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Heart Failure is the leading cause of hospitalization for 

people over the age of 65 with a six-month readmission 

rate as high as 50% and one-year mortality rates as high as 

40% after diagnosis. 

 

 

 

 

Arnold, et al., 2006; Deaton & Grady, 

2004; Ravel & Arnold, 2002 
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Focus on Heart Failure 



Start Home Health Monitoring 2008 

4 

20 clients Using Monitors 20 Regular Homecare clients 

Each client 

received 3+ home 

visits 



6 Years of Monitoring – 1st Model 

Identify 
and  

Referral 

Patient 
Enrollment 

Device 
Management 

Education 
and 

Training 

Patient 
Oversight 

Client Event 
Management 

Measurement 
and Reporting 

Mainly from a 

Seniors at Risk 

Program, some from 

Home and 

Community Care 

  

Using Honeywell 

Central Station 

  

Deployment, 

retrieval, by RN  

Cleaning and 

inventory done by 

HCC clerks 

Client/Patient 

education and 

training done by 

RN in the home 

Operational 

workflows & 

clinical protocols 

followed to review 

& process non-alert  

patient data  
  

RN responding to 

triage both alert & 

tech events, visits the 

home up to 5 times 

Basic trend and vital sign 

report - add hand 

written info to reports 

for physicians 

2008/ 2011  1st Model 
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Findings 2009 

 65% decrease in emergency visits 

 61% decrease in hospital admission 

 75% decrease in length of stay 
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Expansion and Revised Model 2011 - 2013:  
Quality and Efficiencies  

7 

Goal: 50 clients Using Monitors 

 Expand to Centre Island 

 Partner with Heart 

Function Clinic 

 Review Eligibility Criteria 

 Introduce Group Education 

Sessions 

 Reduce Home Visits 

 Delivery and Retrieval 

Options 



6 Years of Monitoring – 2nd Model 

Identify 
and  

Referral 

Patient 
Intake 

Process 

Patient 
Enrollment 

Device 
Mgmt. 

Education 
and 

Training 

Patient 
Oversight 

Pateint 
Event 

Management 

Measurem
ent and 

Reporting 

Increase  

referrals to 

target clients in 

hospital. 

Begin using HCC 

Liaison for 

clients in 

hospital 

Same: Using 

Honeywell 

Central Station 

  

Device 

deployment, 

retrieval, at HCC 

office 

Client/Patient 

education and 

training but 

done in group 

sessions 

Same: Operational 

workflows & 

clinical protocols   

RN responding to 

triage both alerts & 

tech events, but visits 

the home reduced to 

2 or 3 

Same: Basic trend 

and vital sign 

report add hand 

written info for 

physicians 

2011/ 2013   2nd Model 

Identify 
and  

Referral 

Patient 
Enrollment 

Device 
Management 

Education 
and 

Training 

Patient 
Oversight 

Client Event 
Management 

Measurement 
and Reporting 

Mainly from a 

Seniors at Risk 

Program, some from 

Home and 

Community Care 

  

Using Honeywell 

Central Station 

  

Deployment, 

retrieval, by RN  

Cleaning and 

inventory done by 

HCC clerks 

Client/Patient 

education and 

training done by 

RN in the home 

Operational 

workflows & 

clinical protocols 

followed to review 

& process non-alert  

patient data  
  

RN responding to 

triage both alert & 

tech events, visits the 

home up to 5 times 

Basic trend and vital sign 

report - add hand 

written info to reports 

for physicians 

2008/ 2011  1st Model 
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Expansion: Model 2 Maintaining Quality 

Pre and post Telehome Monitoring Service (n=70 

clients) 

• 70% reduction in ER Visits  

• 78% Reduction in Hospital Admits 

 

9 



Opportunity for Partnership 

 Ministry of Health 

 TELUS 

 Health Authorities  
 Island Health  

 Interior Health 
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6 Years of Monitoring – 3rd Model 

Identify 
and  

Referral 

Patient 
Intake 

Process 

Patient 
Enrollment 

Device 
Mgmt. 

Education 
and 

Training 

Patient 
Oversight 

Pateint 
Event 

Management 

Measurem
ent and 

Reporting 

Increase  referral 

age range and 

target clients in 

hospital. 

Begin using HCC 

Liaison for 

clients in 

hospital 

Same: Using 

Honeywell 

Central Station 

  

Device 

deployment, 

retrieval at HCC 

office 

Client/Patient 

education and 

training but 

done in group 

sessions 

Same: Operational 

workflows & 

clinical protocols   

RN responding to 

triage alerts & tech 

events, but visits 

the home reduced 

to 2 or 3 

Same: Basic trend 

and vital sign 

report add hand 

written info for 

physicians 

2011/ 2013 2nd Model 

2013/ 2014  3rd Model 

Identify 
and 

Referral 

Patient 
Intake 

Process 

Patient 
Enrollment 

Device 
Mgmt. 

