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When the Center for Medicare and Medicaid Services identifies a hospital as deficient in a certain aspect, the hospital is likely to incur a certain penalty and an eventual closure in cases of failure of the management to address the issues pointed with urgency. 
The following are steps that would help our facility improve when I take charge of the position of consultancy. 
-Take part in incentive programs with payers. Encourage the state to adopt a special payment arrangement with Medicare similar to Maryland, which would see its hospitals exempted from these penalties.
· Ensure patient education on heart failure and its management occurs in the wards and also post-discharge communication is clearly understood.
· Come up with a strong home-based healthcare program. Post-discharge care at home can be facilitated by social workers via regular home visits.
· Improve staffing of nurses. This helps in improving the quality of patient education and by extension discharge readiness.
· Facilitate smooth transition care. Apart from home healthcare, put up a transitional care team to help the patients who are changing healthcare providers after discharge.
· Organize for patients to be followed up by their physicians in the clinics within seven days post-discharge.
· Create a re-admission prevention-focused collaboration with the health system. The aim would be to come up with the best practices to reduce the rates of re-admission.
· Understand and target the patient populations that are at increased risk of hospital readmissions such as patients suffering from chronic conditions.
Practice improvements utilized from my own clinical nursing experiences that have led to enhanced patient outcomes
1. Post-discharge appointments. When patients are discharged they should be given follow-up dates during which they should be seen by physicians in the clinics. The higher the re-admission risk for a particular patient the sooner their appointment.
2. Post-discharge phone calls. After discharge, a member of the integrated care team should call the patient to find out their progress
Example of patient improvement outcome
Use of Analytics to Reduce Heart Failure Readmissions
The hospital can use a programme (software) to enable analysis of operational, clinical and patient satisfaction data among patients suffering from heart failure. A multidisciplinary team comprising nurses, physicians, IT experts, finance and other relevant stakeholders should be involved in this process. 

Teach back interventions. A patient should be able to explain to the post-discharge instructions to a physician or nurse before leaving, to confirm that they understood.
Reconciliation of medication. Physicians should review the drug prescribed to patients with proper instructions on how to take them.
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