanding bieinga known to affect outcomes in
patients with cardiac disease. In 1974, Beckemebdd the application of the HBM from
its origins in public health to behaviors in respeno diagnosed illnesses and an
individual’'s adherence to medical treatment pl&wesults from various settings and with
different patient populations support the HBM prsenihat individuals will take health
actions to ward off or control iliness if they calex themselves susceptible to the
condition and if they believe it will result in $8us consequences for them. Individuals
must believe that they are capable of carryinglogirequired health actions (self-
efficacy), the actions will produce the benefireflucing their susceptibility to the illness
or its severity, and the benefits outweigh any eeex barriers they must overcome to
carry out the behavior (Strecher, Champion & Roweks 1997).

Each interview started with the questions “whaiyda think brought you (or the
patient) back to the hospital this time?” and “wimaght have prevented you (or the
patient) from coming to the hospital again?” Intew questions explored beliefs and
knowledge concerning the patient’s heart diseasatthbehaviors, ability to carry out
prescribed behaviors, and perceived barriers tmpeing them.

Separate patient and caregiver guides (see AppEn@i& D) containing a script

to open the interview, topic areas, high-level v questions, and prompts were used
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to ensure the investigators’ focus on the areastefest for this study (Holloway &
Wheeler, 2010). In keeping with the phenomenoldgieethod a high level of flexibility
was maintained in conducting the interviews to emsutrue portrayal of the participants’
experiences including their feelings and the megsithey gave to their actions
(Holloway & Wheeler, 2010). As recommended in tterdture, as themes emerged the
interview questions were updated to allow furtimeyuiiry into the structure of the
phenomenon (Holloway & Wheeler, 2010). The durabbmterviews ranged from 13 to
73 minutes.
Description of Sample

A purposive, convenience sample was recruited ttrtarget population of
patients readmitted within 30 days of an index asion for HF and/or acute MI. A
purposive sample involving participants who shasigpular characteristics or
experiences was desirable to provide rich datangert to the research question
(Holloway & Wheeler, 2010; Tong, Sainsbury, & Cra2§907). Consistent with the
tradition of qualitative research, the sample 8fas not predetermined, but guided by the
ongoing data analysis. As themes emerged, furtigeriny and validation of themes were
pursued (Holloway & Wheeler, 2010; Strauss & Corli®98). Participants were
recruited and interviewed until informational redancy was apparent as described by or
Sandelowski (1995). The saturation point was casidl reached when no new themes
were being generated from the interviews (Shi, 2@8uss & Corbin, 1998). The
sample size was considered adequate when thewstrscf the phenomenon and their
meanings became clear as suggested by Wojnar aasSw (2007) when conducting

gualitative research.
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Inclusion criteria
Patient participants meeting the following criteniare recruited to the study:
1) over 18 years of age
2) a prior discharge diagnosis of congestive HF orl AM
3) readmitted within 30 days to medical-surgical dergetry unit or is later
transferred to the medical-surgical or telemetry from intensive care.
Caregiver participants meeting the following citiewvere recruited to the study:
1) identified by the patient as their primary caregive
2) Spend time in the patient’s home environment atleace a week
3) Frequently checks on the patient by phone or isquer
4) ldentified by the patient as the person they defmantdb help with care
Exclusion criteria
Patients with the following characteristics exclddem the study:
1) non-English speaking
2) diagnoses of aphasia, cognitive impairment, or rgeginical depression
3) Actively dying
4) discharge disposition on the index admission wasltmg term acute care
facility, a skilled nursing facility, inpatient rabilitation center, or
residential hospice facility
5) readmitted to another institution within 30 day<tw# index admission at
the study site
6) readmission meets the CMS criteria for a plannedisslon.

Caregivers with the following characteristics wereluded from the study:



READMISSIONS FROM CARDIAC P ATIENTS' PERSPECTIVE 40

1) they were not identified by the patient as the jpriyrcaregiver

2) they were not given permission to participate ®y¢hregiver

3) they do not speak English

4) they are paid caregivers or voluntary communitylthe&orkers
Procedures

The data collection period was from November 20i8ugh April 2014. Each
day a standard report generated from the electroriical record system was used to
track readmissions of patients. Eligible patiemd earegivers were approached.
Following receiving informed consent of the patiésdge Appendix E) and/or caregiver
(see Appendix F) a mutually agreeable time wasosehe interviews. Select
demographic data were collected through the eleictmmedical record and during the
interview. Patient interviews were conducted inplaéients’ rooms to ensure ample time
and privacy. Interviews with caregivers were conddadn a private office within the
setting without the patient present to enable tteeexpress their perceptions freely.
Interviews were audio-recorded and transcribed bgrdaracted professional
transcriptionist.

Audio files, transcripts and demographic datesfileere de-identified through the
use of alphanumeric codes to protect participanfidentiality. All electronic files were
stored securely. Only one file was used to stotiepiaidentity information, and it was
stored separately in a password protected mannirebyrimary investigator.
Measures

Demographic data including gender, education leagg, payor class, zip code,

ejection fraction, discharge diagnosis on indexiadion, primary diagnosis on
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readmission, major comorbid conditions, and thal tetmber of medications recorded
on the readmission history were collected on thieepsample from the electronic
medical record and during the course of the ingavviData were collected on the
caregivers during the interviews and included ggeder, relationship to the patient, and
education level. As this is a qualitative studgulées included the major themes that
emerged from the patient and caregiver interviews.
Reliability

In qualitative research reliability has been akiinely described as the
trustworthiness (Holloway & Wheeler, 2010; RobeRegst, & Traynor, 2006). Several
methods recommended in the literature were takenglthe course of the study to
establish trustworthiness of the results. Condahawas received during the design, data
collection, and data analysis phases from a ddgboepared researcher experienced in
gualitative inquiry (Holloway & Wheeler, 2010; Ratseet al., 2006). Data collection
was limited to the principal investigator and aegsh assistant who held regular
research meetings to ensure consistency in ddtctioh (Roberts et al., 2006), establish
an audit trail (Fleming, Gaidys, & Robb, 2003), atedermine additional paths of inquiry
needed as informed by the ongoing data analysetd Rbtes and memos were used to
document such things as general impressions, noahvenes observed in the
participants, insights on the investigator’s parfance during the interview process, and
guestions the interviews generated for the invagtig. Field notes are known to assist in
understanding and synthesizing data (Holloway & @ée 2010). As recommended the
interviews were audiotaped to ensure accuracy esfégsionally transcribed by a third

party (Roberts et al., 2006; Tong, Sainsbury, &@ra007). Triangulation of the two
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data sources (patients and caregivers) was soniglrieingthen the design (Holloway &
Wheeler, 2010; Roberts et al., 2006). Follow-uptaots by phone and mail were made
with participants to ensure the data gleaned framscripts accurately reflected their
experiences (Elliott et al., 2011; Fleming, Gaid&yRobb, 2003). The results were
reviewed for legitimacy by a primary care physiceperienced in the patient-centered
medical home model and who has practical expartiseducing readmissions. In
addition, two doctoral prepared nurses experiemtednducting and/or reviewing
gualitative research were provided a sample ostrmapts along with the findings to
further assess the authenticity of the resultsi@ay & Wheeler, 2010; Roberts et al.,
2006). And finally, computerized data analysiswafe was used to reduce bias and
allow for robust manipulation of the data (Robettal., 2006).
Data Analysis

Data analysis began after the first interview aoatioually guided future data
collection as emerging ideas and concepts wergnéoed. The interview guide went
through 3 iterations as data unfolded and additiqnastions engendered by the data
analysis were added. Colaizzi’'s seven-stage prasedsscribed by Holloway and
Wheeler (2010) was the approach applied to anajytria data. All interview scripts
were read to acquire a feeling for them. Then eatelview transcript was revisited,
significant statements were extracted, and mearmhtie statements were formulated.
These meanings were organized into themes andvtiliglated with the original
interview transcripts. Any discrepancies within detween themes were reconciled by
expanding a theme, reassigning data to other thesneslding a new theme until a good

“fit” was achieved. In the final step, themes wertegrated into a description of the
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structure of the phenomenon of readmissions framrtkider’s view, i.e. that of patients
and their caregivers. The software program N'Viersion 10 was used to assist in the
analysis.
Protection of Human Subjects

The study protocol was submitted and reviewedHergrotection of human
subjects by the Martha Jefferson Hospital Instinai Review Board (see G1, Appendix
G). Approval was sought and approved to extendtindy period to a later date (see G2,
Appendix G). An exemption was obtained from theuwgnsity of Virginia Health
Sciences Research Board (see G3 AppendRermination of UVA Agent Fo)mThe
study protocol was followed and no adverse effectsirred. This project was funded in
part by a research fellowship grant provided byMaetha Jefferson Foundatiohhe
sponsor had no role in the design and conducteo$tindy or the preparation and
approval of thisnanuscript.
Strengths and Weaknesses of the Design

Strengths of the study include the significancéheftopic for nursing practice
and the rich data collected concerning patienbfgatontributing to readmissions. The
investigators were able to pursue lines of ingasythe interview unfolded creating new
insights and details of the participants’ experenwith managing heart disease at home
and interfacing with the healthcare system. Intamg methods often result in a higher
data yield than other forms of data collection (W@&oRoss-Kerr, 2011). The face to
face nature of the interviews allowed the investigato note the affective aspects of the
responses. The ability to clarify responses tagtestions directly with the participant

can increase the likelihood that quality data isected (Wood & Ross-Kerr, 2011). In-
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depth interviews are a low cost method of dataectibn (Shi, 2007). The data were
collected and analyzed using accepted methodsstoretrustworthiness which
strengthened the design.

Weaknesses of the design included the usual m¢leyent in semi-structured
interviews. There was a risk of introducing thedstigator’'s own bias based on previous
experiences related to the phenomenon of readmidiias on the part of the
investigator in formulating questions during thensstructured interview may have
influenced the results (Streubert and Carpenter1 28hi, 2007); however, attempts were
made through field memos and research meetingsnionize potential bias.
Audiotaping of the interviews may have caused pigdnts to be uneasy and limit their
responses. Findings are limited to the sample resgad population and are not
generalizable to othgropulations; however, the findings of this studgwpde insights
into the patient factors that may be determinahtsadmission. These findings could be
incorporated into future interventions and allowfiarther evaluation of their
effectiveness.
Products of the Capstone

The formal products of this Capstone project witllude:
1) The results of the qualitative analysis
2) A manuscript summarizing the Capstone suitablgfdnication in the

Journal of Cardiovascular Nursin@ee Appendix J)
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Section IV: Findings
The following research questions were address#usrproject:

*  What are the reasons for 30-day readmissions frenpérspectives of
patients and their family caregivers dischargechfeocommunity hospital
with a diagnosis of HF or AMI?

* What can be done to prevent the next readmissam the patients’ and
their family caregivers’ perspectives?

These questions were pursued through in-depth seodtured interviews guided
by the HBM model. Interview questions explored éksliconcerning the patient’s heart
disease, current health behaviors, and perceivetktsato performing them. Behavior
modifying factors of health knowledge and self-edfity were also explored. The mean
duration of interviews was 33 minutes. A total 664ninutes of interview data was
collected and 11,237 lines were transcribed.

A total of 10 patients and four caregivers werernviewed. All four caregivers
interviewed were female and all were spouse t@#tent. Three patients were
readmitted following an index admission for AMI aselven patients were readmitted
following an index admission for HF. Days to readsimn varied from zero (same day)
readmission to 28 days. Patient ages ranged frota 20 years. Education levels of the
patients varied tremendously ranging from an eiginétde level education to the graduate
level. Ejection fractions were collected and ranfyech (10-60 %). All patients had a
primary care physician and all except one saw {hv@nary care physician on a regular

basis. All patients had health insurance: sevenMiedicare as the primary payor, one
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patient had both Medicare and Medicaid, and tweeptt had commercial insurance.
Demographics of the participants can be found inlda (see Appendix H).

Data saturation was reached in the study. Consigtiéimthe literature, the
saturation point was considered reached when nalmenves were being generated from
the interviews (Shi, 2008; Strauss & Corbin, 1988)l the structures of the readmission
phenomenon from the patients’ and caregivers’ matsge were clear and their meanings
were visible (Wojnar & Swanson, 2007).

Several themes emerged from the data. Triangulafidbmemes occurred between
the caregivers’ perceptions and patients’ percaptan five themes: worsening of
condition/need for symptom relief, unmet learnimgds, failure to address the health
issue during the index admission, patient non-aatie with the treatment plan, and
challenging treatment regimens. An additional themerged from the caregivers
perspectives: lack of caregiver inclusion.

Worsening of condition/need for symptom relief

Several patients and caregivers pointed to theemimg of the patient’s condition
or the need for symptom relief as the primary redso readmission to the hospital. The
most common symptoms were shortness of breathtsst pain. Other symptoms
included fluid accumulation (swelling), leg paignsope, and bleeding. Frequently
participants did not see a connection betweendaémission and how the patient’s care
was managed at home. Many stated they “did not kKimowould not identify any actions
they could have taken to prevent the need for résglom. An 81- year-old male patient
with an ejection fraction of 30% had been home2®days. He relayed this story of

gradual decline:
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When | got home | was feeling alright, walking anduand all. But then

gradually my physical therapist took me outsidel, sould walk. My distance is

getting shorter. So | told my wife, | said, ‘Someqg’s not right. I'm not getting

better.” | said, ‘I get very short of breath.” Stessaid, ‘Well, we're going back to

the hospital and check you in. So that’s what vee @juote from patient 1a)

Patient 8a, an African American gentleman with B an ejection fraction of
30%, had been home for 11 days. When asked whdtroadht him back to the hospital
he stated, “my legs. I've been having problems wwithlegs.... Swelling. Fluid and
everything.” He conveyed the extreme discomforh&ée been experiencing prior to
admission. When asked if there was anything thaldcoave prevented his readmission
he replied. “No... | had to come. | couldn’t takend@ longer. | can't sleep.... | been up all
night just walking the floor.”

Some participants felt hospital readmission wasitable due to the severity of
the patient’s condition. One caregiver reported:

...he’s in congestive heart failure and that’s bad.ddesn’t have much of a heart

left. And then with his heart racing like it wa ®e just live day-to-day. (quote

from caregiver 2b)
Unmet Learning Needs

When patrticipants were asked about instructiong teeeived regarding care at
home, most reported that they felt prepared; howeviéh more specific questioning, the
theme of unmet learning needs emerged. All patiacitaowledged that they had
received discharge instructions although some Iféidudty recognizing them as such.

Others had difficulty recalling or incorporatingethinstructions when they got home.
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Patients and caregivers in the study identifiednised for more detailed and tailored
instructions to fully implement their treatment eeamendations once home in order to
prevent readmission. The greatest reported defrorsved implementing a low salt
and/or heart healthy diet, weight monitoring, antivaty level.

All HF participants had been told to restrict threadium intake, but there
appeared to be an extended learning curve regaitiéngglt content in foods as
demonstrated by the following example of an Afridganerican patient (8a) with a ninth
grade education discussing his low-salt diet:

| had no idea just from your canned food,... likecklen noodle soup. | used to

just get that all the time. That's full of salt. dthose little dinners, | was shocked

at that.... Yeah, | believe they could have told raekowhen | first started

coming up here. | think it might have really helped

A caregiver participant, the spouse of a patieatingitted following an AMI, was
looking for more information regarding dietary reazmendations,

Now I'm sure there are probably some specificsteel@o his condition. The only

thing | know is to reduce caffeine, but aside fribvat | don’t know of anything

specific other than | know just generally healtbgd, more fruits, vegetables,
grains, and so forth. (quote from caregiver 3b)

There were indications that the application ofitifermation to their everyday
experience was not well understood. For examplgemada, a 72- year -old, African-
American woman with an eighth grade education, ri@sd her condition as
“decongestional heart failure.” She had just beagribsed with HF on her previous

admission and understood her condition to be “vegyrious. When asked what she had
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to do differently every day to take care of hergestive heart failure she replied
“nothing that | know of.”

The following excerpt is from an interview with 8-9ear -old, Caucasian
gentleman, readmitted post- AMI with a™grade education. When first asked by the
researcher, he denied receiving any instructiooseglver, when asked if he was given
any papers with information regarding his care laglethe following comments:

Yeah, they give you beautiful pictures of the helddw who in the hell cares

about some pictures, right? Tell me “Eat this, tleat that, don’t do this.”

Because a person my age, | don’t care about th@tethat report... (quote from

patient 5a)

He further relayed that he was given a folder vathkinds of literature and
brochures,” but he did not look at it because i$ Waage after page after page” and “you
need a pair of magnifying glasses to read it.” ktew the folder out without reading it.

Another post AMI patient (3a) knew that he had nese discharge instructions,
but simply could not recall them. He stated thatlidenot have time to read them but had
planned to do so during his readmission. At readioins he had an outstanding question
about how long he needed to continue taking hia bletcker.

HF patients and their caregivers understood theg weobtain daily weights, but
experienced confusion around what a change in wegglly meant in regard to the
patient’s condition. Neither patients nor caregivesnveyed that they routinely
monitored for symptoms such as dyspnea on exesti@mkle swelling. There was also a
tendency for patients and caregivers to completaabk of weighing, but keep the

information to themselves until they visited thetwo or the home health nurse arrived.
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Significant weight gain did not always cue the @atito action. One caregiver relayed
the following story:

The nurse, when she comes, she’ll put him on thke sehe weighs originally 140

Ibs. On that Wednesday, she came and he weighelib458he called the doctor.

So she calls me back that night and the doctorfeaishe to double on his Lasix

in the morning and at night. So that’'s what | dgliote from caregiver 9b)

Another patient’s wife had remaining questionsaawning the patient’'s weight
and expressed it in this excerpt:

| still can’t understand that, three pounds irag dr five pounds in a week. |

guess if you don’t lose it by the end of the wee# @'s totaled to five. But I'm

hoping that he starts putting on some weight thougtean, how am | going to

know if it's from water. (quote from caregiver 1b)

According to this caregiver, her husband had coawk the hospital “because his
body had filled up with fluid.” She stated he haern'pounds of fluid.” When asked how
she knew it was time to bring him to the hospita selayed that he couldn’t breathe
despite turning his home oxygen up to 5 liters. &teeyed that when the rescue squad
arrived he was put him on 15 liters of oxygen.

In general it appeared that patients had not bemnded clear instructions
regarding activity level and exercise and some aersgptions were apparent. Patient 4a
expressed that the most important thing she netedéad for herself was getting her rest
and that she needed to be “more careful.” She lag@erception that she shouldn’t
exercise. The youngest patient participant in thdyswas most concerned about the lack

of specific guidance he received regarding a setigity level. He had a 10% ejection
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fraction and had been readmitted with chest pagrdiorted that there was some further
heart damage because he had exerted himself too. iHeexpressed his learning need
in these words:

| would have liked to know more about level of aityi, but | know....that’s kind

of a rough estimate, but | think there could hagerbbetter guidance there. At

what point do | want to push more?...They did a/\ggod job from a diet
standpoint....but I'm not exactly sure at what pahould | be doing what type of
exercise. (quote from patient 6a)

These data demonstrate that despite receivingmstreictions in the hospital
setting during the index admission, a deeper uta®igg was needed to apply the
information in the real-world environment. The uriearning needs left uncertainties
among participants in managing the patient’s catbé home setting.

Failure to address the health issue during the indeadmission

Some participants including both patients and daeeg shared their perception
that the readmission was due to a failure by ttadtheare team to find or effectively treat
the problem that brought the patient to the hobkhfirst time. Many felt they were left
without an answer regarding what had caused thentatsymptoms or the deterioration
in the patient’s condition.

