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Abstract

Decreasing the number of hospital readmissions for persons with chronic conditions is 
essential for decreasing health care costs.  This research focused on synthesizing 
research evidence and patient information on hospital readmissions to formulate ideas 
for decreasing hospital admissions.  A review of literature on practices to reduce 
hospital readmission for patients in the areas of general psychiatric, pulmonary, and 
cardiac chronic illness was conducted.   A collection of qualitative and quantitative 
studies, and meta-analyses were gathered and discussed by the research team.  The 
research was then connected to the Health Field Model and Margaret Newman’s nursing 
theory, which linked social, physical, and genetic environments with pathway of 
disease.  Patient readmission data was analyzed and included in the research and 
theoretical analysis.  Ideas for decreasing hospitalizations were formulated and 
suggestions were discussed with the collaborating clinical agency.  For psychiatric 
patients, instituting family therapy with inpatients stays and utilizing behavior health 
specialists within the general units was found.  Pulmonary and cardiac patients need to 
have more time to complete education and medication adherence at discharge, and 
implementing follow-up care.  The outcome stresses the need to strive to focus on the 
patient, their patterns of health, and how they want to change their lifestyle. 

 

Behavioral Health Readmissions 
One patient: 6 admissions in a year, difficult living situations, felt like she was in an 
abusive situation, often had suicidal ideations 

Health care staff encouraged her to set goals and utilize the on-call help 
line. 

The second patient: 5 admissions in one year, depressed, suicidal, had thoughts of 
hurting others, her living situation gave her stress and felt overwhelmed  

Health care staff encouraged her to modify  her living situation and to 
make her home more comfortable to ease her stress level. 

 
Pulmonary Readmissions 

Complications of chronic obstructive pulmonary disease (COPD) were the most 
frequent cause of hospital readmissions in the cases examined. 
Most patients were readmitted for uncertainty of controlling symptoms and 
neglecting home treatments. 
Heightened levels of anxiety lead to additional problems and additional medications 
for some patients. 
In one situation the patient described a very active life prior to illness and a very 
subdued environment in the current care facility. It is possible that the hospital 
provided a more desired environment for this person. 
After hospitalization, patients were urged to return to the proper routine of care prior 
to hospitalization. 

Cardiac Readmissions 
An 80-year old female was hospitalized 5 times in one year for heart failure. 

She refused to take her diuretics, due to increased urination.  
Home care and hospital staff encouraged her to take her medication. 

The second elderly patient was admitted 5 times in one year for events related to 
poor maintenance of heart failure condition.  

Staff worked with the patient to set goals to improve health status. 
The individual continued to be readmitted for similar reasons.  
During the fifth readmission the patient passed away. 

Behavioral Health 
Need to implement more assessment tools that address mental health issues (Garff, 
Springer, Bitar, Gee, & Arredondo, 2010).   
Family therapy while being inpatient  
Longer initial hospital stay, less likely to be readmitted (Vasudeva, Narendra Kumar, & 
Sekhar, 2009).   
Housing situations can exacerbate illness 
Immediate assistance to access housing is important at discharge 
Integrate behavioral health specialists evaluate and to set up plans of care 

  
 

Pulmonary 
Inhaler or nebulizer leads to the fewest number of hospitalizations (Dolobich, Chipps, 
Myers, & Restepo, 2012). 
Home oxygen use helps to prevent exacerbations 
Self-management strategies, such as pulmonary rehabilitation, support groups, and 
counseling prevent symptoms from worsening and learn how to deal with anxiety 
Additional support from on call or help line, reduce readmissions (Vitacca, Bianchi, 
Cuerra, Fracchia, Spanevello, Balbi, & Scalvini, 2009). 

 

Cardiac 
Promotion of self-management interventions for patients with heart failure through: 

A self-care program entailing: 
Education 
Home visits 
Telephone contact initiated on the third and fourth day of discharge  

                            (Wang, Lin, Lee, & Wu, 2011) 
Self-management interventions: 

Empower patients to take control of their condition  
                            (Ditewig, Blok, Havers, and Veenendaal, 2010) 

Psychological well-being interventions focusing on:  
Promotion of social interaction 
Effective coping mechanisms 
Healthy lifestyle practices  
Depression and anxiety 
Urgency about life planning 
Sleep disturbance  
Adherence to medication regimen 

                            (Sykes and Simpson, 2007, p.272)  
 
 

Conclusion 
There is no definitive answer to preventing hospitalization among individuals in the 
population.  Many interventions require time to be successful. Health care staff does not 
always have the time to implement interventions suggested through the research.  Patterns 
of readmission are multi-causal and relate beyond medical factors.  Further research on 
preventing hospitalization  is needed.  The collaborating agency staff is currently 
reviewing the research on behavioral health, pulmonary, and cardiac conditions along 
with developing systems that could make a difference in the care of individuals and 
families.   
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Case Study Examples 

Evans and Stoddart (2010) proposed the health care model, which was designed to 
differentiate between disease, health and function, and well-being. The model shows 
how there are several aspects of a patient’s life that can prevent being readmitted to the 
hospital such as: 
 

Support system affects a person’s development, performance and success in 
overcoming illness 
Medication adherence 
Maintaining goals set by health care providers  
Education on condition 
Ensuring the patient is actively involved in their own care 

  
 

http://tdi.dartmouth.edu/centers/population-health/prcd/about/ 
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