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Reggie’s Heart Failure Case
Reggie’s Hospital prevention plan
The plan could be primary, secondary as well as tertiary. The primary plan would be important in eliminating the causative risks that could result to heart failure.  Reggie however has got a heart failure that is already established and therefore the solution would be to modify the risk factors. The plan would target the individual since he is the one to complete most of the work.  The people involved include Reggie and his caregivers (Luder et al., 2015). Some of the modifiable risks include the canned foods that he takes, lack of exercise as well as limited social support. The goals for the prevention program will be met by having Reggie to a home healthcare that would have a nurse who will visit him every week.
Another one would be to ensure that Reggie takes low sodium diet and 1500ml fluid restriction on daily basis. A nutritionist is allocated to follow up Reggie twice on weekly basis. The first encounter or visit will ensure that what he cooks is reviewed and if change is needed the nutritionist will advise him (Maali et al., 2018).  The nutritionist can help him with the weekly shopping and if possible his daughter can give him a ride to town for shopping.  Using the community grocery stores would increase social interaction which would be healthy.
The nutritionist will help Reggie have fluid restriction through setting up a diary for heart failure that would include recordings on daily weights, fluid intake and sodium intake on daily basis. Lack of physical exercise would be addressed through having a physical therapist who would visit him twice a week and help Reggie have some short walks within his neighborhood since there wide sidewalks that are well maintained (Maali et al., 2018). This would be beneficial to the functions of his cardiovascular system.
Secondary prevention plan would have the patient screened early and early treatment implemented. However, it is noted that Reggie’s condition is already established and this level would include monitoring of the symptoms to ensure that the heart failure status could not worsen.  The best intervention will be to use the diary to record the daily weights, sodium and fluid intake. The nurse could also reinforce how important it is to observe all the appointments that he has.  Teaching Reggie how to take his weight every morning would be important (Maali et al., 2018). Also, having water bottles that are having volumetric measurement would help control and measure fluid intake on daily basis. A physical therapist would be important in helping Reggie record the physical exercises that he will undertake on daily basis.
Another secondary prevention plan would include encouraging Reggie to honor all the follow up appointments and even blood works. Involving his daughter would ensure that he will be able to attend all the appointments (Maali et al., 2018).
 The tertiary prevention plan will be implemented after established disease or injury. In this case heart failure is already established and the plan is to ensure the patient do not get readmitted to hospital within 30 days of discharge.  The hospitalization plan as a system level consideration ensures that the heart failure does not progress forth. The rationale behind is to evade the financial penalties that are linked to readmission.  In this phase medical compliance is enhanced. The home nurse ensures that Reggie has a medical diary that would ensure medical adherence. It will be the same tool used by doctors during appointments (Luder et al., 2015). Typically, in this phase it involves medication diary, management of symptom, the importance of physical exercise, having social support as well as having family engagement to help the patient within the first 30 days of discharge to avoid readmission.
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