One 64-year-old male patient with an index admissioHF had multiple
comorbid conditions including diabetes and sevarerac obstructive pulmonary
disease. His wife, who functions as his primaryegarer at home, provided her thoughts
regarding the link between her husband’s earlienission, and two subsequent

readmissions:
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...It was pneumonia the first time, but when he céaek in this second time,
they said it was pneumonia, but | think that hablésomething else going on
because we came in right before Christmas anddtight days. We went home
for Christmas, and then we was [sic] back in hefete New Year’s and we
stayed here twelve days...So it had to be somethog than just pneumonia
that was the problem. (quote from caregiver 9b)

Patient 8a described his frustration following aeseof admissions. He conveyed
that he did not have the answers or relief he rakdde stated, “I come, stay one day,
they’ll send me home, then the next couple daysblack again. I've just been in here a
week before and now right back here again.” Late¢he interview he relayed, “When |
came this time | told them, *You all just keep nmiuyou find something,” because | got
tired of coming in and going back home.” He repdtteat he did not feel physically
“ready to go” at the time of his last discharge #mat the same symptoms (leg swelling
and pain) brought him back to the hospital forrhisst recent admission. He stated, “I
had to come back. They goofed something up.” Wisé&eadhow the hospital could have
been more helpful to him on his index admissiosihgly stated, “If they pay attention
to me when you tell them how you feel.”

A caregiver (3b) stated she did not feel certaat tter husband was “ready to go”
home because he had to “stop three times jushgeattwn to the lobby because of
shortness of breath and pain.” Her husband wasnitiad the same day due to a
syncopal episode, and since she was not providddandlear explanation for the episode

she was left with concerns about the patient’s mdpeg discharge from the hospital:
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You know, one doctor would say one thing and thestlzer doctor would
something completely different and then a whole deator would come...And
we’re leaving with the impression of nobody redhows what's wrong with
him... and therefore, we don’'t know what to do.

In each of these cases the patients or caregiitrsoti feel their voices were
heard to their satisfaction. They expressed frtistradhat the “real” problem wasn’t
solved the first time, and some even indicated thagw” they would be readmitted as a
result.

Lack of patient adherence

Four patients reported a lack of adherence to omeooe elements of their
prescribed treatment plan. In only 2 of the caBesjever, did participants link their lack
of adherence to their need for readmission. Meitioa}f diet, smoking cessation, and
activity level were the common areas of non-adheredentified by participants.

Despite the number of medications patients in thdyswere prescribed, eight
patients reported they adhered to their prescnibedications. Most patients or
caregivers kept all of their medications in onenpireent spot as a reminder (e.g. kitchen
table or bedroom dresser) and most loaded a piltlyaXay of week and time of day.
Many had a caregiver who filled the box for thenhad been assisted by a home health
nurse in mapping out their medication schedulee&ather patients conveyed they had
not persisted in taking certain prescribed medicetior did not get the prescriptions
filled. Reasons stated for these choices weretatenance of the medication and the
expense. One patient admitted to consciously skgpgoses of medications on occasion.

Another patient (5a), a 90-year-old gentleman pddt, described his medication
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routine as once a day. In a follow-up question s asked if there were medications he
was supposed to take more than once a day. Hedeplihere are but I've never done it
that way. | figure, ‘screw you. I'm going to takeonly once.” ” He saw prescription
costs as a significant barrier to continuing with tmedications. At points in the past he
had stopped taking all of his medications.

Patient 10a reported frequent problems with adigeorhis treatment plan and
made a direct connection to his readmission. Hedta...it's my fault. You know,
there are some things | could do to make it betfen.not the perfect patient.” He
relayed that even though he knew his treatmentregvas “a matter of life and death,”
he did not really see it that way in “a day-to-d&jting.” He described his behavioral
pattern:

And then all of a sudden I'll say, ‘Well I'll be r@ght tonight. One more night is

not going to hurt anything.’ It's about like wheowquit smoking and start again,

‘One cigarette is not going to hurt anything.” Ainéit's the mentality that screws

you up because you have that, ‘It’s just one,” batwnot. But then | miss my 100

units on a Monday night. Then Tuesday night is i&e’ ... and then you missed

the 100 again Tuesday night. So it kind of stealsirol

This same patient had a fluid restriction of oterlper day. He described barriers
to adherence such as his “mouth always feelingofutiotton” and being so thirsty that if
he let himself he could easily “drink a 55 gallanimm of water.” He reported that he had
guit smoking 8 months earlier and could see thefitsnn his health status from this
significant change, but described it as “throwinguaket of water in the ocean.” He

considered it too little too late and questioneslliknefit of further changes.
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Patient 7a, a post- AMI patient, directly connedteslactions and his need for
readmission. Four days prior to his readmissiond@@ post discharge) the patient had
been cutting wood for his wood burning stove. “.. tdiel me to take it easy, which |
didn’'t do. As | result, I'm back in for a seconaii” He was asked if he had enough
instruction before he lethe hospital and he said, “Oh, no question. | tinbdige amount
of time | gave myself was enough and it wasn’t.” &itasked if the hospital could have
been more helpful in giving a timeframe for acinite replied, “No, | think they did the
right thing. | just jumped the gun on it is all.idfailure to “take it easy” appeared to be
influenced by the barrier of not having help at lecim chop the wood he needed to keep
his home heated. He admitted that adjusting tattigity limitations would be
challenging, but that “somebody else will have ubtbhe wood now.”

In the case of patient 3a, he was able to speakt &lmov his own choices caused
his index hospitalization for an acute MI. He talkebout the severity of his current
illness and made a connection back to a previoulaaleepisode:

The heart?... yeah, pretty serious stuff. | meamovkwhen | had my bypass [the

doctor] said ‘Go have fun; you've got 45 years baki obviously not doing

that right; I'm not doing something right becau'se here again.

He discussed his lack of initiative and “willpowed’ quit smoking, adhere to a
healthier diet, and engage in regular exercisetatked about his habit of eating sweets
and having to have something in his stomach bdfereent to bed as “probably more in
my head than in my stomach.” In discussing theruicsions he received regarding
smoking cessation, he elaborated with this statgrmieonestly yeah, | usually tune it out

when they say the wotop.” He made this remark despite his personal healthtgdmee
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“completely cigarette free.” He reported that stre®uld be the barrier to reaching this
goal. He explained his plan:

...S0 | am going to have to try and curb it somehiaw.not sure yet though. |

will think about it over the next couple of daygust seem to fall into these high

stress situations.

This patient’s statements reflected a lack of efitacy in making the needed
behavior changes. The patient’s wife, caregiversBlared his belief and worried he
would “have another heart attack and die.” Sherntgst his personality as having a
“glass half empty” approach.” She described higlsee

Now if he has what he needs...that | don’t knowdose all of it is really in
your mind. And personally, I'm the kind of person.do well with that. I'm able
to make changes and to accomplish things just lsecktake the time to do it.

He’s not from what | know about him, he doesn’téaévat same skill. ... |

believe he needs some guidance or support, butlew me, because sometimes

when | say it, it's not effective and it's perceivas something other than being
helpful.

She felt her husband would need additional resgurcachieve his goals. She
learned about the hospital’s cardiac rehabilitaposgram during his readmission and

planned on researching the program further onceshom
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Challenging treatment regimens

Several patients had significant co-morbid diage@sede from their primary
cardiac disease including hypertension, diabeteml disease, congestive obstructive
pulmonary disease and obesity. In addition twoepdsi were being treated for depression
and another patient relayed that he had suffeaed @hronic anxiety for years. Such
comments as “but there is so much wrong with meltreally can’t concentrate on one
thing, because if I do I'm turning my back on exbmg else” and “there’s a combination
of things that are close together so it is harfiigiore out” are evidence of the complexity
of the patients’ condition and treatment regiménse gentleman readmitted with acute
coronary syndrome described his attempts to foh@adiet instructions this way:

...With the high blood pressure and the diabeteschntesterol and everything

else, it's hard to have a set diet. It’s just tgyto mix the batch the best | can to

have a little of this even though it's not good flois. And then I'll have a little of
this even though it's not good for this. It's a idéot more on figuring out how
to mix and match than it is just to go ahead anced get it over with. (quote
from patient 7a)

Caregivers and patients alike described the coorfiusiese complex regimens
created and perceived it as a barrier to succégsnanaging care, particularly when
multiple physicians were involved. Examples of umciinated care among providers
were shared with the investigator. Caregiver 9Bisahe following picture:

Like | told the doctor, you see this doctor, yoe fleat doctor. This doctor tells

you one thing, that doctor tells you something .elég husband, he’s got let's

see, four doctors: diabetes doctor, heart doctorfamily doctor, and his lung
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doctor. And none of them agree with them. He goeme; well this one put him

on that. That one will put him on this. So they g running in circles just to try

to keep his meds up.

Discharge instructions during their index admissi@re targeted at their heart
disease. At the time of discharge, the comorbidlitmms were not discussed in most
cases. Putting it all together in a cohesive plas & need expressed by patients.

Lack of caregiver inclusion

Unique to the caregiver group was an emerging thatethey were not included
at an appropriate level in discharge planning ahdation. Two of the four caregivers
interviewed expressed this concern. They felt d Aanegative impact on the ability for
the husband-wife dyad to manage the patient'saaneme. Their statements were very
powerful and provided a perspective not heard enpifitient interviews. Two examples
follow. The first is an excerpt from a spouse @atient readmitted following an AMI:

So | think sometimes the doctors feel like if thalk to the patient they're giving

them the information. In my particular instance hugband, sometimes talking to

him is like playing telephone because | don't algvggt the accurate version or
accurate information...So | think that would be helgbr someone to say “Okay,
he’s going home. Here’s what we suggest. If youehawy questions here’s who
you call.” (quote form caregiver 3b)

She felt that no one knew she existed and feltjuickhe happened to be there
when the doctor came. She suggested an exit ietedye conducted with the family
member who’s going to be the primary caregiverd@értain they knew the plan, what

resources they had and who to call if there weoblpms after discharge. The second
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account comes from caregiver 9b. She had managdtibband’s care of several
comorbid conditions for a number of years and wasang advocate. She relayed that
despite her husband’s wishes to the contrary, stdffe hospital still addressed all of
their conversations to him and often provided ungions when she was not there:

...like 1 told them, he don’t’ understand and ... hak times he’s out of it and he

don’t know what he’s talking about. So when thdig ta him, he don’t

understand itSo you talk to meemphasis added]. That's the way | want it, but

they'll still tell him if I'm not there.... but he dot know what they talking about.
The caregivers believed their involvement was@ltdue to the inability of the patient
to understand and integrate the information reckin® their care at home.

Section V: Discussion

The purpose of this study was to explore patiectofa as a component of the
readmission phenomenon. Patients readmitted waidays after discharge from
inpatient treatment for heart disease (HF or AMé&ravinterviewed and their voices were
heard. This work builds on the limited qualitatresearch focusing on the perceptions of
readmitted cardiac patients and their caregivedsigthe first study to focus on a defined
cardiac patient population readmitted within 30slaya community setting. Six key
themes emerged from the study data: worseningeaf tondition/need for symptom
relief, unmet learning needs, a perceived faildréne healthcare team to address their
health issue during the index admission, a lagkatient adherence, challenging
treatment regimens, and a lack of caregiver inclugi discharge education and

treatment planning. The results provide a deepéerstanding of patients’ and
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caregivers’ lived experiences with readmissiormtospital and their capacity to care
for themselves or their loved one at home.

Patients and caregivers conveyed that worsenitigeaf health status with a need
for symptom relief was a primary reason for readiois to the hospital setting. This
finding was expected and is consistent with thdifigs of others (Annema et al., 2009;
Patel et al., 2007). Qualitative research spetufihie perceptions of post-AMI patients
on this aspect of the readmission phenomenon wiaemad in the literature.

The anguish with which some patients and caregivettsis study described the
symptoms leading to readmission was striking. Tinee post-MI patients in the study
responded immediately to the acute onset of symptoncalling 911. They perceived
their symptoms (chest pain, syncope, bleeding}hprh at great risk and sought
professional help immediately. In the HF patieh&ppeared more gradual progression
of their symptoms (fluid accumulation, weight gaand shortness of breath) were not
recognized and only when symptoms became mor¢hliatening (dyspnea at rest) were
they seen as cues to taking action. Some patiedtsaregivers in the current study
relayed that hospital readmissions were inevitdbke to the severity of the patient’s
condition. These beliefs may be indicative of awlsalge deficit or a low self-efficacy in
their perceived ability to manage the condition prevent readmission. These findings
build on previous qualitative studies investigatpagients’ knowledge and beliefs about
HF and their self-care routines. Horowitz, Reinl.&enthal2004) found that HF
participants operated on an acute vs. chronic meteh it came to self-care. As a
consequence, they did not routinely manage symptamish resulted in seemingly

preventable exacerbations. HF symptom recognitiehrasponse was the topic of a
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study by Jurgens et &h. 2009. These investigators found the majority2(p4f HF

patients believed they had little to no control oeir symptoms. Patel et al. (2007)
found that 11% percent of patients actually postisoseeking medical attention because
they felt their situation was hopeless which isststent with some HF patients in the
current study.

Surprisingly, participants in the current study dat identify seeking help earlier
as a measure that could have prevented the readmig#irty four % of patients in the
Patel et al. (2007) study reported they had wattestek care earlier, but simply had not.
In the Annema et al. (2009) study, 13% of patiems 12% of caregivers felt seeking
help earlier could have prevented the readmis$tatel et al. (2007) reported a barrier to
seeking help earlier for some patients was laghriohary care access. Several patients in
the current study had professional home health@Envolved. Primary care access
was not a barrier as 90% of the patients had $esnghysician within two weeks of
their discharge. In fact some were sent to theitaddpllowing a phone call or visit to
the primary care physician office. This is congist&ith previous findings where access
to primary care is associated with a higher reasiimisrate in the general population
(Kangovi et al., 2012). In combination, these poersi works and the current study have
important implications for assisting HF patientsl @ineir caregivers to prevent
readmissions. Enhancing their skills in symptom itoeimg and management, and using
subtler changes from baseline as cues for spegtécventions at home may improve
their perceived self-efficacy in preventing a re&hion to the hospital. This has been
noted in previous studies of HF patients regargel§care (Kyoung et al., 2014; Riegel

et al., 2009).
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Several patients and caregivers identified unnahiag needs when discussing
the instructions they received and how preparey fislein caring for themselves at
home. Surprisingly, in the study by Annema et 2000) knowledge deficit was not a
reason for readmission identified by patients oeg&ers; however, it was perceived as a
reason for readmission by the participating caadjits and the HF nurses in a portion of
the cases. Strunin, Stone, and Jack conductedigatjiua study in 20070 understand
the phenomenon of frequent rehospitalization froengdatient’s perspective in a generic
population. A lack of understanding about their roaldcondition or care procedures to
be followed was not evident in this urban populaid primarily low income patient#n
a 2012 study of all 30-day readmissions in a lamipan setting, Kangovi et al. found a
lack of preparedness at discharge as the reasahlpit11.8 % of the study participants.

The investigators recognized that some unmet legnméeds described by
patients were related to participants’ inabilityéaeive, recall, and understand the
discharge information. Consideration of the riskbealth literacyDennison et al., 2011;
DHHS, Office of Disease Prevention and Health Prioong 2007; Mitchell, Sadikova,
Jack, & Paasche-Orlow, 2012) and cognitive defiaitsardiac patients (Gharacholou et
al., 2011; Gure et al., 2012; Kim, Pressler & Gra0]3; Riegel et al., 2013% warranted
in light of these incidental findings. Both are ionfant patient factors in considering the
readmission phenomenon as they can adversely impgaatient’s capacity for self-care
(Walsh et al., 2012).

Patients and caregivers in the current study ifledtthe need for more detailed
and tailored instructions to fully implement thegatment recommendations. Areas

noted by patients included medications, diet, wiemgbnitoring, and activity level. These
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findings corroborate previous studies with the afmnderstanding self-care behaviors in
both the HF and AMI populations (Clark et al., 20D&cker et al., 2007; Hanssen,
Nordrehaug & Hanestad, 2005; Ho et al., 2007; Hawet al., 2004; Riegel & Carlson,
2002; Riegel et al.; 2012; van der Wal et al., 3086qualitative study examining
patients’ information needs in acute MI patientgegded that healthcare providers
consistently failed to meet both in-hospital andtpischarge information needs
(Hanssen, Nordrehaug & Hanestad, 2005). Deckalr €007) found AMI patients post
discharge wanted information specific to persohalkacteristics and situations. Their
need for detail increased over time as they togloee active role in their self-care.
Knowledge deficits were perceived as barriers toagang the patients’ care in the
current study. This further corroborates a 2014esyatic review by Clark et al., 2014
examining the determinants of HF self-care. Knogéednd skills represent modifying
behavioral factors in the HBM that can assist pésiéen carrying out the prescribed
treatment (Edberg, 2007).

Discharge education and instructions in the hokgétiing tend to be broad and
generic. Marked decline in hospital length of stiyst the time that can be devoted to
education by the healthcare team. As noted in tiseipn statement of the American
College of Cardiology Fellows’ Health Policy Staiemhon Patient-Centered Care in
Cardiovascular Medicine, education is an ongoirgg@ss that can be built upon over
time and must be individually and culturally appiape (Walsh et al., 2012). While
education can begin in the hospital it must comihayond its walls where it can be more

tailored to the patients’ psychosocial, culturad @amvironmental context.
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An unexpected finding was the perception of sonepe and caregivers that the
reason for the patient’s subsequent readmissiorthveaiailure of medical providers to
address the health issue during the index admisainding not previously cited in the
literature. This needs to be interpreted with @auythowever, since the perspective of the
medical providers is not part of the dataset. Ttmesne is significant since patients and
caregivers did not feel listened to, perceived tlegywithout answers, and then were
readmitted. We know that valuable information f@ghosing and care planning can be
missed if there is not good two-way communicatietween the healthcare team and the
patient and family (McDonald, Bryce, & Graber, 2D13wo-way communication has
been shown to improve clinical reasoning as wektdnald et al., 2013). The patient
safety literature is full of examples of serioussequences to patients when the
healthcare team did not attend to the patientroilyjamember concerns during a
hospitalization. Some patients and caregiverserctirrent study left without a clear
understanding of symptom management, a barriezltaare. This is an important
finding since as previously noted symptom managéemsdhe primary reason for patients
with cardiovascular disease to seek care in theearare setting (Annema et al., 2009;
Patel et al., 2007).

Only 2 of 11 study patients linked a lack of adineeeto prescribed interventions
to their readmission. In the Annema ef(2009) study, non-adherence to prescribed
interventions (diet, medication and fluid restiocts) was identified by 25% of the HF
patients and 26% of the caregivers as a reasaeddmission. The current study adds
more data regarding specific behavioral factorgctwvimay be helpful in selecting more

tailored interventions. One patient in the cursndy attributed his readmission to his
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lack of adherence to his prescribed activity led@nema et al. (2009) reported that 3%
of patients and 7% of caregivers felt readmissias due to an “imbalance of activity
and rest,” while activity compliance was not a faeh the study by Kangovi et al.
(2012). The second patient in the current studiydbanected his readmission to his non-
adherence experienced challenges with certain m&ois and his severe fluid
restriction. Adherence to medications as a reagporehdmission was reported by
Kangovi et al. (2012) in 5.7% of patients; howeyggblems with adherence to fluid
restrictions were not.

The HBM is helpful in understanding the non-adheeebehavior in these two
cases. In the case of the AMI patient it is impatrta note his previous AMI was three
years earlier after which he had a percutaneoesviention (PCI). Altered perceptions of
the seriousness of his disease may explain thismatdecision to engage in the
physically demanding activity of cutting wood with&a month after discharge. A 2009
gualitative study by Astin et al. found a mismaitchiiness perceptions among patients
receiving PCI. Participants often had difficultydemstanding the severity of their
condition, which sometimes resulted in unwise aigtievels which is consistent with the
actions of the patient in the current study. Thigepé experiencing difficulties with
adherence to medication and fluid restriction esped a sense of reduced susceptibility
to the consequences of his day-to-day behavioral$tedescribed the barriers of
annoying side effects and severe adverse effetts @rescribed medications and severe
thirst as contributors to his non-adherence. Haegexternal cues to action to facilitate

his health behaviors.
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Surprisingly, no patients in this study had beerspribed fluid restrictions to
control their heart failure symptoms. Fluid regtans were expected to be a significant
adherence issue for readmitted HF patients bas@demous research as in the study by
Annema et al. (2009). This finding may be explaibgdnore recent heart failure
guidelines such as the 2013 AHA/ACC guidelines,cniiecommend that fluid
restriction be driven by the clinical picture (Yaret al., 2013).

