Editorial
Slowing the Revolving Door of
Hospitalization for Acute Heart Failure

JoAnn Grif Alspach

Scope of Issues Related to
HF Hospitalization
The dimensions of this disorder are massive and expanding, precipitating its characterization as both an epidemic and as a
staggering clinical and public health problem
associated with significant morbidity, mortality, and cost, primarily borne by those older
than 65 years.2 Approximately 5.1 million
adults older than age 20 in the United States
have HF and current estimates project that HF
prevalence will increase by 25% by 2030.3 The
overall incidence of HF in the United States
has remained disappointingly stable for the
past few decades, with more than 650000 new
HF cases diagnosed each year.3 Blacks have the
highest likelihood of developing HF, followed
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by Hispanics, whites, and Chinese Americans,
reflecting differences among these racial groups
in the prevalence of risk factors such as hypertension and diabetes mellitus.4 In Americans
older than 65 years, the incidence of HF
approaches 10 per 1000 population.3
Heart failure is a contributing cause of
death for nearly 275000 Americans each year,
appearing on one of every 9 death certificates,
and is the underlying cause in more than
56000 of those deaths.3 Researchers at Yale
examined data for all Medicare beneficiaries
65 years or older with a primary diagnosis of
HF and found the median 30-day mortality
rate was 11.1% for HF.5 Although longer term
survival following diagnosis of HF has improved
somewhat, 5-year mortality remains high at
roughly 50%.6
Physician office visits for a primary diagnosis of HF total 1.801 million annually, while
emergency department visits tally 668000
and outpatient visits add another 293 000.3
In the decade between 2000 and 2010, the
annual number of hospital discharges for
patients with HF maintained a steady pace,
rising slightly from 1.008 million to 1.023
million.3 The cost of all of this health care for
HF patients, estimated for 2013 at $32 billion,
is projected to rise nearly 120% to $70 billion
by 2030.7 At an individual level, one estimate
of the total lifetime costs of HF calculated with
2007 data was $109541 per person, with substantially higher costs for patients with diabetes mellitus (24.8% higher) and those with
preserved ejection fraction ≥50% (23.6%
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he most recent American College of
Cardiology Foundation/American Heart
Association guideline for the management of heart failure (HF) defines this disorder
as a complex clinical syndrome that results from
either structural or functional impairment of
ventricular filling or ejection.1(p246) Although
this condition may be associated with disorders
of the heart valves, endocardium, myocardium,
pericardium, aorta, or metabolic problems,
most patients with HF experience fatigue and
dyspnea, clinical symptoms that reflect impaired
left ventricular function. Some but not all
patients with HF present with clinical manifestations of volume overload.1

Strategies to Reduce HF Readmissions
Against this backdrop, researchers at Yale recently
surveyed US hospitals to determine the interventions
used to reduce readmissions.15 They then surveyed a
national sample of 658 hospitals enrolled in the American College of Cardiology’s Hospital-to-Home campaign16
to determine the specific strategies related to lowering
30-day readmission rates for patients with HF. Survey
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items encompassed approximately 30 different interventions organized around 3 conceptual dimensions:
quality improvement and performance monitoring
activities, medication management (reconciliation,
teach-back), and procedures for discharge and followup. Findings from the 599 hospitals that responded to
the survey (91% response rate) revealed that the strategies independently associated with significant reductions in hospital 30-day readmission rates for HF were
as follows:
1. Partnering with nearby hospitals
2. Partnering with physicians or groups of physicians in the community
3. Having nurses be responsible for medication
reconciliation
4. Assigning specific staff to follow up with test
results delivered after the patient’s discharge
5. Employing a procedure that forwards all paper
or electronic discharge summaries directly to
the patient’s primary physician
6. Scheduling follow-up appointments before
discharge17
Some interesting additional findings from this study
reflect considerable margin for continued performance
improvement in this area:
• Among the 6 interventions associated with
lower rehospitalizations, most were implemented by fewer than 30% of the nearly 600
hospitals surveyed
• Only 7% of hospitals implemented all 6 strategies
• A few recommended strategies that appeared to
more closely align inpatient and outpatient care
for HF patients were linked to higher rather than
lower readmission rates: frequency with which
outpatient and inpatient prescription records
are linked electronically; patients or caregivers
receiving written emergency plan at discharge;
hospital regularly telephoning patients after discharge to follow up on needs or provide additional education.17
Interventions such as the latter appear so counterintuitive that they beg explanation. One plausible
explanation may be that the strategy’s design or components or implementation is markedly different among
different hospitals to the extent that “postdischarge
follow-up” or “patient/caregiver education” comprises

