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Abstract
Heart Failure (HF) is an acute disorder which occurs when the heart has difficulty pumping
enough blood and oxygen to the heart and other organs. Heart failure is the cause of more than
20% of all readmissions in acute care hospitals, and more than 50% of HF patients will be
readmitted within six-months. The cost of 30-day all-cause readmission is associated with $41.3
billion in hospital costs and affects approximately 3.3 million adults. HF has a high rate of
morbidity and mortality, which imposes a burden on patients/families and health systems. It is
estimated that by 2030 there will be approximately eight million people diagnosed with HF in
the US annually. Poor discharge processes can cause higher readmissions rates and unfortunate
patient outcomes. When nurses utilize a standardized discharge process, patients are 30 percent
less likely to be readmitted within 30 days of discharge compared to a patient who did not
receive a standardized discharge process. The purpose of this project was to create a HF
discharge protocol (HFDP) and evaluate the 30-day readmission rates after implementation. This
project was implemented on a Medical/Surgical/Telemetry unit in an acute care setting. The
project design was a quality improvement project of all patients admitted to this unit with a
diagnosis of HF. The Donabedian Theory provided theoretical foundation for the project. Results
showed a strong positive correlation between HFDP and a decrease in 30-day HF readmissions.
Key words: heart failure, 30-day heart failure readmissions, discharge process,

medical/surgical/telemetry units



Improving Readmissions for Heart Failure Patients Utilizing a Standardized Discharge

The Center for Disease Control and Prevention [CDC] (2019) describes the prevalence of
Heart Failure (HF) in the United States (US) is more than 6.5 million people contributing to one
in eight deaths in 2017. According to Ryan et al. (2019) more than one million hospitalizations
occur every year due to HF. Hospital readmissions are common and costly; therefore, the Center
for Medicare and Medicaid Services (CMS) has applied penalties under the Hospital
Readmission Reduction Program (HRRP) for hospitals who have a high rate of readmissions.
CMS (2020) refers to six conditions that are specific to the HRRP 30-day unplanned
readmissions, and HF is one of these conditions. Chava et al. (2019) describe the cost of
readmissions in America is approximately 2.7 billion dollars annually. According to Chava et al.
(2019), HF is the principal cause of readmissions and it is shown to have an increase length of
stay, can cause an increase in morbidity and mortality, and poor patient outcomes.

Peter et al. (2015) explains that hospital readmissions are often avoidable. Variances in
transitions of care from hospital to home often exist placing patients at risk of readmissions,
which may result in poor patient outcomes (Peter et al., 2015). Improving the discharge process
and reducing hospital readmissions utilizing a standardized discharge protocol and a Transition
of Care (TOC) Model can reduce readmissions and improve patient care.

Background

The CDC (2019) describes HF as an acute disorder which occurs when the heart has
difficulty pumping enough blood and oxygen to the heart and other organs. HF is often
associated with other diseases such as coronary artery disease, diabetes, high blood pressure,

obesity and other conditions related to heart disorder and/or valvular heart disease (CDC,2019).



Indications of HF are difficulty breathing during daily activities or when laying down, with a
possible weight gain and swelling in feet, ankles, legs or stomach and/or a general feeling of
tiredness and or weakness (CDC, 2019). Roger (2013) describes HF as a chronic disease that is
distinguished by acute exacerbation, which may be a gradual or rapid change in symptoms
resulting in urgent treatment, hospitalizations, and often related to 30 day-readmissions.
O’Connor (2017) describes the prevalence of HF in the US is more than 20% of all readmissions
in acute care hospitals, and more than 50% of HF patients will be readmitted within six-months.
Hines et al. (2014) describes that in 2011, the cost of 30-day all-cause readmission is associated
to $41.3 billion in hospital costs and affected approximately 3.3 million adults. Sevilla-Cazes et
al. (2018) describes that HF has a high risk of morbidity and mortality rate and this imposes
burden on patients/families and health systems. It is estimated that by 2030 there will be
approximately eight million people with HF in the US (Sevilla-Cazes et al., 2018). The
Affordable Care Act (ACA) implemented the HRRP though a Medicare value-based purchasing
program that reduces payments to hospitals with increased rates of readmissions. This program
was implemented to improve healthcare for Americans by linking payment to quality hospital
care (CMS, 2020). Evidence-based practices have shown to decrease readmissions by increasing
the length of stay, implementing transitions of care, and access to a provider within seven days of
discharge (O’Connor, 2017).

CMS identifies the readmissions rate of HF to be at 15.3% or less (CMS, 2020).
Healthcare systems need to reduce HF readmissions in order to not be penalized, however the
major focus is to decrease readmissions and financial burden to hospitals, improve quality of
care, clinical outcomes and patient’s quality of life (Roger, 2013). O’Connor (2017) describes

that implementation of initiatives and coordination of care can reduce HF readmissions. Dizon &



Reinking (2017) discusses the need for an interdisciplinary nursing managed approach in which
there must be executive support and a focus on collaboration with community partners.
Community partners can be skilled nursing facilities, hospice and home health agencies that can
assist hospitals in preventing readmissions (Dizon & Reinking, 2017).

Hines et al. (2014) states that HF is one of the major 30-day readmissions for Medicare
patients with approximately 134,500 readmissions and a readmission rate of 24.5%. Health care
transformation has specifically focused on reducing readmissions as an area to improve patient
care, coordination, transitions of care and improving patient outcomes (Hines et al., 2014).
Kamermayer, Leasure & Anderson (2017) define transitions of care interventions are founded on
evidence-based protocols to improve the discharge planning process, engage patient and family
in their care, and reduce preventable readmissions. Hesselink et al. (2014) describes that
incomplete transitions of care and incorrect information between hospital care providers and
receiving agencies may lead to unplanned readmissions and a systematic approach based on
evidence- based standardized discharge protocol would reduce 30-readmissions and improve
patient care.

Messerli & Deutsch (2020) describe that a poor discharge process can cause higher
readmissions rates and unfortunate patient outcomes. A well implemented discharge process
includes patient education on: disease process, discussion of any tests performed during
hospitalization, teach back education on new medications, and follow- up appointments
(Messerli & Deutsch, 2020). The Agency for Healthcare Research and Quality [AHRQ] (2013)
implemented a Re-Engineered Discharge (RED) toolkit in 2013, which provides a discharge
checklist of 12 recommended actions that hospitals can implement to make sure patients are

discharged utilizing a standardized discharge protocol through a TOC model. AHRQ (2013)



explains that when nurses utilize the RED standardized discharge tool Kit, patients are 30 percent
less likely to be readmitted within 30 days of discharge compare to a patient who did not receive
a standardized discharge protocol.
Problem Identification

The practice site has no policy or procedure at this time that addresses a standardized
discharge protocol. Nurses do not have a structured process on when to start patient education or
the discharge process. Robeznieks (2017) discusses that discharge education needs to start when
the patient is admitted, which includes getting to know the patient, his/her support system and
building trust with the patient and family. Robeznieks (2017) describes interventions that can
improve discharge process are: 1) identifying patients at risk of readmission, 2) educating
patients about their disease process, medications and signs and symptoms to watch for, and 3)
improving interdisciplinary communication. Implementation of a standardized discharge
protocol utilizing a TOC Model may improve the discharge process, quality of care, decrease
treatment variability and reduce hospital readmissions (Messerli &Deutsch, 2020).

Project Question

Will nurses implementing a standardized discharge protocol on a Medical/Surgical/Telemetry
unit improve the HF readmission rates compared to current practice within a four-week period?

P= Population = Nurses on a Medical/Surgical/Telemetry unit as well as case managers

assigned to this specific unit.

P=Problem = Increase in 30-day HF readmissions.

I= Intervention = Implementation of a standardized discharge protocol for HF patients

C= Comparison = No standardized discharge protocol

O= Outcomes = Reduced hospital readmissions for HF patients



T= Time = Four weeks
Search Methods

An exhaustive literature review was performed using keywords: heart failure, 30-day
readmission, discharge process and medical/surgical/telemetry units. The review of study
methods included Cochrane Library, Cumulative Index to Nursing and Allied Health Literature
(CINAHL) and ProQuest Nursing and Allied Health Sources databases were searched. Inclusion
criteria were articles from the past five years written in English, full text peer review journals,
Boolean phrase, with articles consisting of randomized control trials, systematic reviews, meta-
analyses, national and clinical practice guidelines with the Agency of Healthcare Research and
Quality (AHRQ). These study methods are pertinent to the objectives of this project because they
are a credible source of information and all reflect a decrease in readmissions with a standardized
discharge process. Some articles were found that did not show a reduction in readmission rates
after using a standardized protocol due to challenges and limitations to translate evidence-based
practices into daily discharge plans, lack of engagement of all stakeholders and/or not having a
dedicated person such as a patient navigator. There were no existing facility policy or protocols
that could be used in this project. Exclusion criteria included duplicate articles and articles that
did not include solutions to 30-day readmissions and or not in relation to the PICOT question.

The initial literature search for heart failure resulted in 194, 087 articles, but when 30-day
heart failure readmission was added to the search, it resulted in 6,791 articles. Implementation of
a discharged protocol for heart failure than resulted in 2,773 articles and when included medical
surgical telemetry units it decreased to 34 articles. For the purpose of this project, 34 articles
were reviewed in relation to the PICOT question. The literature review included four main

themes: heart failure, 30-day readmissions, discharge process and Medical Surgical Telemetry



units.
Review of Synthesis

By employing the literature search on reducing HF readmissions, considerable research
was found with recommendations on utilizing a standardized discharge protocol, which can
possibly reduce readmissions. According to the CDC (2019) there are more than 6.5 million
people in the US diagnosed with HF, who account for more than one million hospitalizations a
year (Ryan et al., 2019). Heart failure is the major cause of readmissions and is related to
increase morbidity, mortality and poor patient outcomes (Chava et al., 2019). The types of
studies reviewed and chosen were randomized control trials, which described that discharge
planning associated with transitions of care were effective in reducing readmissions (Diplock et
al., 2017; Loop et al., 2016; Vedel & Khanassov, 2015). Two randomized control trial studies
showed that using a patient navigator was necessary to improve transitions of care (Balaban et
al., 2017; Galbraith et al., 2017).

Literature Theme Development

Impact of the Problem

There are over one million hospitalizations per year in the US in relation to HF (Ryan et
al., 2019). This literature review has identified trends that a HF diagnosis is the leading cause of
readmissions in patients aged 65 years and older (Gupta & Fonarow, 2018; Qaddoura et al.,
2015). Heart failure readmissions are often due to poor transitions of care associated with a lack
of patient’s understanding of the treatment plan, symptom exacerbation, as well as non-
adherence to medical therapy (Wang et al., 2016). All of these reasons are related to a lack of
coordination in the discharge processes. Multiple gaps exist in the coordination of care with

discharge process, including the transfer of patient information between different healthcare
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levels, inadequate preparation of patient/family and poor care transitions (Vedel & Khanassov,
2015; Van Melle et al., 2018; Diplock et al., 2017). HRRP a Medicare value-based purchasing
program urges hospitals to improve coordination of care with better patient/family engagement
with the discharge process to reduce avoidable readmissions (O’Connor, 2017). Hospitals are
now penalized for 30-day readmissions by CMS withholding reimbursement for the readmitted
diagnosis (CMS, 2020). This HRRP program was implemented to improve patient care by
connecting payment to the quality of hospital care (CMS, 2020).

Heart Failure occurs when the heart is not pumping as well as it should be (AHA,2020).
The American Heart Association (AHA), American College of Cardiology (ACC) and Heart
Failure Society of America (HFSA) developed evidence-based guidelines for the management of
HF in 2017 (Yancy et al., 2017). The HF management guidelines included clinical evidence for
medication management, discharge education, and follow-up appointments with providers. These
guidelines are meant to improve patient’s quality of life and are aligned with meeting patients’
needs and reducing readmissions. A review of study from Yancy et al. (2017) showed how a task
force was implemented to update the 2013 ACC/AHA Guideline for the management of HF with
new evidence since its first publication which included: new therapies, updates on HF with
preserved ejection fraction, comorbidities, sleep apnea, anemia and hypertension. The ACC,
AHA and HFSA guidelines for the management of HF offers evidence-based guidelines for the
treatment of HF (Yancy et al., 2017). The writing committee used evidence-based methodologies
with a literature search focused on randomized controlled trials and also included nonrandomized
comparative and descriptive studies, case studies, cohort studies, systematic reviews and expert
opinions (Yancy et al., 2017). An independent Evidence Review Committee (ERC) was

commissioned when there was more than one questions from the team which needed a formal
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systematic review and 2017 ACC/AHA Guideline for management of HF was updated (Yancy et
al., 2017). The 2017 HF practice guideline from the ACC/AHA and HFSA offers
recommendations applicable to patients with a HF diagnosis. This guideline will be compared
with the practice site HF management documentation guideline in the data abstraction at the
practice site.

Relevant Background

Thousands of articles on HF and 30 -day readmissions were found during the literature
search. Hospitals in the US have focused on reducing 30-day readmission rates in order to reduce
costs and improve patient care; however, hospitals continue to struggle with the 30-day
readmission rates of patients diagnosed with HF (Sevilla-Cazes et al., 2018). According to the
CDC (2019), heart failure continues to increase annually with a current rate of 6.5 million
Americans. The CDC (2019) further explains that one in eight people diagnosed with HF will die
and more than one million hospitalizations are due to a diagnosis of HF. Acute care hospitals are
tasked with reducing these rates with evidence-based practices Multiple research articles have
presented that HF 30-day readmissions can be reduced if hospitals improve transitions of care by
utilizing a discharge standardized protocol (Diplock, 2017, Dizon & Reinking, 2017; Kang et al.,
2018; Peter et al., 2015).

A review of study from Balaban et al. (2017) utilized a randomized control trial within an
academic center with a patient navigator to implement standardized practices to reduce HF
readmissions with a maximum load of 30 to 35 patients at a time and compared this to a control
group with no patient navigator. Galbraith et al., 2017 reviewed readmissions data over a period
of 1.5 years with a patient navigator. Both studies were reliable with the number of patients

reviewed. Balaban et al. (2107) showed the need for a patient navigator to improve transitions of
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care with patients over 60 years old with a complex discharge home routine order versus the
study by Galbraith et al. (2017), who did not show a difference with a patient navigator unless it
was a very complicated discharge. The limitations in regard to these two studies where the
authors did not review the cost of hiring a patient navigator and lacked access of data claims to
define the actual cost of HF readmissions at these facilities. However, adding a patient navigator
at the practice site is not a solution to reduce 30-day HF readmission rates due to the extra cost
related to creating a new full-time position and no real data to show the improvements of
reducing HF readmissions.
Currently Understood

Common themes identified were related to coordination of care with an organized
process to improve transitions of care from hospital to home and decrease readmissions
(Mennuni et al., 2017; Kamermayer et al., 2017; Murtaugh et al.; 2017, Sevilla-Cazes et al.;
2018, Dizon & Reinking, 2017; Van Melle et al., 2018). Sommer et al. (2018) describes how
patients who are hospitalized do not necessarily know their admissions diagnoses, planned tests
and procedures, the medications they are receiving and the names and roles of hospital team
members. Patients understanding their care is crucial to improve patient care outcomes and
nursing teams need to implement targeted interventions that aim in improving knowledge,
explaining factors that can improve patients’ behaviors and outcomes (Sommer et al., 2018).
Challenges do exist with transparency of the data, interdisciplinary care and team work to link
patients with home health agencies and improve the transition of care (Gupta & Fonarow, 2018;
Samal et al., 2016; Kang et al., 2018)

A review of study from Hesselink et al. (2014) utilized random controlled trials along

with a review of studies and applied the PRECEDE-PROCEED model from L.W. Green 1974
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that can help health care administrators, policy makers to analyze a situation and design a health
care program. The guiding framework utilized was Intervention Mapping (IM) which is a
systematic, six-step process in identifying, assessing and priorizing evidence-based interventions
prior to implementing a new project. The six-step process includes: 1) problem analysis, 2)
identifying interventions outcomes, performance objectives and change objectives, 3) selection
of theory-based methods and strategies, 4) developing an intervention, 5) implementation and 6)
evaluation (Hesselink et al., 2014). The study was valid and theory based with a guiding
framework according to Hesselink et al. (2014) the authors recommended more policies and
procedures are required to improve hospital readmissions by reviewing charts and focusing on
why readmissions are occurring.
Thirty-Day HF Readmissions

A systemic review was completed on 30-day HF readmissions, which showed trends and
patterns in the review of literature (Balaban et al., 2017; Galbraith et al., 2017, Diplock et al.,
2017 and Vedel & Khanassov, 2015). Murtaugh et al. (2017) describes that among Medicare
beneficiary’s HF hospitalizations have the highest 30-day all cause readmission rate with the
greatest number of readmissions of 134,500 patients and the largest estimated costs of $1.7
billion dollars. Rosa et al. (2109), describes patients who are very elderly, with elevated risks of
renal failure, living alone, or having inadequate social support present with higher risks for
readmissions. Completion of a post discharged follow-up phone call may not be sufficient to
prevent a hospital readmission (Qaddoura et al., 2015; Wang et al., 2016; Murtaugh et al., 2017).
Over the past ten years, hospitals have implemented interventions to reduce HF readmissions;
however, HF diagnosis is still the highest readmission diagnosis for Medicare patients.

Therefore, hospitals need to review their discharge process and interventions (Murtaugh et al.,
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2017, Rosa et al., 2019).
Loop et al. (2016) conducted a retrospective study with a review of five percent national

sample of Medicare patients who had an inpatient claim for an overnight hospital stay with a
primary discharge diagnosis of HF between 2007 and 2011 who lived in the US for at least one
year before the index claim admission date. A random sample of 76,555 HF patients met
inclusion criteria, the authors found that after adjusting the HF severity, co-morbidity, age of
patient, preserved ejection fraction and living at home or in a nursing home, there was no
difference between the patient hospital length of stay and 30- day readmissions. The study
showed limitations in regard to co-morbidities, HF diagnosis, and preserved ejection fraction and
recommended that providers should look at implementing national guidelines in regard to new
therapeutic medication strategies to reduce HF readmissions (Loop et al., 2016).
Discharge Process

Many studies such as Peter et al. (2015); Kang et al. (2018); and Wang et al. (2016)
describes strategies to address 30-day HF readmissions by improving transition of care and
specific interventions that include: patient/family education in self-management, discharge
planning, structured follow-up discharge appointment, and coordination of care with the primary
care provider. Peter et al. (2015) describes how teach-back methods can be beneficial with
patient/family education and when using the learning domains of knowledge, behaviors and
attitude it can improve patient adherence and understanding in regards to medications, signs and
symptoms and when to call the provider to prevent a readmission to the hospital. The review of
literature also suggested the need for further validation of risk predictive models, which focused
on general medical conditions in relation to unplanned readmissions by using clinical guidelines

with transitions of care (Kang, et al., 2018; Rosa et al., 2019; Zhou et al., 2016; Vedel &
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Khanassov, 2015).

