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ABSTRACT 

Background: Chronic heart failure (CHF) affects an estimated 6.2 million Americans and 

is the leading cause of hospitalization in adults older than 65 in the U.S. and has the highest 30-

day readmission rate among all surgical and medical conditions. Experts suggest nearly 25% of 

these readmissions are preventable. 

Problem: A clinic in northwest Montana has a higher than the national CHF readmission 

rate. The clinic follows current guidelines for post-hospitalization follow-up. Evidence shows 

supplementing usual care with structured telephone support (STS) is an effective method for 

decreasing readmission rates. 

Methods: All CHF patients of the clinic are called within three days of hospital discharge 

to be enrolled into the STS program. The Care Coordinator calls the CHF patients twice weekly 

using the STS template to provide support for CHF self-management. The content of each 

biweekly call is documented using the STS template. 

Results: No patients were enrolled in the STS program during the eight-week QI 

implementation period. Two CHF patients were discharged but were not enrolled into the 

program for various reasons. 

Discussion: Inconclusive results related to insufficient data does not inherently mean this 

project provides no value. Recommendations were derived from the results of this QI project that 

may be useful for future STS QI projects. This project revealed that not all recently discharged 

CHF patients are good candidates for STS and the importance of developing candidate inclusion 

criteria. 

Keywords: chronic heart failure, readmissions, structured telephone support, self-

management, quality improvement, quality of life 
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CHAPTER ONE 

A REVIEW OF THE LITERATURE 

Background/Significance 

Chronic heart failure (CHF), previously referred to as congestive heart failure, affects 

nearly 6.2 million Americans and costs the United States an estimated $43.6 billion annually, 

$17 billion related to hospital readmissions (Urbich et al., 2020). Of the annual healthcare 

budget, CHF accounts for 1-2% of the total expenditure (Lesyuk et al., 2018). Nationally, nearly 

one in four CHF patients are readmitted within 30 days of hospital discharge (Khan et al., 2021). 

Hospital readmissions for any disease indicates a breakdown in the healthcare system thus 

presenting an opportunity for improvement. Under the Affordable Care Act hospitals are 

penalized if their CHF readmission rates exceed the standardized 30-day admission rate of 23% 

(Johansson & Athilingam, 2020; U.S. Centers for Medicare & Medicaid Services [CMS], 2022). 

Individuals and their families are financially burdened as admission to the hospital increases 

medical expenses and loss of productivity. Productivity losses related to hospitalizations affect 

both communities and individuals. Because CHF is an enormous economic burden at all levels 

including individual, community, and federal, it is of intense national focus and much has been 

invested into researching methods for improvement. With one-, five-, and ten-year survival rates 

estimated at 87%, 57%, 35% respectively, this chronic condition presents as one of the most 

enormous challenges to modern medicine and is associated with immense economic burden on 

society (Benjamin et al., 2019; Jones et al., 2017). 
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CHF occurs when irreversible structural damages to the heart lead to decreased pumping 

force. Many etiologies exist with the most common being coronary artery disease. The major risk 

factors for the development of this chronic condition include metabolic disorders, sedentary 

lifestyle, hypertension, smoking, and obesity. CHF affects men more than women with an 

incidence ratio of 1.67 (Malik et al., 2022). Although it can occur at any age, it is most common 

among the older adult population and the most frequent cause for hospitalization in this age 

group. The incidence of CHF dramatically increases with age, making age a non-modifiable risk 

factor. In the U.S., African Americans, Native Americans, Hispanic Americans, and those who 

have recently immigrated from a developing country are disproportionately affected by CHF.  

The gold standard of managing CHF is self-management at home composed of complex 

pharmacological, dietary, and device therapies (Johansson & Athilingam, 2020). This model 

presents many challenges for CHF patients as multiple comorbidities combined with old age 

presents a challenge to understanding and conducting self-management at home. In addition, 

many CHF patients live alone and lack social support to assist them in the management of their 

complex care (Sevilla-Cazes et al., 2018). Current guidelines, referred to as usual care for this 

paper, recommend at minimum following up with the discharged patient by telephone or in-

person within three days with an in-person follow-up within one to two weeks (Hollenberg et al., 

2019). Follow-up visits may be especially challenging for elderly patients with limited 

transportation, and more so if they live in a rural setting. The standard guidelines of meeting with 

the patient only twice after discharge lack ample patient contact for proper management of the 

condition and opportunity for improvement. This method is insufficient as evident by 

readmission rates at 23% nationally (Sevilla-Cazes et al., 2018) 
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Understanding patients’ perspective on CHF and hospital readmissions related to CHF is 

an essential component of this issue and can provide important insight on missed opportunities 

for improvement. Sevilla-Cazes et al. (2018) conducted a qualitative study designed to better 

understand patient perceptions as to why they developed an exacerbation that required 

hospitalization and why they struggle with self-management. Many patients report they feel 

undereducated and unprepared to manage their chronic condition at home, and uncertain when 

exacerbation is developing. The combination of uncertainty and social isolation creates a 

perception that hospitalization is the safest and best choice when CHF has been mismanaged.  

Structured telephone support (STS), which is addressed for the first time in the 2022 

American Heart Association/American College of Cardiology/Heart Failure Society of America 

clinical practice guidelines, is an emerging approach to improving self-management with great 

potential. STS involves calling patients one to three times per week using a telephone to educate 

and assess their self-monitoring using a structured protocol of questions. For example, asking if 

they are compliant with daily weights and evaluating for weight gain can bring greater awareness 

of the importance of close weight monitoring in CHF management. STS, a strategy that is well 

accepted by CHF patients, is shown to improve self-management and quality of life to reduce 

hospital admissions and mortality, and to increase patient satisfaction (Heidenreich et al., 2022).  

Current Literature 

A thorough literature search was conducted to gather the most recent literature on STS 

for CHF patients. The literature databases include PubMed, CINAHL, Cochrane Library, and 

Google Scholar. Search terms included: chronic heart failure, telehealth, structured telephone 

support, readmissions, patient perspective, self-management, and patient centered care. Searches 
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were limited to peer-reviewed literature published within the past five years (2017-2022), 

although literature on this topic dates back to as early as 1998. Additionally, current 

recommendations were reviewed to offer further guidance from several organizations including 

the U.S. Centers for Medicare & Medicaid Services, American Heart Association, and the 

American College of Cardiology. 

Eighteen studies were initially selected. However, eight of the 18 studies were eliminated 

after review because they were determined inadequate to the focus of our review (Figure 1). A 

review of the remaining ten articles revealed several common themes: a reduction in mortality, a 

decrease in hospitalizations, improved self-management, and that patients are accepting of the 

integration of STS into their CHF care. It is important patients are accepting of this technology 

since it dictates the intervention’s success. The authors also explore the sustainability of 

intervention results. In this report I will discuss the current evidence surrounding STS for CHF 

discussing these four common themes and associated findings. 

