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Transitioning Levels of Care  



Vision & Analysis 
 Reduce the Percentage of Congestive Heart Failure 

(CHF) Readmissions (all causes) 
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A Collaborative Vision 

Transitioning Levels of 
Care (TLC) Collaborative 

 
 

Acute Care Units:   

4 South & 5 South 

Home with 

CHF Clinic 

Follow-Up 
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TLC CHF Team 
Core Team Members and Roles 

Project Manager:  Paula McKee RN, Quality Manager 

Facilitator/Data Management: Doreen Ward RN, UM Coordinator/Supervisor 

Clinical Champions: 

Stephanie McCagg MSN, RN-BC Primary Care and Medical Specialty Nurse Manager 

Karen Bailey APRN Cardiology Clinic 

Anna Perkins, Dietitian 

Dr. Sara Allman Assistant Chief, Medicine 

Dr. Vikas Virkud, Chief, Cardiology 

Dr. James Allman II, Clinical Pharmacist 

Leadership Support: 

Dr. Jeff Breaux, Chief of Staff 

Cathy Locher RN, Associate Director/Nursing Services 
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Team 
Additional Team Members and Roles 

 
Gail Workman RN, Inpatient Care Manager 

Gail Spears RN, Associate Chief Nurse – Inpatient 
William Barnette RN, AA to the Chief of Staff 

Cora Hosey, Cardiology Supervisor 
Nola Conley RN, Associate Chief Nurse – Ambulatory 

Jerry Nelson RN, Inpatient Care Manager 
Sandra Shaw RN, Research Nurse 

Jeanine Bledsoe, Social Work 
Jana Studeny RN, Nursing Clinical Informatics 
Robert D. Thompson, HBPC Program Director 

Tammy Winters RN, CC/HT Lead 
Dr. Joye Martin, HBPC Physician Director 
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AIM Statements 

• By September 1, 2011, 80% of inpatients with a primary diagnosis of 
Congestive Heart Failure will have the CHF Order Set initiated within 1 day 
of admission.  

 
•  By 9/30/11, the average length of stay (ALOS) for inpatients with CHF 

transitioning from acute care to home with Cardiology Clinic follow-up will 
be reduced by 5%. 

 
•  By 11/1/11, Cardiology Clinic will have sustained capacity for 6 months in 

seeing 80% of CHF patients at high risk for readmission within 7 days of 
discharge from acute care. 

 

• By 10/1/11, 80% of CHF patients at high risk for readmission will be seen 
by the new Cardiology "CHF" Clinic within 7 days of discharge from acute 
care.  (High risk for readmission is defined as inpatients with acute or 
decompensated CHF) 
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• Clinical Aim:  By 9/30/11, the rate of 
readmission for CHF patients will be 
reduced by 25%. 

 

• Completed Kit Aim: Patients 
transitioning from acute care to the 
Cardiology Clinic will have a complete kit - 
40% by 7/1/11. 

 

AIM Statements 
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Mapping the Process 

8 5/16/2012 2011_IF-T_Reducing CHF Readmissions Through Effective Transitions 



9 5/16/2012 2011_IF-T_Reducing CHF Readmissions Through Effective Transitions 



CHF pt  enrolled  Cardiology Clinic:           

1
st
 visit-  Day 7 post DC (primary Dx 

CHF) or as determined by Cardiology

Evaluated by 

Nurse Practitioner/

Cardiologist

Assess- meds, wt, 

I&O; vital signs

Provide/reinforce 

CHF (booklet, 

magnet, log sheets 

etc) as needed; 

Conduct Pt Educat

CHF condition 

stabilized?

> Continue Cardio clinic visits as needed

> Evaluate/determine need for other 

resources (HBPC, CCHT, etc)

YES NO

PCC appt w/n 1 month 

(unless specified by 

Cardiology) 

PCC Nurse Care Manager 

(or HBPC Nurse 

Practitioner) will contact pt 

w/n 1 wk-assess status & 

address issues

Continue f/u with PCC 

as directed and as 

needed

Transitioning CHF pt                                   

from Cardiology Clinic to PCC

2/24/2011 

dlw

Co morbid 

conditions? 

