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BACKGROUND Methodology

Heart failure continues to pose significant clinical and operational challenges, particularly in
hospitals with high readmission rates. Motivated by performance improvement goals and
evolving value-based care models, this project was initiated to enhance transitional care by
integrating evidence-based accreditation standards, emerging technology, and real-time
analytics into the heart failure management process.
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PROBLEM STATEMENT

This project sought to reduce Heart failure (HF) to HF readmission rates and premature
discharges by 20% and 15%, respectively, from a baseline of 48.7% and 30% by Q1 2025
through the use of the American College of Cardiology (ACC) HF accreditation framework,
advanced technologies, and data-driven analytics.
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Concl us lons BodyPort Cardiac Scale Congestion Flags Addressed (October 2024 to March 2025)
T Swmh mowm IS Zhm This project showed that integrating accreditation standards, remote monitoring, and data analytics can
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significantly reduce HF readmissions, premature discharges, and mortality. Key takeaways include the
importance of agile implementation and cross-team collaboration. Future steps include expanding remote
monitoring and reassessing and refining interventions by leveraging our data, tracking our progress, and
integrating additional innovations. Our model offers a scalable solution that could benefit other institutions -~ . ' * '

seeking to improve heart failure outcomes. R

Value Proposition

This initiative delivers measurable value across the healthcare continuum. Patients benefit

from improved outcomes and fewer readmissions, reducing both clinical risks and personal
. - Take-Home Message

healthcare costs. For providers and payers, the program enhances care efficiency and

satisfaction while supporting stronger cost controls through proactive monitoring and timely Early intervention through data-driven, remote monitoring, guided by structured accreditation standards, can

intervention-ultimately contributing to reduced system-wide spending and improved significantly improve heart failure outcomes and reduce readmissions. Integrating agile, patient-centered 2021120 e i

population health. strategies into routine care empowers teams to deliver more efficient, proactive, and impactful care. Bk e, - e BIERLIENTS AU MBeRas o LA L O e e
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