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Topic 1 DQ 2
Patients with chronic cardiorespiratory issues extend beyond the post-discharge course, characterized by approximately 23% readmission rate and other significant distress. Readmission rates contribute to increased mortality and morbidity, hence the need to identify interventions that may improve patient care and train caregivers to lead successful quality improvement initiatives (Nair et al., 2020). Notably, post-discharge follow-up is an effective strategy for preventing readmission post-hospitalization integrating simple interventions. Follow-up visits engage simple strategies, including encouraging patient education on medication compliance, the significance of lifestyle management, and engaging ancillary staff to ensure patients have follow-up appointments scheduled before they are discharged (Nair et al., 2020). 
More so, patient education on the importance of maintaining follow-up prevents readmissions. Patient education starts at the initial visit during hospitalization and continues throughout follow-up, involving assessment and targeted education related to diet, medication, and fluid intake. Engaging cardiologists or primary care providers within seven days of discharge supports independence and reduces the 30-day readmission rate and assessment of the short-and-long-term impact of interventions and positively reduces the impact of cardiorespiratory issues on the patient and society (Nair et al., 2020).
Readmission rates have been used as a hospital quality measure and reflect the relationship between cost of care, length of stay, readmissions, and mortality. In-hospital mortality is associated with higher admission rates leading to increased length of stay and expenditure of more hospital resources (Upadhyay et al., 2019). Notably, readmission rates are associated with hospital financial performance and hospital profitability. Hospitals with high readmission rates attract fines and higher treatment costs, lowering payer reimbursement and raising hospital costs. Besides, readmission is linked to lower patient satisfaction, loss of efficiency, high operating margin, or utilization of more resources and costs, negatively influencing patient volume due to poor public opinion and reputation (Upadhyay et al., 2019). 
Readmission significantly impacts patients’ lives, including high severity risk, morbidity, increased anxiety, reduced independence and quality of life, and high mortality rates (Upadhyay et al., 2019). Patients with cardiorespiratory conditions tend to co-pay and increase out-of-pocket costs in treatment costs associated with readmission. 
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