Five participants (both patients and caregivershécurrent study believed
improved adherence to prescribed health behawitbes (medications, smoking cessation
and exercise) could prevent the next readmissiothd 2009 Annema et al. study 33%
of HF patients and 18% of caregivers felt that ioved adherence with medications, diet
and fluid restrictions would protect against reagbians. Strunin et al.(2007) found
adherence to be a major issue with nearly 50% op#réacipants describing
circumstances that prevented them from followinglived advice they had been given.
Self-reportecadherence to prescribed medications in 8 of 1Epttin the current study
is comparable to the finding of Kangovi et al. (2ptvhere overall medication
compliance was 80.3%. Annema et(2009) did not report medication compliance
separately. Barriers to medication adherence ifiedtin the current study included cost,
medication intolerance, worrisome or annoying siffects and a denial of perceived risk
(susceptibility) in the day-to-day. These barrimns consistent with the qualitative
findings of others in regard to medication adheeeinccardiac patients (Decker et al.,
2007; Garavalia et al., 2009; Happ, Naylor, & Ro@ 1997; Kangovi et al., 2012).

The noted barriers to adherence to a heart hedighyCondon & McCarthy,

2006) or a salt restricted diet (van der Wal et24l06), exercise, and smoking cessation
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were also consistent with previous findings inliterature (Hanssen, Nordrehaug &
Hanestad, 2005)The HBM proposes that the benefits of the behaVicmange must
exceed the barriers in order for uptake of the gharo occur (Edberg, 2007). A focus on
the patients’ and caregivers’ understanding oteefits of these therapies and
addressing their perceived barriers would be ingmarin these cases.

As the results of the current study demonstratectimplexity of a patient’s
treatment regimen is a perceived barrier by paiant caregivers to successful home
management. Patents’ and caregivers’ expressiot@ndiision appear to represent a
decline in self-efficacy as the complexity of theatment plan grows. Sources of
complexity described by patients included co-modmdditions and a lack of
coordination among physicians from different spiieis. The results of the current study
support the findings of Annema et al. (2009), wi&8& of patients and 37% of
caregivers reported other diseases as a reasogafimission. They also corroborate the
findings of Patel et al. (2007) where 57% of pasgwut off seeking care because they
had attributed their symptoms to something othan tHF. Comorbid conditions as a risk
factor in readmissions has been previously estadi¢Braunstein et al., 2003; Dunlay et
al., 2012; Patel et al., 2007; Tsuyuki et al., 200ke current study provides insight into
how the interactions between these disease stat@eaeived by patients and caregivers
and the additional challenges it creates for sefiagement. The experience of patients
trying to reconcile contradictory specialist recoemdations documents the
fragmentation of our healthcare system. Recognittiedourden navigating between
specialists creates for patients and their caregigean area for further consideration in

preventing readmissions.
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The need for inclusion by the caregivers is an irtgrt finding to consider.
Annema et al2009) found the perceptions of caregivers on ¢ason for readmission
differed from patients in 60% of the cases, andgetions of caregivers and patients
taken together differed from the perspective offtealthcare providers 76% of the time.
The researchers suggest that a full picture oféghsons for readmission from both the
patient and caregiver is needed to ensure intaorenprescribed by the healthcare team
are relevant to the HF patient’s situation. Theiltesof this study build on this
recommendation by demonstrating the caregiversesged need to be included in care
planning and education. Researchers in both th2 R@mgovi et aland the 2007 Strunin
et al. studies found that the lack of social suppolower socioeconomic populations is a
significant contributor to readmissiofihe limited research on the presence of social
support has shown to improve outcomes in cardifierga including rehospitalization
and mortality (Luttik, Jaarsma, Moser, Sandermana& Veldhuisen, 2005 the
current study capable caregivers were presenndiutonsistently included in transition
planning. A recent review found that family caresgsrhave been largely ignored and
engaging them deserves higher priority in mostsitaomal care program&{bson, Kelly, &
Kaplan, 2012)While patients’ rights to autonomy, privacy, and confitgity must be
respected, ensuring their desired social suppertdaregivers) are informed and
included in the decision making is important.

In summary, the HBM was a useful theoretical frarogwto guide this research.
The findings provide important insights into thegpectives of HF and AMI patients and
their caregivers on the readmission phenomenonetdtehding the patients’ and

caregivers’ beliefs about the perceived threaheirtillness on a day-to-day basis and
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whether they view the condition as acute or chromay interfere with effective self-care
and lead to preventable readmissions. Patientsanedjivers need more detailed and
tailored instructions as part of transitional carerder to implement effective self-
management strategies at home. [Blo& of inclusion of caregivers, uncoordinated care
complex treatment regimens, and ineffective comigation were described as barriers
to preventing readmissions. Recognition that epatient’s situation is unique will assist
the healthcare team in enhancing care transitindgeeventing readmissions.
Nursing Practice Implications

The findings in this qualitative study have sevarglications for nursing
practice. In general tools to assess the knowleddebeliefs of both patients and
caregivers about the patient’s condition includaegceived threats of the illness and the
barriers and benefits of treatment would be helpfuletermining where intervention is
needed. These tools already exist for HF and AMiepts (Katz et al., 2009; Sethares &
Elliot, 2004; van der Wal et al., 2006) and couddused more broadly as individual
patient assessment tools to tailor interventiomgliping patient and caregivers with
self-management strategies to respond to subtlegelsas essential. Improved
assessment of patients’ cognitive functioning agalth literacy levels of both patients
and caregivers is necessary so that educationariaatand methods are delivered at the
appropriate level (Cloonan et al., 2018).addition, continuing education and support
for behavioral changes post discharge is warrafRezhel et al., 2009). The perceptions
by patients and caregivers that the healthcare fa#ed to take care of the patients’
needs at the index admission indicate the neefliffrer engagement of the patient and

their caregivers. Nurse leaders must work to ensansition planning in the hospital is
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patient and family centered and their context &f-sare is understood. Ensuring the
complexities of a patients’ treatment regimen isstdered by all providers is imperative
and as others have suggested interventions ainreddrmission may need to have a
broader focus (Kangovi et al., 2012).
Nursing Research Implications

The findings of this study support the need fortoanng research on effective
interventions to impact the outcome of readmissiéosus groups with families and
caregivers would be a logical progression in tegearch. Further research on the impact
of low health literacy and cognitive deficits oradenissions is warranted. Currently most
interventions appear to be one size fits all. Esaliits of the current study demonstrate
opportunities still exist for more effective intertions related to fluid balance, symptom
recognition and self-management. The use of simemaechniques with HF patients to
enhance this learning would be an exciting argautsue. As part of their performance
improvement efforts many hospitals have alreadyibebe process of focused
interviews with patients readmitted within 30-dalysyvever, a validated tool that
incorporates constructs of behavioral theory hagoyemerge. Research on the use of a
structured “exit” interviews that include patientaregivers, and the healthcare team
along the continuum of care using technologies sisclweb meetings and video
conferencing would also be a natural progressiahisfwork.
Limitations

There are important limitations to note. The stuag limited to one community
hospital so the findings may be unique to thisrsgttAs in most qualitative studies

convenience sampling was used. The disproporticstatee of men and participants with
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some form of health insurance and good accessrt@mpr care may have affected the
results. Barriers to adherence were thoroughlyaeplin this study, but benefits of
adherence to therapies were not systematicallyupdrashich may have provided richer
data on this topic. The small numbers of caregivecsuited is another limitation of the
study. A significant decline in the readmissioreratcurred between the time this study
was conceived and participants were recruited.pdpailation studied may represent
those readmissions which are more challengingaweqnnt.
Conclusion

Reduction of readmissions in acute care hospiads iimperative for US
hospitals and is an important outcome for patighesy families, and the healthcare
system. The HBM was used as a theoretical guiggptore the perspectives of AMI and
HF patients’ and caregivers’ on the phenomenoradmissions. Consideration of
patient factors beyond sociodemographics is reletea@ngaging patients and caregivers
in shaping effective transition plans. Intervensida prevent readmissions in HF and
AMI patients should consider the patient factorsahorbid conditions, health
knowledge, self-efficacy, and beliefs regardingieas in carrying out the prescribed
treatment plan. Clinicians need to understand patient’s context for self-care and
tailor interventions accordingly to reduce theskrof readmission. Nurses across the

continuum of care are in a unique position to “Héair voices.”
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Figure A1l.Ashton and Wray’s (19968)onceptual framework for the association between

premature discharge and early readmissibrpatient care processes, outpatient care,

reimbursement models, and certain patient fact@slepicted in the model. Reprinted

from “A conceptual framework for the study of earfadmission as an indicator of

quality,” by C. M. Ashton and N. P. Wray, 199ycial Science Medicind3, p.1536.

Copyright 1996 Elsevier Science Ltd.
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Figure A2.Kangovi's (2011)Determinants of Hospital Readmission model. Kangovi’s
expansion of Ashton & Wray’s (1996) conceptual feavork. Kangovi included health
policy as a major component and added accesséaaasaa health services factor and
illustrated socioeconomic resources as a patietdfaontributing to readmissions.
Reprinted from “Hospital Readmissions: Not justeasure of quality,” by S. Kangovi &
D. Grande, 2011The Journal of the American Medical Associati®dg, p.1797.

Copyright 2011 American Medical Association.
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Holistic Determinants of Hospital Readmission Model

v
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Health knowledge & beliefs
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Figure 1. The author's Holistic Determi ts of Rec issi model. This comprehensive model of the phenomenon of readmissionsexpands the
patient domain and adds demographic variables, health knowledge and beliefs ;and health behaviors to the patient factors that may impact
readmissions. Adapted from “Hospital Readmissions: Not just a measure of quality,” by 5. Kangovi & D.Grande, 2011, The Journal of the American
Medicol Association, 306, p.1797. Copyright 2011 American Medical Association and “The health belief model and personal health behavior, by
M.H. Becker, M. H., ed., 1974, Health Educotion Monogrophs 2, 324-73.

Figure A3.The author’dHolistic Determinants of Readmissiom®del. This
comprehensive model of the phenomenon of readmis&rpands the patient domain
and adds demographic variables, health beliefdhaatth behaviors to the patient factors
that may impact readmissions. Adapted from “Hos$pteeadmissions: Not just a measure
of quality,” by S. Kangovi & D. Grande, 201The Journal of the American Medical
Association306, p.1797. Copyright 2011 American Medical Asation and and “The
health belief model and personal health behavimy,M.H. Becker, M. H., ed., 1974,

Health Education Monograpi 324-73.
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Final Search Results
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Figure A4.Research design categorization of articles medticigsion criteria.
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Appendix B

A. Studies on health policy

Lead Design Purpose Sample and Setting Findings and Recommendations

Author

Soran, Secondary To assess the impact of a homeHF patientsl = 315) The 6-month mean Medicare costs

2010 Analysis of based disease management  discharged from the Universitywere estimated to be $17,837 and
multicenter program that included a HF of Pittsburgh Medical Center ir$13,886 for the intervention and usual
“Heart monitoring system on the clinicaPennsylvania, Case Western care groups, respectively. Overall
Failure and economic outcomes of University Hospital in Ohio,  medical costs were significantly higher
Home Care Medicare beneficiaries and Mount Sinai Medical for those receiving the intervention
(HFHC)” representing the elderly, womenCenter in Florida. Mean age = than those receiving usual care. The
trial and non-Caucasian males 76, 65% female. Non-Hispanicmodel accounted for an estimated 9%

white males were not enrolled.of the variation in costs.

B. Studies related to patient factors

Lead Design Purpose Sample and Setting Findings and Recommendations
Author
Annema, A descriptive sub To gain insight into reasons forl023 patients from 17 DutchThe agreement on the possible
2009 study of a HF readmission from the hospitals were included in thprevention of the readmission was
multicenter RCT onperspective of patients, original study. Information 72% between patients and their
the effects if caregivers, cardiologists, and on the reasons for caregivers and 78% between health
education on HF  HF nurses; to examine readmission in the opinion ofcare providers. Patients described
outcomes similarities and differences in patients, caregivers, improvement of adherence (33%), in

perspectives on the reason forcardiologists, and HF nursesparticular to fluid restrictions, as the
an HF readmission; andto ~ was gathered on (46%) of thenost important intervention to
describe possibilities to preventeadmissionsN = 173). prevent readmission.

an HF readmission from

different perspectives.
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Lead
Author

Hodges
2009

Roe-
Prior
2007

Design Purpose Sample and Setting

A descriptive, To explore individual 41 male and female

mixed qualitative  perceptions ofife purpose participants aged 60 years

and quantitative  (LP) health related quality of and old from San Antonio,

correlation study life (HRQOL) and hospital Texas, recruited from
readmissions among older  cardiology offices and HF
adults with HF in order to clinics.

provide a foundation for the
development of safe and
effective holistic intervention
strategies to decrease
readmissions.

94

Findings and Recommendations

There was a positive significant and
moderate relationship between LP
andHRQOL and a positive,
significant, and moderate
relationship between HRQOL and
hospital readmissions. Psychosocial
well-being, physiologic well-being,
hope/optimism, and spirituality
were the 4 most frequently
mentioned themes identified during
the patient interviews.

Descriptive The purpose of this study was Elders hospitalized with HF Sociodemographic factors are less
secondary analysis to perform a secondary in two Philadelphia (urban) important than severity of illness
correlating analysis of data collected in anhospitals and a similar groupfactors in predicting post-discharge

sociodemographicsearlier study (Roe-Prior, 2004)of admitted to two Scranton, service use, but do have a positive

with healthcare to determine if PennsylvaniaN = 103).
utilization sociodemographic factors,

such as age, gender, race,

living situation, marital status,

education, and income were

related to post-discharge

service utilization in the

elderly hospitalized with an

acute exacerbation of HF.

predictive value. All -cause
readmission was predicted by being
single and low-income approached
significance. None of the factors
were predictive of HF related
readmissions. Community
“dwellers” were more likely to use
the emergency room for acute care
than urban patients, and patients
who used the ED for acute care
tended to be less educated.
Black/Asian race was correlated
significantly to the use of
unscheduled physician visits.
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C. Studies related to health services: Experimesttalies

Lead Design

Author

Angermanr RCT,

2012 multicenter
trial

Antonicelli Single site
2008; 2010 RCT

Purpose Sample and Setting  Findings and Recommendations

To determine iHeartNet Carevould Patients were recruitedThe combined primary endpoint of

have a more a favorable impact on at 9 hospitals in mortality and readmissions was neutral.
time to death or readmission than  Bavaria and Baden- HNC patients improved NYHA class
usual careHeartNetCare was a Wirttemberg (P=0.05), physical functioning (P=0.03),
coordinated nurse-led intervention thatischarged from the and physical health component
included an in-hospital HF nurse hospital following (P=0.03). There was a 38% reduction in
specialist to teach self-monitoring, acute decompensated all- cause mortality in the intervention
structured post-discharge telephone HF (N = 363). group, but no significant difference with

support by trained nurses, medicationrNYHA class Il — IV,  primary outcomes of readmission.
titration in collaboration with the PCP 40% llI-1V; Mean age Quantitative assessment of patient
and needs adjusted specialist care. = 68.6; 29% female. requirements suggested that besides
Contacts were weekly the first month Patients were followed telemonitoring individualized care

and then tailored to NYHA class and for 6 months. considering noncardiac problems should
individual needs thereafter. Usual care be integrated in efforts to achieve more
was standard discharge planning, sustainable improvement in HF
treatment plans, discharge letters, and outcomes.

follow-up with PCP’s or cardiologists

within 7-14 days.

To explore whether, the addition of HF patients admitted Home-based telemonitoring-with
home telemonitoring to a team basedto the Italian National integrated management resulted in a
integrated HF care system reduces Research Center on significant reduction in the combined

mortality and re-admission rates in  Aging Hospital rate of HF mortality and hospital

elderly HF patients. The secondary (N =57). Mean age of readmission. The intervention group had
aims of the study were to assess the 78.2; 58% men,; significantly better health perception
impact of telemonitoring on patients’ NYHA class Il = scores as compared to patients in the

compliance with prescribed therapies33), class Ill ( = 21)  control group. Positive results need to be
quality of life and the costs of the and class IVif = 3). confirmed by studies including a larger
intervention as compared to usual 12 month follow-up. sample and a longer follow-up period.
care.
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Lead
Author
Aquado,
2010

Copeland , Single-site

2010

Chaudhry, Multisite

2010

Design

Single
study RCT

RCT

RCT

Purpose Sample and Setting

To evaluate the effectiveness ofa A 400-bed urban

single nurse performed, 2 hour, hometeaching hospital in

based, educational intervention for Barcleona, Spain

patients admitted with HF. (N = 106). Mean age =
77, NYHA class Il —
IV; left ventricular
ejection fraction <
45%. Patients were
followed for 24
months.

To assess the effect of a telephone A Veterans Health

interventions focusing on education Administration

and behavior management to improvédiospital. Patients with

quality of life among patients with HF.HF (N = 453); mean
age of 70; 22%
Hispanic; 7% African
American; all but 5
patients were male.
Patients were followed
for 1 year.

To determine whether an interactive, 33 cardiology
voice-response, non-physiologic practices across the
telemonitoring would reduce the United States
combined end point of all cause (N =1653). Mean age
readmissions or deaths among patients61 years; 42%
recently hospitalized for HF versus female; 39% African-
usual care. American; 94.2%
NYHA class II-1V.
Patients were followed
for 6 months
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Findings and Recommendations

The intervention group had significantly
less emergency room visits (p = .000),
fewer unplanned readmissions

(p = .000), and lower costs (p = .001).
This was a single study with a
homogenous and well-educated
population, so generalizability is limited.

No significant differences on the

primary clinical outcomes of
readmissions, 30-day all cause
readmissions, HF readmissions were
found. The intervention group had better
compliance scores on 2 out of 4 self-care
recommendations. Costs were
significantly higher in the intervention
group. Nursing case management
models can add cost and increase
utilization.

No significant differences were found
between the two groups for either the
primary endpoints of all cause
readmissions or deaths or the secondary
endpoints of HF hospitalizations,
numbers of days hospitalized and
number of hospitalizations. The
intervention was ineffective.
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Lead
Author
Del
Sindaco
2007

Giordano
2009

Design

RCT

Multicenter
RCT

Purpose Sample and Setting

To determine the long-term efficacy oHF patient seen at 2
a hybrid home-based, and hospital HF clinics in Rome,
clinic-based interdisciplinary HF Italy (N=173). Mean
disease management program age, 77; 48% women;
involving cardiologists, primary care 61.8% NYHA class llI
physicians and nurses, combining pre IV; 75 % with

and post-discharge care including  ejection fractions of <
nurse telephone follow-up and 40%. Patients were
primary care Visits. followed for 2 years.

To determine whether a home-based Patients hospitalized
telemanagement and teleassistance with diagnosis of HF
(HBT) programme in HF patients at 5 cardiac rehab
decreased hospital readmissions andcenters in Italy

97

Findings and Recommendations

At the 2-year follow-up, the intervention
group had a 36% reduced risk of death
or readmission for HF and a number
needed to treat of 3.8. The program was
associated with a 42% relative risk
reduction of an unplanned hospital
admission due to HF. All-cause
mortality and cardiovascular mortality
did not have significant reductions when
examined independently. The
intervention group reported significant
improvements in functional status,
quality of life and b-blocker prescription
rate. The hybrid disease management
program was effective in improving
outcomes.

A significant positive difference was
found in the HBT group for all cause
hospital readmissiong € 0.03), with
the number needed to treat being 4 to

hospital costs in comparison with the discharged on optimal prevent one readmissions, and for HF

usual care (UC). drug therapy.
(N =460). Mean age
57; 16% female in
HBT and 14 % in UC
group. NYHA class I
— IV 56% in HBT
group and 35% in UC
group. Follow-up was
1 year.

readmissionsp(= 0.0001). HBT patients
experienced a 31% decline< 0.001)

in hemodynamic instability, and
significantly lower costs. Home
telemanagement in HF patients has the
potential to improve access, outcomes
and reduce costs. A larger study is
needed to validate the results.
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Lead
Author
Jaarsma
2008

Kommuri
2012

Design

2- armed
multisite
RCT called
the Coor-
dinating
Study
Evaluating
Outcomes
of
Advising
and
Counseling
in Heart
Failure
(COACH)

Single site
RCT

Purpose Sample and Setting

To examine the effects of two arms ofPatients hospitalized
a nurse-led disease management  for HF at 17 hospital

98

Findings and Recommendations

No difference was found for the primary
composite end point of death and

program in a sufficiently large sites in all four regions hospitalization between both the
population with an assumed relativelyof Netherland moderate or intensive intervention group
high event rate. Intervention A (N =1023). Mean age and the group receiving usual care.
included a visit by the HF nurse in = 71 years; 62% male; There was no significant difference in

hospital, additional visits at the HF  50% of patients had
clinic where patients were educated byild HF and 50% had
protocol with behavioral strategies to moderate to severe
improve adherence. Intervention B HF. Patients were
added more intensive contacts and followed for 18
support with weekly contact with the months.

nurse in the first month and then

monthly. Additional contacts were

made such as home visits from other

ancillary disciplines.

