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Abstract

Objective: To conduct a technology assessment on the effectiveness of non-pharmacological
interventions for post-discharge care in heart failure patients.

Data Sources: Published English language randomized controlled trials identified in a Medline
search through July 2007 and relevant bibliographies.

Methods: Certain interventions, specifically, education on self-care management have become
usual care, rather than a specific intervention of interest. Thus, increased access to providers and
interventions such as telephone support, clinic visits, home visits, home telemonitor, and
multidisciplinary discharge care were deemed interventions of interest. The main outcome of
interest was the rate of readmission. To assess the relative effects of these interventions
compared with usual care on readmission, we grouped studies that utilized similar interventions
for post-discharge care and performed meta-analyses using a random effects model.

We performed a qualitative assessment on other outcomes of interest and noted the
differences across studies between the intervention and control groups. These outcomes included
mortality, length of hospital stay, quality of life and combined endpoints.

Results: A total of 49 randomized controlled trials that enrolled 10,572 patients evaluated
interventions utilizing delivery models during or after hospitalization, and in the outpatient
clinics. There was considerable heterogeneity across studies with regard to individual
components of intervention, duration of intervention, length of followup, and description of
usual care. Most of the studies were graded good or fair methodological quality. All studies
included interventions to educate patients about heart failure symptoms and disease management,

and self-care behavioral management. The majority of the studies also evaluated interventions



that included education about diet and sodium restriction, medication review, and daily weight
monitoring.

We identified studies that compared increased clinic visits, home visits, home telemonitor,
and multidisciplinary care with usual care reduced the risks of readmission. Often the
interventions in these studies utilized a combination of secondary components, with telephone
followup being the most common. However, when telephone followup was utilized alone, there
was no significant difference in all cause readmissions between comparison groups. Studies with
intermediate- to long-term followup (>6 month and >12 month), interventions that were initiated
in the inpatient setting, and patient ages older than 75 years were associated with a statistically
significant reduction in all cause readmissions.

Compared with usual care, one-fourth of the 20 studies reported a significant reduction in all-
cause mortality when interventions were initiated during an index hospitalization. Similar
significant reduction of length of stay during readmissions was reported when interventions were
initiated during an index hospitalization. When interventions were initiated after discharge from
an index hospitalization, only one out of 18 studies reported intervention decreased rates of
mortality and readmissions, and reduced length of hospital stay during readmissions.

Six randomized controlled trials with a total of 2,654 patients assessed interventions that
began in the outpatient clinics. The majority of the studies utilized a pharmacist-led intervention
that mostly included medication review. Mortality data was reported in five studies, number of
readmissions in four studies, cost incurred in one study, QOL changes in four studies, and
composite end point of mortality or readmissions in two studies. Overall, the results do not

support the superiority of any particular intervention strategy.



Conclusions: Interventions that utilized increased clinic visits, home visits, and multidisciplinary
care reduced the risk of readmissions. Studies with intermediate- to long-term followup,
interventions initiated in the inpatient setting, and patient ages greater than 75 years were
associated with significant reduction of all cause readmissions in the intervention group. These
interventions often utilized a combination of components. There was no distinct combination of
intervention components that was associated with improved clinical outcomes. The evidence was

sparse for interventions beginning in the outpatient clinics.



Introduction

The Coverage and Analysis Group at the Centers for Medicare and Medicaid Services (CMS)
requested from the Technology Assessment Program (TAP) at the Agency for Healthcare Research and
Quality (AHRQ) a technology assessment report to evaluate the effectiveness of non-
pharmacological interventions for post-discharge care in patients with heart failure (HF) and
their relevance to the Medicare population. AHRQ assigned this report to the following Evidence-
based Practice Center: Tufts-New England Medical Center Evidence-based Practice Center
(Tufts-NEMC EPC) (Contract Number 290-02-0022).

In the United States, HF is the most common hospital discharge diagnosis among elderly. In
many developed countries, the prevalence of HF approaches 1 to 4 percent of the population and
medical expenditures have been estimated at 1 to 5 percent of health care spending in some
settings.' HF is an increasingly common condition because recent improvements in medical and
surgical therapies along with advancements in diagnostic techniques have increased survival in
patients with ischemic cardiovascular disease.? Nonetheless, HF carries a substantial risk of
death. After an initial diagnosis of HF, increasing age and co-morbidity increases the 30-day and
1-year mortality. The current 1-year mortality estimates range from 18 to 60 percent for elderly
with comorbidity.®® About 40 percent of patients are readmitted within 1-year following their
first admission for HF and hospitalization accounts for approximately 70 percent of the costs of
HF management.” °

The post-discharge-related adverse events and increased readmissions are often due to
potentially modifiable factors, that may include patient-, clinician-, and hospital-related
characteristics.” As a result, management of a HF patient has evolved from the traditional

model of crisis intervention toward a more proactive model of managing the disease. Drug



therapy remains the core of therapy for HF. Although invasive procedures are indicated for some
patients, the majority of patients are managed with both medications and lifestyle counseling.
Various strategies to manage HF are based on comprehensive care and intensive followup,
and are often organized within a formal disease management program. In general, these
programs coordinate care across disciplines, provide education to patient and caregiver, enhance
patient self-management skills, implement effective followup, and base medication decisions on
current clinical practice guidelines for HF.'° The intervention component in these disease
management programs may include education on symptoms and disease management,
encouragement of proper self-management behaviors, monitoring of symptoms and weight,
dietary advice, sodium restriction, medication review, exercise recommendations, proactive
telephone support, social and psychological support, education reinforcement, and home visits.
Combinations of components are often employed, and there are considerable variations in the
content, intensity, and duration of the components, the setting, and the personnel who coordinate

the care. Studies of various interventions reported mixed results concerning their effectiveness.'*

12

Over the past several years, telephone-based symptom monitoring,* **

automated symptom
monitoring,’® and Internet automated physiologic monitoring by patients (with review by a
cardiologist) have been introduced.'® These are designed to improve outcome and quality of life
in elderly HF patients, and they focus on the transition from hospital-to-home and supportive
care for self-management.’” Another intervention strategy introduced in the recent years is
pharmacist-led medication support.® Given the shortage of specialist nurses in countries such as
the UK, the use of pharmacists is seen as extending the scope of post-discharge support.

However, published studies indicate that the use of such support failed to benefit the elderly.*® *°
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The Robert Wood Johnson Foundation (RWJF) and the Institute for Healthcare Improvement
(IHI1) have started an initiative called Transforming Care at the Bedside (TCAB) to facilitate
transition to home. They have created a framework to build safe and reliable care and emphasize
vitality and teamwork, patient-centered care, and value-added care processes. Currently, this
framework is being tested and has shown some early benefits.

Many non-pharmacological interventions to support post-discharge care have been examined
extensively in published systematic reviews or meta-analysis.** ?>*> Many previously published
studies have varied their eligibility criteria and inclusion of primary studies; thus evaluating
different studies. This report aims to comprehensively evaluate data on the effectiveness of non-
pharmacological interventions for post-discharge care in patients with HF and their relevance to

the Medicare population.

Scope and Key Question

CMS, AHRQ, and EPC staff jointly determined the key question and the definition of
terminologies.
1) In HF patients 50 years and older, what is the effectiveness of interventions to support post-
discharge care compared with the usual care to prevent readmission?
la. What is the relationship of the following parameters to the outcome readmission?

= Internal and external validity of the studies (includes inclusion and exclusion criteria of

the studies).
= Length of followup
= Concurrent discharge planning in disease management programs

= Place of delivery of discharge planning (home, inpatient, outpatient)
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= Components of discharge planning and whether components were individually tailored or
generalized
= Intensity of discharge planning, number and frequency of interventions

= Patient characteristics

Other study characteristics that may affect outcomes

In addition to the rate of readmission, which is the main outcome of interest, CMS requested
evaluation of other outcomes that were deemed clinically important. These included all cause
mortality, length of hospital stay, costs, quality of life, and combined endpoint consisting of

mortality and hospitalization.
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Methods

This report is based on a systematic review of the literature on non-pharmacological
interventions for post-discharge care that are currently in use. The approach and criteria used in
this technology assessment were agreed upon by consensus of the EPC, CMS, and AHRQ.
Several published systematic reviews on this topic indicate that a large number of randomized

controlled trials (RCTSs) are available. Therefore, we focus only on RCTs in this report.

Search Strategy

We searched Medline, Medline In-Process & Other Non-Indexed Citations, the Cochrane
Library, CINHAL, and Ovid HealthStar from 1990 through July 2007 to identify articles relevant
to the key question. We limited the start date of the search to 1990; the time point associated
with rapid advances in the medical management of HF, and changing healthcare needs of
patients and changes in practice patterns. We reviewed reference lists of published systematic
reviews on the same topic, selected narrative reviews, and retrieved primary articles for
potentially relevant articles. We also searched ClinicalTrials.gov for registered but not yet
published studies and contacted authors of these trials. We combined search terms for discharge
plan, case management, and heart failure, and limited the search to English-language RCTs in

adult humans. (See Appendix A for complete search strategy.)

Study Selection
We included all comparisons of interventions for post-discharge care that reported at least
readmission and/or mortality outcomes among patients with HF. We assessed titles and/or
abstracts of citations identified in literature searches. A low threshold was used to retrieve

articles for evaluation. Full-text articles of potentially relevant abstracts were retrieved and
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reviewed according to the criteria. Results published only in abstract form were not included in
our reviews because these reports have generally not been peer-reviewed and therefore lack

adequate information to assess the validity of the data.

Population

The population of interest for this report is adults with diagnosed HF. Although the
Medicare-eligible populations are age 65 years and above, in consultation with CMS, we used a
lower threshold for limiting studies with respect to the age cut-off. Studies were accepted if the
mean age of the population was at least 50 years. We also included studies that had subjects who
were recruited during the index hospitalization, at the time of discharge from the index
hospitalization, or at the outpatient HF clinic. In general, the studies excluded patients discharged
to settings other than home (i.e., nursing home or long-term facility) because of the difficulty in
followup. We excluded studies with less than 10 patients per arm and studies of secondary
analysis of an RCT. When there were multiple publications of the same study, we used the
publication that reported the largest number of subjects. We excluded two studies that were
included in previous systematic reviews (one had an incorrect citation,?® and the other could not

be retrieved.?’)

Settings

The site of initiation of an intervention was the key feature of interest among the settings. In
the first setting, the intervention(s) was initiated while patients were still in the hospital prior to
discharge. In the second setting, the intervention started for recently discharged patients in the
outpatient clinic. In the third setting, the intervention was initiated with patients who had been

attending a HF management clinic, and at least a proportion of those have had a recent
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hospitalization within 3 months of study recruitment. However, in this report, the patients

recruited from the third setting were analyzed separately.
Interventions

We accepted descriptions of the components of interventions as they were reported in
published articles. Interventions were implemented in hospitals, outpatient settings or in patients’
homes. Studies of interventions with any duration were included.

Education on symptoms and disease management

Patients received a simple explanation of the pathophysiology of HF, symptoms, and
treatment of HF and were offered advice about when to seek expert help.
Instruction on self management behaviors

Instruction to increase the self-care behavior in patients and includes assessment of self-care
ability. Instruction occurs about behaviors to be taken in relation to early signs of worsening HF.
The goal is for the patient to understand the role of fluid retention in worsening symptoms and to
seek care early. HF diaries or notebooks are sometimes provided to aid self-management.

Diet advice, sodium restriction

Patients were advised to restrict their sodium intake to 1.5 to 2 grams per day, and instructed
on how this level could be achieved. The intervention may involve a dietician’s visit and an
individualized sodium restricted diet or a list of dietary recommendations.

Medication review

The name of each drug and its purpose, dosage, frequency, and significant adverse effects, of
specific HF drugs is reviewed by a care provider, and HF drugs (e.g. beta blockers) up titrated
slowly as tolerated. It may involve a written medication schedule for complicated medication

regimens and increase a patients’ adherence to prescribed medications.
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Education reinforcement

Review of education goals with patients on subsequent clinic visits or telephone calls was
designed to increase the self-care behavior in patients and included an assessment of self-care
ability.
Exercise recommendations

This includes recommendations about moderate aerobic exercise training, which can result in
improved exercise duration, less fatigue, faster pace of activities, and improved general well-
being.
Weight monitoring

Instructions are given to the patients on weight monitoring that may include daily or regular
monitoring, and provide HF failure diaries or notebooks to document weight for self-
management.
Telephone support

A care provider telephoned the patients in weekly or biweekly intervals for the proactive
telephone followup of patients at home after discharge from the hospital. This may involve a
review of symptoms and weight and/or questions, which follow a computerized care plan.
Support may be provided by a non-physician, usually a nurse, but could also involve a dietician
or pharmacist.
Increased clinic visits

Increased clinic visits were additional clinic visits to assess or in response to a change in

clinical stability.
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Home visits

A member of the multidisciplinary HF team (usually a HF specialist nurse, a pharmacist or
dietician) visited the patient in his/her home to assess clinical stability and implement care to
correct any variation from care plan.
Social and psychological support

The level of family or career support that is available to the patient was assessed and
recommendations were provided to increase support where necessary. Both forms of support are
expected to help patients deal better with their social function (e.g., in their role in the family)
and, as a result, influence the psychological state (e.g., anxiety or depression) of the patient as
he/she copes with the disease.
Multidisciplinary care

All members of the multidisciplinary care team are involved in the care of HF patients. The
followup visits include consultation with a cardiologist, HF specialist nurse, physiotherapist,

dietician, and psychologist.

