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T he incidence of heart
failure (HF) contin-
ues to increase at

frightening rates. An esti-
mated five million patients
in the United States are
currently diagnosed with
HF, with approximately
550,000 new cases diag-
nosed each year.1 The costs
to the nation are in excess
of $25 million, escalating
the challenge of managing
limited health care
resources. This escalation,
along with increasingly
complex treatment
options, is worthy of fur-
ther scrutiny.

Why are there more
HF diagnoses today?
There are many reasons
why HF is occurring at
such an alarming rate.
The most obvious and
continuing trend is the
aging population.  Average
life expectancy continues
to climb and HF is pre-
dominately a disease of
the elderly.  It is estimated
that nearly 80 percent of
HF patients are over 65
years of age.2 We now rec-
ognize that HF is not only
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caused by poor contractile function of the heart (systolic
dysfunction) but by abnormal relaxation of the heart (dias-
tolic dysfunction as well).  This dynamic active process of
the heart declines in high correlation to aging and hyper-
tension.  It is estimated that diastolic dysfunction is respon-
sible for approximately 30-50 percent of all cases of HF.  

Another factor is the improved survival rate of
patients with myocardial infarction.  The National Health
and Nutrition Examination Survey Epidemiologic Follow-
up Study estimates a 33 percent decrease in coronary artery
disease mortality, and a 37 percent decrease in myocardial
infarction (MI) mortality.3 Despite successful reperfusion
of a coronary artery after a MI, HF develops in 20 percent
of cases due to left ventricular dilatation.4 Thus, because of
improved methods for treating MI’s there are more sur- �

vivors resulting in an increasing population of HF patients.
Another major component is that we’re simply getting

better at diagnosing this disorder. Echocardiography and
Doppler studies, for example, provide more accurate
estimates of left ventricular filling pressures.  Serum B-
type natriuretic peptide (BNP), a serological marker for
HF, significantly enhances our evaluation of the dyspneic
patient and improves our sensitivity for diagnosing HF.
BNP is a naturally occurring peptide released from atrial
cardiac tissue in response to stretch. BNP levels have
been found to have a high correlation with pulmonary
capillary wedge pressure, and are elevated in patients
with HF.  Whereas many patients were previously misdi-
agnosed as pneumonia, bronchitis, obesity, or venous
incompetence, it is now rare that a patient with shortness
of breath does not have a BNP level drawn from the
emergency room. 

See Table 1 below describing the different classes of HF.

TABLE I

CLASS I No limitation.  Ordinary physical activity does not cause undue
fatigue, dyspnea, or palpitation.

CLASS II Slight limitation of physical activity:  Such patients are comfortable at rest.  
Ordinary physical activity results in fatigue,
palpitation, dyspnea, or angina.

CLASS III Marked limitation of physical activity:  Although patients are comfortable at rest, 
less than ordinary activity will lead to symptoms.

CLASS IV Inability to carry on any physical Symptoms of congestive failure are present 
activity without discomfort:  even at rest. With any physical activity, increased 

discomfort is experienced.



political and economic pressure to come up with further
life extending treatments for this condition.  Devices
currently under investigation include percutaneously
implanted left ventricular assist devices, implantable
hemodynamic monitoring systems, and even genetic
stem cell research for myocardial regeneration. The
question our society needs to answer is how much of
our limited economic resources should be spent extend-
ing the final years of life. ❧

Dr. Gregory Helmer, M.D., F.A.C.C.
is a board certified internist with
a specialty in cardiology.  He is
Chief of Cardiovascular Services
at Fairview - Southdale Hospital
and an Executive Committee
member of the Minnesota Heart
Clinic, in Minneapolis, MN.  
As a ROSE Program consultant 
Dr. Helmer is available to review
medical records and/or consult on
individual adult cardiology cases.
He is also available to evaluate
the medical status of the patient
and the appropriateness of care.
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Treatment
Not long ago the primary treatment for HF consisted of
diuretics, digitalis, and bed rest.  Survival was dismal
and centered on cardiac transplantation as the ultimate
therapy.  Today, medical therapy is complex.  Improved
survival for HF patients is documented for treatment
with angiotensive-converting enzyme (ACE) inhibitors
as well as with beta blockers.5, 6 More recently, spirono-
lactone added to ACE inhibitors and beta blockers
improved survival in class IV HF patients.7

Complexity is usually linked to higher costs, but
increasingly sophisticated drugs and use of technology
is allowing HF treatment to move to an outpatient set-
ting, making greater savings possible. For example, out-
patient HF clinics closely monitor and treat patients
with newly designed drugs such as Nesiritide, a recom-
binant human BNP that is highly effective in the treat-
ment of decompensated heart failure.  Telephone sys-
tems exist so patients can call in their daily weight and
are given nursing and medication instructions to prevent
progressive fluid retention.  Clinics using these tech-
niques are able to dramatically decrease recurrent hospi-
talizations for HF.8

Medical device and surgical technique advancements
also benefit HF patients.  Approximately one half of all
HF patients die from malignant arrhythmias.  Therefore it
was not a great surprise that treatment with implantable
cardiac defibrillators (ICDs) prolonged life.9 Recently,
biventricular pacemakers that resynchronize the contrac-
tion of the heart have prolonged life in HF patients.10

When the left ventricle dilates, the conduction fibers that
coordinate contraction of the left and right ventricle
become dysfunctional, leading to an ineffective contrac-
tion.  By placing a pacemaker in both ventricles, this con-
traction can become more efficient and improve HF.  

Finally, newer surgical options that reduce left ven-
tricular volume and “restore” normal elliptical shape
also appear promising.  