To examine the effect of a 1 hour Patients hospitalized

nurse-led discharge education sessiowith HF at the

on performance on HF knowledge  University of

assessments (HFKQ) and clinical  Michigan (N = 265).

events of death or rehospitalization. Mean age 67; 39%
female; 78%
Caucasian. Patients
were followed for 6
months.

the median number of days lost to death
or hospitalization between groups. There
was also no difference between groups
with respect to the proportion of patients
who had multiple HF readmissions.
These results do not support the concept
that adding nurse- led management
program to standard care of a
cardiologist reduces the combined end
point of death or rehospitalization
because of HF.

Patients randomized to the nurse
education intervention (n = 113)
demonstrated significantly

higher total HFKQ score increases
compared to patients receiving the
standard discharge process

(p = 0.007). Patients experiencing death
or rehospitalization in the subsequent 6
months were found to have significantly
lower HFKQ scores (p = 0.002)
compared to patients without a clinical
event.
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Lead
Author
Krantz
2008

Kurtz
2011

Design

Single —site
RCT

Quasi-
experimental

Purpose Sample and Setting  Findings and Recommendations

To determine whether patients Patients hospitalized afThe intervention group improved
receiving carvedilol 3.125 mg twice a Denver hospital with significantly in NYHA class, had

daily starting before hospital a primary diagnosis of significantly higher b-blocker utilization
discharge coupled with nurse acute decompensated and an 84% reductions in the total

surveillance and counseling after HF (N = 174). Patients number of HF readmissions compared
hospitalization had better clinical were 80% uninsured, with usual care (p=.02).
outcomes as compared to usual caré2% minorities, and

80% unemployed or

disabled. Patients were

followed for 6 months.

To assess the effect on Patients recently A significant reduction in the combined
cardiovascular death or re- discharged from primary endpoint in the telemonitoring
hospitalization for HF of hospital or diagnosed group compared to standard care, but no
three different clinical management with acute or difference between the HF clinic and
strategies: standard HFcare, worsening HF up to  telemonitoring groups. The risk
management in a HF clinic and in- three months before atreduction for the primary endpoint (CV
home monitoring through telephonidRouen University death and hospitalization for HF) was
automated prompts (Telecard) and Hospital in France 28% and 32% in the Telecard and HF
escalation protocols. (N =138). 78% male clinic groups respectively. Outcomes in

with a mean age of 68.isolation showed only a difference in
12 month follow-up.  hospitalization rate, not cardiac
mortality.
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Lead Design Purpose Sample and Setting  Findings and Recommendations

Author

Kwok, Single-site  To evaluate the effectiveness of a Patients hospitalized No significant difference in readmission

2008 RCT community nurse-supported hospitalvith HF over 60 years rates, but the number of readmissions
discharge program in preventing age in a major tended to be lower in the intervention

hospital readmissions, improving teaching hospital in  group. There was no significant
functional status and handicap of Hong Kong N = 105). difference in costs of care, functional
older patients with chronic HF, and 45 % male. 6 month  status or mortality rates.

reducing costs of care. follow-up.

Mendoza Single —site To assess the effectiveness ofa  Patients > 65 years  There were no significant differences in

2009 RCT Hospital at Homanodel (H@H), a identified in the mortality, cardiovascular events or
multidisciplinary team home care emergency departmenteadmissions due to HF, functional
intervention, compared with in- with acute HF at an  status, or HRQOL. Costs in the H@H
hospital care on the combined academic hospital in  were significantly less than the usual
outcome of mortality, HF re- Spain (\ = 80). care group (P<0.001). The Hospital at
admission, or other cardiovascular NYHA class Il — 111, Home model was equally effective as
event (such as stroke, acute coronakean age = 80. usual care, but delivered at less cost.

syndrome, and need for coronary Patients were followed
revascularization), and the evolutiorfor 12 months.

of functional status and quality of

life. A secondary aim was to

compare the health expenditures

between groups.
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Lead Design Purpose Sample and Setting  Findings and Recommendations
Author
Soran RCT, To assess the impact of a computerElderly woman and  No difference between intervention and
2008 multicenter  driven telephonic home-based non-Caucasian male control group on clinical outcomes of
trial disease management program on tiedicare beneficiaries readmissions, cardiac mortality and
clinical and economic outcomes of with HF admitted to  hospital length of stay for HF. The
Medicare beneficiaries. hospitals in Pittsburgh,investigator speculated that there was no
Miami, and Chicago difference because the control group
(N=315. NYHA received the same enhanced education
class Il-Ill. Mean age and a scale as did the intervention group.

= 76 years; women,
65%. Non-Hispanic
white men were not
enrolled. Patients

were followed for 6

months.
Shelley, Quasi - To evaluate the effectiveness of  Patients discharged Readmission rate for the HF participants
2010 experimental home visits combined with with HF from a involved in the outpatient HF program
with a pre- telephone follow-ups and to Boston Magnet was reduced from 14% to 0.01%.
post test determine how rates of compliance hospital(N = 32). Significance of these results was not
vary as a function of the number of 69% females; Mean presented. This study had significant
home nursing visits a participant age = 77 years. design challenges.
received. Patients were followed

for 12 months.
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Lead
Author
Tibaldi,
2009

Wakefield 2- armed

2008;
2009

Design

A single-site

RCT

RCT

Purpose

To evaluate the feasibility and
effectiveness of a physician-led

Sample and Setting

Patients 75 years or
older admitted for HF

hospital-at home service for selectedecompensation at an

elderly patients with acute
decompensation of HF.

To evaluate the efficacy of two

Italian academic
hospital N = 101).
NYHA 1lI-IV only;

35 % NYHA class IV,
Mean age = 81; 52%
men. Patients were
followed for 6 months.

107-bed VA tertiary

telehealth-facilitated post-dischargecare referral center.
support programs (one telephone Patients hospitalized

and one videophone) in reducing

for HF exacerbation

resource use in patients with HF vs.(N = 148).NYHA Il

usual care.

28%; 111-65%; IV-7%;
Mean age = 69; 94%
Caucasian, 99% male.
12 month follow-up.

102

Findings and Recommendations

No significant differences in the length
of stay in the ED, 6 month mortality,
and number of hospital admissions. The
mean time to first admission was longer
for the intervention group(= 0.02),

and this group also experienced
significant improvements in depression,
nutritional status, and quality-of-life
scores. Costs of the hospital at home
service were significantly less than usual
care p <.001).

No difference was demonstrated across
the three groups for HF readmissions,
mortality or time to first readmission.

No difference was detected in the
HRQOL score, self-efficacy, perception
of care or medication knowledge. There
was a significantly lower all-cause
readmission rate of combined
intervention subject9(= .04) and time

to first admissiong =.02).
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Lead Design Purpose Sample and Setting  Findings and Recommendations

Author

Woodend, Single-site  To determine whether telehome Patients with HF or At one year a significant reduction in the
2008 RCT monitoring of patients with cardiac angina at University of number of readmissions for angina

disease at high risk of readmission Ottawa Heart Institute, patients in the intervention group, but
would reduce hospital readmissionsa 1200 bed teaching not HF patients. No reduction in angina

improve functional status, and facility (N = 249). or HF patient’s number of days spent in
improve quality of life over usual NYHA > class II; the hospital. No significant differences
care Mean age = 66; 75% between groups in the number of
male. 12 month emergency department cardiology,
follow-up. primary care or home care visits at any

interval. The combined intervention
group had significantly higher HRQOL
and care satisfaction scores over time,
and better exertional capacity.
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D. Studies related to health services: Descrigtueies

Lead Author  Design
Oliva, 2010 Descriptive,

exploratory sub-

study of a

multicenter 5-

year RCT.

Purpose Setting and Sample Findings and Recommendations
Patients in the treatmentTo determine if RN case Patients experiencing 2 or more inpatient
arm of the studyN= manager activity type, timing, admissions received slightly less case
1551). Comorbidity and time in minutes/hours is management time (p <. 05) than patients
mean =4.5 conditions; associated with readmission with either 1 or no admissions during the
mean age = 75 years. Ndrequency in older adult study period. The most frequent activities
NYHA class. Two- patients with a primary the nurse case managers engaged in were
thirds live in rural zip  diagnosis of HF. A Medicare in the following standardized categories:
codes. Coordinated Care Assessment, Identify Needs, Explain
Demonstration (MCCD) site in Disease/Self-Care, Monitor and Explain
lllinois. Medications.

E. Studies related to health services: Systematiews and meta-analysis

,I&i?r?or PICO question
Brown, 1. To assess the
2011 effects of patient
education on
Sample mortality,

N = 68,556 morbidity,
Mean age = HRQOL, and
61.9 years. costs in patients
82% with CHD
Caucasian 2. To explore
58% male predictors of the
effects of patient
Studies:13 education with
since 1990 respect to index
cardiac event.

Eligibility Criteria

Inclusions: RCTs; »
primary intervention »
was education;
minimum of 6-month,
follow-up; published
in 1990 or later;
adults with CHD. R

Exclusions: HF,

heart valve surgery, ,
heart transplant,
device implants;
studies with exercise,
or psychiatric
interventions

Summary
measures
total mortality No strong evidence of an effect of The event rate was low;
cardiovascular education on all-cause mortality, and therefore, the meta-

Summary of evidence Limitations

mortality cardiac morbidity, revascularizatioranalysis lacked sufficient
non- or hospitalization. No consistent  statistical power to make
cardiovascular  difference in HRQOL, however, a definitive conclusions on
mortality number of studies demonstrated the impact of educational
total statistically significant differences interventions. Bias was
cardiovascular IN HRQOL domains in favor of introduced as groups
(CV) events intervention. Five studies looked atoften received additional

fatal and/or non- COsts and none found to be cost- interventions.
fatal myocardial effective.Conclusion: Summative

infarction effects of education on mortality

(25% RR) and morbidity

(17-42% RR) are clinically

important.

other CV events
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kﬁ?ﬁor PICO question Eligibility Criteria ilg::ﬁ;ys

Inglis, 1. To update the Inclusions:  all-cause

2010 systematic RCTs mortality.
review and Primary interventions: « gll-cause and

Sample meta-analysis  structured telephone HF-related

Telephone previously support or hospitalizations

support completed in telemonitoring. other outcomes

N=5613 2007. included length

Tele- Exclusions: of stay; quality

monitoring 2. To assess the intervention or usual

N=2710 effects of
Adults > telemonitoring
18 with HF and/or

Mean age: structured
445t0 78 telephone
years. support

64% males program.

Studies:
25 since
2006

care could not include
a home visit or more
than the usual (four to
six weeks) clinic
follow-up.

of life,
acceptability of
the intervention
to the patient;
and cost.
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Summary of evidence Limitations

Structured telephone support and Unable to stratify
telemonitoring programs for the effect of the
patients with HF reduced the risk ointerventions by
all-cause mortality by 12% and  age, sex, functional
reduced the risk of HF class.
hospitalization by more than one

fifth and may reduce all-cause

hospitalizations from 8%to 9%.

Confirms the efficacy of structured

telephone support or telemonitoring

as a component of multidisciplinary

HF management. Structured

telephone support and

telemonitoring reduced healthcare

costs, were accepted by patients,

improved prescribing of evidence-

based pharmacotherapies, improved

patient HF knowledge, self-care

behaviors, and NYHA functional

class.
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Lead
Author
Raman,
2008

Sample:
N=4,795

Studies:
49 since
1990

PICO question

1. What is the
effectiveness of
interventions to
support post-
discharge care
to the outcome
of readmissions
in HF patients
2. What is the
relationship of
various
parameters to
the outcome —
such as length
of follow up;
concurrent
discharge
planning; place,
components and
frequency of
interventions;
patient
characteristics

Eligibility Criteria ~~ Summary
measures

Inclusions: English  « all cause

language RCT's, mortality

studies published length of stay
1990 —JU'y 2007 e COSts

. . » quality of life
Exclusions:patients .,  ~ombined
not discharged to endpoint
home, studies with consisting of
less than 10 patients mortality and

perarm of the study  pogpitalization.
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Summary of evidence Limitations

Interventions that utilized increasedstudies had several
clinic visits, home visits, and different combinations
multidisciplinary care reduced the of intervention

risk of readmissions. Studies with components, resulting in
intermediate to long-term follow- considerable

up, interventions initiated in the  heterogeneity. Difficult
inpatient setting, and patient ages to ascertain the effects
greater than 75 years were of individual
associated with significant components.

reduction of all cause readmissions

in the intervention group.

Telephone only support did not

reach significance. There was no

distinct combination of program

components associated with

improved clinical outcomes.

Evidence was sparse for

interventions beginning in the

outpatient clinics.
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Lead
author
Sochalski,
2009

Sample:
N = 2038

Studies:
10 from
1990-2004

PICO question  Eligibility Criteria

Do the delivery  Inclusions: RCT’s on
methods used in diseases management
care management programs for HF
programs for HF conducted by the

contribute to authors from 1990 -
differences in 2004
hospital

readmissions?

Summary Summary of _ewdence/ Limitations
measures Conclusions

hospital Program patients had 25 percent Data limitations
readmissions fewer all-cause readmissions and prevented assessing the
readmission 30 percent fewer all cause cost implications

days per month readmission days (significant associated with the

for each person reductions). Multidisciplinary team programs. Only used HF
approaches resulted in significantlyprograms so not
fewer hospital readmissions and generalizable. All
readmission days- 2.9 percent andraodels of care may not
6.4 percent reduction respectively. have been represented.
In-person communication led to  AHA Taxonomy may

significant reductions in both not have captured all of
hospital readmissions and the heterogenic factors
readmissions days per month 2.5 that exist among
percent and 5.7 percent, models. Limited to

respectively. No difference with  (RCT’s).. may be biased
only telephone contact. A single HFlue to inclusion of
expert telephone communication author studies only

did not produce significant results.
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Lead
author
Stolic,
2010

Sample:
N =8330

Studies: 24
from 1980—
2009

PICO question

To perform a
review of the
research literature
addressing the
effectiveness of
nurse-led
telephone
interventions for
people with
coronary heart
disease

Eligibility Criteria
Inclusions: studies
with telephone

interventions related

disease in the post
discharge period;
nurse delivered,
published between
1980-2009 and
hypothesis tested.

Exclusions:not in
English; not cardiac
recovery monitoring
interventions.

Summary
measures

Varied across
studies but
included:

to people with cardiace risk factors

knowledge
functional status
psychological
status

self -
management
and efficacy
complications
hospital
consumption
patient
satisfaction

Summary of evidence/
Conclusions

108

Limitations

The results suggest that people Limitations inherent in
with cardiac disease showed somie design of some of the
benefits from nurse-led/delivered included studies do not

telephone interventions. This

permit an assessment that

review has established that there mrse-led telephone

not sufficient evidence of the
benefits. More quality research
into this area is needed.

follow-up calls are
beneficial. The author
was not always clear in
distinguishing “positive”
results from

“significant.” The 9
studies in this review that
did not detect positive
findings had similarities
including reduced study
rigor and sub optimal
design, non-expert nurses
providing the

intervention and fewer
numbers of calls.
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Lead
author
Takeda,
2012

Sample:
N = 5942

Studies:
25 from
1980—
2009

PICO question

Primary: To
compare the
effects of
different clinical
service
interventions
(not primarily
educational)
versus ‘usual
care’ on death
and/or hospital
readmissions in
patients who
have previously
been admitted
with a diagnosis
of HF.
Secondary: To
compare the
effects on

hospital bed days

and HRQOL

Eligibility Criteria
Inclusions: RCTs
with at least six .
months follow up; .
adults >18 with at
least one HF hospital .
admission;
case management,
HF clinic or
multidisciplinary
models that were
inpatient, outpatient
or community based.

e all cardiac cause

Exclusions: patients
with cardiac disorders
other than HF;
educational, solely
exercise, and cardiac
rehab interventions;
generic interventions
to reduce
readmissions not
solely aimed at HF  °
patients and those that
were solely
telemonitoring and/or
telephone g
interventions.

* readmissions

* non cardiac
* unplanned

* elective
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Summary Summary of _ewdence/ Limitations
measures Conclusions
total deaths For HF patients previously The generalizability of
HF deaths admitted to hospital for HF there isthe findings of the
all cardiac now good evidence that case studies has slightly
deaths management interventions led by amproved since the
non cardiac HF specialist nurse significantly  earlier version of this
deaths reduces HF related readmissions review but only half of
all-cause after 12 months follow up, all causehe studies reported the
mortality readmissions and although not  proportion of eligible
all cause significantly, all-cause mortality. patients who were

The optimal components of these actually randomized.
case management type
interventions are not clear from the
evidence but telephone follow up

by the nurse specialist was a
common component.
Multidisciplinary interventions may
be effective in reducing both HF

and all cause readmissions. There is
currently limited evidence to

support interventions whose major
component is follow up in a HF
clinic.

readmissions
due to HF

readmissions
readmissions
readmissions

readmissions
total LOS
length of time
between index
discharge and
readmission
event free
survival
HRQOL

CHD- Coronary heart disease; CV —Cardiovascular—HEmergency department; HF - Heart failure; HRQ®1ealth related quality of life; LOS- Length ofgt MD -
Medical doctor, NYHA- New York Heart AssociationCR - Randomized control trial; RN - RegisteredsayiRR- Risk reduction; VA- Veterans Administration
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Appendix C
Patient Interview Guide version 4
Script

Mr/Ms. Thank you for speaking with measning your experience
with coming back to the hospital. | really wantstho be a conversation about your
experience. There are no right or wrong answetlsda@uestions | am about to ask. | am
not looking for a certain answer. Instead, | anmiyyto learn about the details of your
experience to gain a better understanding of yauiqular situation. Please answer the
guestions in your own words and in as detailed armaaas possible.

Please be reminded that all of your responsesheiludio-recorded so | can
really listen during the interview and have an aatairecord of your answers to which |
can refer back to later. The audio recording wellield in the strictest confidence and
handled in a secure manner. No information wilfdesaled without your expressed
permission. | also want to remind you that youttipgration is completely voluntary and
you may withdraw from the study at any time inchglbefore we start or during the
interview. You can also refuse to answer any qaeghat | pose and we will move on to
the next question. | also want to remind you tlatryparticipation or lack of
participation will not affect your care at the hiapnow or in the future.

Also please let me know if you need a break or neetiop. Do you have any

further questions? Are you ready to begin?
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Questions
These are the type of questions that will be askdbe patient. Additional or different
guestions may be asked depending on where the intggw leads.
General
1. What do you think brought you back to the hosplé time?
a. Tell me what happened in the last couple of days
b. What might have prevented you from coming to thepital again?

2. If you could have done anything differently at horakated to taking care of
yourself what would that be?

3. What can you remember about your last visit tohthepital?

a. What was the experience like for you?
b. If you could change anything about your experiendde hospital last
time related to your readiness to go home what avthat be?

4. How can the hospital be more helpful in your care?

a. Tell me more about that
Health
5. What is most important to you at this point in ytite regarding your health?
a. Can you tell me more about that?

6. What goals do you have for yourself this year,wleat would make you the
happiest if you were to look back this time nexaryand thought | am glad | did
that?

a. Is there anything that would prevent you from dcimat?

7. What do you think might keep you healthier?
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a. Is there anything that prevents you from doing2hat

lliness/llinesses
8. What can you tell me about your present illnessfgses?
9. What this experience similar or different to whabught you to the hospital last
time?
a. Can you tell me more about that?
10. How did you know you needed to come back to thepital?
a. What was that like for you?
11.What is it like to live with your illness/illnesséay-to-day?
a. How does it affect you (emotionally, physically)?
12.What do you think caused your illness?
13.What do you worry about regarding your illness?
14.How serious do you feel your illness is?
Care
15. What do you do each day to care of your illness?
a. What is that like for you?
16. How well do you feel you are able to care for ngalf?
a. What concerns do you have in taking care of ydLasdnome?
b. How do you feel you care at home has been going?
Discharge Instructions
17.How prepared did you feel to take care of youra#Hr discharge?
a. How were you involved in the planning for your diacge?

