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ABSTRACT 

Happy Hearts Automatic Referral (HHAR) was a program that referred heart failure (HF) 

patients to Transitional Care (TC) at Banner Health. The purpose of the human subject’s research 

was to examine the use of the Minnesota Living with Heart Failure® questionnaire (MLHFQ) as 

a survey instrument to identify moderate quality of life (QOL) in patients living with HF. The 

most common referral to TC prior to the project was patients with poor QOL. The project 

explored the influence of earlier referrals to improve QOL for participants living with HF. The 

MLHFQ was chosen because it is a valid and reliable instrument specific to QOL. The HF 

population was chosen because the most commonly referred patients to interventions such as TC 

are those that pose the smallest risk for readmission, have the highest risk of readmission, or 

have the potential to demonstrate the most significant increase in QOL. By offering TC to 

patients with moderate QOL, an opportunity existed to reduce advancement into a population 

that is characteristic of high-risk readmissions. The project identified potential participants, then 

administered the MLHFQ, and scored it. When scores were between 26 and 45, participants were 

considered qualified participants for this project. Ideally, the patient would have been enrolled in 

TC for 30 days and the project would have administered another MLHFQ at completion of 30 

days of TC to evaluate a change in QOL; however, due to the short-term nature of this project 

the TC content and follow-up administration of the MLHFQ was not evaluated. Also, while this 

project was taking place the TC team at Banner Health was not accepting new patients. A human 

subject’s research approach was applied and examined the responses to the MLHFQ from a 

small sample of five moderate QOL participants and described the expected responses for 

improved QOL if a second MLHFQ was to be administered following TC. Specifically items 1, 
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7, 8, 14, and 19 were examined to discuss how TC interventions might have improved scores on 

these items. The project concluded by describing how future cycles should be completed for 

further research. 
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CHAPTER I: INTRODUCTION 

Heart failure (HF) is a significant health concern in the United States (US), affecting 

millions and costing billions. Approximately 5.1 million people in the US have been diagnosed 

with HF (Go et al., 2013). The estimated cost to provide healthcare services, including access to 

medications, and the calculation of missed days of work is 32 billion dollars annually (Go et al., 

2013). In 2010, a primary diagnosis of HF accounted for approximately one million hospital 

admissions, with an average cost of $10,200 for each admission (Hall, Levant, & DeFrances, 

2012; Pfuntner, Wier, & Steiner, 2013). Patients living with HF commonly experience side 

effects such as weight gain, swelling in feet and lower legs, and shortness of breath, limiting 

their ability to complete activities of daily living (ADLs) (Centers for Disease Control and 

Prevention [CDC], 2014). Patients who are unable to complete ADLs often experience frequent 

emergency room visits, and admissions to the hospital resulting in decreased functional and 

psychosocial status thus decreasing their quality of life (QOL) (Britz & Dunn, 2010). The time 

between discharge from an acute care facility such as a hospital and 30 days post discharge has 

been identified by under the Affordable Care Act (ACA) as a time to improve quality and reduce 

costs with the use of transitional care (TC) (Naylor, Aiken, Kurtzman, Olds, & Hirschman, 

2011). Transitional Care offers patients with HF customizable healthcare services following their 

discharge from an acute care facility to promote increased QOL and decrease 30-day 

readmissions (Naylor, Aiken, Kurtzman, Olds, & Hirschman, 2011). 

The current practice at Banner Good Samaritan Medical Center (BGSMC) indicated a 

lack in appropriate referrals of HF patients to the TC program. Referrals were subjective and 

lacked any specific criteria. Consequently, patients who appeared sick (the sickest of the sick) 
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tended to be referred more readily, but others who may benefit from TC such as those with 

moderate QOL were often excluded. The purpose of this human subject’s project was to examine 

the use of the Minnesota Living with Heart Failure® Questionnaire (MLHFQ) as a survey 

instrument to identify a moderate QOL in patients living with HF. The most common referrals at 

BGSMC to interventions such as TC prior to the project were those who had poor QOL. Earlier 

referrals to TC programs may help to maintain or improve a moderate QOL. The long-range goal 

of this project was to explore the influence of early referrals to TC to improve QOL for 

participants living with HF.  

Project Questions and Aims 

Heart failure is a complex and costly chronic illness affecting millions in the US, 

requiring close monitoring by a health care team (Heidenreich et al., 2011). Furthermore, 

literature reveals that patients with HF are at a higher risk for high cost readmissions and 

decreased QOL (Britz & Dunn, 2010; Heidenreich et al., 2011). The ACA encourages testing of 

healthcare models to improve transitions from hospital to other care settings (Naylor, Aiken, 

Kurtzman, Olds, & Hirschman, 2011). Current practice at BGSMC lacked a protocol for TC 

referral, resulting in repeated missed referrals highlighting a need for change. The practice model 

at BGSMC relied on treating providers to initiate referral to TC. This practice relied on the 

provider’s knowledge of TC existence, understanding of minimum requirements for referral, and 

their willingness to refer. This approach was heavily subjective, which led to missed opportunity 

for early low-cost intervention. In order to capture all opportunities for the project intervention, 

admission of a patient with a primary diagnosis of HF to the hospital triggered Theresa Glonning 

MSN, RN, FNP-BC, CHFN Advanced Heart Failure and Aquapheresis Program Director, to 
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notify the investigator of potential patients. The project investigator administered the MLHFQ. 

The MLHFQ was chosen because it is a valid and reliable instrument specific to QOL. A score 

of less than 24 indicates a high QOL; scores between 24 and 45 represent a moderate QOL and a 

score greater than 45 indicates a poor QOL (Behloui et al., 2009). Patients with a moderate QOL 

were the primary focus of this project because missed referrals are common in this group. 

Patients routinely referred to interventions such as TC are those that pose the smallest risk for 

readmission, have the highest risk of readmission, or have the potential to demonstrate the most 

significant increase in QOL (Heidenreich et al., 2011; McDonaugh, Southwood, & Shaw, 2007; 

Zambroski et al., 2005). If the intervention of TC would have been offered to patients with 

moderate QOL, an opportunity may have existed to reduce advancement of decreased QOL. The 

project identified potential participants, then administered the MLHFQ, and scored them. When 

scores were between 26 and 45 participants would have been referred to TC. The patient would 

have been enrolled in TC for 30 days and ideally, the project would have administered another 

MLHFQ at completion of 30 days of TC to evaluate a change in QOL, however, due to the short-

term nature and that TC was not currently accepting patients, a TC referral and follow-up 

administration of the MLHFQ was not evaluated. A human subject’s research approach was 

applied and examined the responses to the MLHFQ from a small sample of five moderate QOL 

participants and described the expected responses for improved QOL if a second MLHFQ was to 

be administered following TC. Specifically items 1, 7, 8, 14, and 19 were examined to discuss 

how TC interventions might have improved scores on these items. The project concluded by 

describing how future cycles should be completed for further research. 
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Primary Project Purpose 

The purpose of this human subject’s project was to examine the use of the MLHFQ as a 

survey instrument to identify a moderate QOL in patients living with HF. Commonly only 

patients who had poor QOL received referrals to TC. Earlier referrals to TC programs may help 

to maintain or improve a moderate QOL. The long-range goal of this project was to explore the 

influence of early referrals to TC to improve QOL for participants living with HF. 

Specific Aims for this Project that are Consistent with the Four Stages of the Plan-Do-

Study-Act (PDSA) Cycle 

Specific Aim 1: Plan (P) 

Identify a need for a structured process that includes early referrals of patients with a 

primary diagnosis of HF and with moderate QOL to TC. 

Specific Aim 2: Do (D) 

Administer the MLHFQ to patients with HF who would have potentially been referred to 

TC, and score their questionnaires to select five patients who scored moderately (score between 

24 and 45). 

Specific Aim 3: Study (S) 

Evaluate question responses to the MLHFQ and discuss how the TC program might 

influence specific question responses if administered following participation in the program.  

Specific Aim 4: Act (A) 

Describe follow-up questionnaire administration at completion of 30 days of TC and 

discuss successive cycle plans based on the evaluation results. 
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Background 

Heart Failure 

Heart failure is a chronic condition of the heart in which muscle elasticity no longer 

pumps the appropriate amount of blood to supply the rest of the body. Two types of HF exist, 

left-sided HF and right-sided HF; left-sided HF is further divided by systolic and diastolic 

failure. In left-sided HF, the left ventricle (LV), the largest and most powerful chamber of the 

heart, is unable to pump the demanded need of oxygen-rich blood out of the chamber and into 

the body (American Heart Association [AHA], 2014a). Systolic HF is classified by the literal 

inability of the LV to squeeze blood out of the ventricle and supply it to the body (AHA, 2014a). 

While diastolic HF is defined by the LV inability to properly relax (i.e., the muscle has become 

stiff not allowing enough blood to enter into the ventricle) thus not meeting the demand of the 

entire body (AHA, 2014a). Risk factors for HF failure include hypertension, coronary artery 

disease, and diabetes (Centers for Disease Control and Prevention [CDC], 2014). Lifestyle 

choices such as tobacco abuse, lack of physical activity, obesity, and diets high in fat, 

cholesterol, and sodium increase the risk developing HF (CDC, 2014). Men, African Americans, 

and individuals over the age of 65 are also at increased risk for developing HF (National Heart, 

Lung, & Blood Institute [NHLBI], 2014). Heart failure can be diagnosed with the help of a 

variety of tests; however, measurement is focused on the ejection fraction (EF). Ejection fraction 

measures the amount of blood the left ventricle pumps out with each contraction (AHA, 2014b). 

According to the American Heart Association (2014b), an EF of less than 40% is characteristic 

of systolic HF. Measuring EF can be calculated with the help an echocardiogram, cardiac 

catheterization, multigated acquisition (MUGA) scan, computerized axial tomography (CAT) 
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scan, or a nuclear stress test (AHA, 2014b). Patients with a normal EF may develop diastolic HF. 

