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Learning Objectives
• Discuss how to use disease management 

software to manage CHF patients
• Recommend steps to involve patients in their 

CHF management through software
• Determine ways to improve communication 

with all healthcare providers
• Identify ways to decrease hospitalizations 

and length of stay





Practice Overview



Why Disease Management?
• 90 million Americans have a chronic 

illness

• 70% of all deaths in the United States  
(287,000/yr from heart disease)

• 75% of the nation‘s $1.7 trillion 
medical care costs



CHF-Costly Chronic Disease

• Number one diagnosis 
• 3.5 million

admissions/year
• 60-75% of total costs
• 47% re-admission rate 

in six-months
US citizens have  

heart failure

5 million



Disease Management Will…
• Support the provider/patient 

relationship and plan of care

• Prevent exacerbations by utilizing 
practice guidelines 

• Provide tools to monitor patient 
outcomes



CHF Management Issues

• High volume of CHF patients

• No CHF Clinic

• Inability to track patient status

• Frequent hospitalizations/ED visits

• Communication with other providers



Disease Management Software

Solution



Achieving Physician 
Acceptance

• Presented concept to Administration, IS 
Committee and Physicians

• Determined program would improve 
management of CHF patients

• Agreed to participate as beta site utilizing 
our Camden regional office

• Worked with development team to 
determine content and workflow



Implementation Process

• Workflow mapping

• Staffing requirements 

• Training

• Patient engagement 

• Went live February 23, 2005



CHF Program Goals
• Improve quality of life
• Optimize communication 
• Enhance compliance 
• Early intervention 
• Reduce frequency of CHF admissions 
• Reduce length of stay



CHF Management Program
• Regular assessment of the patient's 

health status

• Management according to guidelines

• Provider communication 

• Outcomes measurement



CHF Management Concept
The Management Loop

Adapt 
Plan

Assess 
Health
Status

Execute 
Plan

• Medication
• Diet 
• Education
• Monitoring
• Appointments

• Lab tests
• Physical examination
• History

• EF %
• problem list
• symptoms
• diet 
• medication 

• Follow up visit
• Adapt medication and diet
• Schedule tests/procedures 
• Educational session
• Self-monitoring



CHF Process Model
Enrollment

initial

Routine care

continuous

Evaluation

periodic

Disenrollment

end

• Identify patient
• Patient registration
• Initial assessment
• Patient Education
• Develop plan
• Identify providers 

• Follow up visits
• Follow up phone calls
• Revise plan
• Assess Self monitoring

• Patient Education
• Communicate with providers

• Patient satisfaction
• Provider survey
• Quality assurance
• Process evaluation
• Optimize program

• End service 
•Inform  providers



D em ogra   
 
N am e     
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

P atien t 
 
N am e, F irst N am e 
P atien t ID  - D O B  
A ddress  
  
P hone #  
M obile  #   

C ard iac R ela ted  D iagn oses  
D ate  IC D      D escrip tion   
02/23 /2004  428 .1  Left heart failu re 
02 /02 /2004  404 .11  H ypertensive heart and  renal d isease, ben ign  w ith  congestive heart failu re 
01 /12 /2004  425 .1    C ard iom yopathy, hypertrophic obstructive 
11 /22 /2003  428 .22  H eart failu re, systo lic, chronic 

C om orb id ities &  R isk s 
 
H ypertension    since 1980  Last F lu  S hot    4 /15 /2003  
D iabetes T ype II since 1993  Last P neum ococcal V accination     9 /2 /2001  
R enal Insu fficiency    S m oking  2  packs per day 8 /2 /2003  
D epression   since 1999  A llergies: no  know n allergies  

C u rren t M ed ication s: 
M ed   D ose S ch ed  S tart  E n d  M ed   D ose  S ch ed  S tart        E n d  
-------------------------------------------------------------------------------------------------------------------------- 
Z ocor  10m g O D  12 /1 /03       4 /1 /04  G luco tro l   5m g O D  3 /15 /04       6 /15 /04
C artia X T  120m g O D  1/15/04       4 /15 /04       A S A   80m g H S  3 /15 /04       6 /15 /04
Lasix   80m g   B ID  1 /15/04       4 /15 /04  
 
 

R ecen t H istory: 
3 /15/04  E D  no t C H F related  
2 /20/04  R egu lar phone assessm ent call  
2 /15 /04  M edication  adapted  by M . K rieger, D M U  
1 /15/04  M onito ring E xception   W eight gain  >  3  lbs 
    /6 /03  Inpt C H F related

P A T IE N T  S U M M A R Y          23 /01/2004  –  23 /03 /2004  

D isease M an agem en t 
N u rse 
N am e, F irst N am e  
 
A ddress  
  
P hone #  
M obile  #   

P h ysician  
 
N am e, F irst N am e 
 
A ddress 
   
P hone #  
M obile  #   

C ard io log ist 
 
N am e, F irst N am e 
 
A ddress  
  
P hone #  
M obile  #   

Program  In form ation  
D ate en ro lled  in  C H F  Program : 02 /11 /2003       P rogram  level: h igh          A ge : 64   S ex : M ale   
S tatu s :  N Y H A    III (01 /22/2004  )         A C C /A H A      C   (02 /25/2004)            E F   40  %  (03/16/2004)

L ab oratory  R esu lts: 
S -S odium  138     m m ol/l   12 /1 /03         H em oglob in    11  g/d l     2 /15 /04        
S -P o tassium     3 .3  m m ol/l   1 /15 /04            H em atokrit   37  %         2 /15 /04        
S -C reatin in     2 .4  m g/d l   1 /15 /04         IN R       0 .8               2 /15 /04        
B U N    20   m g/d l   1 /15 /04   B N P      20  pg/m l  1 /22 /03  

M iscellean eou s: 
D ry w eight:  89       lbs      2 /18 /2003   Last w eight: 93  lbs  12 /14/03  
B P   160/100    m m H g 2/4 /2004  IC D :   D D D   12/14/03  



Our Experience
• Strategy for patient enrollment
• Workflow adjustments
• Telephony adjustments
• Patient alerts
• Patient compliance
• Home Health participation
• Longitudinal tracking of disease



Benefits
• Improved patient compliance 
• Active patient participation 
• Early Intervention due to alerts
• Improved communication with providers
• Ability to track patient disease process
• Improve outcomes-core measures 
• Decrease number of hospitalizations/year



16 Total patients tracked on SDM
71 Total patients not in SDM program

Admitted to hospital 70
  In SDM 0
  Not in SDM 70
% total event free 19.5%
% event free not in SDM 1.4%
% event free in SDM 100%

% SDM patients hospitalized 0.0%
% non-SDM patients hospitalized 98.6%



KCCQ Questionnaire Results (%)
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Potential Impact of Disease Management 
Programs:

Reduce Negative Financial Impact 
of treating chronic ill patients by reducing 
Admission LOS and ER visits

Optimize Resources
by freeing up valuable resources for higher 
reimbursable procedures

Rev
en

ue

Quality

EfficiencyImprove Quality of Care
by delivering better care to at risk patients

Improve Patient Affinity
by keeping valuable patients tied to
your organization

Prepare for Future Revenue
anticipate reimbursement for disease 
management services (CMS)



QUESTIONS????