Comparators

The acceptable comparators of interest included those defined as usual care, routine care, or
standard care. Usual care is generally not structured and consists of instruction on discharge
medications by the unit nurse or possibly specialist HF nurse, and includes information on the
next appointment with the cardiologist or primary care physician. There were many variations in
the description of the usual care among the studies and in general, usual care was not well
defined. We also included studies that compared one intervention versus another type of

intervention.
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Outcomes

We restricted our evaluation to outcomes deemed clinically important and of greatest interest
to CMS. Outcomes of interest included:

e Readmission, all causes

Mortality, all causes

e Length of hospital stay

o Quality of life, using any validated quality of life measures or any measures of symptom
relief

e Other outcomes such as costs or combined endpoint of mortality and hospitalization

Data Extraction

Items extracted included study year, country where the trial was conducted, setting, funding
source, study design, eligibility criteria, patient characteristics, components of intervention, and
outcomes (see Appendix B for a sample data extraction form). We recorded the method of
randomization, allocation concealment, blinding, and whether results were reported on an
intention-to-treat basis. Details regarding the duration of HF, history of myocardial disease or
other cardiovascular disease, angiotensin converting enzyme (ACE) inhibitor and beta-blocker
use, and the intervention were also extracted. For each outcome of interest, baseline, followup,
and change from baseline data were extracted, including information on statistical significance.

For most outcomes, only data from the last reported time point was included.
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Quality Assessment

We assessed the methodological quality of studies based on predefined criteria. We used a
3-category (A, B, and C) grading system to denote the methodological quality of each study
(defined below). This generic scheme defines a grading system that is applicable within a study
design. For randomized trials, we mainly considered the methods used for randomization,
allocation concealment, and blinding, as well as the use of intention-to-treat analysis and the
report of dropout rate. We also considered the extent to which valid primary outcomes were
described, as well as whether information was clearly reported. Studies were not rejected due to

poor quality.

A (good)
Category A studies have the least bias, and their results are considered valid. A study that
adheres mostly to the commonly held concepts of high quality includes the following:
adequate random allocation method; blinded evaluation; clear descriptions of the
population, setting, interventions, and comparison groups; appropriate measurement of
outcomes; appropriate statistical and analytic methods and reporting; no reporting errors;

less than 20 percent dropout; clear reporting of dropouts; and no other obvious bias.

B (fair/moderate)
Category B studies are susceptible to some bias, but not a sufficient amount to invalidate
the results. They do not meet all the criteria in category A because they have some

deficiencies, but they have not deficiencies that are likely to cause major bias. The study
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may be missing information, making it difficult to assess limitations and potential

problems.

C (poor)
Category C studies have significant bias that may invalidate the results. These studies
have serious errors in design, analysis, or reporting; large amounts of missing

information; or major discrepancies in reporting.

Applicability Assessment

Applicability addresses the relevance of a given study to the target population of interest.
Every study applies certain eligibility criteria when selecting study subjects. Most of these
criteria are explicitly stated (e.g., disease status, age, comorbidities). However, some criteria may
be implicit or the recruited study population was affected by unintentional biases, such as those
related to location (e.g., multi-center vs. single-center, intensive care vs. all inpatients). The
populations and the interventions that are of interest specified by the key questions, as opposed
to those of interest to the study investigators, dictate the applicability of a study.

We categorized study populations into 1 of 3 levels of applicability that are defined as
follows:

Wide Sample is representative of the Medicare population in relevant settings.
Patients’ age (older adult), gender, spectrum of disease severity and type,

etc. are representative of the population of interest.
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Moderate Sample is an important subgroup of the population of interest. It is possibly
limited to a narrow or young age range, lower New York Heart Association
(NYHA) score, type of disease, gender etc.

Narrow Sample represents only a narrow, atypical subgroup of the population of

interest.

Data Synthesis and Meta-analyses

For studies with binary outcomes, we calculated the relative risk and 95% confidence
interval. For studies with continuous outcomes, we calculated the mean difference and standard
error of the mean difference.

There was significant heterogeneity among studies, with regard to intervention components,
intervention duration, or other factors. In the presence of significant clinical heterogeneity among
studies of any interventions compared with usual care, we did not perform meta-analyses to
obtain a single effect size estimate for the clinical outcomes of interest.

However, certain individual interventions, specifically, education on symptoms and disease
management, instruction on self management, dietary advice (including sodium restriction),
medication review, exercise recommendations and weight monitoring have become usual care.
Thus, interventions consisting of increased access to providers — telephone support, clinic visits,
home visits, home telemonitor, and multidisciplinary discharge care — were deemed interventions
of interest. To assess the effectiveness of intervention compared with usual care on readmission,
we performed meta-analyses by grouping studies that utilized similar interventions for post-
discharge care.

We used DerSimonian and Laird’s random effects model for all meta-analyses, which

generally provides a wider confidence interval (more conservative) in the presence of
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heterogeneity across studies.”® We tested for heterogeneity using Cochran’s Q (statistically
significant at P <0.05) and assessed its extent with I, which evaluates the proportion of between
study variability that is attributed to heterogeneity rather than chance.?®

Subgroup analyses were performed to examine the impact of study quality, followup
duration, site of initiation of interventions (inpatient versus outpatient), the effects of duration of
intervention (<3 months, 3 to 6 months, >6 months), country where the study was conducted (US

versus non US), and severity of HF on the rate of readmission.
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Results

Our search yielded 273 abstracts of randomized controlled trials, of which 190 were rejected
after initial screening using very broad eligibility criteria (i.e., all comparisons of intervention for
post-discharge care that reported at the least readmission and/or mortality outcomes among
patients with HF). The review of reference lists of related systematic reviews, selected narrative
reviews, and primary articles yielded an additional 13 citations. A total of 96 articles were
retrieved for full text examination. Of these, 14 articles were duplicate reports, 28 articles were
conducted among mixed population, three studies were not randomized trials, and two studies
that could not be retrieved were excluded. Forty-nine unique randomized controlled trials

qualified for analysis in this report, & 13183071

Figure 1 summarizes the search and selection of
articles. Appendix B summarizes the data of the included studies.

The characteristics of included studies are reported according to the settings where
interventions were initiated among patients either during or after an index hospitalization. Index
hospitalization is the time period indicating the beginning of study interventions or the
recruitment of patients for the study. The study characteristics description is followed by a
review of the key question, and the additional outcomes of interest.

All studies restricted patients’ recruitment to those who were discharged to their homes or
returned to their community. Studies excluded populations for whom coexisting illnesses were
likely to reduce life expectancy and/or living in a nursing home setting. Studies also excluded
patients with dementia or any psychiatric illnesses, poorly compensated HF, chronic pulmonary
diseases, unstable angina, and acute myocardial infarction. The most commonly reported

etiology of HF among patients in the included studies was due to ischemic heart disease.

Hypertension was the most frequent coexisting medical disease in these patients. The studies
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most frequently reported LV systolic dysfunction measured as left ventricular ejection fraction
(LVEF).

The severity of HF and the distribution of NYHA class among included patients varied
across studies. The studies reported that the therapeutic management of HF patients was
optimized as guided by the clinical practice guidelines available at the time of the trials. Among
studies, overall at baseline there were no significant differences in demographics, medication
use, and co-existing medical illnesses between the intervention and usual care group.

In general, patients in the intervention group had their followup in a HF clinic managed by a

study or a specialist nurse under the supervision of a cardiologist. The primary care physicians,
or sometimes cardiologists followed HF patients in the usual care group. Generally in the usual
care group, studies failed to report care coordination of patients during their transition from an

inpatient setting to the post-discharge period or outpatient clinic.
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Figure 1. Flow diagram summarizes the search and selection of articles
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Key question 1: In HF patients, what is the effectiveness of
interventions to support post-discharge care compared with the usual

care to prevent readmission?

Description of studies with all cause readmission data

Overall 37 studies reported data on all cause readmissions after an index hospitalization. Of
which, 20 studies reported interventions beginning in the inpatient setting, and 17 studies that
recruited patients beginning in the immediate post-discharge period (Table 2a-3a.).% 1416183032
34,35, 31-39, 41-46, 48-62, 64-66 |y 34 of 37 studies there were a total of 2,054 readmissions in 3,147
patients in the intervention group and 2,589 readmissions in 3,134 patients in the usual care
group. Followup duration of these studies ranged from 3 months to 16 months. The remaining
three studies reported data on the number of readmissions per patient,* on the mean difference
of readmissions” or on readmissions per patient.*

Thirty studies provided quantitative data on the number of readmitted patients in the
intervention and control group.® 14 6. 17 30-33, 36, 37, 39-42, 44-50, 52, 54-57, 59, 60, 62, 65 Thase studies were
categorized according to the type of primary interventions reported in each individual study and
combined in meta-analyses. The interventions in these studies included: only telephone followup
(13 studies),* 31 39 40. 42,45, 46, 48, 50, 54, 57, 9, 62 jn creased visits to a cardiology clinic (5 studies),*”
33,37, 35,56 home visits (4 studies),'” % %° 52 home visits and increased clinic visits (1 study),®

8,32, 44, 47

home telemonitoring (1 study),*® multidisciplinary care (4 studies), self-care instruction

only by a care provider or through software (2 studies).** ®
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Effectiveness of interventions to support post-discharge care compared with the usual care
to prevent readmission:
Only Telephone support

Thirteen studies that included a total of 2,167 HF patients utilized only telephone support
intervention, compared to usual care, and reported readmissions. ™ 3% 39 40 42, 45,46, 48,30, 54, 57, 59, 62
One study that reported no readmission events in both arms was excluded from this meta-
analysis.®! Twelve studies were combined in a meta-analysis (Figure 2).14 39 40 42,45, 46, 48,50, 54, 57,
%9.2 Nine studies were conducted in the US,# 31 39 46.48,50.54.59.62 30 the remaining four

studies were conducted in Europe.** > %3 Only two studies were graded poor quality;** * th

e
remaining studies were good to fair quality. Only one study recruited patients whose mean age
were 80 years.”’ The severity of HF varied among the studies. Two studies utilized software
assisted telephone followup by the study nurse or a specialist nurse.** ° Only one study reported
data on ACE-I titration over the telephone followup.>®

Our meta-analysis indicated a slight reduction in readmission rates in the telephone followup
group compared to the control group, but this failed to reach statistical significance (Figure 2).
Clinic visits
Five studies that included a total of 1,155 HF patients reported quantitative data on all cause
readmissions among those who had increased clinic visits to a HF or a specialty clinic.3 337 %>
*® |n addition to increased clinic visits, all studies except one utilized telephone followup as an
intervention component. One study was conducted in the US,*” and the remaining studies were
conducted in Canada and Europe.®® 3 °° ¢ One study was graded good quality,*® two studies

37, 56

were graded fair quality, and two studies were graded poor quality.®* *® Only one study

reported data on the care coordination during the transition from inpatient setting to post-
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discharge followup.*® This study reported no difference in readmissions between the increased
clinic visits group and the control group. The remaining four studies reported reduced
readmissions in the intervention group compared with control group, although statistical
significance was reached in only two studies. Our meta-analysis identified that the increased
clinic visits group had a statistically significant decreased risk for readmission compared with the
usual care group (overall RR 0.78; 95%CI 0.64 — 0.95), with considerable between-study
heterogeneity.

One poor quality multi-center study conducted in the UK combined increased clinic visits
with at least one home visit by the study nurse and compared with the usual care group.®® This
study reported an almost 50 percent reduction in the readmissions compared with the usual care
group.

Home visits

Four studies that included a total of 633 HF patients compared readmissions in the home
visits intervention group with the usual care group.*” % %° 2 Individually, each of the four
studies reported non-significant, lower rates of readmission in the intervention groups. All four
were single-center studies conducted outside of the US. Three studies were graded fair quality,*”
49.52 and one study was graded poor quality.*® The meta-analysis of these studies showed a
statistically significant reduction in the readmissions in the intervention group compared with the

usual care group (pooled RR 0.82; 95%CI 0.69 — 0.97). There was no significant between-study

heterogeneity.
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Home Telemonitor

Only one study of 426 HF patients evaluated readmissions in the home telemonitor group
compared with the usual care group, and it reported no significant reduction in the readmissions
between the groups.*®
Multidisciplinary care (MDC)

Four studies that included a total of 1,279 HF patients evaluated readmissions in the
multidisciplinary care group compared with the usual care group.® ****" Three studies were
conducted in the US,® ***" and one study was conducted in Italy.** All four studies were graded
fair quality. All four studies noted decreased readmissions with multidisciplinary care
intervention, but statistically significant results were noted in only two studies.® *2 Two studies

followed patients for 3 months,** 4

and the remaining two studies followed patient for 1-
year. %" The combined estimate in our meta-analysis indicated statistically significantly reduced
readmissions in the multidisciplinary care group compared with the usual care group (pooled RR
0.63; 95%CI 0.44 — 0.90). There was significant heterogeneity between studies.
Self-care

Two studies that included a total of 438 HF patients evaluated readmissions with
interventions that included increased emphasis on HF care compared with usual care.*: ®
Increased emphases on HF care were provided to patients either during their regularly scheduled
visits or through educational software. Both studies were conducted in Sweden; one study was

graded fair and the other poor quality. The combined estimate for reduction in readmissions was

not significantly different between the groups (pooled RR 0.97; 95%CI 0.83 — 1.14).
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Key question la: What is the relationship of the study and clinical

parameters to the outcome readmission?