A recent publication cites how surgical ventricular
restoration significantly improves left ventricular ejec-
tion fraction and decreased ventricular volumes in class
III and IV HF patients.11

Research dollars continue to pour into the develop-
ment of new drugs and devices, which may aide in the
treatment of this growing segment of our population.  As
the baby boomers age there is likely to be escalating
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T he key features of the ROSEBUD Program are
identification of at-risk members, individualized
case management interventions, evidenced based

clinical information and reporting, and access to a spe-
cialized nurse.

As part of our customer service and quality assur-
ance process, the ROSEBUD Program strives to meet
the needs of our clients by continuous improvement
and innovation of our services.  Our clients are contin-
ually encouraged to ask questions and initiate discus-
sion about the ROSEBUD Program and process.

To assist us in measuring our performance, we send
an annual satisfaction survey to each client that has
utilized the ROSEBUD Program during the past year.
The results of the survey are reviewed and discussed
amongst the team to address outstanding issues, if any.

In a survey completed in 2003, the overall response
from our clients elicited 100 percent satisfaction ratings
with the ROSEBUD Program. The survey addressed four
major categories: referral process, staff, reporting, and
operations.   The results of the survey are as follows:

• 85 percent reported satisfaction with the referral
process and response time; knowledge of perinatal
and neonatal issues and accessibility of the ROSE-
BUD nurse. �

The ROSEBUD Program has existed
since 1985, offering:  

• Pregnancy screening and 
education

• Specialized telephonic perinatal
and neonatal case management

• Consultation and training services
to our reinsurance clients

The ROSEBUD®

Program

• 100 percent reported satisfaction with content and
frequency of reporting.

• Direct communication with members, case manage-
ment services, accurate reporting, and consultation
with specialized nurses were specifically rated as 
providing high value to clients.

• A small percentage of respondents (less than 15 per-
cent) cited a concern with response time and ease of
reaching the nurse.  

I n response to last year’s survey, the ROSEBUD 
Program has hired an additional person to improve
efficiencies and increase availability of the nurse

case management staff.  Colleen Gratz joined the
ROSEBUD Program in July of 2004.  Colleen has a
background in customer service, data entry and general
office support and is currently pursuing an accounting
degree at Hennepin Technical College in Minneapolis.
In her role as Office Support Clerk for the ROSEBUD
Program, Colleen prepares potential cases.  “I do the
legwork of trying to reach the pregnant moms, contacting
their clinics if necessary, and explaining the program.”
states Colleen, “This allows the nurses to spend more
time with the members who have agreed to participate
and also allows them to follow their high-risk moms
more closely.” 



With the addition of Colleen, the ROSEBUD Program
hopes to have an impact on reducing the number of expec-
tant mom’s that the nurses are unable to reach.  Ongoing
peer review and quality assurance efforts such as this will
continue to keep the focus of meeting our client’s needs.

Our specialized team of nurses is eager to help you
with your maternal and infant healthcare needs.  You are
encouraged to call your ROSE Health Services Consul-
tant at (800) 767-3509 or a ROSEBUD Consultant
directly (800) 535-7673 for more information. ❧
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Customized ROSEBUD Services:

• Risk identification Assistance
Tools available to help internal programs identify their “at-risk” 
population include:
– Perinatal Case Management Referral Criteria
– Neonatal Case Management Referral Criteria

• Case specific consultation
– Access to the ROSE Program’s perinatologist, neonatologist and 

pediatric pulmonologist physician consultants.
– Evidence-based clinical information.
– Individualized case management interventions based upon the 

specific diagnoses and clinical situations.

• Toll-free telephone access to a Perinatal/Neonatal Nurse 
Consultant for your members.

• Interpreter services and educational material provided 
for non-English speaking members.

• Access to Matria’s services at the ROSEBUD Program’s 
discounted rates.

• Access to repricing and negotiation services for 
out-of-network claims.

• Financial and clinical outcomes reporting.

• Program consultation may include:
– How to work effectively with providers.
– Incorporation of national guidelines into internal policies 

and procedures.
– Access to comparative data to effectively track financial and 

clinical outcomes.
– Providing onsite perinatal and neonatal education to health plan 

staff as requested.

• ROSEBUD Fast Facts:
Bi-monthly mailings of articles written by our perinatal and 
neonatal medical directors.
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Systems Specialist
rebecca.stanley@ing-re.com
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Sr. Perinatal Nurse Consultant
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Perinatal Nurse Consultant 
bonita.miller@ing-re.com
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Sr. Perinatal Nurse Consultant
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Upcoming Conferences and 
Educational Programs of Interest

THE 2ND ANNUAL 2005 WORLD HEALTH CARE

CONGRESS

info@worldcongress.com

Washington D.C.      January 30–February 1, 2005

NATIONAL COMPREHENSIVE CANCER NETWORK

(NCCN) NINTH NATIONAL CONFERENCE

www.nccn.org

Hollywood, FL          March 10-14, 2005

Your ROSE Program Health Services Consultant
can help you access:

• Specialized Case Management Consultants

• ROSEBUD® for Perinatal and Neonatal Case

Management

• Physician Consultants for HIV and Other 

Infectious Diseases, Oncology, Perinatology,

Neonatology, Occupational Health, Chiropractic,

and Mental Health

• Research for Medical Conditions and Treatments

• Transplant and Provider Networks

• Claim Re-pricing and Negotiations

• Disease Management Consulting Services

Remember ROSE Program Services

®

Watch for a CASE MANAGEMENT CERTIFICATION 

PREPARATION COURSE in your area:

New York • February 25-26, 2005
Boston • March 4-5, 2005

Chicago • March 11-12, 2005
Vermont • March 29-30, 2005

Contact Sandra Lowery at CCMI@lowery.mv.vom for further
information and to register.