Diastolic HF is diagnosed when the patient shows signs and symptoms of heart failure. They 

have a mildly abnormal systolic LV function (LVEF > 50%, and LV end-diastolic volume index 

<97mL/m2), and evidence of diastolic LV dysfunction (LV end-diastolic pressure >16 mmHg, or 

mean pulmonary capillary wedge pressure >12mmHg) (Paulus et al., 2007). Decreased EF can 

significantly decrease a patient’s ability to complete simple tasks such as walking to the 

bathroom. Inability to complete such simple tasks can result in decreased QOL. Heart failure is a 

complex disease process that is non-reversible, and needs close management for follow up, 

medication management, and symptom control.  

Transitional Care 

In a position statement by the American Geriatrics Society Health Care Systems 

Committee, Traditional Care (TC) is defined as a set of actions designed to ensure the 

coordination and continuity of health care as patients transfer between different locations or 

different levels of care within the same location (Coleman & Boult, 2003). The TC program at 

BGSMC enrolled patients with high rates of readmissions with a diagnosis of HF into a 30-day 

program. Initial consult and evaluation of patients by a physician and social worker was 

completed during hospital admission. Those with the highest need were the most commonly 

referred to the TC program at BGSMC; this population was defined by repeated readmissions. 

Within 24 to 48 hours upon discharge from the hospital, an in-person follow up at the patient’s 

home or in the TC clinic was made. This follow up was competed by a physician, or nurse 

practitioner (NP) and social worker. During the visit a physical exam was conducted, 

medications reviewed, and any obstacles of adherence were discussed and addressed. Patients 
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were given a direct cell phone number to the physician/NP and were instructed to call 24 hours a 

day, seven days a week before they considered going to the emergency department (ED). 

Specifically the TC team managed medication reconciliation to help decrease swelling, they 

provided social tools and or support for patients to see their families, helped to manage 

symptoms so that patient may return to work, helped to keep patients out of the hospital, and 

provides 24-hour support to decrease the anxiety and worry patients often experience. These 

qualities of TC medicine specifically correlate with items on the MLHFQ. Items 1, 7, 8, 14 and 

19 highlight specific interventions that were addressed in the TC program at BGSMC.  

Furthermore, TC has received national attention by the Centers for Medicare and 

Medicaid Services (CMMS) and the ACA. The Centers for Medicare and Medicaid Services 

report one in five Medicare patients who are discharged from the hospital are readmitted within 

30-days, costing $26 billion annually (CMMS, n.d.). The US government, in section 3026 of the 

ACA (2010), addresses Community-Based Care Transitions Programs (CCTP) and encourages 

healthcare models to be tested to improve transitions from hospital to other care setting (hospital 

or home) for high risk patients (CMMS, n.d.). Several of these programs are currently being 

tested in the US. In a recent randomized control trial (RCT) of a TC program, patients enrolled in 

the program showed an overall reduction in healthcare associated costs of $4,845 over a one-year 

period (Naylor et al., 2004). 

Quality of Life (QOL) 

Multitudes of definitions for QOL exist and are supported in academic literature. Felce 

and Perry (1995) state the definition of QOL must incorporate objective and subjective indicators 

as well as individual values of the rater. Five distinct dimensions exist under the QOL umbrella; 
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including physical, material, social, and emotional wellbeing, as well as development and 

activity (Felce & Perry, 1995). More simply, QOL is the ability of the patient to enjoy life and 

participate in normal life activities. Patients who are diagnosed with HF often experience 

shortness of breath, difficulty breathing while laying down, weight gain with swelling in feet, 

legs, ankles, or stomach, and generalized malaise (CDC, 2014). Such physiological 

manifestations are linked to decreased physical activity and decreased ability to live life as 

desired significantly contributing to decreased QOL. Patients with HF commonly experience 

self-care deficits, with decreased medication, diet, and fluid restriction compliance, resulting in 

overall decline in QOL (Britz & Dunn, 2010). Literature suggests, the most commonly referred 

patients to interventions such as TC are those that pose the smallest risk for readmission or the 

group with the highest risk of readmission or those who will demonstrate the most significant 

increase in QOL (Heidenreich et al., 2011; McDonaugh, Southwood, & Shaw, 2007; Zambroski 

et al., 2005). No QOL score has been identified at this time for those who may benefit from TC. 

This project focused on patients with moderate QOL as this population has rarely been targeted 

for intervention in previous literature. 

Measuring quality of life. Quality of life is a broad and complex concept that is subject 

to interpretation and introjection of personal individual values. Assigning a metric of measure 

allows the health care team to translate subjective into objective data. Objective data collected on 

a validated MLHFQ produces data that can be analyzed and compared.  

Current Practice 

When a primary diagnosis of HF was assigned to a patient at BGSMC, and the decision 

to admit that patient was made, the patient was admitted to the heart failure specialty unit or the 
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intensive care unit (ICU) depending on severity of disease process. Heart failure management 

(i.e., treatment course) was managed in the hospital by a hospitalist and a cardiologist. 

Medication, tests, consults and overall care of the patient was subjective to the healthcare 

provider managing that patient’s care. Intervention of the TC team at BGSMC was dependent on 

a referral from the provider who managed the patient in the acute care setting. No current 

practice existed to measure patient’s QOL. This human subject’s project explored earlier 

referrals to TC to improve QOL for participants living with HF before their QOL was poor. 

Significance 

Nursing Practice 

Expanding knowledge through evidence-based research to improve overall care and 

outcomes is the responsibility of the Doctorate of Nursing Practice (DNP). The role of the DNP 

merges clinical practice and research. This project guided practice change by conducting the 

project with just five patients. This type of project design allowed the DNP to implement 

interventions on a smaller scale and then adjust future cycles to increase probability that a 

practice change will occur. Timely realization of the benefits of research is critical to improving 

the overall health of our population. General assumptions in the literature and policy reflect rapid 

dissemination as a good thing; however, it is reported that it actually takes 17 years for quality 

improvement projects such as this project to reach the bedside (Morris, Wooding, & Grant, 

2011). Happy Hearts automatic referral is aimed at utilizing the information generated from the 

PDSA cycle to improve the TC program at BGSMC. 
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Healthcare 

Transitions in care for patients with HF highlight a vulnerable time that leaves patients at 

high risk for unnecessary use of healthcare resources (Naylor, Aiken, Kurtzman, Olds, & 

Hirschman, 2011). Assessment of QOL can be a key indicator to overall health. Research 

suggests that perceived decreased QOL increases poor health outcomes (Britz & Dunn, 2010). 

Negative healthcare outcomes in this population often result in readmission to the hospital. 

Readmissions can occur for a variety of reasons including, non-adherence to medication, 

inappropriate or no follow-up, limited scope of practitioners at time of transition of care, and 

self-care deficits (Britz & Dunn, 2010; Coleman & Berenson, 2004; Conn, Taylor, & Stineman, 

1992). Patients with poor QOL and high readmission rates are often discussed in literature. This 

human subject’s project aimed to target patients with moderate QOL, as there was little evidence 

to support if intervention may improve QOL and decrease readmission in this population. This 

project in the future is likely to improve access to TC services among HF patients at BGSMC.  

Morbidity and Mortality 

Heart failure is associated with a high morbidity and mortality rate; in fact, one in nine 

deaths in 2009 included HF as a contributing cause of death (Go et al., 2013). It is well 

documented in literature that risk factors for HF include hypertension, coronary artery disease 

(CAD), and diabetes. In the US, 33% of the population older than 20 has hypertension, 8.3% 

have diabetes, and a staggering 236.1 people per 100,000 die each year of some kind of cardiac 

disease (Go et al., 2013). Despite increasing incidence of diseases that pose a risk for HF 

development, the number of deaths attributable to HF specifically has remained stable. In the 

American Heart Association (AHA) statistical update, (Go et al., 2013) the rate for HF death was 
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287,000 in 1995 and 14 years later in 2009, it was 275,000. In addition, that same report further 

confirmed hospital discharge related to HF stable at 1,008,000 in 2000 and 1,023,000 in 2010 

(Go et al.). 

Cost 

Heart failure is one of the most expensive cardiovascular diseases processes, and requires 

close management and follow up to prevent exacerbation. The significance to healthcare cost is 

multifaceted. Cost to treat exacerbation, readmission, and associated symptoms all contribute to 

the overall cost of HF. It is estimated that HF accounts for 17% of the total health care 

expenditures or approximately $23 billion. Skyrocketing health care costs rose 3.6% in 2013, 

which accounts for 17.4% of the Gross Domestic Product (CMMS, 2014). In 2014, the Centers 

for Medicare and Medicaid Services (CMMS) report this figure to be the highest health care 

spending in the world by several percentage points with Switzerland recording just over 12%. 

The mean cost per hospitalization for HF in 2011 was estimated at $9,500. It is estimated that 

approximately five million people today live with HF and because of the aging population that 

figure is estimated to grow by 46% to eight million by 2030 (Heidenreich, et al., 2011). 

Hospitalization of patients 65 and older with HF is significantly higher than those who are 65 

and younger with HF (Hall et al., 2010). As the population increases in age, the projected total 

cost of HF is expected to increase 130% from $32 million to $70.6 million (Go et al., 2013). In 

2002, the World Health Organization (WHO) shifted treatment focus from management and 

treatment of acute illness to modification of health habits such as smoking, physical activity, and 

unhealthy diet. There is no current data to support or analyze the actual cost of TC at BGSMC. 

However, this type of care is supported by the ACA and has been shown to reduce, significantly, 
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hospital readmission in this population. Improving QOL in HF patients actually reduces 

readmissions and ultimately cost.  

Implementation Tool via Pilot PDSA Cycle 

The Happy Hearts automatic referral human subject’s project was implemented via a 

PDSA (Plan-Do-Study-Act) cycle. Utilizing a PDSA cycle was an effective tool in testing 

change prior to actually implementing the change to practice (National Health Service [NHS] 

Institute for Innovation and Improvement, n.d.). This method was used to reduce time, and cost 

when implementing change in practice (NHS Institute for Innovation and Improvement, n.d.). 