Reduction in Mortality 

A major outcome evaluated by many studies is STS’s reduction in mortality. Some 

studies broke this down into two categories: CHF-related mortality and all-cause mortality. An 

RCT with 767 participants found no statistically significant reduction in cardiac-related mortality 

or all-cause mortality with the implementation of STS compared to usual care (Chen et al., 

2018). A meta-analysis evaluating studies from 1999-2018 calculated a statistically significant 

reduction in all-cause mortality with STS for CHF patients with an odds ratio of 0.76 (Zhu et al., 

2019). In an expert review of the literature, Martirosyan et al (2017) discuss moderate-quality 

evidence from systematic reviews and meta-analyses for a decrease in all-cause mortality (risk 
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ration 0.87). They describe STS for CHF as a beneficial alternative to frequent in-office visits. 

The literature supporting a reduction in mortality with STS for CHF is mixed, and more evidence 

is needed to determine whether this is an outcome of STS. Importantly, no increase in mortality 

is noted with the implementation of the intervention in any studies reviewed, meaning the 

intervention has the potential to reduce mortality without risk of causing harm (Ali et al., 2021). 

In addition to the literature, STS for CHF management is included in the 2022 CHF clinical 

practice guidelines and endorsed by the American Heart Association, the American College of 

Cardiology, and the Heart Failure Society of America. 

Figure 1. Selection Process for Studies. 

 



6 

 

Reduction in Hospital Admissions 

CHF Hospital admissions harm quality of life for those living with the condition 

(Johansson & Athilingam, 2020). These costly admissions also increase individual and federal 

economic burden. Further, if the readmission occurs within 30 days of discharge, the hospital 

system is not fully reimbursed for the costs accrued by this readmission. Clark (2018) found 

through a systematic review and meta-analysis that, when compared to usual care, STS reduces 

CHF hospitalizations with a risk ratio of 0.77. A subsequent meta-analysis published in 2019 

found when STS was implemented, a reduction in both CHF related hospitalizations and all-

cause hospitalizations was observed, OR 0.83 and OR 0.82 respectively (Zhu et al.). A clinically 

significant 20% reduction in hospital readmission during the first eight weeks of STS was found 

by Negarandeh and colleagues in an RCT published in 2019.  

These reductions in admissions translate into cost savings. For example, a systematic 

review of medical costs associated with heart failure found the median cost of a CHF 

readmission ranges from $15,732 to $25,879 (Urbich et al., 2020). These are costs the Hospital 

Readmission Reduction Program does not approve for full reimbursement for Medicare eligible 

patients; thus, the hospital system is forced to absorb some of the costs (CMS, 2022). Hospital 

systems are therefore financially incentivized to reduce CHF readmissions.  

Improved Self-Management 

Adequate self-management of CHF is essential for reducing hospital admissions and 

other complications associated with the chronic condition. CHF management is complex, 

requiring management of medications, diet, exercise, weight monitoring, medical devices and 

more. Early recognition of exacerbation can mitigate costly intervention. Educating patients on 
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all aspects of CHF and providing encouragement and continuous education can improve self-

management. Ali et al. (2021) and Negarandeh et al. (2019) demonstrate that assistance through 

STS can improve self-management by increasing compliance with medication, daily weight 

monitoring, and exercise. Fatigue, caused by the heart working harder, is one of the most 

common, challenging, and life-limiting symptoms of CHF. Wallström et al. (2019) found that 

STS can decrease fatigue through improved self-management. Adequate self-management is 

paramount in CHF care. STS focuses on tasks such as reminding patients to check daily weights, 

monitor and minimize fluid intake, take medications, perform prescribed exercise, reduce salt 

intake and monitor blood pressure (Johansson & Athilingam, 2020). Frequent and consistent 

contact with CHF patients through STS can lead to improved self-management and consequently 

reduced hospital admissions (Clark et al., 2014).  

Patient Views on Telehealth 

The integration of telehealth into standard medical management is becoming increasingly 

common. The U.S. Department of Health and Human Services reported a 63-fold increase in the 

use of telehealth as a result of the COVID-19 pandemic (2021). It increases health care 

accessibility through cost savings, convenience, and the ability to provide access to care for those 

with mobility or transportation limitations. We must seek to understand if patients, especially 

elderly patients as they make up the vast majority of the CHF patients, are accepting of telehealth 

and STS for CHF management. Barenfeld and colleagues (2022) set out to discover, through 

qualitative and quantitative data analysis, patient experiences with different telehealth modalities. 

Through statistical analysis they found patients are generally satisfied with the incorporation of 
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different digital platforms, and rate telephone as the best. Telephone is the most accessible 

modality for a lower technology literacy population.  

A leading challenge for self-management of CHF is patient compliance, which is key for 

success. For STS, adherence means patients regularly answer the phone calls and engage in the 

conversation. A systematic review evaluating the determinants of effective CHF self-

management found that adherence to STS was 98.5% in some study designs and 55.1% in others 

(Clark et al., 2014). This systematic review also reports patient satisfaction with STS ranges 

between 76% and 97%. It demonstrates elderly patients adapt well to telehealth and find it an 

acceptable tool for care delivery with only 3% of participants unable to learn to use the 

technology. 

Feasibility/ Sustainability 

Even though STS is effective, it must also be feasible and cost-effective. Barenfeld et al. 

(2022) describe STS for CHF management as “an easily applicable and valued tool to support 

preventive measures in a person-centered manner” (p. 9). Geographical distance and lack of 

transportation can reduce patient attendance at in-person post-discharge clinic follow-up 

appointments. Interventions facilitating a remote connection with CHF patients should be 

adopted to fill the gap in their follow‐up and monitoring. When followed up at three and six 

months, Johannson & Athillingam (2020) and Chen et al (2018) both demonstrate sustained 

improvement in self-management, medication adherence, and 30-day readmissions. Chen et al 

report even greater improvement at six months compared to 30 days.  
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Limitations of Current Research 

Limitation of research is important to consider as it can affect the weight given to the 

findings. Many CHF STS studies are of relatively short duration. If a study is too short, it may 

lead to no statistically significant findings or limit the strength of the findings. Variation in STS 

protocols (e.g., frequency of calls) decreases the reliability of results and makes studies less 

comparable. Another common limitation noted by multiple authors of RCTs is a small sample 

size (Barenfeld et al., 2022; Johansson & Athilingam, 2020). However, with a large sample size, 

as in a meta-analysis conducted by Zhu et al. (2019), with 10,981 CHF patients, STS 

demonstrated favorable results. 

Discussion 

The evidence strongly supports for STS improving certain outcomes for CHF. Overall 

CHF patients report high satisfaction with the technology. It can provide increased social 

contact, assistance with symptom evaluation, and encouragement for compliance. A reduction in 

deleterious outcomes reported by studies with srong designs and large sample sizes (e.g., 

Cochrane reviews, systematic reviews and meta-analysis) provides compelling evidence for the 

incorporation of STS into CHF management (Planinc et al., 2020). The available evidence 

supports incorporating STS for CHF management to improve self-management, reduction of 

admissions, and 30-day readmissions. Results are mixed for STS reducing mortality. 

Study designs included different frequency of calls. The most common call frequencies 

ranged from one to three calls weekly. No standard call protocol was used across studies. 
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However, call protocol designs generally include evaluation of symptoms, discussion of 

compliance with elements of management, and associated education. 

