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Problem 

• A growing rate of hospital 30-day 
readmission for heart failure 
(HF)patients 

• National readmission rate 24.8% 

• Local readmission rate 24.4% 

• Existing gap for non-Medicare 
patients 
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Impact 

• More than 6.5 million Americans  

• Prevalence of HF is projected to 
increase by 25% by 2030.  

• HF patients experience the highest 
frequency of hospital readmissions 
in the United States. 

• $39 billion in costs per year 
 

(Butler & Kalogeropoulos, 2012)  
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National/Local Data 
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(http://www.hospitalcompare.hhs.gov/) 



Summary of Evidence 

• Hospitalizations, symptom exacerbation, and disease 
progression are associated with poor self-care (Chriss et al., 2004; 

Jovicic, Holroyd-Leduc, & Straus, 2006;Tung et al., 2012).  

 

• Challenges to self-care is evident in 25-50% of heart failure 
patients (Butler & Kalogeropoulos, 2012; Chriss et al., 2004). 

 

• A clinical measure of self-care management is necessary to 
quantify self-care ability. (Buck et al., 2012; Cameron et al., 2009; Chriss et 

al., 2004; Reigel et al, 2008; Riegel & Glaser, 2000) 

 

• Hospital discharge interventions that improved in self-care 
confidence resulted in fewer readmissions (Akosah et al., 2002; Del 

Sindaco et al., 2007; Koelling et al., 2005; Naylor et al., 1999;Vreeland et al., 2011).  
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Purpose 

 

To create and implement a patient-
centered HF education program 
designed to promote patient self-
care ability and decrease 30-day  
HF readmission rates. 
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Specific Aims 
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Aim 1 
• Develop and implement an evidence-

based HF  patient education program 

Aim 2 

• Evaluate impact of  HF patient education 
on patient self-care management using 
SCHFI 

Aim 3 
• Evaluate all-cause 30-day hospital 

readmission for HF patients 



Intervention  
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Provide 
evidence-

based Self-
Care Guide 

Administer 
SCHFI 

assessment via 
telephone  30 

days after 
hospital 

discharge 

Implement  
Patient-

centered HF 
education 
program 

Administer 
SCHFI 

assessment 
prior to hospital 

discharge 

Provide 
Standardized 

Education 
focused on 

Heart Failure 



Innovation 
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(Riegel, Carlson, & Glaser, 2000) 



SCHFI “Schiffy” 
• 22-item questionnaire 

• 4-5 point Likert Scale 

• Dichotomous responses 

• 3 subscales (SCM, SCMG, SCC) 

• Validity & reliability confirmed in 
previous studies: Cronbach a’s .61, 
.63, .77. 

• Higher scores reflect better self-
care 

(Buck et al., 2012; Cameron et al, 2009; Chriss et al, 2004; Davis & Allen, 2012;Reigel et al 2009; 
Shively et al, 2013) 
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Innovation 
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Innovation  
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(Greater Baltimore Medical Center, Meditech Repository, 2011) 



Data Collection 

13 



Demographics 
Table 1. Demographic  Characteristics (N=41)                             Frequency/Percentages Mean/SD 

N=41 (100%)     

Age (years)   70.5 (15.2) 

Age range  35-92 y   

 35-74y 21 (51%)   

 75-92 y 20 (49%)   

Progressive Care Units     

 Unit 34 10 (24%)   

 Unit 38 31 (76%   

Gender     

 Males 22 (54%)   

 Females 19 (46 %)   

Race     

 Caucasian 27 (66%)   

 African American 13 (32%)   

 Hispanic   1 (2%)   

 Asian/Pacific Islander   0   

 Other   0   

Mean Hospital LOS   5.9 (5.59) 

LOS range 1-34 days   

LVEF     

 ≥40% 15 (37%)   

 ≤40% 21 (51%)   

 Unknown 5 (12%)   
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Findings for Aim #2 
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Measurement & Evaluation of 
Aim #2 
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Exploratory Data Analysis 
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Mean Age:  

Caucasians: 77.3 

African 
Americans: 57.4 

Hispanic: 60 

p=<0.001 



Measures of Control 

• Age (p=.077 & .109) 

• Race (p=.139) 

• LOS (p=.058) 

Bivariate 
Analysis 

(0.15) 

• No significance in 
shared variance on 
post SCHFI scores 

Linear Multiple 
Regression 

(0.05) 
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Evaluation of Aim # 3: 
Impact on 30-day 

Readmissions 

• HF-related readmissions at 5% for 
study group during study period 
(n=41, 2 HF re-admissions) 

• HF-related readmissions were 6% 
hospital wide prior to study start 
date for April 2012-Sept 2012 
(n=240, 15 HF re-admissions) 
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Limitations 

 

• Small sample size 

• Non-randomized sample 

• Short-term study 

• Conducted in a single hospital 

• Confounding 

• Preparation for fallout 
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Implications 
• HF education focused on self-care 

improves self-care maintenance 
and management 

• A clinical measure of self-care is 
necessary for HF patients 

• HF education with home-based 
telephone F/U can reduce 
readmissions 

• Cross center collaboration: Sub-
acute Rehab 
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Implications for Future: 
Practice 

Nurse-guided HF education program: 

• Sustain nurse-led HF education focused 
on self-care 

• Increase frequency of home-based F/U 

• Measure of self-care for HF patients 

• Collaboration with multi-disciplinary 
team 

• Continue partnership with Readmission 
Committee 

• GBMC-Advanced Certification in HF 
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Implications for Future: 
Research 

Further research is necessary to:  

• Identify additional interventions that may 
improve Self-Care Confidence 

• Examine impact of social support systems 
(e.g. family caregivers) socio-economic 
factors, co-morbidities, and education 
level on patient self-care ability 

• Evaluate attrition characteristics of 
participants 
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Thank You! 
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