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Abstract  

  Heart Failure (HF) and Chronic Obstructive Pulmonary Disease (COPD) are two 

very prevalent chronic conditions requiring frequent hospitalizations and readmissions. These 

hospitalizations are often a result of lack of follow up care and poor transitions of care especially 

with this patient population. The purpose of this intervention project was to determine whether 

the use of a Patient Centered Transitional Care Program can decrease hospitalization in adults 

with Heart Failure and/or COPD. Patient records were reviewed from a lists of recently 

discharged patients from the hospital for a period of three months. Data collected consisted of 

patients with COPD or HF that were active with the Volunteers in Medicine Clinic (VIM). There 

were a total of five participants in the intervention. The participants received two follow up visits 

with a health care provider at the VIM Clinic within three to seven days post discharge. They 

were coached on medications, inhaler usage, accessing and following up with their labs and 

imaging results. Patients were asked to participate in their care based on what has previously 

worked for them. Of the five participants using the intervention there were zero readmissions or 

Emergency Department (ED) visits during the intervention period pertaining to a COPD or HF 

diagnoses. After achieving success with the decrease in readmissions for this population it would 

be beneficial to implement systems improvement processes for better data collection to monitor 

patient outcomes. 

  Keywords: chronic obstructive pulmonary disease, readmission, transition, patient 

centered.  

Problem Statement  
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Healthcare is a very complex business. As the healthcare system begins to focus more on 

reimbursement, quality of care, and the patient experience, healthcare providers are challenged to 

find new ways to redesign patient care. Greater emphasis is being placed on what the patient 

wants and what is most important to them. Developing new ideas that emphasize putting the 

patient first are at the forefront of the business of healthcare. Many of these changes focus on 

compelling concerns about readmissions, transitions of care and medication reconciliation.  The 

aforementioned issues are areas that organizational leaders have identified as having the greatest 

gaps in care. Hospital readmissions are a significant marker of inpatient quality of care (Agency 

for Healthcare Research and Quality (AHRQ), 2018).  According to the AHRQ (2018) 

readmission rates may show whether or not hospitals are delivering quality care, preventing 

complications, educating patients on discharge and ensuring a smooth transition to home.  

Transition of care denotes the movement of patients from one setting to another. The 

Centers for Medicare and Medicaid Services (CMS) describe settings as hospitals, primary care 

practices, specialty care practices, long term care facilities, home health and rehabilitative 

facilities (AHRQ, 2018).  Patients experience gaps in care when they are transitioned from one 

setting to another, generally from higher levels of care (hospitals) to a lower level of care (home 

care).   These transitions increase the risk of adverse events from poor communication, lack of 

access, and feelings of desertion by the healthcare system. Patients need adequate information to 

make the transition as smooth as possible. Chronic illnesses such as Heart Failure (HF) and 

Chronic Obstructive Pulmonary Disease (COPD) require comprehensive instructions about their 

discharge orders, and this information needs to be related to the patient in a timely manner.  

Medications need to be verified and reconciled by the provider to ensure accuracy and patients 

must have an open line of communication for any questions or concerns.  
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 The Patient Protection and Affordable Care Act (PPACA) enacted a program in 2012 to 

reduce hospital payments for certain readmissions. These readmissions are identified as 

unavoidable if they occur within 30 days after discharge from any facility whether it was the 

previous institute or another institute providing the inpatient care (Mansukhani, Bridgeman, 

Candelario & Eckert, 2015). Reducing readmission rates within 30 days of discharge is part of 

healthcare reform.  

The National Quality Forum, a non-profit organization based in the United States that 

promotes patient protections and healthcare quality through measurement and public reporting, 

has identified certain diagnoses that make up a large portion of the economic burden in the 

United States. These diagnoses include heart failure (HF), pneumonia, acute myocardial 

infarction (MI), hip/knee arthroplasty, and chronic obstructive pulmonary disease (COPD) 

(NQF, 2018). According to the PPACA mandate, The Centers for Medicare and Medicaid 

(CMS) now penalizes hospitals with readmissions beyond the risk adjusted average rate of 3% 

(Mansukhani et al, 2015). Heart Failure is the most frequent hospital discharge diagnosis in the 

United States among older adults and therefore a leading cause for hospital readmission penalties 

(AHRQ, 2018).  

Socioeconomically disadvantaged patients face the same needs during transition of care, 

but the consequences are disproportionate with dire consequences. This vulnerable population 

suffers from lack of access to medications, lack of home care, and a greater sense of 

abandonment after discharge (Englander, Michaels, Chan, & Kansagara, 2014). These 

individuals have a higher incidence of becoming a burden to the healthcare system due to certain 

situations such as mental health, substance abuse disorders and limited social support (Englander 

et. al, 2014). Timely transitional care through coaching, education and the use of their electronic 
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medical records may improve patient perception of quality of care, thereby making care more 

patient centered.  

When patients are hospitalized there is an attempt by healthcare providers to make 

changes to the patients current treatment plan, they tend to intensify the patients treatment plan 

for chronic illnesses which can result in more harm than benefit (Steinman & Auerbach, 2013).  

