Patient Navigator
Program

Community Call #2- Cohort 2
July 22, 2015

Quality Improvement
for Institutions

Community Call Agenda

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 * |dentifying 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
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Submitting Questions

Patient Navigator
Program

Please submit your questions for the
moderated question and answer session into
the chat box at anytime during the webinar.

® | Quality Improvement
for Institutions

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
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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)
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Centra Programs

* Phase Il - located at Cardiologist Office
* Phase lll - located at local YMCAs
* Phase IV - located at local YMCAs
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Cardiac rehabilitation patient referral from an inpatient setting

My Hospital R4Q us Host:::’Echs 50th us Hospp:;ct?ls 90th
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AMI Disease Specific Certification by The Joint
Commission

Performance Measure -
Cardiac Rehab Referral
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Cardiac Rehab Referrals M1 2010/2011/2012/2013/2014/2015(YTD)
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Cardiac Rehab MI Referrals
Participation Rate 2014

100%

20% -
10% -
0%

Series1 ~ 64% 55% 33% 59% 40% 57% 59% 50% 47% 63% 53% 55% 53%
Series2 55% 55% 55% 55% 55% 55% 55% 55% 55% 55% 55% 55% 55%
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CHF Cardiac Rehab Referrals

43 referrals from CHF Clinic and 32 patients
participation 2015 (YTD)

71%
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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
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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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Indian River

Medical Center

Patient Navigator Program
1st Quarter Initiative Review
Diane Loveday R.N.




Patient Navigator Program

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

Indian River
Medical Center

Processes Developed

» 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

Indian River

Medical Center




Risk Assessment Tool

ADMISSION ASSESSMENT ENHANCEMENT - Start Date 1/15/2015

1) Admission Assessment: for HAND, RAIL - Visit10: 10100440 - Location: AN/487/ A- DOB: 10/10/1975 - Unit Type: Med / Surg
ADHT | ADLIDCEEDS | VACGIES | v AOHT SCREDN | ADWIT SCREE I |5y | eac )
B I " Entry For Date: 0140912015 1627

New Heart Failure / AMI Risk Assessment Screening Tool - Found
in Admission Assessment

S
_____Complete New Tool for
Primary Dx. of HF or AMI

If score is 3 or >
Submit Consult Order to
CHF RN and Case Mgmnt.

ota scorer +Fhis 4%'“' allow for focused
ante 7 imtervention and services
e aimed at preventing

readmission

Consul CHE [ AR a

Indian Ri;er

Medical Center

Risk Scoring el
» Identifies high risk s
patients on admission || e = [
» Assessment provides | (== = = fEmgs
a priority referral to | ot
Case Manager and :‘—:‘.m“:. ffﬁ
Patient Navigator T l =T E:_—E
» Previous compliance - e
0% =
» Current rate — 70% e
» Goal - 95%




Pharmacist Medication
Reconciliation and Counseling

M iliation for CHF/AMI patients

» Pharmacist to S e
review all

patient

1
i

medications, make =
) recontie! Conuat |
recommendations mem ] =) TEs
and council patient = S
prior to discharge o l
‘external Identify
. working || extematl
» Previous s n—

compliance - 0
» Current rate — 30%
» Goal-90%
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Indian River

READMISSION ASSESSMENT CRITERIA
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11g7731

W

h Indian River
Medical Center
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Readmission Assessment Tool

Indian River

Medical Center

Bridging with Extended Care
Facilities

» 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%

Indian River

Medical Center
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Discharge Planning

» October 2014-March 2015 : 66 readmissions

> 19% expired or transferred to Hospice care on 2"
discharge

> 21% had an upgrade to their plan on 2" discharge
» Concerns

° 42% of these patient had gone home without any
services on their index admission

> 59% had no change to their plan on 2"d discharge

m Indian River
Medical Center

ldentification of Palliative Care
heeds

» 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 Il or above
> Hospitalization in the prior 6 months
> Prolonged Hospitalization > 7 days
> Uncontrolled symptoms

