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Abstract
Problem: Chronic obstructive pulmonary disease (COPD) and congestive heart failure
(CHF) are chronic conditions and common causes of death and disability in the United
States that lead to emergency department (ED) overutilization. In individuals with these
conditions, unnecessary use of the ED can adversely affect health outcomes, significantly
increase healthcare expenditures, and result in poor quality of care (Soril et al., 2015).
Emergency Department overutilization occurs for a variety of reasons, however, poor
education on disease self-management is a major contributor (Cerisier, 2019). Purpose:
This project sought to determine if administering the short-form Patient Activation
Measure (PAM-13) survey in the ED and providing additional educational resources
decreases unnecessary 30-day ED return visits among patients with COPD and CHF who
score an activation level of 2 or less, when compared to the standard care. Methods: A
hospital-based, quality improvement project was implemented using a convenience
sample of patients > 18 years old presenting to the ED with a chief complaint related to
their diagnosis. The PAM-13 survey was used to determine each participant’s level of
activation in their own healthcare prior to the educational intervention. Results: The
average PAM-13 score indicated a need for improvement in disease self-management
among this population. A significant difference was found in the number of 30-day return
visits among participants that received the educational intervention. No correlation was
found between low PAM-13 scores and frequent ED visits among the participants.
Significance: This project supports the need for improved education in the ED for COPD
and CHF patients to improve self-disease management, thus decreasing unnecessary ED

visits and poor outcomes.



DECREASING PREVENTABLE EMERGENCY DEPARTMENT VISITS v

Table of Contents

ACKNOWIBAGEMENT ... ettt sreeeeenes ii
AADSTIACT ...t \Y%
LASE OF TADIES ... viii
INEFOTUCTION ...ttt 1
o 2100 (0 (011 o SRR 1
Problem STAtEMENT........ccviiiiec e 2
PICOT QUESEION. .....eeitiiiiecctie ettt et s b e st e s be e st e e s be e sbe e s beesbeesnbeesbeesnbeesbeeenree e 2
Synthesis of SUPPOItING LItEIrature .........cccueiiiie i 3
PRISMA SEateMENT......cceiiiiiiiiie i 3
TREIMES ... bbbt b et b bbb bbb 4
Barriers to Self-Management...........ccoov oo 4
AcuUte Care ULHHZAtION ..........cooiiiiiiiieieee e 4
HEAITNCAIE COSES ...t 5
Improved Patient Activation & OULCOMES..........cccvevuiiieiieieiie e 5
Variations in Concept Definition or Populations.............cccccveviiicii v 6
Variations in Methods QUAlILY ............ccoiiiiiiiiicc e 6
Conclusion of Synthesis Of LItErature............ccceiieiiiiieiieie e 7
Conceptual Framework: The Theory of Self-Efficacy ..........cccoocevviviiiciiiiicc e, 8
EBP/QI Model: Promoting Action on Research Implementation in Health Services ......... 9
PIOJECE DIBSION .. .ei ettt et e et e et e et e e sae e et e e e b e e beesateenreeaneeas 10
Y/ =u T o o] [T |V SRS SPPRTRPRN 10



DECREASING PREVENTABLE EMERGENCY DEPARTMENT VISITS Vi

EST<] 141 o USRS 11
PaNTICIPANTS. ... e.ve ittt et e st e st e e e e re et e e e e e re e ta et e e neenreenreanes 11
Participant Protection & Data StOrage........ccccvveiveriieieiieeieeie e 12
INEEIVENTION ...ttt 13
DAta COHBCLION ... 13
DAta ANAIYSIS .....vveieeiecee sttt a e re e e e e neenres 14
Organizational SyStem ANAIYSIS ......cc.cciiiiiiice e 15
SEENGLNS ..ot e e re e e nre s 15
WVBAKNESS ...ttt bbbttt bttt b et 15

(@] o] 010] 1 (0] 11 {1 SRS USSTPSTIN 16
TRFBALS. ...ttt 16
Implementation TIMEIINE..........coiiii i 16
IRB and AQENCY APPIOVAL........c.coiiiieeieiie et 16
Project Implementation............ooi oo 17
Barriers and FaCilitators ..o 17
Summative Evaluation of Implementation Process..........ccoevvvieieeiiiie v, 19
Data ANAIYSIS ..ottt e e e e e reereare e reens 21
DEeMOGraphiC DAta ........c.ccveiiiiiiitiesie ettt be e ae e nneas 21
PAM-=13 SCOMES ...ttt 21
30-day RELUIN VISITS ....vviiiiciiie ettt et nne e 22
DiSCUSSION OF FINAINGS.....cciiiiiiiie et sree e et 23
RECOMMENUALIONS .......eeiii e bbb 26

ECONOMIC CONSIARIALIONS ...t e 26



DECREASING PREVENTABLE EMERGENCY DEPARTMENT VISITS vii

Process and Outcome ReCOMMENUALIONS .........ccvovirieiiiiriieisereese e 27
DNP Role as @ Leader/INNOVALON ..........cccooviiriiriiieieise e 29
DISSEMINALION ...ttt r et 32
RETEIEINCES ...t 34
N 0] 01T 0 LG SR 51
N o] 01 00 DG = SRS PS 52
N 0] 017 0 L SRS 53
APPENGIX D ottt e e e e e e re e e reens 54

AN o] 0T a0 3 =SSP 55



DECREASING PREVENTABLE EMERGENCY DEPARTMENT VISITS viii

List of Tables

TabIe 1. TADIE OF EVIGENCE ... ettt e e ee e 40

Table 2. Demographic Characteristics of the Participants.............cccooveveiieiiecni v 48

Table 3. PAM-13 Scores



DECREASING PREVENTABLE EMERGENCY DEPARTMENT VISITS 1

Introduction
Background
Higher life expectancy in the United States has led to higher rates of chronic

illnesses and comorbid conditions within the population. The current data from the
Centers for Disease Control and Prevention (2019) indicates that six in every ten
Americans is living with at least one chronic condition. Chronic obstructive pulmonary
disease (COPD) and congestive heart failure (CHF) are chronic conditions and common
causes of death and disability in the United States that lead to emergency department
(ED) overutilization. Unnecessary use of the ED can adversely affect health outcomes,
significantly increase healthcare expenditures, and result in poor quality of care in
individuals with these chronic conditions (Soril et al., 2015). Overutilization of the ED
occurs in this population for a variety of reasons, however, poor education on disease
self-management is a major contributor (Cerisier, 2019). Inadequate medical care and ED
discharge processes leads to poor self-care at home causing more frequent exacerbations
of symptoms and increasing unnecessary use of the ED.
The short-form Patient Activation Measure (PAM-13) is a questionnaire that is used to
determine a patient's level of activation, or ability and confidence in managing their own
condition (Chew et al., 2018). The movement toward patient-centered care in recent years
requires patients to have the “skills, knowledge, and motivation to participate as effective
members” (Hibbard et al., 2004, p. 1006) of their own healthcare team. Patients who are
activated can make informed choices regarding their care and typically have better health
outcomes (McCabe et al., 2018; Hibbard et al., 2004). Conversely, those with low

activation are more likely to have frequent hospitalization and ED visits due to poor
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disease self-management, and the PAM-13 survey allows healthcare providers to identify
these patients (Kinney et al., 2015). Using the PAM-13 to assess the level of activation in
those with chronic conditions can also be useful in planning interventions that will
improve patient activation (McCabe et al., 2018).
Problem Statement
Emergency department over-utilization is a major contributor to ED
overcrowding resulting in poor health outcomes and discontinuity in care. Patients with
chronic conditions, such as COPD and CHF, use hospitals and EDs at a much higher rate
than the general population (Kinney et al., 2015). The PAM-13 survey can be used to
identify patients with low activation who require further intervention to improve their
ability and confidence in disease self-management, thus decreasing unnecessary ED visits
and improving health outcomes.
Purpose of Project
The purpose of this hospital-based quality improvement project is to assess if
implementing the PAM-13 survey in the ED can decrease unnecessary 30-day ED return
visits among patients with COPD and CHF who score an activation Level of 2 or less at
the hospital in Delaware. Using the PAM-13 to screen patients for their level of
activation could assist in identifying those individuals who are the most at risk for ED
over-utilization and thus good candidates for increased educational interventions that

enhance confidence and promote healthy self-care behaviors.

PICOT Question
The research question that this project will address is: Can administering the

PAM-13 survey in the ED and providing additional educational resources decrease
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unnecessary 30-day ED return visits among patients with COPD and CHF who score an
activation Level of 2 or less, when compared to the standard care. Another question this
project aims to answer is: Is there a correlation between PAM scores of Level 2 or less

and multiple ED visits within the last three months.