18.What instructions were you given about your careocahe?
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a. How helpful were the instructions you received?
19.Were you able to follow the instructions?
a. How do you feel you do with following the instrumtis?
b. Which ones, if any, do you find any of the instrans hard to follow?
20.What questions do you still have about your care?
Medications
21.Tell me about your medications.
a. What are they for?
22. Which new prescriptions were prescribed at theHaspitalization?
a. Were there any prescriptions you did not get filled
i. If yes, why not?
23.Do you ever have any trouble taking your medicatias instructed?
a. Do any of your medications cause problems for you?
I. If so what are the problems?
ii. How have your managed that?
24. Are there any medications you have stopped takirdgoided not to take
anymore?
a. Tell me more about that.
i. Does the patient have any trouble refilling the roatibns?
25. Are there any medications you are taking differettibn first instructed since
discharge?
a. Tell me more about that.

26.How do you keep up with taking your medications?
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a. Do you ever miss a dose?

b. What do you do when that happens?
27. What is it like for you to take these medications?
28.What questions do you still have about your medioaf

Diet

29.What instructions were you given about your diet?

a. Are you able to follow your instructions?

b. How does it fit with your lifestyle?

c. Do you have any concerns or difficulties with yoligt?

114

30.What instructions were you given about the amofitijaids you should have?

a. How well are you able to follow these instructions?
b. Any concerns or difficulties?
31.What instructions were you given about weighingrgetf?

a. How often do you weigh yourself?

b. Do you experience any difficulties with weighinguyeelf?

c. Do you have a scale?
i. Can you see the scale?

d. What do you do with your weight information?

32.What might have been more helpful to you regardimgy diet instructions?

a. What are they?
Exercise
33.What level of activity were you told you could h&ve

a. How are you doing with that?
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34.What is it like for you to get around?
35.What instructions were you given about regular eisef?
a. What is like for you to exercise?
b. What might keep you from exercising?
36. What might be helpful in supporting your exerciséiaty level?
Other instructions
37.What other instructions were you given?
a. Any other restrictions (smoking, activity, etc.)?
38.What is that like for you?
a. Are you having any difficulties with these instnacts?
39.What might be helpful to you in following these tingtions?
Doctor
40.Do you have a regular doctor you see outside tspitad?
a. What kind of doctor is he/she?
41.Did you see your doctor(s) after your last disckarg
a. How long after your discharge was the appointment?
b. Did you have an appointment prior to dischargeaack you able to go?
i. If not, why not?
42. How do you get to your appointments?
a. Any difficulties?
43.What is your experience like when you go to yourtdds) visit(s)?
a. What is the relationship like with your doctor?

b. Anything you would like to see happen differerdatythe doctor’s office?
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c. How could the doctor or office staff be more helgtuyou?
Family/Support Available
44.Who usually helps you at home?
a. Anyone else?
45.Tell me what your illness is like for your familya friends?
46.What does your family know about your illness?
47.What does your family know about your care?
48.What other resources were you offered such as lvangg telemonitoring?
a. Did you accept these resources?
i. Why or why not?
b. What has been your experience with these resources?
i. Are they still in place?
49.Have you found any other resources that are helpfybu (church, friends, other
agencies)?
50. What other resources might be helpful to you?
Advanced Directive
51.Have you thought about your wishes for your ongomeglical care?
a. If not, why not?
b. If yes, what are your wishes?
52.Have you made your wishes known concerning youricaédare?
a. Have you written down your choices for what you ¥door would not
want?

b. Have you chosen a person to be your decision mbkeu are too sick to
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talk to your doctor?
c. If not, why not?
53.Has your doctor or anyone else asked you aboutlzenaed directive?
54.Have you completed an advanced directive?
a. If not, why not?
Other
55.1s there anything else that | haven’t touched @t ylou think would be important
for me to know about your experience with your reasion to the hospital or

your care at home?
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Appendix D
Caregiver Interview Guide version 4
Script

Mr/Ms. Thank you for agreeing to spedak wie concerning your
experience with your loved one coming back to thepital. | really want this to be a
conversation about your experience. There aregi ar wrong answers to the questions
| am about to ask. | am not looking for a certaiswer. Instead | am trying to learn
about the details of your experience to gain eebettderstanding of your particular
situation. Please answer the questions in yourwanas and in as detailed a manner as
possible.

Please be reminded that all of your responsesoe@iiudiorecorded so | can really
listen during the interview and have an accuratencof your answers. The
audiorecording will be held in the strictest coefide and handled in a secure manner.
No information will be revealed without your expsed permission. | also want to
remind you that your participation is completelyurdary and you may withdraw from
the study at any time including before we staduning this interview. You can also
refuse to answer any question that | pose and Wen@ve on to the next question. | also
want to remind you that your participation or ladflparticipation will not affect your or
your loved one’s care at the hospital now or infthare.

Also please let me know if you need a break or neetiop. Do you have any

further questions? Are you ready to begin?
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Questions
These are the type of questions that will be askdte patient. More questions may
be asked depending on where the interview leads.
General
1. What do you think brought the patient back to thepital this time?

a. Tell me what happened in the last couple of days

b. What might have prevented you from coming to thepital again?

2. If you could have done anything differently at horakated to taking care of the
patient what would that be?
3. What can you remember about the patient’s last taghe hospital?

a. What was that experience like for you?

b. If you could change anything about your experiendde hospital last
time related to your readiness to take your loveel lvome what would
that be?

4. How can the hospital be more helpful to you intgktare of the patient?

a. Tell me more about that

Health
5. What is most important to you regarding the patsenealth?

a. Can you tell me more about that?

6. What goals do you have for your loved one this yearwhat would make you
feel good if you were to look back this time negtyand thought | am glad that
happened the way it did?

a. Is there anything that would prevent that from reappg?
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7. What do you think is most important to the patient?
8. What do you think would keep the patient healthier?
a. Is there anything that would prevent that from reappg?
lliness/llinesses
9. What can you tell me about the patient’s presémesks/illnesses?
10.Was this experience of coming to the hospital sinok different to what brought
the patient to the hospital last time?
a. Can you tell me more about that?
11.How did you know your loved one needed to come lbadke hospital?
a. What was the experience like for the patient?
b. What was the experience like for you?
12.What is it like for you to live with the patientitness day-to-day?
a. How does it affect you (emotionally, physically)?
13.What do you think caused the patient’s illness?
14.What do you worry about regarding the patientisafis?
15.How serious do you think the patient’s illness is?
Care
16.What do you do to help care for the patient?
a. What is that like for you?
17.How well do you feel you are able to assist ingagent’s care?
a. What concerns do you have in taking care of theepaat home?
b. How do you feel the patient’s care at home has pearg?

C.
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Discharge Instructions
18.How prepared did you feel to take care of the pa@dter discharge?
a. How were you involved with planning for the discoha®?
19.What instructions were you given about the patgeo#ire at home?
a. How helpful were the instructions you received?
20.Was the patient and/or you able to help carry lbatihstructions?
a. How do you feel the patient does with following teeommendations for
his/her care?
b. Which instructions, if any, did the patient andyou find hard to follow,
if any?
21.What questions do you still have about the patsecdre?
Medications
22.Tell me what you know about the patient’s media&tio
a. What are they for?
23.Which new prescriptions were prescribed at theHaspitalization?
a. Were there any prescriptions the patient did nofithed the last time he
left the hospital?
i. If yes, why not
24.Does the patient have any trouble taking the médiesas instructed?
a. Do any of the medications cause problems for thiemp&
ii. If sowhat are the problems?
lii. How has the patient managed them?

25. Are there any medications that the patient hagpstpaking or decided not to
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take anymore?
a. Tell me more about that
i. Does the patient ever have any trouble refilling tinedications?
26. Are there any medications that the patient is @kiifferently than first instructed
since his/her discharge?
a. Tell me more about that
27. How do you or the patient keep up with taking tiedications?
a. Do you ever miss a dose?
b. What do you do when that happens?
28.What questions do you still have about the patsemédications?
Diet
29.What instructions were you given about the patsediét?
a. Is the patient and/or you able to follow the instions?
b. How do these instructions fit into the patientfedtyle?
c. Do you have any concerns or difficulties with tragient’s diet?
30.What instructions were given about the amountapfitis the patient should have?
a. Is the patient able to follow these instructions?
b. Are there any concerns or difficulties?
31.What instructions were given about the patient \Wweig him/herself?
a. How often does the patient weigh him/herself?
b. Does the patient have any difficulties in weighmm/herself?
c. Does the patient have a scale

i. Can the patient see the scale without difficulty
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d. What do you do with the patient’s weight informai?o
32.What might have been more helpful to you regardimgy diet instructions?

a. What are they?

Exercise
33.What level of activity were you told the patienut have?

a. How is the patient doing with that?
34.What is it like for you to get around with the eati?
35.What instructions were you given about regular eisef?

a. What is like for the patient to exercise?

b. Is there anything that keeps the patient from @seg?

36. What do you do to support the patient’s activeyd|?
Other instructions
37.What other instructions were you and the patieaviged that we haven't
discussed?

a. Any other restrictions (smoking, activity, etc.)?

b. Is the patient having any difficulties with thesstructions?
38.What is that like for you in assisting the patiesth these instructions?
39.What might be helpful in assisting the patientaidwing these instructions?

Doctor
40.Does the patient have a regular doctor he/shexdsile of the hospital?

a. What kind of doctor is he/she?

41.Do you remember if the patient saw his/her docjafter the last discharge?

a. How long after the discharge was it?
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b. Did the patient have an appointment and were ydeitalgo?
42. How does the patient get to the appointments?
a. Any difficulties?
43.What is your experience like when you go to yourtdds) visits?
a. What is the relationship like between the doctat tre patient?
b. Anything you would like to see happen differenttyttee doctor’s office?
c. How could the doctor or office staff be more helgtuyou?
Family/Support Available
44.Tell me what it is like for family to live with yauoved one’s iliness.
45.Does the patient have other caregivers, beside? you
a. If so, what is the involvement with the patient?
46.What other resources were offered to the patiectt a8 home care,
telemonitoring?
a. Did the patient accept these resources?
i. Why or why not?
b. What has been your experience with these resources?
i. Are they still in place?
47.Have you found any other resources to help in #igept's care? (church, friends,
other agencies?)
48.What other resources might be helpful in caringtier patient?
Advanced Directive
49.Have you talked to the patient about his/her wisbhesedical care if they were

too sick to talk to the doctor?
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a.

b.

C.

d.

(If yes), what are the patient’s wishes?
How do you feel about the patient’s wishes?
If not, why not?

If not, have you thought about what is best forghgent?

50.Has anyone spoken to the patient or you aboutngrdiown that patient’s

medical choices (an advanced directive)?

a. Has the patient named a medical decision makez/d#he is not able to

b.

Other

speak for him/herself?

Does the patient have an advanced directive?

51.1s there anything else that | haven’t touched @t ylou think would be important

for me to know about the patient’s or your expereewith the patient’s

readmission to the hospital or care at home?
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Appendix E
Patient Informed Consent

Informed Consent Form for patients readmitted witB® days post hospitalization with a
discharge diagnosis for Heart Failure and Hearakttwvho we are inviting to participate
in the research study, titled "Heart Failure anditddMlyocardial Infarction Patients’ and
Caregivers’ Perceptions of Reasons for 30-Day Réssioms in the Community Hospital
Setting”
Principal Investigator: Amy Black, MSN, RN, NEA-BC
Research AssociateFaye Satterly, BSN, MFA, RN
Organization: Martha Jefferson Hospital
Sponsor: Martha Jefferson Foundation
Name of Project:Heart Failure and Acute Myocardial Infarction Patg and
Caregivers’ Perceptions of Reasons for 30-Day Réssioms in the Community Hospital
Setting
NOTE: This Informed Consent Form has two parts:

Part 1. An Information Sheet (to share information abitnt study with you)

Part 2: Certificate of Consent (for signatures if you cbe to participate)

You will be given a signed copy of the full Inforch€onsent Form
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Part I: Information Sheet
Introduction

Amy Black is a doctoral student at the Universityirginia, School of Nursing.
Ms. Black and a research associate, Faye Sattalye conducting a research project at
Martha Jefferson on what patients and their casggivthink causes some patients
discharged from the hospital with a diagnosed hpeoblem to return to the hospital
again within a 30-day period. Today you will reeeimformation about the study and be
invited to be part of this research.

You do not have to decide today whether or notwiiuparticipate in the study.
You may want to talk this over with someone youwraefore you decide. As the
information about the study is being presentechg#edo not hesitate to ask a question or
let the researcher know if you do not understarydodinhe words or concepts. The goal
of this information session is to make sure youeausi@nd the research project and what
your participation means should you decide to paraof the study.
Purpose of the research

When patients get readmitted to the hospital shafter they are discharged it is
a burden to the patient and their family. In thetéoh States this happens close to 25 % of
the time for patents over 65 years of age. We tthak is too often and we want to learn
more about why this might be and what we can daréwent it from happening as often
as it does. We want to learn from our patients st family or other caregivers the
reasons they think you had to come back to the itabspithin 30 days of being

discharged. We want to know what is happening oyme get home, what happens
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before you come back, and what you think might hbheped to prevent you from
returning to the hospital.
Type of Research Intervention

This research will involve your participation irsimgle, private interview with a
member of the research team that is anticipatéakim 45 minutes. The researchers will
also be collecting the following demographic infation: medical record number,
encounter number, age, gender, marital statud, déeelucation, discharge and readmit
dates and diagnoses, other major medical diagnemesion fraction (a measure of heart
function), county of residence, type of insurararg] zip code. Some of this information
will be asked during the interview and some willdodlected from the electronic medical
record. No other information will be collected frahe medical record.
Participant Selection

You are being invited to participate in this resbastudy because you were
recently hospitalized due to a heart problem aed teadmitted with 30 days. The
family member, friend or other person that usualigists you with your care will also be
asked to participate with your consent.
Voluntary Participation

Your participation in this research is entirelywatary. You are not required to
participate. It is entirely your choice. If you d®not to participate the care you receive
at Martha Jefferson will continue and nothing whlange. Your current and future care

at Martha Jefferson will not be affected in any way
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Procedures

We are asking you to help us learn more aboutdhsans for a patients’ return to
the hospital within a 30-day time period followidggcharge for a heart problem. If you
consent to participate you will be privately intetwed by the researcher or research
associate. If you accept the invitation we willcalge asking you who your main
caregiver or support person is at home and besgegkiur permission to interview them
privately as well. We will be asking similar quests of both you and your caregiver. If
you chose not to have your caregiver interviewedmilenot proceed with your
participation in the study.

Examples of topics that participants will be ast@®discuss are what is it like to
live with your heart problem, what you do to takeecof yourself at home, what your
discharge instructions were and whether you undedsthem, what your experience was
when you got home from the hospital, what yourddslare about your health, what your
goals are for your health, what you find easy aadl lto do when it comes to taking care
of yourself, what brought you back to the hospatadl what you think could have
prevented your readmission.

During the interview, the researcher will sit dowith you in your hospital room.
If you do not wish to answer any of the questionsrdy the course of the interview, you
may say so and the researcher will move on to éxé question. Only the researcher will
be present unless you would like someone else thdrye with you. If someone enters
your room the researcher will temporarily stopititerview.

The interview will be audio-recorded, but you wibt be identified by name on

the recording, only by a code that is a unique doatlon of letters and numbers. The
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information recorded is confidential, and only tkeearchers and a professional
transcriptionist will have access to it. The reskar will also make notes immediately
following the interview. The audio recording ande®will be kept secure in a computer
file that is password protected. The audio recgdiranscripts, and notes will be
destroyed after 1 year.
Duration
The interview will take place in one sitting, whilj®u are still a patient here. The
interview will take approximately 45 minutes. Theerviews will be conducted during
the months of October 2013 to January 2014. Tha datiew will continue through
March 2014.
Risks

We will be asking you to share with us some perksand confidential
information, and you may feel uncomfortable talkaigput some of the topics or
answering some of the questions. You do not haamsaver any question or take part in
the interview if you do not wish to do so. You dat have to give us any reason for not
responding to any question, or for refusing to tp#te in the interview even if the
guestion is asked of you. You can also withdrawnftbe study at any time which means
you can stop the interview anytime if you wish too.
Benefits

There may be no benefit to you directly, but yoartigipation in this study is
likely to help us find out more about how to preveome patients from being readmitted

within 30 days following a hospitalization for aareproblem at Martha Jefferson. If the
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study is published in a professional journal it nbayefit other patients both within and
outside of Charlottesville.

If the researcher hears something during the cafrée interview that might
help your physician or nurse to take better cangoafduring this hospitalization the
researcher can pass that information along withr peumission. The researcher will tell
you what that might be at the end of the interview.

Reimbursements

You will not be provided any incentive to take parthe research.
Confidentiality

The researcher will not be sharing information d@lyamw to anyone outside of the
research team. The information that we collect ftbis research project will be kept
private. Any information about you will have a Etnumber code on it instead of your
name. Only the researchers will know what your dsdend this information will be kept
on a log that is stored separately in a securdddaslt will not be shared with anyone
unless requested by the Institutional Review Bdardegulatory audit purposes.
Sharing the Results

Results from the study will be presented as comthemes that are identified
across the participant interviews. Examples migbluide reasons for readmissions,
beliefs about heart problems or treatments anepgi experiences at home. The
knowledge developed from this research will be asthémn a summary fashion with
participants before it is made widely availabléhe public. Following sharing the
summary results with the researcher’s doctoral citteenat the University of Virginia,

they will be shared at professional conferencessaihitted to a professional journal for
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publication so that other interested healthcaréegsionals may learn from the research.
There is a possibility some direct quotes from ig@pant will appear in the publication
of the results to help further explain a theme thadentified in the course of the study.
Any quotes that may appear will not be identifieithvthe patient’s name and any quotes
that risk revealing a patient’s identity will no¢ nsed.
Right to Refuse or Withdraw

You do not have to take part in this research ¢f glo not wish to do so, and
choosing to participate will not affect your catéviartha Jefferson now or in the future.

You may stop participating in the interview at dimye without your care being affected.
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Who to Contact

If you have any questions, you can ask them nolater. If you wish to ask
guestions of the researcher later, you may contact:

Amy Black MSN, RN, NEA-BC

Martha Jefferson Hospital

500 Martha Jefferson Drive

Charlottesville, VA. 22911

Email: asblack@sentara.com

Phone: 434-654-7311
This proposal has been reviewed and approved by thdartha Jefferson
Institutional Review Board (IRB), which is a commitee whose task it is to make
sure that research participants are protected fromharm.

If you wish to contact the IRB, you may contact:

Joyce Agati Miller, Ph.D.

Martha Jefferson Hospital

500 Martha Jefferson Drive

Email: jamilles@sentara.com

Phone: 434-654-7942
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Part Il: Certificate of Consent

| have been invited to participate in research abathe experience of patients’ and
their caregivers’ discharged from the hospital withthe diagnosis of a heart problem
that return to the hospital for admission within a 30-day period. | have been asked
to participate in a private interview and will be asked a series of questions about my
experience at home and prior to returning to the hepital. | will also be asked
guestions about my condition and my beliefs about at brought me to the hospital

and what might have been done to prevent it.

| will also be giving my permission for the investgator to access my personal health
record for certain information. | will also be giving my permission to contact my

primary support person or caregiver.

| have read the foregoing information, or it has ben read to me. | have had the

opportunity to ask questions about it and any quesbtns | have been asked have been

answered to my satisfaction. | consent voluntarilyo be a participant in this study

Print Name of Participant

Signature of Participant

Date
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If the consent was read to the patient:

| have witnessed the accurate reading of the condgerorm to the potential
participant, and the individual has had the opportuwnity to ask questions. | confirm
that the individual has given consent freely.

