Nurse-guided Patient-centered
Heart Failure Education Program




Problem

A growing rate of hospital 30-day
readmission for heart failure
(HF)patients

National readmission rate 24.8%
Local readmission rate 24.4%

Existing gap for non-Medicare
patients



Impact

e More than 6.5 million Americans

* Prevalence of HF is projected to
increase by 25% by 2030.

 HF patients experience the highest
frequency of hospital readmissions
in the United States.

e S39 billion in costs per year

(Butler & Kalogeropoulos, 2012)




National/Local Data

These percentages were calculated from Medicare data on patients discharged betiween July 01,2007 and June 30, 2010, They dont include people in
Medicare Advantage Plans (like an HMO aor PPO) or people who don't have Medicare.
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Summary of Evidence

Hospitalizations, symptom exacerbation, and disease

progression are associated with poor self-care (chriss et al., 2004;
Jovicic, Holroyd-Leduc, & Straus, 2006;Tung et al., 2012).

Challenges to self-care is evident in 25-50% of heart failure
patients (Butler & Kalogeropoulos, 2012; Chriss et al., 2004).

A clinical measure of self-care management is necessary to

guantify self-care ability. (Buck et al., 2012; Cameron et al., 2009; Chriss et
al., 2004; Reigel et al, 2008; Riegel & Glaser, 2000)

Hospital discharge interventions that improved in self-care

confidence resulted in fewer readmissions (Akosah et al., 2002; Del
Sindaco et al., 2007; Koelling et al., 2005; Naylor et al., 1999;Vreeland et al., 2011).



Purpose

To create and implement a patient-
centered HF education program
designed to promote patient self-

care ability and decrease 30-day
HF readmission rates.



Specific Aims

e Develop and implement an evidence-
based HF patient education program

e Evaluate impact of HF patient education
on patient self-care management using
SCHFI

e Evaluate all-cause 30-day hospital
readmission for HF patients




Intervention

Implement
Patient- Provide
centeret.i HF evidence-
education Provide based Self-
program Standardized Care Guide
Education
focused on
Heart Failure
Administer Adgg::;ter
SCHFI :
assessment via
geec=ament telephone 30
prior to hospital
discharge *ELE a.fter
hospital

discharge




Innovation

Self—Care of Heart Failure Model
oo eneortnerce

Recognition Evaluation - Implementation Evaluation

Self-Care Confidence

(Riegel, Carlson, & Glaser, 2000)




SCHFI “Schifty”

¢ 22-item questionnaire
e 4-5 point Likert Scale

 Dichotomous responses
e 3 subscales (SCM, SCMG, SCC)

e Validity & reliability confirmed in
previous studies: Cronbach a’s .61,
.63, .77.

* Higher scores reflect better self-
care

(Buck et al., 2012; Cameron et al, 2009; Chriss et al, 2004; Davis & Allen, 2012;Reigel et al 2009;
Shively et al, 2013) 10




Innovation

_ SYMPTOM TRACKER: If you have any of the symptoms listed below, circle YES. Be sure to take this to y

doctor's appointments.
MONDAY | TUESDAY |WEDNESDAY | THURSDAY | FRIDAY | SATURDAY | SUNDAY
Ctate: Date: Date: Date: Date: Diate Date:
Week __ | )
Weight and
time of day
Weight
_E YES J MO | YES / MO | YES / NO | YES S NO | YES / NO | YES / MO | YES / NO
gain
Shortness
YES / MO | YES /MO | YES JNO | YES S NO | YES / MO | YES / MO | YES / NO
of breath
Frequent
- YES /MO | YES /MO | YES /NO | YES S NO | YES / NO | YES / MO | YES / NO
coughing
Tired or YES /MO | YES /MO | YES /NO | YES /MO | YES / NO | YES / MO | YES / NO
weak
Swollen
anklesor | YES f NO | ¥ES / NO | YES / NO | YES / NO | YES / MO | YES / NO | YES / NO
legs

Use this space to write notes, or to record any other symptoms you may be having:

Your Action Plan

Use this guide to help you report chan
in your symptoms to your doctor or hi
care provider.

Reporting symptoms eonly may keep
out of the hospital.

