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Webinar 3

December 2, 2015

Time Topic

12:00pm Welcome and Introductions

12:05pm Early Follow-Up

12:25pm Q&A

12:35pm Readmission Risk Assessment

12:50pm Q&A

12:57pm Wrap-up and Next Steps

How this webinar is organized
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Navigator Hospitals- Cohort 1

• Advocate Sherman Hospital Elgin, IL

• Christiana Care Health Services 

Wilmington, DE

• Einstein Medical Center 

Philadelphia, PA                              

• Huntsville Hospital  Huntsville, AL

• Indiana University Health 

Methodist Hospital  IN  

• MedStar Washington Hospital 

Washington, DC                 

• Montefiore Medical Center  New 

York, NY                                                          

• Providence St Vincent Medical 

Center  OR

• Ronald Reagan UCLA Medical 

Center CA

• St. Mary’s Hospital  Waterbury, CT                                                                                           

• Trident Health Charleston, SC

• Vanderbilt Heart and Vascular 

Institute  TN                        

• VCU Pauley Heart Center Richmond, 

VA

• WakeMed Hospital Raleigh, NC

• Western Maryland Health System 

Cumberland, MD

• Wyoming Medical Center Casper, WY

Navigator Hospitals-Cohort 2

• Aurora BayCare Medical Center Green 

Bay, WI                                                                                   

• Baptist Health Louisville Louisville, KY                                                                                     

• Barnes Jewish Hospital St. Louis, MO                                                                  

• California Pacific Medical Center, San 

Francisco                                                                                           

• Centra Lynchburg General Hospital 

Lynchburg, VA                                                                                                                

• Fairview Hospital Cleveland, OH   

• Indian River Medical Center Vero 

Beach, FL                                             

• Mercy Hospital  Portland, ME                                                              

• Mercy Medical Center- Des Moines, IA                                                          

• Newark Beth Israel Medical Center, 

Newark, NJ

• Olathe Medical Center  Olathe, KS

• Renown Institute   Reno, NV

• Scott & White Healthcare  Temple, TX                                                                                         

• St. Vincent’s Medical Center 

Bridgeport, CT

• Multicare Tacoma General Hospital 

Tacoma, WA

• University of Colorado Hospital  

Aurora, CO

• University of Utah Health Care  Lake 

City, UT                              

• UT Southwestern Medical Center  

Dallas, TX

• West Jefferson Medical Center 

Marrero, LA
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Please submit your questions for the 

moderated question and answer session 

at anytime during the webinar.

Submitting Questions

Heart Failure Follow-Up

Renown Regional Medical Center 

Patient Navigator Program
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Renown Regional Medical Center

Reno, Nevada

7

• 802 bed flagship of a locally 

owned and governed, not-for-

profit health network 

• The only Heart Attack Receiving 

Center and Trauma Center in 

Northern Nevada

• Serving an 80,000 square mile 

catchment area

•Receiving patients from 29 rural 

referring hospitals

• Rural Nevadans comprise 40% of 

our patient population

THROUGH 18 BOARD 

CERTIFIED 

CARDIOLOGISTS

Problem

• Unable to consistently schedule 7 day heart 

failure follow-up appointments
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Plan

• In 2013, we conducted a rapid process 

improvement workshop (RPIW) to evaluate our 

process for HF admissions

• Analyzed from the time of admit to 30 days post-

discharge

• Formed a team including staff who make appointments

• Measured the process

• Perception/reality

• Ideas documented
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Process in 2013
• RN was responsible for scheduling

• Baseline: 62% HF patients leaving with follow-up 
appointment in 2012

• RN was spending a significant amount of time on 
the phone, trying to arrange follow-up 
• 20 minutes average time spent

• RN Heart Failure Navigator was spending a 
significant amount of time daily, arranging follow-
up appointments

• We realized that this process was not working 
(we were not consistently getting appointments 
made) & this was not the best use of the RN’s 
time (RN could be providing HF education)

Assessment of the State in 2013

• 80% of our patients follow up within the 

Renown Health organization

• Integrated EMR

• Centralized scheduling dept. that had capacity 

to absorb scheduling of follow up HF 

appointments
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Idea Form

DO

 

 

 
 

 
 

 

 

 
 
 

Algorithm for 

schedulers to 

follow for CHF 

patients. 

 
Patients to be seen 

at a follow-up 

appointment 

within seven days 
of discharge.  