A review of study from Kamermayer et al. (2017) utilized PRISMA,; Preferred Reporting
Items of Systematic Reviews and Meta-Analyses by focusing on the reporting of reviews
evaluating randomized control trials. Kamermayer et al. (2017) reviewed transitions of care
guidelines interventions aimed at reducing readmissions. The authors found that by utilizing
tailored planning intervention the HF patients had a reduction in readmissions; however, there
were limitations found when authors did not include the emergency department visit, the cost of
care, and/or percent of mortality. The national guidelines in relation to transition of care
interventions by AHRQ RED toolkit (2013), consists of a set of 12 actions that hospitals can
implement for transition at discharge which includes: 1) need to obtain language assistance, 2)
follow-up appointments with provider, 3) follow-up results from tests or labs pending at
discharge, 4) organize post-discharge outpatient services, 5) identify the correct medication and
how patient will obtain prescription, 6) medication reconciliation, 7) teach written discharge plan
with teach-back, 8) educate patient on diagnosis and medications, 9) review with patient what to
do if problem arises, 10) assesses degree of the patient’s understanding of the discharge plan, 11)
expedite transmission of the discharge summary to clinicians accepting care of the patient and
12) implement a discharge call back. The systematic review showed the importance of a
standardized discharge process with education, teach-back method and assessing patient’s
preparedness and participation in the discharge process which would be beneficial in this project
(AHRQ,2013).
Medical Surgical Telemetry Units

A systematic review of the literature demonstrated the importance in patient’s

comprehension of their medications, their medical diagnosis, and the signs and symptoms to
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watch for when discharged home to reduce readmissions and complications of care (Sommer et
al., 2018; Diplock et al., 2017). Nurses on Medical Surgical Telemetry units need to understand
the comprehension level among patients may be lower due to advanced age and lower education
level, in addition to the patient being sick at the time education interventions are completed.
Multiple studies recommend implementation of targeted teaching interventions in relation to
disease process, medications, signs and symptoms to watch for by utilizing teach-back methods,
discharge checklist, follow up appointment and discharge call-back (Sommer et al., 2018;
Balaban et al., 2018; Peter et al., 2015).

A review of studies from Balaban et al. (2017), Galbraith et al. (2017), and Diplock et al.
(2017) describe the use of randomized control trials with nurse-led multidisciplinary teams and
patient navigators to provide assistance to the nursing care team in decreasing 30 days
readmissions especially with older patients. These authors have seen a statistically significant
reduction in 180-day readmissions with a smaller decrease in 30-day readmissions. The
limitations found in these studies were that it was performed in one health system and there
needed to be more collaboration with case managers and nursing staff to implement transitions of
care. Mennuni et al. (2017) review of study showed a lack of design in their study, the authors
reviewed discharge data with the use of LACE index score, which reviews Length of stay, Acute
(emergent) admission, and Charlson comorbidity index number of ED visits within six months.
Mennuni et al. (2017) have found the structure of the LACE index score programs varied
between hospitals and sometimes between different units. Limitations found were there was no
random control trials performed and may not have been as reliable as other studies.

Murtaugh et al. (2016) conducted a review of 2009 and 2010 Medicare administrative

claims to identify all HF hospitalizations with discharge to home health care and examined
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health care use and mortality for 30 days after hospital discharge. Murtaugh et al. (2016) used the
Outcome and Assessment Information Set (OASIS), which is a comprehensive assessment tool
to collect nearly 100 items related to a home care patient’s functional and clinical status. HF
patients are increasing every year due to our aging population and coordination of care is
difficult to manage, readmissions continue to occur and HF Medicare beneficiaries have the
highest 30-day all cause readmission rate of 24.5% which remains a serious health care quality
and cost issue (Murtaugh et al., 2016). The review of this study showed a 95 percent confidence
interval around nurse-led standardized discharge protocol and at least one outpatient physician
visit within a week of hospital discharge would reduce the risk of 30-day readmissions and
improve patient care (Murtaugh et al., 2016). There needs to be better coordination in care with
increased communication between hospital and community: home health agency, nursing home,
and or primary care provider to reduce fragmentation of care across the continuum, discharge
planning needs to start early; preferably on the day of admission and include the patient family
whenever possible, these measures can reduce readmissions and improve patient care (Murtaugh
etal., 2016).
National Guidelines Relevant to Quality Gap

National and clinical practice guidelines showed evidence-based practice utilizing a
standardized discharge protocol reduces readmissions (Yancey et al., 2017; Hines et al. 2014;
Messerli & Deutsch, 2020; AHRQ, 2013). AHRQ (2013) RED toolkit was effective in reducing
readmissions and decreasing visits to the emergency department post-discharge. The RED toolkit
includes a set of 12 actions that hospitals can implement during and after the patient’s hospital
stay to safeguard an efficient discharge process promoting a successful transition of care. The

RED toolkit is the product of a collaboration with AHRQ and the National Heart, Lung, and
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Blood Institute (NHLBI). Implementation of the RED toolkit has demonstrated a decrease in 30-
day readmission rates of 30% compared to patients receiving usual discharge care (AHRQ, 2013;
Hines et al., 2014).
Contextual Information

Contextual information that negatively impact’s quality at the practice site is that there is
no standardized discharge protocol. There are no facility policy and or protocols for discharge
education or a discharge process found at the practice site. There are also no nurse-led
multidisciplinary team and no patient navigators at the practice site. Nurses do not have a
structured process on when and how to begin patient education and or discharge process. Xiao et
al. (2018) describes how hospitals have implemented multiple interventions such as discharge
follow-up appointments with the patient’s primary care provider, targeted patient education,
and/or referral to home health agencies; however, it still remains difficult for hospitals to really
understand or predict if a patient will be readmitted. Implementing a standardized discharge
protocol for HF patients would help to reduce readmissions since no HF patients are exactly the
same, for example some patients have a support system at home, others may need assistance with

activities of daily living and have no support system (Xiao et al.,2018).

Evidence Gaps and Controversies

The review of the literature exposed that readmissions of HF patients is still prevalent and
more patients are diagnosed with HF each year. Evidence in the literature showed a gap in
coordination of care in the discharged process of HF patients, with readmissions often seen
between seven and ten days of discharge. Patients do not always understand their medications,
the disease process, and the signs and symptoms to watch for to elicit a response to mitigate

further complications. In many cases, this is probably due to patients’ level of literacy, the age of
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the patient, and the level of acuteness with the disease process.

Peter et al. (2015) describes how a nurse-led standardized discharge protocol can improve
patient’s understanding of their disease, improve compliance in regard to diet, medications and
follow-up appointments, and decrease readmission rates for patients with HF. Common patterns
discovered were interdisciplinary teams, nurse driven protocol, patient engagement, patient
education and standardized discharge process. Brennan (2018) states that with the rising
prevalence rate of HF diagnosis and readmissions, hospitals need to assist and educate nurses
and interdisciplinary team members with an integrated approach to improve patient outcomes
and reduce readmissions. The review of literature highlighted the project question: Will nurses
implementing a standardized discharge protocol on a Medical/Surgical/Telemetry unit improve
the HF readmission rates compared to current practice within a four-week period? This comes at
a perfect time to assist the facility in reducing HF readmissions.

Aims of the Project

The aim of this quality improvement project is to reduce 30-day HF readmissions via the
implementation of a nurse-led standardized discharge protocol from the AHRQ Re-engineering
Discharge [Project RED] (AHRQ, 2013) toolkit within the timeframe of four weeks. Mitchell et
al. (2016) completed a systematic review of discharge instructions given correlated with
readmissions and noticed that routine discharge instructions may not reduce 30-day readmissions
however, the authors recommend implementing a standardized discharge protocol to reduce
readmissions. The RED toolkit from AHRQ (2013) is a nationally recognized evidence-based
practice tool focused on delivering a patient centered hospital discharge plan, which can reduce

all cause 30-day readmissions (Mitchell et al., 2016). Patel & Dickerson (2015) defines that
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implementation of a nurse-led standardized discharge protocol can improve coordination of care,

reduce readmissions, and improve patient outcomes.

Project Objectives
In the timeframe of this DNP Project, the host site will obtain a peer reviewed standardized

discharge protocol:
1. Create and implement a nurse-led standardized HF discharge protocol.

2. Conduct an in-service education for nurses and case managers employed on the medical-

surgical telemetry unit to train in the nurse-led standardized discharge protocol.
3. Measure education learned with the aid of a pre and posttest.

4. Perform a chart audit on the nurse-led standardized discharge protocol to verify

participation compliance of 90 percent or greater.

5. Compare pre- and post-HF readmission rates for level of significance after completing the

four-week DNP project.

Theoretical Framework
The Donabedian model provides a conceptual framework to guide the DNP project
implementation of a standardized discharge protocol to reduce 30-day HF readmissions. The
Donabedian model (1966) has been used in quality improvement projects to measure quality of
health services performed along with reviewing processes to improve outcomes (Ayanian &
Markel, 2016; Berwick &Fox, 2016). The Donabedian model remains the dominant paradigm of
assessing and improving the quality of care in the US (Donabedian, 1986). The Donabedian

model highlights the importance of assessing how quality is to be defined with more thorough
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information and linkage around three major tenants 1) structure describes the context in which
care happens, 2) process states the relationships of the care between patient and providers and the
3) outcomes relates to the results of the care the patient received (Donabedian, 1997). A diagram
of the Donabedian model is found in Appendix A.
Historical Development of the Theory

The Donabedian framework was created by Doctor Avedis Donabedian in 1966, who
came to the US after living in Lebanon. He was a non-practicing physician, a professor of
medical care organization and a health services researcher at the University of Michigan
(Ayanian & Markle, 2016). Medicare and Medicaid programs had just been implemented and the
Health Services Research Section of the U.S. Public Health Service had assembled a meeting in
Chicago of leaders from many health-related fields (Ayanian & Markel, 2016). Donabedian was
requested to appraise the research on quality assessment for that meeting, since he had published
an article in 1963 on administrative controls in medical care (Ayanian & Markel, 2016).
Donabedian published an article in1966 called “Evaluating the Quality of Medical Care” which
then became the starting point of his model of linking a “triad of structure, process, and
outcomes to evaluate the quality of health care” (Donabedian, 1966). The Donabedian model has
been utilized in health care quality improvement projects to assess outcomes of care and provide
a conceptual framework that can be applied to most situations in healthcare settings for example
in emergency departments, pharmacy and/or trauma (Liu et al., 2011; Rupp, 2018; Moore et al.,
2015).

Donabedian (1986) represents the model by a linear chain of three boxes containing
structure, process and outcomes linked by unidirectional arrows. The boxes represent the three

types of information required to be collected in order to correlate findings about the quality of
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care. During the remainder of his career Donabedian continued his work on defining and
developing methods to measure the quality of health care. Donabedian evaluated how clinical
decision-making influenced quality, and he analyzed how the management of resources and
health care systems had on patient outcomes (Ayanian & Markle, 2016).
Major Tenets

The three major tenets of the Donabedian model, structure, process, and outcomes
continue to be the foundation of the quality assessment as seen in today’s care (Ayanian &
Markle, 2016; Hassan, 2019). The DNP project of improving readmissions with HF patients
utilizing a standardized discharge protocol will be guided by the Donabedian model, which
provides a framework for assessing quality of care by linking the tenets of structure, process and
outcomes.
Structure
Structure defines the setting, who is involved, qualifications of provider, and administrative
systems in which the care takes place (Donabedian, 1966). Structure is also defined by the
environment, the human resources involved, the organization, the policies, the materials needed,
and equipment used in the provision of care (Ayanian & Markle, 2016). To illustrate how this
framework will be applied is as follows: the structure for the implementation of a standardized
discharge protocol is the setting for this project, which is a suburban acute care facility. The DNP
project will be hosted on a medical surgical telemetry unit and will involve staff nurses and case
managers. The senior leadership of the practice site along with nurses and nursing director of this
unit recognizes the importance of this quality improvement project of reducing HF readmissions
and embrace this project implementation.

Process
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The process states the components of the care delivered with the interactions between the
provider and the patient (Donabedian, 1966). At the practice site, there are no policies in place
for a standardized discharge protocol and the nurses do not have a clear standardized discharge
process. The nurses do not receive a detailed report regarding 30-day HF readmissions on their
unit, so they are not aware of their performance with this hospital matrix. Discharge dashboard
information are useful tools to share with nursing staff in relation to the outcomes of readmission
status on their respective units (AHRQ, 2015). Process measures indicate how the interactions
happen between nurses and patients, including how nurses deliver information and how patients
receive the information given (Rupp, 2018).

Project application of the process component of the Donabedian model entails the
implementation of a national evidence-based standardized discharge protocol, educating nurses
on this specific unit about the tool, collecting appropriate data, and employing statistical testing
to determine outcomes.

Outcome

Outcomes describe what happened, the recovery, the restoration of functions and the
survival. This tenet reviews mortality, patient’s functional status, readmissions and or
complications. According to AHRQ (2015) the outcome measures represent the care the patient
received and how it compares to the “gold standard” in measuring quality of care. The practice
site will need to review patient records to verify how the patients are being educated utilizing a
nurse-led standardized discharge protocol and review any potential 30-day HF readmissions. The
results seen at the practice site at this time, is that 30-day HF readmissions are higher than the
national average and needs improvements.

The project lead will analyze the results of the data collected using appropriate statistical
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testing to determine if the DNP project intervention proved to be a statistically significant

improvement in 30-day HF readmissions.

Setting

This project will be conducted in a suburban 170 beds for-profit acute care hospital
located southeastern of Nevada. The facility admitted 13,525 patients in 2019 with 62,900 visits
in the Emergency Department [ED] (Henderson Hospital, 2020). This facility serves
communities with a population of 330,084 and has had an increase in population size of 28.07%
over the past few years (World Population Review, 2020). According to the Department of
Health and Human Services Nevada Division of Public and Behavioral Health (2019) all
seventeen counties in the state are considered as underserved populations due to a very high ratio
of population to providers. The facility sees a high number of insured and Medicare patients due
to being in an affluent area with master planned communities catering to younger families and
senior neighborhoods. However, the hospital also has provided care for an underinsured group of
patients as many providers do not accept Medicaid or patients who have no insurance. This
results in a portion of patients who do not have a Primary Care Physician (PCP). According to
Bazargan et al. (2019) the ED then becomes a point of entry for healthcare services for older
adults and uninsured individuals.

The hospital provides the community with the following services: medical-surgical-
telemetry units, an intensive care unit, intermediate care unit, emergency department,
observation unit, surgical services, and a women’s services department which includes labor and
delivery, nursery, neonatal intensive care unit level Il and 111, and a post-partum unit. The project

site will specifically be on one of the medical/surgical/telemetry units of this hospital. There are
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over 1,000 employees at the practice site with more than 500 registered nurses, 125 Certified
Nursing Assistants (CNA), seven case managers, along with other disciplines such as
cardiopulmonary, pharmacy, radiology, and laboratory. There are a few physicians employed at
this facility through an Independent Physician Management (IPM) program and all other
physicians are privately contracted with the hospital. The hospital is part of a larger health
system with other acute care facilities located in the USA.

The DNP project will be implemented on a medical/surgical/telemetry unit of 32 beds at
this practice site, which employs 50 registered nurses (RN), 25 CNAs, one charge nurse per shift,
one hospital unit coordinator (HUC), one registered nurse case manager (RNCM), one director
of case management, one director and manager of the medical/surgical/telemetry unit and the
facilities educator. The types of patient admitted to this unit are patients diagnosed with chronic
diseases such as HF, chronic obstructive pulmonary disease, end stage renal disease, diabetes,
pneumonia, acute coronary syndrome, and cellulitis/infection. The daily census is 32 patients per
day with seven to twelve discharges per day. The practice site utilizes the Cerner electronic
documentation system for patient care, assessment, progress notes, computerized order entry,
and prescriptions services. The Electronic Health Record (EHR) supports documentation for all
interdisciplinary team members.

Population of Interest

The direct population of interest are the RNs employed on the medical/surgical/ telemetry
unit, who provide primary care to all patients. The nursing staff has a ratio of one nurse to six
patients. There is a charge nurse present on every shift along with one assigned CNA per two
RNs. The experience of the nursing staff ranges from new graduate to approximately five years

of experience. Welch & Carter (2018) describes how healthcare settings have changed over the
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past years with reduced orientation times and an increase in new graduates entering the
workforce who lack confidence to work on their own and require verbal directions to
successfully manage difficult patient situations. Nursing staff on this unit will receive structured
training with scenarios on the nurse-led HF discharge protocol to gain practical experience which
will develop their skill acquisitions, critical thinking skills, problem solving and improve their

competence in regards to HF (Welch & Carter, 2018).

The project site also consists of one RNCM, six charge nurses focused on organizing
work flow for the shift they cover, the director of case management along with the director and
manager of the medical/surgical/telemetry unit. The director of case management will be
considered as a direct population of interest since the case management staff is involved in

complicated discharge planning.

Indirect Population of Interest

Patients admitted with a diagnosis of HF to the medical/surgical/telemetry unit are part of
the indirect population of interest. There are approximately 45 patients admitted every day at the
practice site with a diagnosis of HF, with approximately 12 HF patients admitted per day to this
medical/surgical/telemetry unit. HF patients can be admitted to other units depending on the
patient’s condition. They can be admitted to the intermediate care unit, the intensive care unit,
the observation unit, or the other medical/surgical/telemetry unit. Payer sources for the patients
diagnosed with HF at the practice site are 64.10% Medicare, 18.21% Medicaid, 15.64% insured

patients and 2.05% self-pay and or charity (Henderson Hospital, 2020).
Inclusion Criteria

Only RN licensed through the Nevada State Board of Nursing, employed on the
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medical/surgical/telemetry unit and completed orientation will be included to participate in this
DNP project. Inclusion will also consist of those RNs who work full-time, part-time and or per
diem on both day and night shifts who provide direct patient care including discharge planning.
Seventy- five percent of the RN’s on this unit have a Baccalaureate of Science in Nursing (BSN)
degree, twenty three percent have an Associate Degree in Nursing and two percent have a
Master’s of Science in Nursing (Henderson Hospital, 2020). The unit director, manager, facilities
clinical educator and the director of case management will also be included in this project. All
RN’s at the practice site speak English and understand the need to utilize the language line for
any patients who do not speak English or English is not their primary language. Other inclusion
criteria for this DNP project are all patients admitted with a HF diagnosis on the
medical/surgical/telemetry unit utilizing the nurse-led HF discharge protocol during the
implementation period.

