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In Georgia, like in other countries, heart failure, a major cause
of morbidity and mortality among the elderly, is a serious public
health problem. According to the statistics, 69% of death comes
from cardiovascular diseases [6].

Hospital readmission is one of the potential indicators of poor
care or missed opportunities to better coordinate care [9] and
was endorsed as a measure of hospital performance [15]. Heart
failure is one of the most common principal discharge diagnoses
[12]. Re-hospitalization rates are quite varying according to the
diagnoses. According to some authors, re-hospitalization after
coronary artery bypass grafting is 13.2% within 30 days of surgery
© GMN

[11]. After hospitalization for heart failure, 15-day readmission
rates have been estimated at 13% and 30-day readmission rates
at approximately 25% [7,8].

Hospital readmission for Heart failure as well as other chronic
diseases creates a huge impact on the healthcare system as well as
on the patient [1]. Re-hospitalization increases medical expenses
and it has negative impact on patients” health and financial situ-
ation of family [3,13].

Multiple patient risk factors, including age, sex, social and eco-
nomic situation, lower median household income, low quality of

Table. Principal discharge diagnosis associated with readmissions of patients without Acute Myocardial Infarction (AMI),
with Acute Myocardial Infarction (AMI), and with Repeat Revascularization

Principal diagnosis TOtfl (%) No AMI irl Index (%) | AMLin l_ndex (%) Revz:z:;ﬁizz:;zn(&l;ring
(n=103) (n=74) (n=29) (n=24)
Chronic ischemic heart disease 324 332 322 89
Heart failure 15.2 11.3 10.8 1
Unstable angina 11.7 10.5 9.6 1
Myocardial infarction 8.2 7.3 6.8 5
Arrhythmia 6.3 6.1 5.9 0
Acute respiratory failure 6.2 6 5.6 0
Other 19 25.6 29.1 4
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medical service were significant predictors of readmission [11].
Lack of a comprehensive approach to heart failure management
involving careful inpatient education, discharge planning, and
coordinated delivery of outpatient care has been cited as a major
reason for the continued high rates of hospital readmissions for
heart failure. [5].

Generally, it is impossible to eliminate re-hospitalization. In some
cases, re-hospitalization is unavoidable, because of the nature of
disease; that is why predicting re-hospitalization is impossible.
In efforts to identify opportunities to improve quality of care,
several interventions have been proven to lower readmission rates
after Heart failure hospitalization, including improved hospital
[2] and post discharge care, [13] pre-discharge planning, [14]
home-based follow-up, [16] and increasing the level of patient’s
education.[4,10].

Our research objective was to study recent trends in 30-day
all-cause readmission rates after Heart failure hospitalization in
order to improve clinical understanding of the risk for re-hospi-
talization after Heart failure admission and to inform efforts of
policy-makers as increased attention is focused on this measure
of hospital quality.

Material and methods. Methodological basis of this research
is Literature in the sphere of re-hospitalization. Our research in-
cluded quantity and quality components. Within the Quantitative
research, we have analyzed data of re-hospitalized patients during
2014 year from biggest cardiology hospital in Georgia. Within
the qualitative study, in-depth survey of medical staff and patients
conducted. Restriction of methodology was following factors: A
little time for research, researching only one cardiology centre.

Results and their discussion. According to the research, Re-
hospitalization rate during 30 days was 1.5% (47.6% female and
52.4% male patients). Re-hospitalization has the correlation with
the patient’s age, sex and disease. Compared with patients who
were not readmitted, patients who were readmitted were older
(age 71 years vs. 67 years) and more likely to be female (62%
vs. 38%) (Table).

Research showed that re-hospitalization also depends on the dis-
ease. Compared with patients who were not readmitted, patients
who were readmitted have diabetes (32% vs. 29%), heart failure
(23% vs. 15%), renal failure (7.5% vs. 3.5%), and ischemic heart
disease (23% vs. 13%) (Table).
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Patients who readmitted were more likely to die within 30 days
of discharge compared with patients who were not readmitted
(5.2% vs. 1.3%). The 30-day readmission rate of patients who
had an acute myocardial infarction (AMI) was higher than that of
non-AMI patients (AMI 22.4%, non-AMI 9.4%) (Table).

The majority of 30-day re-hospitalization was associated with a
chronic ischemic heart disease (32.4%), heart failure (15.2%),
unstable angina (11.7%), myocardial infarction (8.2%) arrhyth-
mia (6.3%), and acute respiratory failure (6.2%). These diseases
are high-risk groups of re-hospitalization, which considered for
discharging patient’s surveillance (Table).

