
9/26/2017

1

Supporting CHF Patients 
in the Home Setting 
through a Comprehensive 
Community Approach

Diane Schuh, RN, BSN

Aurora Sheboygan Memorial 
Medical Center

September 26, 2017

Continuing Education Disclosures 

Commercial Support or Sponsorship – None
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Full session attendance  and completion of one on-line 
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The participant is responsible for determining if the
educational activity is acceptable to meet

CE requirements to renew licensure in their state.
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Objectives

• Explain the Challenges of addressing complex 
CHF patient needs in the home setting

• Identify the benefits of forming strong 
community partnerships to support CHF 
patients

• Review key point of one organization’s three‐
part strategy: Home Health, Meals on Wheels, 
and Patient Education

Population Health

• Sheboygan County – population 115,569 
(2015 census)

• State CHF readmission rate: 21.47%

• Sheboygan Co CHF Readmission rate: 16%

* Medicare Fee For Service beneficiaries
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Hospital stats

• ED visits: 20,853

• Annual admits (IP & Obs): 6,553

• IP DCs to home / home with HHC: 80%

• CHF patients admitted past 12 months: 144

• CHF Readmission rate 11.1% (all payers)

• CHF Mortality rate 0.7% (all payers)

• Average LOS: 3 days

Needs Assessment

• Chronic disease: support vs cure

• Palliative care benefits for chronic diseases

– Actually live longer with better support

• Readmission prevention tactics

• Mortality prevention 

• Majority patients DC to Home setting
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Home Setting

• Home 

– Support of family/friends varies

• Assisted Living = Home

– Non‐skilled caregivers

– No assessments

Challenges

• Scale:  it’s more than just owning one

• Reading labels:  ‘alphabet soup’  

• Cooking:  affordable foods, who is the cook?, 
processed foods vs fresh

• Dining out: food selection, fast food vs fine 
dining

• Local favorites: Sheboygan brats & cheese
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Additional Challenges with Elderly

• Not the Whole Story

– Say what you want to hear; not the real truth

– Important to confirm reality with family

• Fear of someone coming into their home

– Fear being forced out of their home

– Hiding poor living conditions/hoarding

– Fear stealing or dishonest persons

Patient Scenario

• 83 year old female

• Hx of CHF, diabetes, 
hypertension

• Lives alone in low 
income apartment

• Family is out of town 
and treats to fast food 
items when visits

• Doesn’t cook much‐
eats mostly canned 
soups and processed 
foods like sandwiches 
with lunch meats

• Self adjusted her 
diuretic to every other 
day d/t cost and dislike 
of frequent toileting
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It Takes a Village….

• Hospital cannot 
succeed alone

• Need community 
partnerships

– Home Health  Care

– Meals On Wheels

– County Coalition

Tools

• LACE score

• OFTs

• ISAR in the ED
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Identifying Seniors At Risk (ISAR)

6 Questions:

• Before the illness or injury that brought you to 
the ED, did you need someone to help you on 
a regular basis?

• In the last 24 hours, have you needed more 
help than usual?

• Have you been hospitalized for one or more 
nights during the past six months?

Identifying Seniors At Risk (ISAR)

Questions continued:

• In general, do you have serious problems with 
your vision, that cannot be corrected with 
glasses?

• In general, do you have serious problems with 
your memory?

• Do you take six or more different medications 
every day?
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Home Health Care

HHC Services

• Liaison ‘Info Visits” in the hospital

• Teaching about chronic condition

• Med management

• Weight monitoring

• Telehealth services

• Palliative Care
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Telehealth/Telemonitoring

• It’s Much More than the Equipment

– Nursing assessment

– Nursing monitoring offsite

– Available professional resource

• Duration of use limited to time skilled nursing 
services are needed

– average 47 days

Telehealth

• Goal is for 25% of all eligible patients to 
receive Telehealth services

• Readmission rates for Telehealth patients:

– 1 year ago: 5‐8%

– Current: 3‐7%
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30 Day Readmit Hospitalizations - % of Monitored Patients 