Implications for Practice 

STS should be incorporated in the management of the CHF patient. Research supports the 

use of STS for reduced hospital readmissions and improved self-management in the CHF 

population, and STS may potentially decrease CHF related mortality and all-cause mortality 

(Zhu et al., 2019). These improvements may lead to a reduction in lost reimbursement for 

hospital systems, thus hospital systems are financially incentivized to decrease unnecessary CHF 

readmissions. The use of STS for CHF management has been included in the 2022 CHF clinical 

practice guidelines and endorsed by the American Heart Association, the American College of 

Cardiology Foundation, and the Heart Failure Society of America. STS for CHF management 

plays an important role for early recognition and exacerbation prevention. It provides 

opportunity for compliance encouragement, education, and assists the patient in symptom 

evaluation. Reducing CHF burden is essential and may be accomplished with STS.  
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CHAPTER TWO 

PROJECT PLAN 

Introduction and Problem 

Chronic heart failure (CHF) affects an estimated 6.2 million Americans with one-, five-, 

and ten-year survival rates estimated at 87%, 57%, 35% respectively (Jones et al., 2019). The 

condition contributes to $43.6 billion in annual national expenditure, $17 billion of that being 

related to hospital readmissions (Urbich et al., 2020). As the elderly population grows, these 

figures are expected to grow to eight million adults living with CHF, costing $56 billion annually 

by 2030. In addition to the economic burden, CHF patient and family suffering increases and 

their quality of life decreases with readmissions. CHF is the number one cause of hospitalization 

in adults older than 65 in the U.S. and has the highest 30-day readmission rate among surgical 

and medical conditions (Jones et al., 2019). This means nearly one in four CHF patients are 

readmitted within 30 days of hospital discharge (Khan et al., 2021). Experts suggest that nearly 

25% of these readmissions are preventable. To explain further, if 100 patients are admitted to a 

hospital, 25 will be readmitted within 30 days. Of the 25 patients readmitted, 6.25 are 

preventable. This means nearly 45,000 preventable CHF readmissions occur annually (Madanat 

et al., 2021a). Per the Hospital Readmission Reduction Program, U.S. Centers for Medicare & 

Medicaid Services (CMS) decreases reimbursement to hospitals that exceed the higher-than-

expected readmission rate of 23% (2022). The gold standard of CHF management includes self-

management at home composed of complex pharmacological, dietary, and device therapies 

(Johansson & Athilingam, 2020). This standard presents many challenges for CHF patients as 
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multiple comorbidities combined with old age presents challenges to understanding and carrying 

out self-management at home. In addition, many CHF patients live alone and lack social support 

for assistance in the management of their highly complex care (Fivecoat et al., 2018). Current 

guidelines recommend at minimum following up with the discharged patient by telephone or in-

person within three days with an in-person follow-up within one to two weeks (Hollenberg et al., 

2019). Current guidelines alone are not enough to maintain a readmission rate equal to or less 

than the national readmission rate at a primary care clinic in northwest Montana.  

Problem Statement 

A clinic in northwest Montana has a higher than the national readmission rate for their 

CHF patients as reported by their quality improvement director. Due to a sudden and tragic death 

of the population health supervisor that was tasked with gathering the specific readmission rate 

for this clinic, this clinic’s current CHF readmission rate was not obtained for this quality 

improvement project. The national readmission rate is roughly 23% (Madanat et al., 2021a). 

Currently, the clinic’s Care Coordinator (CC), a registered nurse (RN), is notified when a CHF 

patient she manages (n=39) is admitted and discharged from the nearest hospital. She contacts 

the patient within three days after discharge and then the patient follows-up with their primary 

provider during an in-person follow-up visit as recommended by the current guidelines. Usual 

care alone for the CHF patients of the clinic is insufficient for keeping the readmission rate equal 

to or less than the national average. Evidence shows that supplementing usual care with 

structured telephone support (STS) is an effective method for decreasing readmission rates 

through assisting the patient in symptom evaluation, ensuring medication and diet compliance, 

and providing increased social support.  
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Organizational Microsystem Assessment 

An initial needs assessment was conducted through a meeting with the Quality 

Improvement Director and Population Health Supervisor of this clinic. Data mining helped us 

determine that this clinic has a higher than national CHF readmission rate. A subsequent needs 

assessment was conducted through a meeting with the Practice Manager and CC of the clinic. 

They agree that the higher than acceptable CHF readmission rate of the clinic needs addressing. 

Maintaining a CHF readmission rate equal to or less than the national rate is a quality indicator 

of care and is directly related to the organization’s reimbursement through the Hospital 

Readmission Reduction Program (CMS, 2022). Together we agree that incorporating an 

evidence-based intervention to reduce readmissions rates is valuable to the organization.  

Rationale 

The literature review of ten journal articles from 2017-2022 found many benefits of 

supplementing current guidelines with STS. Current guidelines recommend at minimum 

following up with the discharged patient by telephone or in-person within three days with an in-

person follow-up within one to two weeks (Hollenberg et al., 2019). STS is a method of 

increasing patient contact, encouraging patient compliance with home management, and 

evaluating symptoms through telephone calls using a structured template of questions. The 

available evidence supports that incorporating STS can improve self-management, reduce overall 

CHF-related admissions and 30-day CHF readmissions (Clark, 2018; Negarandeh et al., 2019; 

Zhu et al., 2019). An advantage of STS is that it does not require the patient to arrange 

transportation. Many of the patients of this clinic live far from the clinic and have limited 



14 

 

transportation. Further, the average age of a CHF patient is 70 years old, therefore accounting for 

technology literacy and access for this age group is essential. Nationally, 96.7% of households 

have telephone access (U.S. Census Bureau, 2021). The evidence strongly supports that STS 

improves certain outcomes for CHF and that patients report STS as an acceptable method of care 

(Barenfeld et al., 2022). Therefore, the goal of this DNP project is to increase patient support for 

self-management of CHF through the incorporation of STS into usual discharge care. 

The DNP student will use the Plan Do Study Act (PDSA) framework to implement the 

project. This model was chosen as it is intended for QI projects of short duration and a small 

sample size (Agency for Health Research and Quality [AHRQ], 2020). The plan and do are 

presented in the Intervention and Implementation section of this paper and the study and act are 

presented in the Evaluation section. 

Specific Aims 

As stated previously, the main goal of this project is to supplement usual care with STS 

in the recently discharged CHF to increase patient support for self-management of CHF. Ideally, 

in the long term this intervention would reduce the clinic’s readmission rate thus reducing 

healthcare expenditures related to 30-day readmissions. Reducing readmissions may have 

subsequent impacts. Hospitalizations can reduce quality of life and increase financial burden at 

the individual level. Reducing readmissions may increase quality of life for CHF patients and 

decrease individual financial burden. Intermediate goals of this project include 100% of CHF 

patients are contacted by the CC via phone within three days of discharge for CHF related 

admission, and 100% of discharged CHF patients are contacted twice per week for a total of 

eight calls after discharge. Call frequencies in previous studies ranged from one to three calls per 
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week, therefore two calls per week were chosen for this project. Figure 2 provides a visual 

representation of resources and inputs required to implement STS. 

 



 

Figure 2. Logic Model. 