There is a gap between inpatient clinicians and ambulatory practice.  The provider in the hospital 

often is unfamiliar with the patient and can prescribe medications that can cause adverse side 

effects. These changes have the tendency to cause complications leading to a prolonged hospital 

stay and patient non adherence post discharge because they are unfamiliar with the new 

medication and unsure about which medication they should be taking. A follow up conversation 

between providers can be beneficial when all parties understand the reasoning for the changes.   

The Institute for Healthcare Improvement (IHI) defines patient centered care as care that 

is modeled and organized around the patient, where providers partner with patients and their 

families to identify and design the care around the needs and preferences of the patient (IHI, 

2018). Communication between providers is a major component in continuity of care. This 

includes providers being knowledgeable about patient’s medications upon discharge, ensuring 

they have access to their medications, and the availability of health information post discharge 

through the use of information technology (Mansukhani et. al, 2015). Patients who do not 

receive good communication and follow up instructions during the transition are more likely to 

be readmitted. Patient communication about care is important to assist patients when preparing 

and planning their care. Patient satisfaction plays a role in their willingness to trust and cooperate 

with heath care recommendations.  

Purpose  
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 The purpose of this quality improvement project is to determine whether a patient 

centered transitional care program for patients diagnosed with HF or COPD would decrease 

patients’ use of the emergency room for non-life threatening conditions. The targeted population 

included patients attending Volunteers in Medicine (VIM) clinic and diagnosed with HF or 

COPD. The intervention includes a follow up care appointment by the volunteer clinic personnel, 

NP, MD, or Project Team Leader post hospital discharge to provide a post hospital assessment 

and reconciliation of hospital visit for reinforcement of self-care goals. This program was 

designed to facilitate patients’ self-care needs while helping the participants understand their 

chronic illness. These self-care goals are based on the participants’ preferences, values, and 

goals.  

The project’s overall aim was to create a smoother transition of care while also 

decreasing unnecessary ED visits for patients attending VIM clinic.  The Patient Centered 

Transitional Care Program included two follow up visits with a VIM provider within three to 

five days of discharge to review discharge instructions and also complete the medication 

reconciliation. The patient and the provider created a treatment plan that was carried out in their 

daily lives with specific documented goals. The project created an environment where the patient 

and or family member had a plan that targeted their individual needs; they were supported in 

their care while also improving the patient experience. 

Goals/Objectives 

The goal of this project was to attain a 20% reduction in ED visits and hospital inpatient 

stays for patients at the VIM clinic with HF and/or COPD through the use of the Patient 

Centered Transitional Care Program.  This goal was met through the following objectives:   
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(1) 85% of all patients with HF and/or COPD will have a follow up post discharge visit 

with a provider within 3-5 days of discharge from an ED or inpatient admission to review 

discharge instructions and medication reconciliation.  

(2) 75% of participants will be able to download their MyChart on line computer access 

to review their medication lists, monitor their labs, and review instructions for post 

discharge care.  

(3) 65 % of all patients will be able to identify symptoms of heart failure or chronic 

obstructive pulmonary disease and provide self-management.  

Patients met with the Project Team Leader and other healthcare providers at the VIM 

clinic to incorporate the Patient Centered Transitional Care Program, and work towards these 

objectives.   

The Patient Assessment of Care for Chronic Conditions (PACIC) tool (ICIC, 2018) was 

used to evaluate the patient’s perception of the information they received from their previous 

hospital encounter or provider visit. This tool measured the patients’ responses of their 

participation in their care. The patients responses related to hospital admissions and/or 

emergency room visits were evaluated using the (PACIC) tool.  

Team Development  
 

A. Student: Mouline Guerrier MSN, APRN, AGPCNP-BC, LHRM, CCM. Mouline 

obtained her Associates Degree as a Registered Nurse (RN) from Miami Dade 

Community College (MDCC) in 2000, and her Bachelor’s degree at Florida International 

University (FIU) in 2004.  She has also earned three Master’s degrees: one in Health Law 

at Nova Southeastern University (NSU) another in Nursing Education at Florida Atlantic 

University, the third Masters in Nursing as an Adult Gerontology Nurse Practitioner. She 
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is certified as an Adult Gerontology Nurse Practitioner.  She is also certified in Case 

Management and worked as a Case Manager for 9 years before becoming a Licensed 

Healthcare Risk Manager. She currently works as a per diem Risk Manager at a large 

health system in Martin County and an adjunct professor at Palm Beach State College 

(PBSC) while completing her Doctoral degree.  

B.  Faculty Team Leader: Dr. Nancy Frier Harris, DNP, APRN-BC. Nancy Harris, DNP, 

FNP-BC, Faculty Chair, practices as an advanced practice nurse in family practice, is an 

Assistant Professor, FAU Harbor Branch, and is a published author in cardiovascular 

disease in women.  Dr. Harris has over fifteen years as a medical provider working with 

many populations, including the treatment of cardiac disorders.  

C. Community Team Member: Dr. Kathi Voege Harvey, DNP, APRN, FNP-BC. Kathi 

Voege-Harvey, DNP, FNP-BC, Community Chair, practices as an advanced practice 

nurse in family practice, and is a published author in cardiovascular disease in women. 

Dr. Voege-Harvey has an extensive background in primary care, as well as an Associate 

Professor for FAU, Harbor Branch.  