When data were available, we analyzed the impact of characteristics such as internal and
external validity of the studies on readmission rates. Factors considered for analyses included
length of followup, concurrent discharge planning in disease management programs, place of
delivery of discharge planning (inpatient, outpatient), components of discharge planning and
whether components were individually tailored or generalized, intensity of discharge planning,
number and frequency of interventions, and patient characteristics on the outcome of all cause
readmissions (Table 1). Among these factors only intermediate- to long-term followup (>6
month or >12 month versus <6 month), interventions initiated in the inpatient setting, and the age

of the patient (>75 years) had a statistically significant impact on all cause readmission.

Summary of evidence
= In the meta-analyses, interventions of home visits, increased clinic visits, and
multidisciplinary care along with a combination of components of education
reinforcement and telephone followup reduced the risk of all cause readmission
significantly compared with the usual care group.
= The intermediate- to long-term (>6 month and >12 month) followup interventions
initiated in the inpatient setting, and the age of the patient (>75 years) had a statistically

significant impact on all cause readmission.
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Figure 2. Meta-analyses of the effect of post-discharge care interventions compared with the usual care on

readmissions
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Tablel. Meta-analyses by subgroups comparing interventions for post-discharge care with the usual care in

HF patients

Subgroups N studies Categories Relative risk (95% CI) 2 P value
Country: USA 11 Yes 0.84 (0.74, 0.96) 31.6% 0.15
18 | N | 0.85(0.75,0.96) | 60.2% | 0.001
Followup 6 <6 mo 0.86 (0.66, 1.11) 49.9% 0.08
12| >6-<12mo | 0.87(0.78,0.97) [ 295% | 016
11| 212mo0 | 0.80(0.67,0.94) [691% |00
Center 19 Single-center 0.84 (0.74, 0.96) 60.0% 0.0
10 | Multi-center | 0.84(0.76,0.94) [ 252% | 021
Recruitment Setting 19 Inpatient 0.80 (0.71, 0.90) 45.8% 0.02
10 | Outpatient | 0.92(0.82,1.03) | 46.9% | 0.05
Age 2 <65y 0.45 (0.17, 1.22) 83.7% | 0.01
15| 65y-<75y | 0.90(0.81,1.00 | 496% |002
o 12| 275y | 0.82(0.73,093) [ 257% |019
(_3; Quality 2 Good (A) 0.85 (0.59, 1.21) 74.0% | 0.05
‘zf 20 | Far® | 0.86 (0.77,0.96) | 54.3% | 0.002
@
g 7] Poor C) | 0.81(0.68,0.97) | 449% |[009
§ Severe HF 20 Yes 0.89 (0.81, 0.98) 43.9% 0.02
% ER N | 0.76 (0.62,0.94) [ 59.0% | 002
é E N 0.68(0.52,0.90) |1 NA | NA
g Readmission outcome 11 Primary outcome 0.78 (0.67, 0.92) 60.6% 0.005
§ 18| Combined endpoint | 0.88(0.79,0.98) | 445% | 0.022

Within each subgroup, categories that are statistically significantly different appear in bold
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Interventions beginning as inpatient

Study characteristics

We identified 25 RCTs with a total of 4,795 patients; these trials assessed the effectiveness of
non-pharmacological interventions for post-discharge care in HF patients that began in the
inpatient setting during an index hospitalization (Table 2.).3 %7350 The majority of the trials
compared interventions with usual care.® 1> 16 303234, 36,3945, 4750 na trjg] compared 3 months
intervention with an extended 6 months intervention.*’ One study was a 3-arm trial that
compared nurse telephone followup, home telemonitor, and the usual care.™® Sixteen trials
included interventions led by nurses only.® 131731 33.35-40. 43, 44,47, 48 AJ| or most of the studies
included interventions to educate patients about HF symptoms and disease management.
However, the studies were unclear if the usual care group received educational information on
HF symptoms and disease management similar to the intervention group. Only 10 of 25 studies
emphasized exercise education and educational reinforcement programs as part of the education
information on HF .17 31 3237, 39,40, 43,45, 46,30 A or most of the studies utilized telephone
followup as one of the components in the intervention group. The main care provider either
followed patients actively at frequent intervals or the provider was readily available to be
contacted during business hours. Additional interventions to follow HF patients included home
telemonitor (two studies), home visits (six studies), increased clinic visits (four studies), and
multidisciplinary care (four studies). The description of usual care varied among the studies
(Appendix B). The duration of interventions ranged from 1 week to 12 months.

The studies followed patients from 3 months to 16 months. Sixteen studies were single-

center, and nine studies were multi-center. The studies mostly included patients with a mean age
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of 65 years and above. Eleven trials were conducted in the US,? % 3135 37-39, 44,4648 1 1 trjas jn

16, 30, 32-34, 36, 40-43, 45 17,50

European countries, two trials in Canada, and one in Australia.*® There

30, 34, 38 ; ,15-17, 32, 37, 39, 40, 42-45, 47- , 33,
16 fair (B),S 15-17, 32, 37, 39, 40, 42-45, 47-50 31,33

were three good (A), and six poor (C) studies.
$.36, 41,96 The sjx studies were graded poor (C) quality due to various methodological reasons
including lack of clear reporting of randomization methods, lack of reporting on the number of
patients who met the eligibility criteria were enrolled and randomized, lack of reporting of
baseline data, and errors in reporting. Data on available clinical outcomes included readmissions
in 25 studies (Figure 3), mortality in 20 studies,® 1% 3% 3247. %9 |ength of hospital stay in nine

studies, cost incurred in 12 studies, and QOL changes in 14 studies. Of the 25 included studies,

11 studies evaluated composite end point of mortality or readmissions as the primary outcome.

Mortality

Twenty studies that began an intervention in the inpatient setting during index hospitalization
reported that mortality rates in the intervention group ranged from 2 percent to 31 percent over
the study duration of 3 to 16 months (Table 2a).*> 1 30324749 The mortality rates in the control
or the usual care group ranged from 1 percent to 49 percent over the study duration of 3 to 16
months. Only four studies reported statistically significant decreased relative risk of mortality
(0.16 to 0.62) in the intervention group when compared with control group (Table 2a).™ %0 32 42
These studies were conducted in European countries and the US, recruited more than 100
patients, and had a considerable heterogeneity in the duration of followup, interventions utilized
(active telephone followup, increased clinic visits, and multidisciplinary care) and care providers

(nurses, pharmacists, and cardiologist) (Figure 4). The intervention duration ranged from 6

months to 1-year and the followup duration ranged from 6 months to 1.4 year.
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An additional 10 studies reported statistically non-significant decreased mortality rates in the
intervention group compared with control group (Figure 4).10 3% 373943, 44,46, 47. 49 1yata with
regard to intervention components were assessed across all studies that reported a decrease in
mortality. There was no distinct combination of intervention components that were associated
with decreased rates of mortality except for one intervention component — active telephone
followup — which was utilized along with increased clinic visits, home visits, home
telemonitoring or multidisciplinary care. Of note, across studies there was considerable
heterogeneity with regard to individual components of intervention, duration of intervention,
length of followup, and description of usual care.

Six studies reported a statistically non-significant increased relative risk of mortality (1.07 to
3.5) in the intervention group when compared with control group.3 3 3¢ 40- 4145 Eiye of these six
studies were conducted in single-centers; these five studies utilized nurses as the main provider
who could be contacted by telephone when needed.® 3¢ 4% 45 Utjlizing educational software

only as the intervention tool increased the risk of mortality to almost four fold in the intervention

group compared with the control group.**

Length of stay during readmissions

Nine studies reported data on the length of stay as number of days of stay in the hospital per
patient in the intervention group compared with the usual care group (Table 2a.). % 1733 3539, 42
424730 Only three of nine studies reported statistically significant decreases in the intervention
group compared with the control group.®® *"*® In these studies, the study quality ranged from
fair (B) to poor (C) quality, the recruitment was less than 100 to more than 200 patients, and the

length of stay ranged from 3.9 to 6.4 days in the intervention group compared with 6.2 to 11.6

days in the control group. The studies utilizing specialist nurses led one or more of the following
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interventions: active telephone followup, home visits, increased clinic visits, and

multidisciplinary care.

Quality of life

Fourteen studies provided data on patient-perceived health status using one or more validated
QOL instruments (e.g., MLHF, SF-36) (Table 2a.).3 1> 17,30 31, 34-38, 42,43, 45,48 AJthoygh the
majority of studies reported improved scores in the intervention group during followup compared
with baseline scores, only three of 14 studies reported statistically significantly improved QOL
scores in the intervention group compared with the control group at followup.® *"* " Two studies
were single-center, and one was multi-center. All recruited less than 100 patients per group and
received a fair (B) quality grade. These three studies utilized one or more of nurse- or
multidisciplinary team-led interventions that included active telephone followup, home visits,
increased clinic visits, or multidisciplinary care and 3 to 6 months of followup. There was no
discernible combination of intervention components when studies reporting significant results

were compared with those reporting non-significant results.

Costs

Twelve studies reported quantitative data on the total costs incurred in the intervention group
compared with the control group (Appendix C).5 30-3% 3739434449 T\\g of 12 studies reported
statistically significant lower total costs in the intervention group compared with the usual
care.®® * Studies were graded good (A) orfair (B), followed more than 200 patients from 6 to 12
months, and were conducted in US. The studies utilized one or more nurse-led interventions that
included home visits and multidisciplinary care, and education. The remaining studies generally

reported statistically non-significant but lower total costs in the intervention group compared
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with the usual care.® 30-3% 37.39. 43,49 Thare was no distinct combination of intervention

components that was associated with decreased total costs.

Composite outcome of mortality or readmission

Ten studies reported data on the combined endpoint of mortality or readmission. Eight of
these reported this endpoint as their primary outcome (Appendix C).30: 333537, 38,40, 41, 45,49 g5
studies of good (A)** ** 8 to fair (B)*" ** *° quality reported statistically significant decreased
rates for composite outcome of mortality or readmission in the intervention group compared with
the control group. All six studies evaluated composite endpoint as their primary outcome of
interest. However these six studies varied in the intervention evaluated, were conducted in
different countries (US, Europe, and Australia), and randomized almost 50 to 200 patients per

group. There was no distinct combination of intervention components that was associated with

improved outcome.

Summary of evidence

= Almost three-quarters of the studies with interventions beginning as inpatient were of
good (A) to fair (B) methodological quality and wide to moderate applicability to the
population of interest.

= The studies compared different combinations of intervention components with usual care
group.

= The majority of the studies utilized an education intervention component and active

telephone followup.
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Less than one-quarter of the studies utilized intervention components that increase access
to care providers. Most of the studies utilized active telephone followup as one of their
components of intervention.

Three-quarters of the studies reported data on mortality. Studies were inadequately
powered to ascertain meaningful differences between the interventions and usual care
groups for mortality outcomes.

Less than one-half of the studies reported data on length of stay and quality of life. No
studies reported on adverse effects.

There was considerable heterogeneity across studies with regard to individual
components of intervention, duration of intervention, length of followup, and description
of usual care.

Five of 20 studies that initiated interventions in the inpatient setting noted statistically
significantly decreased risk of mortality in HF patients who had a broad array of
interventions (home visits, increased clinic visits, and multidisciplinary care) compared
with the usual care group. All of these interventions utilized telephone followup as one of
their components of intervention.

Interventions of home visits, increased clinic visits, and multidisciplinary care also
decreased length of stay, and improved quality of life compared with usual care in several

studies.
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Interventions beginning post-discharge

Study characteristics

We identified 18 RCTs with a total of 3,123 patients that assessed the effectiveness of non-
pharmacological interventions for post-discharge care immediately after an index hospitalization
in HF patients (Table 3.).* 8 >%® patients were recruited or consented to the trial during their
index hospitalization, but interventions began 1 to 3 weeks after their discharge from the
hospital. Sixteen trials compared interventions versus usual care.* '8 %27 %9% Ope tria|
compared home visits intervention with a nurse telesupport group.®* One 3-arm trial compared
nurse telephone followup, home telecare, and usual care.”® Twelve trials included interventions
led by nurses only.>*>* 3616363 |nterventions included active telephone followup (eight
studies); availability of provider telephone contact (two studies); home telemonitoring (two
studies), multiple home visits (six studies), increased clinic visits (two studies), and
multidisciplinary care (one study). The description of usual care varied among the studies. The
duration of interventions ranged from 2 weeks to 12 months.

