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Defining and Analyzing the Healthcare Problem

A thorough definition and analysis of a healthcare problem is essential to developing
effective interventions. By examining a problem's scope, causes, and impact, and by reviewing
the relevant evidence, nurses can design interventions that address the root causes of the
problem. This paper defines and analyzes the problem of heart failure hospital readmissions,
examining its scope, causes, and impact, and reviewing the evidence base to inform the

development of an intervention.

Definition of the Problem

Hospital readmissions among patients with heart failure represent a persistent and costly
healthcare problem. A readmission is generally defined as an unplanned return to the hospital
within 30 days of discharge. Heart failure is one of the leading causes of readmission, with a
substantial proportion of these readmissions considered preventable. This preventability makes

heart failure readmissions an important target for quality improvement.

Defining the problem precisely—its scope, frequency, and the population affected—
provides the foundation for meaningful analysis and intervention. By clearly defining heart
failure readmissions and the population affected, the analysis establishes a basis for examining
the problem's causes and developing solutions. This precise definition is essential to a focused,

effective analysis.

The problem of heart failure readmissions affects a large and growing population. Heart
failure is a common chronic condition, particularly among older adults, and its prevalence is
increasing. The high rate of readmissions among these patients makes the problem significant in

scale and underscores the importance of effective intervention.
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Analysis of Causes

Heart failure readmissions result from multiple, interrelated factors. Inadequate discharge
education leaves patients unprepared to manage their condition at home, while poor medication
adherence contributes to symptom recurrence. Insufficient follow-up care delays the detection
and management of worsening symptoms. These factors reflect gaps in the transition from

hospital to home that contribute to readmissions.

Social determinants, such as limited access to care, inadequate support, and financial
constraints, compound these challenges. Patients who face these barriers may struggle to manage
their condition and to access the care they need, increasing their risk of readmission. Addressing

these social determinants is essential to reducing readmissions among vulnerable populations.

Analyzing these causes reveals that readmissions are largely driven by gaps in care
transitions and self-management support, which represent actionable targets for intervention
(Van Spall et al., 2017). By identifying these root causes, the analysis points toward
interventions that can address the factors that drive readmissions. This understanding of the

causes is essential to developing effective solutions.

Impact of the Problem

Heart failure readmissions have a significant impact on patients, healthcare organizations,
and the broader system. For patients, readmissions reflect poor symptom control and reduced
quality of life. Repeated hospitalizations are disruptive and distressing, and they indicate that the
patient's condition is not being managed effectively. Reducing readmissions can improve

patients' quality of life and well-being.
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For organizations, readmissions impose substantial costs and, under value-based care
programs, financial penalties. Hospitals face financial consequences for high readmission rates,
creating a strong incentive to reduce readmissions. For the healthcare system, preventable

readmissions represent inefficient use of resources that could be directed toward other needs.

The magnitude of this impact underscores the importance of addressing heart failure
readmissions through effective, evidence-based interventions. The combination of effects on
patients, organizations, and the system makes reducing readmissions a high priority. By
addressing this problem, healthcare organizations can improve outcomes, reduce costs, and use

resources more efficiently.

Readmissions also affect families and caregivers, who often bear significant burdens
when a loved one is repeatedly hospitalized. Caregivers may experience stress, lost income, and
disruption to their lives as a result of frequent hospitalizations. Reducing readmissions can
therefore benefit not only patients and the healthcare system but also the families and caregivers
who support patients with heart failure, highlighting the broad significance of addressing this

problem.

Review of the Evidence

The evidence base offers clear guidance on reducing heart failure readmissions.
Transitional care interventions—including comprehensive discharge planning, patient education,
medication reconciliation, and timely follow-up—have been shown to reduce readmissions and
improve outcomes (Van Spall et al., 2017). These interventions address the gaps in care

transitions that drive readmissions.
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Telehealth and remote monitoring also show promise in supporting self-management and
early detection of deterioration. By enabling ongoing monitoring and timely intervention, these
technologies can help prevent the worsening of symptoms that leads to readmission. The

evidence supporting these approaches informs the design of effective interventions.

This evidence informs the development of an intervention tailored to the practicum
setting, ensuring that the proposed solution is grounded in best practices. By reviewing and
applying the evidence, the capstone project can develop an intervention that is likely to be
effective. This evidence-based approach is essential to addressing the problem of heart failure

readmissions successfully.

Conclusion

Defining and analyzing the problem of heart failure readmissions reveals a costly, largely
preventable issue driven by gaps in care transitions and self-management support. The analysis
examines the problem's scope, causes, and impact, providing a comprehensive understanding
that informs intervention design. This thorough analysis is essential to developing an effective

solution.

The evidence base points to transitional care interventions as effective solutions,
providing a foundation for developing an evidence-based intervention to reduce readmissions
and improve outcomes for patients with heart failure. By grounding the intervention in evidence
and addressing the root causes of readmissions, the capstone project can make a meaningful
contribution to improving care for patients with heart failure. A clear, evidence-based
understanding of the problem ensures that the intervention that follows is well-targeted, feasible,

and likely to produce measurable improvements in patient outcomes.
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