(i.e.COPD)

YES NO

 Document 

> SBAR hand-off information   

> Identify co-signers-Nurse Care  

   Manager (for HBPC-Nurse  

   Practitioner) & PCC provider to  

   receive View alerts 

Will also be 

Co-Managed 

by PCC

Will be Primarily 

managed by 

Cardiology until 

CHF stabilized

Document 

>PCC Nurse Care Manager or 

HBPC NP records patient’s 

comments, status, etc. and 

pending issues/needs

PCC appt as advised by 

Attending provider upon 

inpatient discharge 

PCC will assess/treat 

co morbid condition, 

co managing with 

Cardiology
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MAP – CHF Clinic/Group Education 
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Measurement 
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Complete Kit at Discharge 
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Mar  
2011 

Apr 
2011 

May  
2011 

Jun  
2011 

Jul  
2011 

D/C Instruction Sheet 
100% 100% 100% 100% 

Pt Centered Medication List 
97% 100% 86% 100% 

CHF Education Booklet 
Reviewed with Pt 

26% 8% 21% 71% 

CHF Order Set 
Implemented 

39% 21% 57% 82% 

CHF Clinic Appointment 
within 7 Days of D/C 

9.5% 10% 22% 46% 59% 

Overall Compliance 
9.5% 5% 8% 21% 47% 



When Aggregate 

Data Isn’t Enough 
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Patient Case Study 
• 7/20/11 – 7/22/11                

– Cardiology consult on 7/20/11                   

– Seen by Cardiology on 7/20/11 and f/u on 7/21 and 7/22/11 

• 8/19/11 – 8/21/11                

– CHF Order set consult on 8/19/11             

– Not seen by Cardiology 

• 8/25/11 – 8/29/11               

– CHF Order set consult on 8/26/11              

– Not seen by Cardiology 

• 8/30 – OBS to admission       

– CHF Order set consult on 8/30/11 

– Patient transferred from a community facility with chest pain & pulmonary 
edema            

– Palliative Care Consult ordered for end stage CHF                                      
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Change – PDSA Cycle 
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CHF Clinic 
If you build it……….. 

CHF Clinic Hours:   
 

Patients are seen in 
Cardiology Clinic on 

additional days if needed. 
CHF Clinic is on Fridays, 

allowing for expansion into 
the morning hours for the 

clinic if needed.   
  

Once weekly x 1 month 
Once a month x 3 months 
F/u in 3 months if stable 

 
Hours:  1 p.m. to 4:30 p.m. 
with capacity to expand into 

the a.m. hours 
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Actions Taken 

 CHF Clinic – established December 2010 
 Scales – distributed through Prosthetics w/order 

from Cardiology 
 CHF Order Set – Multidisciplinary Consult – 

Implemented January 2011 (Pharmacy, SW, Nutrition, CCHT, Rehab, & 
Cardiology) - NOTE:  The CHF Order set has since been expanded to 
include Palliative Care, Code Status, Medications, etc.   

 Patient Education: 
◦ Pocket shopping guide with Dos and Don’ts to 

remember  
◦ Foods to Avoid or Limit handout 
◦ Living with CHF – A Patient’s Guidebook 
◦ Managing Heart Failure Refrigerator Magnet  

19 5/16/2012 2011_IF-T_Reducing CHF Readmissions Through Effective Transitions 



Actions Taken 

 Daily Review of Discharges & Notification  

 to Key Staff 

Patients not scheduled for CHF Clinic 

Special reviews 

 Director’s Morning Report – Included in UM Report 

 Director’s Staff Meeting Presentation – April 2011 

 UM Shared File with Care Managers – Ensure staff 
can identify inpatients with CHF 
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Actions Taken 

Orientation for Home Based Primary Care 
(HBPC) staff 

 

Article for Health Beat – Patient Newsletter 
(publication pending) 

 

View Alert to the Inpatient Care Managers 

 

CHF Health Summary 
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Shopping Pocket Guide 
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Sustain the Gains 

• Reinforcement with Inpatient Providers 

• Continuous monitoring and feedback 
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Spread 

• Sharing with others 
– Note:  OHI CAP Review Guide Coordination of Care – Heart 

Failure October 2011 

• Establishment of a Pneumonia Clinic 

• Group Appointments 

– On site at the Medical Center 

– Via TeleHealth for CBOC and State Veteran’s 
Home Residents 

– Cardiology Education – Fridays at 1 p.m. 
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Lessons Learned 

• Active leadership support & physician 
involvement is necessary 

• Share current data & provide continuous 
feedback to your stakeholders 

• Get the word out!  Staff understanding is 
essential for buy in. 

• Encourage early intervention.  Discharge 
planning starts in the Emergency Department.  
Don’t wait! 
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More Lessons Learned 

• Develop a contingency plan before you 
need it.  Plan while you still have capacity. 

• Use the resources you have available. 

– Evidenced Based Journal Club – provided 
literature reviews 

– Utilization Management – established a 
shared file for the inpatient Care Managers & 
Cardiology staff to assist with identifying CHF 
patients 
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Sing the Same Tune! 

Continuity across 

all services.   

Remember:  It’s a 

team within a 

system that is 

providing care, not 

just one individual! 
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Serving Our Nation’s Heroes 
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A Final Thought 

• We learned to 
share as 
children, so here 
is our chance to 
do what our 
mothers told us 
to do……… 
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Contact Information 

•Paula.McKee@va.gov 

•Doreen.Ward@va.gov 
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QUESTIONS? 
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