The studies followed patients for 6 months to 12 months. In general, a clinic visit for the
patients in the intervention group was scheduled at 2 to 3 weeks after discharge. In some studies,
the study nurse or pharmacist visited the patients’ home following their discharge to provide the
first educational intervention. Twelve studies were single-center, and six studies were multi-
center. The studies mostly included patients with a mean age of 70 years and above. Six trials
were conducted in the US; nine trials were from European countries; one trial was from Canada;

18, 62-64

and one each from Australia and New Zealand. There were four good (A), seven fair

(B) 51, 52, 54, 56, 57, 59, 60 14, 53, 55, 58, 61, 65, 66
H

and seven poor (C) studies. The seven studies that were

graded poor (C) quality had various methodological deficiencies, including reporting errors and a
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failure to clearly report randomization methods, eligibility criteria, number enrolled and
randomized, or baseline data.

Data on available clinical outcomes included mortality in 13 studies,®: °%°% 36-60. 63-66

readmissions in 17 studies (Figure 5),'* '8 51625466 Jangth of hospital stay in 10 studies,** > %%

57-60, 62, 64, 66 18, 51, 56, 60-63, 65, 66

QOL changes in nine studies, and cost incurred in seven studies. Of

the 18 included studies, five studies evaluated composite end point of mortality or readmissions

as the primary outcome. > %% 6365

Mortality

Thirteen studies that began an intervention in the 1 to 3 week period after discharge from an
index hospitalization reported mortality rates in the intervention group ranged from 1 percent to
40 percent (Table 3a.).18 5254 56-60. 6366 Tha mortality rates in the control or the usual care group
ranged from O percent to 37 percent over the study duration of 3 to 16 months. Only one study
reported statistically significant decreased relative risk of mortality (0.36), and the remainder of
the studies reported non-significant decreased risk in the intervention group when compared with
usual care group.®® * This study was conducted in Europe, recruited less than 100 patients per
group, had 1-year of followup, utilized increased clinic visits during their followup, and was
graded good (A) quality. The study also utilized nurse-led interventions and reported the primary
endpoint as the composite clinical outcome of mortality or readmission.

Two studies reported statistically non-significantly increased relative risk of mortality (1.20,
1.21) in the intervention group when compared with usual care group.'® ® Of note, these two
studies utilized only educational interventions and medication review, and did not utilize

interventions of increased access to providers (Figure 6).
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Length of stay during readmission

Nine studies reported data on the length of stay during readmission as the number of days of
stay in the hospital per patient in the intervention group compared with the usual care group
(Table 3a.).1* 52 5760.62.64.66 Tha tenth study compared nurse telemanagement with home visits
and provided data on the total number of hospitalization days.>*

Only three studies reported statistically significant decreases in the length of stay in the
intervention group compared with the control group.®™ ® ®® A good (A) quality study from
Sweden with 106 patients reported a significant decrease in the length of stay per patient in the
intervention group compared with the usual care group (1.4 versus 3.9 days) during a 1-year
followup.®* The patients in the intervention group had the nurse-led education along with
increased clinic visits during followup. A fair (B) quality study by Benatar that compared nurse
telemanagement with home visits reported a significant decrease in the total number of
hospitalization days in the nurse telemanagement group during 1-year followup.>® The third
study, graded as poor (C) quality, utilized home visits by study nurses along with
multidisciplinary care intervention and reported a significant decrease in the length of stay per
patient (9.3 versus 12.5 days) compared with the usual care group.®® The three studies utilized
different interventions to increase access to care providers, and there was no distinct combination

of intervention components that was associated with improved outcomes.

Quality of life

Nine studies provided data on the patient-perceived health status using one or more validated
QOL instruments — MLHF, SF-36, and Nottingham health profile (Table 3a.).'8 5% 5. 60-63. 65,66
Two single-center studies reported significantly improved QOL scores in the intervention group

at followup.*® ®! One study was graded fair (B) and the other poor (C) quality. Both studies
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utilized nurse or multidisciplinary team-led education with medication review for compliance,
and followed patients for 6 months. In the intervention group, Ducharme reported significantly
improved self assessed scores of MLHF from baseline,”® while Morcillo reported significantly
higher on the physical and mental health SF-36 scale from baseline.®* For comparisons between

the intervention and usual care group there were no differences between those two groups.

Costs

Seven studies reported data on the total costs incurred in the intervention group compared
with the control group (Appendix C).** % %859 6163 Tyyq studies that utilized active telephone
followup or education only in the intervention reported statistically significant lower total costs
compared with the usual care.>® ®* One study was graded fair (B) and the other poor (C) quality;
they followed less than 100 patients for 6 to 12 month, and was conducted in US and Spain. Two
other studies that evaluated home visits reported higher total costs in the intervention group, but
were not statistically significant compared with usual care or nurse telemanagement.® *® The
remainder of the studies reported lower costs but were not statistically significant in the

intervention group compared with the control group.** ®* %

Composite outcome of mortality or readmission

Five studies reported the combined endpoint of mortality or readmission as their primary
endpoint (Appendix C).>> *% %3¢ Three studies of good (A) or fair (B) quality reported
statistically significant decreased risk for composite outcome of mortality or readmission. All
three studies varied in the intervention evaluated, were conducted in different countries (US,

Europe, and Australia) and randomized less than 100 to 200 patients in each. Across studies,
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there was no distinct combination of intervention components that was associated with improved

outcomes.

Summary of evidence

= Almost two-thirds of the studies with interventions beginning post-discharge were of
good (A) or fair (B) methodological quality and wide to moderate applicability to the
population of interest.

= The studies compared different combinations of intervention components with usual care.

= The majority of the studies utilized educational intervention components and active
telephone followup.

= Less than one-quarter of the studies utilized intervention components that increased
access to care providers. Telephone followup was either used alone or in combination
with other interventions in most of the studies.

= Across studies there was considerable heterogeneity with regard to individual
components of intervention, duration of intervention, length of followup, and description
of usual care.

= Inonly one study, increased clinic visits along with telephone support that was initiated
after an index hospitalization statistically significantly reduced mortality in the

intervention group compared with usual care group.

50






"ared 4H ui Buluresy Aue pey asinu ay} Jayiaym 0} Jeajoun alam salpnis asay} ‘:asinu payoads usym ‘T
Teak ‘A Maam “HYm ‘asinu isijerdads alnjrey weay ‘(S) asinN ‘daquinu [e1o] ‘N ¢ SYIUON ‘ON

o} asInN X X X X X X X X Ow: 9 /¢ 51002 JueJap
9
) asINN X X X X XO0wg9 0/ 195002 OIlIJO}
9
o) (g) esunN X X X X OW 9 90k  5G00Z Uosdwoyp
9
o) 3SINN X X X X X X AT ZTEEl P00z Bllowode)
9] #eis OaW X X X X X X X AT ZT 091999007 MOBIMOYOZIDIMN
o) 9SINN+d9 X x x x x x xAtTzT/6l 452002 Aybnoq
9 8SINN + 91emyog X X X X X OWANQSE 12002 19Bary
9
g (S) esinN X | X x x ATZT 88 66C00 Zloywnay
g (S) esinN X X X X X ow 9 09l 15866 UEWy3
9
g (g) esunN X X X x x AT 2159 254002 @nig
g asINN X X X X X puigrgog 097002 HoUloW
g asINN X X X OW ZT 91T 15€002 Jejeusq
3
q 1s1bojoipie)+asInN X X X X X oW 9 0€Z 955002 sw.eyonqg
9
g asINN X i X X X X X X AT 21292 157002 Ysngeq
v asINN X X X x XxATZTO0L  +€00z Blequong
v 9SINN + 9Jemyos X X X X X ow 9 ¥gl 209002 19Bary
9
] E X X X X X X X)W 90z ¢9666| HEMB)S
z
v JSoew.eyd X X X X X X M 9 62 21200 PUe|loH
8
Rjjenp ,Japinold aled :EEW W nmn mvwn W W _.m._._ W m m. w.a W m _.m._._ 5 3 N Jeaj loyny
& § 2 » 3 5 8 g 885 % 3 8857
g2 8 5 &8 8 /5 = &8 23 8 §3§¢%
T o # 3 © 2|2 S 3 g3 & 323
s S s 3 g 2 g & F§ 3¢g3¢
s 5 % & 3.3 5 s 2 S @ £ 2 g3
< o @ 2 =3 o 3 32 =~ £ =
gz T8 g = 5 2@ %55
° 7 =3 =3
w‘_w_u_>o._a 0} SS82Je pasealdu| sjuauodwod uoinednp3y

sonsuajoRIRYd ApM)S




(TT°Z 'v2°0)

AIINCALl

2 pu 70 TT €€T 2T T002-000Z Afey ¢s7002 ellowode)d
= B
0 o TAHIW TE pu WEELTO g oo o PU  PUBIOd 44,9002 POAIMOYIZIAIM
(TeT
2 'G8°0) 19 pu /6T 2T 866T-266T 2ZN 45¢00Z Aybnog
S0'T
(80) (60T
2 e 890 0S pu 8se 9 pu vsn ,1200T [9031y
98°0
. (ToT o
g L8 zeq) ey GTEEOD e gg 21 gesT-s66T VSN 652002 ZIoyuinsy|
S : 690
LS50
. (6eT o
g (T @ '28°0) ) BSTLSO o7 o1 o op6T-ve6TUSPOMS ,c866T Uew3
8 . 96°0
L0'T
. (0T i
g We qr0) 0o (ETO, gor 1 sesT-L66T 3NN ,<T00Z anig
v'9 : 9T°0
€6°0
(veT .
Su u .
g .o TdHN Gw 8°0) g9 ELTEBO 7o g0z gr  6e6T-966T USPOMS 07002 HaUle I
08 vo o zT
su (eve
g o, TAHTA '66°0) T pu 9Tz 2T 0002-266T VSN 152€00Z Jereusg
€89+ :
68’1
(0670 .
Su (S
g FAHIN 250) 15 WETTEO . r gez 9 000z-866TEPEUED  4.G00Z GWMELONG
pu . €9°0
89°0
(ceT e
g ‘58°0) o5 OCTVO or 29z 2T 000z-866T VSN ,<V00Z dsngeq
20T .0
T —
v %NW pu A@N%m.wﬁ O ,c 90T <z 666T-266TUSPAMS €002 Braquons
9T) (LeT
v . ‘LL°0) LS pu ¥ET 9  ¥002-200Z VSN 269002 19681y
TT+ .
€0°T
v pu (60 w@.mw O g ooz o9 se6T-L66TENENSTY ,B66T Hemals
< -
Y opes TAHTA pu Gmﬁﬁm.ﬂ O ;1 ez 9 sooz-e0oz N +£00Z PUEIIOH
A 8 21005 (3S) (1D%S6) l1onuod (0%se) | N (ow) Ahpms A Tea A Joyiny
nEend npea Hipu ppS| 1UaATJ Y, PSP | 0.11u0) u nuno)
-d eaN 1 oneing
Hipu UanI%
eIN
100 (p) Sjuaied ST EVIOTY UONUSAISIU]
SO1 panIwpesy



uoidUNy JaNaq Saredlpul 8109s JaybiH ¢ ‘uonouny
panoidwi Sareslpul 8402s J1aMOT T JeaAk ‘A Heam “Ym [wIoj LoYS ‘4S ‘1011 prepuels ‘S ‘onel alel ‘vy ‘8 jo Aufenb
100 ‘2409s [eai1sAyd ‘d Jueoyubis 1ou ‘su ‘ajoid yyeay weybumoN ‘dHN ‘Pajuswndop Jou ‘pu fisquinu ‘N ‘SYIUON
‘oW {2109S [elUBW ‘W ‘ainjie4 LeaH yum Bulal] Blosauuliy ‘4HTIA ‘yuow ‘ow ‘Aers Jo yibual ‘SO ‘uonuaniaul

‘U] ‘eoualayip ‘WIp ‘sAep ‘p {josuod ‘11D ‘aireuuonsand ainjred WeaH aiuoay)d ‘O4H {feAlslul 92uUspyuod ‘1D

o) m% pu asedsEIBWOYUI%S 0 LE 9  0002-666T VSN a5q 100 JUeISL

Su
O s s98dS pu pu 0L 9 Z00Z-TOOZ ureds  .GOOZ O[IIDJON

su _ (16°0 ‘'62°0) (r2'T '02°0)
O pzperHMA 150 44 650 ST 90T 9 pu MN ;,S00Z uosdwoyL
A 8 a103s (3S) (1D %S6) I (10 %S56) I N (ow) A A Jes A Joyiny

uend njea Hip u pSbS| 0uo) pSpS| o5uo) u nuno)