Exclusion Criteria

Agency staff, hospital unit coordinators, CNAS, registered nurses who are employed on
other units than the project site, and administrative nurses who do not provide direct patient care
will be excluded from this project. The exclusion criterion are HF patients who are admitted on
other inpatient units, patients who are not diagnosed with HF and patients who are not admitted

during the implementation period where the nurse-led HF discharge protocol is used.

Stakeholders

Moran, Burson & Conrad (2017) describes stakeholders as persons or parties of people
who are affected by the project in some way or may be affected with patient outcomes.
Identifying key stakeholders early on in the project is very important because they can assist with

the implementation and adoption of evidence-based recommendations and can positively impact
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the success of a DNP project (Reavy, 2016). The key stakeholders are more likely to support a
project if the project goals align with the facilities purpose, mission and vision (Moran, Burson
& Conrad, 2017). Key stakeholders for this project include RN’s and RNCM at the project site
because they are influential to the interventions implemented and have a common interest in
ongoing quality of patient care (Reavy, 2016). It is important to communicate the vision and the
objectives of the project to the RN’s and RNCM by asking them their suggestions and
identifying what their barriers are. Early on discussion with RN’s and RNCM on this unit will
improve communication, provide engagement and a belief of being part of the project (Bemker
& Schreiner, 2016). Moran, Burson and Conrad (2017) describes the importance in establishing a
relationship of trust with the nurses employed on the medical/surgical/telemetry unit in order to
obtain buy in and to understand how their participation in this project will improve patient care
and decrease readmissions. Other key stakeholders include hospital administration, unit manager,
director, facilities educator, Chief Nursing Officer (CNO) and the Chief Executive Officer
(CEO) because without their support the DNP project will not be implemented. They will ensure
there is buy-in from the participants as they have mandated the practice change. The project
practicum mentor will guide the project lead and the corporate readmissions team will assist as

content experts in the subject matter of the project.

The patients admitted with a diagnosis of HF on the medical/surgical/telemetry unit are
indirect stakeholders as they are impacted by the practice change this project is proposing. The
success of the DNP project implementation will focus on providing a safe discharge and
strategies to reduce readmissions. All stakeholders are important to the success of this project
because of a common interest in the ongoing quality of the patient care at this project site. Hoyer

et al. (2018) describes how CMS has tied hospital reimbursement to performance in relation to
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30-day readmission rates. These rates are publicly reported and included in the CMS star ratings
to assist patients in making an informed decision about where to go for healthcare. In 2019, the
facility reported an increase in HF readmissions at a rate of 18.65% which can lead to Medicare
penalties attributed to 30-day readmissions (Appendix B). The stakeholders are invested in this
nurse-led HF discharge protocol because they want to improve quality of care for our patients,

decrease 30-day readmissions and reduce penalties with CMS.

The DNP project required permission and authorization from the university and the
practice site. An affiliation agreement with the project site was completed and obtained on July
30", 2020 (Appendix C). The project lead presented an overview of the DNP project with
interventions associated with the project to the director of the medical/surgical/telemetry unit of

the practice site and approval of the project was received on August 57, 2020 (Appendix D).
Interventions

The intent for this quality improvement project will be focused on developing a nurse-led
standardized discharge protocol and educating RN’s and RNCM with structured training to
improve their competence in regards to HF disease and discharges. The interventions developed
for this quality improvement project are to create and implement a nurse-led standardized HF
discharge protocol, conduct an in-service, measure the education learned with the aid of a pre
and post-test, perform chart audits to verify compliance with the protocol and compare pre- and
post-implementation readmissions. The creation of a nurse-led standardized discharge protocol
for patients diagnosed with HF was sent to AHRQ for permission to reuse part of the material
published by them prior to utilization. A PowerPoint presentation will be developed to educate
the participants on how to use the protocol to reduce HF readmissions. A pre and post-test will

be created by the project lead utilizing a Content Validity Index (CVI) for validation. This test
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will be used before the training session and after the training session to assess RN’s and RNCM
knowledge. An audit tool will be created to review nurse compliance with completion of the
discharge protocol and data will be collected to analyze any HF readmissions after utilizing the

standardized discharge protocol.

The timeframe for this QI project is four weeks. The implementation period will include
a pre-test administered immediately prior to the educational session on how to use the protocol.
The educational session will follow the pre-test for a duration of 60 minutes. A post-test will be
administered directly after education to measure the knowledge learned. The educational
sessions will be offered during the first week of the implementation timeframe with groups of 12
participants at a time for a duration of 60 minutes. Once the education is completed the Go-live
for the protocol implementation will begin with all patients admitted with a diagnosis and/or a
history of HF. A daily review of the patient census will be performed by the project lead to
identify patients admitted with a diagnosis and/or a history of HF on this unit. This list will be
compiled by the project lead to verify that patient met criteria for the HF discharge protocol
(HFDP). The project lead will review completion of the protocol and identify if any patients have
been missed. The completed HFDP will be collected every day by the project lead. An analysis
of the HFDP form will be performed to determine compliance with the form. In addition, a
review of all HF admission will be compared to the HFDP form to assess if any patients were
missed and HFDP form was not utilized. An assessment will be performed by the project lead
prior to implementation to review the HF readmission rate to this unit and or history of HF
patients readmitted within 30 days. This data will be utilized to compare data collected after
implementation of the HFDP. Every patient that will be admitted to this unit with a diagnosis

and/or history of HF will be followed for readmission during this four-week period of HFDP
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implementation. The project leader will be updating the stakeholders on a weekly basis on the

progression of the project.

Tools

These tools were attained with permission months prior to the project implementation.
Experts included in the development of the tools were the project mentor, the content expert with
the readmissions committee corporate office team, the project instructor, the CNO of the facility
along with the director of the unit and the director of case management. Some of these experts
will participate in validating the pre and post-test utilizing a Content Validity Index (CVI) on a
four-point scale of relevance. L’Ecuyer et al. (2020) describes how CVI is an important phase for
the content validity of tools, which are reviewed by subject matter experts and are appraised

prior to being implemented.

Nurse-Led Standardized Discharge Protocol

A nurse-led standardized HF discharge protocol (HFDP) will be created by utilizing the
2013 AHRQ RED toolkit, which covers 12 necessary actions to reduce readmissions and ensure
a smooth transition at discharge. The HFDP will be utilized on all patients admitted to the
medical/surgical/telemetry unit with a diagnosis or a known history of HF. The protocol will be
placed on the white board in the patient room with a patient label. At the time of admission, the
admitting nurse will explain to the patient that this protocol will be completed during the
patient’s stay. The HFDP contains 10 items. As each item on this list is completed, the nurse will
date, time and sign the protocol. The items on this protocol are: 1) the admitting nurse will
ascertain the need to obtain language assistance and use of Globo for translation services. 2) The

HUC will make a follow-up appointment for patient prior to discharge by adding the provider
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name, date, time and address of provider in the electronic documentation system. The nurse will
educate the patient in the importance of this appointment and will include the appointment
information in the discharge packet. 3) The patient will be educated if any test results or labs are
pending at discharge. The test result mainly seen pending is the cardiac echocardiogram result. 4)
The patient will be assessed for any post-discharge outpatient services and/or medical equipment
needed at discharge. The nurse will also assess if the patient has a scale to weigh themselves at
home and educate the patient on weight gain of three pounds or more in one day to call their
PCP. 5) A teach-back of new medications will be completed and practice site medication cards
will be placed on the patient’s white board after the education is completed. The medication
names will be included in the protocol and all nurses assigned to care for the patient will be able
to continue the education using the teach-back method for these medications to re-enforce the
education given. The nurse educating the patient will list the medications taught and will sign
their name and date of education completed. 6) A teach-back on HF disease including signs and
symptoms will be performed by utilizing the practice site’s HF booklet and the HF teach-back
form. Both of these education tools have already been developed by the practice site to assist
nursing staff in educating patients on HF and have been in place for over a year. Permission from
the practice site was given to the project lead to utilize these tools. After nurse’s educate utilizing
these tools they will document a yes and sign off with date and time. 7) The patient will be
educated in regards to what to do if a problem arises. The patient will first call their PCP. If
unable to reach, the patient can call Dispatch Health, which is a service that can come to the
patient’s house if needed and/or patient will call 911 for assistance for severe symptoms. 8) The
nurse will document the patient’s level of comprehension if it is good or patient is not

understanding by asking patients to explain in their own words the detail of the plan (AHRQ,
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2013). The nurse will continue instructions until the patient correctly teaches-back the plan. If
the patient is unable to repeat the plan then the nurse will see if the patient agrees to a family
member/friend being called who will share the caregiving responsibility (AHRQ, 2013). 9) The
nurse will inform the patient that a discharge phone call will be placed within a few days of
discharge from the facility. The discharge nurse will ask for the preferred phone number and
document this on the protocol. 10) The nurse will document in the electronic health system that

HF education has been completed and HF booklet was given to patient (Appendix E).

When the patient is discharged, the completed HFDP will be submitted to the clinical
supervisor of the unit. The discharge nurse will date and sign the document as well as the clinical
supervisor. The created HFDP was submitted to project mentor and academic mentor for review.
After review from mentors an email was sent to AHRQ by the project lead prior to
implementation to request permission to use the RED discharge twelve questions toolkit and
adjust it to meet the culture and the needs of the nursing staff at the practice site. Permission
from AHRQ was received prior to implementation to adapt the information in the 12-point table
of the Re- Engineered Discharge (RED) components and discharge educator responsibilities for
use in this quality improvement project. AHRQ noted that the HFDP form gave adequate credit

to the AHRQ RED toolkit. (Appendix F).

Nurse Education

An educational program with a handout was developed by the project lead utilizing a
PowerPoint presentation. The educational program will be offered three times in the first week to
day and night shift staff for a total of six in-services. The educational program will include pre-
test prior to education and a post-test immediately after education to assess the participants’

knowledge on HF, readmission’s and how to utilize the HFDP to improve discharges. The in-
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service will provide education on heart failure including its prevalence in the USA as defined by
the American Heart Association and the Center for Disease Control and Prevention. The
education reviews how the Center for Medicare and Medicaid services (CMS) defines
readmissions, how penalties to hospitals have been implemented and how readmissions affect
patient care and outcomes with increase morbidity and mortality (Chava et al., 2019; Messerli &
Deutsch, 2020 & Hesselink et al., 2014). The education reviews the importance of utilizing the
HFDP to reduce HF readmissions (AHRQ, 2013). A description of how to utilize the HFDP is
the main focus of this education by providing step-by-step instructions. The process described
will be to utilize the HFDP for all patients admitted to medical/surgical/telemetry unit with a
diagnosis and/or a history of HF. The protocol will be placed on the white communication board
in the patient’s room. The admitting nurse will explain to the patient that this protocol will be
completed during the patient stay. The education and protocol will start on day one of admission.
The nurses will enter the date and time with signature when items are completed. Items do not
need to be completed in a specific order and day and nights shift RN’s are to educate and
complete the protocol. Four clinical scenarios are included at the end of the education. The
clinical scenarios will be presented on how to problem-solve situations often seen with real life
cases. The training will take 60 minutes and will be completed within the first week of the

implementation time frame with groups of 12 employees at a time (Appendix G).
Pre and Post Tests

A pre and post-test was designed by the project lead with a total of 10 multiple-choice
questions. These multiple-choice questions have a selection of answers that the participant will
choose one or more answers from a limited list of choices that applies to the question based on

clinical experience scenarios. The pre and post-test are the same, the participants will be given a
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number to keep anonymity among co-workers and a separate answer sheet will be used to
develop a computer-generated item analysis report. The pre-test will be given prior to the
education and will be collected prior to starting the education. The same test will be given after
the education to assess the knowledge learned using the same confidential number format for
each participant. The questions developed on the pre and post-test are to measure understanding
of HF, HF readmissions, cost of readmissions for hospitals, identify the steps in reducing HF
readmissions, and determine utilization of the HFDP. A passing grade of seven out of ten will be
required on the post-test and a remediation will be completed with the project lead and the

participant who scored lower than seven out of ten by reviewing questions missed.

The purpose of this test is to assess the knowledge of the participants prior to the in-
service and evaluate the knowledge learned after education was completed. The tests questions
were developed utilizing 10 clinical experience scenarios to assess the nurse’s ability to apply
new concepts learned and measure the reliability and the validity of the education taught (Bristol
& Brett, 2015). The test is offered as a continued education of a new process; therefore, the
questions developed were low level to moderately difficult. The blue print of the test will include
the level of cognitive skills for each question in relation to knowledge, comprehension,
application and analysis. The pre and post-test include three multiple-choice questions on
knowledge of what is HF diagnosis, what is the cost of readmissions for hospitals and the US and
when to utilize the protocol. Two multiple-choice question were designed utilizing clinical
scenarios in relation to comprehension of how to reduce HF readmissions and how the protocol
can assist in improving discharges. Three multiple choice questions describe clinical scenarios in
relation to application of when to educate on HF, how to reduce readmissions by improving

coordination of care and how to utilize the HFDP. Two multiple-choice questions with clinical
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scenarios were developed in relation to analysis of when to identify a patient at risk of
readmission and understanding when to utilize the HFDP. A rationale was provided for each

question on the pre and post-test. The pre and post-test is found in Appendix H.
Content Validity Index

The content of the pre and post-test was reviewed for validity by rating all questions on a four-
point scale of relevance prior to being submitted to participants by utilizing a Content Validity
Index (CVI). Experts included project mentor and two academic mentors. Each expert sent in
their rating for each question to the project lead. The CVI was then computed as the number of
experts giving a rating of 3 or 4 about the relevance of the question. A mean was calculated for
each question by adding all scores and dividing by the number of experts- the proportion
agreement about the relevance. The CVI was calculated using the following formula: CVR= [
(E- (N/2)) /(N/2)] with E representing the number of judges who rated the item as moderately
relevant (3) to highly relevant (4) and N being the total number of judges. The mean total of the
means was 3.67 indicating that all of the questions were moderately to highly relevant which
means that the questions were essential. The calculation showed a score of 4 on questions items 1, 2,
3,6,7,8,9, 10 and calculation showed a 3.67 on questions 4 and 5. CVR =[(3-(3/2)) / (3/2)], CVR = [(3-
1.5) /1.5], CVR = 1.5/1.5. Content validity study revealed that this instrument provides an

appropriate level of content validity (Appendix ).
Chart Audit Tool/Compliance

A chart audit tool was created by the project lead to identify patients admitted to the
medical/surgical/telemetry unit with a diagnosis/history of HF and assess the nurse compliance

with the protocol. An excel spreadsheet was created with the following information:
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identification with a numerical number assigned for all patients admitted with a diagnosis or
history of HF, admissions and discharge dates, identification of HFDP form with completion
date and identification of readmission to the facility within the four-week period of
implementation. The HFDP form will be collected Monday through Friday on the

medical/surgical/telemetry unit by the project lead (Appendix J).

SPSS Software

A Statistical Package for Social Science (SPSS) software will be used to perform
statistical operations and data analysis for this quality improvement project. SPSS assist in
analyzing data by importing the data into a statistical software to create a final analysis data set
(Sylvia & Terhaar, 2018). It is important to maintain high quality data sets in which errors can be
identified and managed. SPSS software can provide graphic displays and identify any missing
values, out-of-range values and/or erroneous values. The goal will be to utilize syntax which is a

text file that documents actions taken on the data and communicating results from actions taken.

Study of Interventions/Data Collection

The approach chosen for assessing the impact of this quality improvement project will be
to observe if there is a reduction in HF readmissions by the initiation of the HFDP. The data
collected will include an analysis of the rates of HF readmissions on the medical/ surgical/
telemetry unit prior to implementing the project. Additional data that will be collected are the
knowledge learned after education, the compliance with the HFDP form, and the rate of HF
patient admissions and 30-day readmissions to the hospital during this quality improvement
project. This information will be appraised and compared between pre-implementation and post

implementation of the HFDP. It is important to assess if the interventions implemented are
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related to the observed outcomes. This DNP project's hypothesis will be to assess the increase in
knowledge and the use of the standardized discharge protocol; therefore, reducing HF

readmissions.

Pre and Post-test Data Collection

The project lead will educate fifty RN’s and one RNCM on the HFDP to improve the
discharge process and measure the knowledge learned after education by utilizing a pre and post-
test of ten questions. The education will be offered the first week of implementation in five
different classes to allow day and night shift staff flexibility in attendance. The pre-test will be
administered just prior to the initiation of the educational session and the post-test will be
submitted immediately following the educational session. The data will be collected by the
project lead and each participant will be given a number for confidentiality among co-workers. A
separate answer sheet will be developed to report a computer-generated item analysis report.
This information will be kept locked in the project lead office. The staff who performed less than
seven out of ten on the post-test will be privately re-educated on questions missed by the project

lead.

Chart Review

The practice site currently collects routine data from the EHR on all hospital admissions
including the International Classification of Disease (ICD) codes with primary and secondary
diagnosis at discharge. A retrospective chart review will be performed utilizing the ICD code of
HF and admission data will be extracted specifically pertaining to the medical/surgical/ telemetry
unit prior to the implementation process for baseline data on HF admissions and 30- day

readmissions. Patients data, those admitted with an inclusive criteria diagnosis of HF and/or
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history of HF, will be collected during the implementation phase utilizing this EHR report.
Exclusion criterion consists of patients’ charts having no primary or secondary ICD code of HF
and patients from other nursing units. This data will be accessed using an individual access code
specific to the project lead. Electronic data will be stored in a password-protected document kept
confidential during this process in a locked location. The project lead will be the only person to
enter the data. There will be no collection of protected health information (PHI) identifying data
on the spreadsheet. A chart review spreadsheet will be utilized for data collection. The data
collected will include numerical numbers assigned for all patients admitted with primary and/or
secondary ICD code of HF, admission and discharge dates, identification of HFDP form with
completion date, completion of the form will be noted with a yes or a no for compliance and

identification of 30- day readmission will be entered.