This protocol highlights outcomes generated from the PDSA cycle to improve TC usage at 

BGSMC.  

Summary 

Heart failure is a chronic and debilitating disease that is listed on 1-in-9 death certificates 

each year in the US (Go et al., 2013). Once a diagnosis of HF is made, the average person dies 

within five years (Go et al., 2013). Increasing symptoms negatively impact QOL and lead to 

increased hospitalizations and ultimately costs. The purpose of this human subject’s project was 

to explore the use of the MLHFQ as an instrument to examine the influence of TC on QOL for 

participants with existing moderate QOL who are living with HF. Specifically the project 

explored earlier referrals to TC to improve QOL for participants living with HF before their 

QOL was poor. Improved QOL is generally associated with improved symptom control, reduced 

hospitalization and cost.  
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CHAPTER II: LITERATURE REVIEW 

Introduction 

This chapter provides a comprehensive review of the literature pertaining to the main 

elements of this project and reviews instrumental studies in QOL; utilizing the MLHFQ and how 

the TC model has been utilized to improve healthcare outcomes and decrease healthcare costs. 

Specifically the review of the literature includes the MLHFQ strengths and weaknesses. The TC 

model will be described as a significant intervention that works to improve QOL and decrease 

costs. The chapter ends with conclusions that can be drawn from this review. 

Literature Review Process 

This literature review was conducted using two databases: PubMed and Cumulative 

Index of Nursing and Allied Health Literature (CINAHL). Search terms used included 

cardiovascular disease, heart failure, quality of life, self-care theory, MLHFQ. Exclusion criteria 

was used to limit erroneous literature and included omitting non-English reviews, and reviews 

written after the year 2000 in most cases. Utilizing the search terms and the exclusion criteria, 

articles were selected to meet the primary project purpose and are discussed in this chapter. 

Studies on Quality of Life 

The AHA built a prevalence study to forecast the future of Cardiovascular Disease 

(CVD) in the US (Heidenreich et al., 2011). The study projects CVD prevalence and average 

costs per person by adding data including age, gender and race to increase reliability and 

confidence of the projections. Costs were assumed to grow based on historical rate of inflation. 

Population estimates and growth were supplied by the Census Bureau and built into the projected 

models. Heidenreich et al. (2011) concluded that CVD would increase approximately 10% if 
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prevention treatment trends remain as they are today. The projections are also sensitive to the 

aging of the population (Heidenreich et al., 2011). The study, however, warned about alarming 

trends of obesity and diabetes mellitus (DM) which could have significant implications in the 

development of CVD and for the purposes of this projection were left at a static rate 

(Heidenreich et al., 2011). This being said, the projected growth in both incidence and costs are 

likely understated.  

Of particular interest to this investigator was an analysis conducted by Timmons and 

Horan (2007). It was specifically aimed at cardiac patients and use of Orem’s self-care deficit 

theory. A review of 23 citations was done to determine applicability of Orem’s theory in bedside 

practice and to determine positive impact on self-care deficits (Timmons & Horan, 2007). The 

research team found useful benefit in developing guiding principles for a holistic approach to 

educating cardiac patients; however, practical application proved difficult (Timmons & Horan, 

2007). The study concluded with a recommendation for further study to link self-care deficit to 

quality of care (Timmons & Horan, 2007).  

Britz and Dunn (2010) expanded Timmons and Horan’s (2007) research by linking 

patient confidence in self-care and patient outcomes post discharge from the hospital. In a cross 

sectional descriptive study of 30 HF patients they concluded that identification of patients who 

lacked self-confidence was critical to determining the intervention necessary to improve QOL 

(Britz & Dunn, 2010). Self-care confidence was strongly associated with “physical quality of life 

(r=0.37, p<.05), emotional quality of life (r=.45, p<.05) and total quality of life (r=.48, p<.01)” 

(Britz & Dunn, 2010). This study submits that patients who expressed high levels of confidence 

in their ability to manage their illness reported overall higher QOL (Britz & Dunn, 2010). 
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Zambroski, Moser, Bhat, and Ziegler (2005) researched HF patients who had symptoms 

of disease and the impact that had on QOL. Specifically, this study focused on the impact of 

symptoms prevalence and symptom burden on QOL in patients with HF (Zambroski et al., 

2005). Items were answered by 53 HF patients relating to HF symptoms they were experiencing 

(Zambroski et al., 2005). The descriptive cross sectional design study was designed to identify 

severity and burden of symptoms, determine how symptoms related to age and gender, and lastly 

study impact on QOL (Zambroski et al., 2005). The study concluded that patients who had 

increased symptom burden, functional status limitations and were younger in age were at high 

risk for QOL impact (Zambroski et al., 2005).  

Studies on Tools Used to Evaluate Quality of Life in Heart Failure Patients 

Sneed et al. (2001) compared three QOL measurement tools. Specifically, the MLHFQ, 

Medical Outcomes Study Short Form (SF-36), and a Visual Analog Scale (VAS) were selected 

for comparison (Sneed et al., 2001). This study used a descriptive comparative design in 30 

patients, in which all three tools were administered (Sneed et al., 2001). The results demonstrated 

that the SF-36 was a more specific measurement in the physical and emotional aspects of QOL 

(Sneed et al., 2001). One interesting side note to this study was the realization that approximately 

25% of the patients could not read the questionnaire due to literacy, limited vision and or 

language barriers (Sneed et al., 2001). Verbal administration of the instrument is necessary for 

future use. Of interest to this investigator is that SF-36 and MLHFQ both have standardized 

instruction for verbal administration.  

Berry and McMurray (2012) conducted a similar side-by-side comparison on both 

general QOL measurement tools and disease specific measurement tools. General QOL tools 
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included Sickness Impact Profile (SIP), SF-36, Nottingham Health Profile (NHP), and Quality of 

Well Being Scale (QWB Scale) (Berry & McMurray, 2012). Disease specific tools that were 

evaluated include MLHFQ, The Quality of Life in Sever Heart Failure (QLQ-SHF) 

Questionnaire, and the Chronic Heart Failure Questionnaire (CHFQ) (Berry & McMurray, 

2012). The study emphasized ease of use including time required for the patient to complete the 

questionnaire. Moreover, the ability to verbally administer as critical success factors. Berry and 

McMurray (2012) concluded the SF-36 tool as a generic tool and the MLHFQ as a disease 

specific tool to yield reliable informative data as a QOL instrument in HF patients. The research 

team did describe a “placebo effect in QOL” citing the relationship between patient-clinician 

contact having an inverse correlation with symptoms and QOL (Berry & McMurray, 2012). This 

is interesting because the main intervention of study within this paper is the TC care model, 

which is founded on the patient clinician interaction (Berry & McMurray, 2012). 

Studies on Transitional Care and Quality of Life 

Harrison et al., (2002) in a prospective RCT studied QOL after discharge from the 

hospital comparing HF patients who received TC in addition to home care and those who 

received “usual” care (home care alone). Transitional Care group (n=92) and usual care group 

(n=100) (Harrison et al., 2002). The patients were administered the MLHFQ at 6- and 12-week 

intervals post-discharge (Harrison et al., 2002). Results indicated that the TC patients scored a 

higher QOL (27.2 + 19.1SD) than the usual care patients (37.5 + 23.3 SD; p=0.002) at the six-

week interval (Harrison et al., 2002). Similar results were reported at the 12-week interval 

(Harrison et al., 2002).  
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In a hallmark study, Naylor et al. (2004) studied 239 HF patients who had been 

hospitalized in the Philadelphia area for 52 weeks post discharge. The intervention was 

enrollment in a three-month NP-driven TC program emphasizing comprehensive discharge 

planning and specific protocol driven home follow-up (Naylor et al., 2004). This study measured 

time to readmission or death, number of readmissions to an acute care facility, QOL, functional 

status, patient satisfaction and cost of care (Naylor et al., 2004). The instrument used to measure 

QOL in this study was the MLHFQ. There was demonstrable benefit in readmission rates and 

length of time between hospitalization and subsequent decrease in overall cost (Naylor et al., 

2004). As it pertains to QOL, only a short-term benefit was demonstrated at the 12-week interval 

(P<.05) (Naylor et al., 2004).  

In another study, McDonaugh, Southwood, and Shaw (2007) showed similar correlation 

with TC and QOL with an entirely different high-risk population both from a diagnosis 

standpoint (juvenile idiopathic arthritis) and age group (adolescents). Using a reliable tool for 

this population, the authors administered the Juvenile Arthritis Quality of Life Questionnaire 

(JAQLQ) to both parents and teens (McDonaugh, Southwood, & Shaw, 2007). The team was 

able to demonstrate statistically significant improvement in QOL scores at both a 6- and 12-

month interval (McDonaugh, Southwood, & Shaw, 2007).  

In a more recent study, Naylor, Aiken, Kurtzman, Olds, and Hirschman (2011) reviewed 

TC interventions to help guide caregivers and their agencies in establishing qualified programs 

under the ACA and improve quality of health care to high-risk patients. An exhaustive search 

yielded 587 articles but ultimately only 21 were selected (Naylor, Aiken, Kurtzman, Olds, & 

Hirschman, 2011). Inclusion criteria for this study included RCT’s and performed interventions 
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that were targeted at ACA metrics (Naylor, Aiken, Kurtzman, Olds, & Hirschman, 2011). 

Metrics included health outcomes, QOL, patient satisfactions, resource use (including 

readmissions) and costs (Naylor, Aiken, Kurtzman, Olds, & Hirschman, 2011). An in-depth 

analysis for the ACA driven metric of readmissions was specifically mentioned in this work 

(Naylor, Aiken, Kurtzman, Olds, & Hirschman, 2011). Conclusions identified three specific 

interventions that have been proven: 1) comprehensive discharge planning; 2) follow-up home 

visit; and 3) telephonic post-discharge reduce readmissions in this high-risk population (Naylor, 

Aiken, Kurtzman, Olds, & Hirschman, 2011). Although several other interventions had 

substantially positive effect, no specific conclusions can be drawn as it pertains to improved 

QOL. 

