Examining patient characteristics, care coordination, &
medical management of heart failure patients that

readmit within 7 days of discharge

AUTHORS: DENICE DUDA, DEIRDRE FLOWERS, KAYLYN PATITUCCI

AFFILIATIONS: JOHNS HOPKINS UNIVERSITY SCHOOL OF NURSING & JOHNS HOPKINS HOSPITAL, BALTIMORE, MD

Introduction . Resuts

* Heart Failure (HF) — one of leading Patient Characteristics (N=34%)

*Includes patient duplicates. Some pts removed because not readmitted to med-surg floors.

diagnoses for hospitalization with median

30-day readmission rate of 23%. Demographics Patient Characteristics
. s 90% 35% .
* Observed Readmission Rate at JHH (2015) o 799% 2%
30%
= 7 days: 30.51% 70% cE%
9 25% 24%
= 8-14 days: 19.77% T s3%
50% 0 20%
= 15-30days: 49.72% .
. 32% 15%
* Few studies have looked at 7-day HF 0% . ) )
. . % 10% % %
readmission rates o . o
. . ’ 5%
* Shorter duration between discharge and % -
. . . Female Male Black/African White Livesin Livesin 0%
adm|SS|On perCE|VEd as CorreCtabIe source American Baltimore City '\sﬂugrgsgg:egs Active Psych ActiveAiLLJJts):tance Homeless Cognitive Deficit ~ On Dialysis
of hospital management _
- . = Average fa\ge of patlentf 57 years old. Length of Stay mm
ObJECtIVES = Average income of patient: $29,850. . o
o . . e LOS (Initial Admission) 6.6 5 6.2
_ _ = 53% of patients during readmission reported
 Determine correctable factors of hospital diet, fluid, and/or medication non-adherence. LOS (readmission) 6.3 5 6

another facility and left AMA and e o w5
duplicates
* Collected data on patient characteristics Medical Management
(demographics, zip codes, income, length
Medications

management that may influence 7-day
heart failure readmissions

Retrospective chart review for 34 HF
patients in 2015 that readmitted within 7
days of discharge

Chart review data supplemented with
Tableau database

Excluded patients that were readmitted to

of stay (LOS), lab values, blood pressures)
and hospital management (meds,

Care Coordination

Consults Received
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Discharge service on initial admission.

= 32% of pts were discharged
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Labs from patients with EF > 40 (N = 12)

100% Lab Mean Median SD

scheduled follow up appointments, case Sodium  135.5 136.0 6.1
management/social work consultation 0% Creatinine 2.1 1.7 1.1
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and heart failure education)

Conclusion/Future Directions

Low income populations most at risk.
Improve social work and case
management coverage during
readmission.

Improve percentage of Heart Failure
Bridge Clinic appointment-making.
mprove number of patients receiving
neart failure education.

mprove percentage of patients on
evidence-based heart failure meds.
Improve care coordination.
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Labs from patients with EF < 40 (N = 22)

Lab Mean Median SD
Sodium 136.5 137.0 4.3
Creatinine 2.3 1.7 2.3

(Enalapril, Lisinopril, (Carvedilol, Metoprolol) (Furosemide, Torsemide) EF 24 3 20 O 10 3

Losartan, Valsartan)

Patients with EF > 40 (N =12) B Patients with EF <40 (N = 22)

Funding Source:

References The Helene Fuld Leadership Program for the

* Amarasingham, R., Patel, P. C., Toto, K., Nelson, L. L., Swanson, T. S.,
Moore, B. J., ... & Drazner, M. H. (2013). Allocating scarce resources
in real-time to reduce heart failure readmissions: a prospective,
controlled study. BMJ quality & safety, 22(12), 998-1005.
Hernandez AF, Greiner MA, Fonarow GC, et al. (2010). Relationship
between early physician follow-up and 30-day readmission among
Medicare beneficiaries hospitalized for heart failure. JAMA,
303:1716-22.

* Jack BW, Chetty VK, Anthony D, et al. (2009). A reengineered
hospital discharge program to decrease rehospitalization: a
randomized trial. Ann Intern Med, 150:178-87.

* Joynt, K. E., & Jha, A. K. (2012). Thirty-day readmissions—truth and
consequences. New England Journal of Medicine, 366(15), 1366-
1369.

Mozaffarian et al. (2015). Heart disease and stroke statistics—2015
update: a report from the American Heart Association. Circulation,
129:29-323.

* Seow H, Phillips CO, Rich MW, et al. (2006). Isolation of health
services research from practice and policy: the example of chronic
heart failure management. J Am Geriatr Soc. 54:535-540.

Advancement of Patient Care Quality and Safety

=N
Ol
JOHNS HOPKINS

SCHOOL of NURSING



	Slide Number 1