Synthesis of Supporting Literature
PRISMA Statement

The EBSCOhost search platform was used to search CINAHL Plus, Health
Source, and MEDLINE databases all at once. The search term “patient activation” with
limitations to articles published between 2015 and 2020 in peer reviewed journals
produced 1,223 results. Adding the term ‘chronic illness’ narrowed these results down to
168, which is illustrated in the PRISMA diagram (Appendix A). After duplicate articles
were removed, there were 120 studies to review from this search. Approximately 80
abstracts were reviewed for relevance to the current project. Sixteen full text studies
were reviewed, and eight were excluded, leaving eight studies to be included in the
synthesis of literature. Articles were excluded if the purpose was to develop a patient
activation scale or to adapt and translate PAM into another language. Articles in a
language other than English and studies pertaining to mental health were also excluded.
Research exclusively studying the pediatric population were not included. One study
from the UK included patients that were 16 years old or older, this study was kept
because it was not specifically observing the pediatric population. This project will focus
on individuals with COPD and CHF, but two studies were included since their research
on patient activation in individuals with other chronic illnesses is pertinent to the aim of

this project.
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Themes

Barriers to Self-Management

Patient activation can be defined as a patient’s ability to self-manage their chronic
medical condition (Gao, Arden, Hoo, & Wildman, 2019). Low patient activation may be
due to a patient’s lack of knowledge, resources, or confidence in their ability to self-
manage their condition. McCabe et al. (2018) aimed to identify factors associated with
patient activation in those with atrial fibrillation; the authors found that unemployment
and lower levels of education were correlated with lower levels of patient activation.
Similarly, Schmaderer et al. (2016) examined activation in patients with multiple chronic
conditions and found that education level and income were correlated with activation
level. Conversely, Korpershoek et al. (2016), report that education and financial status
were not found to be determinants of patient activation in their research, yet anxiety and
disease severity were found to be key determinants of disease self-management
(Korpershoek et al., 2016).
Acute Care Utilization

Kinney et al. (2015) studied the association between PAM scores and ED use and
hospitalizations in chronically ill patients. The authors found inverse relationships
between PAM scores and both hospitalizations and ED visits; in other words, those with
lower PAM scores tend to have greater ED and hospital utilization (Kinney et al., 2015).
Similarly, Schmanderer et al. (2016) demonstrated that chronically ill individuals with
low patient activation utilize healthcare facilities more frequently than those with high
activation. For this same reason, Schumacher et al. (2017) designed a mixed methods

study to assess patient engagement and explore care-seeking decisions among elderly,
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chronically ill patients. After implementing an ED-initiated coaching intervention that
involved education and assistance with follow-up visits, the authors found higher PAM
scores in patients who received the intervention than in those who received the usual care

(Schumacher et al., 2017).

Healthcare Costs

Treating chronic conditions can be very costly, and poor self-management can
drive the cost up even higher due to hospitalizations and ED visits. Hibbard et al. (2015)
found that patient activation tends to increase with time and that a high level of activation
will endure for years. This demonstrates that investing in methods to improve patient
activation and self-management practices can reduce overall healthcare costs in the long
run. Enhancing chronic disease management will increase patient activation, thus
enhancing patients’ ability to minimize modifiable risk factors (i.e. BMI, blood glucose,
physical activity, etc.) which is also associated with decreased expenditure (McCabe et
al., 2018).
Improved Patient Activation & Outcomes

Tecson et al. (2016) compared the PAM levels of patients with heart failure who
received an intervention to those that did not; the authors found that those who were
chosen to participate in the heart failure therapy, which included cardiac rehab,
education, and diet and lifestyle changes, had higher levels of activation and subsequently
had better health outcomes. In a four-year study by Hibbard et al. (2015), researchers
found that increased patient activation over time was associated with better medication
compliance, increased self-management knowledge, improved health behaviors, and

decreased number of ED visits. Hibbard et al. (2015) were able to conclude that these
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results yielded improved long-term health outcomes, but they were unable to determine if
there is a threshold for increased activation that has to be reached to produce improved
health outcomes.
Variations in Concept Definition or Populations
All studies that were included in the synthesis of literature had similar populations
as only studies pertaining to chronically ill adults were included, however the
demographics of the sample could skew the results. The sample used by McCabe et al.
(2018) was 99% white and 66% male, but the sample used by Hibbard et al. (2015) was
68% women and 65% white. The data from these studies may not be generalizable to the
population of chronically ill adults that are of interest in this project. Schumacher et al.
(2017) used the term patient engagement rather than patient activation, but the authors
describe an engaged patient as one that makes informed decisions about their care and
avoids symptoms exacerbation through good self-management. Although the
terminology differed, this description is the same as that of a patient who is activated in
their own care.
Variations in Methods Quality
Most of the studies discussed in this synthesis of literature used the survey
method of descriptive research, and large sample sizes were used in these studies to
improve the strength of the evidence. Two studies utilized mixed methods designs that
included surveys and qualitative interviews (Gao et al., 2019; Schumacher 2017). The
one systematic review used in this synthesis of descriptive research supports much of the
evidence from the other descriptive studies included. The randomized control trial in

patients with cystic fibrosis which was piloted by Gao et al. (2019) has the highest
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evidence of the nine studies discussed, and it was included due to its relevance and
explanation of the PAM-13 and patient activation. While descriptive research is not very
strong evidence, “the PAM-13 is a reliable and valid measure” (Prey et al., 2016, p. 2026)
to predict patient activation, and this is the survey utilized in most of the studies
discussed. Overall, the level of the evidence in this literature review has a Moderate
impact on the Grading of Recommendations, Assessment, Development and Evaluation
(GRADE) scale. There is, however, a gap in the research on the utilization of the PAM-
13 in ED. The current project aims to demonstrate its effects on ED care for chronically
ill patients.
Conclusion of Synthesis of Literature

The four themes identified through this synthesis of literature, barriers to self-
management, acute care utilization, healthcare costs, and improved patient activation and
outcomes, are also the main themes in this DNP project. McCabe et al. (2018) and
Korpershoek et al. (2016) reported that knowledge deficit is a major barrier to disease
self-management that also decreases patient activation, thus supporting the need for the
educational intervention that will be implemented during this project. The literature
supports the use of PAM in the ED to “[identify] those individuals who are the most at
risk for hospitalization and/or emergency room utilization” (Kinney et al., 2015, p. 50).
Early identification of individuals with low PAM scores allows for intervention to

improve patient activation and decrease ED utilization.



DECREASING PREVENTABLE EMERGENCY DEPARTMENT VISITS 8

Conceptual Framework

The Theory of Self-Efficacy

The Theory of Self-Efficacy was developed by psychologist Albert Bandura in
the 1970’s to complete what he thought was missing from the Social Learning Theory
(Resnick, 2018). Bandura’s theory is based on the assumption that interventions aimed at
improving self-efficacy can cause positive behavioral changes (Resnick, 2018). With this
theory, Bandura sought to explain the reciprocal relationships between a person, their
behavior, and the environment (Resnick, 2018). In nursing, the theory of self-efficacy is
often applied to chronic disease management due to the level of patient involvement
required to self-manage these conditions (Resnick, 2018). Self- efficacy is defined as
one’s “belief in their own ability to organize their behavior for the purpose of achieving
the desired outcome” (Farazian et al., 2019, p. 45), and applying the theory of self-
efficacy has demonstrated that self-care could be improved through a self-efficacy
training program (Farazian et al., 2019). Similarly, patient activation can be defined as
“having the knowledge, skill, and confidence to manage one’s health” (Hibbard et al.,
2015, p. 325). The theory of self-efficacy will serve as a framework for this project, as an
educational intervention was implemented in those with low activation with the goal of
seeing a positive behavior change to improve disease self-management. Enhancing the
education in patients with COPD and CHF can improve self-efficacy and activation thus

improving involvement in their own care and disease management.
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EBP/QI Model

Promoting Action on Research Implementation in Health Services

The Promoting Action on Research Implementation in Health Services (PARIHS)
model will be used to organize this DNP project. According to Melnyk and Fineout-
Overholt (2019), this model combines multiple elements in order to successfully achieve
the planned behavior change. The three key elements at the center of the PARIHS model
used to implement research into practice are: evidence, context, and facilitation (Kitson,
2017). Evidence refers to both clinical research as well as clinical experience. As noted
earlier, literature supports the use of PAM-13 in identifying patients at highest risk of ED
overutilization as well as the need for increased educational resources in individuals with
low patient activation scores. Context is the culture and leadership that are in place in an
organization that are conducive to evidence-based change (Melnyk & Fineout- Overholt,
2019). The culture of the hospital system is to provide clinically advanced care to the
community, which supports implementing changes that have proved to improve
outcomes. Lastly, facilitation refers to the measures that can be taken to easily implement
a change into practice (Melnyk & Fineout, 2019). The goal of the current project was to
identify an intervention that can be continued after the project ends. If this project is
successful in decreasing utilization in the target population, it should serve as a pilot to

facilitate implementation of the PAM survey into the routine care provided in the ED.
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Project Design
Methodology
This is hospital-based quality improvement project that was piloted in the ED of a

rural hospital system. The PAM survey was administered to eligible patients with COPD
and/CHF at this ED between January 25, 2021 and April 30, 2021 to identify those
patients with activation levels of two or less. Educational opportunities and resources
were provided to improve disease self-management and reduce unnecessary ED
utilization. The surveys were scored based on the response to each item, and the
participants were classified into one of four levels of activation. Patients scoring at level
two or less tend to give responsibility for their health to others and lack knowledge and
motivation to properly self-manage their condition and require additional educational
interventions to engage them in proper self-care. Additional educational resources
(Appendix E) were provided for these patients, in addition to the standard ED discharge
instructions, in an effort to improve their activation level. The information gathered from
this project can be used to determine if the PAM is an appropriate tool to utilize in the ED
on patients with chronic conditions to identify their ability to effectively self-manage

their condition at home.