Conceptual Framework: Self Care Theory 

Dorethea Orem’s Self-Care Theory was first published in 1971. The model is founded on 

the belief that people should be responsible for their own health. The model stresses that each 

unique individual maintains their health based on learned behaviors of self-care. In addition, 

knowledge of potential health care problems is a necessary motivation for embedding self-care 

behaviors in everyday routines. Orem’s model recognizes gaps in an individual’s ability for self-

care and creates a framework for how healthcare professionals interact to fill the gaps and 

provide support and tools to get the patient back to a self-care state. 

Because of the close alignment with the TC model, Orem’s Self-care theory has been 

selected for use with this study. Orem’s framework contains three related parts: 1) theory of self-

care; 2) theory of self-care deficit; and 3) theory of nursing system. Theory of self-care includes 

all of the practices that an individual must undertake to maintain life, health and well-being.  
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Similar to Orem’s framework the key fundamentals of TC include a patient involvement 

and motivation to maintain their health. Transitional care patients end up requiring this type of 

care because of a gap in self-care that caused hospitalization. The goal of TC is to work jointly 

with the patient to hard-wire healthy behaviors that will prevent future hospitalizations. The TC 

model works with each patient individually as all situations are unique and different. Likewise, 

Orem suggests that individualization is critical to the success of the nursing intervention. 

Summary 

The literature review was based on the primary project purpose to examine the use of the 

MLHFQ as a survey instrument to identify a moderate QOL in patients living with HF. The most 

commonly referred patients to interventions such as TC are those with poor QOL. Earlier 

referrals to TC programs may help to maintain or improve a moderate QOL. The long-range goal 

of this project was to explore the influence of earlier referrals to TC on improved QOL for 

participants living with HF, and to use the PDSA format for human subjects of referrals to a TC. 

Specifically, the project explored early referrals to TC to improve QOL for participants living 

with HF before their QOL was poor. Generalized conclusions from the literature review 

identified that the placebo effect is real. Controlling the placebo effect in an interaction intensive 

model such as TC is not possible. Various definitions and lack of description of TC intervention 

in the literature make comparative study difficult. Many different QOL tools have proven 

reliable in the measurement of QOL. There are some benefits from utilizing a tool that was 

specifically designed for the group being studied. 
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CHAPTER III: METHODS 

Introduction 

Effective discharge interventions are important and necessary for transitioning patients to 

home. Naylor, Aiken, Kurtzman, Olds, and Hirschman (2011) identified discharge planning, 

post-discharge home visit and telephonic support as specific post-discharge interventions that are 

most effective. Transitional care (TC) programs include these interventions. The current practice 

at BGSMC demonstrated a lack in referral to the TC program. The process for referral was 

subjective and dependent upon the evaluation and judgment of each individual provider. 

Consequently, the sickest of the sick received a referral to the TC program because they were 

outwardly recognizable. Having a formalized referral process would ensure that more at-risk HF 

patients are referred to the TC program (e.g., those reporting moderate QOL). This process 

highlighted an opportunity for implementing the Happy Hearts Automatic Referral.  

Data Collection 

Instrumentation 

The MLHFQ (Appendix A) examines the physical, emotional, social, and mental 

dimensions of treatment courses in patients with HF, and their perception of QOL (University of 

Minnesota, n.d.). The questionnaire specifically targets HF patients and their perception of QOL. 

The 21-item questionnaire assesses patients’ perceptions of the effects of HF on their individual 

lives (Sneed, Paul, Michel, VanBakel, & Hendrix, 2001). A patient ranks each of the 21 items on 

a 6-point 0-to-5 Likert scale to rate from none to very much as to the degree that each of the 

items in the questionnaire prevented them from living, as they desired (Sneed, et al., 2011; 

University of Minnesota, n.d.).  
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Validity and Reliability 

The MLHFQ has a high degree of validity when compared with other health outcome 

scales (Berry & McMurray, 2012). In a highly documented study by studies of left ventricular 

dysfunction (SOLVD) investigators, the scores for 128 patients with HF on the MLHFQ 

compared favorably with 52 similar patients of another independent study conducted by SOLVD 

investigators (Berry & McMurray, 2012). The MLFHQ had a good internal consistency score 

with a Cronbach’s α > 0.7 (Berry & McMurray, 2012). The MLHFQ has also shown to be valid 

when compared with other disease specific questionnaires. In a study that compared the Clinical 

COPD Questionnaire (CCQ), which measures symptoms of COPD over the last week, with the 

MLHFQ, which measures symptoms such as swelling in the ankles or legs, an internal 

consistency score with a Cronbach’s α > 0.7 was reported (Berkhof, Metzemaekers, Uil, 

Kerstjens, & Van den Berg, 2014). The MLHFQ is both valid and reliable.  

Scoring 

The questionnaire was scored following the instructions from the University of 

Minnesota see Appendix B. Scores were then qualified into high QOL, moderate QOL, and low 

QOL utilizing the recommendations of Behlouli et al. (2009). A score of less than 24 indicated a 

high QOL; scores between 24 and 45 represented a moderate QOL and a score greater than 45 

indicated a poor QOL (Behloui et al., 2009). Interpretation of this questionnaire allowed for a 

common language of QOL in patients with HF. Items 1, 7, 8, 14, and 19 of the MLHFQ were 

specific areas in which the TC program at BGSMC focused on increasing QOL.  
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FIGURE 1. Plan-Do-Study-Act (PDSA) Cycle. 

Project Design 

Project Protocol 

When a patient with HF, who met criteria for admission to the project, was admitted to 

hospital, the investigator received notification from Theresa Glonning MSN, RN, FNP-BC, 

CHFN Advanced Heart Failure and Aquapheresis Program Director at BGSMC. Verbal 

agreement from patient was obtained by Theresa to allow this investigator to speak to patient 

about the project. When a patient agreed to speak to the investigator, the investigator introduced 

herself to the patient, explained the project, and invited the patient to participate in the project. If 

the participant agreed to participate then informed consent was obtained. When the investigator 

obtained informed consent, the participant was given a clipboard with pen and paper with the 
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MLHFQ. The participant was asked to fill out the questionnaire and investigator left the room. 

Participants were instructed to signal they had completed the questionnaire by pressing their call 

light. The investigator answered the call light and obtained the questionnaire, and scored it 

utilizing the scoring instructions from the University of Minnesota (Appendix B). Scores were 

then qualified into high QOL, moderate QOL, and low QOL utilizing the recommendations of 

Behlouli et al. (2009). A score of less than 24 indicated a high QOL; scores between 24 and 45 

represented a moderate QOL and a score greater than 45 indicated a poor QOL (Behloui et al., 

2009). Participants scoring between 24 and 45 represented a moderate QOL, and were the 

primary focus of this project. The score was shared with the participant. Prior to this project, it 

was common for patients who appeared to have a poor QOL to be referred to the TC program, 

even though there was no questionnaire administered. This project was aimed at providing a 

referral to TC for five participants who have a moderate QOL as evidenced by a score between 

24 and 45. Once the referral was placed, the TC team at BGSMC would have completed its 

consultation requirements. For purposes of this DNP project, the TC intervention was not a part 

of the project. The MLHFQ was administered to identify participants who had a moderate score 

(24-45) for QOL and in turn place a referral to TC. No further contact with participants was 

made. Analysis of the five participants’ data on the MLHFQ and a discussion of the hypothetical 

influence of TC on the MLHFQ scores was the basis for this Human Subjects project.  

Sample and Setting 

This project involved participants that had a primary diagnosis of HF at BGSMC. 

Theresa Glonning MSN, RN, FNP-BC, CHFN Advanced Heart Failure and Aquapheresis 
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Program Director at BGSMC, referred potential participants who meet inclusion criteria to 

investigator.  

Specific Inclusion and Exclusion Criteria 

Inclusion criteria: 

• Primary diagnosis of heart failure 

• Within 24 hours of discharge from BGSMC 

• English speaking adults > 20 years of age  

Exclusion criteria: 

• Active drug or alcohol use  

• Non-English speaking or unable to read English  

This human subject’s project was conducted at BGSMC. BGSMC center is a level I 

trauma center located in downtown Phoenix. The hospital has 733 licensed patient care beds and 

has approximately 60,000 emergency department visits annually (Banner Health, 2013). The 

potential participants were patients who met inclusion criteria and were inpatients at BGSMC. 

Recruitment 

Only patients with a primary diagnosis of HF were considered as potential participants 

for this human subject’s project. Recruitment occurred utilizing the following method took place 

at BGSMC in Phoenix Arizona during the summer of 2015. Please see Appendix C for the script 

used to recruit patients approved by the Institutional Review Board’s (IRB).  

A daily-automated admission report is sent to Theresa Glonning advanced heart failure 

and Aquapheresis program director, at BGSMC that identified patients who had a primary 

diagnosis of HF, the investigator did not have access to this admission report. Theresa Glonning 
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asked the patient if this investigator was able to speak with them about the Happy Hearts 

Protocol Project. If the patient was interested, Theresa Glonning notified the investigator via 

phone that she had a potential participant. This investigator met Theresa Glonning at BGSMC 

and was given name and room number of patient. No other documents were used to recruit 

subjects except recruitment letter approved by IRB (Appendix C). The investigator met potential 

participants in their inpatient BGSMC room, explained the project, answered items and asked if 

the potential participant wished take the questionnaire, and obtained an informed consent. 

Potential participants who meet study criteria and consented to participate were enrolled to take 

the MLHFQ. The recruitment method and consenting process continued until there were five 

participants scoring between 24 and 45 on the MLHFQ. For the purposes of this project 

participation ended when the patient successfully completed the initial MLHFQ.  