This data collection aligns with the project aim of reducing 30-day HF readmissions via
the implementation of a nurse-led standardized discharge protocol. Objectives described for this
project are to measure education learned with the aid of a pre and post-test, perform a chart audit
on the HFDP to verify compliance of 90 percent or greater and to compare pre- and post-HF
readmission rates for level of significance after completing the four-week DNP project. The
project leader will be updating the stakeholders on a weekly basis to ensure adherence to the

practice standards.

Ethics/Human Subject Protection

DNP projects require maintaining the highest ethical practice values, including
confidentiality and privacy (American Nurses Association [ANA], 2015). An online training and
certification on social and behavioral research basic course were completed by the project lead to

understand the Institutional Review Board (IRB) process prior to implementation of the quality
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improvement project. The goal of the training was to understand and abide by the rules,
regulations and ethical principles governing research involving human subjects with general
responsible conduct of research and defining if any conflicts of interest exist (CITI Program,

ND).

Institutional Review Board (IRB)

The IRB of the facility assessed the need for approval of the quality improvement project
at the practice site. Since this is a quality improvement project and no human subjects will be
placed in harm’s way for this DNP project, the facility did not require an IRB (Appendix K).
This quality improvement project was also assessed for IRB utilizing a determination form
adapted from The Hastings Center, 2006 by Nosowksy (ND). The form determines if the project
is a quality improvement project versus a research project requiring IRB approval determination.
The form includes six questions related to the project's issues, and guidance and the weight of the
answers tended towards “no” so the project was defined as a quality improvement, and no IRB

oversight was needed.

Actions to ensure ethical project implementation, confidentiality and protection of human
subject will include the following items: ensuring Health Insurance Portability and
Accountability Act (HIPAA) rules are respected, all data abstracted from the patient charts will
only pertain to the project, privacy will be maintained by not collecting protected patient
information, data collected will be stored in a locked area that ensures anonymity, and all
information collected will be kept strictly confidential. The data from the pre and post-test will
be kept confidential by utilizing a number versus employee names and all data will be store in a

secured locked area by the project lead.
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Benefits/Risks for Participants

The RN’s and RNCM that work full time, part-time and per diem on the
medical/surgical/telemetry unit will be required to attend one educational training and to
participate in the utilization of the HFDP form. There is no associated risk for RN’s and RNCM
in participating in this quality improvement project since the participation in this project is not a
condition of employment. The HFDP is considered a mandatory practice change; therefore,
participation is mandated. Participants will receive an hour of pay for attending the educational
presentation. No monetary or special consideration will be provided for participating in the
implementation of this project. The benefits associated with participating in this quality
improvement project for RN’s and RNCM are the improved knowledge in HF disease process,
teamwork, communication with other nurses related to the patient’s learning needs and
interprofessional collaboration with other disciplines, which will ultimately lead to an

improvement of the discharge process by utilizing the HFDP.

Measures/Plan for Analysis

The project leader will complete basic statistical methods using SPSS to perform
statistical operations and data analysis of the outcomes data. The project leader consulted a
statistician to ensure appropriate statistical testing will be utilized to measure the outcomes. The
project lead will develop a data codebook to assess knowledge learned with pre and post-test
with ten questions utilizing a Paired t-test. This statistical procedure tests the difference between
two related or same group means, usually at two points in time (Sylvia & Terhaar, 2018). This
paired t-test will be used to determine the mean difference between the two sets of observations
and whether the education increased or decreased the staff knowledge. The paired variables are

“pre-test score” and “post-test score”. The assumptions related to the paired t-test are: 1) the
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dependent variable is measured at the interval or ratio level, 2) the independent variable will
consist of two categorical or related groups, the same subject will be present in both groups, 3)
there should be no significant outliers in the differences between the two related groups and 4)
the distribution of the differences in the dependent variable between the two related groups
should be approximately normally distributed (Sylvia & Terhaar, 2018). In this case, the
independent variable is the staff training and the dependent variable will be the change in staff
knowledge. A paired t-test will be used to look at whether it resulted in an increase in knowledge

and will report any magnitude of improvement.

The project lead will create a second data codebook to determine compliance with the
HFDP. This will be a simple binary result of compliance with the protocol with a yes or a no
variable. The code book will include a number for the HFDP used and a 0 for no and a 1 for yes
on the compliance of the HFDP form. The SPSS statistical operation use for this analysis will be
a simple binary result of the dependent variable of yes or no answer and the HFDP form utilized.
The assumptions related to this simple binary result are: 1) the outcome is a binary or
dichotomous variable like a yes versus no, 2) there is a linear relationship between the
probability of the outcome and each predictor variables, 3) there is no influential values or
outliers in the continuous predictor and 4) there is no high intercorrelation among the predictors
(Sylvia & Terhaar, 2018). This simple binary result will determine the compliance of the

protocol.

The project lead will develop a third data codebook to determine the reduction in HF
readmissions using the protocol. The SPSS statistical operation use for this analysis will be the
Pearson’s product-moment correlation coefficient test. The assumptions related to the Pearson’s

correlation are: 1) the two variables should be measured at the interval or ratio level, they are
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continuous, 2) there is a linear relationship between the two variables, 3) there should be no
significant outliers and 4) the variables should be approximately normally distributed (Sylvia &
Terhaar, 2018). The Pearson’s correlation will test the existence of a relationship between the
two variables of the HFDP and the HF readmissions and the strength of the association between

these two variables to verify if utilizing the HFDP will decrease HF readmissions.

As stated, this quality improvement project intends to educate nurses on the HFDP and
decrease HF readmissions by utilizing this tool. At the conclusion of this project, the statistical
significance is expected to show a noticeable difference between pre-intervention and post-
intervention in HF readmissions. Tables and graphs will be provided to communicate and display

the results of the project.

Analysis of Results
Pre and Post Score Test Results:

A paired-sample t-test was conducted to evaluate the impact of the training of nurses’ in
HF readmission and the use of the HFDP. There was a statistically significant increase in
knowledge from pre- test to post-test. The mean of the pre-test scores was 6.24 and a standard
deviation of 1.353 to a post -test mean of 8.61 to standard deviation of .829 with a p value of less
than .001(two-tailed). The mean increase in training scores was 2.370 with a 95% confidence
interval ranging from -2.809 to -1.930. The eta squared statistic (.067) indicated a moderate
effect size.
Table 1

Paired Samples Statistics

Paired Samples Statistics
Mean N Std. Deviation = Std. Error Mean
Pair 1 pre test 6.24 46 1.353 .199
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posttest 8.61 46 .829 122
Paired Samples Correlations
N Correlation Sig.
Pair 1  pre test & posttest 46 .145 .337

Paired Samples Test
Paired Differences
95% Confidence Interval of the
Std. Error Difference
Mean Stdl. Deviation lean Lower Upper t df Sig. (2-tailed)
Pair1  pretest- posttest -2.370 1.481 218 -2.809 -1.930 -10.851 45 =.001

Paired Samples Effect Sizes

95% Confidence Interval

Standardizer® Point Estimate Lower Upper
Pair 1 pre test - posttest Cohen's d 1.481 -1.600 -2.034 -1.158
Hedges' correction 1.494 -1.586 -2.017 -1.148

a. The denominator used in estimating the effect sizes.
Cohen's d uses the sample standard deviation of the mean difference.

Hedges' correction uses the sample standard deviation of the mean difference, plus a correction factor.

The first assumptions for paired t-test showed a total of 46 RN’s completed a pre and a
post -test with zero outliers for failed samples. The second assumption is related to the
independent variable of the staff training and consisted of two categorical or related groups. The
same subject was present in both groups. The third assumption showed no significant outliers in
the differences between the two related groups with a P value of less than .001. The fourth
assumption showed a distribution of the differences in the dependent variable between the two
related groups which was normally distributed. In this case, the independent variable of the staff
training and the dependent variable of the change in staff knowledge showed an increase in

knowledge with training with a mean difference of 2.37 points.

Compliance with HFDP
A simple binary logistic result was performed to investigate the completion of the HFDP

form. The model contained one independent variable of HFDP form and a dychotomous



dependent variable of two groups of “yes” and “no”. The model showed one HFDP form was

incomplete for a total of 94.1% compliance with the HFDP form.

Table 2

Simple Binary Logistic

Case Processing Summary

Unweighted Cases? N Percent
Selected Cases Included in Analysis 17 100.0
Missing Cases 0 .0
Total 17 100.0
Unselected Cases 0 .0
Total 17 100.0

a. If weight is in effect, see classification table for the total number of

cases.
Dependent Variable
Encoding
Original Value Internal Value
0 0
1 1
Classification Table?
Predicted
Compliance Percentage
Observed 0 1 Correct
Step 0  Compliance 0 0 1 .0
1 0 16 100.0
Overall Percentage 94.1

a. Constant is included in the model.
b. The cut value is .500

The first assumption related to this simple binary result showed the outcome was a
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dichotomous variable with a zero for a yes versus a one for a no. The second assumption showed

a linear relationship between the probability of the outcome and each predictor variables. The

third assumption showed no influential values or outliers in the continuous predictor and the
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fourth assumption showed that there is no high inter correlation among the predictors. This

simple binary result shows the compliance of the protocol at 94.1%.

Reduction in HF Readmission using the HFDP

The relationship between HF readmissions and the use of the HFDP was investigated

using a Pearson product-moment correlation coefficient. A total of 17 HF patients were admitted

to the medical/surgical/telemetry unit and discharged with the HFDP. Seventeen patients have

met the post discharge criteria of 30-days and one patient has been readmitted after 26 days of

discharged home. The data shows a positive correlation between the two variables, r =.1.00, n

=17, p is less than .001 with a strong linear positive correlation between reduction in HF

readmissions and the use of the HFDP.

Table 3

Pearson’s Product-Moment Coefficient Test

Descriptive Statistics

N Minimum Maximum Mean Std. Deviation
HF protocol 17 .05882 15.05882 .9411765 3.63803438
readmitted 17 0 1 .06 .243
Valid N (listwise) 17
orrelations

HF protocol readmitted

HF protocol Pearson Correlation 1
Sig. (2-tailed)
N 17
readmitted Pearson Correlation 1.000™
Sig. (2-tailed) .000

N 17

1.000™
.000
17

1

17
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**_Correlation is significant at the 0.01 level (2-tailed).

Normal Probability Plot Test

Normal P-P Plot of readmitted
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Preliminary analyses were performed to ensure no violations of the assumptions of
normality, linearity and homoscedasticity. This Pearson’s correlation shows a strong positive

correlation between HFDP used and decreased in HF readmissions.

Discussion and Significance

The aim of this quality improvement project was to educate nurses on the HFDP and
decrease HF readmission by utilizing this protocol. The project lead investigated to answer the
following project question: will nurses implementing a standardized discharge protocol on a
Medical/Surgical/Telemetry unit improve the HF readmission rates compared to current practice

and is there a statistical significance between pre-intervention and post-intervention in HF



48

readmissions. Base line data was performed on this Medical/Surgical/Telemetry unit prior to the
implementation of the project. This baseline data showed 32 HF patients admitted in a one-
month time frame with eight of these HF patients readmitted within 30 days for a total of 25%

readmission rate.

The objectives of the project were to create and implement a HFDP, conduct in-services
on readmissions and train on the tool, measure education learned with the aid of a pre and
posttest, perform chart audits to verify compliance of 90 percent or greater and compare pre- and
post-HF readmission rates for level of significance after completing the four-week DNP project.
The education was performed on site in groups of 10-12 staff members at a time with a 92%
attendance rate. The education was well received by the nursing staff and staff liked the process
and the tool. The staff embraced this tool because they felt it helped them educate patients in a
more structured manner. The nursing students completing a rotation on this unit were also
trained on readmissions and with the HFDP tool. The empirical findings from the pre and post-

test showed an increase in knowledge with training of 2.37 points difference from the pre-test.

Second, upon auditing the staff’s compliance with the HFDP tool the project lead noticed
there were some relief charge nurses who forgot to sign off on the tool. A review of the form
completion was discussed with the relief charge nurses and compliance with the form improved.

The compliance rate of form completion improved to 94.1%.

Last, seventeen HF patients received education utilizing the HFDP with one patient
readmitted within 30 days of discharge for a strong positive linear correlation between the HFDP
and reduction in HF readmissions. The patient was readmitted at 26 days of discharge which has

been his longest time between two readmissions. The nursing staff identified a patient who was
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homeless and living in her car. The nurses felt that without this tool they would not have
identified this because the patient was ashamed of this situation. The nurse was able to consult
with social services and patient was offered assistance on living arrangements, medications and
follow up with a provider for care. The nursing staff felt the tool aids them in structuring their
care and education on a continuous basis during the patient stay rather than educate patients 20

minutes before discharge.

The implications of these findings suggested that HF readmissions can be reduced by
educating nurses and utilizing a HFDP tool. The literature revealed that implementation of a
standardized discharge protocol could reduce readmissions. The RED toolkit from AHRQ (2013)
recommended that delivering a standardized discharge plan can reduce 30-day readmissions,
improve coordination of care, and improve patient outcomes. The nurses embraced this tool
which assisted them in coordinating their care with the team and improved patient education on

their disease, their medications, diet and importance of follow-up appointments.

Significance to Nursing

The American Association of College of Nursing [AACN] (2006) Essentials of Doctoral
Education for Advanced Nursing Practice developed eight essentials. Essential I: Scientific
underpinning of practice describes that in order to determine the nature and significance of health
and health care delivery one must utilized science-based theories and evidence-based practices to
enhance, ameliorate health and health care delivery phenomena and evaluate these new practices.
Essential VI1I: Clinical Prevention of Population Health for Improving the Nations’ Health states
the importance of implementing evidence-based clinical practices and evaluate interventions to

improve patient education and engage patients in their care. This HFDP was based off the RED
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toolkit from AHRQ (2013) and proved to be reliable to reduce 30-day HF readmissions on this
unit. This HFDP tool assisted nurses in educating patients and engaging patients in self-care by
educating them on their disease process, the importance of taking their medications and attending
their scheduled follow-up appointments. This tool has demonstrated a reduction in 30-day HF
readmissions.

Limitations

The project design was to focus on the creation of a nurse-led discharge protocol and
included training nursing staff and case manager on the application of the tool to educate patients
and reduce 30-day HF readmissions. The initial goals of this project were met with the
implementation of HFDP. One of the limitations of this project was the low number of HF
patients admitted to this specific unit during the time frame of the project. Due to an increase in
other unit specific patient diagnosis at the time of the project there were less HF patients
admitted to this specific unit. A small number of patients may have limited the results of this

project.

Another limitation of the project was due to project design with data recruitment
methods. The waiting for 30-days after a patient was discharged to capture any HF 30-day
readmissions delayed data extraction. When extracting the data for the first-time frame only five
patients had met the 30-day readmissions and no patients had been readmitted. The collection
methods were to complete a Pearson product-moment correlation coefficient test which was not
possible to complete at that time due to a violation of the assumptions of the test. The
readmissions data needed to be pulled at three different times so the correct and final data could
be calculated. The data analysis of the DNP project showed the interventions implemented

decreased 30-day HF readmissions. The data was limited to the number of patients admitted and
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discharged with a HF diagnosis. Therefore, more HF patients discharged with the use of the
HFDP would be beneficial to see a statistically significant difference in the HF 30-day

readmission rates.

One last limitation was found in relation to the decreased involvement of the night shift
staff in patient education and completion of the protocol. Even though the night shift nurses were
trained in the protocol, they did not all have the same level of involvement as the day shift staff
in completing the form and educating patients. A solution would consist of the project lead
spending more time on the night shift to identify barriers to the protocol adherence and to

reinforce the patient education process established by the protocol through demonstration.

Project Sustainability

This DNP project contributed to improving the discharge education given to patients with
structured interventions to improve the discharge process by identifying the patients at risk of
readmissions, educating patients about their disease process, medications, signs and symptoms to
watch for and improving interdisciplinary communication by implementing a standardized HF
discharge protocol. The practice site has requested for the implementation of this HFDP to be
implemented on all inpatient units and for other discharge protocols for diagnosis’ of chronic
diseases such as Chronic Obstructive Pulmonary Disease (COPD), pneumonia, stroke, total joint
replacement and cardiac patients whom have high 30-day readmission rates. A request was made
to the practice site that on each unit all staff who will be utilizing the discharge protocol will
receive a one-hour education prior to the start of the project. Corporate office process

improvement department has requested the possibility to upload the protocol into the EMR
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system which, would ease the use of documentation for the nursing staff and would assist in

sustainability.

Dissemination

Dissemination of the project will include a formal presentation to the DNP faculty and
colleagues. This DNP project will be submitted by the project lead to the Doctors of Nursing
Practice repository website, which keeps an archive of curated documents. Once the project is
uploaded and posted the project lead may share the URL web page address with other entities as
desired (Doctors of Nursing practice, 2020). A poster-board presentation request will be
submitted to the National Association of Healthcare Quality (NAHQ) summit, which will be held
in September 2021as an online format. A request has been sent to NAHQ for the poster-board
requirements. The completed poster-board requirements will be reviewed by the academic

mentors prior to submitting to NAHQ.

Data will be collected upon implementation of the project on other units and once enough
data has been collected and readmissions continue to decrease by utilizing the discharge protocol
a peer review journal manuscript will be written and submitted to the IRB at the practice site and
at AHRQ for dissemination. DNP prepared nurses play an essential role in providing process
improvement projects to enhance patient care and this discharge protocol can be generalized and

replicated on other nursing units and other facilities.

Conclusion
Heart Failure 30- day readmissions are complex and healthcare facilities are struggling
with meeting the CMS goals in relation to 30-day readmissions. The gap in nursing practice

identified in this DNP project was the lack of a structured process for nursing staff to utilize



53

when they educate patients on their disease process, medications and engaging patients in self-
care. The nurses appreciated and embraced the HFDP, which assisted them in coordinating their
care and issues were identified of patients being discharged home who needed services. The
HFDP proved to have a decrease in HF 30-day readmissions and the Pearson’s correlation
showed a strong positive correlation between HFDP used and decreased in HF readmissions.
This tool also increased communication between case managers and nursing staff regarding
patients’ needs and services. The support of stakeholders was necessary with this project and
played a role in the importance of staff education prior to implementation of this project.