Review of Literature 

A literature search was conducted using Cumulative Index to Nursing and Allied Health 

Literature (CINAHL) and Pub-Medline from 2014-2018. Search terms included transitional care, 

patient centered care, readmissions, heart failure and chronic obstructive pulmonary disease. 

Research was identified relating to transitional care for patients with chronic illnesses, 

confidence, self-care and patient centered care. Systemic review of articles using patient centered 

transitional care as an effective method for prevention. Interventions that address patient issues, 
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limitations, and capacities for health care can be effective when preventing readmissions, 

especially patients with chronic conditions. Patient centered care is valued in the patient –

physician relationship and interaction. Acknowledging the patients perceptions of the disease and 

their expected outcomes could help to establish realistic goals in self-management.  

According to a study performed by Rice, Barnes, Rastogi, Hillstrom, and Steinkeler (2016) 

Northwest Medicare recipients average an annual cost for readmissions at $26 billion. The 

average portion of the readmissions that are potentially avoidable was 23.1% with a range of 5% 

-59% (Rice et. al, 2016). Kaiser Permanente’s Care Management Institute created an integrated 

bundle of interventions to assist patients with a safe discharge to home post hospitalization. The 

care bundle implemented specific strategies to identify patient needs post discharge. The 

interventions resulted in increasing patient satisfaction, decreasing the length of time for the post 

discharge follow up, and reducing errors on the discharge medication reconciliation (Rise et. al, 

2016).    

Transitional Care  

Chronic illnesses such as heart failure and chronic obstructive pulmonary disease increase the 

likelihood of a hospital readmission. However, when combined with organizational factors like 

inadequate discharge processes, lack of timely follow up, and poor communication between the 

hospital and the primary care provider, a readmission is more likely.  During the transitional 

phase, patients experience symptoms such as fatigue, memory problems, malnutrition and a 

reduced ability to perform activities of daily living (Verhaegh, Mac-Neil-Vroom, Eslami, & 

Geerlings, 2014). These symptoms require care coordination to alleviate feelings of 

abandonment. A meta-analysis study demonstrated that high intensity transitional care 

interventions are associated with reducing hospital readmission rates in the short, intermediate, 
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and long term (Verhaegh, et. al, 2014). These interventions include care coordination by a nurse 

or advanced practice nurse, communication between the hospital, primary care and a home visit 

within three days of discharge to address specific health care concerns that commonly occur 

during the transition phase. 

With the mandates of the PPACA, the healthcare reimbursement system is changing, 

necessitating healthcare providers incorporate patient engagement into treatment plans. Evidence 

shows that patients as well as family members do not contribute to in-patient care when it comes 

to symptom management and health promotion (Verhaegh, et. al, 2014).  This results in patients 

and caregivers misunderstanding how to assess and manage symptoms.  This inadequate health 

knowledge and an inability to grasp deteriorating symptoms by the patient as well as their family 

caregiver ultimately increases readmissions.  Providing knowledge, skills and self-care abilities 

to patients and their family caregivers will determine how they will manage once discharged, and 

should overall improve health outcomes.   

Self-care & Confidence  

Self-care maintenance as it relates to self-perception of health and life factors can direct 

healthcare providers with interventions that motivate patients, potentially leading to decrease in 

readmissions. The Patient Protection and Affordable Care Act (ACA) has redesigned the 

healthcare system establishing that provider payments should be based on patient outcomes 

(Miller, 2016). In response, The ACA and the Centers for Medicare and Medicaid Services 

(CMS) have implemented the Medicare Shared Savings Program (MSSP) where healthcare 

providers share the financial risk and are forced to improve quality to receive bonus payments or 

receive penalties for not meeting outcomes (Miller, 2016).  Providers who promote self-care can 

increase a patient’s confidence by setting goals and teaching patients to make behavior changes 



PATIENT CENTERED TRANSITION    11

on their own terms. Patients who are given these tools are usually motivated and have the skills 

and confidence to make decisions to manage their own health.     

Motivation and Self Care 

 Motivation and self-care are key for individuals wanting to protect their health and 

wellbeing. A patient may have good intentions when setting their goals but if they lack the 

motivation to go through with the activities needed to achieve those goals they will not succeed. 

Motivation is defined by Abotalebidariassari et. al, (2016) as an attempt to achieve goals and a 

reason for showing behaviors. Therefore a lack of motivation is a barrier to self-care for patients 

with chronic illnesses. When patients are unable to see positive results, they are disappointed and 

can suffer from a lack of self-care (Abotalebidariassari et. al, 2016).  Individuals with chronic 

illnesses require motivation, knowledge, and confidence skills in order to make effective 

decisions about managing their care.  

The most motivated individuals are those that have an understanding about their chronic 

illnesses and have made a decision about how they are going to care for their health (Miller, 

2016). They have strong beliefs and values about what constitutes a good quality of life. Patients 

only want to live life to the fullest knowing that they have the support of their healthcare 

providers. The healthcare provider promotes guidance based on current guidelines while 

managing symptoms based on the patients preferences and accessibility. Patients want to believe 

in their providers and have a trusting caring relationship with them. This relationship promotes 

willingness to care for one’s self.  