Data Collection and Planning 

After IRB approval was awarded on June 11, 2015, data collection started on June 29, 

2015 and concluded on July 5, 2015. Please see Appendix D for IRB approval letter. Eleven 

patients signed consent and agreed to take the MLHFQ. Please see Appendix E and F for 

examples of consents. Of the 11 patients, five scored between 24 and 45 and were the focus of 

this project. Each of the five qualifying questionnaires were analyzed and correlations to items 1, 

7, 8, 14 and 19 and TC interventions were assessed and are discussed in Chapter 5. This 

discussion will help in future research to determine if scores on post TC MLHFQ increase when 

compared to initial MLHFQ. 

Shredding of data occurred immediately following contact when participants did not wish 

to participate. Patient privacy was assured during recruitment, consenting and administration of 
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the questionnaire by having no access to patient charts, consideration of people in the room with 

potential participant during recruitment and consenting process, offering an alternate 

appointment if current consenting time is not appropriate and asking family members to step out 

of the room when completing questionnaire. Once consented, all participants were assigned a de-

identified subject ID code for purposes of records, databases and analyses. All electronic records 

were double password protected and only the investigators had access to project data. All 

consents and other information from the participants were kept confidential and were double 

locked in a file cabinet. All consents will be stored in the College of Nursing. Data and consents 

will be kept for six years following conclusion of the project and destroyed by shredding or file 

destruction after six years. Data will be stored according to institutional regulations. 

Feasibility of the Intervention 

Feasibility of this intervention was twofold: creating a process for evaluating QOL and 

increasing referrals of a group that typically is not referred. No current process existed at 

BGSMC to evaluate QOL in HF patients. This lack in policy left an opportunity for this human 

subject’s project to evaluate QOL and potentially generate increased referral to TC. Quality of 

life was evaluated initially when the patient was admitted to the hospital with a primary 

diagnosis of HF utilizing the MLHFQ. Initial evaluation of QOL was the only intervention 

associated with this project. A discussion of how this investigator would refer patients to TC, 

administer, and evaluate a follow up questionnaire can be found within this chapter.  

Summary 

The Happy Hearts Automatic Referral was implemented at BGSMC to both implement a 

way to measure QOL and establish quality improvement of referrals to TC. Specifically, the 
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project explored earlier referrals to TC that would improve QOL for participants living with HF 

before their QOL is poor. The project identified patients who score moderately on the MLHFQ 

and evaluated if those with moderate QOL could improve their QOL after TC intervention. The 

project concludes by designing successive cycles. 
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CHAPTER IV: RESULTS 

Introduction 

This chapter will present the results of the Happy Hearts Automatic Referral project. The 

purpose of this human subject’s project was to examine the use of the MLHFQ as a survey 

instrument to identify a moderate QOL in patients living with HF. Commonly only patients who 

had poor QOL received referrals to TC. Earlier referrals to TC programs may help to maintain or 

improve a moderate QOL. The long-range goal of this project was to explore the influence of 

early referrals to TC to improve QOL for participants living with HF. The project utilized a 

PDSA cycle to identify a lack of referrals to TC, and planned a project to increase referrals. The 

project administered the MLHFQ and selected five participants whose scores indicated they had 

a moderate QOL.  

Results 

TABLE 1. Quality of Life Scores for Patients who were Administered the MLHFQ. 

Included in project 

Patient # Low Moderate High 

1  44  
2  24  

3  30  

4  37  

5  40  

Not included in project 6 45   
7 62   

8 65   

9 68   

10 68   

11 68   
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TABLE 2. Individual Item Ratings for Participants with Moderate QOL Scores. 

Item 
# 

Did your heart failure prevent you from living as you  
wanted during the past month (4 weeks) by: 

Participants rankings 

1 2 3 4 5 

1 causing swelling in your ankles or legs? 1 0 2 5 3 

2 making you sit or lie down to rest during the day? 2 2 0 0 0 

3 making your walking about or climbing stairs difficult? 2 3 2 3 0 

4 making your working around the house or yard difficult? 2 0 0 0 2 

5 making your going places away from the home difficult? 3 0 2 0 1 

6 making your sleeping well at night difficult? 5 0 2 3 2 

7 making your relating to or doing things with your friends or family difficult? 2 0 0 0 2 

8 making your working to earn a living difficult? 0 0 0 0 0 

9 making your recreational pastimes, sports, or hobbies difficult? 3 3 0 0 3 

10 making your sexual activities difficult? 0 1 0 0 1 

11 making you eat less of the foods you like? 2 0 0 5 0 

12 making you short of breath? 4 2 3 3 0 

13 making you tired, fatigued or low on energy? 5 3 4 3 5 

14 making you stay in a hospital? 5 0 5 2 5 

15 costing you money for medical care? 0 0 0 5 2 

16 giving you side effects from treatments? 0 3 0 0 2 

17 making you feel you are a burden to your family or friends? 0 2 0 0 1 

18 making you feel a loss of self-control in your life? 2 2 4 0 3 

19 making you worry? 4 0 3 5 3 

20 making it difficult for you to concentrate or remember things? 1 3 0 3 2 

21 making you feel depressed? 1 0 3 0 3 

Summary 

In this chapter, the results of this project are presented. Patients who score moderate 

quality of life are often missed referrals and could benefit from TC. It expected the TC 

interventions would improve overall QOL and improve scores on follow up questionnaire.  
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CHAPTER V: DISCUSSION 

Introduction 

The initial questionnaire provided a baseline assessment of moderate QOL in patients 

with HF. This project focuses on identifying moderate QOL and referring patients to TC, in an 

effort to improve QOL though tailored patient centered interventions. This chapter will discuss 

the aims, strength of the project, limitations and future thoughts.  

Discussion of Results per Specific Aim  

Specific Aim 1: Plan (P) 

Identify a need for a structured process that includes early referrals of patients with 

a primary diagnosis of HF and with moderate QOL to TC. The TC program at BGSMC lacks 

a structured process to refer patients. Referral to the TC program is currently based on the 

assumption that the patient has a low QOL and would benefit from TC. Use of the MLHFQ to 

measure QOL and knowingly refer HF patients with a moderate QOL to maintain or improve 

overall life quality status. This project demonstrated that it is not possible to determine which 

patients have a low QOL by observation. The investigator interviewed 11 patients total, 

including eight men and three women. Of the 11 patients, six had a low QOL while the 

remaining five patients had moderate QOL but the investigator could not predict QOL in 

advance of scoring the MLHFQ.  

Specific Aim 2: Do (D) 

Administer the MLHFQ to patients with HF who would have potentially been 

referred to TC, and score their questionnaires to select five patients who scored moderately 

(score between 24 and 45). Questionnaires were administered in-person to project subjects. 
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Thirteen patients met inclusion criteria and were asked to take the MLHFQ. Two patients refused 

to sign consent and complete the questionnaire. Eleven participants signed consent and rated 21 

questionnaire items in 15 to 20 minutes. Scoring of the questionnaire was done quickly and 

easily checked for accuracy. Scoring took about five minutes and consisted of adding the scores. 

Six of the participants scored above 45, indicating they had a low QOL. Five scored 24 to 45, 

indicating they had a moderate QOL. While all items contributed to the QOL score, the answers 

to items 1, 7, 8, 14, and 19 were identified as specifically related to TC interventions.  

Specific Aim 3: Study (S) 

Evaluate question responses to the MLHFQ and discuss how the TC program might 

influence specific question responses if administered following participation in the 

program. Each of the qualifying five questionnaires was separated from the others and was 

analyzed for similarities and differences. Scores on the five qualifying questionnaires ranged 

from 24 to 45. Items that are most likely to reflect TC program interventions have been 

evaluated. Question 1 of the questionnaire asks, “Did your heart failure prevent you from living 

as you wanted during the past four weeks by causing swelling in your ankles or legs?” Answers 

to this question are all different (‘0,’ ‘1,’ ‘2,’ ‘3,’ and ‘5’). However, participants may have 

benefited from the TC program because they work with patients individually to ensure 

medication dosing is appropriate for swelling reduction. For example, if the patient is taking 

20mg of Lasix once a day, but is experiencing swelling in the ankles or legs in the afternoon, the 

healthcare provider would suggest the addition of an additional 20mg of Lasix at 1400 or may 

advise to add an additional diuretic. Participants who experienced swelling in the legs and ankles 

that prevented them from living as they wanted would benefit from this customizable feature 
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offered in TC. In a follow-up questionnaire this investigator would expect to see participants 

who answered ‘2,’ ‘3,’ ‘5’ (very much) to answer either ‘0’ or ‘1’ (No or Very Little) as they 

would have had careful adherence to medication regime and medication adjustment to decrease 

swelling.  

Question 7 asks, “Did your heart failure prevent you from living as you wanted during 

the past four weeks by making your relating to or doing things with your friends and family 

difficult?” Three participants answered this question a ‘0’ and two participants answered it as a 

‘2.’ Although participants did not score this question highly, this investigator believes that the 

two participants who answered ‘2’ would benefit from working with the TC social worker. The 

TC social worker meets with patients and completes the Biopsychosocial assessment to evaluate 

major physical, psychological and social issues. The social worker then works with the patients 

to overcome barriers to ensure that patients are able to relate and do things with their friends and 

family. This investigator expects that in a follow up questionnaire the participants who answered 

‘2’ to this question would decrease to a ‘0’ or ‘1’ (No or Very little), as they would have been 

able to work with the social worker to devise ways to relate and do things with their friends and 

family.  

Item 8 asks, “Did your heart failure prevent you from living as you wanted during the 

past four weeks by making your working to earn a living difficult?” This question was answered 

‘0’ by all five participants. The investigator did not consider that most of the patients would be 

either retired, or on disability. Thus, this question is not relevant and should not be evaluated on 

the follow up questionnaire.  
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Question 14 asks, “Did your heart failure prevent you from living as you wanted during 

the past four weeks by making you stay in a hospital?” All five participants answered this as a 

‘5’ (Very Much). This is an expected answer as the inclusion criteria for this project included 

that participants be within 24 hours of discharge from the hospital. This is an important 

evaluation question because keeping patients out of the hospital is the ultimate goal of TC. It is 

expected that participants who are enrolled in TC will not require hospitalization over the next 

30 days, and their score will be a ‘0’ on the follow-up questionnaire.  