This DNP project proposed a standardized discharge protocol for HF patients admitted
and discharged from an acute care facility. The results showed a decline in HF 30-day
readmission rates with the utilization of this tool. Sharing this tool so others in the field can
implement and reproduce this project focused on translation of research into practice and meets
the AACN (2006) Essential VIII1 Advanced Nursing Practice. This DNP Essential describes the
importance in improving patient’s health by educating and guiding individuals and groups
through transitions of care similar to this discharge protocol which can be replicated to other

disease processes, other units and practice sites.
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Health Care Improvement Process Change: Donabedian Model
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Appendix B

UHS Quality Readmission Reduction Dashboard December, 2019

Run Date; 12/26/19

UHS Quality Readmission Reduction Dashboard

Data Type Readmission Reduction Measures
Data Collection Period:N ber 2018-October 2019
L "“:'::'m::": 301 | Ami % 30-Day | Heart Failure % 30- | Pneumonia % 30-| Hip/Knee % 30- | OPD % 30-Day | CABG % 30-Day
Readmit Day Readmit Day Readmi Day Readmi Readmit Readmit

Centennial 15.25 [0 10 25.65 |. 18.70 a0 |@ 2857
Corona 12.47 F 9.68 I. 16.16 |. 14.15 h 5.56 I. 7.41
Desert Springs 1271 I. 1053 |. 20.56 I. 13.01 |. 5.56 IQ 14.42 |® 930
Henderson 12.84 |. 5.88 I. 18.65 I. 14.29 b 0.00 IQ 13,27
Palmdale 12.56 lia.ss |. 18.61 l’ 11.57 l. 833 l. 13.12
Northern Nevada 172 |.— 5.88 |. 952 [0 wvo o 31 I. 4.08
Southwest (ALL) 13.25 |. 20.00 I. 14.82 |. 11.97 I. 6.25 |. 22.86
Spring Valley 13.76 l. 10.87 |. 20.57 I. 17.07 F 6.30 |. 16.05 |® 1852
Summerlin 15.09 |. 22.62 |. 25.11 |. 16.36 I. 313 I. 22.54 I. 12.90
Temecula 14.03 F 20,54 I. 20.28 I. 13,29 |. 333 |. 25.49 ]. 16.67
Valiey 15.04 I. 3.70 I. 16.55 I. 21.30 |. 0.00 |. 25.61 h 27.27
Laredo 1361 P 17.50 l. 17.80 I. 12.08 |. 0.00 I. 16.44 I. 12.00
Ft. Duncan 15.11 b 16.67 J. 18.82 I. 2235 I. 14.55

|Northwest Texas 8.93 F 11.01 |. 833 I. 10.00 |® oo00 l. 16.44 @ 136
South Texas (ALL) 13.03 k 14.17 I. 17.92 l. 9.86 I. 0.00 I. 10.53 14.29
St. Mary's 10.77 k 0.00 I. 11.49 I. 13.33 I. 211 I. 20.59
Texoma 16.83 k 18.67 I. 22.86 |. 1856 I. 10.29 l. 19.63 I. 16.48
Aiken 12.42 h 14,52 |Q 18.88 l. 14.63 I. 9.76 |. 14.10 I. 27.27
GWU 9.41 b 9.80 I. 13.42 I. 1135 I. 2.27 |. 7.94 l. 7.69
Lakewaod 9.36 b 15.91 k 15.89 I. 721 I. 1.19 I. 10.94

|Manatee 12,63 F 12.15 b 16.24 l. 12.90 I. 4.80 |. 18.84 |® 526
Wellington 10.26 l. 0.00 l. 15.22 |. 11.95 [. 357 l. 13.75
UHS Total 12.90 12.95 18.25 14.42 3.97 17.08 13.78

Source System: Midas

Population: Medicare

Green indicates measure Is below the CMS Expected Readmission Rate
Red indicotes measure is above the CMS Expected Readmission Rate
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Appendix C

Facility Agreement

Plenss chegk oll arzas wheve you muy bava stedents whising 1o &o (hale

Reglateced Nursleg Medical Codlag
% Advwieed P Nurshg
log Saelal Wotkes
¥ Phiyshos! Therepht Sargheal

Herlth Tnfoenation Thecepy
Cliskeal Labocatsey Selcnces inshding Phichatoan

SCHOOL AFFILIATION AGREEMENT

This Agreement is entered into to be effective as of the 1" Day of July, 2018,by and
among Touro University, Nevada, (heroinafler roferred to as “School"), Valley Health Systetn,
LI.C, d/b/a Centennisl Hills Hospital Medioal Center, Headerson Hospital, Speing Valley
Hospital Medical Center, Desert Springs Hospital & Valloy Hospital Medical Center (“VHS"),
and Summerlin Hospital Medical Center, L.L.C, d/bfa Summerlin Hospital Medical Centor
("SHMC") (VHS and SHMC shall jointly be referred to as “Hospital") and Desert View
Hospltal, Thiz Agrocmont applics to those students pluced for training at the Hoapital on or

gfter its effective date,
This Agreement is made with reference to the following facts:

A.  WHEREAS, Schoof conduots the educational programs for students
("Program®), which may require olinical experience in an aoute care setting in ordet fo
acquire tochnloal skill (the *Training Bxperlence").

B.  WHEREAS, Hospital operates seven general scute care hospitals known as the
Ceatennial Hills Hospital Medlcal Center, Valley Hospital Medical Center, Spring Valley
Hospital Medioul Centee, Desert Springs Hospital Modical Center, and Summorlin Hospital
Medical Center, Henderson Hospital, and Desert View Hospital together with their related

ancillary facilitios (collectivoly, "Hospital® ot "Hospitals").

C.  WHEREAS, Hospits! i3 willing to allow School's Students (teferred to
individually as *Student” ot collectively as "Students") to receive Training Bxpericnoe at its
aoute care facilities in order that Student may receive the required clinical experience, all
upon the torms and conditions and subject to the limitations sct forth in this Agreement.
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[HERTFORE, it is agteod betwesn the parties as follows:
: ¥ RESPONSIBILITIES OF SCHOOL.

1.1 Program Under Jurisdietion of School. The Program corducted pursuant to
thisAgrwncntlsmoduwlonpmgmodewolmd not Hospital. Stedents
participating in the Program shall bo undet the exclusive jurisdiction of the
School 8t all times. Notwithstanding the foregoing, the time, plaoe and subject
matter of ]l educational activities at the Hospital, including plans therefore,
shall be subjoct to the approval of Hospital, and Schoo! assumes responsibility
for nssuring that Students observe the rules and regulations of Hospital and that
nothing is done which might prove detrimental to Hospitel or its patients,
Purther, School shall;

(8  Designate a faculty momber ("Faculty Coordinator") end un altornate
who shall be responaible for the development, on,
implementation and supervision of the Student's experfence at Hospital
in consultatlon with the Deslgnated Representative of Hospital;

(b)  Meaintain records and reports of the Student's Training Bxperience for
u period of not less than four {4) years;

(6)  Notify the Hospital in advance of the planned Training Expetience, o
include arca, dute of arrival and name of the Student, This schedule shall
be subject to the Hospital's approval, which epproval shall not be
unreasonably withheld; use all vensonable efforts to assure Student's
compliance with Hospital's policies and procedures, rules end
regulstions, including meintaining confidentiality with respect to all
confidential information soquired in the course of the Training
Expotience;

(d)  Provide a copy of the performance objeatives for the Training
Expetlence and the assurence that the Student is seademically prepared
tn meet such objectives;

(¢)  Consult with Hospital's Designated Ropresentative with respect to &
Student evaluation process pertalning fo the Training Experience;

()  Assure that Stadent assigned to Hospitel, prior to any observation
period or participation in any clinical experlence, has recolved training
in blood rnd body fluid standard prevautions consistent with the U.8,
Conters for Disease Control and Preventlon Guidelines,
Documentation of such treining will be provided to Hospitel upon

roquest;



®

@

(k)

®

(m)

Assure that Student has obtained the physical examination, maintains
medioal insurance, and has complied with such other requirements tpon
request of Hospital, and submit documentation of that compliance;

Agree to abtain, for each student, a crimimal bockground check to
include as @ minimum an oustanding werants search, statewide
criminal search, and civil and criminal public filings for the State of
Nevada (hereinafter vollectively referred to as the "Background
Information®), We agree to submit the beckground check via Pre-Check
to the Hospital in which the student will be compleling their clinical
rotatlons, no more than sixty (60) days prior to the beginning of the
student’s extornshlp.

Inform Student, prior to the Student's paticipation in the clinfeal
portion of the Program at Hospital, of the Student's responsibilities as
set forth in Paragraph 3 of this Agreement;

Maintain and evidence the insurance participation requited by the
provisions of Paragraph 7 throughout the term of this Agresment and,
unless said insurance provides coveruge on an ocourrenée basis, for at
least three (3) yeats following termination of this Agreement; and

Assure that Stadent has signed Exhibit "A," Confidentiality Statement,
and Exhibit "B," Student's Responsibilities Prior to and During
Student's ‘I'raining Expetience at Hospital,

Yeatly — in July, provide a list of the number of students you have/had at
ench of our seven acute-care facilitics and the arcas for their
rotation/clinical for the year, Please send the list to Valley Health System
University, 8801 W. Suhara, 2* Floor, Las Vegss, NV 89117,

Conduct an OIG List of Bxoluded Providers,

()  School represents and warrants that it has checked the OIG List
of Exoluded Providers (“List") and that School and no Students
provided under this Agreement appear on aaid List. Further,
School represents and warrants that School and no Student
provided by School under this Agresment is subject to sanctlon or
exclusion from participation under any Federel or State health care
program. In the event that School becomes so sanctioned or
excluded, Hospital may immediately terminate this Agresment.
In addition, any Student or School personnel who become so
sanotioned or excluded during the term of this Agreement shall be
immediately removed from the Hospital by School, if applicable,
and shall be thercafter as perteins to this Agreement excluded from
the Hospltal. Removal of any excluded personnel pursuant to this

S8
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Section shall not preclude Hospital's right to immediately
terminate this Agreement,

@)  School shall provide proof of compliance of School's obligations
puesoant to this Section 1.1(1) promptly upon request by
Hospital, Failure to comply with the obligations of this Section
ghall be deemed a matexlal breach of this Agreement,

Cooperation and Coordinntion with Hospital. In order to assure the
effectiveness of the Program, School and Hospital will work togethet in
planning and implementing the Program, and in this connection, shall advise
one another of the philosophy, objectives, policies and regulations of their
respective institutions.

No Compensation, The Program conducted hereunder shall be conducted
without the payment of any monetary consideration by School or Hospital to
the other ot by or to any Student participating in the Training Experience,

Joint Commission Human Resources Provision. School represents that each
person performing the services under this Agreement (1) has been educated and
frained consistent with applicable regulatory requiraments and Hospital policy;
(2) is appropriately licensed, certified or registered, as applicable, to provide the
sorvices us provided herein; (3) has appropriate knowledge, experience and
competence as are appropriate for his or her nasigned responsibilitics &8 required
by Hospital; and (4) has been otiented to Hospitel policies and procedures,
School also represents that it cvaluates cach student’s performance, hag verified
each employes's health status as requived by his or her duties in providing the
sarvicos under the Agreement and as required by all appliceble Jaws and
regalations (collectively, “Law"), it has performed oriminal background chocks
and/lot pee-employment verification of convictions for abuse ot neglect when
required by Law and it has evaluated and roviewed each employee's references,
when applicable, School shall provide Hospitel with evidence of compliance
with this paragraph upon request.

Sanctioned Provider, School represents and warrants to Hospital that neither
School mtanysmdentpaﬁomﬂngﬁwmlmmduﬁwAgmMix a
“Sanotioned Provider” menning that neither School nor any Student (i) is
cunrently excluded, debarred, or otherwise ineligible to participate in the Federal
health oare progrems, including but not limited to Medicare, Medicaid or
TRICARE, as defined in 42 USC § 13208-7b(f) (the “Fedecal health care
programs™); (1) is convicted of & criminal offense related to the provision of
hoalth care items or services and has not yet been excluded, debarred, or
otherwise declared incligible to participate in the Fedoral health care programs;
end (iif) is under nvestigation or otherwise aware of any circumstances which
may result in a Student being excluded from participation in the Federal health
cute programs. This shall be an ongoing representation and warranty during the

wibse



L6

1.7

1.8

tummdScimldmnimnwdimlynoﬂfyHoapmlohnychmsshﬁneMOf
the representation and warranty set forth in this Section. Any breach in this
representation shall be cause for Hospitel to tetminato this Agreement
immediately,

Referral Souree, Schoo! further reprosents and warrants that no physician who
is or may be a referral source to Hospital (as sald term is dofined at 42 U.S.C.
section 1395x(t) noz any “immedinte family membed™ of a physiclan owns or
holds and “ownership or investment interest” it School. For purposes of the
preceding sentence, the torm “immediately family member™ shall have the
meaning desczibed in 42 C.F.R. seotion 411.351 and the term “ownership or
Investment intecest” shall have the meaning desotibed in 42 U.8.C. section

1395nn(a)(2).

Confidentinlity of Paticnt Information. School agrees to protect to the fullest
extent required by Jaw the confidentlality of any patient {nformation generated
ot roceived by School, its employecs, or ageats in connection with the
performance of services hereunder. School spocifically acknowledges that in
recelving, storing, processing, or otherwise handling recards of Hospital
patients, School may be bound by federal laws goveming addictive disease
patients, including 42 C.F.R. Pat 2, School agrees, if necessary, to resist in
jodicial proceedings any offorts to obtain access to patient records axcept a8
peemitted by law. School’s obligation to maintain the confidentlality of
Hospital patient information shall survive termination of this Agtreament.

HIPAA Requirements. To the extent applicable to this Agreement, School
agrees to comnply with the Health Insurance Portability und Accountability Aot
of 1996, as codified at 42 USC § 1320d (“HIPAA”) and any current and future
regulations promulgated therounder inchuding without limitation the federal
privacy regulations contained in 45 C.F.R. Purts 160 and 164 (the “Federal
Privacy Regulations™), the federal soourity standards contained in 45 C.F.R. Parl
142 (the “Federal Secutity Regulations”), and the federal standards for
electronic traneactions contained in 45 C.F.R. Parts 160 and 162, all colleatively
refetved to hevein ns “HIPAA Requirements.” School agroes not to use or
further disclose any Protected Health Information (as defined In 45 C.F.R. §
164.501) ot Indlvidually Ideatiflable Health Information (as defined in 42 USC
§ 1320d), other than as permitted by HIPAA Requirements and the terms of this
. School shall make its intemal practices, books, and records relating
10 the use and disclosure of Protocted Health Information available to the
Seoretary of Health and Human Services to the extent required for detormining
compliance with the Federal Privacy Regulations, School's obligation to
maintain the confidentiality of HIPAA information shall survive termination of

this Agreoment,

a8
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FERFPA Requirements, Tho partics agree that thoy aze subject to the Family
Educetionel Rights and Privacy Act (“FERPA") and to that end agree (=) they
are each providing educational services to the othar that they would otherwise
have to provide for themselves using faculty and staff; (b) each patty hasa
legitimate educational interests in the student sduoation records disclosed under this
Agrezment and (¢) Facility agrees to bo under the direct control of School with
raspect to the use and maintenance of information from student education reoords.
The Pertics agree that any Party, including a “school officlal,” that recaives studont
oducation records as atherwlse enumerated In this Agreement acknowledges that the
student education vecord Is confidential and may use the information only for the
purposes for which the disclosure was made hercunder, Except as peemitted
elsowhere in this agroement, Fecllity may not re-disclose the information to any
mwmmmmmmmmmmmm. Furthermore
lhoprﬂungrwtowmt!og«tbntnsbmmdunodmcﬂonuwxdahn mannor
that best assures the protection of student education records from disolosute.

Confidentiality of Hospital Information. School understands and agrees that
i connection with School's engagement by Hospital, School may acquire
competitively seasitive information which is neither known to nor ascertainable
by persons not engaged by School and which may cause School to suffer
competitively or economically if such information became known to persons
outslde of School. Unless legally requirod to disolose such information, School
agrees to maintain the confidentiality of any confidential information School
nequires during School's engagement for the cntire tarm of such engagement by
Schoul, uud for as long as such laformation remaing confidential

HOSPITAL'S RESPONSIBILITIES

2.1

Hospital shall;

(@)  Appaint a Designated Kepresentative who shall consult with the Scheol
Faculty Coordinator for the purpose of iraplamenting and coordinating
the Training Experlence at Hospital. The Hospital's Designated

v s sullotized to provide any approval, which is required
by the terms of this Agreamant bust i not puthorized to approve any
amendment to or waiver of the tetins of this Apreament;

(b)  Provide appropriate general patlent care faollitles for the Training
Rxperience conducted under this Agroement, inoluding classroom and
cotiferanoe room spece when available, provided that the presence of
the Studcnts shall not be allowed to intetfere with the mgular activities

of the Hospital;
(c)  Provide opportunities to Student to eneble Student to sequire clinical

mmummmwmmmbmmmmmmmm«m
facilities and varying paticnl vensus of Hospital permit;

6
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Permit designatod Hospital personnel to particlpate with the fuculty
of Schoo! in the instmction of Student at Flospital; however, this shall
not Inferfere with the setvioe commitments of Hospital peesonnel;

Provide a reasonably safe aren for storage of Student's personal
belangings, although Hospital does not assume responsibility for
any personal belongings of Students;

Provide the samo cafetesla privileges to Student as are avalleble
to Hospital staff;

Malntein ongoing communication with School; and

Provide instruction in safety and require that Stadents adhere to all
safety regulations established by (he hospital. Ioapital will provide
safety education and orientation to safoty equipment, policics, and
procedures at the time of student orientation. The Hospital will pravide
all neoessary personal protestive equipment, appropriate sefety
equipment and related information for students during assigned clinical
experionces,

The Hospital will provide emetgeacy medicel treatment in the event of
an accident or injury. Allaxpenmtbtmecmergomymmmmthe
responaibility of tho Student, Student is responsible for all follow-up
treatment after smergency treatment has béen given,

3. STUDENT'S RESPONSIBILITIES,

Education Primary Responsibifity. [t is undevstood and agreed that Student
assigned to Hospital pursuant to this Agreement is nssigned primarily for
purposes of education and training, and at no time shall replace Hospital
persanzel in the provision of patient services. Prior to participating in the

Training Expericace, shall:

31

(@)

(®)
(©

Provide Hospital with certificstion of training in standard precautions
for handling blood and body fluids consistent with U,S. Centers for
Diseass Control and Prevention guidelines;

Provide evidence of medical insurance coverage;

' Provide evidenoe of & curteat physical examination or certification from

& loensed physician that the Student is in & state of good health and is
freo from any casually transmitted communicable discase in a contuglous
stage, aad including proof of current status of the following:
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(i)  Cestificate that they have recelved a flu vaccinetion each yeae
that they perticipate in the progran.