Tool
The PAM-13 questionnaire (Appendix B) is a thirteen question, Guttman-style
survey, which has proven to be both reliable and valid, and it is widely used in clinical
practice (Insignia Health, 2018). The survey requires participants to respond to each item
with one of the following options: 'strongly disagree’, ‘'disagree’, 'agree’, 'strongly agree’,

or 'N/A'; it uses the scored items to classify individuals into levels of activation through
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questions regarding the patient’s knowledge of their condition and involvement in their
own self-care. An individual scoring Level 1 is considered to be "disengaged and
overwhelmed" by managing their condition, but someone who scores at a Level 4 is
"maintaining behaviors and pushing forward™ in their disease self-management (Insignia
Health, 2018, p. 1). For this reason, enhanced education was provided to those patients
whose scores classify them in Levels 1 and 2 of activation in an effort to increase their

activation, improve their self-management, and reduce ED overuse.

Setting
This project was conducted at a rural hospital in Delaware which is part of a
larger medical system serving many counties in both Delaware and Maryland. This ED
is a 23-bed unit that is designated as a level 11l trauma center by the American College of

Surgeons.

Participants

The target population of this project was English-speaking patients admitted to
the ED that were 18 years of age or older and presented for a complaint related to COPD
and/or CHF. Participants were excluded if they were not able to cognitively participate in
the survey due to the severity of their current condition or another disease process, as
well as those who were unable to manage their own self-care, including patients living in
a skilled nursing facility, those receiving 24-hour home care, or those who rely on a
family member or friend to act as their primary caretaker. Patients had to have an existing

diagnosis of COPD and/or CHF to participate.
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Participant Protection & Data Storage

Approval for this project was obtained from Institutional Review Board (IRB) at
Salisbury University.

Informed consent was obtained from each participant using the consent form
found in Appendix D. The medical record number (MRN) of each consented participant
was recorded and stored in a secure excel document on a hospital computer. Only the
student investigator had access to this information for the purpose of obtaining follow-up
data about ED visits. The password protected excel file containing MRNs will no longer
be needed after follow-up data is obtained and will be permanently deleted following the
project. All other data was stored on the student investigators computer, which is
password and fingerprint protected, in a password protected excel file. This data will
remain until the final write-up for the project is completed. It will then be permanently
deleted from the computer. Data that is shared with the public will protect the anonymity
of the participants by avoiding the use of any information that could be linked back to a
specific participant.

The risk to participants of this project was minimal; however, discussing self-
management of a chronic disease is a sensitive topic to some participants. Participants
were made aware that they can exit the project at any point if they wish. To minimize any
emotional response that this subject could cause, the student investigator utilized neutral

verbal and nonverbal communication during the interaction with each participant.
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Intervention

The PAM- 13 questionnaire has been proven to effectively measure patient
activation, and participants who score activation Levels of 1 and 2 are known to have a
poor understanding of disease self-management (Insignia Health, 2018). Patients scoring
at level two or less were provided with enhanced education on disease self-management
of COPD and/or CHF. The educational resources that were utilized (Appendix E) are
from the American Lung Association and the American Heart Association; these
resources include background information on COPD and CHF as well as an action plan
for the patient to follow each day. The action plans direct the patient to continue healthy
lifestyle habits, take medications as prescribed, and monitor for worsening symptoms.
This will allow the patient to improve disease self-management as well as catch early

symptoms of exacerbation before they require emergency treatment.

Data Collection

Survey and demographic data were collected from January 25, 2021 until April
30, 2021, and data collection from the electronic health record (EHR) continued for 30
days following the last participant survey date. The student investigator was responsible
for all data collection. After receiving informed consent (Appendix D), the patient was
given the PAM-13 survey to complete; if the participant had difficulty reading the survey,
then it was administered verbally as written by the student investigator. Demographic
data that was collected from the EHR included the patients’ chief complaint, medical
diagnosis, gender, ethnicity, age, and MRN. The EHR was also used to retroactively

assess the number of ED visits within the last three months for each patient. This
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information and the patient’s survey answers were assigned the same random one to
three-digit number; the MRN and survey were not directly linked together or to
participants’ names or other identifying information. Medical record numbers were stored
in a password protected document on a hospital computer to assess for 30-day return ED

visits after the survey was administered.

Data Analysis

Descriptive statistics were used to describe the demographic characteristics of the
sample. Measures of frequency and central tendency were also used to compare this
sample to the demographics of the population of individuals with chronic condition in the
U.S. Additionally, descriptive statistics were used to analyze the mean PAM-13 score of
the sample as well as the frequency of ED visits both before and after the educational
intervention. The Pearson chi-square test was used to compare 30-day return visits of
participants that received the educational intervention to those participants that did not.
This test was chosen to determine if there was a difference between the frequency data of
these two groups. A chi-square test was also used to analyze for a relationship between a
low PAM-13 score and multiple ED visits. Due to the small sample size, the Wilcoxon
signed rank test was chosen to assess for a difference in ED visits 30 days before and

after the educational intervention.
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Organizational System Analysis

Strengths

This project is in line with the mission and vision of this hospital system to
improve the health of the community and provide clinically advanced care. Because the
ED is a Level 11l trauma center, the nursing staff is highly skilled and trained to care for
patient’s presenting with a variety of conditions. The ED has a social worker that acts as
a care coordinator in the ED to address the needs of those who frequently visit the ED.
This hospital system completes a community needs assessment every three years; the
most recent edition was published in 2019. The organization has many resources that are
beneficial to the target population of this project, such as a heart and vascular institute,
support groups for individuals with heart disease that meets four times per year as well as
for those with COPD that meets every month. There are also nursing led outpatient
educational programs available for patients with COPD and CHF who have recently been

discharged from the hospital inpatient setting.

Weakness

Despite having an Implementation Strategy for Community Health Improvement
from 2019-2021 based on the community needs assessment, there is no plan to improve
care specifically for COPD or CHF patients. Due to the nature of the ED, nursing staff
and care coordinators have a limited amount of time with patients prior to discharge to
perform the necessary education. There is also a high volume of patients with COPD and

CHF that could make this intervention burdensome.
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Opportunities

This health system has little competition in the area for most of the population to
choose a different facility, so they have the opportunity to reach a large portion of those
with COPD and CHF. This project could increase the opportunity for Medicare
reimbursement and decrease the financial and safety burden of ED overcrowding. Since
84% of the local population has a PCP, the new education should be reinforced during

outpatient appointments (Creating Health Communities, 2017).

Threats
Competing priorities within the organization due to a recent health system merger
pose a threat to the longevity of this intervention. The low level of education among the

local population could threaten the effects of this project.

Implementation Timeline
Initial demographic and survey data was collected from January 25, 2021 until
April 30, 2021. Thirty days after data collection had ended, the MRNs were used to
assess for return visits in each participant in order to answer the primary research

question. This took place from May 1, 2021 until May 30, 2021.

IRB and Agency Approval
The project proposal was first submitted and approved by the Salisbury
University Institutional Review Board (IRB). The project was then presented to members
of the health systems Research Review Committee (RRC), and a formal application for
IRB approval with the agency was filed. An amendment was filed to change the site of

data collection after IRB approval and was subsequently approved by both agencies.
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After formal approval from all agencies was obtained, the implementation phase of this
project was able to begin on January 25, 2021.
Project Implementation

Prior to the start of data collection, the student investigator met with the manager
of the clinical site to discuss the plan for data collection and the educational intervention
to minimize disruption to patient care within the department. Nursing staff was then made
aware of the purpose of the student investigator’s presence, and they were educated on
the inclusion and exclusion criteria for participation. The purpose of this was for nursing
staff to identify potential participants while the student investigator was conducting data
collection. However, the nursing staff was not asked to participate in data collection; the
student investigator acted as the sole data collector. The student investigator also used the
EHR to identify potential participants. The nursing staff was made aware of the
educational intervention that would be implemented with certain participants, but they
were not involved in the implementation. The student investigator was also responsible
for implementing the appropriate education to participants based on their diagnosis and
PAM-13 survey score. The educational materials that were utilized from the American

Lung Association and the American Heart Association can be found in Appendix E.