-d eaN ] ! oneiang

Hip u uan3% usA3%

LT

J00 {p) Swenedp Aienon uonuaAIa1U|

SO1 smiwupesy
S]insay



1oddnsas|al 8sI1NuU SNSIaA SUSIA SWOH 4 ‘1921U00 auoydaa] ‘1uod |31 ‘dnmojjo) suoyda|al aAnode ‘|81
aANDY ‘aled Areunjdiosipninw ‘OgW ‘1oluowsalal awoy ‘A LH ‘lusuodwod [euoieonpa ay) 4O 240w Jo auo ‘p3

|oJ3U0) SIoAe onjelysiy UONHUSAIBU| SIOAEH
)| r4 b G b 60"

X —— (z002) faybnog
X X AR BB (z002) 196ary
(5002) uosdwoy |

x
|

o)

» «(£002) Jejeuag
(8661) uewy3

(v002) Mayloly

(v002) ¥sngeq

—il— (L00Z) 719NnIg
—l— (5002) awueyang
= (2002) Zioywnuy

x
X X X X X X X

X X —B— (9002) 19bary
Juo) EJ1 v

IH  1BL aAdY  p3 Apmis

‘dnoib aJ1eod [ensn ayl Yyum pasedwod abreyosip Jaye suonuaAlalul

P T Y T - Y

R o o o DN e~



10.1U0D auoydaja] ‘Juo0d |9 ‘dnmojjo} suoydsial aAinoe

‘lo.L 8AndY ‘ared Areundidsipninw ‘DN Hlouuows|el awoy ‘N LH usuoduwiod [euoneanpa syl Jo 8J0W Jo auo ‘p3

|0ljuo0y sioAe] oney sey UOIJUBAIBJU| SIOARH
4 l g b

X = (9002) PodIMOYDZIBIA
X X X = (¥002) eljowoden
X = (5002) uosdwoyy

ko)

—— (¥002) Waylo
—— (8661) uewyg
(r002) ¥sngea
u (2002) zIoywnuy
u (5002) @wueyoang
(L002) enig

X
X X X X X X

Y

X ——— (2002) puejjoH

X —— (6661) Hemals

X = (c002) Brsaquionsg
oy oL v

| 1oL @ABdY  p3 (1eak)  Apms







Interventions in the outpatient clinics

We identified six RCTs with a total of 2,654 patients that assessed the effectiveness of
interventions among HF patients in the outpatient clinics (Table 4.).** " patients were
recruited during their visits to the outpatient clinics, including specialist HF clinics, registered in
the national multi-center HF registry, general medicine or geriatric clinics, and academic primary
care group practice. In addition, a proportion of patients were recruited from their inpatient
setting in two trials.®” ™* Five trials compared interventions versus usual care.®”"* One trial also
utilized some components from the usual care in the intervention group.™ Four trials included

67-69, 71

interventions led by a pharmacist, and two trials were led by nurses.™* ™ Five studies

included interventions to educate patients about HF symptoms and disease management,** &'
and one study utilized only medication review as an intervention.®” The studies also evaluated
interventions that included education about diet and sodium restriction, self-care behaviors,
exercise, and daily weight monitoring. Three studies emphasized interventions on active
telephone followup. The studies did not utilize additional interventions to followup HF patients
that included home telemonitor, multiple home visits, increased clinic visits, and
multidisciplinary care. The description of usual care varied among the studies. The durations of
interventions ranged from 6 to 12 months in four studies and were not documented in two
studies.

The studies followed patients from 6 to 16 months. The patients in the intervention group had
their followup in a clinic managed by a nurse under the supervision of a cardiologist or a

physician or in outpatient pharmacies. The primary care physicians and/or physician assistant or

nurse practitioner managed the patients in the usual care group. Two studies were single-center,
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and four were multi-center. The studies mostly included patients with a mean age of 60 years and
above. Three trials were conducted in the US, two trials in European countries, and one trial in
Argentina. There were three good (A),™ ®® " two fair (B),*” * and one poor (C)"* quality
studies. The poor quality study had errors in reporting, and lacked clear reporting of
randomization methods and baseline data.

The severity of HF, LVEF and distribution of NYHA class among included patients varied
across studies. All studies restricted the recruitment of patients to those who were ambulant. The
most commonly reported etiology of HF and/or coexisting medical disease was ischemic heart
disease.

13, 67, 68, 70, 71

Data on available clinical outcomes included mortality in five studies, number of

67, 69-71 13, 67,

readmissions in four studies, cost incurred in one study, QOL changes in four studies,

70.71 and composite end point of mortality or readmissions in two studies.** %" No study reported

length of hospital stay during readmissions.

Mortality

Five studies that began an intervention in the outpatient clinics reported mortality rates in the
intervention group ranging from 3 percent to 17 percent (Table 4a.).** &7 % 7% 7 The mortality
rates in the control or the usual care group ranged from 5 percent to 21 percent over the study
duration. The studies reported a non-significantly decreased relative risk of mortality in the

intervention group when compared with usual care group (Figure 7).

Readmissions
Four studies reported data on the number of all cause readmissions that included the number
of all cause readmissions and/or patients readmitted (i.e., with at least one readmission) (Table

4a.).5" ™ Three studies that followed patients for 6 months to 1-year reported a total of 189
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readmissions in 319 patients in the intervention group, compared with 249 readmissions in 322
patients in the usual care group.®” > ™ One other study reported data on mean readmissions per
patient.®® Only one study reported a significantly decreased number of readmissions in the
intervention group compared with the usual care group.” This single-center study was conducted
in Ireland, recruited less than 50 patients per group, had 1-year of followup, and was graded poor
(C) quality. A pharmacist led the followup interventions in this study that emphasized disease
symptoms and management, self-care behaviors, weight monitoring, and medication review.”
Two studies reported non-significantly decreased rates of readmitted patients in the
intervention group (31 percent and 34 percent) compared with usual care group (36 percent and

39 percent) (Figure 8).* ™

Quality of life

Four studies provided data on the patient perceived health status using one or more validated
QOL instruments — MLHF and SF-36 (Table 4a.)."* ®" * ™ Two of the four studies reported
significantly improved QOL scores in the intervention group at followup.** ° Both were multi-
center studies, graded good (A) quality, utilized nurse education with active telephone followup,
and followed patients for 1 to 1.4 years. Both studies reported statistically significantly improved
QOL in the intervention group compared with the usual care group. Sisk reported significantly
improved self-assessed scores of MLHF (38.6 versus 47.3, P<0.05), and higher SF-12 physical
scores (39.9 versus 36.3, P<0.05).” The DIAL trial reported significantly improved scores of
MLHF during followup in the intervention group compared with the usual care group (30.6

versus 35, P=0.001)."
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Costs

One study reported quantitative data on the total costs incurred in the intervention group
compared with the control group (Appendix C).® This pharmacist-led medication review
intervention study reported lower total costs in the intervention group (-$2960 per patient)
compared with the usual care.®® The multi-center study conducted in the US was graded fair (B)

quality and followed more than 300 patients for up to 1-year.

Composite outcome of mortality or readmission

Two studies reported data on the combined endpoint of mortality or readmission (Appendix
C).* ®7 Of these, the DIAL trial reported combined endpoint of mortality or readmission as their
primary outcome and noted statistically significantly decreased relative risk in the intervention
group compared with the usual care group. The trial was conducted in Argentina and randomized
1,518 outpatients with stable HF to an active telephone followup or usual care. The study

reported a significant relative risk reduction of 20% (95% confidence interval 3 to 34)."

Summary of evidence

A limited number of studies evaluated interventions beginning in the outpatient clinics.

= Studies compared different combinations of intervention components with usual care.

= The majority of the studies utilized a pharmacist-led intervention that mostly included
medication review.

= Across studies, there was considerable heterogeneity with regard to individual
components of intervention, duration of intervention.

= The data does not support any firm conclusions with regard to superiority of any

particular intervention strategy.
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Review of recent published systematic reviews

At least seven systematic reviews and/or meta-analyses have been published since 2004 that
reported comprehensive data relevant to the present review.* 2>?® Because of the span of
publication years and variations in the eligibility criteria, the number of studies included in each
systematic review ranged from 16 studies involving 1,627 patients (Taylor 2005"%), to 30 studies
involving 8,158 patients (Holland 2005%). In majority of these systematic reviews, with the
exception of Gonseth 2004?! and Roccaforte 2005, the results were stratified according to
either the intervention type or categories of organizational type of post-discharge support.

McAlister 2004 found that the strategies that incorporated followup by a specialized
multidisciplinary team (either in a clinic or non-clinic setting) reduced mortality, HF
hospitalizations, and all-cause hospitalizations.? Interventions that focused on enhancing self-
care activities reduced hospitalizations but had no effect on mortality. Telephone followup that
advised patients to seek care by their primary care physician in the event of deterioration reduced
hospitalization for HF but did not reduce mortality.

Gonseth 2004 reported that strategies within disease management programs, regardless of the
type of organizational delivery, whether they were home-based or clinic-based, reduced
readmissions for HF and all cause readmissions.?! This review included both randomized and
non-randomized studies and reported that the disease management programs also reduced the
frequency of the combined endpoint of re-admission or death among HF patients.

Phillips 2004 studied only strategies with comprehensive discharge planning that included
post-discharge support.2* Each type of support resulted in significantly fewer readmissions

except for the strategy of increased clinic visits and frequent telephone contact. However,
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overall, Phillips found that such strategies for older patients with HF resulted in 25% relative
reduction in the risk of readmission, a trend toward 12% relative reduction in all-cause mortality
and for a smaller subset of studies, improvement in QOL scores, and no increase in the cost of
medical care. In a later meta-regression analysis, Philips 2005 found that “complex programs”
that included hospital discharge planning and no delay in post-discharge clinical followup
showed a trend toward 70% reduction in risk for first readmission, two fewer days utilized per
patient per readmission, and a 70% reduction in risk of HF readmission compared to usual care.™
Less complex programs without hospital discharge planning resulted in less than half the effect
in reduction of risk of HF readmission.

A Cochrane systematic review published in 2005 (Taylor 2005) concluded that there was
weak evidence that case management interventions are associated with a reduction in admissions
for HF, and that it was unclear which components of case management interventions are
effective.™

In another systematic review published in 2005, Roccaforte reported that mortality and all-
cause and HF-related hospitalizations were significantly reduced by interventions to manage
HF.% This review found that high quality studies and programs lasting 3 to 6 months were those
most consistently associated with a significant reduction in all outcomes considered. However, a
subsequently published RCT, which compared interventions for 3 month with extended 6 month,
found no measured clinical advantage in terms of death and/or HF readmission in extending a
structured hospital-based disease management program beyond 3 months of discharge.*’

In a systematic review on remote telemonitoring programs for HF patients, Clark 2007 found
that remote monitoring programs for patients with HF reduced admissions to the hospital and all

cause mortality by nearly 20 percent while improving health-related quality of life, but had no
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significant effect on all cause admission to the hospital. Clark 2007 determined that
telemonitoring may be more effective at shortening hospital stay than in reducing admissions,
since it is likely to produce false alarms and preemptive admissions in patients who are
deteriorating but not yet in crisis.*® Moreover, telemonitoring may also lead to early discharge
because the patient has a high level of monitoring at home. Clark builds on earlier systematic
reviews by McAlister 2004 and Phillips 2004 on multidisciplinary interventions by examining
uncertainties relating to the specific effect of telephone-based programs.

The systematic review by Holland 2005 aimed to determine the impact of select intervention
components delivered at specific sites on the outcomes.?? The investigators were interested in the
relative merits of the site of care, whether the care was delivered in the home (home visits), by
telemonitoring, by telephone, in the clinic, or in the primary care physician’s office. Meta-
analysis showed a significant reduction in all cause readmission, though significant heterogeneity
was present. Subgroup analysis showed that home visits reduced all cause readmission to the
hospital, but specialty clinic-based interventions had no effect on readmission. Meta-analysis
showed a significant reduction in HF readmission, which was notable and similar for home- and
telephone-type interventions. Meta-analysis also showed a significant decrease in all cause

mortality, especially in the telemonitoring and telephone followup interventions.
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Conclusions

Living with HF is a challenge to the sufferers of this condition. It also represents a significant
burden for the caregivers. The effective management of HF is achieved through optimal medical
therapy. In addition, current emphasis has been geared toward a comprehensive and proactive
support for self-management utilizing delivery models before, during, and after hospitalizations.
These self-management models use multiple intervention components of comprehensive patient
education, self care behaviors, medication review, proactive nurse followup, and increased
access to providers.

This report identified 49 randomized controlled trials that evaluated interventions utilizing
various combinations of individual components initiated in three different settings. We included
studies published since 1990 — the time point associated with rapid advances in the medical
management of HF, and changing health needs of the patients and changes in the practice
patterns. The majority of the included studies reported readmissions as the primary outcome of
interest. A few studies also evaluated combined endpoint of readmissions or death as the primary
outcome of interest. In general, studies were not adequately powered to evaluate the clinical
outcome of mortality. We performed meta-analysis and subgroup analyses to address the key
question of the effectiveness of interventions of post-discharge support to prevent readmissions.
Our report used lax inclusion criteria, thereby reviewing a large body of literature. We identified
those interventions that utilized increased clinic visits, home visits, and multidisciplinary care to
reduce the risk of readmissions in the intervention group compared with the usual care group.
Often these interventions utilized a combination of secondary components, with telephone

followup being the most common across the studies; however, when telephone followup was
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utilized alone, it did not demonstrate a significant difference in all cause readmissions compared
with usual care.