(if)  Negetive result to a 10-panel drug soreen (including
amphetamines, batbiturates, es, cocaino
metabolites, marijuuns metabolites, methadone, methaqualone,
opiates, phencyclidine and propoxyphenc) congistent with
testlng done on Hospital employees but no less than a 10-panel
drug screen,

(lif) Tuberealosis: proof of non-infectivity with pulmonary
tuberoulosts by completing either (1), (2), (3) or (4):

(1) Two-step TB skin test (TST) for studeats with no
history or a positive TST who have not been fested in the

lost 12 months;

(2) One step TST test for students with proof of a
nogative TST in the last 12 months;

(3)  Negative chest radiograph for students with proaf of
past positive TST;

(4)  Negative blood test results.

(iv) Rubella: documented receipt of one vaccination after "
Dbirthday, history of disonse, bern before 1057, serologionl
evidence of immunlty or statement of refusal,

(v)  Rubeola; documented receipt of two veccinations on or after first
Dbirthday, history of disease, botn befote 1957, serological
evidence of Immunity or statement of refusal.

(vi)  Chicken pox; dooumented receipt of vaccination, history of the
disease, serological evidence of immunity or statement of refusal,

(vii) Hepatitis B: documented vaccine seties of three doses,
serological evidence of immunity ov statement of refusal.

(viti) Totanus and diphthoria: documented inoculation within ten
(10) years.

(d)  Bxescuto and transtit to Hospital a Confidentiality Statement in the
form attached heteto, marked Exhibit A; and Student Declaration of
Responsibilities markod Exhibit B;
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(¢)  Conform to all applicable Hospital policies, procedurss, and regulations,
and such other requirements and restrictions as muy be mutually specified
and sgreed upon by the Deslgnated Represontatives of Hospital and
School; and

(f)  Beresponsible for his or her own support, maintenance and Hving
quarters while participating in the Training Bxperience and for
transportation to end from Hospital. '

32  Student Access to Hospital Facilities, Avcess to the facilitics of Hospital
by Student shall be allowed only to the extent that access is neoessary for
the implementation of the Training Experlence,

4, RELATIONSHIP. Student and faoulty, shile participating in the Tralning Bxperlence
conducted pursuent to this Agreement, shall not be considered employees of Hospital, Hospitul
doas not assume any liability under any law relating to workers' compensation on eecount of any
act of any Student or faculty performing any duty, receiving or purtleipating in any clinical
experlence and training, or traveling pussuant to this Agreement. Student and faculty
participating in the Training Experience shall not be entitled fo any monetary remunetation from
Hospital for services performed by them, in the course of recelving olinival experience

pursuant to this Agresment,

5, INDEPENDENT CONTRACTORS. In the performance of their respective duties
and obligations under this Agreement, it is mutually understood and agreed that the parties are
at all times acting sg independeat contractors, and that nelther shall have not exercise any
control or direotion over the mothods by which the other shall perform their obligations under
this Agreement. No agency or employment relationship, pertnership, joint venturo or ather
business organization is created hereby. It is expressty agreed by the parties hereto that neither
shall have authority to bind the other, and that no work, sct, ot omission in the performance of
their respeotive obligations under this Agzeement shall be construed to make or render either,

{he servant, agent, employee or partner of (e vther,

6. TERMINATION OF STUDENT, Notwithstanding anything in this Agrocment to the
contrary, Hospital may suspend the right of any Student particlpating under the torms of this

t to participate in the Tralning Bxperience at Hospltal if, in the sole judgment and
diseretlon of Hospital, the conduct, heelth or attitude of the Student threatens the health, sufety,
or welfare of any patient at Hospital or tho confidentiality of any information relating to a
patient. This action shall be taken by Hospltal only ona temporary besis until Hospital has
consulted with represcatatives of School, The consultation shall include an attempt to resolye
(e suspension, but the final dosision regarding the Student's continued participation in the
Trafning Bxperience at Hospital is vested in Hospital, The procedures referred to In this
Paragraph are separate from any procedures of School relating to the Student'sz continued
participation in Program at School,

-9«
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7. INSURANCE.

1.1

72

73

Insurance, School shall purchase and matniain in full force and effect
during the termn of this agreement the following:

(s)  Commercial or comprehonsive general liability insurance witha
combined single limit ench accumence for bodily injury and property
damage not less than $3,000,000. Such insurance shall include pevsonal
and advertising injury with an snaual aggregate limit not less than
$1,000,000,

School shall seoure and maintain for each Student participating in the Training

lence medical professiona! lability insurance in amounts of not lesa than
One Million Dollars ($1,000,000) per oocurrence and Thres Million Dollars
($3,000,000) in the aggregate, School warvanis and represents that Students are
not employees of the Noveda System of Higher Education, its institutions, or of
tho State of Nevada. Nevadn Revised Statute 41,035, which limits awards for
damnges against present ot former officers or employees of tho Stats or of any
political subdivision to $50,000 does not, thersfore, apply to students,

(&)  Hospital and School shall each maintain Workess' Compensation
insurance for theit own employees, a¢ required under Nevada State law;
such insursne shall inolude Bmployer'a lability with a limit not less
than $1,000,000 each vevirrance, Stadent participants aee not
employees of Hospital or School.

Continuous Coverage. Such insurance shall be on an occurrence of claims
made form, 1F such insnrancs is on & claims made form, all acts and omissions
of its subcontractors shall be, during the term of this Agreement, "continually
covered” notwithstanding tho term of the Agresment or the provisions of this
Agroement llowing School to purchase claims made coverage, In order for the
gots end omissions of School to be *continually covered" there must be
insurance covezage for the entire period commencing with the effective date of
this agreement and anding on the date that 1s at & minimum tuve (3) yours after
tho final termination date of this agreement inoluding any oxtensions or
tenewals thereof. Claims made coverage shall have a retronctive date at least
concutrent with the effective date of this agreement. If such claims mado
coverage is cancelled or terminated or not renewed for any reason, School shall
purchase either a three-year Bxtended Reporting (tail) coverage applicuble to ell
claims arlsing during the teem of this agrectent including rencwals and
extensions fhereof or nose coverage with a retroactive date at least concurrent
with the effectlve date of this ugrwement, School shall produce ovidence of the
above-referenced insurance placements/coverages upon request.

nsurance Company. All required fnsurance shall be placed with an insurance
oompany or companies licensed to do business in the State of Nevads, or &
program of self-insurance.

«10-



7.4  Primary Insurance, Hospital and School agres that other than the self
insurance general Hability insurance, such policies arc primary insurance and
shall not contribute to ot be excees of any other insutance or self insurance
available to fhe insureds, with respect to any claims arising out of this
Agreement, aund that ingurance applics seperately to each insured ageinst whom
claim is made or suit may be brought.

7.5  Certificates of Insurance/Evidence of Protoction. Prior to the
commencement of this Agreement, the parties will furnish to one another,
cartificates of ingurance or evidenoe of protection evidencing the required
insurance coverage. Such insurance shall contain a provision that the coverage
cannot be cancelied, termisated or materially changed without 30 days written
notice to the other party except that 10 days written notice shall be given for

non-payment of premiwm.

7.6  Mandatory Insurance. The insurance requirements under this section ure
mandatory, Failure of either party to request certificates of insurance shall not
constitute o waiver of elther party's obligations and requirements to maintain
the coverage specified in this section,

77  Wospital Insurance. Hospital shall kesp and maintsin, at its sole cost end
expense, professional and general lisbility coverage for acts and omissions of
Hospital. All such insurance shall be issued upon such forms and in such
amounts that are customary in the hospital industry or through programs of self

insurance.

8. INDEMNIFICATION, The parties shall indemnify, defend and hold harmless each
otlee and ench other’s tespective officers, employees and agents from und against any and all
actions, liabllities, clairns, dameges, sults, liens, and judgments avising out of or resulting from
the negligent and/or unlawful acts or omissions of the indemnifying party or the indemnifying
party’s officers, employces, agents o subcontractors ocourring durlng ot in connection with

* performance under or regarding this Agreement,

9 APPROVAL AND QUALIFICATION. Only Students who have satlsfactorily
completed the pro-clinicul didactio portien of the Program, which s preranuisite to clinfoal
cxperience, shall partloipato in the Traicing Bxpetience at Hospital. The number of Studeats
to participate at any one time shall be approved by Hospital,

10, PROHIBITION AGAINST DISCRIMINATION. Hospital, School or Student
participating in the Program shall not discriminate against any person beonuss of race, color,
creed, nge, sexual oricntation, national origin, sex, marital stutus, or veteran's status as provided
by law, In addition, Hospitel, School, or Swmdent uhall not disuriminate against any pemaon
because of handicap under Seotion 504 of the federal Rehabilitation Act of 1973 or disability
undor the Americans with Disabilities Act of 1990.

-11-
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1.  DESTRUCTION OF FACILITIES, In the event that Hospital facilities shall be
pattially damaged or destroyed by firo, earthquake, or ofher catestrophe, and such damage
is sufficient to render the fucilities untenable but not entirely or substantially destroyed, this

shall bs suspeaded until such time as Hospital determines that the premises or the
facilities shall again be tenantable.

12.  TERM AND TERMINATION.

12.1

12.2

Term. This Agreement, except as otherwiss expressly provided, is effoctive as
of the date stated in tho first paragraph of the Agreement and shall terminate
threo (3) yoars Jater, unless terminated onzlier under rny of the following

provisions,

Termination,

(a)  This Agreement may be terminated, without penalty ox cause, at any
time by either party by giving to the other party a thirty (30) day written
notlce by registered madl to the peaple at the addresses set forth below the
signatures at the end of this Agreoment, with the effective date of
termination specified in said notice.

(b)  The provisions of Paragraphs 1.1(j), 7 and 8 shall suryive any
tecmination of this Agreement,

(¢)  Hospital may lecminate this Agreement for cause upon thirty (30) days'
written notles to School in the event of a breach of the terms of this
Agreement by School or Students.

13. GENERAL PROVISIONS.

13.1

132
133

134

Amendment, This agreement may not be amended except in writing signed
by the authorized representatives of both parties.

Governing Law. The laws of the state of Neyada shall govern this Agreement.

Counterparts, This Agreement muy be executed in several counterparts, cach
of which s0 execated shall constitute one and the same instrument.

Modification and Amendments, The terms and provisions of this Agreement
may be modificd or ded by | t of the partins to this Agreament.
In tho event of a conflict, the terms and conditions of this Agreement will take
precedence over those of any similar agreement,

12~



138  Severability of Termy. If any provision of this Agreement shall be dested

13.6

13.7

invalid o¢ unenforceable by & court of appropriate jurisdiction, then such
unenforceable oz invalld provision shall be deemed to be doleted from this

. All remaining peovisions of the Agroement shall be deemed to be in
full foree and effect,

Entire Agreement, This Agresment and Exhibits attached heteto constitute the
entire Agreement between the partles pertuining to the subject matter contained in
it and supersedes all prior and contemporaneous agreements and no othet
reprosentations or understandings of the perties shall bo binding unless executed
in writing by all the parties, No walver of any of the provisions of this Agreement
ghall be decmmed, or shall constitute, & walver of any other provision, whether or
not similar, nor shall any waiver constitute « continuing waiver, This
gﬁxommt may not be modified except by an instrument in writing executed by
pnrtles.

Arbiteation,

1371 Agreement to Arbilrie, Any controversy.or olaim odsing out of or
reluting to this Agroement, or the breach, termination o validity thereof,
shall bo determined by arbitration in County and State in which Hospilul
|s Iooated, in accordence with the provisions of this Paragreph and the
arbitration rules of the American Arbitration Association ("AAA") in
effoct on the date of this Agresmeat by a single arbitrator who is selected
us provided in Paragaph 13.7.2 below. The arbiteator shall bese Lhe
awdrd on this Agresment and applicable law and judicial precedent, The
othitation shall be governed by the substantive and procedural laws of
the State in which Hoapital is located, applicable to contracts made and
10 be performed herein, The deolsion of the Arbitentor shall be binding
upon the patljes and euforecable In the vourls of the State in which
Haspital js lovated. Each party shall equally boar the costs of
Axsbitration.

13.7.2 Selection of Arbiteator. The arbitrator shall be mulually solected by the
parties hereto and in the event tiie parties caunot agree on en arbitrator,
then the osbitentor will be seleated In accordance with the rules of {he
AAA in offect on the date of this Agreement.

13.7.3 Aulhority of Athitrator, The arbitratar hell have the exclusive anthority
o doolde the seope of issues fn he utbitrated, Ay challenge to the
abitrability of auy issue relatod in nay way to the matiers or elaims in
dispute between the parties shall b determined solely by the arbitrator,
Also, any chalienge to the validity of this arbitration provision or any
aubpuzst thereof shall be determined and decidod exclustvely by the
atbitratot,

-13-
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13.8

13.9

13.10

13.11

13.7.4 Digoovery; Axbitration Hearing. Notwithstanding any AAA discovery
rules to the contrery discovery shall be limited to (1) the production, by
ull parties to the arbiration, to the other partles thereto of sll documents
mdclectrocﬂoorcompnlnnecmﬂammmorpumlnlnstomyofﬁu
matters at issue; and (2) to allow each paity to the arbitration to take five
depositions, none of which may last more than four hours (exclusive of
breaks and adjoumments). These limits may be relaxed only upon the
express agreement of each of the perties fo the arbitration and the
atbitrator. Notwithstanding sny AAA rule o the oontrary, the parties
hereby agree that once the evidentlary hearing commences, it shall
continwe day-to-dny until completed, with the exoeption of Saturdays,
Sundays and legal holidays, Otherwise, the evidentiary hearing van only
be ndjourned by agreement of all of the parties and of the arbitrator for a
period of time agreod upon by all of them,

Assigament. This Agrecment may not be nssigned by either party without the
express written congent of the other party, and any attempled nssignment
without such consent shall be desmed void ab initio,

Na Rights of Third Parties. Nothing in this Agreement, whether expressed or
implied, is intended to confer any tights ax remedies under or by reason of this
Agresment on any persons other then tho partles to it and their respective
successors, logal representatives, nos is anything in this Agreement intended to
ralisve or discharge the obligations or labilily of any third persons to any perty
to this Agreoment, nor shall any provisions give sny third person any right of
subrogation ot action over or against any party to this Agreement.

Non Exclasive Agreement, This Agreement is not exclusive, and cither party
may contract freely with any other party for the provision of other similar
survices,

Business Associate Agreement. School shall not have access to Hospital
petlents' PHI and, in the event this oceurs, School shall excoute Hospital's
standurd Business Associate Agreement,

NOTICE. All notices hersunder by either party 10 the other shall bo in writing,

delivered pessonally, or by certified or registered mail, refurn receipt requested, or by
overnight courier, and shall be deamed to have been duly given when delivesed personally ot

when deposited in the United States mail, postage propaid, addressed as follows:

Hospital: Valley Health System Hospilals

olo Valley Health System Education & Training Center
8801 W. Sahars Avenus, 2™ Floor
Las Veges, NV 89117

o Th=
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School: Touto University, Nevada
874 Amerloan Pecific Dr.
Henderson, NV 89014

IN WITNESS WHEREOF, the parties hevoto have caused this Agreement to be executed by
their respective duly suthorized representatives of the dato first witten above.

VALLEY HBALTH SYSTEM, L.LC. TOURO UNIVERSITY, NEVADA
SUMMERLIN HOSPITAL MEDICAL
CENTER, L.L.C.
By; .
Ning Carter Priest, EdD, PT
Market Director, Learning and Dean, CHHHS
Development

o 8019

Date: £ 72200

By:

Wayne Cassard
Market Director of Human Resources

e _ U3
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EXHIBIT A
STUDENT CONFIDENTIALITY STATEMENT

The undarsigned understands that all medical Information acquired ps regult of their
participating in wotk and/or health care activiiies ut Hospital ia confidential and that the
nndersigned s prohibited fram disolosing that information to any peraan o perseng not
fivolyed in the care or treatment of the patisats, in the instruction of Students, or in the

nince of administrative responslbllities ot Hosplial. The nndersigned agrees 1o protect
ihe confidentiality of ptlent informetion as requined by lav at all times both during and
fallowlng his or her relatinaship with Hospital, Conversations between physicians, nurses
and othier health eare professionals in connection with ar in the presence of a pationt recelving
eare or bebwoen the undersipned and a patient are elso protected and may not be discussed.,
The undersigned recognizes that other souroes of medical information includs medical
records, emergency room department and ambulance reonrds, child abuse reporting forins,
elderly abuse reporting forms, laboratory requosts and resuls, and x-ray requoats and reaulia.
The undersigned understands fhet & breach of this eorfidentislity by him or her may result in
an antion fur damages ageinst him or her as well ag agoinst Hospital. Haspital muy ferminate
the endersigned’s relationship with Hoapital bused upon & single breach of confidentinlity by
him or her,

Dot 03[ 30 2030 ___ Tpco, Jt [tk

Student

Witnessing Faculty Advisor
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&M:ﬁ 2l , herohy ntte, represant and agres that:
(Ftircdent Werme)
T am over oighteen (1) years old,
T & sbudent ensalled in [l {hereinafrer veferred to na "Program*), and

ns such T am paitielpating in the Schoal's cliniznl expesience program (Rersinafter refered 10
g the "Tralning Experioncs") ot _ Me o fla e Fospital (hereinafter refirmed fo s
"Hospital").

