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Abstract (300 word limit)
Approximately 5.7 million American adults are living with heart failure (HF). By 2030, the prevalence of HF is projected to increase by 46% and the annual direct costs will rise from $24.7 billion to $77.7 billion (Savarese & Lund, 2017). Several studies attest that inadequate medication reconciliation during admission (Morin, Johnell, Laroche, Fastbom, & Wastesson, 2018) and low-quality discharge summary (Unnewehr, Schaaf, Marev, Fitc, & Friederichs, 2015), increase patients’ risks for 30-day readmission and these problems create a bigger risk for the adult-gerontological population (Morin, et al., 2018). 
The focus of this scholarly project is to expand the utilization of the Transitional Care Clinic (TCC) guided by the Transitional Care Model (TCM). This project aims to support the concept that improved medication reconciliation procedures such as the addition of an enhanced discharge interview, use of the Patient-Oriented Discharge Summary HF (PODS-HF) tool (See Appendix 1), and a TCC visit within 7–14 days post-discharge will improve HF outcomes, decrease 30-day readmission rates, and optimize patient care outcomes. 
The Statistical Package for Social Science (SPSS) was used to analyze both, Independent (Pair 22) and Dependent Variables (30-day Readmission Rates). Two cohorts were utilized for comparison: Intervention Cohort (21 participants) and Non-Intervention Cohort (21 participants). Readmission rates were 0% and 19% respectively for the 30-days post-discharge period. It was found that the PODS-HF, which represents a strong educational tool used at initial discharge, was a valuable asset to prevent HF 30-day readmissions. 
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