In our subgroup analyses, the characteristics of intermediate- to long-term followup (>6
month and >12 month), interventions initiated in the inpatient setting, and patient age greater
than 75 years had a statistically significant impact on the all cause readmissions in the
intervention group. Inpatient setting benefits may be explained due to better transition care from
the inpatient to home care in the intervention group. Generally studies did not report adequate
information about the transition of care coordination in the usual care group. Improvements with
longer followup suggest increased compliance and motivation.

Compared to usual care, one-quarter of the 20 studies reported a significant reduction in all-
cause mortality when interventions were initiated during an index hospitalization. Similar
significantly decreased length of stay during readmissions was reported when interventions were
initiated during an index hospitalization. Individual studies were not adequately powered to
ascertain meaningful differences between the interventions and usual care groups for mortality
outcomes; however, there was no distinct combination of intervention components and improved
outcomes of QOL changes, and miscellaneous clinical outcomes (costs, and composite endpoint
of mortality or readmission).

Eighteen randomized controlled trials compared self-management delivery models beginning
after discharge from an index hospitalization. Only one of 18 studies suggested decreased event
rates in mortality, readmissions, and reduction in length of hospital stay during readmissions
with interventions. Also, the evidence was sparse for interventions beginning in the outpatient

clinics.
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The studies were heterogeneous with regard to intervention components, intervention
duration, followup duration, and components of usual care. In addition, some studies utilized
components of usual care along with their intervention components. The studies were performed
in a range of settings, in patients with a wide range of HF severity, across various countries, over
a long time period during which the standards of HF care have changed considerably, and in
patients with different underlying risks of clinical events. Studies often utilized several different
combinations of intervention components, resulting in considerable heterogeneity that was
difficult to dissect and ascertain the effects of individual components.

The consistency of results in the settings of diverse studies adds credibility to the conclusion
that patient outcomes can be improved with optimized transition of care coordination between
the inpatient settings to home care, and a combination of interventions that increase access to
providers. However, there was no easily discernable pattern based on a particular intervention
component, time period (year), intervention duration, and specific coexisting medical illnesses.
Across studies, similar rates of coexisting medical illnesses, and proportions of patients who
received ACE inhibitors, beta-blockers, and/or diuretics were reported at baseline among patients
in the intervention and control group. Of note, no studies evaluated or provided data on adverse
effects due to the interventions.

Additional limitations of the studies include small sample size and short followup durations,
and a substantial number of the studies reported a composite endpoint of mortality or
readmission as their primary outcome. It is well-acknowledged that the use of a composite
endpoint can erroneously attribute reductions in mortality to interventions that do not actually
reduce deaths.” The relative effectiveness of the individual components of interventions remains

unknown, since none of the studies compared one intervention component with each other. This

71



lack of clarity on the necessary combination of components of a HF management program may
be answered by the future publications. Future research with long-term followup is needed to
determine which individual components, if any, in what settings and circumstances, may benefit.
A determination should be made as to which patients are most likely to benefit from which
combinations of intervention components, and then studies focused on these patients should be
conducted. Any future studies should continue to focus primarily on clinical benefits, as short-
term intermediate outcomes or composite endpoints are inadequate surrogates for clinically

important outcomes.
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Results
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QUALITY
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reporting errors, <20% dropout, complete reporting of
data.
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Appendix Table B1. Interventions on recruited patients inpatient

Stud Followup Mean > @©
Y Duration Total Age/% Severity of . - £L22
Year | - N Analvzed Mal HE Intervention components Control Description < o=
Country (Intervention nalyze ale C 8 Q5
y) <
Atienza Cardiologist led education on disease Rlaer?r?ilr\wleo\'/v(ijtlt? (;23:%2
NYHA [I/IV management and reinforcement; individual planning
2004 1.4y 338 69/ 50% strategies to self-care, medication hospital protocol and A
Ojeda 2005 (1999-2000) 62% rateg ' . - followed by PCP and Mod
. LVEF% 36 compliance telephone followup; heartclinic : .
Spain Vvisit every 3 mo cardiologists not
participating in the study
At the time of discharge as per the hospital
procedure, routine discharge teaching by
the hospital nursing staff included
instructions on activity, diet, activities of
daily living, medication, follow up Routine care: received only
Barth, 2001 78/ NYHA: nd appointments and yvhen to contact the the rqutlne dlscharge C
USA 3 mo 34 59% LVEE%: nd physician. teaching at the time of Nar
’ Nurse led telephone reinforcement of the discharge (as described in
education on daily weight assessment, CHF the intervention arm)
symptoms, fluid and salt intake, and
medication adherence. Made phone contact
for first 72 hrs post discharge and 72 hrs
later and then every 2 weeks for 3 mo
MuI@ldlSCllenary mterve.n.tlon.s mclqdmg At discharge patients were
cardiovascular risk stratification, tailored . .
Capomolla NYHA 1I/IV . o . referred to their community
12 mo 57/ therapy, physical training, counseling, . - B
2002 234 35% . . o . ' primary care physician and
(1999-2000) 93% checking clinical stability, correction of risk - - . Mod
Italy LVEF% 29 ’ - cardiologists or cardiology
factors for hemodynamic instability, and dent
health care educationA P
NYHA HI/IV Home telemonitoring with electronic Management p'af‘ sent to
Cleland, s . primary care physician who
2005 7-8 mo 333 67/ 31% weighing scales; an automated implemented it B
EU (2000-2002) 2% LVEF <25% = sphygmomanometer; single lead ECG and Usualpcare + Nurses Wide
48% Nurses telephone support
telesupport
Cleland 67/ NYHA 1lI/IV Home telemonitoring with electronic Management plan sent to
2005 ' 7-8 mo 248 720 31% weighing scales; an automated primary care physician who B
EU (2000-2002) 0 LVEF <25% = sphygmomanometer; single lead ECG and implemented it Wide
48% Nurses telephone support
Patients received an education Followed up at the
. NYHA 2.6 programmed from HF nurse consisting of outpatient clinic in the
g\l/lvr;%elng% (19%)21?893) 190 573% LVEF mean two 30-minute visits. 2 weeks after department of cardiology by Mcc:) d
0 31.6% discharge patients and their families were either cardiologists in

invited to a one-hour group education

private practice or by




Stud Followup Mean > @©
Y Duration Total Age/% Severity of . L =22
Year - Intervention components Control Description < o=
(Intervention N Analyzed Male CHF 3 a8
Country v) o<
session led by the HF nurse. Patients were primary care physicians as
also offered a 7 day medication dispenser if considered appropriate by
deemed appropriate. Patients were the discharging consultant.
followed up at a nurse directed o/p clinic
and there was a single prescheduled visit
by the nurse at 8 mo. after discharge.
Patients encouraged contacting the study
nurse at their discretion, if unsure, if diuretic
adjustments did not ameliorate symptoms in
2-3 d, or if there were “profound changes in
self management variables.” Patients were
offered cardiology outpatient visits 1 and 4
months after discharge.
Managed by a cardiologist, two to four
nurses and patient’s primary care physician.
1) According to the guidelines components Usual care: all treatments
NYHA: Il 32 were discharge planning, continuing o
- AT and services ordered by
Del (37.2%), 11l 44 education, therapy optimization, improved their orimary care physician
Sindaco, 2y 236 77/ (51.2%), IV 10 communication with healthcare providers, and/oF; ersgnal caedi);Io ist A
2007 (2001-2002) 51% (11.6%) early notice to signs and symptoms, and . P 9 Wide
] . ? . . Vital status and events were
USA LVEF%: mean flexible diuretic regimen.
recorded by means of
335+11 1. Nurses home phone calls hone calls every 6 mo
2. Visit with a primary care physician 1 to 2 P y
weeks of discharge including reinforcement
of education and optimization of therapy.
Nurse led education intervention, promotion Usual care as provided by
. 700 , ; -
zDggggan, 6 mo 151 76 ’CI\\/”E—Ilﬁ)/ 8% of self management skills, appropriate diet p”rrg\i%ghey;ﬁ:govr\:g? C
(1999) 141% 7 and adherence to prescribed meds and p - Wide
USA <40%: 74% packets at the time of
telephone followup + Usual care oo
hospitalization
Nurse led education about heart failure,
including advice on daily weights, dietary Standard outpatient heart
restrictions including sodium and fluid, and failure therapy in dedicated
Goldberg, 6 mo 58/ NYHA IV signs and symptoms of heart failure heart failure program. This B
2003 280 100% A - - " . -
(1998-2000) 70 decompensation, increased communication included additional nursing Wide
us LVEF% <21% . ;
with providers encouraged, Technology- resources.
based telephone HF monitoring (AlereNe
monitoring using the DayLink monitor)
Harrison, 12 wk 192 76/ NYHA 1I/IV: Comprehensive, evidence based education Ideally a multidisciplinary A
2002 (1996-1998) 55% 7% programmed for heart failure self- discharge plan within 24 Wide




Stud Followup Mean > @©
Y Duration Total Age/% Severity of . L =22
Year - Intervention components Control Description < o=
(Intervention N Analyzed Male CHF 3 a8
Country v) o<
Canada LVEF: nd management. A nursing transfer letter to hours of admission and
the home care nurse detailing clinical status weekly discharge planning
and self-management needs. meetings. Regional home
Phone call from hospital nurse to patient care co-coordinator
within 24 hours of discharge. Minimum of consults with hospital team
two-community nurse visits within two as required and may meet
weeks of discharge. patients and their families.
Immediately before
discharge physician
completes referral form for
home care and necessary
services and supplies are
communicated with the
home nursing agency.
Nurse led intensive education including C
Jaarsma, 9 mo 72/ NYHA 1I/IV symptoms of CHF, sodium restriction, fluid Nurse or physician provided Wide
2000 (1994-1997) 179 60% 100% balance and compliance, telephone contact, education about medication
Netherlands LVEF% 36 home visits once per week and education, and lifestyle
increased communication with providers
Cardiologists designed individualized
Kasper treatment plan (Usual care) + Nurse CHF cardiologist designed
~9 mo 200 64/ NYHA 11 56%  telephone followup; monthly clinic visits with treatment plan for each B
2002 (1996-1998) 61% LVEF% 27 nurses; patients received pill sorter, correct patient and documented Mod
USA medications, list of dietary and exercise this in patient’s chart
recommendations, and education material
Patient education program including 60 min
Koelling ~6 mo 65/ one O?]uorgg :gﬁcc;rtlgrtlr(?igesises:r? dW|th a Standard heart failure A
0, 04- ! ific di
2005 (2001-2002) 223 58% LVEF%: 26 pharmacotherapy management, Salt and . speC|f_|c discharge Mod
USA . : . information Usual care
water intake management, daily weight
monitoring, self-care behaviors + usual care
Education and early discharge planning and f;z:gdarcdlutgirrr]lt%ry gcr)tsu F:Itta !
NYHA HI/IV co-ordination of care by nurse case : ing opp y
e . . for social services
38% manager; patients received a educational . e
Laramee, 3 mo 71/ . LT evaluation, dietician consult B
287 LVEF booklet, weight logs, medication lists, a -
2003 (1999-2001) 54% . . N . etc. and home care service Mod
Mod/severe guide for measuring sodium intake, weigh -
. o on discharge. Post-
90% scales and pill boxes; reinforced

educational plan and telephone followup

discharge care conducted
by primary care physician




Study Followup Mean >8
’ Duration Total Age/% Severity of . L == 2
Year - Intervention components Control Description < o=
Country (Intervention N Analyzed Male CHF 82_3
y)
Extended heart failure program (EP) 12
weeks of weekly telephone calls from
specialist HF nurses (mostly the nurse who
had managed the pt during the 1*3
months following discharge)
Specialist nurse-led education and
Ledwidge o6/ NYHA: 1V specialist_dietigiar_\ co_nzults c()jn 3 or more 5
' : occasions during index admission
Izrg?asnd 2y 130 68% LVEF%:39+12 Telephone contact by HF nurse specialist Standard care (SP) group. Mod
weekly until 12 weeks. Telephone calls
determined clinical stability, address
guestions/concerns and revise key
education points deemed necessary by
nurse (on daily weight monitoring, disease
and medication understanding, compliance
with therapy and dietary salt restriction.)
McDonald Specialist nurse-led education including
2002; 3 mo 71/63% NYHA nd daily weight monitoring, disease and Usual care description not B
Ledwidge, (1998-2000) 98 LVEE% 36 medication understanding and salt documented Mod
2003 restriction. Telephone followup and
Ireland education reinforcement + usual care
Standard information + Additional
interactive CD-educational program at and 2
Linne 2006 6 mo 294 70/ LVEE <40% wk after discharge. CD educational program  Standard information on the C
Sweden (1998-2002) 66% includes disease symptoms and treatment, inpatient ward Mod
reasons for deterioration of disease, fluid
intake, medication understanding
Active Intervention program gga;ir:]de%rd Igitﬁevr;?t :;ljrrtilger
Information: the day of hospital discharge, a regular.followup vi'sits (a?
personal interview with patient and his 26 and 12 months after
caregiver a. information on the disease ) - .
b.diet education c. information on drug dlscharge) the cardlol_og|st
Lonez NYHA I11 56% therapy carried out a conventional B
2086 Spain (2000-2002) 134 75/41% LVEE% 27 contact telephone cllnl_cal assessment Mod
according to the standard

Telephone strengthening monthly during the
first 6 mos of followup and subsequently
ever 2 months, a telephone call was made
to the home of the patient.

practice.
Pharmacists evaluated the
following parameters:
treatment compliance (was
patient reliable, partially




Intervention components

q

Control Description

reliable, non-reliable),
uality of life measurement

Quality
Applica

bility

*EuroQoL scale), patient
satisfaction with the care
received (Catalan Health

Department, asking patient

about the care and
information received and

asking patient to score 0 to

10 in an analogical scale).

