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Implementing Strategies to Decrease Readmission Rate  
of Heart Failure Patients

Background: 

St. Joseph Mercy Oakland (SJMO) is a 443-bed 
comprehensive, community teaching hospital located in 
metro Detroit. Almost 60% of our patient population is 
over the age of 65. As an institution, it was recognized 
that there was room for improvement in how we educate 
and discharge patients that are diagnosed with either 
a primary or secondary diagnosis of Congestive Heart 
Failure. Often times, patients that are diagnosed with 
CHF have multiple hospital readmissions and many of 
those admissions are within 30 days of the patient’s last 
discharge. With current health care regulations hospitals 
face penalties for hospital readmissions and have the 
possibility of being penalized based on Centers for Medicare 
and Medicaid Services guidelines.  

A multi-disciplinary approach was introduced in a CHF pilot 
program on the NICHE medical-surgical units. Nursing, 
case management, and pharmacy are all involved in the 
patients plan of care to distinguish that each patient with 
a diagnosis or history of CHF are educated on the disease using the teach-
back method. The team also ensures each patient is on the correct medications, has 
thorough cardiac discharge instructions, and is set up with a post discharge follow up 
appointment with their physician within 7 days of discharge. 

As a pilot program, we will be tracking hospital readmission rates for all CHF 
patients on the NICHE unit using an audit tool designed for the program. This is 
an ongoing study to be conducted through the months of September 2013 through 
December 2013. The goal is to achieve a decrease in readmission rates for this 
patient population based on the outlined pilot program and an increase in patient 
education and compliance, ultimately providing best patient care.  

Goals: 

• Pilot a process to decrease 30 day readmission rates for the CHF 
population.

• Educate staff and patients about CHF as well as the importance 
of complying with all follow-up appointments. 

• Introduce the Heart Failure Discharge Checklist into daily 
practice.

Challenges: 

• Nurse buy-in

 – Met with unit based Shared Governance Team

 – Time constraints with nursing scheduling 
follow-up appointments

 – Introducing paper based checklist to be 
completed on a daily basis

• Communication between collaborative team 
including physicians to maintain proper protocols 
for CHF medication regimes and documentation

• Conflicting priorities

 – Other nursing initiatives were being 
implemented at the same time leading to 
potential for staff burnout

Pilot Process: 

• 3 North which is a medical-surgical unit as well as NICHE 
unit piloted the Heart Failure Discharge Checklist and began 
using the Teach Back Method as well as making follow-up 
appointments with physicians at time of discharge. 

• Nursing staff were educated on the new Congestive Heart Failure 
protocol and the Teach Back Method. 

• During multi-disciplinary rounds the case manager, pharmacist, 
nurse manager or nurse educator, as well as the nurse collaborate 
regarding the proper plan of care for each patient. 

• The Heart Failure Discharge Checklist was completed by the 
collaborative team.

• Patient education using the Teach Back method began at the 
time of admission with each patient.  

• The nurse or unit secretary made physician follow up 
appointments for each patient with a primary or secondary 
history of CHF.
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• As the 3 month trial period closed the 30 day 
readmission rate decreased from 15% to 7%.

• Staff was generally compliant with documenting 
the education provided and scheduling follow-up 
appointments.

• The Heart Failure Discharge Checklist was 
condensed and continued into practice because of 
the decrease in readmission rate. 


