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Background 

Patient Characteristics/Survey 

Conclusion 

Heart Failure (HF) is a major health concern increasing in prevalence.  

Facts: 

1. Nearly 6 million  Americans have HF.  

2. HF is most  frequent reason for hospitalization  for patients  ≥ 65. 670,000 

Americans are newly diagnosed  annually. 

3. 25% of discharged  HF patients return to hospital within 30 days. 

4. Significant morbidity  and caregiver stress is associated with HF. 

5. Patients need subacute services, home care, monitoring of vitals, etc., 

post discharge.  
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•The Pilot was conducted in partnership with Stanford Heart Failure 

group, Philips Tele-health and a community home health agency.  

•41 patients were enrolled; 11 withdrew, 7 changed their minds, 2 

with conflicting Home Health Agency, 2 had unsuitable home 

conditions.  

•Target goal of “n”=30 patients were enrolled and completed 30 day 

home monitoring and post-study survey phone call. 

Two variables – Tele Health and RN visits are discussed next.   

Participants took part in a telephone survey after the 30-day  in-home 

monitoring trial : 

• 97 % responded that the RN home visit was very helpful.  

• 67% reported viewing daily vital signs provided helpful feedback on 

health behaviors and improved self-confidence for health self 

management.  

• 20 % reported weight gain or other signs of fluid retention or blood 

pressure changes that prompted them to contact their physician.  

Note: 2 patients avoided hospitalization because of  the home monitoring 

intervention.  

 

       

• With increasing focus on transitional care through the continuum, home 

visit by the AAS RN was endorsed by patients as very valuable.    

• Empowering patients to better manage  chronic disease at home via in-

home monitoring is a simple intervention that for select patients, can 

provide support. and good outcomes.  

• These services could become part of a comprehensive disease 

management program  in any medical center or contracted out.   

• Pilot should be replicated with a larger sample . 

Hypothesis/Aim 
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Age range 45 - 96 years old 

(70%) were >71 years old 

Gender M= 18 / F= 12 

Patient mix:  70% = Stanford patients 

30% = outside clinics 

High risk for readmission 15 (50%) 

Number of patients 30 

Methods/Variables 

The increasing economic burden on healthcare resources has prompted 

healthcare systems to redesign care transitions and plan for support in the  

home. Home visits and in-home monitoring of vital signs are unique strategies 

and not often tested for HF patients. Based on knowledge caring for HF patients 

at Stanford Health Care, Aging Adult Services hypothesized that a segment of 

HF patients would benefit from home visits and in-home monitoring to support 

daily self-assessment and self-efficacy, despite not having skilled care 

requirements. Randomized trials have demonstrated a multidisciplinary care 

approach is effective in helping patients manage their care by providing 

patient/family education about diet, medications and self-monitoring for signs 

and symptoms of worsening HF.  

 

A pilot was proposed to evaluate patient perception of  the utility and 

effectiveness of home visits and a home monitoring program to promote self-

management.  

 
Reference: 

Bui AL, Fonarow GC. Home monitoring for heart failure management. Journal of the American 

College  of Cardiology.2012; 59(2):97-104. 

 

 

1. Tele Health including a digital weight scale, blood 

pressure cuff/machine, pulse oximeter and a hub station were 

installed into the patient’s home within two days of discharge. 

Training on use was provided by a trained technician. 

 

 

 

 

 

 

 

 

 

 

 

 

 

2. Home Visit by RNs occurred after tele health equipment 

was installed in the patient ‘s home. 

• RN reviewed  the “HF Zone Action Plan” tool provided with 

education packet during hospitalization on daily weight tracking, low 

sodium diet strategies, symptom inventory. 

• RN used  teach back/return demonstration  for use of  monitoring 

equipment , daily self-assessment and data transmission.   

• RN provided  medication review, home safety- check and identified  

social vulnerabilities. 

• RN uncovered health problems (symptom recognition) and linked  

patient  to resources &  health partners. 

0

20

40

60

80

100

120

Weight Low SPO2 Low Pulse High Pulse Low Systolic High Systolic

Number of Flags Noted By The Tele-Health Monitor 

Survey Response: 

• RN explained more about heart failure and answered questions” 

• RN  took the time to talk to me and listen to what I am feeling.” 

• “I felt supported.” 

• “The home visit made a personal connection with me.” 

• “Gave me a feeling that I now know better what’s going on.”   

• “ It was helpful to know someone was paying attention to my numbers.”  

• “Made me feel safe.” 

Graph below depicts flags received by Philips  monitoring system.  

Patient Survey Summary 

(A NICHE Exemplar Hospital) 
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