CriticalCareNurse

Vol 34, No. 1, FEBRUARY 2014

9

Downloaded from http://aacnjournals.org/ccnonline/article-pdf/34/1/8/114148/8.pdf by guest on 19 May 2022

higher).8 Much of the staggering cost associated with
HF is attributable to both its high rates of hospitalization and rehospitalization. In the United States, HF
remains the leading cause of hospitalization among
patients 65 years and older.3,9,10 Annually, more than 1
million patients are hospitalized with a primary diagnosis of HF.3 Despite improvement in outcomes related to
newer medical therapies over the past few decades, hospital readmission rates for HF remain unacceptably
high, with readmission within 30 days in about 24% of
cases,5 though varying widely from 10% to 50% across
US hospitals,11 and readmission within 6 months of discharge in 50% or more of cases.5,11,12 The greatest risk for
readmission occurs immediately following hospital discharge and 1 to 2 months preceding death, with a relative risk plateau in the interim.12
Now as the first wave of baby boomers has floated
onto the Social Security and Medicare rolls, it is hardly
surprising that the US Center for Medicare and Medicaid Services responded to the human, health care, and
financial toll associated with HF and heavily subsidized
by federal tax dollars by instituting mandatory reporting and comparison of 30-day hospital readmission
rates for HF in 2009 as a pay-for-performance initiative.13
Although that legislation spurred research and quality
improvement (QI) initiatives aimed at improving both
public perceptions and hospital reimbursements, the
following year’s federal legislation proposing to use those
publicly reported indicators to deny Medicare reimbursement to hospitals with high 30-day hospital readmission rates has escalated those efforts multifold.14 Despite
a flurry of programs developed to mitigate the revolving
and repeating cycles of hospitalization, discharge, and
readmission for this disorder, hospitalization rates for
HF remain lofty, while readmission rates continue to
rise,2 and evidence of successful approaches to lower
hospital readmissions for patients with HF are limited.

very different things or is delivered well or poorly or
provided consistently or inconsistently from one hospital to another. In any case, study findings in this
category clearly flag a need to determine the attributes of each readmission reduction strategy so that
future studies and later meta-analyses to judge their
efficacy can compare standardized versions of each
strategy rather than labels left to self-determination
of intent, content, scope, inclusions, who does what
to whom, how and when.

Tri-Phase Tailoring of HF Interventions
Rather than focusing solely on the effectiveness of
individual strategies applied during the admission or
discharge, Desai and Stevenson9 suggest that these
endeavors might be more effective if they were tailored
to the 3 phases that comprise the clinical course of HF.
This strategy would approach prevention of HF readmissions via strategies tailored to each of these phases:
1. The Transition Phase: From Hospital to Home.
After the hospitalization period when care included
restoration and stabilization of fluid balance, management of exacerbating influences, and adjustment of
neurohormonal antagonists, transition phase strategies would encompass comprehensive discharge planning, provision of all necessary patient and/or caregiver
instruction, guidance on managing sodium and fluid
restrictions, collaboration and communication with
visiting nurses, and scheduled patient follow-up
within 7 to 10 days of discharge.
2. Plateau Phase. Once HF patients are stabilized,
those with reduced ejection fraction may be optimized
on so-called disease-modifying therapies such as angiotensin receptor blockers, β-blockers, or aldosterone
antagonists, while those with preserved ejection fraction have few therapies targeted for support. Ongoing
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Alternative Model of Care for HF
The other half of this paradigm shift proposes an
alternative model of care for HF patients that centers
around reframing the role and influence of the traditional model of the ambulatory HF clinic. Rather
than this clinic serving as a focal point for intermittent assessment and management of chronic HF, the
proposed model redesigns this point of care as an
ambulatory treatment center with much tighter linkage to both home surveillance as well as to active
treatment options that would serve as alternatives
to hospitalization.

How Critical Care Nurses Can
Contribute to Reducing HF Readmissions
In the variable time interval between development
of HF and management of its refractory, terminal
slope, most patients afflicted with this disorder experience numerous hospital admissions, discharges, and
readmissions. During these hospitalizations, critical
care nurses have numerous opportunities to collaborate with other members of the health care team and
successfully manage acute episodes and to intervene
in meaningful and effective ways to better prepare
patients and families for discharge in a manner that
diminishes the need or at least extends the timeframe
for the next readmission. At a minimum, we need to
ensure that strategies already identified as effective in
reducing HF readmissions are consistently delivered
in an organized protocol of care that is monitored for
both delivery and effectiveness.
In addition, we can contribute to the value and
quality of evidence-based care in this area by reviewing
the literature to determine how different hospitals
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Rethinking Approaches to Lowering
HF Readmissions
A research team from Brigham and Women’s Hospital in Boston9 offers 2 interesting elements of a paradigm shift for approaching alternatives to reduce HF
readmissions: half of this shift involves tailoring interventions according to the clinical course of HF and the
other half proposes an alternative model of care for
patients with HF.

monitoring to detect rising cardiac filling pressures
would be ideal, but remains more than challenging.
3. Palliation and Priorities Phase. As HF advances
toward its end stage, the patient’s care and quality of
life may benefit from a calm and thorough discussion
of the patient’s preferences among alternatives for endof-life care well before they begin to despair in an accelerating cycle of readmissions. If care conferences can
take place in an outpatient setting, options such as palliative care may be considered and tentatively arranged
so hospital readmission may become unnecessary.