 

Logic Model: Incorporating Structured Telephone Support to Improve Chronic Heart Failure Outcomes 
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Context 

This quality improvement project will take place at a primary care clinic in northwest 

Montana. This clinic is a full-service family practice providing health care from maternity 

through senior adults. Services include walk-in care, wellness exams, obstetric care, pediatrics, 

behavioral health, geriatric care, and more. The clinic employs an RN CC that follows 39 

patients with a CHF diagnosis. She manages these CHF patients using current guidelines for 

CHF discharge follow-up by telephone or in-person visit within three days and an in-person 

follow-up with their PCP within one to two weeks.  

Stakeholders for this quality improvement project include patients with a CHF diagnosis, 

the Practice Manager, CC, and quality improvement director. The staff involved in this project 

include the CC and Practice Manager. The staff overseeing this clinic are motivated to improve 

the clinic’s CHF readmission rate and therefore are supportive of this project. This quality 

improvement project does not require additional funding.  

Intervention and Implementation 

The proposed practice change includes incorporating STS into CHF management (Figure 

3). First, an STS template (Appendix A) was adapted from an example in a previous QI project 

on the same topic (Johansson & Athilingam, 2020). Next, to support the success of the practice 

change, the DNP student will educate the Practice Manager and CC on the intervention, goals, 

STS template, call frequency, and EMR documentation requirements; the plan of the PDSA. 

They will have the opportunity to ask questions and make suggestions. After obtaining approval 

from the Montana State University Institutional Review Board, implementation of STS for 
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patients discharge from a CHF-related hospitalization will occur on January 16, 2023; the do of 

PDSA. The CC calls the CHF patient within the first three days of discharge for CHF-related 

hospitalization. This call is part of her current routine, but in addition to her typical conversation, 

she explains to the patient that they will be receiving support through phone calls two times per 

week for one month after discharge, and she asks the questions on the template. The CC then 

documents the interaction in the electronic medical record (EMR) using the STS template she 

copied and pasted for consistency. If the first call is made on Thursday or Friday, the second 

telephone calls using the STS template will begin the following week. The content of each 

biweekly call is marked and documented using the STS template, including attempted calls with 

no answer. The CC makes up to two attempts on the same day to make contact with the patient 

for each required interaction and documents the attempted calls. If the CC is unable to make 

contact, she documents in the EMR note that she made two attempts to contact the patient was 

unable to reach them.  

The DNP student communicates with the CC and weekly data collection including 

information such as the number of patients discharged and contacted, number of calls made, and 

ensuring complete documentation of the STS template. Additionally, the DNP student meets 

with the Practice Manager and CC six weeks after implementation to evaluate the intermediate-

term goals on February 27, 2023. This step is the Study of the PDSA cycle. If needed, changes 

may be made to the implementation design. After the 8th and final call, the Practice Manager will 

contact each patient to ask if they found the STS program beneficial to their self-management. A 

yes or no is reported to the DNP student.  

  



19 

 

Figure 3. STS Template Flowsheet. 

  

 

 

No 

Educate Practice Manager 

and CC on STS intervention, 

goals, and QI project 

timeline 

January 13, 2023 

 

Document in EMR STS 

questionnaire answers 

Document in EMR note 

that no contact was made 

within two calls 

After being informed on a CHF 

hospital discharge call the patient 

within 3 days and explain they will 

be receiving telephone support 

twice weekly for 4 weeks. Ask the 

patients STS questions 

After MSU IRB 

approval, implementation 

of STS will begin  

January 16, 2023 

Was the initial call 

made before Thursday 

of the current week? 

Was the CC able to make 
initial contact with the 

patient within two calls 

Make second call that 

same week. Document 

STS questionnaire 

answers in EMR 

Begin twice weekly the 

following week. 

Document STS 

questionnaire answers in 

EMR 

After 6-8 weeks of 

implementation the student 

will evaluate the success of 

implementation and calculate 

the readmission rate.  

N

o 

Y 

Yes 

After the 8th and final 

STS call the student will 

contact the patient and 

ask if they felt STS was 

beneficial to their self-

management of CHF 
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Potential barriers include short duration of time. Because it is not predictable when a 

patient is admitted or discharged related to CHF, it is unknown how many discharges will occur 

in this 6-week time frame. It is possible no CHF patients are discharged in this timeframe. If this 

occurs the 6-week evaluation will be pushed from February 27, 2023, to March 13, 2023. 

Conversely, if many CHF discharges occur, the CC’s time constraints may be a barrier to proper 

implementation. To prevent this, the CC will not implement STS to more than eight patients at 

any given time.  

Evaluation 

Data collection is performed weekly. The student communicates with the CC by email or 

phone call and the end of each week to continuously gather data using the Weekly Data 

Collection Sheet (Appendix B). After the CC has completed the 8th and final call, she will 

provide the Practice Manager with the patient’s name and phone number so she can call the 

patient and ask them if they felt STS was beneficial to the self-management of their CHF. The 

Practice Manager will communicate a yes or no to the DNP student to record. After six weeks of 

implementation, the student will review the six weekly data collection sheets, the study portion 

of the PDSA cycle. At this time the process is evaluated for areas that may require change. The 

CC also has the opportunity to voice recommendations for change to the process to the student. 

The SMART goals for this quality improvement project are described below. 
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Table 1. SMART Goal #1. 

SMART Goal #1 

After six weeks of implementation (February 27, 2023), 100% of CHF patients will have 

been contacted within three days of CHF-related hospital discharge. 

Data to be collected Method of Collection and 

who is responsible 

Planned data 

analysis 

Was each patient 

contacted within three days of 

discharge 

During the weekly check 

in with the coordinator, the student 

will ask how many recently 

discharged patients were contacted 

within three days of discharge and 

how many were contacted after 

three days of discharge 

Using the total 

number of patients 

contacted within three days 

and total number of patients 

contacted after three days 

of discharge, the percentage 

of patients contacted within 

three days can be calculated 

Percentage of phone 

calls made where patient contact 

was not made (ie patient did not 

answer the phone or pt refused to 

discuss CHF) 

After six weeks of 

implementation the DNP student 

will review the weekly data 

collection sheets and total the 

number of calls where contact was 

made and where contact was not 

made 

Patient compliance 

of the intervention reported 

in a percentage will be 

calculated six weeks  

How many patients 

recently discharged were not 

contacted at all 

During the weekly check 

in the student will ask the CC how 

many, if any, CHF patients were 

not included in the STS program 

Percentage of CHF 

patients missed for STS 

intervention 
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Table 2. SMART Goal #2. 

SMART Goal #2 

After six weeks of implementation (February 27, 2023), 100% of recently discharged 

patients will have been contacted, or attempted to be contacted, 2x per week for eight calls, 

• If the patient does not answer the phone, the CC will attempt one more time on the same day 

to total two attempts. 

Data to be collected Method of Collection and 

who is responsible 

Planned data 

analysis 

Number of calls each 

patient received per week 

After six weeks of 

implementation, the DNP student 

will review the weekly data 

collection sheets and evaluate if all 

patients received a total of eight 

calls (or attempted calls). 

Evaluate CC 

compliance/ feasibility of 

tasks 

Barriers to 2x/wk patient 

contact 

DNP student will review 

the weekly data collection sheets 

to evaluate the barriers the CC 

reports. 

Evaluate barriers to 

2x/wk contact 
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Table 3. SMART Goal #3. 

