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Abstract 

Congestive heart failure is one of the leading causes of hospitalization and readmission in the 

United States. The readmission rate at an acute care hospital in San Diego is 22%, and 

readmissions occur within an average of 6 days after discharge. The purpose of this pilot project 

is to improve discharge outcomes among heart failure patients using telephone follow up. The 

two objectives of this project are to reduce heart failure readmission rates over 3 months and 

improve patient knowledge to prevent decompensation, as rated by the Self Care of Heart Failure 

Index. Follow up calls were completed by the Doctor of Nursing Practice student or heart failure 

registered nurse at 72 hours and 30 days after discharge. The readmission rate for the project 

cohort was 12%, which is 10% less than the organizations average readmission rate. Of the 

participating patients, there was a 20% increase in Self Care of Heart Failure Index scores from 

pre to post intervention. There are potential positive impacts when implementing a telephone 

follow up program for heart failure patients. Telephone follow up is an evidence-based strategy 

for reducing readmissions, but there are many barriers to the successful implementation of a 

phone follow up program. It will be important to look at a larger sample size over a longer period 

to determine if there are significant benefits. 

Keywords: heart failure, self-care, readmission rates, SCHFI, telephone follow up 
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Improving Discharge Outcomes: Telephone Follow Up for Heart Failure Patients 

Background and Significance 

Congestive Heart Failure (CHF) is a chronic disease that affects 5.7 million people in the 

United States (Anand et al., 2019). This number is only expected to grow as the population ages. 

CHF results from the heart’s inability to effectively pump blood to the body, resulting in low 

cardiac output and congestion in the pulmonary or systemic circulation (Ellinas, 2019). 

According to Anand et al. (2019), over half of CHF patients that are admitted to the hospital will 

be readmitted for exacerbation within 6 months of discharge. By 2030, it is estimated that the 

total cost of CHF care will increase to $69.7 billion (Zohrabian et al., 2018). To reduce this cost 

burden, the Centers for Medicare and Medicaid (CMS) impose fines on hospitals with high 

readmission rates (CMS, 2021). Using data from the Hospital Readmissions Reduction Program 

(HRRP), Khera et al. (2019) identified a 30-day and 90-day heart failure readmission rate at 23% 

and 11.4% respectively.    

According to CMS, the 30-day heart failure readmission rate at an acute care San Diego 

hospital is 22% and patients are being readmitted within an average of 6 days after discharge 

(CMS, 2022). Not only does this have financial impacts on the organization, but it also affects 

patient outcomes and satisfaction. Strategies to improve the 30-day readmission rate should be 

implemented. Telephone follow up and self-care focused disease education are potential 

solutions to reduce the burden of heart failure readmissions.  

Purpose 

 The purpose of the telephone follow-up pilot project is to improve discharge outcomes 

among heart failure patients at a San Diego acute care hospital. The primary objective is a 

reduction in heart failure readmission rates over 3-months. A secondary objective is to improve 
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patient knowledge to prevent decompensation. Patient knowledge will be measured by 

comparing Self Care of Heart Failure Index (SCHFI) scores before and after telephone follow up 

intervention and standard heart failure education. The PICO question is, “In recently hospitalized 

adults with congestive heart failure, will the use of a telephone follow up program, compared to 

no follow up, result in a 15% reduction in 30-day heart failure readmission rates over 3 months?” 

Evidence Based Practice Model  

The San Diego 8A’s evidence-based practice (EBP) model was used as a guide for this 

project. The San Diego 8A’s EBP model was developed by members of the San Diego Evidence 

Based Practice Institute (San Diego Consortium for Excellence in Nursing and Allied Health, 

n.d.). The 8 A’s model combines aspects from the Johns Hopkin’s, Iowa, and Rosswurm and 

Larabee’s EBP models (Ecoff et al., 2020). The 8 A’s stand for assess, ask, acquire, appraise, 

apply, analyze, advance, and adopt. The steps guide the individual in identifying gaps in practice 

and implementing change in healthcare. 

The model is designed to incorporate research into practice in a seamless and systematic 

way (Brown & Ecoff, 2011). Each step is clearly outlined and proves as a guide for 

implementing the telephone follow up project. Assessment of the problem reveals patients with 

heart failure continue to be readmitted within 30 days of discharge, driving up hospital costs and 

revealing poor patient outcomes. Acquisition of the evidence shows telephone follow up by a 

provider can help to reduce the number of readmissions and improve patient self-care behaviors. 

The final step is advancing and adopting the practice change, which would improve readmission 

rates, patient outcomes, and reduce costs. 
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Evidence 

Self-care is a key concept in managing CHF. Self-care has been defined as a “naturalistic 

decision-making process that patients use in the choice of behaviors that maintain physiological 

stability . . . and the response to symptoms when they occur” (Riegel et al., 2009, p. 1141). 

Patients must understand how to manage their symptoms to prevent decompensation and 

subsequent hospitalization. McAlister et al. (2004) concluded that self-care-focused education 

was significant in reducing hospital readmissions. Current educational interventions are 

inconsistent and rarely consider the specific needs of patients and caregivers (Clark et al., 2014). 

Thus, there is a gap between the evidence and practice. 

The SCHFI is an instrument that measures an individual’s disease management and 

symptom perception. Symptom perception involves “monitoring, body listening, symptom 

recognition and interpretation, and labeling of signs and symptoms” (Riegel et. al, 2019, p. 184). 

The SCHFI has been psychometrically validated and deemed a reliable tool to determine the 

adequacy of an individual’s self-care behaviors. In this 29-item questionnaire, a score of 70 or 

more was considered adequate self-care and was associated with the best 1-year event free 

survival (Riegel et. al, 2019). Clinically significant events included all-cause mortality, 

emergency room visits, and hospitalization related to CHF exacerbation (Lee et. al, 2018).  