Lagres fo obain & pheysionl examination within o year prior o enfeding into the Trining
Exparience at Hospltal aid to provide proaf of the fallowing:

o Megsthvs results to & 10-panel drug soreen (including amphetantines, barbituates,
benzodiazepines, cocalne metabolites, matiuann metabolites, methadons,
methaqualone, epiates, phenayclidine end propoxyphenely

b Tubegsuboais; Proof of nan-infeetivity with pulmonary tuberculosle by completing elther
(13, (2, (3), or {4

{13 Two-step TH skin test (TST) for students with no history or positive TST who
have not boon tested in the Lest 12 month;

(2] One step TST test for students with proof of a negative TST in thw st 12
monrh;

() Megative bland et reuita; onel
(4] Magative cheat x-ray for studonts with proof of past pﬂuiﬂﬂ‘l‘ﬁ'_l'.

o Rubella: dogumented reosipt of ens vaceinmton on ur ufle frat Whthday, bdstory of the
disanss, born bafora 1957, seralogical evidsnce of immunity, or statement of refiglons or

medboal refusal;

4 Eubeak dosumanted reosipt of two vacoinationa on or aftar first bisfhday, history of the
dincase, born before 1957, serologleal evidence of immuanity, ar sttement of religions o
medical reflusal;

e Ihicken paxt: documented recelpt of vagelnatlon, histary of {hs dizesse, bor befiore
S;?,moludwl evldenen of immunity, ar siatement of rellgious or medical
mal;



4,

3

(18

: Tepatlils B; documented vaccine saries of hres doaos, seralogionl avidence of
{irmanity, or stobanent of religions or medlzal vefineal;

£ Tetarua and diphthering doounsented nooulation within ten {10) years; and

L Clertification from a lleensed physician that [ am fres of any casuzlly irngmifted
cammunlcable disase in a conbagions sags,

i. Cartlfloation that I received o flu vacoination ench year iket 1 partlclpate in the program,

T agree to conferm to il applicable Hospital polisies, procsdures, and regulations, and such cther
requirements and restrletions as may be matually spesified and agreed upon by the Hoapital
Dresignnted Heprosantative and School

1 undarstand and agres that T am responsible for my cwn suppott, melntenance and living quarters
while participating In the Traling Bxperlenco and that [ am respossible for my awn
transportation fo and frem the Hospital,

1 undstsinnd und apres that T am responsible for mry own medical cave needs, Tundesstand fhat
Flaspital will provide acoess to emedgency medical sorvices abould the need arise while T em
ptitleipating In the Training Exparbence, Hawever, [ uderstand and sgroe that [ am fully
respoasible for all costs selsbed to general madical o emetgancy cars, and fhot Hospltal hall
psguma 150 coat or financial liability for providing such cara,

1 acknowledge that T have resslved training in blood and body fuid standard precsuticas
consistont wifh fhe guidelnas published by the 8. Cewters for Disvase Control and Preveation.
Dioeumontution of such iminkng shall be provided priee o baginning my Intsrnghip Program,

1 neknewledgs that Twill reseive pandemio credit for the Training Expeclance provided ot
Hospltal and thet [ will not bs consddored an employes of Haspltal ar Ssbool, nor shell [ reocive
companantion from elther the Hospital or the Scheal, [ further acknowledge that T am noither
aligible fior nar satitled to workers’ compensution besefits undor Hospitals ar Sehoal's covarage
buwec pen sy particlpation in Program. T further cknowledige thit [ will not be provided any
lemefit plans, health bsararas corverage, o medical cars hased wen my participation in this

Program,

T undecstand that Fogpital may suspend my dght to participate in the Training Bxpecionce i, in its
sole judgment and discestion, my conduet or stind throntens the health, safety or welfare of any
putiants, lmvitess, or employess nt Flosplal or the confidentinlily of any information valating lo
such porscns, either e individusls ar oollectively, T firther ardecstand that this sction shall be
takeis by Hoapital oaly an o lemporary basls oniil after consaltation with School. The
consuitation shnll inalude an attempt to resolve the suspansion, bat the final declsban regarding
my continoed perticipation in the Program at Hospital s vested in Hospital.

T ngres ta comply with diselmination raguletions ond chall not dlssrlminate sgainst any persen
Lespae of rane, oolor, paligion, eee, merltal sinfug, smcun] orientation, national orlgin, nge,
phoysioal hamdivap, or medion! somlitlon as povided Ly law.

1 further undarstand that Hoapital has the right to suspend uae of their fuctlitles in conneotion with
this Trailng Bxperlence should thelr fcilities be partinlly damaged of destreyed and such
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dnmage [3 sufficlent to render the facilities untenable or unstable for their purpose whilo not
entirely or substantially destroyed.

12. 1 recognize that medical records, patient caro infarmation, porsonnel informntian, reposts to
rogulutory agencles, conversations beewesn ar among any healthosre professiansla are consideved
privileged and should be treated with utmost confidentiality. I further understand that if it &s
determlned that & broach in confidentiality has ovcurred s a result of my actions, I can be held
liable for damages that result from such a breach.

1 have read the foregoing, I understand and agres to the ferms theveln. I recognizo that as
MmQMMgmmmmwMﬂMmmthmmm&wwlm
nt Hos

Mié? L /L,(:L B.Tf?/so/lozp—
Josee Gt

Printed Name of Student

-19.
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Appendix D

Director of Medical/Surgical/Telemetry Unit Agreement

M\ |
HENDERSON |
HOSPITAL

A Member of The Valley Health Syssem

August, 3" 2020

Dr Denise Zabriskie,
Project Chair

Touro University

Object: DNP Project

1, Samantha Quinn, Director of Adult Health Services and Ortho Unit at Henderson Hospital
agree to have Josee Gill, DNP Student from Touro University complete a DNP project on one of
my units. The project is to implement a standardized discharge protocol for Heart Failure ‘

patients with Adult Health nurses and case managers working on the specified unit,

I look forward to working with Josee on this project and improving patient outcomes for these ‘

patients.

Thank you,

19, e

Samantha Quinn, RN, BSN, MHA
Director of Adult Health & Ortho
Henderson Hospital
T702-963-7159 office

702-524-8523- cell
1050 W. Gateria Drive - Henderson, NV 89011 « www.hendersonhospital.com




Appendix E

Nurse-Led Standardized Discharge Protocol

Task fchecklist Date/Time Nurse signature

1. Ascertain need to obtain language assistance?
Speaks: English or
{Use Globo for translation assistance)

2. Make follow up Appointment :

Provider Name:

Date/Time of Appointment:

Address:

Add information to discharge instructions in Cerner

3. Test results or labs pending at discharge are:
Example: Echo results if not available at discharge

4. Does patient need Post discharge outpatient services

and medical equipment? Y/N

Does patient have a scale to weigh self at home? Y/N
Educate patient on weight gain of 3 Ibs./day & call PCP-
Y/N

5. Teach back on new medications related to Diagnosis:

(medication cards and list which ones given)

- BP medications
- Diuretic

B. Teach back on disease and signs/symptoms:

-Heart Failure booklet given to patient? Y/N

-Heart Failure Teach-back form Y/MN

7. Review with patient what to do if a problem arises?
Call PCP or 911 or Call Dispatch Health 702-848-4443

2. Level of comprehension of discharge instructions?
Good or not understanding?

S. Inform patient they will receive a discharge phone call

within a few days from discharge.
Patients preferred phone number:

10. | Document in Cerner HF education completed

Complete checklist and turn into Clinical Supervisor

Date: Time:
Patient Label

Discharge RN signature:

Clinical S up. /Manager Signature:




Reference

Agency for Healthcare Research and Quality (2013). Re-Engineered Discharge (RED) Toolkit.
Tool 1: Overview

https://www.ahrg.gov/sites/default/files/publications/files/redtoolkit.pdf
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Appendix F
Email Response from AHRQ
Authorization to Utilize Tool
Dear Ms. Gilll:

This email constitutes permission from the Agency for Healthcare Research and Quality
(AHRQ) for you to adapt the information in the 12-point table of Re-Engineered
Discharge (RED) components and discharge educator responsibilities
(https://www.ahrg.gov/patient-safety/settings/hospital/red/toolkit/redtool3.html) for use in
your quality improvement project for the DNP degree from Tourpo University
(Henderson, NV). We understand that the table was used in developing your “Nurse-led
Standardized HF Discharge” form.

Your form gives adequate credit to the AHRQ Re-Engineered Discharge Toolkit.
Although the list of components appears in Tool 1, the more accurate source appears to
be Tool 3 (“How To Deliver the Re-Engineered Discharge at Your Hospital”), Table 1.

You can reprint the list of components or Tool3/Table 1 in your capstone paper.
However, if you subsequently want to reprint the RED source material in a professional
journal article or book chapter, you will need to obtain reprint rights for the publisher
from the AHRQ Office of Communications.

All the best on the success of your project and your degree program.

Thank you for your patience. If you have any questions about the permission, please do
not hesitate to contact me or Ms. Siegel.

Sincerely,

David I. Lewin, M.Phil.

Health Communications Specialist/Manager of Copyrights & Permissions
Office of Communications

Agency for Healthcare Research and Quality

5600 Fishers Lane

Room # 07N58D / Mail Stop # 07N94A

Rockville, MD 20857 USA

Email: David.Lewin@ahrg.hhs.gov
Phone: +1 301-427-1895
Fax: +1 301-427-1783



https://www.ahrq.gov/patient-safety/settings/hospital/red/toolkit/redtool3.html
mailto:David.Lewin@ahrq.hhs.gov

Appendix G

Education Training

Improving Readmissions for
Heart Failure Patients Utilizing a
Standardized Discharge Protocol

Josee Gill
Touro University
March 15, 2021

Learning Objective s

Describe what is heart failure and what is readmissions
Explain costs of readmissions for hospital and effects on patients/families
Identify the steps in reducing readmissions

Define the hospital utilization of the nurse-led standardized HF discharge
protocol

Complete a Pre-test and a Post-test
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What Is Heart Failure?

° Heart Failure (HF) is as an acute disorder which occurs when the heart has difficulty
pumping enough blood and oxygen to the heart and other organs. (AHA, 2020)

HF is often associated with other diseases such as coronary artery disease, diabetes, high
blood pressure, obesity and other conditions related to heart disorder and/or valvular hear
disease (CDC, 2019)

Indications of HF are difficulty breathing during daily activities or when laying down,
with a possible weight gain and swelling in feet, ankles, legs or stomach and/or a general
feeling of tiredness and or weakness (CDC, 2019)

What Is Heart Failure? (Cont.)

Roger (2013) describes HF as a chronic disease that is distinguished by acute
exacerbation, which may be a gradual or rapid change in symptoms resulting in urgent
treatment, hospitalizations, and often related to 30 dayreadmissions

The Center for Disease Control and Prevention [CDC] (2019) describes the prevalence of
HF in the United States (US) is more than 6.5 million people contributing to one in eight
deaths in 2017

It is estimated that in 2030 there will be more than 8 million people with HF in the USA
(Seville-Cazes et al., 2018)

I-{F iz%clrg';lses morbidity and mortality rate and is a burden on families (SevilleCazes et
al.,

Hospitalizations and CMS

More than one million hospitalizations occur every year due to HF ( Ryan et al., 2019)

Hospital readmissions are common and costly; therefore, the Center for Medicare and
Medicaid Services (CMS) has applied penalties under the Hospital Readmission
Reduction Program (HRRP) for hospitals who have a high rate of readmissions (CMS,
2019)

HRRP has implemented penalties for hospital with six conditions for unplanned
readmission and HF is one of the conditions (CMS, 2020)




What Are Readmissions?

Apatient who is discharged and readmitted within 30 days of discharge date for any
reason

HF is the principle cause of readmissions with increase length of stay, increase in
morbidity and mortality and poor patient outcomes (Chava et al., 2019)

Cost of readmissions is 2.7 billion in USAa year ( Chava et al., 2019)
20% of all readmissions in acute care hospitals are related to HF (O’Connor, 2017)

More than 50% of all HF patients are readmitted within 6 months of discharge
(O’Connor, 2017)

What Do Readmissions Costs?

Cost of a 30 day readmission in 2011 was 41.3 billion in hospital cost with over 3.3
million patients (Hines et al., 2014)

Readmissions can be avoided by improving the discharge process, utilizing a
standardized discharge protocol and a transition of care model (Peter et al., 2015)

HRRP Medicare Valued Based Purchasing Program have reduced payments to hospitals
with a high readmission rate (CMS, 2020)

CMS goal for HF readmission rate is 15.3% (CMS, 2020)
Henderson Hospital HF readmission rate is 18.65% (UHS, 2019)

Why Reduce HF Readmission ?

Improve the quality of care for our patients

Improve clinical outcomes by improvement of symptoms, understanding
medications, weighing themselves and by reducing 30 -day readmissions and
patients quality of life (Roger, 2013)

Incomplete transitions of care and incorrect information between hospital and
providers or receiving agencies may lead to unplanned readmissions (Hesselink
etal., 2014)

Poor discharge process can cause higher readmissions rates and unfortunate
patient outcomes related to increase in morbidity, more complicationa and a
mortality rate of 13% ( Messerli & Deutsch, 2020)
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Implementing a Discharge Process

Need for interdisciplinary manage approach to include case management,
physicians, pharmacy, all coordinated by nursing ( Dizon & Reinking, 2017)

Transitions of care founded on evidence -based protocol to reduce preventable
readmissions (Kamermayer, Leasure & Anderson, 2017)

Agency for Healthcare Research and Quality (AHRQ) developed a discharge
process called the Re -Engineering Discharge (RED) toolkit in 2013 with a
checklist of 12 components

RED toolkit implementation reduced 30 day readmissions by 30% compared to
no process (AHRQ, 2013)

Implementing a Discharge Process (Cont.)

° Well implemented discharge process can reduce 30 -day readmissions by
educating patients on:

What is HF

Reviewing signs and symptoms

Verifying patient’s understanding utilizing teach-back
Reviewing new medications with patient

Educating on the importance of their followup appointment and reiteratingdate and
time of appointment with patient

DNP Project Question

* Will nurses implementing a standardized discharge protocol on a
medical/surgical/telemetry unit improve HF readmissions rates compared
to current practice within a four - week period?
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Nurse- Led HF Standardized Discharge
Protocol

Nurse-Led Standardized HF Discharge Protocol

Process

Nurse-Led Standardized Discharge Protocol will be utilized for all patients
admitted with HF diagnosis and or history of HF

Protocol will be placed on white communication board in patient room

The admitting nurse will explain to the patient that this protocol will be
completed during the patient’s stay

Day one of Admission

Date and time with signature when items are completed
Items do not need to be completed in order

Day and night shift RN’s to educate and complete protocol

[tem 1

Ascertain need to obtain language assistance?

Speaks: Englishor

Find out about patient preferred languages

Arrange for Globo for translation assistance if English is not the preferred language
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Ttem 1

Ascertain need to obtain language assistance?

Speaks: Englishor

Find out about patient preferred languages

Arrange for Globo for translation assistance if English is not the preferred language

Item 2

Make follow up Appointment : HUC can complete this task, the RN will verify the appointment was

made and sign off that the task was completed.

.

Provider Name:
Date/Time of appointment:
Address:
Add information to discharge instructions in Cerner
Nurse will educate patient on the importance of keeping this appointment

Confirm with the patient knows where to go and has a plan about how to get to the appointment, review
transportation options with case management

Include the appointment information in the discharge packet

Item 3

Test results or labs pending at discharge are:

The test result mainly seen pending is the cardiac echocardiogram result

If not available at discharge notify patient to tell provider

Provider can look this up for patient and treatment
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Item 4

* Does patient needpost discharge outpatient services and/or medical equipment?Y/N

° Document medical equipment needed for home services

* Does patient have a scale to weigh themselves at home? YN

¢ Ifno scaleat home, can the patient get a scale?

* Educate patient on weight gain of 3 pounds or more in one day & call PGIY/N

Item 5

¢ Teach back on new medications related to Diagnosis: (medication cards and list which
ones given) and discuss a realistic plan on obtaining medications when discharged

¢ Place medication cards on white board after education icompleted and give medication
cards to patient at discharge

* Nurses following care with patient will be able to teachback on these medications to re
enforce the education given

° Examples
* - BP medications

¢ - Diuretic

Item 6

* Teach back on HF disease including signs/symptoms by utilizing HF booklet and HF
teach-back education form

* Document Heart Failure booklet given to patient?Y/N
* Document Heart Failure Teach-back form Y/N
* Signed off with date and time by nurse.
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Item 7

Review with patient what to do if a problem arises?
Instruct a specific plan on how to callPCP first

Call Dispatch Health if cannot reach PCP 702848-4443, service that comes to patient’s
house if needed

Call 911 for assistance for severe symptoms

Item &

Nurse will document the patient’s level of comprehension of discharge instructions?
Goodor not understanding?

Good is: Asking the patient in their own words the detail of the plan, if they can explain
the plan than it is good if they cannot continue instructionsuntil patients correctly teach
back the plan

If patient does not have a good level of understanding the nurse will thencontact a family
member who will share the caregiving responsibilities if needed

Item 9

* Inform patient they will receive a discharge phone call within a few days of discharge
fromsomeone at the facility to see how they are doing.

° Ask patients preferred phone number.

* Document phone number on the protocol
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Item 10

Document in Cerner HF education completed
Document HF booklet given to patient

Have patient sign the first page

Keep signed copy in paper chart

Completion of Nurse-Led HF Standardized
Discharge Protocol

Complete checklist and turn into Clinical Supervisor

Discharge nurse will date and sign the document as well as the Clinical supervisor

Date: Time:

Discharge RN signature:

Clinical Sup. /Manager Signature:

Completed protocol will be given to Clinical Supervisor

Project lead will pick up the nurse-led standardized discharge protocol on a daily basis during the
implementation of this project.

Clinical Scenario 1

69 year old Spanish speaking only admitted with diagnosis of HF
How will the nurse educate the patient?
Can the nurse translate to patient utilizing a CNA?

Can the nurse call family for translation?
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Clinical Scenario 2

* Patient transferred from IMC unit to your unit with a diagnosis of HF

* Do you utilize the Nurse-led discharge standardized protocol?

Clinical Scenario 3

° Patient admitted from ED with diagnosis of HF at 23:45PM
° Who starts the Nurse - led standardized discharge protocol?

Clinical Scenario 4

¢ Patient transferred from IMC unit at 11;30 AM and has an order to be
discharged at 13:30 on same day

* Do I start the nurse -led standardized discharge protocol?

° How do I make sure all education is done and completed?
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Conclusion

Implementing a discharge process will improve patient care

Utilization of a nurse -led standardized discharge protocol has been proven
effective in reducing readmission

Reduce readmissions rate at the practice site will decrease poor patient
outcomes, comorbidities and mortality

THANK YOU for doing the right thing for your patient
YOU ARE MAKING A DIFFERENCE!
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Appendix H

Pre and Post-Tests

Test Construction

Purpose: The purpose of this education is to improve the medical/surgical/telemetry nurses and
RNCM knowledge on how to utilize the nurse-led standardize discharge protocol to reduce heart
failure readmissions. The course will also provide education on what is heart failure, what is a
readmission, the costs of readmissions and strategies on implementing a discharge process. This
education will assess the learners’ knowledge on the needed practice behaviors of implementing
a discharge process. A retrospective analysis will be performed to measure if any patients were
re-admitted within 30-days of discharge after utilizing a nurse-led standardized heart failure
discharge protocol.