Barriers and Facilitators
Throughout the data collection process, the main barrier faced by the student
investigator was low enrollment. The contributing factors to the low enrollment of this
project include the limited amount of time each week that the student investigator was
present to collect data as well as the restrictions and changes in the ED census that

occurred due to the coronavirus (COVID-19) pandemic. The student investigator spent a
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total of 100 hours in data collection from January 25- April 30, 2021 at the clinical site
which limited the number of potential participants to the census in the department during

those hours of data collection.

The COVID-19 pandemic brought many changes to the field of healthcare. One
of the changes seen in hospitals all over the world was how people utilize the ED. A
study of 28 North American EDs showed a 48% decrease in ED visits from 2019 to 2020
(Keyes et al. 2021). This research also suggests that this decrease was largely due to the
fear of the general public that they may contract the virus if they visit the ED (Keyes et
al., 2021). However, for a person with COPD and CHF, delaying care for their symptoms
has the “potential of worsening health outcomes” (Keyes et al., 2021, p. 5). This decline
in ED visits continued through the pandemic into 2021; visits in early 2021 when data

collection took place continued to be 25% lower than the average (Adjemian et al., 2021).

At the start of data collection, the hospital was experiencing a shortage of rapid
COVID-19 testing materials. This was a barrier in data collection for a short period of
time since most patients who were eligible to be discharged home with COVID-like
symptoms would have to wait a few days to receive their results. If a patient, for
example, presented with a cough and had the diagnosis of COPD the student investigator
could not approach this patient as a potential participant unless COVID-19 was ruled out
during their ED visit. However, during the months when data collection took place there
was an influx of rapid COVID-19 testing materials that allowed for rapid testing of every
patient who presented with COVID-19 symptoms. These resources acted as a facilitator

in improving enrollment numbers during the last few months of data collection.
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Summative Evaluation of Implementation Process

The outcomes to be measured by the data collected during implementation
include: Can administering the PAM-13 survey in the ED and providing additional
educational resources decrease unnecessary 30-day ED return visits among patients with
COPD and CHF who score an activation level of 2 or less, when compared to the
standard care. Is there a correlation between PAM scores of Level 2 or less and multiple
ED visits within the last three months? The goal of the project was to enhance confidence
and promote healthy self-care behaviors in patients with COPD and CHF through
increased education about their disease process and proper self-management. The
appropriate data was collected on each patient throughout the implementation process
and the intervention was implemented in a way that allowed for the planned outcomes,
objectives, and goals to be measured. However, low enrollment could impact the results
of the data analysis.

As will be discussed in the data analysis, the average PAM survey score among
all participants is a Level 2. Since individuals who score in Level 2 are defined by
Insignia Health as “becoming aware but still struggling” (2018, para. 2) with their self-
care, regardless of the outcomes the educational intervention was helpful to the patient
population. There was an overall positive response from participants to the educational
intervention, and a majority of the participants did verbalize that they felt the education
will be helpful to them in managing their condition at home on a daily basis.

This project had a very low risk for negative effects; the student investigator did
not recognize any negative effects on the participants throughout the data collection

period. The main concern for any research project is the possible negative effects on the
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participants, but there was also concern for any impact the project could have on the
department that was used for the setting of the project. Prior to entering the setting, the
project was presented to the department directors to ensure that workflow was not
interrupted. The student investigator was able to avoid disruption or interference with
patient care throughout the data collection process by coordination and communication
with nursing staff. The exclusion criteria were also designed to prevent any interference
in the care of a patient that may be critically ill.

Each patient who came into the ED with symptoms related to their COPD and
CHF during times of data collection was evaluated to determine if they met the inclusion
criteria that was predetermined in the project proposal. Having the criteria established
prior to implementation allowed for an impartial selection of participants. It could be
argued that the population was not affected fairly since the educational intervention was
only performed on those who scored a one or two on the PAM survey, but those with
higher scores are said to have a good understanding of disease self-management.

The problem addressed by this project is preventing unnecessary use of the ED in
patients with COPD and CHF. There are many contributors to this problem which include
medical insurance, finances, education level, access to care, and severity of disease. It is
not plausible that one project or one intervention will completely alleviate this problem.
However, education is a great place to start addressing this problem. All of the aspects
mentioned above are important to managing a chronic condition, but education is the
foundation for disease self-management. Addressing the educational needs of this
population can then set the patient up to utilize their PCP for the other issues that may

interfere with chronic disease self-management.
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Data Analysis
Demographic Data

A total of twenty-seven individuals with COPD or CHF presented to the ED
during the periods of data collection with complaints related to one of these diagnoses. Of
these patients, five were eliminated due to ineligibility to participate. Twenty-two
patients were approached by the student investigator and reviewed the informed consent
(Appendix D). Seventeen of these patients (n=17) consented to participate while five
declined. All seventeen participants completed each item of the PAM-13 survey, and the
ten participants that qualified for the educational intervention were active participants in
this activity.

The EHR was utilized to gather demographic data on each of the participants. The
participants consisted of eight females (47.1%) and nine males (52.9%) ranging in age
from 53-86 (mean age 69.9 years + standard deviation 10.3). Of the participants, 41.2%
were between the ages of 53-64, 29.4% were between 65-74, and 29.4% were 75 years or
older. There was a total of six African American (35.3%) participants, ten (58.8%)
Caucasian participants, and one (5.9%) Hispanic participant. Over half (64.7%) had a
diagnosis of COPD and 29.4% had been diagnosed with CHF. See Table 1 for

demographic data of the consented participants.

PAM-13 Scores
The Insignia Health Excel spreadsheet was used to enter PAM-13 survey answers
and calculate a total activation score and level for each participant. The scores range from
42.2 to 60.6 (mean score of 52.72 + standard deviation 6.3). The participants were

divided into two groups based on their activation level; those who scored into Levels 1
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and 2 received the educational intervention and those in Levels 3 and 4 did not receive
the educational intervention. Of the participants, 58.8% scored into Levels 1 and 2,
41.2% scored in Level 3, and none of the participants scored a Level 4 based on their
answers to the PAM-13 survey. A total of ten participants scored into Levels 1 and 2,
thus receiving the additional education; this group will be referred to as the intervention
group. Seven participants scored a Level 3 on the PAM-13 survey, so these participants

did not receive the educational intervention.

30-day Return Visits

There was a total of six 30-day return ED visits among all participants; three of
these visits were from participants in the intervention group (50%) while three were from
the participants who did not receive the educational intervention (42.6%). The average
number of ED visits 30 days prior to data collection was 0.59 ( standard deviation of
1.00) visits per participant, and the average number of ED visits 30 days after data
collection was 0.35 (z standard deviation of 0.49) visits per participant. To compare the
frequency of ED visits between the intervention group to those that did not receive
additional education, a Pearson chi-square test was performed. A significant difference
(X?(1) = 3.938, p = 0.047) was found in the rate of 30-day returns to the ED between
those that received additional education and those that did not; this indicated that the
participants who scored in Level 3 and did not receive the additional education more
frequently used the ED than the intervention group.

Compared to the three 30-day return visits among the intervention group, there

was a total of five ED visits between the ten participants in the intervention group in the
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30 days prior to implementation of the intervention. A Wilcoxon test examined the results
of the ED visits 30-days prior to the intervention and 30-days following the intervention.
No significant difference was found in the results (Z=-0.378; p > 0.05). The number of
ED visits 30-days prior to the intervention in this group was not significantly different
from the 30-day ED return visits following the educational intervention.

In the three months leading up to this project there were a total of seventeen ED
visits among all of the participants. Eight of these visits were from the group of
participants who scored in PAM-13 Levels 1 and 2, and nine of the visits were by
participants who scored in PAM Level 3 and did not receive the educational intervention
during the project. The maximum number of visits of any participant in the three months
prior to the project was three. Nine of the visits (52.9%) occurred in the 30-day period
prior to data collection. A chi-square test of independence was performed to assess for a
correlation between PAM-13 level and number of ED visits in the three months prior to
data collection among participants in the intervention group. No significant relationship
was found to correlate a PAM level of 1 or 2 with multiple ED visits among this group

(X2(1) = 4.133, p > 0.05).

