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The purpose of this proposal is to inform the reader of interventions that can be done in order to reduce hospital readmission rates for heart failure patients. The frequency of people living with chronic heart failure is growing worldwide, especially amongst adults older than 65 years of age (Ditewig et al., 2010, p. 1). Not only does the deterioration of chronic heart failure have a severe impact on the lives of the patient and his or her family, but health care facilities are also challenged by this condition. Continuous hospital readmission rates for heart failure are prevalent amongst all hospitals where there is a growing population of geriatric adults in the area (Ditewig et al., 2010, p. 1). Therefore, there is evidence that suggests that there is a significantly high need for a reduction in readmission rates when involving heart failure patients (Ditewig et al., 2010, p. 1). 

Readmission rates not only impact an individual’s quality of life, but they also affect the usage of health care facilities (Ditewig et al., 2010, p. 1). Hospital readmission rates are significantly high within the first 90 days following a primary admission (Williams et al., 2010, p. 1402). Congestive heart failure affects about one to three percent of the general population and about ten percent of the geriatric population (Williams et al., 2010, p. 1402). Congestive heart failure has become a significant burden upon health care resources in hospitals worldwide and prolonged and repeated admissions are amongst its greatest contributors (Williams et al., 2010, p. 1402). 
Some factors that attribute to readmission rates for heart failure patients include noncompliance with medication schedules, noncompliance with a low sodium diet, lack of knowledge about the severity of deterioration that can occur with such a condition, lack of knowledge of the signs and symptoms of heart failure, and lack of retaining follow up visits with a primary health care provider to monitor change in condition (Ditewig et al., 2010, p. 1). All of these factors significantly affect readmission rates amongst individuals with heart failure and the facilities in which they rely on to carry the bulk of their declining condition (Ditewig et al., 2010, p. 1). All of the factors previously stated are highly preventable (Ditewig et al., 2010, p. 1). Will modification of discharge planning made by nurses during a hospital stay impact the readmission rates of cardiac patients within three months after their discharge?
Recurrent hospitalizations are responsible for considerable health care spending despite the fact that past research studies have found that a considerable amount of readmissions are preventable through effective discharge planning and patient follow-up after the primary hospital visit (Harrison et al., 2011, p.1). It is the health care team’s responsibility to ensure that the interventions that could be done to reduce hospital readmission rates for heart failure patients are actually being done, and are being done well (Harrison et al., 2011, p.1). Heart failure patients and their family members need to be assessed for current knowledge about the heart failure disease process, etiology, signs and symptoms, and treatment (Harrison et al., 2011, p.1). Based on their current knowledge of the disease the nurse should modify teaching and discharge plans accordingly so that the patient and his or her family members are getting the best possible information that will help them monitor the condition (Harrison et al., 2011, p.1).  Effective discharge planning is one of the best ways that nurses can aid in the prevention of readmission (Williams et al., 2010, p. 1403). 

Ditewig et al. (2010) outline the importance of “self- management” interventions that can be done by the patient themselves to aid in the prevention of readmission (Ditewig et al., 2010, p. 1). Self- management is defined as the individual’s ability to manage symptoms, treatment, physical and psychological consequences, lifestyle changes essential to live with a chronic condition (Ditewig et al., 2010, p. 1). Self- regulation can be achieved by affecting the cognitive, behavioral, and emotional responses necessary to maintain a satisfactory quality of life (Ditewig et al., 2010, p. 1). 
Heart failure self- management programs have been identified by Ditewig et al. (2010) systematic review as effective. This study is of the highest level research evidenced based kind (Burns & Grove, 2009, p. 29). Systemic reviews are both highly valid and provide strength for a paper or proposal and are thought to be strived for (Burns & Grove, 2009, p. 28). 
Heart failure management programs have been set up for patients that underline the importance of patient education about the etiology of heart failure, and the importance of taking daily weight, self- monitoring blood pressure, and continuing his or her medication schedule (Ditewig et al., 2010, p. 1). The objective of the systemic review done by Ditewig et al. (2010) was to review randomized controlled trials  on effectiveness of self- management interventions on mortality, hospital readmission for all causes, and the congestive heart failure hospitalization rate (Ditewig et al., 2010, p. 2). 
Williams et al. (2010) discuss the importance of a transitional service led by the nurse through modified discharge planning (Williams et al., 2010, p. 1403). Their quasi- experimental approach evaluates the effectiveness of introducing transitional care services to patients with congestive heart failure and also to assess the patient experience through transitional care (Williams et al. 2010, p. 1403).  Two groups were included in the study: the transitional care group and the control group (Williams et al., 2010, p. 1403). 
Cesta (2011) introduces the case management approach to reducing readmission rates in the hospital (Cesta, 2011, p. 1). This idea can be applied to all patients in the hospital setting as well as heart failure patients.  
Through the case management approach nurses and the health care team should assess every admission, review discharge paperwork, partner with home care, as well as provide modified patient education (Cesta, 2011, p. 1-5). Some other interventions that Cesta (2011) suggests are to assess the family care provider for condition knowledge, contact patients after discharge, and to remind patients about follow up primary care provider appointments post- hospitalization (Cesta, 2011, p. 1-5). 
Harrison, Hara, Pope, Young, and Rula (2011) discuss the further importance of post- discharge follow-up through phone calls and the positive effect that follow- up has on hospital readmissions (Harrison et al., 2011, p.1). This single experimental study found that patients who received a discharge call were associated with reduced rates of readmission (Harrison et al., 2011, p.1). 
The group members who associated with the intervention were 23.1% less likely than the comparison group to be readmitted within 30 days of hospital discharge (Harrison et al., 2011, p.1). These results indicated that a follow-up telephone call that enhances standard care is significantly effective at reducing hospital readmissions within 30 days after the primary admission (Harrison et al., 2011, p.1).  By following up a hospital admission with a brief assessment through telephone call also provided a means of reducing costs for health plans and their members (Harrison et al., 2011, p.1).  
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