—~—
Indian River

Medical Center

14



Utilizing Observation Status

» Identify readmits in ED
» Work flow development in progress

Schematic to
identify and .
appropriately i :
disposition and Discharge Hospltalize w
treat those patients Y i
at hlgh risk for S Home | [ HM Physician |<’

readmission /\

Expanding Heart Failure Clinic

services

» 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

Indian River

Medical Center
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Readmission Rate

» Pre Patient Navigator Program
December 2013- May 2014 19.5%

» Post Patient Navigator Program
December 2014- May 2015 17.25%

» 2.25% reduction

Indian River

Medical Center

Needs for Advancing to the
next level

» 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

Indian River

Medical Center
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Contact Informaton

Diane Loveday, RN
Heart Failure Acute Ml Care Coordinator
Indian River Medical Center
Diane.Loveday@irmc.cc
772-567-4311 ext. 2234

Indian kiver

Medical Center

Monica Feinberg, RN, BSN
. Newark Beth Israel Medical
Center

LACE Tool

== Barnabas Health
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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

Goal:

* Prevent patient readmissions

¢ |dentify 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

¢ |nitiate 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

EEUEENEIN then select Patient Visit

go ta the Menu -Patient Information Tab B&

Patient Demographics | Wist List = PFR Summary

Patiert Demographics | ViskList | PR Summary

Location
TES 6202 A

Discharge Date

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

Modified Lace tool

Comarbidities Definition Reference
Length of Stay of the O Less 1 day © 46 days 5 . .
Prior Admission O 1day © 713 daps Comarbidities Grouping 1
. Disbates melitss witout known Compitatons (Trasted with
(Only for A Prior O 2 days O 14 or more days Digbstes Medication.
Admission within The - - . |C 3das © Not appiicable Pt o s i
Last6 M hs) o Hemplegia/Paraplegia)
without Nead for
CABG)
Emergency room visits O 0 visits O 3 visits Parjphars! Vasculsr Dis8ss6 (Jntermittsnt Clsudsten, Como rb ,d ,ty
s Pariph. Arterial &) for insufficiancy, , Acut N
(within past 6 months) |01 visit © 4 or more viske el ooty st Aoy (ot s em)
O 2 visits Ukar disease (Patiants who have required traatment for SeIeCt a” that
PO}
Comorbidities Grouping Z
B . Lapply
Prasent Acute (O Inpatient Congastve Heart Failre (Disstolc or Systolic CHF Requirhg

Admission

Comorbidity: Past or
Present lliness

LACE Score

O Observation

- |CINo prior history
- | O Comarbidities Grouping 1
. |C] Comorbidities Grouping 2

[ Comorbidities Grouping 3
[ Comarbidities Grouping 4
[ Comorbidities Grouping 5

L

Note:There may be slight changes to the

wording in the left hand column in the future

Any Qhroni Medical Theraoiss)

Ohvonic Obstructie Puimonsry Disease (Dvoni Lung
Disoase (Ohronic Bronchitis, Emphysems, Asthms) That
Requras Chronic Uss of ary Inhaler)

Mild Liver Disease (Chrhosts without PHT, Chonic Hepatiis),

Cancer (Any Solid Tumor, Leukemia, Lymphoms; Exchices
Norr-Melanome Sk Cancer. or i sit Cervical Cancer)

Dishates Maibts with Ary Typa of Relsted Compication
Moderste or Savers Rens| Disesse (Crastnine >3 mg%
(265 umolfl), Dislysis, Transplantation, Lremi Synchome)
Comarbidities Grouping 3
Dementia (Chronic Cogritive Defici),
Connective Tissue Disease (SLE, Polymyositis, Mixed CTD,
Polymyalgls Rheumstica, Moderate to Severa RA)
Comorbidities Grouping 4

Modierate - Severs L ar Disessa (CrThosss with PHT +/-
Varieal Bleoding)
IV Infecton (with or without AIDS)
Comorbidities Grouping 5
2nd Matastatic Solkd Tumor: Seif-Explaning
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Modified LACE Tool

¢ Previous Admission section:

o |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
e 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)

Medications Screening Tool

Patient Response to "I C Agres Completely
Feel That The O Agree Somewhat
Medications I Take ) Disagres Somewhat

Help Me and Are O Disagres Completel
Needed to Treat My
Health Problems.”