Among all readmissions, 23.3% of patients had an associated
revascularization procedure (percutaneous coronary intervention
21.6%, coronary artery bypass grafting 2.1%). The majority (89%)
of admissions with revascularization procedures were associated
with chronic ischemic cardiac disease (Table).

Research showed that there is connection between re-hospi-
talization and healthcare financing system. Specifically, rate
of re-hospitalization is higher when state programs financing
patients (68%). Re-hospitalization rate in patients with private
insurance is 32%.

Among re-hospitalized patients, 65 patient (63.1%) were re-
hospitalized only once, 29 patients (28.2%) were re-hospitalized
twice, 5 patient (4.9%) was re-hospitalized four time, 1 patient
(1%) was re-hospitalized 5 times.

We have interweaved re-hospitalized patients and the results
showed that main reason of re-hospitalization was not fulfilling
necessary medical treatment, not fulfilling required medication or
terminating medication, by patients’ decisions. 33.3% of patient
have bought required medications partially, 13.3% did not buy
necessary medications at all. Therefore, these patients do not take
necessary medications or they just take it partially. Main reason
is poverty (caused by unemployment or small pension). 46.6%
of respondents think that they cannot effort necessary medica-
tions because of financial difficulties. Majority of patients are
unemployed or are pensioners (63%), that is why they cannot
effort taking expensive medications for long time. Doctors also
confirm this assumption. They mention that 60% of discharged
patients cannot effort necessary medications. Patients have no
financial opportunity to get doctor consultation again or to get
preventive medical treatment. It is also interesting that patients
usually systematically get consultations from doctors by phone,
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Doctors think that is because of financial difficulties, State Health
insurance system do not pay outpatient visits fully.

According to doctors, main reason of re-hospitalization is that,
patients do not fulfill doctor’s prescriptions after discharging from
hospital. Research showed that 40% patients who had not fulfill
doctor’s prescriptions, were turned back to hospital.

Research showed that re-hospitalization mainly is a non-predictive
process. Doctors’ records confirm this opinion. At the time of
discharging patients, doctors confirm improving health of patient;
they also mention that predictions may be unfavorable. This hap-
pens in case if doctors cannot eradicate health problems of patients
and hospitalization becomes necessary.

The role of continuous medical supervision from Family doctor is
important for decrease Re-hospitalization rate. According to ques-
tionnaire results, 46.7% of patients have not family doctor, 13.3%
of patients have family doctor but visits doctor very seldom, and
40% of patients have family doctors and visits them often. 60% of
patients prefer to visit to cardiologist of hospital and they do not
visit family doctors. 33.3% of patients have not chosen cardiolo-
gist for a long-term medical supervision. 20% of patients have
their own doctor but visit them very seldom, 46.7% of patients
have private doctors and visit them often. This date shows that
institution of family doctor has to be developed. Patients mainly
prefer hospital cardiologist then family doctors. Patients also
have problem of self-care. Sometimes, by the doctor directions
patient have to take 10-15 various drugs and very often patients
do not fulfill this direction. This problem may be solved with
home care service. Patients think that state healthcare system must
fully cover dispensary visits of doctors and diagnostic analysis.

According to the hospital cardiologists, 57% of them have no any
communication with primary healthcare doctors, which take care
of patients after discharging them from hospital.

In this case is a very important deeply informing patient about
self-care, fulfilling doctor’s prescriptions at time of discharging.
Research showed that important reasons of re-hospitalization are,
not taking necessary preventive measures after discharging patient
and lack of scheduled visits, this happens because of low level
of primary health care system. Institution of family doctor is not
popular among patients; they simply do not trust family doctors.
Patients usually prefer to visit specialists with specific spheres.

Conclusion, Recommendations.
Heart failure patients account for one of the largest group of
patients with frequent hospital readmissions.

Primary health care plays a significant role in the reduction of re-
hospitalization rate. In this regard, it is important to increase the role,
authority and prestige of the family doctor. Study recommended the
creation of a monitoring group, which will include cardiologist, fam-
ily doctor, and nurse to develop collaboration strategy for managing
disease. Consistent and coordinated care after discharging patients
from hospital decreases re-hospitalization rate. Study Suggested
improving the discharge procedure of patients.