Print name of witness

Signature of witness
Date

Statement by the researcher/person taking consent

| have accurately read out the information sheet tdhe potential participant, and to
the best of my ability made sure that the participat understands the consent form

| confirm that the participant was given an opportunity to ask questions about the
study, and all the questions asked by the participg have been answered correctly
and to the best of my ability. I confirm that the ndividual has not been coerced into
giving consent, and the consent has been given figand voluntarily.

A copy of this signed informed consent form has beeorovided to the participant.

Print Name of Researcher/person taking the consent

Signature of Researcher /person taking the consent
Date
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Appendix F
Caregiver Informed Consent

Informed Consent Form for patients readmitted witB® days post hospitalization with a
discharge diagnosis for Heart Failure and Hearakttwvho we are inviting to participate
in the research study, titled "Heart Failure anditddMlyocardial Infarction Patients’ and
Caregivers’ Perceptions of Reasons for 30-Day Réssioms in the Community Hospital
Setting”
Principal Investigator: Amy Black, MSN, RN, NEA-BC
Research AssociateFaye Satterly, BSN, MFA, RN
Organization: Martha Jefferson Hospital
Sponsor: Martha Jefferson Foundation
Name of Project:Heart Failure and Acute Myocardial Infarction Patg and
Caregivers’ Perceptions of Reasons for 30-Day Réssioms in the Community Hospital
Setting
NOTE: This Informed Consent Form has two parts:

Part 1. An Information Sheet (to share information abitnt study with you)

Part 2: Certificate of Consent (for signatures if you cbe to participate)

You will be given a signed copy of the full Inforch€onsent Form.
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Part I: Information Sheet
Introduction

Amy Black is a doctoral student at the Universityirginia, School of Nursing.
Ms. Black and a research associate, Faye Sattalyge conducting a research project at
Martha Jefferson on what patients and their casrgivthink causes some patients
discharged from the hospital with a diagnosed hpeoblem to return to the hospital
again within a 30-day period. Today you will reeeimformation about the study and be
invited to be part of this research.

You do not have to decide today whether or notwiiuparticipate in the study.
You may want to talk this over with someone youwraefore you decide. As the
information about the study is being presentechg#edo not hesitate to ask a question or
let the researcher know if you do not understarydodinhe words or concepts. The goal
of this information session is to make sure youeausi@nd the research project and what
your participation means should you decide to paraof the study.
Purpose of the research

When patients get readmitted to the hospital shafter they are discharged it is
a burden to the patient and their family. In thetéoh States this happens close to 25 % of
the time for patents over 65 years of age. We tthak is too often and we want to learn
more about why this might be and what we can daréwent it from happening as often
as it does. We want to learn from our patients st family or other caregivers the
reasons they think the patient had to come backddospital within 30 days of being

discharged. We want to know what is happening atéhafter discharge, what happens
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before the patient comes back, and what you thiidghtrhave helped to prevent the
patient from returning to the hospital.
Type of Research Intervention

This research will involve your participation irsigle, private interview with me
that is anticipated to take 45 minutes. | will atsocollecting certain demographic
information such as age, gender, marital statuserel of education during the
interview.
Participant Selection

You are being invited to participate in this resbéastudy you are a caregiver of a
patient recently hospitalized due to a heart prokded then readmitted with 30 days.
The patient has already been asked to participateei study and has given permission
for the research team to contact you for participat
Voluntary Participation

Your participation in this research is entirely watary. You are not required to
participate. It is entirely your choice. If you d®not to participate the care the patient
currently is receiving or receives in the futurdloat you may receive at Martha Jefferson
in the future will not be affected.
Procedures

We are asking you to help us learn more aboutdasans for a patients’ return to
the hospital within a 30-day time period followidgcharge for a heart problem. If you
accept the invitation to participate you will bevately interviewed with a member of the

research team.
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We will be asking similar questions of both you aind patient. Examples of
topics that participants who are caregivers wilbsk&ed to discuss are what is it like to
care for the patient’s and his/her heart problefmtwou know about the discharge
instructions provided to the patient, what you altetke care of the patient at home, what
your experience was when the patient got home thenhospital, what your beliefs are
about the patient’s health, what your goals ardHerpatient, what is easy and hard to do
when it comes to assisting the patient in his/laee cwhat you think brought the patient
back to the hospital and what you think could harevented the patient’s readmission.

During the interview, the researcher will sit dowith in a comfortable room in
the hospital. If you do not wish to answer anyta uestions during the course of the
interview, you may say so and the researcher woNeon to the next question. Only the
researcher will be present unless you would likeesane else to be there with you.

The interview will be audio-recorded, but you wibt be identified by name on
the recording, only by a code that is a unique doatlon of letters and numbers. The
information recorded is confidential, and only teeearchers and a professional
transcriptionist will have access to it. The reskar will also make notes immediately
following the interview. The audio recording andewwill be kept secure in a computer
file that is password protected. The audio recagydiranscripts, and notes will be
destroyed after 1 year.

Duration
The interview will take place in one sitting, whilee patient is still here. The interview
will take approximately 45 minutes. The interviewdl be conducted during the months

of October 2013 to January 2014. The data revigicamtinue through March 2014.
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Risks

We will be asking you to share some personal andidential information, and
you may feel uncomfortable talking about some efttipics or answering some of the
guestions. You do not have to answer any questioake part in the interview if you do
not wish to do so. You do not have to give us aagon for not responding to any
guestion, or for refusing to take part in the imtew even if the question is asked of you.
You can also withdrawal from the study at any tiwiech means you can stop the
interview anytime if you wish too.
Benefits

There may be no benefit to you directly, but yoartigipation in this study is
likely to help us find out more about how to pretvemme patients from being readmitted
within 30 days following a hospitalization for adneproblem at Martha Jefferson. If the
study is published it may benefit other patienthlwithin and outside of Charlottesville.
Reimbursements

You will not be provided any incentive to take parthe research.
Confidentiality

The researcher will not be sharing information d@lyamw to anyone outside of the
research team. The information that we collect ftbis research project will be kept
private. Any information about you will have a Etnumber code on it instead of your
name. Only the researchers will know what your dsdmnd this information will be kept
on a log that is stored separately in a securdddaslt will not be shared with anyone

unless requested by the Institutional Review Bdardegulatory audit purposes.
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Sharing the Results

Results from the study will be presented as comthemes that are identified
across the participant interviews. Examples migblude reasons for readmissions,
beliefs about heart problems or treatments ane@pgiexperiences at home. The
knowledge developed from this research will be asthémn a summary fashion with
participants before it is made widely availabléhe public. Following sharing the
summary results with the researcher’s doctoral citteenat the University of Virginia,
they will be shared at professional conferencessaihitted to a professional journal for
publication so that other interested healthcaréegsionals may learn from the research.
There is a possibility some direct quotes from ig@pant will appear in the publication
of the results to help further explain a theme ihadentified in the course of the study.
Any quotes that may appear will not be identifieithvthe patient’'s name and any quotes
that risk revealing a patient’s identity will no¢ nsed.
Right to Refuse or Withdraw

You do not have to take part in this research ¢f glo not wish to do so, and
choosing to participate will not affect that patieror your care at Martha Jefferson now
or in the future. You may stop participating in theerview at any time without the

patient’s care being affected.



READMISSIONS FROM CARDIAC PATIENTS' PERSPECTIVE 142

Who to Contact

If you have any questions, you can ask them nolater. If you wish to ask
guestions of the researcher later, you may contact:

Amy Black MSN, RN, NEA-BC

Martha Jefferson Hospital

500 Martha Jefferson Drive

Charlottesville, VA. 22911

Email: asblack@sentara.com

Phone: 434-654-7311
This proposal has been reviewed and approved by thdartha Jefferson
Institutional Review Board (IRB), which is a commitee whose task it is to make
sure that research participants are protected fromharm.

If you wish to contact the IRB, you may contact:

Joyce Agati Miller, Ph.D.

Martha Jefferson Hospital

500 Martha Jefferson Drive

Email: jamilles@sentara.com

Phone: 434-654-7942
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Part Il: Certificate of Consent

Informed Consent (continued) Page 8 of 9

| have been invited to participate in research abouthe experience of patients’ and
their caregivers’ discharged from the hospital withthe diagnosis of a heart problem
that return to the hospital for admission within a 30-day period. | have been asked
to participate in a private interview and will be asked a series of questions about my
experience in caring for the patient at home and myexperience with the patient
prior to returning to the hospital. | will also be asked questions about the patient’s
condition, care and my beliefs about what brought m family member/friend back
to the hospital and what might have been done to prent it.

| have been informed that the patient has given hiker written consent for me to
participate in this interview and discuss his/her ase with the researcher.

| have read the foregoing information, or it has ben read to me. | have had the
opportunity to ask questions about it and any questns | have been asked have been
answered to my satisfaction. | consent voluntarilyo be a participant in this study.

Print Name of Participant

Signature of Participant

Date
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If the consent was read to the participant:

| have witnessed the accurate reading of the condgerorm to the potential
participant, and the individual has had the opportuwnity to ask questions. | confirm
that the individual has given consent freely.

Print name of witness

Signature of witness

Date

Statement by the researcher/person taking consent
| have accurately read out the information sheet tdhe potential participant, and to
the best of my ability made sure that the participat understands that the following

will be done:

| confirm that the participant was given an opportunity to ask questions about the
study, and all the questions asked by the particip@ have been answered correctly
and to the best of my ability. I confirm that the ndividual has not been coerced into
giving consent, and the consent has been given figand voluntarily. A copy of this

informed consent form has been provided to the paitipant.

Print Name of Researcher/person taking the consent

Signature of Researcher /person taking the consent

Date
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Appendix G

Institutional Review Board Approvals
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G1 Martha Jefferson IRB Approval
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Martha
Jefferson tiospital

SPONSOR:
STUDY TITLE:

PRINCIPAL INVESTIGATOR:

00 Nartha Jefferson Drive
Charlattrsville, VA 22910

All Departments

{434) 654-7000 Hosplsal
i) 633-6330 Toii Frow
www.marthajefferson org

(434) 6547004
ramat sam coca T B
(D00 TSR B §

INSTITUTIONAL REVIEW BOARD at MARTHA JEFFERSON HOSPITAL

CERTIFICATE OF INITIAL APPROVAL

With Expedited Review of Final Changes Made at the Request of the Full Board

Martha Jefferson Foundation

Heart Failure and Acute Myocardial Infarction Patients’ and
Caregivers’ Perceptions of Reasons for 30-day Readmissions in the
Community Hospital Setting

Amelia Black, MSN, RN, NEA-BC

IRB REVIEW DATE:
IRB REVIEW STATUS:

DATE OF CHAIR'S EXPEDITED REVIEW

AN ARNBALIAT AC I DS IESTEN
!‘wwnrrmvuu.vr RO NEwWvCoIicw

CHANGES:
APPROVAL INCLUDES:

VOTE:
EXPIRATION DATE:

10.8.13
Full Board Review

10.17.13

*  Protocol, dated 10.17,13

¢ Consent Form, dated 10,17.13

*  On page 2 of both the patient consent form and the caregiver consent
form, “burden” was changed to “stressor”,

*  The interview guides were revised to include more open-ended
questions regarding general health, care, and medications to enrich the
type of data to be obtained during the interviews.

*  NOTE: As long as the questions added to the interview guide fit
reasonably within the original framework of the study, then the
investigator can change the questions without IRB review. If the
investigator needs to go beyond the original intent of the study or find
that the follow-up questions that they are asking change the overall
risk o participants in the study, then the investigator would need to
submit a modification with a pew interview guide that reflects the new
direction or increased risk.

7 For 0 Against
10.8 14 (annual review)

0 Abstain

This is to certify that the information contained herein is true and correct as reflected in the records of the
Jefferson Hospital Institutional Review Board. WE CERTIFY THAT MJH IRB IS IN FULL

usan Cabell Mains, MBA
Martha Jefferson Hospital
Charlotiesvilie, Virginia 22911
For Use by IRB Office
~————MJH IRB-Protocol File # 13-608

A member of

IANCE wlﬁ AND REGULATIONS.
(Y\\ouq 10/17/3

Alternate Chair, Institutional Review Board

Initiak: 8/04; Revised 10/04

SENTARNKX

Physician Referral & Program Information
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G2 MJH IRB Extension

500 Martha Jefferson Drive All Departments Physician Referral & Program Informaetion
Chariesville, VA 22911 (434) 6547000 Hospital (434) 654-7009
{800 633-6353 Toll Free (B88) 6526663 Toll Free
www.marthajefierson.ang
Martha
Jefferson Hospital

INSTITUTIONAL REVIEW BOARD at MARTHA JEFFERSON HOSPITAL

CERTIFICATE OF APPROVAL

SPONSOR:
STUDY TITLE:

PRINCIPAL INVESTIGATOR:

By Expedited Review

Martha Jefferson Foundation

Heart Failure and Acute Myocardial Infarction Patients’ and
Caregivers’ Perceptions of Reasons for 30-day Readmissions in the
Community Hospital Setting

Amelia Black, MSN, RN, NEA-BC

IRB REVIEW DATE:
IRE REVIEW STATUS:

APPROVAL INCLUDES:

STATUS:
EXPIRATION DATE:

1.16.14
Expedited Review (due to non-scientific changes)

*  Protocol, dated 12.30.13

* Consent Form, dated 12.30.13

. Ammdm-tﬂlhchmsmmbnofd\e&nwﬂeaionmmgh
April 2014,

Open to enroliment
10.8.14 (annuai review)

ThlsisbcerﬁfythatmewonmﬁonmmedMmhiaUuodetedumﬂectadlnwmomgofm
Martha Jefferson Hospital Institutional Review Board. WE CERTIFY THAT MJH IRB IS IN FULL
COMPLIANCE WITH HHS RULES AND REGULATIONS.

M/é&//
pae (/) 7

Compliance Officer, Institutional Review Board

Martha Jefferson Hospital
Chariottesville, Virginia 22911

For Use by IRB Office

Initial 6/04, Revised 10/04

HHREP File #3008 —

Amemberof & =0

SENTARA

=



READMISSIONS FROM CARDIAC PATIENTS' PERSPECTIVE

G3 UVA Determination of Agent Form
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V/IRGINIA
IRB-HSR

[ DETERMINATION OF UVa AGENT FORM

Institutional Review Board for Health Sciences Research

INFORMATION ABOUT THIS FORM

UVa on this project.

. Thas form 15 to determine 1f UVa personnel are or are not considered to be working as an Agent* for

. If it 15 determumed that UVa personnel are considered to be working as an Agent* for UVa the study
team will be required to submit an additonal submussion to the IRB-HSR. unless the project 15

dﬁmdmnﬁmvh!hmmmmch See Determination of Human Subject Research
Agau- alI mtwduab (mcludng.mdam} pco&mtginm'miomlb'd&ﬁgrmd activities or exercising

TSHHONAIY GSESAIed GEiNoTily OF TESPOTSIDHily.

Enter responses electronically. Email the completed form to IRBHSRavirginia.edu for pre-review.

An IRB staff member will reply with any changes to be made.

Name of Individual to be Working on Project:
Emal:

Phone:

UVa Messenger Mail Box #

Project/Protocol Title if Known:

Explamn your role mn the project:
(200 words or iess)

Explamn the reason for traveling to the outside
e

Ameha S. Black
asblacki@sentara. com
4346547311 (office); 434806759 7(mobile)

[] Unknown or

Title: Heart Failure and Acute Myocardial Infarction
Patients’ and Caregivers’ Perceptions of Reasons for 30-
Day Readmussions m the Conmmmty Hospital Sething

I am the primecipal mvestigator in this project which 15
at the University of Virgma School of Nursing.

I am employee at Martha Jefferson Hospital and
therefore 1t 15 my preference that my study be conducted
on the prenuses of the facility where I am present ona
fulltime basis.

Website: http://www.virginia.eduvpriirb/hsr/index html
Phone: 434-524-2620 Fax: 434-924-2932 Box 800483

Version date: 06725113
Page 10f2
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1. Answer the following questions:

[OYes [[JNo Iwasmvolved in the design of this research project.

[OYes [[JNe A UVaIRB has approved this research. IRB-HSR #

[OYes [[JNo Funding to conduct this research will come from UVa.

[Yes [[INe The only reason I am traveling to this outside institution is to work on this research.
[Oves [No Working on this research is required for my degree program

2. Iconfinn that

[OYes[INo Iam a student. employee and/or faculty member of the University of Virgmia.

[JYes[JNo My work on this project will be overseen by the Principal Investigator and the IRB at the
outzide mstitution This includes completing any tramng m human subject research
protection as required by the outside IRB.

[OYes[JNo Iwall commmmicate with the IRB and the Contracts Office, to determune what approvals
may be needed. prior to receiving any data from the outside mstitution.

OR

3. I confirm that :

[JYes [No Idesizned this research.

BdYes [[ONo Iama studentat UVa but am employed by another mstitution.

[dYes [[JNo All subjects will be enrolled at this outside institution.

[dYes [[JNo The research will be overseen by their IRB and. if applicable, ther HIPAA Privacy
Board Thus includes completing any traimng m human subject research protections as

[dYes [[JNo There is no funding for this study or if there is funding, it wall be handled by the
institution at which I am employed.

[Yes [[JNo Ihave notified the outside IRB that an UVa IRB will not be overseeing my work.
ATTACH COPY OF OUTSIDE IRB APPROVAL.

FOR IRB-HSR OFFICE USE ONLY
[J UVa personnel are not considered to be working as an Agent for UVa on this project.
No approvals from the UVa IRB-HSR are requured.

[[J UVa personnel are considered to be working as an Agent for UVa on this project.
Subnut a research application to the UVa IRB-HSR.

SiwoflRBCbm.Dﬁm«DeﬁEnee Date

Website: http./iwww.virginia.edu/vpriirb/hsriindex. html
Phone: 434-924-2620 Fax: 434-924-2932 Box 800483

Version date:06/25/13
Page 20of 2
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Appendix H
Table 1
Participants Sociodemographics
- Patient Caregiver
Characteristic (n=11) (n=4)
Age mean (SD) 67.24)2 64 (4.7)
Gender, n (%)
Male 10 (91%)
Female 1 (9%) 4 (100%)
Race, n (%)
Black 2 (18%) 0 (0%)
White 9 (82%) 4 (100%)
Education
Bachelor’s or higher 1 1
12" grade 4 1
Some high school 3
8th grade or less 3

Discharge Diagnosis Index Admission, n (%)

AMI (4) 36%

HF (7) 64%
Number of medications at discharge

6-12 10

13-19 2

> 20 1
Comorbidities, n (%)

COPD (4) 36%

Type Il Diabetes (6) 55%

HTN (6) 55%

Renal Disease (7) 64%
Payor Source Primary/Secondary, n (%)

Medicare (4) 36%

Medicare/Commercial (4ya6

Medicare/Medicaid (D%

Commercial (2p4a8
Days Elapsed to Readmission

0-6 3
7-13 2
14 - 20 2

21-27 4
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Re: Seeking your permission

Shreya Kangovi [kangovi@mail. med.upenn.edu]

To: AMELIA 5 BLACK

= Retention Policy: Cleanup Inbox 97 Days (3 Months) Expires: 9/28/2014
- You replied on 6/29/2014 11:55 AM.

Dear Amy,

Thank you for your note- of course, feel free to adapt the model. That is what it is for! As long as you cite
it, you should never need to ask for permission to use published work. Glad to hear that you are working with
Rick, he is great.

Best of luck,
Shreya

77777 Original Message -—————

From: "AMELIA § BLACKR" <ASBLACK@sentara.com>
To: kangovi@mail.med.upenn.edu

Sent: Saturday, June 21, 2014 4:34:41 BEM
Subject: Seeking your permission

Dear Dr. Kangovi,

I have followed your great work on hospital readmissions while working on my Doctorate of Nursing Practice at the
University of Virginia.