SMART Goal #3 

After six weeks of implementation (February 27,2023), 100% of STS interactions will have 

been documented into the EMR  

 

Data to be collected Method of Collection and 

who is responsible 

Planned data 

analysis 

Percentage and number 

of missed documentations in 

EMR 

DNP student will review 

weekly data collection sheets to 

evaluate total number of calls and 

total number of calls not 

documented in EMR. 

Percentage and 

number of missed 

documentations in EMR 

Barriers to documenting 

each interaction or attempted 

interaction into EMR 

DNP student review 

weekly data collection sheet and 

evaluate the CC’s reported barriers 

to documenting all interactions. 

Understand barriers 

to documentation 

 

Table 4. SMART Goal #4. 

SMART Goal #4 

75% of patients will report the STS program as beneficial to their self-management, 

• This percentage was chosen as the literature supports that on average 85% of CHF. patients 

are satisfied with STS as supplemental care (Barenfeld et al., 2022) 

• Patient satisfaction is an important aspect of Quality Improvement. 

Data to be collected Method of Collection and 

who is responsible 

Planned data 

analysis 

Patient satisfaction with 

the STS program 

After the 8th call, the 

Practice Manager will call the 

patient and ask if they feel as 

though the STS program was 

beneficial to the self-management 

of their CHF. 

Calculate the 

percentage of patients that 

report the STS program and 

beneficial to the self-

management of their CHF  
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CHAPTER THREE 

QI MANUSCRIPT 

Introduction 

Chronic heart failure (CHF) affects an estimated 6.2 million Americans with one-, five-, 

and ten-year survival rates estimated at 87%, 57%, and 35% respectively (Jones et al., 2019). 

The condition contributes to $43.6 billion in annual national expenditure, $17 billion of that 

being related to hospital readmissions (Urbich et al., 2020). As the elderly population grows, 

these figures are expected to grow to eight million adults living with CHF, costing $56 billion 

annually by 2030.  

In addition to the economic burden, CHF patient and family quality of life decreases with 

readmissions. CHF is the number one cause of hospitalization in adults older than 65 in the U.S., 

and has the highest 30-day readmission rate among surgical and medical conditions (Jones et al., 

2019). Hospitalization is recommended for CHF exacerbations, also called acute decompensated 

heart failure, for individual with hypotension, diminishing renal function, altered mental status, 

dyspnea at rest, or new onset arrythmias (American College of Cardiology, 2020). However, the 

decision to admit a CHF patient to the hospital is not clear-cut and many factors must be 

considered including health status, comorbid conditions, mental status, and psychosocial support.  

Nearly one in four CHF patients are readmitted within 30 days of hospital discharge 

(Khan et al., 2021). Experts suggest that nearly 25% of these readmissions are preventable. This 

translates to nearly 45,000 preventable CHF readmissions annually. Under the Hospital 

Readmission Reduction Program, hospitals that exceed the higher-than-expected readmission 
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rate of 23% are financially penalized by the U.S. Centers for Medicare & Medicaid Services 

(2022). The gold standard of outpatient CHF care includes self-management consisting of 

complex pharmacological, dietary, and internal cardiac device therapies (Johansson & 

Athilingam, 2020). This standard leads to many difficulties for CHF patients as multiple 

comorbidities combined with old age presents challenges to understanding and carrying out self-

management. In addition, many CHF patients live alone and lack social support and assistance in 

the management of their care (Fivecoat et al., 2018). Current guidelines recommend, at 

minimum, follow-up with the discharged patient by telephone or in person within three days, 

plus an in-person follow-up within one to two weeks (Hollenberg et al., 2019).  

Problem Description 

A clinic in northwest Montana has a readmission rate higher than the national average of 

23% for CHF patients as reported by their Quality Improvement Director (Madanat et al., 2021). 

Due to the death of the population health supervisor, this clinic’s current CHF readmission rate 

was not obtainable. Under the current standard of care at this clinic, the CC, a registered nurse 

(RN), is notified when a CHF patient (n=39) is admitted and discharged from the hospital. She 

contacts all patients of the clinic after hospital discharge, including an average of two CHF 

patients per week. She contacts the patient within three days after discharge, then the patient 

follows up with their primary provider. However, this current standard of care is insufficient for 

keeping the CHF readmission rate at or below the national average. Evidence shows that 

supplementing standard care with structured telephone support (STS) is an effective method for 

decreasing readmission rates by assisting the patient in symptom evaluation, ensuring medication 

and diet compliance, and providing increased social support. 



26 

 

Rationale 

A literature review of ten journal articles from 2017 to 2022 found many benefits of 

supplementing post-discharge care with STS. Current guidelines recommend at minimum 

following up with the discharged patient by telephone or in person within three days plus an in-

person follow-up within one to two weeks (Hollenberg et al., 2019). STS is a method of 

increasing patient contact, encouraging patient compliance with self-management, reviewing 

medications, and evaluating symptoms through telephone calls using a structured template of 

questions. The available evidence supports that incorporating STS can improve self-management 

and reduce both overall CHF-related admissions and 30-day CHF readmissions (Clark, 2018; 

Negarandeh et al., 2019; Zhu et al., 2019). STS is advantageous in that it does not require the 

patient to arrange transportation. Many of the patients of this clinic live far from the clinic and 

have limited transportation. The evidence strongly supports that STS can reduce mortality, 

reduce hospital readmissions, improve CHF self-management, and is well accepted by patients 

(Barenfeld et al., 2022). Therefore, the goal of this DNP project was to increase patient support 

for self-management of CHF through the incorporation of STS into usual discharge care. 

The Plan Do Study Act (PDSA) method was chosen as the guiding framework for the 

project implementation. This model was chosen as it is intended for QI projects of short duration 

and a small sample size (Agency for Health Research and Quality [AHRQ], 2020). 

Specific Aims 

The main goal of this project was to supplement usual follow-up care with nurse-led STS 

for the recently discharged patient to increase support for CHF self-management. Ideally, in the 
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long term this intervention would reduce the clinic’s readmission rate thus reducing healthcare 

expenditures related to 30-day readmissions. Reducing readmissions may have subsequent 

benefits that CHF patients are more likely to maintain their quality of life at home and avoid 

individual financial burden. Intermediate goals of this project included 100% of CHF patients are 

contacted by the CC via phone within three days of discharge for CHF related admission, and 

100% of discharged CHF patients are contacted twice per week for a total of eight calls after 

discharge. Call frequencies in previous studies ranged from one to three calls per week, therefore 

two calls per week was chosen for this project. The twice-weekly phone calls were conducted 

using the STS template (Appendix A). One hundred percent of the phone calls were to be 

documented in the EMR, including attempted calls with no answer. To keep documentation 

consistent, the CC was to copy and paste the STS questionnaire into an EMR note and mark the 

questions that were asked. The CC was to make no more than two attempts on the same day to 

contact the patient for each biweekly call. If the CC was unable to make contact, she documented 

in an EMR note that she made two attempts to contact the patient and was not able to reach them. 

Each Friday after implementation the DNP student contacted the CC to gather information using 

the Weekly Data Collection Sheet (Appendix B). 