Learning Objectives: Upon successful completion of this course, you will be able to:

Describe what is heart failure and what is readmissions

Explain the costs of readmissions for hospital and patients/families

Identify the steps in reducing HF readmissions

Define the hospital utilization of the nurse-led standardized HF discharge protocol

Population: Nurses on Medical/surgical/telemetry unit and RNCM on this unit
Length of the Test: The length of this test will be 10 questions

Difficulty and Discrimination Levels of Test Items: According to Bristol & Brett (2015),
producing test questions by describing clinical experiences examples can assess the nurse’s
ability to apply new concepts learned and can measure the reliability and the validity of the
education taught. Since this test will be used as a pre and post-test, knowledge learned will be
assessed prior to education and post education. The test is offered as a continued education on a
new process and therefore, will use low level to moderate difficulty questions

Scoring Procedures to be Used: Each nurse will be given a number for their pre and posttest to
keep anonymity among other co-workers and a separate answer sheet will be used to develop a

computer-generated item analysis report

Item Format: The test will be a selected response multiple-choice format

Test Blueprint

Content Level of Cognitive Skill
K C AP AN Total
Heart Failure 1 1 2
Readmissions 1 1
Costs of readmissions 1 1
Steps in reducing readmissions 1 1 2
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Utilization of nurse-led protocol 1 1 1 1 4
Total 3 2 3 2 10

General Directions for the Test and Prepare a Cover Sheet
Questions

1) A 69-year-old man is discharge home after being hospitalized with heart failure.
The patient was readmitted 12 days after discharge on the
medical/surgical/telemetry unit with severe shortness of breath, R: 28 BP: 190/110,
P- 108, Pulse Ox- 90% with swelling in both feet. When the nurse asked the patient
about his diet, he did not explain a low sodium diet or fluid restrictions. The patient
explains that he took his medications as prescribe however he did not weigh himself
or knew to call PCP if he had a weight gain. The nurse would interpret the following
as readmission due to poor understanding of discharge instructions. (Select all that

apply)

a) The patient did not understand diet restrictions

b) The patient did not weigh himself at home

c) The patient took his medications as prescribed

d) The patient did not call primary care provider to notify of weight gain

Answer: A, B &D Comprehension-steps in reducing
readmissions

Rationale: Nurses on Medical Surgical Telemetry units need to understand the
comprehension level among patients may be lower due to advanced age and lower
education level, in addition to the patient being sick at the time education interventions
are completed. Multiple studies recommend implementation of targeted teaching
interventions in relation to disease process, medications, signs and symptoms to watch for
by utilizing teach-back methods, discharge checklist, follow up appointment and
discharge call-back (Sommer et al., 2018; Balaban et al., 2018; Peter et al., 2015).

2) The medical/surgical/telemetry nurse is receiving change of shift report on a 74-
year-old patient admitted for heart failure. The off going nurse is in a rush and tells
the oncoming nurse the patient is sleeping and was confused during the day. The
patient appears alert and oriented. When entering the room there is no nurse-led
standardized HF discharge protocol on white board. Which of the following actions
would the nurse complete? (Select all that apply)

a) Place nurse-led standardized protocol on white board
b) Verify patient knowledge on diagnosis

c) Notify clinical supervisor that protocol was not started
d) Wait till day shift comes in tomorrow

Answer: A, B &C Comprehension-Utilization of Nurse-led discharge Protocol



3)

4)

106

Rationale: Per hospital policy, the patient has a diagnosis of HF therefore
implementation of the nurse-led standardized HF discharge protocol upon admitting
patient to the room. Verifying patient knowledge on diagnosis will assist with
information needed to educate patient. Notifying clinical supervisor will assist in
educating the day shift nurse of the new protocol and if patient is awake and alert
education can be started on night shift. (Nurse-Led Standardized HF Discharge Protocol,
2020).

The primary care nurse discharges a HF patient, how does the nurse know that the
nurse-led standardized HF discharge protocol was completed? (Select all that apply)

a) Nurse-led standardized HF discharge protocol on white communication board and all
items on the protocol have been completed, dated and signed off

b) Discharge nurse verifies that the patient can describe two signs and symptoms of HF

c) Discharge nurse verifies that the patient is able to describe when to call their provider

d) Discharge nurse has documented in the electronic record that HF education is
completed

Answer: A,B,C&D Application-nurse-led standardized discharge protocol
Rationale: National and clinical practice guidelines showed evidence-based practice

utilizing a standardized discharge protocol reduces readmissions (Yancey et al., 2017;
Hines et al. 2014; Messerli & Deutsch, 2020; AHRQ, 2013). AHRQ (2013) RED toolkit
was effective in reducing readmissions and decreasing visits to the emergency
department post-discharge. The RED toolkit includes a set of actions that include, a
follow up appointment prior to discharge, teach- back education on HF and medications,
identifying if patient needs post-discharge outpatient services and/or medical equipment
and reviewing with patient what to do if a problem arises. Implementation of the RED
toolkit has demonstrated a decrease in 30-day readmission rates of 30% compared to
patients receiving usual discharge care (AHRQ, 2013; Hines et al., 2014).

The nurse is caring for a patient diagnosed with HF, the patient lives alone, has
difficulty walking, has no means of transportation and is slightly confused. Which of
the following findings would indicate to the nurse that the patient needs outpatient
services? (Select all that apply)

a) The patient lives alone

b) The patient has difficulty walking

c) The patient has no means of transportation
d) The patient is slightly confused

Answer: A,B,C&D Analysis-Readmissions
Rationale: Improved coordination in care with increased communication between

hospital and community: home health agency, nursing home, and or primary care
provider is required to reduce fragmentation of care across the continuum. These
measures can reduce readmissions and improve patient care (Murtaugh et al., 2017).
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Which of these patients is at highest risk of HF readmissions? (Select all that apply)

a) A 75-year-old who lives alone and has not no support

b) An 80-year-old who lives with wife and daughter and can be taken to provider when
necessary

c) A 60-year-old with HF, history of diabetes, with non-adherence to medications.

d) An 84-year-old who lives with her daughter who is a retired high school teacher and
very present during hospitalization

Answer: A& C Knowledge-Signs and symptoms of HF

Rationale: Heart failure readmissions are often due to poor transitions of care associated
with a lack of patient’s understanding of the treatment plan, symptom exacerbation, as
well as non-adherence to medical therapy (Wang et al., 2016).

What is the prevalence of HF and what is the estimated cost for the USA?

a) 6.5 million patients diagnosed with HF and a cost of 2.7 billion dollars
b) 5 million patients diagnosed with HF and a cost of 1.2 billion dollars
c) 10 million patients diagnosed with HF and a cost of 2 billion dollars
d) 3 million patients diagnosed with HF and a cost of 1 billion dollars

Answer: A Knowledge-Cost of readmissions

Rationale: The Center for Disease Control and Prevention [CDC] (2019) describes the
prevalence of HF in the United States (US) is more than 6.5 million people. The
estimated cost of a 30-day readmission is 2.7 billion dollars. (Chava et al., 2019)

During patient education a nurse notices that a patient does not know what to do if
a problem arises at home. The nurse demonstrates understanding of the nurse-led
standardized discharge protocol when?

a) The nurse will educate to call PCP first

b) The nurse will educate on calling Dispatch Health if cannot reach PCP
c) The nurse will educate to call 911 for assistance if symptoms are severe
d) All of the above

Answer: D Knowledge-Utilization of nurse led protocol

Rationale: The goal of the nurse-led discharge protocol is to educate the patient on what
to do if symptoms worsen to prevent deterioration and or readmission and to improve
patient outcomes by implementing the nurse-led standardize HF discharge protocol.
(Henderson Hospital, Nurse-Led Standardized HF Discharge Protocol, 2020).

A nurse is precepting a new graduate nurse caring for a patient diagnosed with HF.
What statement would indicate that the new graduate understands the nurse-led
standardized HF discharge protocol? (Select all that apply)
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a) “I will utilize the nurse-led discharge protocol for all patients admitted with HF
diagnosis”

b) “I will place the protocol on the white communication board in the patient’s room”

c) “This protocol will start upon admission and I will date, time and sign when item is
completed”

d) “Day and night shift RN’s are to educate and complete the protocol”

Answer: A,B,C&D Analysis-Utilization of nurse led discharge protocol

Rationale: Process for following the nurse-led standardize discharge protocol is to
utilized it for all admitted patients with HF diagnosis or history of HF. (Henderson
Hospital, Nurse-Led Standardized HF Discharge Protocol, 2020).

The primary care nurse caring for a HF patient understands the disease process
when he or she can educate patient on? (Select all that apply)

a) HF is when the heart has difficulty pumping enough blood and oxygen to the heart
and other organs

b) HF is never associated with other diseases

c) SIS of HF are: difficulty breathing during exercise

d) Other s/s are: possible weight gain, swelling in feet, ankles, legs and stomach.

Answer: A, C &D Application-Heart Failure

Rationale: Heart Failure (HF) is as an acute disorder which occurs when the heart has
difficulty pumping enough blood and oxygen to the heart and other organs. (AHA, 2020).
HF is often associated with other diseases such as coronary artery disease, diabetes, high
blood pressure, obesity and other conditions related to heart disorder and/or valvular
heart disease (CDC, 2019). Indications of HF are difficulty breathing during daily
activities or when laying down, with a possible weight gain and swelling in feet, ankles,
legs or stomach and/or a general feeling of tiredness and or weakness (CDC, 2019)

10) The primary care nurse for a HF patient realizes the patient is not understanding

the education regarding signs and symptoms, medication, weight assessment. The
patient walks with a walker and has not taken a bath for the past month. Patient
admits he cannot get into his tub/shower at home. What are the steps the primary
nurse should take to reduce readmission with this patient and increase patient
safety at home? (Select all that apply)

a) Request a transfer to a rehab facility

b) Refer to case management for assessment and smooth transition of care

¢) Request a Physical Therapy/Occupational Therapy evaluation

d) Ask the nursing team to spend more time with teach-back on medications and signs
and symptoms

Answer: B,C&D Application-Steps in Reducing Readmission



109

Rationale: Many studies such as Peter et al. (2015); Kang et al. (2018); and Wang et al.
(2016) describes strategies to address 30-day HF readmissions by improving transition of
care and specific interventions that include: patient/family education in self-management,
discharge planning, structured follow-up discharge appointment, and coordination of care
with the primary care provider. Peter et al. (2015) describes how teach-back methods can
be beneficial with patient/family education and when using the learning domains of
knowledge, behaviors and attitude it can improve patient adherence and understanding in
regards to medications, signs and symptoms and when to call the provider to prevent a
readmission to the hospital.
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Experts Rating on Content Validity Index

Experts Rating Form Instructions

Rating instructions: For each item, please indicate the following:
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Please rate how relevant each item is to the overall construct of HF and improving discharges and care by
placing a number in the first box to the right of each item.

1 = Not relevant at all
2 = Slightly relevant
3 = Moderately relevant

4= Highly relevant

Your honest feedback is appreciated and will be used to enhance the quality of this questionnaire.

Expert Rating Form

ltem

Relevance
Rating

1) A 69-year-old man is discharge home after being hospitalized with

heart failure. The patient was readmitted 12 days after discharge
on the medical/surgical/telemetry unit with severe shortness of
breath, R: 28 BP: 190/110, P- 108, Pulse Ox- 90% with swelling in
both feet. When the nurse asked the patient about his diet, he did
not explain a low sodium diet or fluid restrictions. The patient
explains that he took his medications as prescribe however he did
not weigh himself or knew to call PCP if he had a weight gain. The
nurse would interpret the following as readmission due to poor
understanding of discharge instructions. (Select all that apply)

a) The patient did not understand diet restrictions

b) The patient did not weigh himself at home

c) The patient took his medications as prescribed

d) The patient did not call primary care provider to notify of weight
gain
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2)

The medical/surgical/telemetry nurse is receiving change of shift
report on a 74-year-old patient admitted for heart failure. The off
going nurse is in a rush and tells the oncoming nurse the patient is
sleeping and was confused during the day. The patient appears
alert and oriented. When entering the room there is no nurse-led
standardized HF discharge protocol on white board. Which of the
following actions would the nurse complete? (Select all that apply)

a) Place nurse-led standardized protocol on white board
b) Verify patient knowledge on diagnosis

c) Notify clinical supervisor that protocol was not started
d) Wait till day shift comes in tomorrow

3)

The primary care nurse discharges a HF patient, how does the
nurse know that the nurse-led standardized HF discharge protocol
was completed? (Select all that apply)

e) Nurse-led standardized HF discharge protocol on white
communication board and all items on the protocol have been
completed, dated and signed off

f) Discharge nurse verifies that the patient can describe two signs and
symptoms of HF

g) Discharge nurse verifies that the patient is able to describe when to
call their provider

h) Discharge nurse has documented in the electronic record that HF
education is completed

4)

The nurse is caring for a patient diagnosed with HF, the patient
lives alone, has difficulty walking, has no means of transportation
and is slightly confused. Which of the following findings would
indicate to the nurse that the patient needs outpatient services?
(Select all that apply)

e) The patient lives alone

f) The patient has difficulty walking

g) The patient has no means of transportation
h) The patient is slightly confused

5)

Which of these patients is at highest risk of HF readmissions?
(Select all that apply)

e) A 75-year-old who lives alone and has not no support
f) An 80-year-old who lives with wife and daughter and can be taken
to provider when necessary
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g) A 60-year-old with HF, history of diabetes, with non-adherence to
medications.

h) An 84-year-old who lives with her daughter who is a retired high
school teacher and very present during hospitalization

6)

What is the prevalence of HF and what is the estimated cost for the
USA?

e) 6.5 million patients diagnosed with HF and a cost of 2.7 billion
dollars

f) 5 million patients diagnosed with HF and a cost of 1.2 billion
dollars

g) 10 million patients diagnosed with HF and a cost of 2 billion
dollars

h) 3 million patients diagnosed with HF and a cost of 1 billion dollars

7)

During patient education a nurse notices that a patient does not
know what to do if a problem arises at home. The nurse
demonstrates understanding of the nurse-led standardized
discharge protocol when?

e) The nurse will educate to call PCP first

f) The nurse will educate on calling Dispatch Health if cannot reach
PCP

g) The nurse will educate to call 911 for assistance if symptoms are
severe

h) All of the above

8)

A nurse is precepting a new graduate nurse caring for a patient
diagnosed with HF. What statement would indicate that the new
graduate understands the nurse-led standardized HF discharge
protocol? (Select all that apply)

e) “I will utilize the nurse-led discharge protocol for all patients
admitted with HF diagnosis”

f) “Iwill place the protocol on the white communication board in the
patient’s room”

g) “This protocol will start upon admission and I will date, time and
sign when item is completed”

h) “Day and night shift RN’s are to educate and complete the
protocol”

9)

The primary care nurse caring for a HF patient understands the
disease process when he or she can educate patient on? (Select all
that apply)
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HF is when the heart has difficulty pumping enough blood and
oxygen to the heart and other organs

HF is never associated with other diseases

S/S of HF are: difficulty breathing during exercise

Other s/s are: possible weight gain, swelling in feet, ankles, legs
and stomach

10) The primary care nurse for a HF patient realizes the patient is not
understanding the education regarding signs and symptoms,
medication, weight assessment. The patient walks with a walker
and has not taken a bath for the past month. Patient admits he
cannot get into his tub/shower at home. What are the steps the
primary nurse should take to reduce readmission with this patient
and increase patient safety at home? (Select all that apply)

e)
f)

Request a transfer to a rehab facility

Refer to case management for assessment and smooth transition of
care

Request a Physical Therapy/Occupational Therapy evaluation

Ask the nursing team to spend more time with teach-back on
medications and signs and symptoms

Step 3: Calculate your Content Validity Index

Content Validity Index Table

Item

Expert 1 Expert 2 Expert 3

Mean

EEN R

3.66

3.33

3.66
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The procedure consists of having experts rate items on a four-point scale of relevance. Then, for each
item, the item (CVI) (I-CV1) is computed as the number of experts giving a rating of 3 or 4, divided by
the number of experts-the proportion in agreement about relevance.

The content validity index is calculated using the following formula:

CVR = [(E-(N/2)) / (N/2)] with E representing the number of judges who rated the item as Moderately
Relevant or Highly Relevant and N being the total number of judges.

The mean total of all of the means was 3.865 indicating that all of the questions were moderately/highly
relevant.

The calculation is as follows:
CVR =[(3-(3/2)) / (3/2)]
CVR = [(3-1.5) /1.5]
CVR=15/15
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Chart Audit Tool/Compliance- Nurse- Led Standardized HF Discharge Protocol

A B T
Chart Audit/Compliance tool
MNumerical Mumerical
number of HF number on
diagnosis Murse-led
admitted to Date of Discharge
unit Admission protocol

Implementation ()

D E
Completion
date of Patient
protocol Discharge

completed date

Murse- Led Discharge completion of Nurse-
protocol Completed  Led Discharge

¥/N

Percent of

protocol

Readmission

within 30

days of

discharge

Yes/No Readmission Date

I



119

Appendix K

Hospital IRB Decision

From: Tingey, Ryan <Ryan.Tingey@uhsinc.com>
Sent: Wednesday, December 2, 2020 1:05 PM
To: Gill, Josee <Josee.Gill@uhsinc.com>
Subject: FW: IRB request

See below from Sandra regarding the question about whether your project requires IRB
approval. It is my understanding that we have determined that it does not require UHS RAC
approval, but that if you intend to publish the results you would need IRB approval which would
be done through the educational institution that you are working with.

Let me know if you have any questions,
Ryan

| consulted with Dr. Michael Nduati who is our CAO/DIO for the UHS Southern California
Medical Education Consortium and who is a member of the UHS RAC. He replied to me today,

Since the target project population is hospital staff, | don’t believe they technically need
IRB or RAC approval, and can do this as a QI project. However, given the solid project
structure and use of objective surveys, | would recommend use of IRB so the results could
be published. — Mike

If you have any other questions, please let me know.

Kind regards,
Barbara

Barbara Wanciak, C-TAGME | Administrative Director — Graduate Medical

Education | barbara.wanciak@uhsinc.com | Office (610) 878-3901 | Cell (203) 605-1749 |

Universal Health Services, Inc. | UHS of Delaware, Inc., | 367 South Gulph Road, King of Prussia, PA 19406 |
www.uhsinc.com
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