 Self-care Tools  

Evidence suggests that awareness and cognition indirectly affect the way a person provides 

self- care and there is a distinct relationship between knowledge and self-care (Grafton, Bassett, 
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& Cohn, 2017). According to Grafton et. al, (2017) a patient’s care should be addressed 

individually because each patient has a different perspective on what they believe is important to 

having a good quality of life.  The Self Care of Heart Failure Index and the Patient Activation 

Measure (PAM) are tools that can individually assess self-care confidence and measure a 

patient’s knowledge, skills, beliefs and confidence when managing their care (Miller, 2016).  

The incorporation of these concepts in the Patient Centered Transitional Care Program will 

individualize treatment plans, promote confidence about self-care and improve patient outcomes. 

Theoretical Framework  

  Heart failure and chronic obstructive pulmonary disease are two complex chronic 

illnesses that require symptom management. Helping patients to manage their symptoms will 

promote independence in self-care management. Orem’s Theory of Self Care addresses the 

concept that people are distinct individuals. Orem introduced self-care motivation as a 

prerequisite to performing self-care activities to protect their lives, health and wellbeing, she 

states that a lack of motivation may result in a self-care deficit (Orem, 2001).  People should be 

responsible for their own care based on knowledge of their health problems (Orem, Taylor, & 

Renpenning, 1991).  

The theory promotes that individuals initiate and perform self-care through their 

interactions and communications within social groups. Orem recognized that self-care is a 

function that people have to perform for themselves. The self-care theory consist of universal 

care with the concept of basic needs that we need for survival such as food, water, air, and 

elimination (Orem, 2001). The developmental component consist of universal self-care where 

Orem’s theory recognizes that people are affected by limitations with their health conditions that 

may not allow them to meet their self-care needs (Orem et. al, 1991).  
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The Self Care Theory concepts also focus on nursing as a practice and how patients strive 

to achieve self-care. When given the power with knowledge, support, interventions and teaching 

the individual can return back to normal function. The health deviation concept recognizes that 

individuals are fully capable of meeting their needs and achieving their goals.  Self-care applies 

to the assessment and evaluation of an individual process to maintain health and wellbeing. The 

Patient Centered Transitional Care Model will provide guidelines to help patients to understand 

their role in self-care to prevent a self-care deficit.  

  The Patient Centered Transitional Care model designed a care plan for heart failure and 

chronic obstructive pulmonary disease that addresses the needs of survival for chronic illnesses. 

The patient, providers at the clinic and Project Team Leader worked together to meet the self-

care needs in order to prevent a self-care deficit. The program promoted an environment that met 

the individuals’ needs through doing, teaching, and supporting.  Together the patient, provider 

and the Team Leader worked to create a plan based on current treatment plan, this plan was one 

that the patient was a part of and could adhere to. The patient was educated on symptom 

management and reviewed medications for proper administration. The patient was supported by 

the provider and the Team Leader through listening and not being judgmental. The program was 

flexible enough to meet the needs of the participants.   

  The Caring Philosophy of the College of Nursing provided understanding that people 

naturally want to care for themselves and when given the right tools they can enhance their 

wellbeing and increase their quality of life. The implementation consisted of identifying 

participants with heart failure and chronic obstructive pulmonary disease who were recently 

discharged from the hospital. The Patient Centered Transitional Care Program aimed at 

enhancing provider relationships with patients through education, access, and coordination of 
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care for patients with chronic illnesses (AHRQ, 2018). By promoting access to patient records 

through electronic devices, patients are empowered to use the information to make better 

lifestyle choices (Mansukhanai et. al., 2015). Though the use of MyChart, which is the patient 

personalized and secure online access to certain portions of the medical record, the patient 

always has access to the disclosed part of the medical record. This is very important when trying 

to guide patients on being autonomous and managing their own care. The patient is a willing 

participant in the decision-making, keeping the care patient centered.  
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The agency was Volunteers in Medicine in Stuart Florida. Permission was 

obtained from the medical director, Dr. Howard Voss.  (see Appendix A) 

B. Recruitment of participants  

The Project Team Leader provided the clinic staff with information about the 

program. The medical director, office manager, office personnel, medical assistants and 

social worker agreed to participate by providing access to patient records to identify 

patients who have had recent admissions or ED visits. The Project Leader requested 

access to the EPIC hospital system. Once that access was granted the Project Leader was 

able to identify the participants who attended VIM and also met criteria for the project, 

such as previous hospital emergency room visits or an inpatient hospital stay.  Eligible 

patients were those who had been active with VIM for the past 12 months, was diagnosed 

with COPD or HF, and had a hospital or ED discharge within the prior 12 weeks.  

C. Protection of participants 

Participation in this project was voluntary.  The participants were advised that 

participation was not mandatory. They were well informed that their benefits would not 

be affected for lack of participation. Patients ‘goals were only shared when necessary for 

care and coordination.  