Methods 

Context 

This quality improvement (QI) project took place at a primary care clinic in northwest 

Montana. The clinic is a full-service family practice providing health care from prenatal through 

senior adults. Services include walk-in care, wellness exams, obstetric care, pediatrics, 

behavioral health, geriatric care, and more.  
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In addition to the CC described above, stakeholders for this QI project includes patients 

with a CHF diagnosis, the Practice Manager, and Quality Improvement Director; all staff are 

nursing roles. At their foundation, nurses are trained to view the patient holistically including not 

just the physical, but also the psychosocial needs of the patient. The staff involved in this project 

include the CC and Practice Manager. With nursing backgrounds, the staff overseeing this clinic 

were motivated to improve the clinic’s CHF readmission rate and therefore were supportive of 

this project. This QI project did not require additional funding. 

Intervention 

During the QI project planning phase, an STS template was adapted from a 2020 QI 

project on a similar topic (Johansson & Athilingam, 2020). STS is a method of increasing patient 

contact and providing support through a protocol of questions to improve CHF self-management. 

To support the success of the practice change, the DNP student discussed with the Practice 

Manager and CC the intervention, goals, STS template, call frequency, and EMR documentation 

requirements. The staff had the opportunity to ask questions, clarifications, and make 

suggestions. After obtaining approval from the Montana State University Institutional Review 

Board on January 6th, 2023, implementation of STS for patients discharged from a CHF-related 

hospitalization began January 16, 2023, for six weeks. The CC was to call the CHF patient 

within the first three days of discharge for a CHF-related hospitalization. This call was part of 

her pre-project practice. In addition, the CC was to explain to the patient that they would be 

receiving support through phone calls two times per week for one month after discharge, and 

then ask the questions on the template. The CC would next document the interaction in the EMR 

using the STS template. If the first call was made on Thursday or Friday, the second telephone 
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call using the STS template would be made the following week. The content of each biweekly 

call was to be documented using the STS template. The CC would make up to two attempts to 

contact the patient on the same day for each biweekly call and document the attempted calls. 

The DNP student communicated with the CC weekly and performed data collection using 

the Weekly Data Collection Sheet (Appendix B). After the CC completed the eighth and final 

call with an enrolled patient, the Practice Manager called the patient and ask if they felt STS was 

beneficial to the self-management of their CHF. The Practice Manager communicated a yes or no 

to the DNP student to record. 

Measures and Analysis 

The project design allowed for data collection over a six-week period with the potential to 

expand to eight weeks if more data were needed. At the end of the six or eight weeks of 

implementation, I gathered data from each of Weekly Data Collection Sheets filled out by the CC. 

The measure to evaluate the success of this QI project included the percentage of patients that were 

called within three days of discharge. Using the total number of patients contacted within three 

days and total number of patients contacted after three days of discharge, the percentage of patients 

contacted within three days can be calculated. The number of patients recently discharged that 

were not contacted at all was also reviewed on the Weekly Data Collection Sheet. The associated 

narrative for patients not contacted was reviewed to better understand barriers to implementation. 

Another measure I calculated was the percentage of patients that were contacted twice per week 

for a total of eight calls. This data, including the associated narrative, provided information on CC 

compliance and barriers to completing biweekly calls. The next measure calculated was the 

percentage of interactions documented in the EMR. If the percentage was not one hundred, a 
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narrative describing barriers to documentation was reviewed. The last measure was the percentage 

of participants that reported the STS program as beneficial to their CHF self-management. The 

literature supports that on average 85% of CHF patients are satisfied with STS as supplemental 

care (Barenfeld et al., 2022). Evaluating patient perspective is an important part of patient-centered 

healthcare.  

Results 

Unfortunately, no patients were enrolled in the STS program during the extended eight-

week implementation period of this QI project. Because of this, no quantitative data analysis 

could be performed. During the implementation period, two patients of the clinic were 

discharged from the hospital from a CHF related event, but neither were appropriate for the 

program. The first patient was admitted into a long-term care facility. By design, a long-term 

care facility assists the patient in managing chronic conditions, negating the need for STS. The 

second patient was discharged on home hospice and declined STS participation. Hospice is 

designed to assist the patient and family in a comfortable and dignified death, whereas the STS 

intervention is designed to optimize health through supporting self-management. With no 

quantifiable data collected through the eight-week implementation period, the results of this QI 

project are inconclusive.  

Discussion 

Summary 

When designing this QI project, I worked to account for all the potential barriers to 

implementation. One potential barrier I predicted and accounted for was low patient enrollment. 
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Although the design of this project included extending the data collection period by two weeks if 

six weeks produced insufficient data, the additional two weeks also did not produce data as no 

patients were enrolled into the program. We are unable to control how many CHF discharges 

were to occur during this time frame but knew the clinic averaged about two per week, leading 

me to believe six or eight weeks would be an adequate data collection timeframe. It is important 

to note an average of two per week is not the same as two every week. 

Interpretation and Limitations 

Inconclusive results related to insufficient data does not inherently mean this project 

provides no value. Recommendations have been derived from evaluating the results of this QI 

project may be useful for future STS QI projects.  

Based on the results of this project, I recommend future STS QI project designs consider 

population size when determining the data collection period length. Sufficient data have been 

collected for past QI projects of this nature over a three month time frame, but project sites and 

patient populations of previous studies were larger, leading to greater volume of patients and 

data (Ali et al., 2021; Chen et al., 2018; Johansson & Athilingam, 2020; Negarandeh et al., 

2019). For example, Johansson & Athilingam, (2020) collected data for three months at a large 

Florida clinic, and enrolled 51 CHF patients which is considered a relatively small sample size. 

Small sample sizes may lead to statistical insignificance but may still be clinically significant. 

For the clinical site where this QI project was implemented, six months to one year may have 

been a more appropriate data collection period because of the smaller population. 

Further, this project did reveal that not all CHF patients are candidates for STS as the two 

patients discharged from the hospital for CHF in this timeframe were not enrolled in the project. 
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I was unable to collect additional data on the two patients including age, stage of heart failure, 

comorbidities, and more, as this was not part of the project design approved by the Montana 

State University Institutional Review Board. However, as the leading cause of hospitalization in 

adults older than 65 (Jones et al., 2019), and comorbidities often increasing with age, I 

recommend future projects include collection of these data as it may assist in developing optimal 

candidate criteria.  

The hypothesis of this project was that supplementing usual post-hospitalization follow-

up with STS would lead to improved CHF self-management, and in the long term, would reduce 

readmissions, thus improving quality of life, reduce healthcare costs and avoid reimbursement 

penalties for the clinic. Due to the inconclusive results, I was unable to apply this hypothesis to 

the local site. Because of the inability to capture data within the time frame, I was unable to 

evaluate the other goals of the QI project. 

