[image: image1.emf]OMC CHF Readmission Rates 2009 Vs. 2010

0.00%

5.00%

10.00%

15.00%

20.00%

25.00%

Jan

Feb

March April

May

June  July 

August Sept

Oct

Nov

Dec

2009

2010

Linear (2010)

Linear (2009)

2010 

Trend

Historical Comparisons of OMC Rates

[image: image6.jpg]



Reducing The 30 Day Readmission Rate For Congestive Heart Failure Patients
October 2010

Problem: 30 Day Readmission Rate For Congestive Heart Failure At Ocean Medical Center

Executive Summary

Hospitalizations for chronic congestive heart failure (CHF) impose a considerable burden on the healthcare system.  As such, there has been increasing interest in the role of multidisciplinary programs that optimize the management of CHF.  Meridian Health and Proximiti communications teamed to create a multidisciplinary team supported by a powerful telehealth platform to attempt to reduce the 30 day readmission rates for CHF patients.
Overall, the program has been deemed a success.  Patient participants gave the program a 93% overall approval rating and the program decreased the readmission rate for CHF patients being readmitted for CHF from 14.93% in January to 5.6% by July 2010 after a 6 month implementation of the program.  The overall trend for readmission rates from 2009 compared with 2010 indicates a clear declining trend over the previous year, with an expected impact by year end of an overall reduction of close to 12%.

Background

Hospitalizations for chronic congestive heart failure (CHF) impose a considerable burden on the healthcare system. Hospital activity represents the greatest component of cost.(1) Although some hospitalizations for CHF are central to its management, a large proportion is avoidable. With an ageing population of CHF patients in whom hospital readmissions are becoming more frequent, there is also an increasing economic imperative to limit hospital activity in favor of less expensive community-based care. 
Patients with CHF tend to have extremely poor quality of life and a prognostic outlook that is comparable to many forms of cancer. Although a range of therapeutic strategies (eg, ACE inhibitors and ß-blockers) have provided modest improvements in population survival, it is often problematic to apply them in typically older, more fragile patients.(2)  As such, there has been increasing interest in the role of multidisciplinary programs that optimize the management of CHF.

Trial Partners:  Meridian Health and Proximiti

Proximiti is a communications company that has built a telehealth platform and an associated reference solution that we believe can be useful to consumers and also a wide variety of healthcare industry participants.

Technology: Personal Health Network

The Personal Health Network is a web based, IVR application that is specifically designed for flexibility in communicating with patients about their ongoing health monitoring needs.  The platform features the capability of reaching out to patients via phone, text messaging or e-mail to ask important questions about their daily symptoms for multiple chronic conditions such as congestive heart failure, diabetes, COPD, and adult asthma.  Data is collected from the patient and alerts are generated for providers and caregivers based on clinical criteria.  
Program Goal(s) 
A multidisciplinary project team was convened to develop the program for Ocean Medical Center.  The team consisted of a primary physician, a cardiologist, acute care nursing staff, a home care telemonitoring nurse, case managers, as well as the VP for Clinical Excellence at Ocean Medical Center. Based on review of the existing readmission rates for CHF for OMC; the team decided to on the following program goals:

· Create post acute care CHF CDM that provides comprehensive, individualized education and follow-up support for patients; 
· Promote patient self management and independence; 
· Enhance early identification of signs and symptoms of worsening condition in a post acute environment; and 

· Establish a base service for use in emerging Medical Home/Advanced Primary Care models
After an extensive evidence based review of the literature, the program elements were defined in more detail to focus on providing some core support to patients within the first 30 days of discharge from the hospital. (3-5)  One of the critical elements of the program was to ensure that patients were educated on the need to follow-up with their primary care physician within 14 days of discharge.  Patients were provided assistance in scheduling the follow-up visit if needed.  In addition, patients were made aware that a call would be placed to them to see if they were able to keep the follow-up appointment of needed any assistance in rescheduling the follow-up visit.  In addition to the follow-up component of the program, educational support for patients and families was offered prior to the patient’s discharge.  
Two Post Acute Care Tracks for Home Bound patients
Two “tracks” for program participants were defined for patients being discharged home.  Patients who agreed to participate in the program were enrolled in one of two tracks:  home with home care services and support or home with out home care services/support.  
Track 1: Patients who were clinically appropriate for and enrolled in home care services receive remote monitoring using a vital sign collection technology device provided and installed for them.  A monitoring nurse (RN) tracked their vital signs daily and was automatically alerted to early symptoms of worsening condition for 30 days.  Patient interventions for 30 day period were defined by the patient’s physician for the monitoring nurse.  Once the patient is appropriate for discharge from this home services program, up to an additional 60 days of telephone support (as described next in Track 2) was provided.