Non advanced practice
nurse care. Attending

A standard orientation and training program
guided by a multidisciplinary team of heart
failure experts to prepare advanced practice
nurse (APN); Use of care management
strategies; home visits by APN

Nurse led education including disease and

physician planned the
discharge date, liaison
nurses facilitated referrals to
home care services in
patients’ residencies

B
Wide

Wide

pharmacological treatment, sodium
restriction and fluid intake management,
Weight control and physical activities, and
Other self-care behaviors; facilitated
telephone followup; scheduled visits with an
internist
During index hospitalization: Daily

Preexisting routine
post-discharge care
Follow up with their primary
care physician as usual

education visits by study nurse specialist.
Dietician visit with individualized 1.5-2.0 g
sodium diet. Medication review by geriatric
cardiologist with patient/care givers. Study
nurse taught patients about meds and
dosing cards. Social worker and home care
team visited patient. After discharge: Home
care team nurse visited within 48 hrs. 2
more home care team nurse visit in 1% wk.
Study nurse phone patient to assess
progress.
Multidisciplinary treatment strategy including

Conventional medical care
determined by patient’s
physician.

Standard treatment and

Mod

B
Mod

Followup
S&zgﬁl’ Duration Total
(Intervention N Analyzed
Country
y)
Naylor,
12 mo
2004 239
USA (1997-2001)
Nucifora 6 Mo
2006 (1999-2001) 200
Italy
Rich 1993 3 mo 08
us (1988-1989)
Rich 1995 3 mo 282

USA (1990-1994)

Mean
Age/% Severity of
Male CHF
NYHA nd
76/40% LVEF<45%
86%
NYHA HI/IV:
67%
0,
73/62% LVEF <45%:
58%
NYHA:
0,
79/40% mean=2.7
NYHA mean
79/126% 2.4
LVEF% 44

inpatient visits by specialist nurse, dietician,
medication review by geriatric cardiologist,
nurse led education about medications,

services ordered by primary
physician




Stud Followup Mean > @©
Y Duration Total Age/% Severity of . L =22
Year | - N Analvzed Mal CHE Intervention components Control Description < o=
Country (Intervention nalyze ale 8* 95
y) <
dosing, and adverse effects; weigh scales,
instruction and daily weight charts; social
worker and the home care team visits
Routine care and
Before discharge, pharmacist reviewed preparation for discharge
pathology and treatment of HF, weight including: written
Rainville 12 mo NYHA HI/IV: monitoring and risk modifications with prescription, physician C
1999 34 73/50% 94% atient/care giver. Patient given brochure, discharge instructions, Mod
(1996-1997) P 9 9 9
USA LVEF: nd video, weight log and medication organizer. nurse review of diet,
After discharge, pharmacist phoned within 3 treatment plans,
days, at 7, 90 days and 12 months medications, and drug info
sheets
Usual care: discharge
Research nurse tailored intervention to teaching by a unit staff
Sethares o perceived benefits and barriers to self-care nurse and written
2004 (199392%00) 70 76/52% l;-\/lESFS/Ig 41.45 of HF that were identified by persons with educational sheets Wiie
us - HF at each time period (in hospital, 1 week describing the uses, side
and 1 month after discharge). effects, and frequency of
any ordered mediations.
Before discharge, study nurse counseled
treatment regimen compliance and reporting
of any sign of clinical deterioration.
1 week after discharge a single home visit Appointments with the
by the study nurse and pharmacist. Patients PP .
assessed for medication knowledge and primary care _ph_yS|C|an or
Stewart 6 Mo NYHA lII/IV compliance. Patients with poor knowledae cardiologist within 2 weeks B
1998 97 76/45% 51% P ' with poc 'edy of discharge. 27% received
. (nd) . were offered counseling, a pill remainder L od
Australia LVEF%: 38 ) o . home support by domiciliary
container, monitoring by caregivers, ;
A - : care or community nurse
medication information and remainder card .
. . visits
and referral to a community pharmacist for
more regular review. The study nurse
coordinated with the primary care physician
for any further intensive followup thereafter
Before discharge: Evaluation if dosage of General heart disease
Tsuyuki NYHA 11l or ACE-I was appropriate, a}ll meds were pamphlet before dlschgrge,
2004 6 Mo V' 40% fe\{lewed, recommend.atlons made' to but no formal coynsellng. B
276 81/58% : . optimize other HF therapies and monitored Followup consisted of
USA (1999- 2000) LVEF%: mean . . ) . Mod
EF 3206 daily thereafter. After discharge: Patient monthly telephone contact

support program covered 5 basic areas: salt
and fluid restriction, daily weighing, exercise

for a period of 6 mo to
ascertain clinical events




Stud Followup Mean > @©
Y Duration Total Age/% Severity of . L =22
Year - Intervention components Control Description T o=
(Intervention N Analyzed Male CHF 3 a8
Country v) o<
alternating with rest periods, proper
medication use, early recognition of

worsening of symptoms
Education material available on website for
download. Patients received adherence
aids: a medication organizer, medication
administration schedule, daily weight log.
Telephone followup to reinforce the
education for self care behaviors,
newsletters, clinical events, physician
contact for ACE-| initiation and titration




Appendix Table B2: Interventions post discharge

Mean

Followup No >0 o
Study, Year Duration Analyzed Age Severity of Intervention components Control description T o=
Country (Intervention CHF S 2-.%
Y) Int Cont Male% o
Home nurse visits
(specialized cardiac
nurses):
USA 67/ NYHA 11l or IV: : : - diet, symp
3 mo Daily home telemonitor through recognition, and B
(1997-2000) 108 108 39% 100% internet monitored by cardiac nurse  compliance with medication ~ Wide
LVEF%: 38.1 .
regimens
Further visits: on patients’
symptoms and vital signs
with physician naotification if
needed
Specialist HF nurse visited home
within 48 hrs of discharge, with
visits every 3 months after 6 week  Patients managed as usual
Blue 2001 12 mo 74/ NYHA Il or visit. Patient educated bout HF and by the admitting physician A
Scotland 84 81 IV:76% o . -
(1997-1998) 64% . treatment, self-monitoring, and then primary care Wide
LVEF%: nd s . L
medication review and physician
psychological support. Scheduled
telesupport every other month.
Telemonitoring. Nurse led .
) - . Community care. At
education about the illness; discharge patients were
Capomolla NYHA 1I/IV therapeutic programs, self ge pa :
11 mo 57/ - referred to their community C
2004 (2000-2001) 67 66 93% 49% management of signs and rimary care physician and Mod
Italy LVEF% 29 symptoms, diet and fluid primary care physicia
. . cardiologists or cardiology
recommendations, domestic and dent
activities counseling P
Nurse led standardized telephone
mediated intervention including
NYHA 1I/IV initial education session with a .
. - Usual care Instruction on
50% videotape, baseline telephone diet drug adherence
DeBusk 2004 12 mo 208 234 72/ LVEF counseling session, nurse initiated h ’sica?activit and, B
USA (1998-2000) 48% %:28%<0.40 followup telephone contacts, pny yar Mod
. response to changing
and 31% pharmacologic treatment Symotoms
>0.40 management, nurse initiated ymp
communication with physicians
+ usual care
Doughty 2002 12 mo 100 97 60% NYHA Il 76% General practitioner led outpatient Usual care. Continued A
New Zealand (1997-1998) ? LVEF% 30.6 review at the heatrt failure clinic; care of their GP with Wide




Followup No Mean >0 >
Stggz,nj[(g/ar (In?:rr\(/aglrﬁ?on Analyzed Age Sev(e:a':l't:y of Intervention components Control description c_g E%l;;u
y) Int Cont Male% o
one to one education with the additional follow-up
study nurse, education booklet measures as usually
provided; patient diary for daily recommended by the
weights, treatment records, medical team responsible
telephone followup with GP, 6 wkly for their in-patient care.
clinic visits, group education
session with cardiologist and nurse
about disease, monitoring daily
weight, action plan for weight
changes, medication, exercise, diet
Mulitidisciplinary care clinic:
cardiologists, nurses, dieticians,
social worker, etc; Evaluated and
observed for up to 5 hrs; Nurse
telephone followup 72 hr post
discharge and monthly once, or
Ducharme frequently as needed basis; One to  Patients received treatment
2005 6 mo 115 115 68/ NYHA: Ill or IV one education by study nurse and appropriate follow-up B
Canada (1998-2000) 73% LVEF%: 35% about clinical condition to the according to attending Mod
patient/ family members cardiologist
complimented with a record
maintenance by the patient;
Reinforcement of patient
education, dietary instructions,
interaction of OTC with meds at
each subsequent clinic visit
Specialist nurse led patient The patients were
education about their treatment managed in accordance
and symptoms of clinical with current clinical
deterioration, tailored care plan practice, i.e., the patient
Ekman 1998 5 mo 80/ NYHA mean with individuali_ze_d treatment goals, was treated and fo_II_owed B
Sweden (1994-1996) 79 79 58% 3.2 access to clinic nurses durlng. by a.g.eneral practitioner Narrow
LVEF% 43 business hours, notebook for daily and visited the emergency
weight monitoring, treatment and room if symptoms
information about clinical worsened.
deterioration, and nurse initiated
telephone followup
Holland 2007 NYHA: [II/IV: Community Pharmacist arranged . .
UK 149 s 8 6T home visit, within 2 weeks of ~ S{@ Caﬁ:‘;ﬁf{ff"”bed N
6 mo LVEF%: nd discharge; Educated patient/carer




Study, Year
Country

Followup No

Duration :
(Intervention Analyzed

Mean
Age

y) Int

Cont

Male%

Severity of
CHF

Intervention components

Control description

ability

Quality
Applic

about HF and their drugs; Gave
basic exercise, dietary, and
smoking cessation advice;
Encouraged completing of sign and
symptom monitoring diary; Fed
back recommendations to GP;
Fed back need for drug adherence
aid to local pharmacist

Jerant
2001
USA

6 mo

(1998-2000) 13/12

12

67/71:
46%/42%

NYHA (II1/IV):
31%/33%

LVEF%
54%/50%

Intervn 1: Home telecare with
video-conferencing and electronic
stethoscope.

Nurse telephone support home
telecare delivered via a 2-way
video-conference device with an
integrated electronic stethoscope;
received scheduled home telecare
visits
Intervn 2: nurse telephone calls;
received scheduled phones calls
During all in-person, telecare, and
telephone encounters, the study
nurse used the Visiting Nurse
Association CCHF Care Steps to
guide patient assessment: vital
signs, ADL, med use, dietary
factors etc.

‘Usual outpatient care’ C
was not described further Narrow

Krumholz,
2002
USA

12 mo
(1997-1998) 44

44

76/
57%

NYHA(II/V)
LVEF% 38

Cardiac nurse led consultation on
five sequential care domains
including patient knowledge of
illness, relation between
medication and iliness, relation
between health behaviors and
illness, symptoms and signs of
deterioration, nurse initiated
scheduled telephone calls

Received all usual care c
treatments and services Mod
ordered by their physicians.

