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ABSTRACT

Heart failure is a chronic progressive illness of heart function. Such a chronic
condition leads to hospital readmission of patients. Continuing care is one of the strategies used in
care management. This operational study aimed to determine the effectiveness of implementing
best practices of care for heart failure patients during transition from hospital to community,
developed by the care team (Thepthong et al., 2009) from January to July 2012. Subjects were 32
heart failure patients who were admitted to male medical ward 1, Uttaradit hospital, 16 before and
16 during implementation of the best practices. The process of implementing the best practices
was based on the framework proposed by the National Health and Medical Research Council
(NHMRC, 1999). The outcomes measured were functional classes of heart failure and the
frequency of hospital readmission. Data were analyzed by using descriptive statistics.

The study results revealed that:

1. Heart failure patients in the before-implementation group, whose functional
classes of heart failure were in functional class 1, 2, and 3 were 4, 6, and 6 (25.00%, 37.50%,
37.50%), respectively. Whereas 6, 9 and 1 patients (37.50%, 56.25% and 6.25%) of the during

implementation group were classified with functional class 1, 2, and 3, respectively.



2. In terms of the readmission of heart failure patients, the frequency of readmission
was 6 (37.50%) in the before-implementation group. For the during implementation group, the
frequency of readmission was 1 (6.25%).

The results of this study show that implementation of best practices of care for a heart
failure patient during transition from hospital to community improves health outcomes. The
researcher recommends that these best practices should continued and evaluated over a longer

time-period in order to demonstrate long-term effectiveness.



