
1

Community Call #2- Cohort 2

July 22, 2015

Time Topic

12:00pm Welcome and Introductions

12:00pm -12:15pm • Cardiac Rehab Referral 

12:00pm Lynchburg General Hospital

12:15pm Q&A

12:20pm -12:50pm • Identifying High Risk Patients

12:20pm Indian River Medical Center

12:35pm Newark Beth Israel Medical Center

12:50pm Q&A

12:55pm Wrap-up and Next Steps

Community Call Agenda
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Please submit your questions for the 

moderated question and answer session into 

the chat box at anytime during the webinar.

Submitting Questions

Cardiac Rehab 

Cindi Cole BSN RN CCPC

Gordon Vordermark BSN RN

7/22/2015
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Eligibility

Any patient who has had a cardiac 

event, i.e. AMI, PCI, CHF, CABG

Referral Process

• Automatic EMR physicians order for MI/PCI patients

• CHF patients referred from CHF Outpatient Clinic

• Referral order entered by cath lab staff for patients 

who receive a cardiac catheterization without 

intervention

• Presentation conducted for cardiologists reinforcing 

the benefits of patient participation in cardiac rehab

• Follow up phone calls after discharge from cardiac 

rehab staff to enroll eligible patients in the program

• Constant Reinforcement to Cardiologist to refer  
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Benefits

• Increase functional capacity

• Decrease or alleviate angina symptoms

• Reduce Disability 

• Improve quality of Life

• Modify coronary risk factors

• Reduce mortality (21% to 34% lower in patients who 

participates in cardiac rehab)

Centra Programs

• Phase ll – located at Cardiologist Office

• Phase lll – located at local YMCAs 

• Phase lV – located at local YMCAs 



5

AMI Disease Specific Certification by The Joint 

Commission

Performance Measure -

Cardiac Rehab Referral  



6



7

CHF Cardiac Rehab Referrals

43 referrals from CHF Clinic and 32 patients 

participation 2015 (YTD)

71%

Cardiac Rehab Satellite Program

• Centra Gretna

• Centra Bedford

• Centra Southside

• Halifax Regional 
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Barriers

• Cost

• Distance

• Transportation

• Lack of Motivation 

• Lack of Interest/Refusal

Opportunities

• Increase Cardiac Rehab Referrals from CHF 

Clinic

• Work with Phase lll Program to develop 

specific exercise plan for CHF

• Work with Physicians regarding rehab and 

benefits for AMI & CHF patient participation

• Make it more affordable and accessible
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Questions

1st Quarter Initiative Review

Diane Loveday R.N.



10

A two year grant from the ACC/AstraZeneca intended 

to improve patient outcomes and reduce 

readmissions for CHF/AMI patients

� Develop processes

� Provide multidiscipline involvement

� Measure outcomes

� Implement recommendations identified

� Disease specific Risk assessment tool to identify high 

risk patients.

� Assessment of risk for readmission

� Pharmacist medication reconciliation and counseling

� Relationship enhancement with 

extended care facilities 

� Focus study to analyze readmission causes
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� Identifies high risk 

patients on admission

� Assessment provides 

a priority referral to 

Case Manager and 

Patient Navigator 

� Previous compliance -

0% 

� Current rate – 70%

� Goal - 95%
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� Pharmacist to 

review all 

medications, make 

recommendations 

and council patient 

prior to discharge

� Previous 

compliance - 0

� Current rate – 30%

� Goal-90%
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� Monthly meetings and quarterly on site visits have 

improved communication, trouble shooting and 

problem solving

� Quality review submitted for each occurrence of 

readmission

� Readmission rate from extended care for Dec 2014-

May 2015 has reduce 11%
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� October 2014-March 2015 : 66 readmissions

◦ 19% expired or transferred to Hospice care on 2nd

discharge

◦ 21% had an upgrade to their plan on 2nd discharge

� Concerns

◦ 42% of these patient had gone home without any 

services on their index admission

◦ 59% had no change to their plan on 2nd discharge 

� If identified on the index admission the readmission 

rate could have been reduced by 19%

� Suggest automatic Palliative Care consult based on 

specific criteria

◦ NYHA Class III or above

◦ Hospitalization in the prior 6 months

◦ Prolonged Hospitalization > 7 days

◦ Uncontrolled symptoms
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� Identify readmits in ED