= Your weight is stable
* You have no trouble breathing
*  You can do your normal activities
= You have no changes in your symp
call
in the next 24 hours when:
*  Your weight goes up:
o 3 or more pounds in 1
o 5or more pounds in 1
week
= You have new swelling in your feet
ankles, hands or belly
* You have a dry, harsh cough that ¢
not go away
*  vou feel more tired or have less er
than usual
* You have side effects from your
medications

* vou have trouble breathing —
o Call 911 for severe shortnass
breath or if you have chest pa
that does not go away
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Innovation

'E Topic - ODccurrence #1

=+ Topic

) CHF

CHF Education Topics

[] Diagnosis

[] Medications

[] Warning Signs/Symptoms
[] Diet

[ Tracking Weight

ALL topics are REQUIRED. **PLEASE Review ALL Topics™*

L[] Patient U] Family Ul Primary Caregiver

Recipient [l Spouse U significant Other [ Legal Guardian
L1 Adult/Child
O] Discussion [ Demonstration ] Handout

Methods O audiovisual [ Protocol Ol verbal
O] Group ] Pictures

Patient R:—;-ceived %L%S
CHF Education Folder Comment |

Fesponse

[ 1verbalize understanding [ ] Unable to comprehend
L] Return demonstration ] Unable to return demo
[] Reinforcement needed [] Resistant/Refuse Teaching

Teaching Comment

(Greater Baltimore Medical Center, Meditech Repository, 2011)

12



Data Collection

Reason for
Exclusion

Discharge to

facility (n=8)
Hospice (n=4)
Expired (n=2)

Participants Screened for Eligibility
(n=59)

Meet inclusion criteria (n=41)
Did not meet inclusion criteria (n=14)

Patients Enrolled in Self-Care
Education Program
n=41

Pre Intervention SCHFI Data
Collection

n=41

30-day Post Discharge Data
Collection SCHFI

n=34

Patients Excluded (n=7)

Expired (mn=2)
Hospice (n=1)

Loss of contact (n=1)
Discharge to facility
(n=2)

Refused follow-up (n=1)

Figure 2 Study flow diagram. SCHFI, Self-Care of Heart Failure Index.
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Demographics

Table 1. Demographic Characteristics (N=41) Frequency/Percentages Mean/SD
N=41 (100%)
Age (years) 70.5 (15.2)
Age range 35-92y
35-74y 21 (51%)
75-92y 20 (49%)
Progressive Care Units
Unit 34 10 (24%)
Unit 38 31 (76%
Gender
Males 22 (54%)
Females 19 (46 %)
Race
Caucasian 27 (66%)
African American 13 (32%)
Hispanic 1(2%)
Asian/Pacific Islander 0
Other 0
Mean Hospital LOS 5.9 (5.59)
LOS range 1-34 days
LVEF
240% 15 (37%)
<40% 21 (51%) "
Unknown 5(12%)




Findings for Aim #2

Table 2. SCHFI ' Paired 95% Confidence

Scores (n=34) Sample T- Interval
test
SCHFI Subscales Mean/SD Mean/SD Pvalue Lower ~ Upper

Self-Care Maintenance ~ 5852 (15.09)  68.26(19.11) <0001 -1433 514

y

Self-Care Management 3573 (20.60)  51.62(1594) <0001 2231 944

'

Self-Care Confidence 5298(2113)  47.58(1748) 214 -3.27 14.06
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Measurement & Evaluation of
Aim #2
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Exploratory Data Analysis

Distrubition of Age for Caucasian, African American and Hispanic Participants
100.00 n=41
' Mean Age:
Caucasians: 77.3
Y .
= African
50.00 .
Americans: 57.4
Hispanic: 60
>
<
50.00

p=<0.001

T T T
Caucasian Africanf&merican Hispanic

Race
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Measures of Control

SVENE G e Age (p=.077 & .109)
Analysis e Race (p=.139)
e |OS (p=.058)

NIRRT @ No significance in
Regression shared variance on

(0.05) post SCHFI scores
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Evaluation of Aim # 3:
Impact on 30-day
Readmissions

 HF-related readmissions at 5% for
study group during study period
(n=41, 2 HF re-admissions)

 HF-related readmissions were 6%
hospital wide prior to study start

date for April 2012-Sept 2012
(n=240, 15 HF re-admissions)
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Limitations

Small sample size
Non-randomized sample
Short-term study

Conducted in a single hospital
Confounding

Preparation for fallout
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Implications

HF education focused on self-care
Improves self-care maintenance
and management

A clinical measure of self-care is
necessary for HF patients

HF education with home-based
telephone F/U can reduce
readmissions

Cross center collaboration: Sub-
acute Rehab
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Implications for Future:
Practice

Nurse-guided HF education program:

e Sustain nurse-led HF education focused
on self-care

* |ncrease frequency of home-based F/U
 Measure of self-care for HF patients

* Collaboration with multi-disciplinary
team

e Continue partnership with Readmission
Committee

e GBMC-Advanced Certification in HF
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Implications for Future:
Research

Further research is necessary to:

* |dentify additional interventions that may
improve Self-Care Confidence

 Examine impact of social support systems
(e.g. family caregivers) socio-economic
factors, co-morbidities, and education
level on patient self-care ability

e Evaluate attrition characteristics of
participants
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Thank You!
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