Question 19 asks, “Did your heart failure prevent you from living as you wanted during 

the past four weeks by making you worry?” Answers to this question are ‘5,’ ‘4,’ ‘3,’ ‘3,’ and 

‘0.’ Symptoms of HF exacerbation mimic anxiety and can be difficult to differentiate. The TC 

team offers support and reassurance to patients who experience shortness of breath, palpitations 

or other signs of anxiety; offering a direct phone number to call that can be accessed 24 hours a 

day seven days a week. This lifeline eases worry and allows worry to be replaced by life 

fulfillment. It is expected that in a follow up questionnaire answers to this question would be 

either a ‘0’ or ‘1’ (No or Very little) as the patients have had the added support of the TC team to 

decrease their worry over the last 30 days.  

Specific Aim 4: Act (A) 

Describe follow-up questionnaire administration at completion of 30 days of TC and 

discuss successive cycle plans based on the evaluation results. A follow-up questionnaire was 

not completed as part of this project, however it is expected that items 1, 7, 14, and 19 would 

improve. This investigator would not include item 8 on a follow-up survey as it was found to be 
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not relevant. Project participants who had attended the TC program would be contacted after 30 

days and an appointment made to administer and score the same exact MLHFQ.  
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Necessity  

This project identified at risk HF patients with a moderate QOL. This population can 

often go without intervention such as TC and highlights a need for change in the current practice 

at BGSMC. This investigator found it nearly impossible to walk into a patient’s room and be 

able to hypothesize what their QOL would be before taking the questionnaire. There were no 

identifiable symptoms, or clues as to which patients would score moderately and which would 

score low. Thus, the current practice of referring patients, which simply referred some patients 

and not others, is unreliable and calls for a specific method such as the method proposed in this 

project.  

Discussion of Results as it Pertains to Literature  

It is highly documented in literature as discussed in Chapter II that the intervention of TC 

is shown to improve QOL. In fact, a significant portion of the literature also supports the use of 

the MLHFQ as a valid and reliable tool to measure QOL. There is conflicting evidence in the 

literature regarding the sustained impact of TC. Naylor et al. (2004) reported QOL improvement 

at the 12-week interval where as McDonaugh, Southwood, and Shaw (2007) reported QOL 

improvement up to 12 months. A 12-month sustained improvement is remarkable considering 

HF trajectory of illness. This project utilized the literature as a guide to create a referral process 

that incorporates tools supported by research. Each of the components (QOL, TC, & MLHFQ) of 

this project were selected based on evidence that supports their use in in this population.  

(Naylor et al., 2004). (McDonaugh, Southwood, & Shaw, 2007) 
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Strengths  

Strengths of this project include the validity and reliability of the MLHFQ. The 

questionnaire requires very little time to complete and can be read to patients. Overall, the 

questionnaire took 15 to 20 minutes to take. Scoring of the questionnaire can be done quickly 

and can easily be checked for accuracy. Scoring occurred by simply adding the scores, it took 

about five minutes. The University of Minnesota offers an educational license thus no fees were 

incurred to license the questionnaire for this project. In fact, cost to conduct the project was very 

little and did not require training of any additional staff or purchasing equipment or other tools. 

Another strength of this project is the ease of participant recruitment. Of the 13 patients who 

were referred for the project, 11 consented and completed the survey, and of that, five met 

project criteria and were evaluated. The strengths of this project help to distinguish why this 

project is necessary and useful.  

Limitations  

During the course of this project, the TC team at BGSMC was dissolved, creating a major 

limitation for this project. Several reasons exist for the extinction of the TC, team including the 

purpose of this project and lack of referral to the TC; however, this was not the only contributing 

factor. Self-reporting may have proven to be a limitation, as participants were required to report 

their perceived QOL. Their answers may have included not only how HF was limiting their life, 

but also how other disease processes or life events may have prevented them from living, as they 

wanted. Another limitation was the investigators inability to gain access to patient charts, thus no 

demographical data was collected as a part of this project. The limitations did not compromise 



 
 
 

 
49 

the overall intent of this project and in the future will be useful when designing successive 

cycles.  

Potential Reasons Quality of Life (QOL) did not Increase 

1) Patients did not understand or fully complete initial questionnaire. The MLHFQ has been 

rated at the 7th to 8th grade reading level (Gromoske, Oldridge, & Brondino, 2011), so 

somewhat advanced over other tools and higher than the recommended 6th to 7th grade 

level for health education (U. S. National Library of Medicine, 2013). The questionnaire 

is offered only in the English language. Patients who do not speak and/or understand 

written English were omitted from this project. 

2) TC did not meet the needs of the patient. 

3) Patient refused to participate in TC.  

Follow-up Questionnaire 

Administration and scoring of the MLHFQ in 30 days after initiation of the TC program 

would determine if the patient’s QOL was improved. This project did not administer a follow up 

questionnaire; however, the investigator does discuss future administration of the MLHFQ and 

its evaluation. On day 30, this investigator would contact the participant via telephone and 

arrange to have the participant complete a follow-up MLHFQ. Participants may have completed 

the survey over the phone, email, or may have wished to meet in person to complete the 

questionnaire with pen and paper. Analysis of the follow-up MLHFQ involves first adding the 

overall score per the instructions from the University of Minnesota (appendix B), following 

Behlouli et al. (2009) recommendations for scoring. This investigator would have then 

specifically compared scores to items 1, 7, 14, and 19. Omission of item 8 is advised because the 



 
 
 

 
50 

item rates patients’ involvement in work and was not relevant for the retired population. The TC 

program targets the subject matter of items 1, 7, 14, and 19, resulting in the hypothesis that the 

items scores would decrease as well as the overall score. The project purpose is not to improve 

TC or strengthen the TC program. However, the MLHFQ can be used as a tool to evaluate 

changes in QOL scores. If there were no increase in the overall score or in scores for highlighted 

items, TC would benefit by identifying weaknesses within the program and designing 

interventions to strengthen the program. 

Future Quality Improvement Projects 

A 30-day follow up questionnaire would be the next step of this project. This investigator 

would compare overall scores to the survey and scores to items 1, 7, 14, and 19. It is 

hypothesized, that because TC is directed at items identified in these items, scores will decrease 

both in the overall score and in items 1, 7, 14, and 19. This research would show that the 

intervention of TC improves QOL, reduces readmissions, and reduces overall cost of healthcare 

in HF patients. In future cycles of this project, recruitment would increase to 10 participants who 

score moderately on the MLHFQ, and then 20 participants. A larger study population would 

allow increase TC referral.  

Conclusions 

This project has found evidence that with the use of the MLHFQ to identify HF patients 

with moderate QOL, these patients are the most likely to not be referred to TC. Although the TC 

team is no longer accepting patients, this project identified an at risk population who may 

benefit. Therefore, all HF patients have the potential to benefit from TC. This project also 

highlighted a structured process that includes the administration of the MLHFQ, to refer patients 
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something that was non-existent prior to this project. The project supports patients’ wellbeing 

above all and is useful for future research on QOL and TC.  
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APPENDIX A: 

MINNESOTA LIVING WITH HEART FAILURE® QUESTIONNAIRE 
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APPENDIX B:  

SCORING INSTRUCTIONS 
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MINNESOTA LIVING WITH HEART FAILURE® QUESTIONNAIRE 

Instructions for Data Collection and Scoring. 
 
1. Patients should respond to the questionnaire prior to other assessments and interactions that 

may bias their responses. You might tell the patient that you would like to get his or her 
opinion before doing your medical assessment. 

 
2. Ample, uninterrupted time should be provided for the patient to complete the questionnaire. 

We recommend that the patient answer the item without being influenced by others such as 
their spouse or family members. Studies show that patient proxies often have different 
perspectives. 

 
3. We recommend that you use the first question to give the respondent more detailed 

instructions as follows. 
 

a. Read the introductory paragraph at the top of the questionnaire. 
 

b. Read the first question with the respondent – “Did your heart failure prevent you living as 
you wanted during the last month (four weeks) by causing swelling in your ankles or 
legs?” Then tell the respondent – If you did not have any ankle or leg swelling during the 
past month (four weeks) you should circle the zero (0) after this question. If you did have 
swelling that was caused by a sprained ankle or some other cause that you are sure was 
not related to heart failure, you should circle the zero (0) after this question. If you had 
swelling that might be related to your heart condition, then rate how much the swelling 
prevented you from doing things you wanted to do or feeling the way you would like to 
feel. In other words, how much did the swelling affect your life? Circle either the 0, 1, 2, 
3, 4 or 5 to indicate how much the swelling affected your life during the past month – 
zero (0) means not at all, one (1) means very little and five (5) very much. 

 
4. Ask the patient read and respond to all 21 items. The entire questionnaire may be read 

directly to the patient if one is careful not to influence responses by verbal or physical cues. 
 
5. Check to make sure the patient has responded to each question. If a question does not apply 

to the patient, they should circle the zero (0). Make sure there is only one answer clearly 
marked for each question. 

 
6. Score the questionnaire by summating the responses to all 21 items. In addition, a physical 

dimension score (items 2, 3, 4, 5, 6, 7, 12, 13 on the version sent with these instructions) and 
emotional dimension score (items 17, 18, 19, 20, 21) have been identified by factor analysis 
and may be scored by simple summation to further characterize the effect of heart failure on 
a patient’s life. 
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7. Partially complete questionnaires do occur despite best efforts to minimize missing data. 
However, missing data can greatly bias the data and complicate analysis. To reiterate, you 
need to make sure the respondents understand to mark zero for any items that do not apply to 
them, rather than leave a blank. Whenever possible review the questionnaire before the 
respondent leaves to make sure there are no unanswered items or items with more than one 
answer. 