Discussion of Findings
The goal of this project was to identify individuals with COPD and CHF who
could benefit from assessment of their disease management activation level and increased
education about their chronic condition(s). The purpose of implementation in the ED was
to identify and intervene with these patients while in the department in order to prevent
future unnecessary ED visits related to their chronic condition; the long-term goal is to

decrease one contributor to ED overcrowding by improving the outcomes of COPD and
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CHF patients. Unfortunately, low enrollment limits the amount of information that can be
drawn from the current project. Low enrollment in this project was largely due to having
the student investigator as the only data collector. This decision was made to avoid an
additional burden on nursing staff in the ED during the COVID-19 pandemic. Low
enrollment can also be attributed to lower ED census since the start of the COVID-19
pandemic at the research setting. Despite this barrier, it can be inferred from this data that
there is a need for improved education among many patients with a diagnosis of COPD
and CHF in this setting.

The main research question that this project sought to address was if an
educational intervention could decrease the number of ED visits in COPD and CHF
patients with low activation scores. There was no statistically significant difference
between the number of ED visits 30 days prior to and 30 days after the educational
intervention among the ten participants with PAM-13 scores < Level 2. However, there
were fewer ED visits recorded among these ten participants after receiving the
educational intervention, so a larger sample size would more accurately reflect the effect
of the education compared to the standard of care.

The secondary research question this project addressed was the correlation
between activation score < Level 2 and a high number of ED visits. Half of the
participants who scored Level 1 or 2 and 85.7% who scored Level 3 had one or more ED
visits in the three months leading up to the data collection period, respectively. Since no
participants scored in Level 4 of activation there is no data to compare individuals in
Level 4 to those in Levels 1, 2, and 3. Insignia Health (2018) reports individuals in Level

4 are maintaining a healthy lifestyle and know how to advocate for their own health.
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Whereas individuals in Level 3 are still building on their self-management skills (Insignia
Health, 2018). Based on this information and the project data, future implementation
should include an educational intervention for all individuals who score in Levels 1, 2,
and 3 on the PAM-13 survey.

The CDC reports that chronic conditions in America are more prevalent in
women, Caucasians, and those who are over the age of 65 (Boersma, 2018). The sample
used in this project was slightly different than these national averages that were reported
in 2018 due to a higher number of males than females; the participants consisted of more
males, 52.9%, males and 47.1% females. Similar to the data reported by Boersma (2018),
the majority (58.8%) of this sample was 65 years of age or older with a mean age of 69.9
(£ standard deviation 10.3). Lastly, there were three races reported based on information
obtained from the EHRs of each participant, and the most commonly reported was non-
Hispanic, white (58.8%). It can be concluded that the demographics of this sample are a
similar representation of individuals with chronic conditions in the U.S.

In regard to participant response, most were interested and eager to learn more
about how to manage their condition despite their PAM-13 score. The student
investigator found that the majority of individuals that were approached for participation
responded positively to both the survey questions and the educational intervention. The
“stoplight” approach to symptoms management used by both the American Lung
Association and the American Heart Association was new to many of participants, but it
was noted that this system would be helpful when utilized consistently at home. Copies
of the educational materials were provided for each patient that received the educational

intervention so that the materials could be referenced at home as well; this has the



DECREASING PREVENTABLE EMERGENCY DEPARTMENT VISITS 26

potential to help minimize any confusion that may have come from the overstimulating
environment of the ED and the amount of new information the patient may be receiving.
Many of these patients had family members in the room who participated in receiving the
additional education. Lee et al. (2017) reports that 41% of family members felt that they
had insufficient knowledge on the patient’s condition or treatment regimen. The
participants of this study did not require a family or professional caregiver, but family
members who are involved in the patient’s healthcare should have enough information to
provide support for the patient at home. It was observed that some patients seemed more
at ease in this high stress environment with receiving the education when a family

member was present.

Recommendations
Economic Considerations

The implementation of the PAM-13 survey and/or an educational intervention for
patients with COPD and CHF is much less costly than the price of multiple ED visits and
hospital admissions caused by poorly control symptoms that results from a lack of
understanding of disease self-management. Urbich et al. (2020) reports that the average
ED visit related to CHF is between $1441 and $1900, and an ED visit related to a COPD
exacerbation is reported to have costed, on average, $2812 in 2012 (Singh & Yu, 2016).
It was found that there was a mean of 0.59 30-day visits among all seventeen participants
prior to data collection. This is a cost of approximately $850.19- $1669.08 per person
over a 30-day period. Since this was a quality improvement project, the educational
resources utilized were evidence-based and readily available at no cost to healthcare

workers and the general public. It is the role of the nursing staff to provide patients with
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their discharge instructions prior to leaving the ED. The educational resources utilized in
this project are more detailed than the standard instructions utilized currently, but the
small amount of additional time spent on education with each COPD and CHF patient is
still more cost effective than having undereducated patients who are unable to adequately
manage their condition. The PAM-13 survey is not a standard evaluation performed by
case management staff at this facility, but the survey can be easily incorporated into the
workflow with ED patients. The only additional cost to the healthcare organization would
be that of the PAM-13 survey; a license to use PAM-13 at this particular hospital would
be $4500 per year based on the number of patients seen annually. However, this is
comparable to the cost of ED visits for approximately three to five patients with COPD or
CHF. Overall, the implementation of this project design into the workflow in the ED
would be a fraction of the cost that is spent each year on care of patients with poorly
managed COPD and CHF. Spending money on education to prevent unnecessary ED
visits and hospital admissions not only saves the healthcare organization money in the
long run, but it will also improve the outcomes of these patients to have longer, healthier

lives.

Process and Outcome Recommendations
The outcomes of this project and the barriers that were identified have many
implications for future research in this area. Future projects should expand on this data
through larger scale implementation in the ED. Now that preliminary data has shown
some insight into this population, there is a higher likelihood of buy-in from nursing staff
to take the time to participate in data collection. A larger sample would yield more

accurate results regarding the impact on 30-day return visits after an educational
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intervention. Based on the data that was obtained, the educational intervention should be
provided to any patient scoring in PAM-13 Levels 1, 2, and 3. Emergency department
visit data should also be examined to compare these patients to those who score a Level 4
of self-activation since this project was unable to assess any individuals in this category.

Pétré et al. (2020) recognizes an ED visit by a patient with a chronic condition as
an opportunity to educate patients who otherwise would not receive the information that
they need to understand their condition and comply with their treatment regimen. The
results from the PAM-13 survey, whether implemented in the ED or outpatient setting,
can be used to improve a patient’s care in an area where they need the most assistance. If
a patient answers most questions with responses that indicates they are highly activated in
their own care but one response indicates that they do not understand their medications,
the healthcare team can take that opportunity to provide better education on the patients
medication regimen. Further follow-up with patients to reassess PAM-13 level after the
educational intervention would also be beneficial in evaluating the effectiveness of the
intervention.

The overutilization of the ED by those with chronic conditions is also heavily
influenced by factors other patient activation and education level. Other factors that
should be considered as contributors to this problem include poor access to
transportation, lack of insurance, loss to follow-up with PCP or specialist, or inadequate
access to their physician; access to one’s primary care provider could further be impacted
by the number of PCPs or specialists in the area. The scope of this project does not
address factors unrelated to patient activation and education, but it is worth noting that

the results of the PAM-13 survey can also be used to open up a dialogue with patients
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about their needs regarding self-care. Education is a necessity in disease self-
management, but an individual with a chronic condition who is consistently using the ED
for care should be assessed for needs in the areas of transportation, insurance, and access
to care as well. This is why the importance of a multidisciplinary, patient-centered

approach should be utilized in the ED just as it is in other healthcare settings.

DNP Role as a Leader/Innovator

The Doctor of Nursing Practice (DNP) degree prepares graduates for a variety of
roles in the healthcare field. Some graduates will go on to be professors, researchers,
clinicians, or hospital administrators, but regardless of the professional role that the DNP
may take on after they complete their degree, they will be prepared to be leaders and
innovators in their field. The objectives for the courses that are required for this degree
are all focused on helping the student to meet the essentials and competencies that have
been established by various regulatory agencies such as the American Association of
Colleges of Nursing (AACN), National Organization of Nurse Practitioner Faculties
(NONPF), and the American Organization of Nurse Executives (AONE). One
requirement for graduation from a DNP program is the completion of the DNP project.
As described by the American Sentinel College of Nursing and Health Sciences (2019)
the goal of the DNP project is to evaluate a problem in practice and improve quality of
practice whereas a traditional dissertation creates new knowledge through research. This
project is focused on providing the student the opportunity to utilize and demonstrate the
eight DNP essentials from the AACN (n.d.).