Conclusions 

 Although the results of this QI project implementation are inconclusive, information was 

extracted that may be beneficial for future STS QI projects. This QI project could not support nor 

discount the usefulness of STS to improve self-management of CHF. STS has potential to 

improve self-management of CHF as well as other chronic diseases that require complex 

management such as diabetes. This project does, however, provide important insight for the 

design of future projects. This project showed that not all recently discharged CHF patients are 

candidates for STS. Eligibility criteria should account for that. Further, an adequate data 

capturing timeline in relation to the clinic size and patient volume is essential. 
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The use of STS for CHF management has been included in the 2022 CHF clinical 

practice guidelines and endorsed by the American Heart Association, the American College of 

Cardiology Foundation, and the Heart Failure Society of America. STS for CHF management 

plays an important role for early recognition and exacerbation prevention. It provides 

opportunity for compliance encouragement, education, and assists the patient in symptom 

evaluation. Reducing CHF burden is essential and may be accomplished with STS. 
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CHAPTER FOUR 

REFLECTION ON DNP ESSENTIALS 

Introduction 

What sets the doctorally-prepared nurse practitioner (NP) apart from other NPs is more 

in-depth education in both clinical practice and systems-thinking to incorporate the most up-to-

date evidence-based care into practice. Doctor of Nursing Practice (DNP) students are primed to 

be leaders in healthcare. To ensure DNPs are well-prepared and well-rounded upon graduation, 

Montana State University’s DNP program is designed around eight essentials. All aspects of 

each essential are explored in the courses that comprise the program. Completing a DNP 

scholarly project is the final exercise to utilize the new skills developed throughout the courses. 

The final project requires the student to demonstrate expert understanding in all the essentials.  

The Essentials 

Essential I: Scientific Underpinnings for Practice 

Evidence-based practice (EBP) is at the foundation of high-quality care. Nearly every 

course in the DNP program touches on different aspects of the scientific underpinnings for 

practice. Evidence based practice initiatives and implementation are based on two scientific 

aspects: the literature that supports the change in practice, and the scientific-based theory that 

supports the practitioner to implement change. 

Courses Evidence-Based Practice I (NRSG 604) and Evidence-Based Practice II (NRSG 

605), and Statistical Applications (NRSG 606) all prepared me to gather high quality evidence to 
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support change in practice. Performing multiple rapid critical appraisals in Translational 

Research for Advanced Practice Nursing (NRSG 615) has improved my knowledge on 

evaluating the quality and strength of research. Additionally, translating evidence into practice 

should be accomplished using a science-based theory, such as the Plan Do Study Act theory, to 

improve the likelihood of implementation success. The DNP Scholarly Project (NRSG 675) 

required us to utilize various scientific underpinnings essential for improving the quality of care 

provided to various populations.  

Essential II: Organizational and Systems Leadership 

Preparing DNPs that are exceptional in leadership roles, including academic leadership, 

is an important part of the DNP program (Smith et al., 2018). To become an effective leader, one 

must have exceptional knowledge in many aspects of a system. The DNP program has advanced 

my knowledge of the multidimensional aspects of Essential II. Considering the current needs and 

anticipating the future needs of patient populations is key for creating sustainable change and 

improvement. For example, the Quality Improvement (QI) Project Paper from Program Planning 

& Evaluation, Outcomes & Quality Improvement (NRSG 611) advanced my understanding of 

developing a system change. For this exercise, we evaluated current national data to find that 

45% of individuals who commit suicide visited their primary provider within one month of their 

death (Ahmedani et al., 2014). After identifying this gap in care, we developed a protocol for 

routine depression screening in the primary care setting. Although this exercise was not designed 

to be implemented, the aim of this project was to better identify patients at risk for suicide in the 

primary care setting. 
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Essential III: Clinical Scholarship and Analytical 

Methods for Evidence-Based Practice 

In NRSG 604 we dove deep into each of the seven steps of EBP. Steps two and three 

involved searching and appraising the literature. Creating literature matrix tables introduced me 

to graduate level skills for finding, appraising, and organizing literature to conduct EBP projects, 

with the goal of changing practice. Through matrix tables, we can more efficiently understand 

themes. Having both qualitative and quantitative research gives a more well-rounded argument 

for change. Evaluating the strength of a study, by understanding the strength of the statistical 

analysis performed, is important when considering making a change to practice. While the article 

appraisal exercise in NRSG 606 helped with my understanding of performing a rapid critical 

appraisal of research, both qualitative and quantitative, the article critiques that we conducted in 

small groups, Article Critiques #1 & #2, gave me better insight on understanding the strength of 

the statistical analysis of quantitative research.  

Implementation is step four of seven in the process of conducting EBP. It is important to 

know that research alone is not enough to justify change to practice. Clinical expertise, patient 

preference, and feasibility must also be considered. After a new practice is implemented, it is 

crucial to evaluate the change and share the results, the final steps of EBP. Each institutional 

setting is unique and may require unique changes to the implementation process. Sharing the 

results of the project, through the NRSG 675 Poster Presentation, may help others implement 

new changes more effectively. 

To round out my knowledge and skills, the DNP scholarly project gave me first-hand in-

depth experience in each of the seven steps of EBP and QI. I utilized skills learned from previous 

courses to develop and implement a QI project and analyze the outcomes.  
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Essential IV: Technology for the Improvement 

and Transformation of Healthcare 

Technology should be used to its fullest potential to maximize communication, patient 

and provider satisfaction, and health outcomes. Essential IV requires the DNP to utilize 

exceptional leadership skills to foster the incorporation of new technology into practice and 

encourage healthcare systems to maximize the benefits of these technologies through meaningful 

use. 

The first aspect of essential IV includes the ability to design, select, and evaluate 

programs that evaluate and monitor outcomes of care at both the individual and systems levels. 

For Healthcare Informatics (NRSG 610) we explored a hypothetical scenario where technology 

can be a tool to improve outcomes. We discussed a hypothetical scenario where, through data 

mining, it was discovered the clinic had a higher than national rate of patients with prediabetes 

developing diabetes. We discussed how further data mining can provide more information as to 

why this is the case. We selected eight measures that are most predictive of diabetes 

development and requested the IT department to extract this data. By doing this we would have 

more information as to which risk factors are most prominent in our population to develop 

targeted interventions that fit our population’s needs.  

Essential V: Health Care Policy for  

Advocacy in Health Care 

One role of the DNP is to understand the need and the process of influencing and 

advocating for change in healthcare policy. “Engagement in the process of policy development is 

central to creating a health care system that meets the needs of its constituents” (American 

Association of Colleges of Nursing [AACN], 2006, p. 13). 



38 

 

In the fourth discussion in Ethics, Law & Policy (NRSG 612) we discussed the 

importance of building our power base. The first step in advocating for change is first 

recognizing your power and influence as a DNP. Nursing is one of the most widely trusted and 

respected professions by the public. Consequently, a doctorally-educated nurse will have even 

greater respect and influence as a leader. Building and maintaining the trust and respect of your 

community and your patients will increase your power to influence at multiple levels including 

individual and legislative.  

In addition to learning about the power and influence we may have as DNPs, we also 

reviewed current healthcare policy and assessed what could be changed to further improve 

patient care and the health of our communities. The current issue in healthcare I chose to analyze 

was the enormous increase in cost of insulin in recent years. Through this exercise, I learned how 

to develop a comprehensive understanding of an issue. Only when we have a complete 

understanding of a healthcare policy issue can we begin to propose changes or advocate for 

changes that have already been proposed. For the issue of unaffordable insulin, a bill had been 

introduced that would allow consumers to purchase insulin from abroad FDA approved facilities. 