 
8. Several methods to impute missing data are discussed in the literature.1, 2 Multiple imputation 

using completed items and perhaps other study variables to predict missing responses should 
be considered.3 If a missing response is not imputed, the item will be eliminated from that 
person’s score (the sum of responses). Since intermittently missing data can greatly affect 
within-person changes in scores, you might want to use the same subset of items to represent 
a person at all times by omitting items that have missing data at any point in time. We do not 
have any recommendations about when missing data become too extensive to render the 
information being collected useless. 

 
1 Fayers PM et al. Incomplete quality of life data in randomized trails: missing items. Statistics in 
Medicine 1998; 17: 679-696. 
2 Schaffer JL and Graham JW. Missing data: our view of the state of the art. Psychological 
Methods 2002; 7: 147-177. 
3 Raghunathan TE, et al. A multivariate technique for multiply imputing missing values using a 
sequence of regression models. Survey Methodology 2001; 27: 85-95. 
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APPENDIX C: 

RECRUITMENT SCRIPT  
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Recruitment Script  
 

If you choose to take part in this project, you will be asked to complete a 21-item questionnaire 
called the Minnesota Living with Heart Failure Questionnaire. The questionnaire asks specific 
items about how your heart failure has limited you to complete the tasks listed in the last 30 
days. Once you have completed the questionnaire, it will be scored. Your involvement in this 
project is expected to be approximately 15-30 minutes, which is how long it takes to answer the 
items in the Minnesota Living with Heart Failure Questionnaire. An Institutional Review Board 
responsible for human subject’s research at The University of Arizona reviewed this research 
project and found it to be acceptable, according to applicable state and federal regulations and 
University policies designed to protect the rights and welfare of participants in research.  
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APPENDIX D: 

INSTITUTIONAL REVIEW BOARD APPROVAL LETTER
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1618 E. Helen St.
P.O.Box 245137
Tucson, AZ 85724-5137
Tel: (520) 626-6721
http://orcr.arizona.edu/hspp

Human Subjects
Protection Program

 

Date: June 12, 2015
Principal Investigator: Kim Elizabeth Krmpotic
Protocol Number: 1505883736
Protocol Title: Happy Hearts Automatic Referral

Level of Review: Exempt
Determination: Approved
Documents Reviewed Concurrently:
     Data Collection Tools:  MLHFQ Questionnaire.doc
     HSPP Forms/Correspondence:  K-Krmpotic-F-200-FINAL 5 12 15 (3).docx
     HSPP Forms/Correspondence:  K Krmpotic-Verification of Training F107 .doc
     HSPP Forms/Correspondence:  Signature page.pdf
     Informed Consent/PHI Forms:  K_Krmpotic-ICF_Consent_Form_v2015-01_Final 5 12 15 (1).pdf
     Informed Consent/PHI Forms:  PHI Consent (1).pdf
     Other Approvals and Authorizations:  Dr Ota letter.JPG
     Recruitment Material:  Recruitment Script.docx

This submission meets the criteria for exemption under 45 CFR 46.101(b). This project has been
reviewed and approved by an IRB Chair or designee.

• The University of Arizona maintains a Federalwide Assurance with the Office for Human
Research Protections (FWA #00004218).

• All research procedures should be conducted in full accordance with all applicable sections of
the Investigator Manual.

• Exempt projects do not have a continuing review requirement.
• This project should be conducted in full accordance with all applicable sections of the IRB

Investigators Manual and you should notify the IRB immediately of any proposed changes
that affect the protocol.

• Amendments to exempt projects that change the nature of the project should be submitted
to the Human Subjects Protection Program (HSPP) for a new determination. See the
Investigator Manual, 'Appendix C Exemptions,' for more information on changes that affect
the determination of exemption. Please contact the HSPP to consult on whether the proposed
changes need further review. 

• You should report any unanticipated problems involving risks to the participants or others to
the IRB.
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• All documents referenced in this submission have been reviewed and approved.  Documents
are filed with the HSPP Office.  If subjects will be consented, the approved consent(s) are
attached to the approval notification from the HSPP Office.
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APPENDIX E:  

PHI CONSENT 
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PHI Consent 
 

HSPP Use Only: 
Human Subjects Protection Program 

Checklist 101 v January 2015   Version 201   

For you to be in this research study, we need your permission to collect, use and share health 

information that identifies you. If you sign this form, we will collect, use and share your health 

information until the end of this research study, which may be after your direct participation in 

the research project ends.  If you decide not to sign this form, you cannot participate in the 

research study. Whatever decision you make about this research study will not affect your 

access to medical care.  

Information to be used includes things learned from the procedures to examine the use of the 

Minnesota Living with Heart Failure questionnaire (MLHFQ) as a survey instrument to identify a 

moderate quality of life in patients living with Heart Failure. Commonly only patients who have a 

poor quality of life receive referrals to transitional care programs. Earlier referrals to transitional 

care programs may help to maintain or improve a moderate quality of life.. Other information may 

be collected, including, but not limited to, your name, address, date of birth, and information 

from your medical records. This may include information about HIV and genetic testing, or 

treatment for drug or alcohol abuse or mental health problems. 

 

We may use and share your health information with people involved in this research, others 

who administer, oversee, regulate, pay for or work with us on research, and other external 

entities who provide services to support the research. In addition, people involved with your 

future medical treatment (including your insurance plan) may become aware of your 

participation and of any information added to your medical record as a result of your 

participation in this study.  You may choose to withdrawal at any time that you choose.  

We will use and disclose your information only as described in this form and in the relevant 

Notice of Privacy Practices provided by the individual or entity who holds your medical records 

and/or other related information; however, people outside the University of Arizona who 

receive your information may not be covered by this promise or the Health Insurance 

Portability and Accountability Act of 1996 (“HIPAA”) or other applicable federal and state laws. 

We try to make sure that everyone who needs to see your information keeps it confidential, 

but we cannot guarantee this. 

 

You can cancel your permission to use and disclose your information at any time by contacting 

the Principal Investigator of this study in writing. Please include the study number and your 

contact information. The Principal Investigator’s  

Name: Kim Krmpotic 

Address: 3325 E Turney Ave Phoenix AZ 85018 

Phone: 619-851-1438 

Or you may contact the U of A IRB at http://www.orcr.arizona.edu/hspp. 

 

Please note that we may continue to use and share the information we have already collected 

about you, but we won’t collect any further information about you for the research study. 

 

06/12/15 
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PHI Consent 
 

HSPP Use Only: 
Human Subjects Protection Program 
Checklist 101 v January 2015   Version 201   

If you have any questions, please ask the Investigator. The Investigator will give you a signed 
copy of this form.  

 
 
 
AUTHORIZATION  
I hereby authorize the use or disclosure of my individually identifiable health information. I will 
be given a copy of this signed authorization form. 
 
________________________________________________ _____________ 
Subject’s Signature        Date 
 
________________________________________________  
Printed Name of Subject 
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APPENDIX F:  

ICF CONSENT FORM
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  Consent Version: 05/27/2015 

  Page 1 of 4 
   

HSPP Use Only: 
Human Subjects Protection Program 

Consent Form T502a v 2015-01 

06/11/15 

 
The University of Arizona Consent to Participate in Research 

 

 

Study Title: Happy Hearts Automatic Referral Protocol  

Principal Investigator: Kim Elizabeth Krmpotic 

 

 

This is a consent form for research participation.  It contains important information about this 

study and what to expect if you decide to participate.  Please consider the information 

carefully. Feel free to discuss the study with your friends and family and to ask questions before 

making your decision whether or not to participate. 

 
Why is this study being done? 
The purpose of this research project is to examine the use of the Minnesota Living with Heart 

Failure questionnaire (MLHFQ) as a survey instrument to identify a moderate quality of life in 

patients living with Heart Failure.  Commonly only patients who have a poor quality of life 

receive referrals to transitional care programs. Earlier referrals to transitional care programs 

may help to maintain or improve a moderate quality of life. 

 

What will happen if I take part in this study? 
If you choose to take part in this project you will be asked to complete a 21-item questionnaire 

called the MLHFQ. The questionnaire asks specific questions about how your heart failure has 

limited you to complete the tasks listed in the last 30 days. There is no requirement to 

participate in a transitional care program if you take the MLHFQ. 

 

How long will I be in the study? 
Your involvement in this project is expected to be approximately 15- 30 minutes, which is how 

long it takes to answer questions in the Minnesota Living with Heart Failure Questionnaire.  

 

How many people will take part in this study? 
Participants who have a primary diagnosis of heart failure will be enrolled and take the MLHFQ 

until there are five participants that score between 24 and 45 on the MLHFQ. 

 

Can I stop being in the study? 
Yes at any time. 
 
Your participation is voluntary.  You may refuse to participate in this study.  If you decide to 

take part in the study, you may leave the study at any time.  No matter what decision you 
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  Consent Version: 05/27/2015 
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HSPP Use Only: 

Human Subjects Protection Program 

Consent Form T502a v 2015-01 

06/11/15 

make, there will be no penalty to you and you will not lose any of your usual benefits.  Your 

decision will not affect your future relationship with your healthcare provider or any care that 

you receive.   

 

What risks, side effects or discomforts can I expect from being in the study? 

Although it is likely that participants will only experience benefits, there is the possibility that 

participating in the project could result in some undesirable outcomes e.g. unwanted sharing or 

breach of confidential information. 

 

What benefits can I expect from being in the study? 

You may or may not benefit as a result of participating in this study. Potential benefits to 

participants in this Human subjects project is that they are aware of their quality of life score 

and may engage in life style changes as a result of knowing their quality of life score. 

 

What other choices do I have if I do not take part in the study? 

You may choose not to participate in this study without penalty or loss of benefits to which you 

are otherwise entitled. 

 

Will my study-related information be kept confidential? 
Efforts will be made to keep your study-related information confidential.  However, there may 

be circumstances where this information must be released.  For example, personal information 

regarding your participation in this study may be disclosed if required by state law.   
 
