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Purpose: This study aimed to develop a discharge nursing service model (DNSM), including one that accounts for the
role of discharge nurses and the discharge nursing process for heart failure patients (HFP) with a high readmission
rate, and to verify its clinical feasibility. Methods: As a methodological study, DNSM was established through a literature
review and benchmarking, and the clinical feasibility of the expert group was confirmed through the Delphi technique.
Results: Through a literature review and the benchmarking, the DNSM for HFP was formulated. The nine core
competencies are professional nursing practice, education, counseling, advice, ethical decision-making, research,
collaboration, evidence-based practice, and leadership. In addition, fifteen criteria and 42 indicators were added as
detailed items. The discharge process comprised five stages and 25 processes identified by analyzing and integrating
the content of discharge nursing intervention required for HFP by period-from hospitalization to 30 days after discharge.
Content validity was verified by the twofold application of the Delphi technique, and the average CVI was over 0.92.
Conclusion: In terms of quality management, developing an efficient system or service is necessary to prevent
readmission, and developed DNSM should be continuously revisioned and reinforced through follow-up studies.
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Role of discharge nurses

1) Identify the specific details of the
—> discharge nurse’s job through
literature review

l

2) Confirmation of work contents through
> benchmarking of domestic and overseas
discharge nurse operating institutions

Literature
Review

‘Analysis of Job'
Description
Contents

¥

3) Development of the role of discharge
nurse (draft)

PRO T :
Discharge nursing process Droce

1) Discharge nursin f
s ) arg gprocess Literature
analysis through literature review Review
2) Confirmation of discharge nursing B
rocess through benchmarking of Analysis o
— P . g ) g Discharge
domestic and overseas discharge Nursing
nurse operating institutions Process

3) Developmeant of the discharge
nursing process (draft)

Step 2: Validation of Discharge Nursing Service Model for Heart Failure Patients (Delphi)

Final Confirmation of Discharge Mursing Service Model for Heart Failure Patients

(apply this model, then)

1. European heart failure self-care behavior scale
2. 30-day readmission rate

Figure 1. Research process.
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Table 2. Role Standards for Discharge Nurses for Heart Failure Patients

Importance
9 Standards 15 Criteria 42 Indicators —
M=£SD
I . Professional ~ Cl. Screening for 1. The risk score is calculated by applying the high-risk 4.56£0.73 0.8
nursing high-risk factors readmission index screening for heart failure patients.
ti
practice 2. Select high-risk patients for readmission. 4671050 1.0
C2. An 3. Nursing diagnosis is derived for actual and potential nursing 4331071 08
individualized problems that may occur after discharge.
discharge . . . . .
. 4. Participate in the establishment of a discharge plan in 4671050 1.0
nursing plan . . . ..
consultation with the attending physician.
5. Establish an individualized discharge nursing plan considering 4.44+0.73 0.8
the needs of patients and their families.
C3. Establish a 6. Set goals for discharge nursing based on nursing diagnosis. 4441053 1.0
ing pl
fursing plan 7. Develop a plan for expected outcomes after discharge. 4441073 08
C4. Perform 8. Conduct education on the main diagnosis of heart failure. 4891033 1.0
fessional
Eii;;:ona 9. Conduct training on how to monitor signs of heart failureand ~ 4.89+0.33 1.0
intervention manage symptoms.
10. Conduct training on discharge medications and adherence to 4781044 1.0
dosing times.
11. Conduct training on the monitoring and management of 467£050 1.0
implantable devices.
12. Conduct education on a low-salt diet. 4781044 1.0
13. Perform exercise training for at least 20 minutes every day. 4671050 1.0
14. Conduct daily weight measurement training. 5.00£0.00 1.0
C5. Evaluate 15. Evaluate the adequacy of discharge nursing interventions. 4671050 1.0
t f
outeomes o 16. Evaluate the degree to which the planned goals have been 4784044 1.0
nursing .
. . achieved.
intervention
17. Revise and supplement plans and interventions according to 4671050 1.0
the evaluation results.
I . Education C6. Educate 18. Assess the educational needs of patients and their families, 4671071 0.8
patients and including primary caregivers after discharge.
their families,
incellfl d?;m es 19. Educate patients and their families, including primary 4781044 1.0
. 8 caregivers after discharge, on necessary information (symptom
primary o ) -
. records for self-management, indicators to inform medical staff,
caregivers after ;
discharge etc)-
20. Evaluate the effectiveness of education. 4784044 1.0
Il. Counseling ~ C7. Provide 21. Provide counseling to patients and their primary caregivers 4781044 10
management after discharge.
and counseling
V. Advice C8. Provide advice 22. Respond to advice on the discharge nursing service model of 4224083 0.8
and, if necessary, other departments or other medical institutions.
fer to oth
reter fo other 23. If necessary, consult an expert in the relevant field so that heart 4.67£0.71 0.8