It is important to improve dispensary, continuous medical su-
pervision on patients with chronic diseases, to put into practice
systematic communication with patients, remind them about
doctor visits.
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Study recommended expanding outpatient services package in
state healthcare programs, especially for patients with chronic
diseases. Study suggested improving day care centers, in order
to assess the appropriateness of inpatient treatment, which will
reduce unnecessary hospitalization and re-hospitalization costs.
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SUMMARY

ROLE OF PRIMARY HEALTH CARE IN RE-HOSPITAL-
IZATION OF PATIENTS WITH HEART FAILURE

Verulava T., Jincharadze N., Jorbenadze R.

Ilia State University. G. Chapidze Emergency Cardiology Center,
Thilisi, Georgia

Re-hospitalization of cardiac patients is a great financial burden
not only for healthcare system, but also for patients. Main aim of
the research is to identify features and reasons of re-hospitalization
and to determine ways of reducing.

Within the Quantitative research, we have analyzed data of re-
hospitalized patients during 30 days. Within the qualitative study,
in-depth survey of medical staff and patient conducted.

Main reason of re-hospitalization is that patients do not fulfill
doctor’s prescriptions after discharging from hospital. This is
because of financial difficulties and lack of developing family
doctor institution in the country. Usually, after discharging patient
from hospital, for medical supervision he/she addresses to family
doctor very seldom. There is no coordination between family and
hospital doctors.

Primary health care plays a significant role in the reduction of
re-hospitalization rate. In this regard, it is important to increase
the role of the family doctor, to improve procedure of discharging
patients, continuous medical supervision on patients, to expand
outpatient services package in state healthcare programs, to im-
prove day care centers.

Keywords: primary care, re-hospitalization, family doctor, heart
failure.

PE3IOME

POJIb NEPBUYHOM MEIUKO-CAHUTAPHOM ITIOMO-
I B MIOBTOPHOM 'OCITUTAJIU3AIMHU BOJIbHBIX
C CEPIEYHOI HEJOCTATOYHOCTHIO

Bepyaasa T.H., /Lxunuapanze H.H., [xopoenanse P.A.

Tocyoapcmeennviii ynusepcumem Hnou, [lenmp neomnodcroil
kapouonozuu um. I Yanuoze, Tounucu, I pysus

[ToBTOpHAS rOCHUTANTN3AIHS KAPAHOIOTMICCKUX OONBHBIX SBIIS-
eTCst 00IbIITUM (PUHAHCOBBIM OPEMEHEM HE TOJIBKO IS CHCTEMbI
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3ipaBOOXPAHEHUs, HO W I nauueHToB. OCHOBHOM LEbIO
HUCCIICOAOBAaHUS SBJISICTCS BBISIBJIICHUC OCOGeHHOCTeﬁ U NPpUYXUH
l'lOBTOpHOi/'I rocruuTain3alu U onpeaCiIuTb IIyTH COKpallCHus.

B paMKax KOJIMYECCTBEHHOT'O MCCJICNOBAHUs, MbI IIPpOaHAIU3U-
poBaJini JaHHBLIC MALIMEHTOB IMOBTOPHO I'OCIUTAJIU3UPOBAHDI
B Teuenue 30 aHel. B paMkax KauecTBEHHOTO UCCIICAOBaHUS
IPOBOJAMIOCH yINIyOsieHHOe coOeceloBaHUEe MEIUIMHCKOTO
IepcoHasia U MalueHTa.

OcHoBHAas NpuYnHa l'lOBTOpHOﬁ rocrnyvrainu3alnuuu B TOM, 4TO
MalUEHThI HE BBINOJHAIOT NPEANHMCaHUA Bpada I10CJIE BBIIIUCKHA
13 OOJNBHMIBL. DTO M3-32 QUHAHCOBBIX TPYIHOCTEH U HEIOpa3BH-
THsI MFHCTUTYTa CeMeiHoro Bpayda B cTpane. Kak mpasuiio, mocie
BBIIPY3KH IMMallUEHTA U3 OOJILHULIBI, OH/OHA IS MEAULIMHCKOIO
HaOJIIOICHHsT K CEMEHHOMY Bpauy oOpariaercsi O4eHb PeKo, U
HET KOOP/IMHALIMHI MEXK/Ty CEMEIHOT0 Bpaua 1 Bpadeil OONbHHULIBL.

[lepBruyHas MeAUKO-CAaHUTAPHAS UTPACT CYIIECTBEHHYIO POJIb B
CHIDKCHUY [TOBTOPHON rocnuTanu3anuy. B cBA3u ¢ 3TUM BaxHO
HOBBICHTH POJIb CEMEHHOT0 Bpaya, YT00bI YIYUIINTh HEMPEPhIB-
HOT'0 MEAMIIMHCKOTO HAOJIOICHUS Ha MTAlMCHTaX..
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