In addition to a focus on self-care and disease management, telephone follow up has been 

identified an effective strategy in reducing heart failure readmission rates. In a systematic review 

of 10 studies, Health Quality Ontario (2017) determined that 7 and 30 day-in person follow up 

for heart failure and chronic obstructive pulmonary disorder patients was associated with lower 

all cause readmissions, emergency department visits, and mortality. A systematic review of 10 

studies revealed that post-discharge phone calls by nurses significantly improves heart failure 
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readmission rates at 3, 6, and 12 months-post discharge (Lee & Park, 2010). Oscalices et. al 

(2019) completed a randomized controlled trial on heart failure patients admitted to the 

emergency room. The intervention group received a phone call at 7- and 30-days post discharge. 

At 90 days, the intervention group had higher treatment compliance. In the THRIVE study, 

authors completed a randomized controlled trial to compare telephone follow up and in-person 

visits after hospital discharge. The authors demonstrated comparable outcomes between the 

intervention and control groups (Lee et. al, 2020).  

Charais, Bowers, and Smallheer (2020) developed a multidisciplinary follow up program 

for heart failure patients. This included education and telephone follow up within 48 to 72-hours 

after discharge. After program implementation, there was a significant reduction in 30-day 

readmissions over 3-months. In an observational study, Harrison et. al (2014) assessed the 

readmission rates of a general medical population after the implementation of a 72-hour post 

discharge follow up call. There was a statistically significant reduction in 30-day readmissions 

after the implementation of the phone intervention. Lee et. al (2016) reviewed characteristics 

associated with lower 30-day readmission rates. It was found that outpatient appointment or 

phone call within 7 days after discharge was associated with a lower odd of readmission. 

Telephone follow up is an effective strategy to reduce readmission rates in the heart failure 

patient population, as seen in multiple studies of high level of evidence.   

Design and Methods 

 This evidence-based practice project was implemented on a heart failure progressive care 

unit at an acute care hospital in San Diego. Inclusion criteria consisted of adults 18 years or older 

with the primary diagnosis of heart failure and discharging home. The heart failure registered 

nurse identified soon to be discharged patients on the unit. If the patient’s primary language was 
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not English, a hospital provided translator was utilized. This was done to include the maximum 

number of participants, as the patient population in this region consists of many non-English 

speakers. The Doctor of Nursing Practice (DNP) student met with selected patients to administer 

the SCHFI survey. In addition to completing the SCHFI, the DNP student provided standard 

heart failure education as is provided to all hospitalized heart failure patients. It was decided that 

the first phone call should be completed at 72 hours, as the average readmission at this facility 

occurred prior to 7 days after discharge. The DNP student and heart failure nurse used a 

standardized phone script to determine if the patient refilled their prescriptions, scheduled or 

attended cardiology appointments, and addressed any questions. Patients were also reminded of 

important signs and symptoms to monitor and reminders for self-care. At 30-days, the DNP 

student called to complete a second SCHFI survey as well as answer any questions.    

Ethical Considerations 

 This project was approved by the Sharp Healthcare Institutional Review Board on 

September 23, 2021, and the Institutional Review Board of the University of San Diego, Hahn 

School of Nursing and Health Science on October 13, 2021. 

Results 

Readmission rates after 30 days and pre/post SCHFI scores were used to evaluate the 

results of this pilot project. Of the 10 patients who agreed to participate in the program, 2 were 

excluded due to discharge to skilled nursing facilities and 1 unfortunately expired. 57% of 

patients participated in the 72-hour phone call, while 43% completed the 30-day phone call. The 

readmission rate for the cohort was 12%, which is 10% less than the organizations average 

readmission rate. Of the participating patients, there was a 20% increase in SCHFI scores from 

pre-phone calls to post-follow up phone call. The results of the pilot project reflect the 
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effectiveness of a telephone follow up program in reducing 30-day readmission rates and 

improving SCHFI scores. 

Limitations 

There are limitations to this evidence-based practice pilot project that must be 

acknowledged. Due to a low number of participants, the applicability of this program to a larger 

population may be limited. Our participant numbers were reduced due to loss to follow up and 

patients not answering phone calls. Health literacy was another identified barrier. Many patients 

did not understand the SCHFI and needed assistance to complete the form. Language differences 

also played a role in interpretation of the SCHFI survey, despite the use of translation services. It 

is also important to note the impact of the COVID-19 pandemic on hospital admissions and 

burden on services during the time of this project.  

Implications for Future Research  

 The results of this pilot project are promising. This project should be continued over an 

extended period with a larger sample size, which would allow for analysis of the statistical 

significance of the interventions. Another important concept identified while conducting this 

project is health literacy. Health literacy is a key issue identified in the Healthy People 2020 

campaign (U.S. Department of Health and Human Services, 2022). It may be beneficial to 

incorporate a health literacy assessment prior to providing patient education to maximize 

understanding of the material, and therefore improve SCHFI scores.  

Conclusion 

 With the rise in the older adult population, many with chronic conditions like CHF, it is 

imperative that organizations implement strategies to improve financial and patient-specific 

outcomes. A focus on disease self-management has been identified as an effective strategy to 
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improve outcomes in patients with heart failure. Telephone follow up after discharge from the 

hospital is an evidence-based intervention that has resulted in improved readmission rates and 

patient-specific outcomes. The results of this pilot project are promising. There is also room for 

improvement and expansion of the telephone follow up program for heart failure patients.  
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