Patient Response to O Never
Question "When You O Once AWeek
Are at Home/Work,
How Often Do you Skip
or Cut in Half Doses of
Your Medications?

O Twoto Thiee Times A Week
O Mot Than Theee Tirmes A Week

Patient Response to 3 Havea

"How Often Do You
Experience Side Effects
from Your
Medications?"

O Decasionsly
O Awaps
Score

Patient Response to ; g:ﬁ:rm
"How Difficult Is It for
You to Obtain Your

Medications?"
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Next step

¢ In the General information section of the

Admission History Adult, complete the
following:

Demonstrates Signs, Symptoms of the Following
Condition

] None stated

[ Acute coronary syndrome
] Asthma

[ Heart failure

] Preumonia

] Stroke

] Venous thromboembolism

Scoring

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

¢ If the Modified LACE tool scoreis || 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

IPOC - HIGH Risk Transition (Initiated)

Last updated on: 04/10,2014 09:02 EDT _ by: Pirl RN, MaryCarol

B Outcomes
Prevent Re-Admission Through Education & Folow-Up
Ensure Patient Capable of Maintaining Care Outside the H.

5 Interventions

1) Social Work Assessment for PsychosacialfFinancial Factors

M (3 Referralto Socia Worker Ordered
Call PCP Office [Notify of High Risk Admission
W {3 oty FCP o Hioh Risk Adrmission Ordered
Provide Disease Education with Teach Back.
W [ Disease Ecucation with Teach Back Ordered
a] Plans For Prescription Roting
W4 B Plans for Prescrition Reuting Ordered
M) Pharmacy Reviswed Medication Purpese, Compliance and ...
M} Evaluts For Post Acut Services
W [ Referralto Case Hanagement Ordeted
4 KR r
A] Ordered DVE Reauired For Dischargs Completed
M (B order DME Reured for Dicharge Ordered
A] Schedule PCP Appointment Within 7Days of Discharge
W [ Referralto Case Management Ordered
M [ Referralto socil worker Ordered

Activated, By Phase End
Activated, By Phase End

Activated, 04/10/2014 0900 EDT - Phase End
Pricrity: Routine, for Psychoscoial and Financial Assessmert, 04]10/14 50000 EDT
Activated, 04/10/2014 09:00 EDT - Phase End
04/10/14 3:00:00 EBT
Activated, 04/10/2014 09:00 EDT - Phase End
04710/14 %:00:00 EBT, Stop Dete: 04/10/14 9:00:00 EGT
Activated, D4/10/2014 09:00 EDT - Phase End
04/10]14
Actvated, 04/10/2014 09:00 EDT - Phass End
Actvated, 04/10/2014 09:00 EDT - Phass End
Roting, Reass: Evaliation for Post Atuts Services, 04/10/14

i i

Activated, D4/10/2014 09:00 EOT - Phase End
04/10/14 9:00:00 EDT

Activated, D4/10/2014 09:00 EDT - Phase End
Priorty: Routing, Reason: Schedule PP Follow-Lp Appainiment within 7 Days, 04/10/14 9
Priorty: Routine, Reason: Schedule PCP Follow-Up Appainkment with 7 Days, 04/10/14 2

atient Navigator
rogram

Please submit your questions for the moderated
qguestion and answer session into the chat box.

Quality Improvement
for Institutions
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Upcoming Calls and Webinars

Cohort 2:
¢ Community Call 3: Wednesday, Dec 9" from 12-1pm ET

Webinar 2: Wednesday, August 19t from 12-1pm ET
Webinar 3: Wednesday, December 2™ from 12-1pm ET

Quality Improvement
for Institutions

Thank You!

Patient Navigator
Program

pnp@lists.acc.org

cvquality.acc.org/patientnavigator

Quality Improvement
for Institutions
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