D. Tools/Instruments  

The Patient Assessment of Care for Chronic Conditions (PACIC) (see Appendix 

B) was administered to each patient during an office visit to compare patient’s 

perceptions about the care they received from prior healthcare encounters, and their 

perceptions after participating in the Patient Centered Transitional Care Program. The 

tool was administered in a pre-posttest format. The PACIC was used to determine the 



PATIENT CENTERED TRANSITION    16

patient’s responses about the care they received before and again after the intervention, to 

decide if there were any changes in their perceptions based on the interventions. The 

PACIC  tool is a 20-item survey which was published in 2003 by the MacColl Institute 

for Healthcare Innovation in the early 1990’s with the help of the Improving Chronic 

Illness Care (ICIC) team (Glasgow et al, 2005). The tool uses a Likert scale to rate health 

care and services provided. The PACIC addresses patient activation, delivery system 

design, goal setting, problem solving, and follow up coordination (Schmittdiel, Mosen, 

Glasgow, Hibbard, Remmers, & Bellows, 2008). 

The tool was an initiative from the components of the Chronic Care Model 

(CCM). It was derived from a national pool of experts on chronic illness care (Glasgow 

et. al, 2005).  The PACIC assesses the patient’s perspective of health care, it focuses on 

patient centered care and self-management (Schmittdiel et. al. 2008).  The PACIC 

measures self-management behaviors, self-reported adherence to medications, and patient 

rating of their health care (Schmittdiel et. al. 2008).  

The tool is correlated (r=0.13) with a number of chronic conditions, there is a 

moderate test retest reliability (r=0.58 during the course of 3 months) and was correlated 

moderately as predicted (r=0.32-0.60, median 0.50. P<0.001) to measures of primary care 

and patient activation (Glasgow et al, 2005).   

The 5 A’s (assess, advise, agree, assist, arrange) is a patient centered model of 

behavior that coincides with the CCM to reinforce self-management support and access 

to community resources (Glasgow et. al, 2005). The PACIC tool consist of the 5 A’s with 

patient activation, delivery system design/decision support, goal setting, problem 

solving/contextual counseling, and follow up/coordination (Glasgow et. al, 2005).  
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E: Intervention 

 The targeted population were adults aged 18 thru 65 who were admitted to the 

hospital or discharged from the ED with a diagnosis of COPD or HF. There are no 

current methods of identifying these patients for post hospital follow ups. The sample 

was a convenience sample determined by the number of patients meeting the inclusion 

and exclusion criteria.  

The project Leader requested access to the EPIC (hospital system) to review VIM 

patient admissions and discharges from May 2017 through May 2018, also to determine 

readmission rates prior to the start of the program, and to enroll as many participants as 

possible within the specific timeframe. Once access was granted, the project Team 

Leader reviewed all patients diagnosed with heart failure and chronic obstructive 

pulmonary disease either as a primary or a secondary diagnosis at the VIM clinic to 

determine if any emergency room visits or inpatient admissions occurred within the 

previous three months, from March 2018 through May, 2018.  

This list served as a guide to identify patients that could potentially be readmitted 

or had an emergency room visit. The patients were asked to complete the PACIC tool to 

assess their perception about their hospital visit and the care they received during that 

hospital visit.  

The hospital discharge list was reviewed by the Project Team Leader each week 

from May through July 2018.  Once it was determined that a patient had a hospital visit 

within the previous twelve weeks they were identified as a potential participant. If they 

were discharged within the past 5-7 days a follow up appointment was scheduled.  The 

intervention included a face to face post hospital visit  at the clinic to review the items 
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listed in the physician checklist to reduce readmissions created by the California 

Healthcare Foundation (2010) (see Appendix C). The information was provided during a 

thirty minute visit with the Project Team Leader, or another health care provider at the 

clinic. Topics covered during the visit included the participant’s perspectives on the 

reason for the hospital visit, a review of the list of medications the participant is taking, 

any follow up tests scheduled, and their goals for the visit. The participants’ care plan 

was reviewed with them. The review consisted of prescribed medications, symptoms of 

heart failure, and/or chronic obstructive pulmonary disease, recommendations and 

management for the specific chronic illness.  Self-management techniques and symptom 

management was also discussed for early intervention and follow up care.   

The participants were assisted with signing up for the electronic application 

(MyChart) to review medications; lab and imaging test results such as x- rays and scans 

that are available to them.  At the end of the visit the participants demonstrated how to 

access the MyChart application. Patient learning was assessed through the “teach back” 

method. The patients verbalized a brief understanding of the medications they are 

currently taking and also demonstrated how to properly use an inhaler. The participants 

were also able to describe symptoms for exacerbations and appropriate interventions.  

Follow up appointments were scheduled in two weeks for a second follow up 

appointment to discuss any problems they may have had that prevented them from 

achieving their goals.   
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Results  

Objective achieved  

The primary measurable outcome for this intervention was the use of a patient centered 

transitional care intervention for patients with heart failure and/or COPD in relation to hospital 

admissions or ED visits. Secondary outcome includes a decrease in readmission or ED visit. 

Demographics include age, sex, and ethnicity were collected from the participants. The 

intervention began in May 2018 and ended in August 2018. There was ongoing admission during 

this period of patients with heart failure and/or COPD meeting all the criteria. The Patient 

Centered Transitional Care Program included two follow up visits with a provider. All 

participants received the PACIC tool for the pretest. Each participant received two follow up 

visits post a hospital visit plus a separate visit to complete the posttest, if unable to come for a 

visit then the posttest was completed via telephone.  