Also, your records may be reviewed by the following groups: 

• Office for Human Research Protections or other federal, state, or international 

regulatory agencies 

• The University of Arizona Institutional Review Board  

 
Who can answer my questions about the study? 
For questions, concerns, or complaints about the study you may contact Kim Krmpotic 3325 E 

Turney Ave Phoenix, AZ 85018   619-851-1438. 
 
For questions about your rights as a participant in this study or to discuss other study-related 

concerns or complaints with someone who is not part of the research team, you may contact 

the Human Subjects Protection Program at 520-626-6721 or online at 

http://orcr.arizona.edu/hspp. 

 
If you are injured as a result of participating in this study or for questions about a study-related 

injury, you may contact Kim Krmpotic. 
 
An Institutional Review Board responsible for human subjects’ research at The University of 

Arizona reviewed this research project and found it to be acceptable, according to applicable 
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HSPP Use Only: 
Human Subjects Protection Program 
Consent Form T502a v 2015-01 

06/11/15 

state and federal regulations and University policies designed to protect the rights and welfare 
of participants in research. 
 

 
Signing the consent form 
 
I have read (or someone has read to me) this form, and I am aware that I am being asked to 
participate in a research study.  I have had the opportunity to ask questions and have had them 
answered to my satisfaction.  I voluntarily agree to participate in this study.  
 
I am not giving up any legal rights by signing this form.  I will be given a copy of this form. 
 

 
 

  

Printed name of subject  Signature of subject 
   

 
 
AM/PM 

  Date and time  
    

 

 



 
 
 

 
69 

 

 
  Consent Version: 05/27/2015 
  Page 4 of 4 
   

HSPP Use Only: 
Human Subjects Protection Program 
Consent Form T502a v 2015-01 

06/11/15 

 
 
 



 
 
 

 
70 

REFERENCES 

American Heart Association. (2014a). Types of heart failure. Retrieved October 5, 2014 from 
http://www.heart.org/HEARTORG/Conditions/HeartFailure/AboutHeartFailure/Types-
of-Heart-Failure_UCM_306323_Article.jsp 

American Heart Association. (2014b). Ejection fraction heart failure measurement. Retrieved 
October 5, 2014 from 
http://www.heart.org/HEARTORG/Conditions/HeartFailure/SymptomsDiagnosisofHeart
Failure/Ejection-Fraction-Heart-FailureMeasurement_UCM_306339_Article.jsp 

Banner Health. (2013). Fast facts. Retrieved February 2, 2015 from 
http://www.bannerhealth.com/Locations/Arizona/Banner+Good+Samaritan+Medical+Ce
nter/About+Us/Fast+Facts.htm 

Behlouli, H., Feldman, D. E., Ducharme, A., Frenette, M., Giannetti, N., Grondin, F., ... & Pilote, 
L. (2009, September). Identifying relative cut-off scores with neural networks for 
interpretation of the Minnesota Living with Heart Failure questionnaire. In Engineering 
in Medicine and Biology Society, 2009. EMBC 2009. Annual International Conference of 
the IEEE (pp. 6242-6246). IEEE. 

Berkhof, F. F., Metzemaekers, L., Uil, S. M., Kerstjens, H. A., & van den Berg, J. W. (2014). 
Health status in patients with coexistent COPD and heart failure: A validation and 
comparison between the Clinical COPD Questionnaire and the Minnesota Living with 
Heart Failure Questionnaire. International Journal of Chronic Obstructive Pulmonary 
Disease, 9, 999. 

Britz, J. A. & Dunn, K.S. (2010). Original research: Self-care and quality of life among patients 
with heart failure. Journal of the American Academy of Nurse Practitioners, 22(2), 480-
487. 

Centers for Disease Control and Prevention. (2014). Heart failure fact sheet. Retrieved October 
5, 2014 from http://www.cdc.gov/dhdsp/data_statistics/fact_sheets/fs_heart_failure.htm 

Centers for Medicare and Medicaid Services. (n.d.). Community-based care transitions program. 
Retrieved October 14, 2014 from http://innovation.cms.gov/initiatives/CCTP/ 

Centers for Medicare and Medicaid Services. (2014). National health expenditure data. Retrieved 
January 18, 2015 from http://www.cms.gov/Research-Statistics-Data-and-
Systems/Statistics-Trends-and-
Reports/NationalHealthExpendData/NationalHealthAccountsHistorical.html 

Coleman, E. A. & Berenson, R. A. (2004). Lost in transition: challenges and opportunities for 
improving the quality of transitional care. Annals of Internal Medicine, 141(7), 533-536. 



 
 
 

 
71 

Coleman, E. A. & Boult, C. (2003). Improving the quality of transitional care for persons with 
complex care needs. Journal of the American Geriatrics Society, 51(4), 556-557. 

Conn, V., Taylor, S. G., & Stineman, A. (1992). Medication management by recently 
hospitalized older adults. Journal of Community Health Nursing, 9(1), 1-11. 

Go, A. S., Mozaffarian, D., Roger, V. L., Benjamin, E. J., Berry, J. D., Borden, W. B., ... & 
Stroke, S. S. (2013). Heart disease and stroke statistics--2013 update: A report from the 
American Heart Association. Circulation, 127(1), e6. 

Gromoske, A. N., Oldridge, N., & Brondino, M. J. (2011). Readability of three heart disease 
health-related quality of life questionnaires. Journal of Cardiopulmonary Rehabilitation 
and Prevention, 31(4), 245-248. 

Hall, M. J., DeFrances, C. J., Williams, S. N., Golosinskiy, A., & Schwartzman, A. (2010). 
National hospital discharge survey: 2007 summary. Natl Health Stat Report, 29(29), 1-
20. 

Hall, M. J., Levant, S., & DeFrances, C. J. (2012). Hospitalization for congestive heart failure: 
United States, 2000–2010. Age, 65(23), 29. 

Harrison, M. B., Browne, G. B., Roberts, J., Tugwell, P., Gafni, A., & Graham, I. D. (2002). 
Quality of life of individuals with heart failure: A randomized trial of the effectiveness of 
two models of hospital-to-home transition. Medical Care, 40(4), 271-282. 

Heidenreich, P. A., Trogdon, J. G., Khavjou, O. A., Butler, J., Dracup, K., Ezekowitz, M. D., ... 
& Woo, Y. J. (2011). Forecasting the future of cardiovascular disease in the United States 
a policy statement from the American Heart Association. Circulation, 123(8), 933-944. 

Felce, D. & Perry, J. (1995). Quality of life: Its definition and measurement. Research in 
Developmental Disabilities, 16(1), 51-74. 

McDonagh, J. E., Southwood, T. R., & Shaw, K. L. (2007). The impact of a coordinated 
transitional care programme on adolescents with juvenile idiopathic arthritis. 
Rheumatology, 46(1), 161-168. 

Morris, Z. S., Wooding, S., & Grant, J. (2011). The answer is 17 years, what is the question: 
Understanding time lags in translational research. Journal of the Royal Society of 
Medicine, 104(12), 510-520. 

National Health Institute Institution for Innovation and Improvement. (n.d.). Plan, Do, Study, 
Act (PDSA). Retrieved January 17, 2015, from 
http://www.institute.nhs.uk/quality_and_service_improvement_tools/quality_and_service
_improvement_tools/plan_do_study_act.html 



 
 
 

 
72 

National Heart, Lung and Blood Institute. (2014). Who is at risk for heart failure? Retrieved 
October 5, 2014 from http://www.nhlbi.nih.gov/health/healthtopics/topics/hf/atrisk.htmlf 

Naylor, M. D., Aiken, L. H., Kurtzman, E. T., Olds, D. M., & Hirschman, K. B. (2011). The 
importance of transitional care in achieving health reform. Health Affairs, 30(4), 746-
754. 

Naylor, M. D., Brooten, D. A., Campbell, R. L., Maislin, G., McCauley, K. M., & Schwartz, J. S. 
(2004). Transitional care of older adults hospitalized with heart failure: A randomized, 
controlled trial. Journal of the American Geriatrics Society, 52(5), 675-684. 

Patient protection and affordable care act. (2009). Retrieved October 14, 2014 from 
http://www.hhs.gov/healthcare/rights/law/patient-protection.pdf 

Paulus, W. J., Tschöpe, C., Sanderson, J. E., Rusconi, C., Flachskampf, F. A., Rademakers, F. E., 
... & Brutsaert, D. L. (2007). How to diagnose diastolic heart failure: A consensus 
statement on the diagnosis of heart failure with normal left ventricular ejection fraction 
by the Heart Failure and Echocardiography Associations of the European Society of 
Cardiology. European Heart Journal, 28(20), 2539-2550. 

Pfuntner, A., Wier, L. M., & Steiner, C. (2013). Costs for hospital stays in the United States, 
2011. 

Sneed, N. V., Paul, S., Michel, Y., VanBakel, A., & Hendrix, G. (2001). Evaluation of three 
quality of life measurement tools in patients with chronic heart failure. Heart & Lung: 
The Journal of Acute and Critical Care, 30(5), 332-340. 

Timmins, F., & Horan, P. (2007). A critical analysis of the potential contribution of Orem's 
(2001) self-care deficit nursing theory to contemporary coronary care nursing practice. 
European Journal of Cardiovascular Nursing, 6(1), 32-39. 

United States National Library of Medicine. (2013). How to write easy-to-read health materials. 
Retrieved January 18, 2015 from http://www.nlm.nih.gov/medlineplus/etr.html 

University of Minnesota. (n.d.). Minnesota living with heart failure questionnaire. Retrieved 
January 17, 2015, from http://license.umn.edu/technologies/94019_minnesota-living-
with-heart-failure-questionnaire 

World Health Organization. (2002). The World health report: 2002: Reducing the risks, 
promoting healthy life. 

Zambroski, C. H., Moser, D. K., Bhat, G., & Ziegler, C. (2005). Impact of symptom prevalence 
and symptom burden on quality of life in patients with heart failure. European Journal of 
Cardiovascular Nursing, 4(3), 198-206. 