Education 
and 

Training 

Patient 
Oversight 

Patient 
Event 

Managem
ent 

New 
Service 
Desk 

Measure
ment and 
Reporting 

Same referral 

age range; and 

sources; i.e. 

acute care, GP, 

IHN, etc.  

  

Same: HCC 

Liaisons and 

Central 

Intake Desk 

 

Using Telus 

Remote 

Patient 

Monitoring 

SaaS solution 

  

Deployment, 

retrieval, by Telus  

done by Telus 

Also new devices -

tablets 

Client/Patient 

education and 

training done 

by RN and by 

Telus 

Clinical 

protocols align 

with Provincial 

HF Standard 
  

RN triage clinical 

alerts – further 

reduce home 

visits to 

exception only 

Telus service  

desk responds 

to tech alerts 

and visits home 

for equipment 

Leverage & 

translate 

automated 

data capture to 

improve 

reporting 
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Clinical Support and 

Clinical Station 

(computer software) 

aligned with BC 

Heart Failure Zones 

 
http://www.gpscbc.ca/system/files/7.7%2

0FINAL%20Provincial%20Heart%20Failu

re%20zones%20Jan%206-

12%20(COLOUR).pdf 

 

 

Achievements 

http://www.gpscbc.ca/system/files/7.7 FINAL Provincial Heart Failure zones Jan 6-12 (COLOUR).pdf
http://www.gpscbc.ca/system/files/7.7 FINAL Provincial Heart Failure zones Jan 6-12 (COLOUR).pdf
http://www.gpscbc.ca/system/files/7.7 FINAL Provincial Heart Failure zones Jan 6-12 (COLOUR).pdf
http://www.gpscbc.ca/system/files/7.7 FINAL Provincial Heart Failure zones Jan 6-12 (COLOUR).pdf
http://www.gpscbc.ca/system/files/7.7 FINAL Provincial Heart Failure zones Jan 6-12 (COLOUR).pdf


Preliminary Evaluation: 2013/14  

 Emergency Department Visits: 65% reduction  

 Hospital Admissions: 67% reduction 

 Length Of Stay: 78% reduction 

 

(Period covers 11 months of fiscal 13/14) 

(Model 3 started in mid June) 

(Comparison: 90 days pre and post) 

(n=148 clients) 
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Status 
 Updates to software to enhance quality of care and 

efficiencies 

 Revisions to Service Desk model to better support 

clinicians 

 Clinical Model – Starting to LEAN / PDSA 

 Updates to Patient Station to improve usability 

 Deliver Evaluation… Measurement Fine Details 
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High Level Lesson 

Who will 
you build it 

for and why? 

What will 
you build 
and how? 

Where 
will you 
build it 

and when? 

Be clear at project 

initiation and on 

any forward 

planning on three 

specific things: 
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Clients 

Enablers Model 



WHO and WHY: Client Focus 
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Aligned with Ministry of Health Key 
Result Area # 3: Integrated Primary and 
Community Care Initiative (IPCC) 

Level 1 
Well Population 

No Risk but may have socioeconomic risk factors 

Level 2  
Supported Self Care & Management 

Low Risk 

Level 3 
Chronic Disease 

Management Care 
High Risk 

Level 4 

Complex Care 
High Risk 
Complex 

C
o

m
p

lexity o
f N

e
e

d
  

Individual 
Based 

Population 
Based 

↓ Disability & 

Complication 

Maintain 

Health & ↓ 

incidence of 

disease 

Support 

respectful end 

of life 

Stay Healthy 

Goals of Care 



WHAT and HOW: Model   
 New Clinical Support tools 

 New Patient Devices  

 New Clinical Station (software 

application) 

 New Asset Management 

(Installation and Retrieval) 

 New Service Desk 

…. All supported by TELUS and 

MoH 
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Where and When: Enablers 
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It’s all about the client! 

 Funding 

 Establish or Expand  

 Partner  

 Change Management 



Contacts: 
 Island Health  

 Cheryl Beach – Continuing Health Services, Project Director 

    Cheryl.Beach@viha.ca 

 Henry Van Boxtel – IM/IT  Telehealth, Project Manager 

    Henry.VanBoxtel@viha.ca 

 

 Ministry of Health  

 Kris Nielson, Project Director 

 

 Telus Health  

 Bruce Mathews, Project Director 
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