 The Heart Failure diagnosis did not yield many patients due to different variables not 

considered at the start of the project. There was not a significant number of Heart Failure patients 

from the clinic that had a hospital visit. Heart Failure describes multiple physiological 

occurrences in the cardiovascular system.  HF constitutes a variety of subgroups including acute 

coronary syndrome, ischemia, accelerated hypertension, or acutely decompensated HF (Yancy, 

et. al.  2013). If the right diagnosis code was not submitted to the data collector during the 

identification of the patient diagnosis search, patients with heart failure may have been excluded.   

Patients with COPD are easier to identify due to the specificity of the diagnosis. 

 An initial review of one hundred and twenty patients at the Volunteers of Medicine from 

May 2017 through May 2018 with the diagnosis of J44.1 COPD, I50.9 Unspecified heart failure, 
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I50.1 Left ventricular failure, I50.32 Chronic diastolic heart failure and I50.20 Unspecified 

systolic heart failure were identified as being in the ED or admitted to the local hospital.  

Review of one hundred and seventy nine patient’s revealed one hundred and thirty six 

had at least 1 ED visit and forty three patients were admitted to the hospital with any diagnosis 

not specifically related to HF/COPD from May 2017 through May 2018. Records were reviewed 

monthly to determine patients meeting criteria that visited the hospital from May 2018 through 

August 2018.  A total of eleven patients met the criteria for the project of having either 

COPD/HF and being admitted into the hospital or had an ED visit within 30 days from the start 

of the project. Of the eleven patients, 4 were excluded because they were no longer active 

members at the clinic, 2 were unable to schedule appointments to meet the specific time frame of 

3-5 days within discharge. Ultimately 5 participants were included in the intervention.  The 

intervention consisted of 5 Caucasians, 3 females and 2 males. The mean age of the intervention 

group was 60.2 years, with a range of 57 to 64 years of age.  Each participant received a post 

hospital visit and was seen by a provider from the clinic or the Team Leader. The participants 

discharge instructions were reviewed with them, they were educated on the use of their inhalers, 

the importance of taking their medications as directed from their last visit. They were asked to 

bring in their medications for a second follow up visit. During the first visit there was discussion 

about what would make their care more patient centered and more manageable.  

Findings  

Participant #1 was using the rescue medication two to four times daily instead of using 

the nebulizer. Education was provided on the purpose of the nebulizer and rescue medications. 

Education was provided on the reasons why they should not be used interchangeably. Specific 
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instructions and times were provided to assist with deciding when to initiate the rescue. 

Participant # 2 came to the second follow up visit with all medications. The medications were 

reconciled based on the post discharge and the clinic medication profile lists. There was return 

demonstration by the participant on the use of inhalers and the frequency and indications for 

each prescribed medication. Participant number # 3 was having frequent COPD exacerbation 

related symptoms and wanted a medication that was not part of the current treatment plan. The 

participant was recently given promethazine and codeine received during a recent hospital stay. 

The participant felt that it worked well for the symptoms. The participant wanted a prescription 

for this medication to relieve the cough that was causing the frequent ED visits. The participant 

was prescribed the medication and did not have an ED visit or hospitalization from June through 

August of 2018 during the intervention.  

Participants were informed on the use of the Mychart online computer application to 

follow up with their care from the hospital and to review labs, diagnostic tests and keep up with 

scheduled appointments. Participant #3, 4 and 5 already had access to the online service. 

Participant # 1 did not have access, was interested in the application but did not have phone 

during the visit. Instruction was provided on how to sign up for the application. Participant # 2 

did not have a smart phone and therefore unable to sign up for the online service.  

Five total participants completed the PACIC pre and posts tests. Of the five patients none 

were readmitted to the hospital or went to the ED for a COPD/HF related diagnosis. One of the 

participants did go to the ED and was admitted for a fall related injury during the intervention 

period. There was difficulty in reaching one participant for the posttest but was reached after 

multiple attempts.  
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Review of the scores on the PACIC assessment survey, there were five participants who 

took the survey prior to starting the program. The score responses on the survey consisted of 

none of the time, a little of the time, some of the time, most of the time, and always. The scores 

were combined together for the five participants to reach a four point increase from the pre and 

posttest. All the participants received two follow up appointments within the 3-5 day post 

discharge period. 80% of the participants were able to access the MyChart app on their electronic 

devices.  One participant did not have the capability due to their type of electronic device. 

Review of the EPIC hospital admission and ED visit revealed there were sixty-three patients total 

that visited the hospital. Of the sixty-three patients eighteen were hospital admissions and forty-

five were ED visits, not all the patients were active with the Volunteers of Medicine during the 

sampling. There was 1 patient with a COPD/HF related diagnosis in the ED with a primary 

diagnosis of intractable nausea and vomiting. There was another project participant that visited 

the ED for an unrelated diagnosis of strain of Achilles tendon.  There were thirteen COPD/HF 

patients from the ED, hospital list at the start of the intervention from May through July. There 

was a total of 2 COPD/HF patients at the end of the intervention from August through 

September. There was an 85% decrease in COPD/HF patient hospital visits.  

 A paired sample t- test was conducted to assess increase in patient’s perception on 

receiving patient centered care from pre to post 3 month intervention. The average score on the 

pretest 9.04 (.548) increased 4 points on the posttest 13 (2.66). This was a statistically significant 

differences, p<.002.  