The goals and outcome measured in this project are directly in line with the

objective of the DNP project to “promote research-based interventions to optimize patient
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healthcare outcomes” (Thomas, 2020, p. 2). There are also various aspects of the process
of developing and implementing this project that utilize and demonstrate many of the
eight DNP essentials for advanced practice nursing. Doctor of nursing practice Essential |
is “scientific underpinnings for practice” (AACN, 2006, p. 8); utilizing the scientific
foundation of nursing within the DNP project demonstrates the advanced practice nurse’s
ability to translate this knowledge into actual practice to benefit the health of patients
(AACN, 2006). The theory used to develop this project is the Theory of Self-Efficacy and
the evidence-based practice (EBP) framework is based on the Promoting Action on
Research Implementation in Health Services (PARiHS) model. Bandura’s theory of self-
efficacy was developed to explain the relationships between an individual, their
environment, and their behavior (Resnick, 2018). The theory of self-efficacy was used in
the development of this project in order to develop an intervention that can be applied to
this population to improve activation and disease self-management. The PARIHS model
was applied to this project through the utilization of the model’s three key elements,
evidence, context, and facilitation, to develop a successful project (Kitson, 2017).

The second DNP essential developed by the AACN is “organizational and
systems leadership for quality improvement and systems thinking” (2006, p. 10). As
previously discussed, the entire DNP project process is focused on the student’s ability to
apply quality improvement strategies in practice whether clinical or non-clinical. The
AACN states that in order to meet this essential the student must demonstrate that they
are “proficient in quality improvement strategies and in creating and sustaining changes
at the organizational and policy levels” (2006, p. 10). This essential is demonstrated

throughout the project through the recognition of a problem in clinical practice and the
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development of a feasible intervention to improve patient outcomes within the
organization (Roush & Tesoro, 2017). This clinical problem was recognized by the
student researcher through the application of her experience as an ED nurse to the
knowledge of EBP and quality improvement (QI) from coursework in her DNP program.

Essential VI of the AACN’s DNP essentials is “interprofessional collaboration for
improving patient and population health outcomes™ (2006, p. 14). Effective
interprofessional collaboration is a skill that the DNP will utilize in practice no matter
what specialty or role they pursue. This project is heavily based on the need for better
resources and access to care for patients with chronic disease outside of the hospital, and
this problem links with the work of many social workers and case managers. The
resource person for this project at the research site is a social worker who works in the
ED. Her position includes figuring out why a patient is having frequent ED visits and
connecting them with resources to avoid future unnecessary ED visits and improve their
health outcomes. The student researcher has been able to use this social worker as a
resource for her experience and expertise in the implementation of this project, which has
allowed the student researcher to demonstrate effective interprofessional collaboration.

The last DNP essential to discuss in the setting of this project is DNP essential
VII, “clinical prevention and population health for improving the nation’s health”
(AACN, 2006, p. 15). The field of population health includes the community and
socioeconomic dimensions of health (AACN, 2006). Within the goal of this project is to
improve the health of those with chronic conditions within the community. Every person
in the community, regardless of education level, deserves the opportunity to improve

their health, and this project focuses on educating those with a low level of knowledge
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about their own conditions in order to achieve the project goals that were previously
discussed.

Through the use of the skills developed through the coursework of this DNP
program, such as quality improvement, interprofessional collaboration, scientific and
nursing theory, and clinical prevention and health promotion, this project exhibits many
of the eight DNP essentials that are a necessity in the role of an advanced practice nurse
as a clinician and leader. The project is also a great display of the competencies met by
the student investigator that will be utilized in future practice regardless of the role that
they should choose.

Dissemination

The project design and outcomes will be locally disseminated to the medical and
department directors of this health systems EDs as well as the population health team.
The goal of this project is to decrease the burden of chronic conditions on the ED while
improving the care of the patients living with COPD and CHF. The investigator will also
offer dissemination through the presentation of project design and outcomes to
department staff and health system administration. Though the data from this project is
limited, it can serve as preliminary data on how to effectively implement the PAM-13 in
the ED as well as to identify the appropriate patients requiring educational intervention.
Pétré et al. (2020) identifies patient education as the “core dimension” (p. 512) of patient-
centered and patient-empowered care. It is the hope of the investigators that there will be
an improvement in the process of providing ED discharge education that is tailored to the

needs of the individual after this data is shared with the health system.
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Additionally, a manuscript of this project will be submitted for review to the peer-
reviewed journal Research in Nursing & Health (RINAH). This journal is aimed at
publishing the work of nurses and other members of the multidisciplinary team in a wide
range of health settings (Wiley Online Library, n.d.). RINAH welcomes submissions in
the category of health and self-care findings in the practice setting; it is also required that
submissions focus on methods that are not already available in the literature (Wiley
Online Library, n.d.). This project focuses on the implementation of the PAM-13 survey
in the ED, which is a method that has little to no published information available. The
multidisciplinary, indirect care focus of this project is a good fit for their goal of
advancing knowledge of nursing and other healthcare disciplines (Wiley Online Library,

n.d.).
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Table 2.

Demographic characteristics of the participants

n=17 %
Gender
Female 8 47.1
Male 9 52.9
Age
53-64 7 41.2
65-74 5 29.4
>75 5 29.4
Race
Black 6 35.3
Caucasian 10 58.8
Hispanic 1 5.9
Diagnosis
COPD 11 64.7
CHF 5 29.4
COPD & CHF 1 5.9
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Table 3.

PAM-13 Scores

n=17 %
Level 1 5 294
Level 2 5 29.4
Level 3 7 41.2
Level 4 0 0
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] [Identification

Appendix A

PPRISMA Flow Diagram

Records identified
Databases searched: Medline,

Additional records identified
through other sources

] [Screening

] [mmmmw

[Included
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Health Source, CINAHL Plus (n=0)
(n=168)
Records after duplicates removed
(n=120)
y
Records screened: title and abstract q Records excluded
(n=80) (n=64)

A4

eligibility
(n=16)

Full-text articles assessed for

(n=8)

e Notin English

l

mental health

language

activation

PAM into a new

Full-text articles excluded

Reasons for exclusion:

e Studies related to

conditions
Studies included in synthesis of e Studies done to
literature translate and adapt
(n=8)

e Studies not directly
looking at patient
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Appendix B

D)

GG,

Health

Below are some statements that people sometimes make when they talk about their health.

Please indicate how much you agree or disagree with each statement as it applies to you

52

personally by circling your answer. Your answers should be what is true for you and not just what
you think others want you to say.

If the statement does not apply to you, circle N/A.

1. When all is said and done, | am the person  Disagree Disagree  Agree Agree N/A
who is responsible for taking care of my Strongly Strongly
health

2. Taking an active role in my own health care Disagree Disagree  Agree Agree N/A
is the most important thing that affects my Strongly Strongly
health

3. lamconfident| can help prevent or reduce  Disagree Disagree  Agree Agree N/A
problems associated with my health Strongly Strongly

4. | know what each of my prescribed Disagree Disagree Agree Agree N/A
medications do Strongly Strongly

5. | am confident that | can tell whether | need Disagree Disagree  Agree Agree N/A
to go to the doctor or whether | can take Strongly Strongly
care of a health problem myself

6. |am confident that | can tell a doctor Disagree Disagree  Agree Agree N/A
concerns | have even when he or she does  Strongly Strongly
not ask

7. | am confident that | can follow through on Disagree Disagree  Agree Agree N/A
medical treatments | may need to do at Strongly Strongly
home

8. | understand my health problems and what Disagree Disagree  Agree Agree N/A
causes them Strongly Strongly

9. | know what treatments are available for Disagree Disagree Agree Agree N/A
my health problems Strongly Strongly

10. | have been able to maintain (keep up with) Disagree Disagree  Agree Agree N/A
lifestyle changes, like eating right or Strongly Strongly
exercising

11. | know how to prevent problems with my Disagree Disagree Agree Agree N/A
health Strongly Strongly

12. | am confident | can figure out solutions Disagree Disagree  Agree Agree N/A
when new problems arise with my health Strongly Strongly

13. 1 am confident that | can maintain lifestyle Disagree Disagree Agree Agree N/A
changes, like eating right and exercising, Strongly Strongly

even during times of stress
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Appendix C

SWOT Analysis

Strengths

Alignment with
organizational goals
Skilled nursing staff (Level
IIl Trauma Center)

Care coordinator in ED
Up to date community
needs assessment
Guerreri Heart and
Vascular Institute
Mended Hearts Support
Group

Better Breathers Club

The health system has
little area competition
Increase opportunity for
Medicare reimbursement
Decrease ED
overcrowding

84% of population served
by the health system
have PCPs that can
reinforce new education

Opportunities

Weaknesses

No current plan for COPD
or CHF patients in the
2019-2021
Implementation Strategy
Limited time in the ED
with patients

High volume of patients
with COPD and CHF in the
community

Competing priorities
within the organization
(i.e. recent merge of
facilities and new EHR)
Low education: Only 87%
of population has HS
diploma or higher

Threats
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Appendix D

ANONYMOUS SURVEY INFORMED CONSENT

Decreasing Preventable Emergency Department Visits Using the Patient Activation
Measure

Molly Dale, Doctor of Nursing Practice student at Salisbury University, is conducting a
research project to test the Patient Activation Measure survey in the emergency
department. You are being asked to complete this survey because of your experience
managing your congestive heart failure (CHF) and/or chronic obstructive pulmonary
disease (COPD). Participation is voluntary and will not negatively impact the medical
treatment that you receive.