I reference your Determinants of Readmission figure found in the JAMA. 2011;306(16):1796-1797.
doi:10.1001/jama.2011.1562 article. I am writing to seek your permission to further adapt your model for my
capstone (final paper) and a manuscript I plan to submit to the Journal of Cardiovascular Nursing.
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Appendix J
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relevant cardiovascular research, and state-ofutheystematic reviews of the cardiovascular
research literature. Issues address the physialpgisychological, and social responses of
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Publication Policy
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literature, instrument development papers, andlagtion innovations in practice) on any
cardiovascular topic, and invited articles on pkshtopics. We publish Brief Reports, which are
shorter versions of research articles and whichirmelnde pilot or preliminary results, negative
findings, descriptions of study designs (and whuah include baseline participant
characteristics), and descriptions of unique clihtgal or intervention study methods.
Authors are encouraged to submit (1) original regearticles and brief reports; (2)
analytical, systematic reviews that codify existkmpwledge; (3) instrument development
papers and testing of the psychometric properfie®w or existing instruments; (4) clinical
articles that synthesize information in a speafiea or guide the practice of specialists in the
field; and (5) articles describing innovations nagtice. The decision to accept or reject an
article will be based on the judgment of peer neiss and the editors.
Manuscript Submission

Online manuscript submission: All manuscripts must be submitted online throug Web site
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at http://jcn.edmgr.comFirst-time users: Please click the Register button from the menthen t
Web site and enter the requested information. Atecessful registration, you will be sent an e-
mail indicating your user name and passwolokte: If you have received an e-mail from us with
an assigned user ID and password, or if you aepeat user, do not register again, just log in.
Once you have an assigned ID and password, yootdoawe to reregister, even if your status
changes (i.e., author or reviewekuthors: Please click theog-In button from the menu at the
top of the page and log in to the system as aroauBlubmit your manuscript online according to
the author instructions. You will be able to trabk progress of your manuscript through the
system. If you experience any problems, pleaseacbtiteJCN Editorial Manager, Jeanine
Vezie at jdveziz@email.uky.edu.
No Special Formatting Required for Manuscripts Pria to Acceptance.
In order to increase ease of submission, JCN hagdnto allowing authors to submit
manuscripts without following our reference andeotformat guidelines until the manuscript is
accepted for publication. We all have experientedftustration of formatting a manuscript
according to specific journal guidelines, only vk to reformat it if it is not accepted for
publication in that journal. Thus, when submittenghanuscript for review, you need not follow
the specific guidelines.

AUTHOR'S MANUSCRIPT CHECKLIST FOR SUBMISSION TO JCN ONCE THE

MANUSCRIPT IS ACCEPTED FOR PUBLICATION

The manuscript preparation guidelines below mudobbewed carefully once the manuscript is
accepted for publication. We are sorry, but younusaript will be returned to you if

instructions are not followed, thus, delaying thegess.
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» The word limit for manuscripts (other than brighoets) submitted to JCN is 4000 words
for the text only. The word limit does not inclutthe title page, abstract, references,
tables, or figures.

« Manuscripts must be prepared in accordance witlstifle guidelines of the 10th edition
of the AMA Manual of Style.

- Please take care to prepare your references rrotiect format (examples shown
below).

« Please be sure to number each page of the martuscrip

« Manuscripts must be created on IBM-compatible (Bgllipment using Windows 95 or
higher operating system. Our preferred softwsuMicrosoft Word.

« Manuscripts should bentirely double spaced (including quotations, abstrads, lend
references, footnotes, figure captions, and atlspafrtables). Leave 1" margins
throughout. Minimize creative formatting and aveatying spacing between headings
and paragraphs.

« Manuscripts should be ordered as follows: titlegadpstract, text, references, summary
and implications (see below for description of #lisment), tables, figure legends and
any figures.

« If English is not your first language, has this msaript been reviewed by a native
English speaker? If not, you may want to use Chidpdéing at www.chapterediting.org,
Scientific-Editor at www.scientific-editor.com oournal Consortium at
articles@journalsconsortium.org.

JCN or WK/LWW do not have an affiliation with thesenpanies. These resources are offered

only as a suggestion.
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« Brief Reports guidelines:
o Brief reports are shorter versions of regular lEesi@nd are dedicated to research
reports.
o The brief report can be used to report one of tlewing types of research
manuscripts: 1) pilot studies or preliminary resuff) negative research reports;
3) descriptions of study designs or unique methusdsl in clinical trials, large
observational or epidemiological studies, or inéeton studies (can include
baseline sample characteristics).
o Brief reports can be no more than 2500 words, eatutitle page, table, figure
and references.
o Brief reports must include a structured abstrad5f words or less. Only 1 table,
1 figure and 20 or fewer references can be includedbrief report.
Manuscript Contents
Each manuscriphust include the following:

» Title page including (1) title of the article, (&ithor names (with highest academic
degrees) and affiliations (including titles, depshts, and name and location of
institutions of primary employment), (8prresponding author’s name and complete
address including email, phone and FAX numberq4) any acknowledgments, credits,
or disclaimers, including funding sources and dot¥lof interest, and (5) number of
words in the text; number of tables and figures.

* Please do not use abbreviations in the title orlreaders on your manuscript.

Abstract 0f300 words(150 words for brief reports) or fewer describthg main points

of the article. If it is a research article or lbrieport, prepare a structured abstract with
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the following headings: (1) background; (2) objeeti(3) methods; (4) results; and (5)
conclusions. If the article is not a research Etiplease prepareséructured abstract
with the following headings: (1) background; (2ypaose; (3) conclusions; and (4)
clinical implications.

Keywords: Also include 3 to 5 key words that ddserihe contents of the article. To

identify key words that help readers find yourcleti look in theNational Library of

Medicine's Medical Subject Headin@deSH). It is essential that your keywords are

compatible with MeSH.

Eachresearch articleor review of the literaturenust include a table entitled, “What's
New?” that includes in bullet point form (2-3 bu#ieonly) a summary of the findings
with implications for practice. Place this sectmma separate page after the references.
Use this section to address the “so what?” of ymalings. All other types of articles
must include a table entitled “Clinical Pearls”tth@at includes in bullet point form (2-3
bullets only) a summary of the important clinicalqis of the article.

Only submit manuscripts that are not under conatd®r elsewhere. We do not require
that you submit the COPYRIGHT TRANSFER FORM (auiinyp responsibility,
disclosure, and copyright transfer foramtil after your manuscript is accepted for
publication. Once your manuscript is accepted fdaligation, you must submit the
COPYRIGHT TRANSFER FORM. Each person listed aswtha@a must submit,
complete each section entirely, and sign the f@mE FORM FOR EACH AUTHOR
MUST BE SUBMITTED ELECTRONICALLY ONLY AFTER YOUR MANUSCRIPT
IS ACCEPTED FOR PUBLICATION. FAILURE TO SUBMIT THEORM WHEN

REQUESTED WILL DELAY PUBLICATION OF YOUR MANUSCRIPTThe author
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submitting the manuscript must thoroughly checkhesexction of each form submitted for
completeness.

« Each person listed as an author should be thorougphfamiliar with the substance of
the final manuscript and be able to defend its cortgsions.

+ ACKNOWLEDGEMENTS, DISCLOSURES, and CONFLICTS OF INT EREST:
Persons who make subsidiary contributions may bedted in an
"Acknowledgments" on the Title Page only. If you wsh to make a statement
regarding disclosures or conflicts of interest, youmust also put these only on the
Title Page.

« Word limit: There is a word limit of 4000 words (text only) for all manuscripts
except Brief Reports, which must be 2500 words (téwnly) or less.

«  Written permission, including complete source,dny borrowed text, tables, or figures
submitted by mail or fax (form attached to the ehthis file).

« Cover letter: We do not require a cover letter.

« When attaching manuscript items, you must be sulead manuscript items (i.e., title
page, copyright transfer form, manuscript withauthar information, etc.) into the
correct folder using the drop down list.

Conflicts of Interest

Authors must state all possible conflicts of ingtren the title page, including financial,
consultant, institutional and other relationshimst tmight lead to bias or a conflict of interest. |
there is no conflict of interest, this should absoexplicitly stated as none declared. All sources

of funding should be acknowledged on the title p&dkerelevant conflicts of interest and
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sources of funding should be included on the piige of the manuscript with the heading
“Conflicts of Interest and Source of Funding:”. Feo@ample:
Conflicts of Interest and Source of Funding: A hexeived honoraria from Company Z.
B is currently receiving a grant (#12345) from Qrigation Y, and is on the speaker’s
bureau for Organization X — the CME organizersGompany A. For the remaining
authors none were declared.
In addition, each author must complete and subiteijaurnal’s copyright transfer agreement,
which includes a section on the disclosure of pidénonflicts of interest based on the
recommendations of the International Committee eflddal Journal Editors, “Uniform
Requirements for Manuscripts Submitted to Biomddloarnals” (www.icmje.org/update.html).
The form is readily available on the manuscriptrsigsion page
http://www.editorialmanager.com/jcn/ and can be plated and submitted electronically. Please
note that authors may sign the copyright transfeeement form electronically. For additional
information about electronically signing this forgg to http://links.lww.com/ZUAT/A106.
References
- References must be cited in text and styled ing¢ference list according to ti#enerican
Medical Association Manual of Styled. 10.
+ References should be included on a separate page end of the article and should be
completely double-spaced.
+ References should be numbered consecutively iorther they are cited; if a reference is
cited more than once, use the original referencelau. Cite personal communications in
text only and give source, date, and type of comaation. Do not use footnotes, except

in tables.
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« There is no limit to the number of references &gular articles. Only 20 references are
allowed in brief reports.

« Page numbers should appear with the text citabboviing a specific quote.

- Examples of correctly styled reference entries:
Journals: Using the punctuation indicated below, iclude the following items: author,
article title, journal, year, volume, issue numbeiin parentheses following the volume
number (this element is new with the 10th edition fathe AMA guidelines), and inclusive
pages. Always give the volume number and the issnember. Abbreviate journal titles per
the List of Journals Indexed for Medline, which canbe found on the National Library of
Medicine website or here: ftp://nimpubs.nim.nih.govonline/journals/ljiweb.pdf
For six or fewer authors, list all authors.
Doe JS, Lister FG, Lise JK, Kellert JL. Allied medi educationJAMA 1975; 23(3):170-184.
For more than six authors, list the first threddwked by et al.
Doe JS, Justin MN, Gum KL, et al. Drug use durirghtschoolAm J Public Health
1976;64(1):12-22.
Reference to an Entire Book: Author, book titlgqa of publication, publisher, year.
Farber SD, Ball WDNeurorehabilitation: A Multisensory ApproacBhiladelphia, Pa:
Saunders; 1982.
Chapter in an Edited Book:
Winawar S, Lipkin M. Proliferative abnormalitiestine gastrointestinal tract. In: Card WI,
Creamer B, eddMlodern Trends in Gastroenterolagith ed. London, England: Butterworth &

Co; 1970.



169

Figures:
A) Creating Digital Artwork

1. Learn about the publication requirements for Digheawork:
http://links.lww.com/ES/A42

2. Create, Scan and Save your artwork and comparefiy@lifigure to the Digital Artwork
Guideline Checklist (below).

3. Upload each figure to Editorial Manager in conjumctwith your manuscript text and
tables.

B) Digital Artwork Guideline Checklist
Here are the basics to have in place before submigbur digital artwork:

« Artwork should be saved as TIFF, EPS, or MS Offe®C, PPT, XLS) files. High
resolution PDF files are also acceptable.

« Crop out any white or black space surrounding tinage.

- Diagrams, drawings, graphs, and other line art rhestector or saved at a resolution of
at least 1200 dpi. If created in an MS Office peogr send the native (DOC, PPT, XLS)
file.

« Photographs, radiographs and other halftone imangess be saved at a resolution of at
least 300 dpi.

« Photographs and radiographs with text must be savgubstscript or at a resolution of at
least 600 dpi.

- Each figure must be saved and submitted as a $efdeaFigures should not be
embedded in the manuscript text file.

Remember:
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» Cite figures consecutively in your manuscript.
« Number figures in the figure legend in the ordewimch they are discussed.
- Upload figures consecutively to the Editorial Maeageb site and enter figure numbers

consecutively in the Description field when uploaglthe files.
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Abstract
Background: Hospital readmissions are often attributed to fhitansitions of care. A gap in the
literature exists in understanding readmissionsiftbe patients’ and caregivers’ perspectives,
particularly in the community hospital settir@@bjective: The purpose of this study was to
describe the experience of 30-day readmissiongant iailure and myocardial infarction
patients, their root causes, and ways to prevemh tiiom the perspective of patients and their
caregivers in a community hospital settiMgthods: A phenomenological qualitative study was
conducted. Data were collected through semi-stradtinterviews guided by the Health Belief
Model! Colaizzi's seven-step method was used to analyze the da@escdbe the essential
structures of the readmission phenomemesults: Six key themes emerged: a need for
symptom relief, unmet learning needs, failure tdrads the primary health concern during the
index admission, a lack of patient adherence, ehgihg treatment regimens, and lack of
caregiver inclusionConclusion: The Health Belief Model provided the theoreticalidation
for exploring patient factors related to readmissid?erceptions of cardiac patient and their
caregivers on the reasons for readmission and gaagto prevent them are relevant for shaping
effective care transitions. Clinicians need to ustéand each patient’s context for self-care and
tailor interventions accordingly.

Keywords: readmissions, heart failure, myocardrdharction, qualitative research, perceptions
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INTRODUCTION

The Hospital Readmission Reduction Program withenAffordable Care Act
(ACA) *provides an impetus for hospitals to reduce theidmission rates. The purpose
of this study was to describe HF and AMI patiemisd their caregivers’ experience with
hospital readmission within 30-days of dischargenfra community hospital. This
perspective can inform effective care transitiomd promote patient and family
engagement.
BACKGROUND

In 2004 the Centers for Medicare and Medicaid $es/{CMS) spent 17.4 billion
dollars on hospital readmissichsleart disease in the form of heart failure (HRJ an
acute myocardial infarction (AMI) accounts for tiejority of readmissionsFrom 2007
to 2009, 30-day readmission rates among Medicareflmgaries hospitalized for HF and
AMI were 24.8% and 19.9%, respectiv8li portion of hospital readmissions are known
to be avoidablé.Provisions in the ACA allow for significant periak for hospitals with
excess readmissions. With up to 3% of their Me@icaimbursement at ri$khospitals
have placed reducing readmissions at the top of peeformance improvement agendas.

The Holistic Determinants of Readmissions Model (MR Figure 1), adapted
from Kangovi and Grandéaddresses the phenomenon of readmissions. The model
includes three major domains for considerationitheare services, patient factors, and
health policy. Hospital readmission rates are ofiewed as a proxy for the quality of
care provided®*?Patient factors such as demographics, socioecorfagtiors, and
comorbid conditions and the fee-for-service reinsleuanent have been implicated as

contributing factors: *°
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The HDRM provides a framework for examination of tlecent literature
concerning the phenomenon of readmissions in capditients. Few studiés™related
to the phenomenon of readmissions in cardiac patieve focused on patient factors.
HF patients of a single marital stattsnd those with a lower perception of health care
related quality of lifé* were found to be more vulnerable to readmissiarly ©ne recent
study examined the perceptions of cardiac pati@mdistheir caregivers concerning
readmission$> Annema et al (2009) found the perceptions of Hifepss and caregivers
on the reasons for readmission differed signifilgainbm those of healthcare providers.
There is an abundance of healthcare service @ialed at reducing readmissions
including educationa®!’homecaré®*® multidisciplinary team$®?*case
managemerft**?’and telemonitoring®****Recent meta-analyses of each type of
intervention have been conductéd®*No particular type of delivery model was shown to
be superior in preventing readmissions althought nvese superior to usual care. Within
the health policy domain a recent study by Soraat*&found no cost-benefit to the
original Heart Failure Home Care Trial, a multiGanétudy comparing the use of an
interactive HF monitoring system, to standard Hfeca

The Health Belief Model (HBM) is an applicable ¢ing in understanding health
behaviors in patients with cardiac disease. The Hialglempirical support and theorizes
that individuals will change health behaviors éyifeel susceptible to an illness and its
consequences, believe they are capable of caroyinthe behaviors (self-efficacy), and
that the benefits to performing the behaviors oidivéhe barriers or costs to performing

the behaviord.Behaviors required for managing heart failtfrand coronary heart

diseasé? are well documented and include medication adleresymptom
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management, diet modification, daily exercise, simiking cessation. Suboptimal
adherence exists in both HF and post Ml pati&hté Despite the emphasis on
promoting self-care and self-management, intereastemploying constructs of health
behavior theory were limitet§2>%°4°
Research Questions

Knowledge is limited on patient factors influencirggadmission. A broader
understanding of care transition failures fromdhediac patient’s perspective is
warranted. The following research questions wetkessed in this study:

*  What are the reasons for 30-day readmissions frenpérspectives of
patients and their caregivers discharged from anconity hospital with a
diagnosis of HF or AMI?

* What can be done to prevent the next readmissam the patients’ and
their caregivers’ perspectives?

METHODS

A qualitative design using a descriptive, phenontegioal’® method was used to
explore the experience of AMI and HF patients dmrtcaregivers readmitted to the
hospital within 30-days. Patient and caregiver elgpees have underappreciated in the
pursuit to understand readmissions in patients gatdiac disease. The descriptive
phenomenological method allowed for a deep inquity patient factors that may
contribute to readmissions.
Setting and Sample

A purposive, convenience sample*®of 10 patients and four caregivers were

recruited from the target population of patientdmitted within 30 day of an index
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admission for HF or AMI at a 176-bed non-profit acoomity hospital in the Mid-
Atlantic. The hospital cares for 10,500 inpatieemgually and has an average length of
stay of 3.3 days. Patients were recruited fromhtbepital’s inpatient medical-surgical
and telemetry units. Patients were excluded if thege non-English speaking, under the
age of 18 years, readmitted from another careitigotlognitively impaired or receiving
comfort care. Caregivers were identified by pasead the person whom they depended
on to assist them with their care at home. Thosegoeers who were non-English
speaking, under the age of 18 years, employed jtbogg impaired, or did not have the
patients’ permission to participate were excluded.

Consistent with the tradition of qualitative resgaithe sample size was guided
by the ongoing data analysis. Participants wereurtec until data saturation was
reached. Data saturation was reached when no remethwere being generatédtand
the structures of the phenomenon were clear ardrtieanings visiblé®
Data Collection and Analysis

The data collection period was from November 2@lAyril 2014. Data were
collected through in-depth semi-structured intemdeuided by the Health Belief
Model An interview guide was used to ensure the invesiigafocus on the study’s
areas of intere$t The interviews started with the question, “Whatyda think brought
you back to the hospital this time?” The mean donadf the interviews was 33 minutes
for a total of 466 minutes.

Data analysis began after the first interview amadtioually guided future data
collection. Colaizzi's seven-stage process as ety Holloway and Wheeléf was

used to analyze the data. All interview scriptseverad to acquire a feeling for them.
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Then each interview transcript was revisited, digant statements extracted, and
meanings formulated. Meanings were organized mtanes and validated with the
original interview transcripts. Discrepancies witland between themes were reconciled
until a good “fit” was achieved. In the final stdemes were integrated into a description
of the structure of the phenomenon of readmisdiams the insider’s view, i.e. that of
patients and their caregivers. The software progdavivo, version 10 was used to
manage data?

Trustworthiness
Several accepted measufés® > 3jere taken to ensure the trustworthiness of

the results. Consultation was received during tsgh, data collection, and data
analysis phases from doctoral prepared researdbats.collection was limited to the
principal investigator and a research assistant ldid regular research meetings to
ensure consistency in data collection, establishuatit trail, and determine additional
paths of inquiry as informed by the ongoing datalysis. Field notes were used
throughout the study. Interviews were audiotapeehtsure accuracy and professionally
transcribed by a third party. Follow-up contactsobypne and mail were made with
participants to ensure data gleaned from the trapts@ccurately reflected their
experiences. Results were reviewed for legitimacg primary care physician
experienced in readmission reduction.
Protection of Human Subjects

The study protocol was submitted and reviewedHergrotection of human
subjects by the Hospital Institutional Review Boardl an exemption obtained from the
University of Virginia Research Board. The studgtpcol was followed and no adverse

effects occurred.
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FINDINGS

Eleven patients are represented in the findingsotevhich were interviewed. In
addition, four caregivers were interviewed. Thpaéents were readmitted following an
index admission for Ml and seven patients weremetidd following an index admission
for HF. Days to readmission varied from zero (saag) to 28 days. Patient ages ranged
from 29 to 90 years with a mean of 67.2 years.dbikie eleven patients had less than a
12" grade education. Ejection fractions ranged fror6A@%. Participant demographics
are found in Table 1.