Table 1: Number of Hospital and ED visits  
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Table 2: Pre and Posttest on patient centered care perception.  

Pretest  Posttest    
      
M SD M SD t P                  

9.04  .548  13  2.66   -5.6  <.002 

 

 

 

Project Evaluation  

Volunteers in Medicine Clinic of Stuart (VIM) uses the E clinical works electronic medical 

record system (EMR). They only have the basic program for this EMR due to the cost. Because VIM does 

not charge any patient, insurance company or federal healthcare program for services rendered, there has 

been no consistency to coding patient visits or diagnoses. In the 6 months prior to beginning this Project, 

healthcare providers at VIM began to use ICD-10 codes more frequently but without any guidelines. As a 

result, it was difficult at best to retrieve patient records with specific medical diagnoses such as those 
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required for this Project. Unfortunately, one patient in the Heart Failure category could be identified and 

only 5 patients in the COPD category were identified that met the criteria. However, as a result the need 

to code patient conditions and visits for reasons other than charging purposes became evident, as a result 

of my Project, to providers and administrators, systems for improvement in this area are beginning to be 

developed. This Project has shined the light on the need for collecting data for future studies, surveys, 

grant proposals and reporting to shareholders. 

Formative  

 A modification that would have been made during the implementation phase include a 

more thorough review of the patients’ diagnosis for the population base of the clinic. During 

review of the EPIC (hospital system) the diagnosis with the most frequent visits were those 

related to musculoskeletal conditions, abdominal pain, and alcohol intoxication. Therefore there 

does not appear to be a large number of COPD/HF patients going to the hospital as a primary 

diagnosis. Having a better way to capture the Heart Failure diagnosis without having to use 

multiple diagnosis codes.  Another change was from the Team Leader completing the post 

discharge and follow up visit with the participants to any provider seeing the participants so the 

intervention is more accommodating for the patients. Participants had to have specific 

appointments due to transportation or family obligations that could not be modified.  

 Challenges encountered included not having enough patients meeting criteria for the 

project. The total project had five patients with COPD and one patient with HF which was a 

combination diagnosis of COPD and HF. Another challenge encountered was being able to 

access the information via the EPIC hospital system. There was paper work that had to be 

completed in order to get access to the system. Once access was obtained there was still 

difficulty accessing the information. The information was not easily accessible. The information 

had to be manually abstracted to get the specific information necessary to meet the criteria for 
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the project. The information was abstracted manually weekly to ensure the correct patients were 

gathered to meet the criteria. There was no way of knowing if all of the patients meeting the 

criteria was gathered based on the information that was provided. There may have been other 

patients that could have met the criteria but were inadvertently missed due to the data collection 

process. It is noteworthy to mention that the small sample size can lead to inadequate outcome 

measures. It was not possible to recruit more participants due to the limitations stated above. 

Summative  

Due to the limited method of identifying patients that met the criteria for this Project, the sample 

number was very low. I would strongly recommend that coding be used by all healthcare providers in the 

clinic and chart reviews be conducted on a regular basis to ensure that this is being done. This will ensure 

that VIM has the most accurate patient numbers and data on those patients to promote their mission and 

continue the wonderful work that they do at the clinic. The sample number was lowered even further by 

the policies for maintaining patient status within the clinic. Because VIM is a non-profit free community 

medical clinic that provides health care services for patients that fall 200% and below the poverty level, 

there are not only very specific admission criteria, but also criteria that outline when the patient must be 

dis enrolled from the clinic. One of the patients in this Project were dis enrolled from the clinic without 

completing all phases. Since patients can become very distraught when they lose these free services, it 

was recommended that I not contact the participants after dis enrollment from the clinic.  

Since there is a strong affiliation between VIM and Florida Atlantic (FAU). I would suggest that 

a consultant from the College of Business, College of Medicine or Information Technology at FAU be 

enlisted to facilitate development of more complete and accurate patient tracking methods.  

 

 

 

Recommendations 
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The need for continued monitoring of patients with COPD and HF is very important to keep 

with the standards of decreasing readmissions for patient with these diagnoses. The 

recommendations for the clinic would consist of: 

 Having a designated person to review EPIC weekly for patients who are diagnosed with 

chronic illnesses to ensure they have a follow up visit within 3-5 days of an ED or 

hospital visit. 

 Identify specific diagnoses codes to use to be able to capture patients with HF and not 

miss them because of using multiple different diagnoses.  

 Incorporate an alert into E clinical works to alert the provider that the patient has visited 

the hospital without the provider having to go to another system to search for patient 

hospital visits.  

 A consultant from the College of Business, College of Medicine or Information Technology at 

FAU be enlisted to facilitate development of more complete and accurate patient tracking 

methods.  

 The transition from hospital to home can be a difficult time for patients and their families. 

Advanced practice providers often follow up with these patients as an outpatient. The patient is 

often left to manage their care on their own with limited knowledge and resources. Patient 

centered transitions where the patient is provided with the resources to provide self-care can 

decrease anxiety and feelings of desertion. By capturing HF/COPD patients as quickly as 

possible it can eliminate the gaps in care that patients experience during the transitional phase. 