Renown 

Cardiologist 

Outside 

cardiologist 

Renown PCP 

Outside pcp 

Outpatient 

heart failure 
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Do

• Goal: Assign task to appropriate role 

• Everyone working at the top of their license

• RN inputs an order in electronic medical 

record for HF follow-up appointment

• Order routed to the Renown Call Center
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Do

• Appointment is entered into the EMR and is 

visible in the Discharge Navigator 

Do

• RN prints the After Visit Summary and reviews 

with patient and family or caregiver
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Study
• Measure

• Appointment made within 7 days 

• Documented on the After Visit Summary

2012 Baseline: 

62%

2015 Jan – Sept

79%

Act

• We have 20% of patients outside of the 

Renown system

• Measure the number of patients who attend 

the follow up appointment within 7 days

• Validity of data is currently in question       

(51% attendance)

• Analysis of barriers for non attendance
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Renown Regional Medical Center

• Wende Schwake, BSN, RN, CHFN

– wschwake@renown.org

• Jessica Frank, MSN, RN, CCRN

– jfrank@renown.org

• Karen Meskimen, DNP, RN

– kmeskimen@renown.org

21

7 Day Post Discharge 
Appointments
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Actions

Care Transition Clinic (CTC)--Hospital wide initiative to reduce readmissions

• No charge, NP follow-up visit within 72 hours

• Medication reconciliation/ensure follow-up plan

Physician Offices

• Worked with physicians offices to open f/u appointment time slots

• Worked with Cardiology group to develop protocol for 3-5 day f/u for 

CHF & AMI patients 

Process for making f/u appointments

• Unit clerk makes PCP and any specialty physician appointments and 

documents it in the chart

• Discharge nurse provides documentation of appointment to 

patient/caregiver with D/C papers

• Any refusal to schedule appointments is also documented 

After Hour/Weekend Process

• Created process to make appointments after 

hours & weekends through the nursing staff office 

for CTC 

Developed Heart Failure Resource Center

• NP led outpatient clinic for Heart Failure patients

• Inpatient HF nurse makes referral and arranges 

appointment prior to discharge

Actions
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• Not all physicians able to accommodate 

timely appointments

• Staff turnover ---EDUCATION IS KEY

• Patient complaints of too many 

appointments

• Transportation

Challenges

GWTG HF Registry Data 

West Jefferson Medical Center
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Please submit your questions for the 

moderated question and answer session.

Q&A

AMI Readmission  Risk Assessment

Eleanor Rawls, BSN, RN, CCRN

AMI & Chest Pain Program Manager

Marian Uy, BSN, RN, CCRN CHFN

HF & Structural Heart Program Manager
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Readmits on the rise for AMI 
Patients

S At the end of 2012 we had an increase in our AMI 

readmissions

B The % of readmissions was high enough that we had 

a reduction in our DRG payment that cost the hospital 
$$$

A Retrospective analysis on these patients and develop 

means for early identification

R Utilize risk assessment tool  & other strategies to 

assist in lowering AMI readmission rate
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Initial tool

Lace Tool Scoring. (2013). Retrieved from http://www.besler.com/lace-risk-

score

Readmission Risk 
Tool Development

Our team of dedicated nurse clinicians & 
abstractors reviewed the readmission charts 
and observed consistent findings:
� Age

� Socio economic status

� Psychosocial status and family history

� Payor mix

� Diagnosis of NSTEMI  more prevalent in our readmission 
population

� Many of readmitted patients had multiple comorbidities

32



17

Early Readmission Risk 
Stratification Tool

Initially Started Sept 2013  

January 2014 WakeMed selected as participant 
in ACC AMI-HF Patient Navigator Program

33

Accuracy of tool

Initially selected value of 6 for risk

Time frame # of 

readmits

# readmits 

score >/= 6

# of 

readmits 

not 

screened

Readmit risk 

score to actual 

readmit on 

screened 

patient %

Jan- Mar 2015 15 12 2 92.31%

Apr-Jun 2015 21 16 3 88.89%

Jul-Sep 2015 8 5 3 100.00%



18

Daily Chart Reviews

Concurrent review of inpatients for education needs/ 
deficits and deploy resources to meet those needs

35

Daily Screening and Scoring tool
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Most Recent AMI 30-Day 
Readmit Data

Outcome
FY 2016

NO REDUCTION IN DRG PAYMENT!!!
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Next Steps

� Apply same tool for use in Heart Failure patients

� Implement tool in our Electronic Health Record (Epic)

� Ongoing collaboration with team members for 
additional strategies to reduce readmissions
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Please submit your questions for the 

moderated question and answer session.

Q&A

Upcoming Calls and Webinars

Cohort 1: 

• Community Call 4: Wednesday, Feb. 10th from 12-1pmET 

• Community Call 5: Wednesday, August 10 from 12-1pmET 

Cohort 2: 

• Community Call 3: Wednesday, Jan 20th from 12-1pmET 

• Community Call 4: Wednesday, June 29, from 12-1pmET 

• Community Call 5: Wednesday, September 14th from 12-1pmET 

Webinar 4: Wednesday, May 11, from 12-1pmET 

Webinar 5: Wednesday, November 9th from 12-1pm ET 
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pnp@lists.acc.org

cvquality.acc.org/patientnavigator

Thank You!