Track 2:  Patients discharged to home who are were not clinically appropriate for home care services were enrolled in a 30 to 90 day program which included provision of a wireless weight scale, a transmission device that sends the daily weight readings from the scale to a secure website for analysis and viewing by the monitoring nurse (RN), and patients receive daily automated telephone calls during which they respond to 6 questions targeted at helping patients begin to understand the daily symptoms they should monitor regarding their condition.  The questions were:   

· Did you weigh yourself today?  

· Have you gained 2 or more lbs. since yesterday? 

· Did you take your medication as prescribed in last 24 hours? 

· Do you have difficulty breathing during normal activities? 

· Did you have difficulty following your diet in the last 24 hours? 

· Are your ankles swollen today? 

The data provided by the patients was collected and analyzed by a web based application programmed with clinical parameters for each question. Patient responses that exceed defined parameters generate automatic alerts for the monitoring RN, who then reached out to the patient, ask some core questions, provided some education, and recommended the patient call their physician as appropriate.  
Key Measurements for Evaluating Program Success

Performance measurements include:

· 30 day CHF readmission rates post program implementation compared to pre-program implementation

· Rate of patient follow-up visits to their physician within 14 days of discharge

· Compliance with 
· daily weight readings 
· medication compliance, 
· shortness of breath 
· ankle swelling, 

· compliance with recommended diet 
· Patient satisfaction 
Overall Results
Since the initiation of the program, a total of 498 patients were admitted to Ocean Medical Center with some history of CHF and were subsequently assessed for participation in the program.  Based on the criteria for the program, 136 patients were potentially good candidates with a total of 53 enrolled in the program (24 track 1 and 29 in track 2).  Many patients declined participation in the program due to various factors such as just being overwhelmed or just not wanting to be “bothered” after discharge.  Out of the remaining 362 patients that did not meet criteria, 48% were excluded due to clinical criteria, with the remaining 52% being excluded due to discharge to post acute care settings such as long term care and sub acute care facilities.  
Overall, the program has been deemed a success in decreasing the readmission rate for CHF patients being readmitted for CHF from 14.93% in January to 5.6% by July 2010 after a 6 month implementation of the program.  The overall trend for readmission rates from 2009 compared with 2010 indicates a clear declining trend over the previous year, with an expected impact by year end of an overall reduction of close to 12%.
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Patients who participated really felt the program were very satisfied with the program and indicated it helped them better manage their symptoms and helped them understand when they should follow-up with their physicians.
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Results to Date

Survey Question                                                 

Avg

. 

(5=strongly agree)

% Favorable

Meridian staff clear, helpful, courteous

4.82          96%

Wireless weight scale and Health Pal worked as expected;

4.70   94%

are easy to use

Daily IVR calls received as scheduled

4.87 97%

Comfortable with answering calls; weighing daily

4.60 92%

Interactions with nurse were helpful

4.70 94%

Program helped me manage my CHF after hospital

4.65 93%

(N=40)


Physician Office Follow-up after Discharge
It was very important to our physicians that as much support as possible be provided to patients in scheduling follow- up visits after discharge.  Data indicates that most patients did in fact make their own follow-up appointments and kept them as scheduled.   
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Physician office appointment within 14 days of discharge

Homecare Patients (24)

Scheduling:

Scheduled by patient = 24

F/U appt. kept as scheduled:

Confirmed = 19

Confirmation pending = 5

Not confirmed = 0

Non-Homecare Patients (29)

Scheduling:

Scheduled by Pilot Coordinator = 2

Scheduled by patient = 19

Scheduled by RN = 4

Pending = 3

F/U appt. kept as scheduled:

Confirmed = 22

Confirmation pending = 6

Not Confirmed = 1 (patient refused appt)


Overall, data was collected for patients who were enrolled in the program as well as those that were not for various reasons to determine if the rates of readmission varied from group to group.  It is clear that patients who were in the program were less like to be readmitted in 30 days post discharge.  The data collected also, helped to define the next segments of the CHF population at OMC that should be targeted for inclusion in the program either through expansion of the clinical criteria or reducing the type of patients excluded from the program due to admission to other post acute settings other than home.
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by Patient Type

- CHF Only

#Patients                           %Readmitted for CHF

30 days                    60 days                      90 days

13%                     0                            0 15 Physician Declining

0                        3%                        13% 31 D/C to another Hospital

8%                     3%                        20% 75 D/C to Rehab/Subacute

9%                     4%                        10% 69 D/C to LTC

6%                     5%                          5% 174 Clinical Exclusion

Non-Candidates

30%                     0                           20%   10 Other

12%                    17%                      19% 52 Patients declining participation

0                          0                            8% 24 MaH with HomMed

Monitor

0                        3%                         17% 29 IVR & Wireless Scale


Conclusions
Overall, the program has been seen as a success in decreasing CHF readmissions within 30 days after discharge and has been approved for ongoing suppot.  In addition, the program will be rolled out to other hospitals in the system to assist in helping patients better manage their condition post discharge and getting early intervention in the event of worsening symptoms.  The same platform will be used to develop a post discharge program for COPD patients – those with CHF as well as those who only have COPD.   
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