This 13-question survey will take about 15-20 minutes to complete. You must be at
least 18 years old to take this survey and have a current diagnosis of COPD and/or CHF.

The survey will ask questions related to how you manage your chronic condition at
home and your personal feelings towards managing your illness. The benefits of this
study include the identification of helpful resources for patients with COPD and CHF and
assisting medical providers in helping patients improve the management of their chronic
condition. Depending on your survey results, you may be given additional educational
information to help you manage your COPD or CHF.

| ask that you try to answer all questions, but if there are any items that make you
uncomfortable or that you would prefer to skip, please note that you do not want to
give an answer for that question. You may drop out of this project at any point by
indicating that you do not wish to continue. Your answers will be stored safely by Ms.
Dale in order to maintain your privacy.

The information that you provide will be used to improve the care of patients with
chronic conditions both in the emergency department and in the community. The
information collected during this project will be kept anonymous, and it will not be
linked to your identity in any way.

If you have any questions or concerns, feel free to contact Molly Dale at:
mdalel@gulls.salisbury.edu

If you have any adverse effects or concerns about the research, please contact the

primary investigator at mdalel@gulls.salisbury.edu or the Office of Graduate Studies

and Research at Salisbury University at 410-548-3549 or toll free 1-888-543-0148. This

research is approved by the Salisbury University’s IRB under protocol number 37.

If you would prefer not to participate, please do not fill out a survey.
If you consent to participate, please complete the survey.


mailto:mdale1@gulls.salisbury.edu
mailto:mdale1@gulls.salisbury.edu
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Appendix E

D

C\l ™
LEARN MORE

BREATHE BETTER

A program of the National Institutes of Health.

IT'S SERIOUS, BUT !

NOW THAT YOU ;
KNOW IT’S COPD, YOXL?)E«E.OT

HERE’S HOW TO BREATHE BETTER.

You have taken the important step of being aware of your
symptoms, and seeing your doctor or health care provider

for testing and a diagnosis. While COPD (Chronic Obstructive
Pulmonary Disease) is a serious lung disease that worsens over
time, your provider can suggest treatment options and ways to

COPD—also known as emphysema
or chronic bronchitis—is a serious
disease that partially blocks the
airways, or tubes, that carry air

in and out of the lungs. It worsens
over time, making it harder

to breathe.
help you manage COPD. Here are some things you can do now
to breathe better and improve your quality of life. COPD is a leading cause of
death in the United States. There
1) QUIT SMOKING. are currently more than 16 million

people who have been diagnosed
and several additional millions
likely have it, but don’t know it.

If you smoke, quitting is the best thing you can do to prevent
more damage to your lungs. Ask your provider about new
options for quitting. Many resources to help are available online.

Visit kmokefree.govl; hungusa.org; or call 1-800-QUIT NOW for With proper diagnosis and
more information. increasingly better treatments

for COPD, there is reason for hope.
2) AVOID EXPOSURE TO POLLUTANTS. Be sure to follow your provider’s

recommendations so you can ‘
manage your COPD, breathe
better and have a better quality ‘

Try to stay away from other things that could irritate your lungs,
like dust and strong fumes. Stay indoors when the outside air
quality is poor, and avoid places where there might be cigarette

of life.
smoke. \
3) VISIT YOUR PROVIDER REGULARLY. s,
¢ ,
See your doctor or health care provider on a regular basis. Bring C National Heart, Lung,
" 3 . 5 < w L X and Blood Institute
a list of all medications you are taking to each office visit. If your "
current symptoms worsen, or if you have new ones, be sure to e COPD Leam More Breathe Better

is a trademark of HHS
tell your doctor.
NIH Publication No.13-5840

Originally printed September 2006
Reprinted April 2018
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4) FOLLOW TREATMENT ADVICE.

Take your medications exactly as prescribed. And follow your
provider’s advice on how to treat your COPD.

5) TAKE PRECAUTIONS AGAINST THE FLU.

It can cause serious problems for people with COPD. So,

do your best to avoid crowds during flu season. Consider
getting a flu shot every year. And ask your provider about the
pneumonia vaccine.

6) SEEK SUPPORT FROM OTHERS WHO HAVE COPD.

See if your local hospital has a COPD support group. You

can also find a very active COPD community online. Family
members can be supportive, too, as you learn to live with and
manage your COPD.

Talking with your
doctor is good
for your breathing.

To get the best treatment for your
COPD, it's important that you
speak honestly with your doctor
or health care provider at each
visit. Let them know what’s really
going on with your breathing.
Don't hesitate to ask questions
about your disease, symptoms
and treatment options. Read our
Patient Tips factsheet for help on
getting the most from each visit.

HOW DOES COPD
AFFECT BREATHING?

When lungs are healthy, the airways and
air sacs have an elastic, flexible quality.
They expand to fill with air and then
bounce back to their original shape when
air is exhaled. This elasticity helps to
retain the normal lung structure and also
helps the air to move quickly in and out.

In people with COPD, the air sacs no
longer bounce back to their original
shape, and the airways can become
swollen or thicker than normal. COPD can
also cause increased mucus production.
The airways can become partially
blocked, making it even harder to get air
in and out of the lungs.

)

COPD LUNG

BREATHING BETTER

WITH A COPD DIAGNOSIS
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DIAGNOSIS AND
TREATMENT OF COPD

IT STARTS WITH A TEST
CALLED SPIROMETRY

It's one of the best and most common ways to
help diagnose COPD. Using a machine called
a spirometer, this noninvasive breathing test
measures the amount of air a person can blow
out of the lungs (volume) and how fast (flow).
The results help your doctor assess how well
your lungs are working and the best course of
treatment.

Next, your doctor may suggest one of more of
these treatment options:

MEDICATIONS

Two of the most common are bronchodilators
and inhaled steroids, but your provider may
recommend other types of medications for your
COPD. Bronchodilators usually come in an inhaler
and work to relax and open up the muscles
around your airways, making it easier to breathe.
Inhaled steroids help prevent the airways from
getting inflamed.

PULMONARY REHABILITATION

This is a program that helps you learn to exercise
and manage your disease with physical activity
and counseling. It can help you stay active and
carry out your day-to-day tasks.

PHYSICAL ACTIVITY TRAINING

Your provider, or a pulmonary therapist your
doctor recommends, may teach you some
activities to help your arms and legs get stronger
and/or breathing exercises that strengthen the
muscles needed for breathing.

57

OXYGEN TREATMENT

If your COPD is severe, your doctor might
suggest that you breathe oxygen some or all
of the time to help with shortness of breath.

SURGERY

In some severe cases of COPD, providers may
suggest lung surgery to improve breathing and
alleviate some symptoms.

WHAT TO DO IF YOUR
SYMPTOMS SUDDENLY
WORSEN

Symptoms of COPD can get worse all of a
sudden. When this happens, it is much harder
to catch your breath. You might also have...

« Chest tightness.
More coughing.
A change in your cough (becomes more
productive; more mucus is expelled).
A fever.

There could be many causes for symptoms
getting worse, such as a lung infection or
heart disease related to severe lung damage.
The best thing to do is call your health care
provider right away.

BREATHING BETTER

WITH A COPD DIAGNOSIS
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:IMHEEI;QGE?«?YE .Ir-IELP BE PREPARED.
HAVE VITAL INFORMATION ON HAND.
Seek emergency help if Think of everything you or others would need to know in a

your usual medications medical emergency, and have it all together in an easy-to-grab

aren’t working and: place. Things like:

« It is unusually hard to + A list of all medications you are taking for COPD and
walk or talk (such as other conditions.
difficulty completing + Contact information for your doctor or health care
a sentence). provider, including name, office address, office and
* Your heart is beating emergency phone numbers.
very fast or irregularly. + Directions to the doctor’s/provider’s office.
« Your lips or fingernails + Directions to the nearest hospital.
become gray or blue. + People to contact if you are unable to speak or drive
* Your breathing is fast yourself there.
and hard, even when * Health insurance card or information.

you are using your
medication. For more information about diagnosing, treating, managing

and living with COPD, visit EOPD.nthi.nih.gov or contact the
National Heart, Lung, and Blood Institute at bhlbi.nih.goj

BREATHING BETTER

WITH A COPD DIAGNOSIS
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AMERICAN
LUNG MY COPD ACTION PLAN

ASSOCIATION.