� Work flow development in progress

Schematic to Schematic to Schematic to Schematic to 
identify and identify and identify and identify and 
appropriately appropriately appropriately appropriately 
disposition and disposition and disposition and disposition and 
treat those patients treat those patients treat those patients treat those patients 
at high risk for at high risk for at high risk for at high risk for 
readmissionreadmissionreadmissionreadmission

� Provide follow up and ongoing support 
� Quarter 1 2015  307 patients seen
� Quarter 2 2015  326 patients seen
� These numbers are currently 7% above 

*bench mark numbers for patient to 
Practitioner ratio

� Some appointments are outside the 1 week 
window

*reference information from Duke Heart Failure Clinic and H2H program



16

� Pre Patient Navigator Program

December 2013- May 2014   19.5%

� Post Patient Navigator Program 

December 2014- May 2015    17.25%

� 2.25% reduction

� Case Management development, ownership and 

implementation of a discharge plan protocol

� Dedicated pharmacist for admission and discharge 

medication reconciliation

� Automatic palliative care consults when criteria met

� Expanded hours and full time ARNP for the Heart 

Failure Clinic

� Support for initial use of observation status with 30 

day readmissions
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Diane Loveday, RN

Heart Failure Acute MI Care Coordinator

Indian River Medical Center

Diane.Loveday@irmc.cc

772-567-4311 ext. 2234

Monica Feinberg, RN, BSN
Newark Beth Israel Medical 
Center

LACE Tool
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Modified LACE Tool:

� Readmissions are costly and often preventable
� The Modified LACE tool is used to assist 
Barnabas Health in identifying patients at high risk 
for readmissions
◦ The LACE index was selected as a valid and reliable 
tool to prospectively identify patients who may 
directly benefit from a more intense post discharge 
care and follow up due to the likelihood of 
readmission. This will ensure that we can take the 
most appropriate steps to prevent an unplanned 
readmission. 
◦ For more information, go to 

� http://www.iha.org/pdfs_documents/news_events/Breakout%20Session%202B%20-
%20Richard%20Fraioli,%20John%20Muir.pdf

Goal:

� Prevent patient readmissions

� Identify patients who may be at risk for 
readmission due to their recent hospital 
visits (both inpatient and emergency), 
current admission status and any co-
morbidities

� Initiate a plan of care to address the high 
risk for readmission
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Modified LACE Criteria:

� Modified LACE Criteria includes:

� Length of Stay - Anticipated

� Acuity of Admission/Observation

� Co Morbidities

� ED Visits in the Past  6 Months

Modified LACE Tool

� Complete during the admission process

� Located in the ‘Admission History Adult’

◦ Follow your normal process 

� Either via the ‘Ad Hoc Charting’ path or via the 
‘Task’ path

Then select the Modified LACE Tool: 
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Modified LACE tool

� The information needed to complete the 
LACE tool is obtained via the interview 
process. 

� You can also obtain information about 
previous admissions, if the patient was in a 
Barnabas Health facility

� Note: Information about previous admissions and emergency 
department visits is for the past six (6) months in any facility

Modified Lace tool

Note: There may be slight changes to the 
wording in the left hand column in the future

Comorbidity: 
Select all that 
apply
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Modified LACE Tool

� Previous Admission section:
◦ If the patient was an inpatient in the past 6 months, 
enter the total number of days for their last 
admission 
� Include Barnabas Health and other facilities

� Emergency visits:
◦ Enter the total number of visits to the Emergency 
Department in the past 6 months
� Include Barnabas Health and other facilities

� CoMorbidities
◦ Select the grouping that is appropriate, 
◦ If the patient falls into multiple groupings, select all 
that apply

Modified LACE Tool (continued)
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Next step

� In the General information section of the 
Admission History Adult, complete the 
following:

Scoring

� The Modified LACE tool will 
automatically generate a score based on 
the responses. 

� If the Modified LACE tool score is 11 or 
greater AND at least one of the 
conditions is selected in the 
‘Demonstrates Signs and Symptoms … ‘ 
section, THEN the IPOC – High Risk 
Transition will be recommended. 
◦ Note: The IPOC is currently in the final stage of development
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IPOC - High Risk Transition

Initiate the recommended IPOC

Please submit your questions for the moderated 

question and answer session into the chat box.

Q&A
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Upcoming Calls and Webinars

Cohort 2:

• Community Call 3: Wednesday, Dec 9th from 12-1pm ET

Webinar 2:  Wednesday, August 19th from 12-1pm ET

Webinar 3:  Wednesday, December 2nd from 12-1pm ET

pnp@lists.acc.org

cvquality.acc.org/patientnavigator

Thank You!