Five congruent themes between the patients’ areboaars’ perceptions emerged
from the qualitative data: worsening of conditicaed for symptom relief, unmet
learning needs, failure to address the health idadag the index admission, non-
adherence with the treatment plan, and challengeaiment regimens. An additional
theme emerged from the caregivers’ perspectiv&: dhcaregiver inclusion.

Worsening of Condition/Need for Symptom Relief

Several patients and caregivers pointed to theemimg of the patient’s condition
or the need for symptom relief as the primary redso readmission to the hospital. The
most common symptoms were shortness of breathtsest pain. Most participants did
not see a connection between the readmission amdh®opatient’s care was managed at
home. Often they could not identify any actionsytbeuld have taken to prevent the need
for readmission. Some participants felt hospitabiraission was inevitable due to the
severity of the patient’s condition.

An 81-year-old male patient (1a) with an ejecticaction of 30% had been home

for 28 days. He relayed a story of gradual dedimaly telling his wife, “Something’s
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not right. I'm not getting better...I get very shoftbreath.” She took him back to the
hospital with the intent of getting him “checked’in

Patient 8a, an African American gentleman withatid an ejection fraction of
30%, had been home for 11 days with leg pain aredlisrg. When asked if there was
anything that could have prevented his readmidseoreplied. “No... | had to come. |
couldn’t take it no longer. | can't sleep...| beenalpnight just walking the floor.”
Unmet Learning Needs

Participants were asked about instructions thegived regarding care at home.
Most reported they felt prepared; however, with engpecific questioning, the theme of
unmet learning needs emerged. All patients ackmibydd receiving discharge
instructions, but some had difficulty recognizihgm as such and remembering them.
Both patients and caregivers identified the needrfore detailed and tailored
instructions to implement their treatment recomnagioths once home. Knowledge
deficits included specifics on diet, weight moningy, and activity level.

There were indications that the application of ¢aséructions to the patients’
everyday experience was not well understood. AmcAfr American patient (8a) with a
ninth grade education did not realize that canoed fand prepared dinners were “full of
salt.” A 72-year-old, African-American woman (patieta) with an eighth grade
education described her condition as “decongedtivgst failure.” She understood her
condition to be “very” serious; yet, when asked tdtee had to do differently to care for
herself she replied “nothing that | know of.”

A 90-year-old, Caucasian gentleman (patient 5aymeiéed post-AMI denied

receiving any care instructions, but then admittethrowing them out. He did not read
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them because it was “page after page” and “you ager of magnifying glasses to read
it.”

Neither patients nor caregivers conveyed they nelitimonitored for symptoms
such as dyspnea on exertion or ankle swelling. &tfepts and their caregivers
understood the need for daily weights, but expegdrconfusion around whether weight
changes were significant. There was a tendencydtents and caregivers to weigh the
patient daily, but keep the information to themssluntil the home health nurse arrived
or their doctor visit. Significant weight gain wast always a cue to action as relayed in
the following story from caregiver 1b:

| still can’t understand that ‘three pounds in & dafive pounds in a week'...

I’'m hoping that he starts putting on some weigbutyh...how am | going to

know if it's from water?

In general it appeared instructions regarding dgtlevel were limited. A HF
patient (4a) had the perception she shouldn’t éserand stated the most important thing
she needed to do for herself was “get her redttiie. youngest patient participant in the
study (6a) had a 10% ejection fraction and had beadmitted with chest pain. He
reported he suffered further heart damage fromtiexehimself too much. “At what
point do | want to push more?” he asked. “I'm naa&ly sure at what point should | be
doing what type of exercise.” Despite receivingedaistructions during the index
admission, a deeper understanding was needed pthppnformation in the real-world
environment. The unmet learning needs left unagtreed among participants in managing

the patient’s care in the home setting.
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Failure to Address the Health Issue during the Inde Admission

Some participants shared the perception the gatimadmission was due to a
failure by the healthcare team to effectively trat initial problem on the index
admission. One 64-year-old male HF patient alsodaeaere chronic obstructive
pulmonary disease. His wife (caregiver 3b), hisnairy caregiver at home, provided
these thoughts regarding the link between hisezaatimission and two subsequent
readmissions:

...Iit was pneumonia the first time, but when he céaek in this second time,

they said it was pneumonia, but | think that hallésomething else going on...

it had to be something more than just pneumonitwha the problem.

Patients and caregivers did not feel their vowere heard to their satisfaction
and left without answers. They expressed that tbal™ problem wasn’t solved the first
time. For example, on his second readmission pad&mold his doctors “yall keep me til
you find something!” These participants indicatkdyt “knew” a rehospitalization would
result.

Lack of Patient Adherence

Four patients reported a lack of adherence to omeooe elements of their
treatment plan. Two of the four linked their ladkadherence to their need for
readmission. Medications, diet, smoking cessaton, activity level were the common
areas of non-adherence identified.

Eight out of 11 patients reported adhering to tpeascribed medications. Reasons cited
were cost, annoying side effects, and severe agledfscts, Three patients had not

persisted in taking certain medications or didgeittheir prescriptions filled. One patient



187

admitted to consciously skipping doses of medicati®atient 5a was asked if there were
medications he was supposed to take more thanaodag. He replied, “There are, but
I've never done it that way. I'm going to take itlp once.”

Patient 10a reported frequent problems with adigeorhis treatment plan and
made a direct connection to his readmission. Hedta...it's my fault. You know,
there are some things | could do to make it befftarnot the perfect patient.” He relayed
that even though he knew his treatment regimen“avasatter of life and death,” he did
not see it that way in “a day-to-day setting.”

Patient 7a, a post- AMI patient, also connectedbed for readmission with his
non-adherence. Four days prior to his readmissgomalal been cutting wood for his
wood-burning stove. “...He told me to take it easijch | didn’t do,” he explained. “As
a result, I'm back in for a second visit...I thougii amount of time | gave myself was
enough and it wasn't.”

An Ml patient (patient 3a) was able to speak almawt his own choices affected
his health. He discussed his lack of initiative &ndlpower.” He identified stress as the
barrier to reaching this goal. He explained hisipla

...S0 | am going to have to try and curb it somehiaw.not sure yet though. |

will think about it over the next couple of daygust seem to fall into these high

stress situations.

This patient’s statements reflected a lack of efitacy in making the needed behavior

changes.
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Challenging Treatment Regimens

Several patients had significant co-morbid diagsasside from their primary
cardiac disease including hypertension, diabeteml disease, congestive obstructive
pulmonary disease, and obesity. In addition twaepéd were being treated for
depression and another suffered from chronic apx@&ich comments as “...there is so
much wrong with me that | really can’t concentrateone thing, because if 1 do I'm
turning my back on everything else” and “thereabination of things that are close
together so it is hard to figure out” are evideatéhe complexity of the patients’
condition and treatment regimens.

Caregivers and patients alike described the canfliitbese complex regimens
created and perceived it as a barrier to succégshanaging care. Examples of
uncoordinated care among providers were shareég@®@ar 9B paints the following
picture:

... This doctor tells you one thing, that doctorgglbu something else. My

husband, he’s got let’s see, four doctors: diabdbesor, heart doctor, our family

doctor, and his lung doctor. And none of them agvitle them...they got me
running in circles just to try to keep his meds up.
Having a cohesive plan that addressed more thanhibart condition was a need
expressed by patients.
Lack of Caregiver Inclusion

An emerging theme unique to the caregiver group wasncern over not feeling

included in transition planning. Two of four caregis expressed this concern and felt it

had a negative impact on the ability to manage#tent’'s care at home. Their
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statements were powerful and provided a perspentvdeard in the patient interviews.
An excerpt from a spouse of a readmitted AMI pdt{earegiver 3b) is an example:
So | think sometimes the doctors feel like if thalk to the patient they're giving
them the information. In my particular instance hugband, sometimes talking to
him is like playing telephone...I don’t always ¢fe¢ accurate version or accurate
information....”
She felt that no one knew she existed unless ghygehad to be there when the doctor
came. She suggested an exit interview be conduatadhe primary caregiver to be
certain they knew the plan.

Caregiver 9b had managed her husband’s care afiomber of years and was a
strong advocate. She relayed that despite her hdsbaishes to the contrary, staff in the
hospital addressed all of their conversations . hi

... half the times he’s out of it... So when they tadkhim, he don’t understand it.

So you talk to meemphasis added]. That's the way | want it, betyth still tell

him if 'm not there....

The caregivers believed their involvement wasaaltdue to the inability of the patient
to understand and integrate the information reckint their care at home.
DISCUSSION

The purpose of this study was to explore patiaators as a component of the
readmission phenomenon. It is the first study twoon cardiac patients (HF or AMI)
readmitted within 30 days in a community setting. K&y themes emerged from the
interview data: worsening of their condition/need $ymptom relief, unmet learning

needs, perceived failure of the healthcare teaatddless their health issue during the
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index admission, a lack of patient adherence, ehgihg treatment regimens, and a lack
of caregiver inclusion. The results provide a deepelerstanding of patients’ and
caregivers’ lived experiences with readmission @edr capacity to provide care for the
patient at home.

Patients and caregivers conveyed worsening of teeidition with a need for
symptom relief was a primary reason for readmissidmis finding is consistent with the
Annema et aP study. Worsening of HF and other conditions waeerhost frequently
cited reasons for readmission provided by patiantscaregivers. Ml patients in the
study responded immediately to the acute onsetropsoms by calling 911. HF patients
did not recognize progression of their symptomsdfccumulation, weight gain, and
shortness of breath) as cues for action until ewame more life-threatening (dyspnea
at rest). These findings build on previous qualitastudies investigating patients’
knowledge and beliefs about HF and their self-cautines. Horowitz, Rein, and
Leventhat*found HF participants operated on an acute vs.nitmodel when it came to
self-care. They did not routinely manage symptames,lting in seemingly preventable
exacerbations. Jurgens efd@bund 54% of HF patients believed they had littdeo
control over their symptoms, which is consisterthvpatients in the current study. These
results have important implications for assistirfg phtients and their caregivers to
enhance their skills in symptom monitoring and nggmaent. Using subtler changes from
baseline as cues for specific interventions at horag improve their perceived self-
efficacy in preventing a readmission as noted @vimus studies of HF patients regarding

self-care'!
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Several patients and caregivers identified themetlearning needs.
Surprisingly, in the study by Annema et’&nowledge deficit was not identified as a
reason for readmission by patients or caregivarsitlwvas perceived as a reason for
readmission by the physician and nurse participandssignificant number of the cases.
In the 2012 study of all 30-day readmissions iargé urban setting by Kangovi e’
lack of preparedness at discharge was the reasoeadmission cited by 11.8 % of the
study participants. Patients and caregivers irctimeent study identified the need for
more detailed and tailored instructions regardirgglications, diet, weight monitoring,
and activity level. These findings corroborate pwag studies with the aim of
understanding self-care behaviors in both the HFANMI populations? 4+>*>"%he
HBM identifies knowledge and skills as importantdiiging behavioral factors that can
assist patients in carrying their treatment pl&uucation can begin in the hospital but
must continue beyond its walls where it can be naitered to the patients’
psychosocial, cultural and environmental context.

The investigators recognized that some of the at@aening needs described
were related to participants’ inability to receivegall, and understand the discharge
information. This incidental finding whether tempoy or permanent represented a
significant barrier to adopting prescribed heakhdwiors. Consideration of health
literacy’*®* and cognitive deficits in cardiac patients is wated>°®in light of these
incidental findings. Both are important patienttéas in considering the readmission
phenomenon as they can adversely impact a patieayacity for self-carg

The perception of some patients and caregivetshleaeason for the patient’s

subsequent readmission was the failure of meditadiglers to address the health issue
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during the index admission was a finding not prasly cited in the readmission
literature. This theme is significant because pési@and caregivers did not feel heard,
perceived they left without answers to their consgand then were readmitted. Valuable
information for diagnosing and care planning camigsed and clinical reasoning
adversely affected if two-way communication betwdenhealthcare team and the
patient and family is lacking. This finding is an important consideration in pating
readmissions.

Two study patients linked non- adherence to tresidmission as did 25% of HF
patients in the Annema et'abtudy. One patient in the current study attribiutis
readmission to a lack of adherence to his prestioévity level. Annema et &l
reported that 3% of patients and 7% of caregiveltséadmission was due to an
“imbalance of activity and rest.” Activity compliaa was not a factor in the study by
Kangovi et al° The second patient in the current study conndtiteceadmission to his
non-adherence with medications and his severe fasttiction. Adherence to
medications as a reason for readmission was repbyt&angovi et af in 5.7% of
patients (2012), and problems with adherence td flestrictions were reported by
Annema et al’

The HBM is helpful in understanding the non-adheeebehavior in these two
cases. A qualitative study by Astin et'dbund patients receiving PCI often had
difficulty understanding the severity of their cateh, resulting in unwise activity levels
in some. Such altered perceptions may explain ¢leesihn of the patient in the current
study to engage in the physically demanding agtivitcutting wood within a month

after discharge. The patient experiencing diffiesltwith adherence to medication and
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fluid restriction expressed a sense of reducedegiixlity to the consequences of his
day-to-day behaviors. He desired external cuesttorato facilitate his health behaviors,
which are seen as important behavior modifier@HBM.

Three patrticipants in the current study believegromed adherence to prescribed
health behaviors could prevent the next readmisdibis finding is consistent with the
study by Annema et Blwhere 33% of HF patients and 18% of caregivetstiek
improved adherence with medications, diet, andlftestrictions would protect against
readmissions. Strunin et’afound alherence to be a major issue with nearly 50% of the
participants describing circumstances that prewketitem from following medical
advice.Barriers to medication adherence identified indheent study included cost,
medication intolerance, worrisome or annoying sflects and a denial of perceived
risk (susceptibility) in the day to day. These g are consistent with the qualitative
findings of others in regard adherence in cardatepts>® **°%1"3""The HBM
proposes that the benefits of the behavioral chamgst exceed the barriers in order for
uptake of the changes to océBiEnsuring patients’ and caregivers’ understandirthe®
benefits of therapy and addressing their percebagders would be important in these
cases.

The current study results demonstrate the complexia patient’s treatment
regimen can be a perceived barrier to successfuEhnanagement. Patients and
caregivers expressions of confusion appear to septea decline in self-efficacy as the
complexity of the treatment plan grows. Resultthefcurrent study support the findings
of Annema et at® (2009), where 38% of patients and 37% of caregiveported other

diseases as a reason for readmission and Patél ehare 57% of patients put off
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seeking care because they had attributed symptmsaething other than HF.
Comorbid conditions as a risk factor in readmissibas been previously establisféd.
"880The current study provides insight into how thegate challenges for self-
management. Recognizing the burden navigating leetwpecialists creates for patients
and their caregivers is an area for further comattt in preventing readmissions.

The need for inclusion by the caregivers is an irga finding to consider.
Annema et
Al found the perceptions of caregivers on the refmoreadmission differed from
patients in 60% of the cases. The researchers sugdell picture of the reasons for
readmission from both the patient and caregiveeeded to ensure interventions
prescribed by the healthcare team are relevahietpatient’s situation. The results of the
current study build on this recommendation by destrating the caregivers’ expressed
need to be included in transition planning to eashe prescribed care is carried out in
the home environmentack of social support in lower socioeconomic papiohs is a
significant contributor to readmissiSiandthe presence of social support has shown to
improve outcomes in cardiac patients including neiadion®" In the current study,
caregivers were present, but not consistently asemiresource. A recent systematic
review found family caregivers have been overlookedengaging them in transitions
deserves higher priorify.

In summary, the HBM was a useful theoretical frarogwto guide this research.
The findings provide important insights into thegpectives of HF and AMI patients and
their caregivers on the readmission phenomenonetdtehding the patients’ and

caregivers’ beliefs about the perceived threaheirtillness on a day-to-day basis and
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whether they view the condition as acute or chromay interfere with effective self-care
and lead to preventable readmissions. Low selé&tff may lead to unmet learning
needs. Patients and caregivers need more detaitbthdored instructions as part of
transitional care in order to implement effectiedf-snanagement strategies at home. The
lack of inclusion of caregivers, uncoordinated cammplex treatment regimens, and
ineffective communication were described as bariepreventing readmissions.
Recognition that every patient’s situation is umquill assist the healthcare team in
enhancing care transitions and preventing readomssi
Nursing Practice Implications

Findings in this qualitative study have severalliggtions for nursing practice.
Recognizing every patient’s unique situation waset nurses in enhancing care
transitions. Using existing tools to assess thedtedge and beliefs of HF and AMI
patient§® 8% #about their condition would be helpful in tailegiinterventions.
Assessing patients’ cognitive functioning and Hehateracy levels is necessary to ensure
appropriate educational materials and methodsraréded 2> Equipping patient and
caregivers with self-management strategies to respm subtle changes is essential.
Perceptions that the healthcare team failed to¢ake of the problem at the index
admission indicate the need for further engageroktite patient and their caregivers.
The complexities of a patients’ treatment regimarsiie considered by all providers,
and as others have suggested, interventions aitmeddmission may need to have a
broader focus® Nurse leaders must work to ensure transition ptanim the hospital is
patient and family centered and their context &f-care is understood.

Nursing Research Implications
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Findings of this study support the need for contiguesearch on effective
interventions to impact the outcome of readmissiortee cardiac population. Focus
groups with patients and caregivers would be achdgirogression in this research.
Further exploration of the impact of low healtletdacy and cognitive deficits on
readmissions is warranted. Opportunities still efads more effective interventions
related to fluid balance, symptom recognition agiftisianagement. Many hospitals have
begun the practice of focused interviews with reeh patients; however, a validated
tool incorporating constructs of behavioral themrpeeded. Testing the impact of
structured “exit” interviews using web meetings arako conferencing would also be a
natural progression of this work.

Limitations
There are important limitations to note. The studg limited to one community

hospital so findings may be unique to this settfhgin most qualitative studies
convenience sampling was used. The disproporticstatee of men, participants with
health insurance, and good access to primary cayehawve affected the results. The
small numbers of caregivers recruited is also #@dition. A significant decline in the
readmission rate occurred between the time thdysttas conceived and participants
were recruited. Thus, the population studied mayesent readmissions more
challenging to prevent.
Conclusion

Reduction of readmissions in acute care hospitaismportant outcome for
hospitals, patients and their families. The HBMis&ful in exploring the root cause of
readmissions from the patients’ and caregiversspectives. Consideration of patient

factors beyond sociodemographics is relevant taging patients and caregivers in
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shaping effective transition plans. Nurses areumigue position to “hear the voices” of

patients and caregivers and tailor their care tetrttesir individual needs.
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Figure 1

Holistic Determinants of Hospital Readmission Model
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Figure 1. The author's Holistic Determinants of R

i model. This comprehensive model of the phenomenon of readmissionsexpands the
patient domain and adds demographicvariables, health knowledge and beliefs ;and health behaviors to the patient factors that may impact
readmissions. Adapted from “Hospital Readmissions: Not just a measure of quality,” by . Kangovi & D.Grande, 2011, The Journal of the American
Medical Association, 306, p.1797. Copyright 2011 American Medical Association and “The health helief mode! and personal health behavior, * by
M.H. Becker, M. H., ed., 1974, Health Education Monographs 2, 324-73.
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Figure 2
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Table 1

Participants Sociodemographics

- Patient Caregiver
Characteristic (n=11) (n=4)
Age mean (SD) 67.24)2 64 (4.7)
Gender, n (%)

Male 10 (91%)

Female 1 (9%) 4 (100%)
Race, n (%)

Black 2 (18%) 0 (0%)

White 9 (82%) 4 (100%)
Education

Bachelor’s or higher 1 1

12" grade 4 1

Some high school 3

8th grade or less 3

Discharge Diagnosis Index Admission, n (%)

AMI (4) 36%

HF (7) 64%
Number of medications at discharge

6-12 10

13-19 2

> 20 1
Comorbidities, n (%)

COPD (4) 36%

Type Il Diabetes (6) 55%

HTN (6) 55%

Renal Disease (7) 64%
Payor Source Primary/Secondary, n (%)

Medicare (4) 36%

Medicare/Commercial (436

Medicare/Medicaid (%

Commercial (2p4a8
Days Elapsed to Readmission

0-6 3
7-13 2
14 - 20 2

21-27 4