experts

failure patients can receive appropriate management after
discharge.

Etc=Etcetera; CVI=Content validity index.
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Table 2. Role Standards for Discharge Nurses for Heart Failure Patients (Continued)

Importance
9 Standards 15 Criteria 42 Indicators —
M=£SD
V. Collaboration C9. Establish and 24. Share information about patient discharge plans and goals 456+053 1.0
maintain with hospital staff.
Coop'erah\{e 25. Establish a work cooperation system with hospital medical 43310.71 0.8
relationships . .
. staff and the local community to carry out the practice of
with health - .
. discharge (social support).
providers
26. Maintain cooperative relationships with hospital staff and the 4.22+0.67 0.8
community.
VI. Ethical C10. Uphold the 27. Provide factual information to patients and their families, 4891033 1.0
decision rights and including primary caregivers, about changes in the patient's
making safety of condition, examinations, procedures, and treatment plans.
patients 28. Respect the participation of the family, including the patient's 4.78+0.44 1.0
primary caregiver.
29. Respect the right to choose and refuse treatment and care for  4.78+0.44 1.0
patients and their families, including primary caregivers.
VIL. Research C11. Conduct 30. Plan and conduct practice-oriented clinical research. 4331050 1.0
h
reseat® 31. Present the research results at the conference. 4.33+0.71 0.8
activities
VII. Evidence C12. Conduct 32. Confirm the results of recent studies on the treatment of heart 4.89+0.33 1.0
based evidence-based failure and apply them to discharge nursing.
practice practices 33. Select interventions based on the best evidence, taking into 4784044 1.0
account the target's goals and priorities.
34. Put the chosen intervention into practice. 4781044 1.0
35. Evaluate the outcome after the selected intervention is put 4781044 1.0
into practice.
X. Leadership ~ C13. Improve the 36. Review cases of readmission within 30 days after discharge of 4.33£0.71 0.8
quality of discharged patients, identify the cause of the discovered
discharge problems, and derive improvement plans.
patients care 37. Manage the evaluation indicators for the discharge nurse's 4441073 08
activities.
38. Participate in the development and revision of clinical 4.56£0.53 1.0
treatment (practice) guidelines or protocols related to the
treatment of discharged patients and nursing interventions.
C14. Develop and 39. Improve professionalism through personal development. 4671050 1.0
Cor}tgipe 40. Be a role model for nurses as professionals. 4671050 1.0
activities to
improve 41. Participate in the establishment of health and medical policies 4.67+0.50 1.0
professionalism related to the discharge nursing service model.
C15. Manage data 42. Responsible for organizing and storing data generated during 4.56+0.53 1.0

the discharge nursing service process.

Etc=Etcetera; CVI=Content validity index.
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Table 3. Content of Discharge Nursing Process for Heart Failure Patients