Meals On Wheels
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Partnering with Meals On Wheels

• Literature review – impact on CHF readmits

• Diet is one variable to control

• Steering committee:

– Community Outreach

– Dietician

– Discharge planners/ Case Management

– Quality Department/ Hospital Administration  

– Cardiac educator

– Patient Experience Coordinator

MOW Program

• Patient selection/Exclusion criteria

• Discharge Planner offers MOW

• 1 Hot Meal/day for 30 days post DC

• Stoplight Assessment Tool

• Expanded Role of delivery person

• Funding Challenges
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CHF Stoplight Tool

MOW Results (through 8/7/17)

• 49 patients in the MOW pilot program

• 6 readmitted within 30 days of discharge

 12.24% readmission rate

 Reasons: 3 CHF/COPD; 1 Pul Edema, 1 A Fib; 1 UTI

* Compares to State CHF Readmission Rate of 
21.47% and Sheboygan County Rate of 16%
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MOW Feedback

• Feedback from patients via f/u phone calls

– Learned what foods can eat on cardiac diet

– Learned portion size

– Better adherence to cardiac diet

– Learned how to ‘listen’ to their bodies

– Loved the delivery folks‐ friendly, attentive and 
concerned about them & their health

Sheboygan County Coordination of 
Care Coalition
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Coalition’s Mission

• To improve the quality of care for Medicare 
beneficiaries who transition among health 
care settings.

• Through comprehensive community effort of 
improving cross‐setting communication, care 
coordination, and patient/caregiver self‐
management.

• Committed to the CMS goal of reducing 
hospital readmissions in Medicare program by 
20% by 2019.

Sheboygan County Coalition

• Metastar guidance/partnership; also ADRC

• Open Membership to all County HC agencies

• Hospitals, clinics, SNFs, Assisted Living/CBRF, HHC 
and Hospice, pharmacies, EMS, etc

• Initial Project:  CHF patient/family education

– Identified a need for CONSISTENT guide for 
patients and families
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CHF Quick Guide

CHF Quick Guide
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Challenges

• Community wide approach

– Disseminate  

– Education

– Cost/printing

– Politics/ crossing agencies

– How to determine effectiveness

– Keeping members engaged

Patient Scenario Revisited…

• 83 year old female

• Hx of CHF, diabetes, 
hypertension

• Lives alone in low 
income apartment

• Family is out of town 
and treats to fast food 
items when visits

• Doesn’t cook much‐
eats mostly canned 
soups and processed 
foods like sandwiches 
with lunch meats

• Self adjusted her 
diuretic to every other 
day d/t cost and dislike 
of frequent toileting
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Patient Scenario Revisited… 
Community Services impacting the 

patient

Meals on Wheels
• Dietary support (education on portion size and 
right foods  for cardiac diet)

• Socialization

• ‘set of eyes on the patient’

Patient Scenario Revisited… 
Home Health Care:

• Disease education

• Assessments

• Medication management

• Sodium education / reading of labels/menus

• Telehealth 

• Education on use of scale

• Connected with Palliative Care Services

• Financial  counselor linked her to drug assistance 
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Patient scenario revisited…
Sheboygan County Coalition

• Patient and family have CHF Quick Guide as 
reference so everyone is on the same page

• Patient able to understand the importance of 
monitoring daily weights and ‘listening to her 
body’

• Adherence to diet

• Patient continued with Meals On Wheels

Next Steps.. The Journey Continues

• Community Based Case Management  

– Social worker position

CHF patients often have complex  medical 
conditions due to multiple comorbidities 
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Questions

Contact

• Diane Schuh

Manager of Case Management/Social Services, 

Aurora Sheboygan Memorial Medical Center

diane.schuh@aurora.org
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This material was prepared by the Lake Superior Quality
Innovation Network, under contract with the Centers for
Medicare & Medicaid Services (CMS), an agency of the
U.S. Department of Health and Human Services. The
materials do not necessarily reflect CMS policy.
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