Mejhert 2004
Sweden

18 mo

(1996-1999) 103

105

76/
56%

NYHA Il or IV:

42%
LVEF%: 34%

When patient pays visits to the
outpatient program, he/she is
encouraged to keep in contact with
the nurse. Each visit the nurse:
vital signs, weight, lab, ECG

Undergo initial evaluation
with their general B
practitioners and are Mod
monitored by a heart failure
plan in the primary care




Followup No Mean >0 o
Study, Year Duration : Age Severity of . . == £
Country (Intervention Analyzed CHE Intervention components Control description S 2%
y) Int Cont Male% o
workup; optimizes meds if needed,; setting
instructs patients to monitor weight,
symptoms of deterioration, good
compliance of meds, diet advice,
and other self care behaviors
Information repeated in booklets
and computerized educational
programs
One week after discharge the
nurse visited patient’s home one
time for: education of medication, Conventional care based
NYHA Il or IV:  signs and symptoms of the disease . -
0 . e on best available evidence
Morcillo 2005 6 mo 34 36 70/ 74% and_treatment compliance; fluid + scheduled outpatient C
) (2001-2002) 64% LVEF% and diet management and self care . ; Mod
Spain ) o - - followup with attending
(mean): 35.4% habits; discussion of prophylactic S
o physicians
vaccinations
+ identical conventional care as the
control group
Telephonic case management by a
v orve R ase Tatager g deco
Rieigel 2002 6 mo 130 228 73/ 98% atigr?t at a fre uehc uided b Usual care not described c
USA (nd) 498 LVEF% P quency g y Mod
. software and judgment of case
(mean): nd e
manager based on patient’s
symptoms, needs.
Usual care was not
standardized, and before
discharge the nurse
Nurse case manager contacts .
. . educated patients about
patient 5 days post-discharge. )
) . ) heart failure management
. Software assists nurse in setting - .
NYHA I or IV: riorities for the timing of the next typical discharge
Riegel 2006 6 mo 69 65 72/ 82.6% F:ele hone call conte?]t of patient instructions included A
USA (2002-2004) 42% LVEF%: phor ’ pal medication list, institutional ~ Wide
education, and documentation. A
42.3% N specific discharge
urse case manager assesses . X
. . instruction sheet and hand
poor adherence with meds and diet :
. written notes to follow a low
recommendations - -
sodium diet and contact
physician if symptoms
occur
6 mo 100 100 75/ NYHA Il or IV: Multidisciplinary, home-based Regular outpatient review A




Followup No Mean >0 o
Stg(c)iz,nj[(riar (In?:rr\(/aetlrﬁ?on Analyzed Age Sev(e:a':l't:y of Intervention components Control description § g E
S
y) Int Cont Male% o<
Stewart 1999 (1997-1998) 62% 88% intervention. Assessed by cardiac by the cardiologist Wide
Australia LVEF mean nurse 7-14 days after discharge.
%: 37% Assessment of clinical status,
understanding of disease and
psychological support. Counseling
on strategies to improve adherence
where necessary
Patients scheduled for first visit 2-3
weeks after discharge. 1 hr visit:
nurse evaluated status and
optimized treatment; educated
patient/family about: heart failure .
. : Usual care — managed with
and social support to the patient/ L A
Stromberg 12 / NYHA Il or family. di h current clinical practice and
2003 mo 52 54 n IV:87% amily, dietary changes as received conventional A
(1997-1999) 63% ; . restricted fluid, sodium and other . . Wide
Sweden LVEF%: nd S . followup with primary
self care behaviors; monitor health care physician
symptoms, weight gain and phy
improve patients self care regimen;
Psychosocial support by creating a
supporting relationship between
nurse and patient
A nurse led Clinic ( monthly for 6 Usual care patients
Thompson mo) plus home based intervention. received standzgrd care b
2005 P Patients seen by the study explanation of their y
Enaland 6 mo 58 48 73/ NYHA: llI/ IV specialist nurses prior to discharge condi?ion and prescribed C
n (] () and received a home visit within o]
? (nd) 2% 76% d ivedah isit within 10 meds by the V\?ard nurse Mod
LVEF%: days of hospital discharge; and refe?lral to appropriate
mean 31% received and educational packet, disch pprop
and a contact card post-discharge support
At clinic: assessment by the
cardiologist; nurse assessment for
medication compliance; weight Routine care: cared b
Wierzchowiecki . mgt; signs of CHF; telephone . ’ °d by
NYHA: lI/IV ; . i primary care physicians
2006 12 mo 67/ 84% followup; home visits as needed; only. Patient did not c
olan . and self care questionnaires; - :
Poland 80 80 QOL and self tionnai Y
(nd) 60% LVEF%:<45% ; . participate in any Mod
eucational — one to one education

n=66 (82.5%)

at patient’s home or by telephone;
physiotherapist’s assistance for

exercise rehabilitation programme;
psychologist’s assistance group

educational or therapeutic
activities of the program




Followup No Mean >0 o
Study, Year Duration ) Age Severity of - . == £
Country (Intervention Analyzed CHE Intervention components Control description S 2 %
y) Int Cont Male% o
and individual educational activities




Appendix Table B3: Interventions on recruited patients in OPD clinc

Study, Year FoIIovyup No. Mean Severity of . — s o9
Cou’ntr Duration Analyzed 1% CHF Intervention components Control description | 2 & 8
y (Intervention y) Int Cont Age Male <=
Community pharmacist-led
intervention; Pharmacist gave a
structured interview to patient on . .
RO . Patient received
. . initial visit. Computerized A
69/ NYHA: HI/IV: L . medication in a
medication history was used to O :
Bouvy 2003 6 mo 74 78 7204 57% discuss drug use. reasons for medicine- container B
Netherlands (1998-2000) LVEF%: g USe€, reas with a microchip that ~ Wide
non-compliance to reinforce .
nd L . recorded the time and
medication compliance. date of openin
Pharmacist contacted subject P 9
monthly. + Usual care.
Pharmacist led intervention Usual care: patient
NYHA Ill or and followup: medication assessment and
. IV: 33% evaluation; therapeutic education provided by
Gattis 1999 6 mo 90 91 72/ LVEF%: recommendations; patient the attending A
USA (1996-1997) 69% : N 2 Mod
30% education on medication use physician and/or
and compliance; followup physician assistant or
telemonitoring nurse practitioner
Recruited from outpatient
centers: nurse led telephone
NYHA Ill or followup program + Usual care:
GESICA 2005 16 mo 65/ IV: 50% education, counseling, and Usual care: followu A
Argentina (2000-2001) 760 758 739 LVEF<40%: monitoring; adherence to the with card.iolo ist P Mod
78.6 diet; adherence to the drug 9
treatment; monitoring of
symptoms; control of daily weight
and edema; daily physical activity
Pharmacist led intervention to ) .
. o Usual care: patients
improve medication adherence. . L
' . - received prescription
. . Patients recruited from outpatient .
NYHA V. clinics; pharmacists received services from
Murray 2007 39% 1es, p e pharmacists who had
USA 12 mo 122 192 62/ LVEE mean training from multidisciplinary not received the C
(2001-2004) 39% . team on treatment of heart o ) Mod
%: 49 . specialized training
failure, key concepts for .
: and did not have
pharmaceutical care of older atient centered stud
adults, communication P ; y
) materials
techniques
Sisk 2006 12 mo 60/ NYHA Ill or Patients recruited during a Usual care — received A
USA (2000-2002) 203 203 5506 IV: 57.7% scheduled clinic appnts; One federal consumer Mod
LVEF%: nd nurse per patient: initial onetime guidelines for




Study, Year
Country

Followup
Duration
(Intervention y)

No.
Analyzed

Mean

1% Severity of

CHF

Int

Cont Age Male

Intervention components

Control description

D>y
=
v

Appl
icab

appointment to educate patient
about disease, counsel self
management, referral to social
services, review nurse'’s future
role; Referral to social services if
needed; Telephone followup;
administering food frequency
questionnaire; reinforce self
management; Coordinate patient
care with patient’s clinician

managing systolic
dysfunction

Varma 1999
Northern
Ireland

12 mo
(nd)

42

NYHA: nd
LVEF%:nd

76/
51%

Patients were recruited from both
inpatient admissions and
outpatient clinic
Results of a 2 minute walk test
were recorded. Body weight,
blood pressure pulse and forced
vital capacity were measured.
In clinic: Patients received
education from a pharmacist on
the disease and its treatment,
and lifestyle changes that could
help control symptoms.
Patients instructed on self
monitoring, maintaining daily
weight in cards, instructed to take
an extra dose of diuretic if
needed
Only physicians and community
pharmacists were contacted to
assess compliance.

Standard
management that
excluded all above
mentioned
interventions

C
Mod




Appendix C.1a. Cost among patients with interventions beginning inpatient versus control

2 s
: 8 & ¢ 5
2 8 35 ) g I g 2
5 ;‘ & o .5 g > c £ O £ o @
2 o c 9 s B 3 = 9 -~ O ! a) = S
S § 3% £ 23 8 = 2 9 2 g > 5
< > O O E z 0oL Qo =z Q =z Q z o &)
Naylor 2004USA M 1997-01 239 12 118 7636 121 12481 0.002US Dollars
Koelling 2005USA S 2001-02 223 6 107 5369 116 8292 -2823  0.035US Dollars
Capomolla 2002ltaly S 234 12 112 2244 122 2409 Euros
Kasper 2002USA M 1996-98 200 6 102 16182 98 8789 NS US Dollars
Laramee 2003USA S 1999-00 287 3 141 23054 146 25536 NSUS Dollars
Cline 1998SwedenS 1991-3 190 12 80 2294 110 3594 NS US Dollars (cost in survivors)
Stewart 1998Austra S nd 97 6 49 3200 48 5400 NS Australian Dollar
Atienza 2004Spain M 338 16A 164 2912 174 5417 -2505 Euros
Del Sindaco 2007Italy M 2001-02 173 6 86149660.2 87248372.3-98712.1 Euros
Barth 2000USA S nd 34 3 17 401.81 17 124.68 US Dollars
Rich 1995USA S 1988-89 98 3 63 35 -460 US Dollars (per patient per month = - $153)
McDonald  2002UK S 1998-00 98 3 51 9974 47 47190 -37216 Euros




Appendix C.1b Combined endpoints of mortality or readmission in the intervention beginning inpatient compared with control group.

@ a 2

£ 2 3 3 £
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Del Sindaco 2007 173 6 86 40 87 56 0.36 <0.001 RRR 0.167-0.509 yes
Ledwidge 2005 130 3 62 4 68 12 0.37 0.040R =0.07 - 0.84 yes
Atienza 2004 338 16 164 0.7 174 1.17 0.47 <0.01 Patient per year yes
Stewart 1998 97 6 49 0.8 48 1.4 0.56 0.03Patient per year yes
Koelling 2005 223 6 107 50 116 74 0.65 0.0180.45-0.93 yes
Kasper 2002 200 6 102 50 98 72 0.67 NS P=0.03, Poisson model yes
Dunagan 2005 151 12 76 53 75 57 0.69ns 0.47-1.01 No
Linne 2006 230 6 122 58 108 55 0.93ns yes
Cline 1998 190 12 80 56 110 79 0.97 NS No
Nucifora 2006 200 6 99 95 101 90 1.08 NS yes




Appendix C2a. Cost incurred among interventions post discharge versus control group

()] c
S i}
c c +
c
g 2 g S
. *2 o ) o S c 8
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c = e - - - > T
5 @ 2 c 7 Q 0 g s
o) o 3 < o o o) = =
Author  Year O = L prd O = O a a Comments
Stewart 1999 Australia 200 6 100 490300 100 922600 -432300.00ns Australian $
Krumholz 2002USA 88 12 44 14420 44 21935 -7515.00 0.02
Riegel 2006 USA 134 6 69 10015 69 13967 -3952.00nd
Morcillo 2005 Spain 70 6 34 314.8 36 1505.6 -1190.80<.001 Euro
Riegel 2002USA 358 6 130 1192 228 2186 -994.00ns Inpatient Heartfailure cost
Jerant 2001 12 28888 12 21595 7293.00ns Group telesupport vs usual care
Jerant 2001 USA 37 6 13 29701 12 21595 8106.00ns Home telecare vs usual care
Benatar 2003USA 216 12 108 677710 108 500343 177367.00ns Home Nurse Visit vs. Nursetelemanagement




Appendix C2b. Combined endpoints of mortality or death among interventions post discharge versus control group

o

0 €

c o

c c O

e e 2 c )

E g S0 - 5

S Q5 2 g v

2 [ a9 c o) =

2 = ES 8 £ S

3 = o 2 O o o > .
Author Year 0 z O E pa O o o _Quality
Thompson 2005 6 58 15 48 21 0.59nd C
Stewart 1999 6 100 77 100 129 0.60 0.02A
Krumholz 2002 12 44 25 44 36 0.69 0.01B
Stromberg 2003 12 52 29 54 40 0.75 0.03A
Doughty 2002 12 100 68 97 61 1.08ns C




Appendix C3. Combined end points and costs incurred in patients beginning intervention in the outpatient clinic versus control group

2
5
£ .5 :
> § gt ;
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5 > e § 53 £ £ £ .
s £ g S 2 2 g5 & 3 E
S g = 5 & &3 £ S £ o 2
< > OO £ z & z8¢c =z 8 @ a Comments
Sisk 2006 USA M 2000-02 406 12 203 203 #DIV/0!
GESICA 2005Argentina M 2000-01 1518 16 760 299 758 339 0.88 0.057
Bouvy  2003NetherlandsM 1998-00 152 6 74 19 78 19 1.05ns
Murray 2007 USA M 2001-04 314 12 122 192 #DIV/0! Mean Difference - $2960 per patient (-$7603 to $1388)
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