With my understanding of the intricacies of this issue, I constructed a carefully worded letter to 

Representative Gianforte why he should support the bill. Through these exercises, I learned how 

to constructively advocate for change and “critically analyze health policy proposals, health 

policies, and related issues from the perspective of consumers, nursing, other health professions, 

and other stakeholders in policy and public forums” (AACN, 2006, p. 13). A comprehensive 

understanding of vulnerable populations and what keeps these populations vulnerable is essential 

for developing strategies that can lead to improvements. 
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Essential VI: Interprofessional Collaboration  

for Improving Patient and Population Health 

Collaborating with various disciplines with a shared goal of improving health outcomes is 

essential for the DNP graduate. This requires the DNP to display exceptional communication 

skills while also possessing a comprehensive understanding of the many facets of the healthcare 

system.  

The DNP Project (NRSG 675) required extensive interprofessional collaboration. First, to 

select a topic that would be beneficial, I met with the QI director of a local healthcare system. 

We conducted a needs assessment to understand where a QI project would be beneficial. After a 

need was identified, I met with the Practice Manager and CC of the clinic to further discuss and 

agree on a QI project. Although they were nurses, their administrator roles differ from my role as 

a practitioner. Throughout the course of two semesters I worked closely and communicated 

frequently with the staff of the clinic during the design, implementation, and evaluation of the 

project.  

Essential VII: Clinical Prevention 

and Population Health 

The DNP must “engage in leadership to integrate and institutionalize evidence-based 

clinical prevention and population health services for individuals, aggregates, and populations” 

(AACN, 2006, p. 15). My Scholarly Project focused on improving the health and outcomes of 

the local chronic heart failure (CHF) population. The first aspect of this essential is to effectively 

analyze current literature regarding the specific population. The focus of this project was to 

eventually decrease the CHF readmission rate by increasing support for self-management. I met 

with the QI team to gather specific readmission rates to better understand the need for the 
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practice change. Developing an intervention that includes cultural consideration, geographical 

barriers, and population readiness is essential to successfully fill the gap in care. Evaluating the 

impact that the intervention had on the population is the last aspect of essential VII. The results 

of the QI project were inconclusive but provided learning opportunity.  

Essential VIII: Advanced Nursing Practice 

In Advanced Health Assessment (NRGS 601) I learned how to complete a 

comprehensive physical assessment of the patient. I spent time learning how to physically assess 

each body system through learning modules on Sherpath, an online learning technology. After 

completing the didactic portion of learning, I then took my skills to the Shadow Health modules 

where I performed physical assessments on a virtual patient. Essential VIII requires the student 

to be proficiently able to “conduct a comprehensive and systematic assessment of health and 

illness parameters in complex situations” (AACN, 2006, p. 16). This is demonstrated in the 

NRSG 601 Head to Toe Physical Exam Demonstration and the NRSG 601 Comprehensive 

Assessment. “Diverse and culturally sensitive approaches” were incorporated though assessing 

various ages and races in Shadow health (p. 16). Through Diagnostic Reasoning (NRSG 607) I 

improved my comprehensive assessment proficiency, critical thinking, and diagnostic reasoning. 

I learned how to use a systematic approach to develop a diagnosis and differential diagnoses, 

which can be seen in the NRSG 607 SOAP notes. 

These skills were brought to life during my clinical rotations. After program completion, 

I will have spent a total of 675 hours in various clinics taking histories, performing physical 

assessments, developing diagnoses and differential diagnoses list, and developing plans for each 

diagnosis. The patient populations include the entire lifespan from newborn assessment to 
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working with hospice patients during end-of-life care. I completed rotations in primary care, 

pediatrics, women’s health, geriatric long-term care, urgent care, and specialty rotations 

including orthopedics and dermatology. I advanced from being an observer to taking the primary 

role where I individually assessed the patient, determined a diagnosis, and developed a treatment 

including follow-up timeframe. I would then present the case to my preceptor to get feedback.  

Conclusion 

The Montana State University DNP program is well designed to educate students in all 

eight essentials of the American Association of Colleges of Nursing. I feel well prepared in both 

clinical practice and systems-thinking, and confident in incorporating the most up to date 

evidence-based care into my future practice. I believe the well-rounded education I received in 

this program will lead me to make impactful changes in both the lives of my patients and 

healthcare systems. 
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Table 5. Questions/Education for CHF Patient. 

Hospital Discharge date: 

Call#: 
Item Question/education Discussed Y/N Concerns 

1 Did you weigh yourself today? 

Any concerns? 

Education: 

• People with heart failure should 

weight themselves every day 

•  The best time of day to weigh 

yourself is upon waking in the 

morning 

• If you notice that you have a 

weight gain of 2 to 5 pounds in 

1-2 days, have increased 

swelling of the ankles and/or 

abdomen, and have more 

shortness of breath, you should 

notify your doctor.  

Are you experiencing any of 

those today? 

  

2 Did you check your ankles for 

swelling today? 

  

3 Are maintaining a low salt diet? 

• When eating out, ask for low 

salt items 

If you have been placed on a 

fluid restriction as part of your heart 

failure management plan and you feel 

thirsty, you can chew gum or suck on 

hard candy to help relieve this symptom.  
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Table 5. Questions/Education for CHF Patient continued. 

4 Have you been taking all your 

heart failure medications? 

• People with heart failure may 

take diuretics such as Lasix. It 

is a water pill that helps 

remove excess fluid from 

your heart and lungs. 

• Even if you feel better, DO 

NOT STOP taking your heart 

failure medication 

• If you forget to take your 

medication, you should take 

the medicine as soon as you 

remember 

• If you have been prescribed 

supplemental oxygen, it is 

important to use it as 

prescribed 

  

5 Have you measured your 

blood pressure today? 

  

6 Have you been exercising? 

• Walk at a moderate pace for 

five-ten minutes the first time 

and each day try to add one or 

two minutes if able to 

tolerate. A good goal is to 

walk 30-45 minutes per day. 

Intervals of rest as needed is 

ok 

• Exercise most days of the 

week if not everyday 
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Table 5. Questions/Education for CHF Patient continued. 

7 General information 

• Heart failure is a problem in 

which the heart is unable to 

pump enough blood 

• Heart failure cannot be cured 

but it can be monitored and 

managed 

• Because you are more 

vulnerable to illness, try to 

avoid being with others who 

may be ill and have flu like 

symptoms, like fever, cough, 

or body aches  

• If you smoke, try to stop or 

wean down the number of 

cigarettes you smoke each 

day 

  

8 Do you have any concerns 

making it to your next appointment? 

• It is important for someone 

with heart failure to see their 

heart failure doctor regularly 

  

9 Do you have other concerns 

related to your CHF management? 
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Table 6. Weekly Data Collection Sheet. 

Week number: 

Date: 

Question Answer 

How many new patients were 

started on the STS program? 

 

 

How many completed the 

program this week? 

 

Were you able to call each new 

patient within 3 days of discharge from 

the hospital? 

 

 

 

How many total patients are 

you currently using STS with? 

 

 

Have you called each STS 

patient twice per week? On how many 

occasions did you not make contact 

within 2 calls? 

 

If no, barriers? 

 

 

Have you documented all 

attempted calls and all STS 

interactions? 

 

If no, barriers? 

 

 

Have any STS patients have 

been readmitted within 30 days this 

week? 

 

 

 

Concerns/suggestions/barriers 

 

 

 

Number Practice Manager calls to 

patients after STS completion- 

 

# of patients that found STS beneficial- 

 

# of patients that did not find STS beneficial-  

 

 