operationalize each strategy and by clearly identifying
all relevant attributes of each strategy employed in
local QI initiatives. The more these interventions can
be standardized, the more valid and reliable comparisons of their effectiveness will become. When you
have completed research or QI initiatives that can
enhance nursing practice in this area, Critical Care
Nurse will welcome the opportunity to consider your
report for publication so that both your patients with
HF and your colleagues worldwide can benefit from
your findings. CCN

13. US Department of Health and Human Services. Hospital Quality
Overview. http://www.medicare.gov/hospitalcompare/linking-quality
-to-payment.html. Accessed November 21, 2013.
14. US Department of Health and Human Services. Hospital Quality
Overview. http://www.cms.gov/Medicare/Medicare-Fee-for-Service
-Payment/AcuteInpatientPPS/Readmissions-Reduction-Program.html.
Accessed November 21, 2013.
15. Bradley EH, Curry L, Horwitz LI, et al. Contemporary evidence about
hospital strategies for reducing 30-day readmissions: a national study.
J Am Coll Cardiol. 2012;60:607-614.
16. American College of Cardiology. H2H National Quality Improvement
Initiative. http://h2hquality.org/AboutH2H/AboutH2H/tabid/168
/Default.aspx. Accessed November 21, 2013.
17. Bradley EH, Curry L, Horwitz LI, et al. Hospital strategies associated
with 30-day readmission rates for patients with heart failure. Circ Cardiovasc Qual Outcomes. 2013;6:444-450.

Downloaded from http://aacnjournals.org/ccnonline/article-pdf/34/1/8/114148/8.pdf by guest on 19 May 2022

JoAnn Grif Alspach, RN, MSN, EdD
Editor, Critical Care Nurse
References
1. Yancy CW, Jessup M, Bozkurt B, et al. 2013 ACCF/AHA guideline for
the management of heart failure: executive summary: a report of the
American College of Cardiology Foundation/American Heart Association Task Force on Practice Guidelines. Circulation. 2013;128:1810-1852.
2. Roger VL. Epidemiology of heart failure incidence and survival in a
community-based population. Circ Res. 2013;113(6):646-659.
3. Go AS, Mozaffarian D, Roger VL, et al; on behalf of the American Heart
Association Statistics Committee and Stroke Statistics Subcommittee.
Heart disease and stroke statistics—2013 update: a report from the
American Heart Association. Circulation. 2013;127:e6-e245.
http://circ.ahajournals.org/content/127/1/e6.full#sec-345. Accessed
December 5, 2013.
4. Bahrami H, Kronmal R, Bluemke DA, et al. Differences in the incidence
of congestive heart failure by ethnicity: the Multi-Ethnic Study of Atherosclerosis. Arch Intern Med. 2008;168:2138-2145.
5. Krumholz HM, Merrill AR, Schone EM, et al. Patterns of hospital performance in acute myocardial infarction and heart failure 30-day mortality and readmission. Circ Cardiovasc Qual Outcomes. 2009;2(5):407-413.
6. Roger VL, Weston SA, Redfield MM, et al. Trends in heart failure incidence
and survival in a community-based population. JAMA. 2004;292:344-350.
7. Heidenreich PA, Trogdon JG, Khavjou OA, et al; on behalf of the American Heart Association Advocacy Coordinating Committee; Stroke Council; Council on Cardiovascular Radiology and Intervention; Council on
Clinical Cardiology; Council on Epidemiology and Prevention; Council
on Arteriosclerosis; Thrombosis and Vascular Biology; Council on Cardiopulmonary; Critical Care; Perioperative and Resuscitation; Council
on Cardiovascular Nursing; Council on the Kidney in Cardiovascular
Disease; Council on Cardiovascular Surgery and Anesthesia, and Interdisciplinary Council on Quality of Care and Outcomes Research. Forecasting the future of cardiovascular disease in the United States: a policy
statement from the American Heart Association. Circulation. 2011;
123:933-944.
8. Dunlay SM, Shah ND, Shi Q, et al. Lifetime costs of medical care after
heart failure diagnosis. Circ Cardiovasc Qual Outcomes. 2011;4:68-75.
9. Desai AS, Stevenson LW. Readmission rate for HF. Most from rehospitalization for heart failure: predict or prevent? Circulation. 2012;126:
501-506.
10. Gheorghiade M, Braunwald E. Hospitalizations for heart failure in the
United States—a sign of hope. JAMA. 2011;306(15):1705-1706.
11. Joynt KE, Jha AK. Who has higher readmission rates for heart failure
and why? Implications for efforts to improve care using financial incentives. Circ Cardiovasc Qual Outcomes. 2011;4:53-59.
12. Chun S, Tu JV, Wijeysundera HC, et al. Lifetime analysis of hospitalizations and survival of patients newly-admitted with heart failure. Circ
Heart Fail. 2012;5(4):414-421.

12

CriticalCareNurse

Vol 34, No. 1, FEBRUARY 2014

www.ccnonline.org