5 Discharge Goal 25 Discharge nursing process by a discharge nurse & Importance
nursing stage Assessment tools for patients and primary caregivers M=SD
1. Stages from Assess the 1. For patients hospitalized with a diagnosis of heart failure, patients ~ 4.67+0.71 0.8
admission patient's health with high risk of readmission are selected by applying the derived
to before status and the high risk factors.
discharge discharge 2. Conduct an overall patient evaluation including the current disease =~ 4.67+0.50 1.0
related needs of . g1
. status, past history, and family history.
the patient &
caregiver 3. Review and analyze the diagnostic test results of patients with 4.6710.50 1.0
heart failure (electrocardiography, echocardiography, chest X-ray,
heart failure biomarkers, and vital signs).
4. Gather data through patient and primary caregiver interviews. 4.78+0.44 1.0
5. Rounding is performed by the medical staff in the inpatient ward, =~ 4.78+0.44 1.0
but abnormal symptoms and clinical signs of heart failure patients
are observed through rounding by the discharge nurse.
6. Conduct regular communication with ward medical staff. 4.67£0.50 1.0
7. Implement monitoring and management of heart failure 4.33£1.00 0.8
medications and implantable devices.
8. Establish a discharge nursing plan for each patient through data 4.67£0.50 1.0
integration and analysis that reflects the needs of patients and their
primary caregivers.
9. Share the experience of managing heart failure with patients and 4.6710.50 1.0
primary caregivers.
10. Establish discharge goals for individual patients. 4.78+0.44 1.0
11. If necessary, ask for advice from a multidisciplinary team. 4.6710.71 0.8
Assessment tools: Readiness for Hospital Discharge Scale-Family member
& Caregiving self-efficacy
2. Time of Discharge 12. Conduct planned discharge education/counseling for each patient. ~ 4.89+0.33 1.0
discharge intervention Assessment tools: Quality of Hospital Discharge Teaching Scale
3. Post Heart failure 13. Conduct telephone counseling within 24 hours after discharge. 4.11+£0.60 0.8
dtlSCh.arge patients 14. Patients who are selected as high risk patients for readmission 4.00£1.12 0.8
Stage: experience a check the home visit of a home visiting nurses within one week
Telephone positive .
. . after discharge.
counseling  adaptation
& home process after 15. Patients selected as high-risk patients for readmission are checked 4561+0.53 0.8
visiting discharge for adaptation at home through a home visit by a home visiting
@ Recognition nurse once a week for up to two weeks after discharge.
of disease 16. For patients selected as high-risk patients for readmission, if 4.67+0.50 0.8
@ Self- necessa h isi i
ry, a home visit by a home nurse is performed up to
management 4 weeks after discharge.
(3 Behavior
change 17. Check whether the goals set before discharge are achieved. 4781044 1.0
18. Evaluate the patient's self-management (low-salt diet, regular 4.78+0.44 1.0
weight measurement, limit fluid overload, taking medication as
prescribed, daily regular exercise for more than 20 minutes,
prevention and early detection of complications, management of
symptoms of heart failure).
19. Answer questions that patients and their primary caregivers facein 5.00£0.00 1.0
their daily life after discharge.
20. Encourage patient and primary caregivers to build partnerships 4.5610.53 1.0

with available personal /community resources.
Assessment tools: European Heart Failure Self-care Behavior Scale

CVI=Content validity index.
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Table 3. Content of Discharge Nursing Process for Heart Failure Patients (Continued)

5 Discharge Goal 25 Discharge nursing process by a discharge nurse & Importance

nursing stage Assessment tools for patients and primary caregivers M=SD

4. Outpatient ~ Get experthelp ~ 21. Summarize and report the adaptation status and needs of patients ~ 4.78+0.44 1.0
follow up through regular and their primary caregivers after discharge.

outpatient

treatment 22. If necessary, conduct telephone counseling on the day before the 4.00+£0.71 0.8
outpatient reservation and the day after the outpatient visit for
inquiries or requirements.

5. Discharge  Successfully 23. Observe whether the patient's self-management continues. 4.78+0.44 1.0
nursing C"mp,l?te B2 24. In the case of patients with no signs of deterioration during 4.00£0.71 0.8
service transition to o o g

oL o self-management monitoring after discharge, the discharge
termination  daily life after ] o d inated 30 d tter disch. d linked
discharge nursing service 1s terminate ays after discharge and linked to

outpatient treatment.

25. If necessary, maintain discharge nursing services for up to 90 days

after discharge.

4.00£0.71 0.8

Assessment tools: 30~day Readmission Rate

CVI=Content validity index.
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