The Patient Centered Transitional Care Program identifies patients at risk and provides them 

with the education, strategies, and knowledge needed to self-manage their care.    
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Appendix B 

 

 

  
 
 

 
Copyright 2004 The MacColl Center for Health Care Innovation, Group Health Cooperative. The Improving Chronic Illness Care program is 
supported by The Robert Wood Johnson Foundation, with direction and technical assistance provided by Group Health's MacColl Center for 
Health Care Innovation. For more information go to www.improvingchroniccare.org 

Assessment of Care for Chronic Conditions  
 
Staying healthy can be difficult when you have a chronic condition.  We would like to learn about the 
type of help with your condition you get from your health care team.  This might include your regular 
doctor, his or her nurse, or physician’s assistant who treats your illness.  Your answers will be kept 
confidential and will not be shared with your physician or clinic.  
 

Over the past 6 months, when I received care for my chronic conditions, I was: 
 
 

 None of 
 the time 

A Little of 
the Time 

Some of 
the Time 

Most of 
the Time 

Always 

1. Asked for my ideas when we 
made a treatment plan. 

 
1 

 
2 

 
3 

 
4 

 
5 

2. Given choices about treatment to 
think about. 

 
1 

 
2 

 
3 

 
4 

 
5 

3. Asked to talk about any problems 
with my medicines or their 
effects. 

 
 
1 

 
 
2 

 
 
3 

 
 
4 

 
 
5 

4. Given a written list of things I 
should do to improve my health. 

 
1 

 
2 

 
3 

 
4 

 
5 

5. Satisfied that my care was well 
organized.  

 
1 

 
2 

 
3 

 
4 

 
5 

6. Shown how what I did to take 
care of myself influenced my 
condition. 

 
 
1 

 
 
2 

 
 
3 

 
 
4 

 
 
5 

7. Asked to talk about my goals in 
caring for my condition.   

 
1 

 
2 

 
3 

 
4 

 
5 

8. Helped to set specific goals to 
improve my eating or exercise. 

 
1 

 
2 

 
3 

 
4 

 
5 

9. Given a copy of my treatment 
plan. 

 
1 

 
2 

 
3 

 
4 

 
5 

10. Encouraged to go to a specific 
group or class to help me cope 
with my chronic condition. 

 
 
1 

 
 
2 

 
 
3 

 
 
4 

 
 
5 

11. Asked questions, either directly or 
on a survey, about my health 
habits. 

 
 
1 

 
 
2 

 
 
3 

 
 
4 

 
 
5 
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Over the past 6 months, when I received care for my chronic conditions, I was: 

 
 None 

of the time 
A Little of 
the Time 

Some of 
the Time 

Most of 
the Time 

Always 

12. Sure that my doctor or nurse 
thought about my values, beliefs, 
and traditions when they 
recommended treatments to me. 

 
 
 
1 

 
 
 
2 

 
 
 
3 

 
 
 
4 

 
 
 
5 

13. Helped to make a treatment plan 
that I could carry out in my daily 
life. 

 
1 

 
2 

 
3 

 
4 

 
5 

14. Helped to plan ahead so I could 
take care of my condition even in 
hard times. 

 
 
1 

 
 
2 

 
 
3 

 
 
4 

 
 
5 

15. Asked how my chronic condition 
affects my life.  

 
1 

 
2 

 
3 

 
4 

 
5 

16. Contacted after a visit to see how 
things were going. 

 
1 

 
2 

 
3 

 
4 

 
5 

17. Encouraged to attend programs in 
the community that could help 
me. 

 
 
1 

 
 
2 

 
 
3 

 
 
4 

 
 
5 

18. Referred to a dietitian, health 
educator, or counselor. 

 
1 

 
2 

 
3 

 
4 

 
5 

19. Told how my visits with other 
types of doctors, like an eye 
doctor or other specialist, helped 
my treatment. 

 
 
 
1 

 
 
 
2 

 
 
 
3 

 
 
 
4 

 
 
 
5 

20. Asked how my visits with other 
doctors were going.  

 
1 

 
2 

 
3 

 
4 

 
5 
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Appendix C 
 

A Physician Checklist to Reduce Readmissions   
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Table 1: Number of Hospital and ED visits  

Categories Year Month Month Month Month 

  
 6/01/17-
5/18/18  

5/19/18-
6/26/18 

6/27/18-
7/26/18 

7/27/18-
9/3/18 

9/4/18-
10/4/18 

ED discharges All 
Diagnosis  136 45 38 54 63 
Hospital Admissions All 
Diag 58 14 10 12 18 
COPD 14 5 7 1 0 
HF 1 0 1 1 0 

 
 
 
 
Table 2: Pre and Posttest on patient centered care perception.  

t-Test: Paired Two Sample 
for Means     
      

  Pre_Avg Posst_Avg
Mean 9.04 13
Variance 0.548 2.66
Observations 5 5
Pearson Correlation 0.29817512   
Hypothesized Mean 
Difference 0   
df 4   

t Stat 
-

5.613774974   
P(T<=t) one-tail 0.00247396   
t Critical one-tail 2.131846786   
P(T<=t) two-tail 0.004947919   
t Critical two-tail 2.776445105   

 


