Comparison of Three CHF Models


Home Based Intervention
Comprehensive Management System
Multidisciplinary CHF Management

Patients
• Hospitalized high risk patients with CHF (high risk meant a prior CHF admission, NYHA > or = class II, LVEF < or = 55%).
• CHF as primary or secondary dx in last year, or referral from primary MD or specialist.
• 70+ yrs. old, admitted with CHF at risk for readmission (prior hx of CHF, >4 admits in preceding 5 yrs, AMI or HTN precipitating this admit).

Setting
• Hospital in Australia
• HMO (Kaiser-Permanente Northern California)
• Jewish Hospital, Washington University, St. Louis

Intervention:

Visit description
• Single home-based intervention 1 week after discharge.
• Intake visit and planning, telephone and questionnaire follow up.
• Intensive education during hospitalization, coordination and follow-up after discharge.

Intervention:  Staffing
• RN

• Pharmacist
• Nurse manager

• Primary care provider


• Nurse

• Dietitian

• Social services consult

• Geriatric cardiology

• Consult on meds

Intervention:  Schedule
• Single visit one week after discharge.  Some patients were immediately referred to primary care providers based on findings at visit.
• Initial visit with nurse in office includes review of status and self-efficacy.

• Telephone and questionnaire follow-up weekly for 6 weeks, then 8, 10, 12, 16, 20 and 24 weeks.
• Inpatient nurse and dietitian sessions

• Coordination with home care services

• Home visits and phone calls after discharge for 90 days

Intervention: Topics
• Review medication management, clinical status and caregiving.
• Disease state, medications, sodium, symptom monitoring, behavioral techniques.

• Sodium intake through food frequency questionnaires.
• Disease state

• Medication adherence

• Sodium intake

• Symptom monitoring

• Activity level

Results
• RCT:

Decr. admissions during 18 mo. of follow-up

Improved survival

Decr. cost (approx. half of usual care cost).
• Non-controlled feasibility study with pre- and post-test:

decreased symptoms, improved medication adherence, decreased self-reported sodium intake.


• RCT:

Decr. readmission rate.

Improved quality of life.
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Guide available?
• None known
• No
• Forms and patient education information available.

Contact Connie Davis at GHC: 206-287-2554 or davis.cl@ghc.org
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