It is recommended that patients and physicians/healthcare providers complete this action plan together.
This plan should be discussed at each physician visit and updated as needed.

The green, yellow and red zones show symptoms of COPD. The list of symptoms is not comprehensive, and you
may experience other symptoms. In the “Actions” column, your healthcare provider will recommend actions for
you to take based on your symptoms by checking the appropriate boxes. Your healthcare provider may write down
other actions in addition to those listed here.

Green Zone: | am doing well today Actions

¢ Usual activity and exercise level [ ] Take daily medicines

¢ Usual amounts of cough and phlegm/mucus [ ] Use oxygen as prescribed

¢ Sleep well at night \:l Continue regular exercise/diet plan

e Appetite is good |:| At all times avoid cigarette smoke, inhaled irritants*
L]

Yellow Zone: | am having a bad day or a COPD flare Actions

* More breathless than usual [ ] Continue daily medication
o | have less energy for my daily activities [] Use quick relief inhaler every hours
e Increased or thicker phlegm/mucus D Start an oral corticosteroid (specify name, dose, and duration)

« Using quick relief inhaler/nebulizer more often

e Swelling of ankles more than usual D Start an antibiotic (specify name, dose, and duration)

* More coughing than usual

o | feel like | have a “chest cold” [ ] Use oxygen as prescribed

® Poor sleep and my symptoms woke me up [] Get plenty of rest

My appetite is not good [ ] Use pursed lip breathing

My medicine is not helping [ ] Atall times avoid cigarette smoke, inhaled irritants*

[ ] Call provider immediately if symptoms don't improve*

‘D

Red Zone: | need urgent medical care Actions

e Severe shortness of breath even at rest [] call 911 or seek medical care immediately*

¢ Not able to do any activity because of breathing ] While getting help, immediately do the following:
¢ Not able to sleep because of breathing \:|

¢ Fever or shaking chills
¢ Feeling confused or very drowsy
e Chest pains
e Coughing up blood
*The American Lung Association recommends that the providers select this action for all patients.

The information contained in this document is for educational use only. It should not be used as a substitute for professional medical advice, diagnosis or treatment. THE AMERICAN
LUNG ASSOCIATION DOES NOT ENDORSE ANY PRODUCT, DEVICE OR SERVICE, INCLUDING ANY PARTICULAR COPD MEDICATION OR TREATMENT DEVICE. For more
information, visit www.Lung.org or call 1-800-LUNG-USA (1-800-586-4872) © 2015 American Lung Association

1-800-LUNG-USA | Lung.org/copd

ALACOPDAPV229 16
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” Cardiovascular Conditions

What is Heart
Failure?

If you have heart failure, you’re not alone. About
5.7 million Americans are living with it today.

In fact, it’s one of the most common reasons
people age 65 and older go into the hospital. It
can take years for heart failure to develop. Heart
failure is called congestive heart failure when
fluid builds up in various parts of the body. So

if you don’t yet have it but are at risk for it, you
should make lifestyle changes now to prevent it!

Heart failure symptoms usually develop over
time as your heart becomes weaker and less
able to pump the blood that your body needs.
Heart failure usually results

in an enlarged heart (left ventricle).

Does your heart stop?

When you have heart failure, it doesn’t mean that
your heart has stopped beating. It means that your
heart isn’t pumping blood as it should. The heart
keeps working, but the body’s need for blood and
oxygen isn’t being met.

Heart failure can get worse if it’s not treated. It’s very
important to do what your doctor tells you to do. When
you make healthy changes, you can feel a lot better and
enjoy life much more!

What can happen?

* Your heart does not pump enough blood.

* Blood backs up in your veins.

* Fluid builds up in your body, causing swelling in your
feet, ankles and legs. This is called “edema.”

* Fluid builds up in your lungs. This is called
“pulmonary edema.”

* Your body does not get enough blood, food and oxygen.

The Normal Heart

has strong muscular walls
which contract to pump blood
out to all parts of the body.

Heart muscle
pumps blood out
of the left ventricle.

Heart Failure

is a condition that causes the
muscle in the heart wall to
slowly weaken and enlarge,
preventing the heart from
pumping enough blood.

Weakened muscle
prevents left ventricle
from pumping
enough blood.

What are the signs of heart failure?

» Shortness of breath, especially when lying down

» Tired, run-down feeling

 Coughing or wheezing, especially when you exercise
or lie down

» Swelling in feet, ankles and legs

* Weight gain from fluid buildup

« Confusion or can’t think clearly

What are the causes?
The most common cause of heart failure is coronary
artery disease (CAD). CAD occurs when arteries that
supply blood to the heart muscle become narrowed by
buildups of fatty deposits called plaque.
Other common risk factors that lead to heart failure are:
« Past heart attack has done some damage to the

heart muscle

* Heart defects present since birth
(continued)
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* High blood pressure

* Heart valve disease

* Diseases of the heart muscle

« Infection of the heart and/or heart valves
» Abnormal heart rhythm (arrhythmias)

* Being overweight

* Diabetes

* Thyroid problems

* Alcohol or drug abuse

* Certain types of chemotherapy

How is it treated?

* Your doctor may give you medicine to strengthen
your heart and water pills to help your body get rid of
excess fluids.

= Your doctor will recommend a low-sodium (salt) diet.

* You may be provided oxygen for use at home.

* Your doctor may recommend certain lifestyle changes.

* Surgery or cardiac devices may be needed, in some cases.

What is Heart Failure?

What can | do to manage my heart failure?
*» Follow your doctor’s advice.

* Quit smoking, if you smoke.

» Take your medicines exactly as prescribed.

* Weigh daily to check for weight gain caused by
increased fluid.

* Track your daily fluid intake.
* Monitor your blood pressure daily.

* Lose or maintain your weight based on your doctor’s
recommendations.

* Avoid or limit alcohol and caffeine.

» Eat a heart-healthy diet that’s low in sodium,
saturated fat and trans fat.

« Eat less salt and salty foods.
* Be physically active.

* Get adequate rest.

HOW CAN | LEARN MORE?

disease and stroke.

e Sign up to get Heart Insight, a free
magazine for heart patients and their
families, at heartinsight.org.

e Connect with others sharing similar

supportnetwork.

o Call 1-800-AHA-USA1 (1-800-242-8721),
or visit heart.org to learn more about heart

journeys with heart disease and stroke by
joining our Support Network at heart.org/

Do you have
questions for the
doctor or nurse?
Take a few minutes to
write your questions for

the next time you see
your healthcare provider.

For example:
How wmuch salt
way l eat?

How much weight
gain is too much?

We have many other fact sheets to help you make healthier choices to reduce your risk,
manage disease or care for a loved one. Visit heart.org/answersbyheart to learn more.

My Questions:

|

o~ American
” Heart
Association.
life is why~

©2015, American Heart Association
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Self-Check Plan

for HF Management

@ Excellent — Keep Up the Good Work!

S D b @ G

[_] No new or [] Physical 1 No new [] Weight 1 No sign of
worsening activity level swelling, feet check stable chest pain
shortness of is normal for and legs look Weight:
breath you normal for you

GREAT! Daily Med & Low Follow-
CONTINUE: e O Directed [ Sodium t visits'

Eating
@ Pay Attention — Use Caution!

PEERCICROEE

[ 1Dry, hacking [ | Worsening [ Increased ["] Sudden weight [ | Discomfort [ ] Trouble

cough shortness of swelling gain of more or swelling in Sleeping
breath with of legs, feet,  than 2-3 |bs the abdomen
activity and ankles in 8 24 hour period

(or 5 Ibs in a week)

CHECK IN! Your symptoms A need to mmm A need for

U contact your + E a change in
may indicate: A doctor or provider medications

e Medical Alert — Warning!

¥ @ @ @ W 6=

[JFrequent [ Shortness []Increased [] Sudden [INew or [[JLossof []Increased
dry, of breath discomfort weight gain worsening appetite trouble
hacking at rest or swelling of more dizziness, sleeping;
cough in the lower _th324%'3 Ibs , confusion, cannot lie

body (or5 bsinawesy Sadness or depression flat

Call your physician
WARNING! You need to be evaluated right away. @a o

or call 91 1

~
. Nationally supported by:
Amercan Amrican www.RiseAboveHF.org ) NOVARTIS
Association | Association. ©2015 American Heart Association, Inc. All rights reserved. Unauthorized use prohibited. PHARMACEUTICALS
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