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Objectives

The value of cardiopulmonary rehab in Healthcare and
how to have conversations with key people

Population health and how this impacts the care we
deliver across the continuum

Quality, performance measures and how to utilize data to
Invoke change

Practical strategies to implement value-based care
principles in any rehab setting
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What i1s Value-Based Care?

VALUE
BASED
CARE

What is Value-Based Care? What Does it Mean for Oral Health Care? Boston, Massachusetts:

DentaQuest; 2019. Available on www.DentaQuest.com

Ay
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http://www.dentaquest.com/

VBC: a change in care delivery

Value-based care is delivering the best quality patient
care with regards to the cost of that care through data-
driven analysis and service improvement.

How can we modify or tailor the way we are currently delivering care to
Cardiac & Pulmonary patients to:

= Optimize program outcomes

= Maintain costs

= Optimize efficiencies

= Improve patient & staff experience?

Defined by the AACVPR- HCRC Subcommittee -VBC Workgroup

AACVPR
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VBC Defined by

Patients in CR
& PR

CR & PR
Clinicians &
Teams

CR&PR
Care
Delivery
Systems
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Fee-for-Service vs. Value-based Care

JFee For Service
* Productivity
* Billable units
dValue Based Care
+ Value = Quality/Co

S37TH ANNUAL MEETING



Application of VBC

VBC in simple terms:

A Balancing Act [ Patients ] [ VBC ]
Achieving Value, ~
Quality & Cost o
. Cl How Valuable js jt?
desired by the nictans Pleisit ?
stakeholders in the onet desired
CR & PR practice { Care Qualty
Delivery
) Systems At what cost? ABNA
Value = Quality & J
Cost |




Value Based Care in CR and PR

The AACVPR value based care initiative provides resources which
assist cardiac & pulmonary rehabilitation professionals to:

Assign accountability

Target efficiencies

Strategize operational transformation

Restructure the care delivery model

Implement effective technology solutions in management
Improve the patient and practitioner experience

https://www.aacvpr.org/Value-Based-Care
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AACVPR

American Association of Cardiovascular
and Pulmonary Rehabilitation

Promoting Health & Preventing Disease

Affiliate Link:

« Joint Affiliate
membership

« Outstanding Affiliate
Award

Strategic Relationships
* Million Hearts Campaign CR
Collaborative- strengthen
partnerships to advocate
increasing CR Referral,
Enrollment & Adherence

Associlation Priorities

Advocacy
* Accessibility

* Fiscal viability
* Regulatory impact
* Value Based Care
« Roadmap Two Reform
Education

— Lawmakers

Certification/Reqistry/PM

* Online cert application

» Experts panels

« National registry development
« Outcomes tracking

Provide * Performance Measures
— Consumers
Education Research and Innovation
 Webcasts  Evidence-based care
* Best Practice * Define standards
Essentials series » Credibility
* Annual Meeting » Instigating change
* Web site » Position papers

* |nnovation Award



Value Based Care Resources

Value-Based Care

Quality patient care is at the core of all we do. Delivering value-based care means providing the best quality patient care with regards ta the cost of that
care through data-driven analysis and service improvement. The value-based care initiative provides resources which assist cardiac and pulmonary
rehabilitation professionals to:

» Assign accountability

» Target efficiencies

» Strategize operational transformation

» Restructure the care delivery model

» Implement effective technology selutions in management
+ Ultimately improve the patient and practitioner experience

This webpage contains comprehensive resources For CR and PR professionals aiming to implement value-based care practices at their Facility. Click below
For webinars, articles, turnkeys, and supplemental resources. AACVPR members can access additional resources in AACVPR Central.

Turnkey Enrollment and Adherence Strategy Documents

These turnkey strategies are valuable resources for improving your cardiac and pulmonary rehabilitation program

oo ]

https://www.aacvpr.org/Value-Based-Care

Change Packages

In 2018, AACVPR red with Million
Million Hearts and the CDC released the Tobacco Cessation Change Package
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Value-Based Care at the AACVPR Annual Meeting
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NEW Resource!

Hearts « The Hypertension Control
Change Package, 2nd
Edition Iis a new resource
for professionals to utilize
with their patients.

Hypertension
Control

CHANGE PACKAGE

Second Edition

o
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AACVPR Strategic Initiative

Goal #2: Program Quality and Sustainability

o AACVPR will drive program sustainability through integration of VBC
and quality initiatives by engaging professionals and programs
o By Q3 2021 (Value Based Care) develop a “session in a box” for
affiliates to provide VBC presentation at the local level that is
consistent with the national message
o Utilize an outline and framework developed in collaboration with
VBC and affiliate leaders at ALF (session objectives, agenda, slide
outline). Approved for credits
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Why Session-in-a-Box?

« Concise, easy to follow presentation for CR & PR
professionals to use to explain VBC concepts to key
stake holders.

* Learn VBC strategies related to administration,
population health, outcomes & value to drive change in
rehab

AACVPR
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Session-in-a-Box Sections

* Administration
The process or activity of running an organization (rehab)

* Population Health

an interdisciplinary, customizable approach that allows health
departments to connect practice to policy for change to happen
local |y (https://www.cdc.gov/pophealthtraining/whatis.html)

 Qutcomes & Value

Outcomes are the changes you expect to result from your program
Value is the usefulness, or importance in comparison with something else

37TH ANNUAL MEETING AACVPR






What Metrics are Important, to Whom and Why?

» Payers/Hospital Administration

Cost per patient episode

Readmission Rate

Excess Days in Acute Care (readmission, ED, observation)
HCAHPS

Mortality

» Cardiac Rehab Programs

Number of referrals (including source)
Time to enroliment

Number of patients enrolled

Number of visits (total)

Number of visits (per patient)

Clinical Outcomes

S37TH ANNUAL MEETING
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Glossary of Terms

* In the session in a box, you will have a glossary of terms
to help you learn terminology that administration is
usually quite familiar with.

« As a clinician, they may not be in your normal vocabulary
and this will be a valuable resource for you to talk to
administration.

AACVPR
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AACVPR Website: Value Based Care
Turnkey Administration Strategies

*Reducing Hospital Admissions/Readmissions for Patients with COPD through Enrollment in
Pulmonary Rehabilitation
*COPD Patient Barriers to Adherence in Pulmonary Rehabilitation
+12-Month Cardiovascular Condition Episode (Bundle)
*Connecting with Psychosocial Providers
*CR Referral Performance Measures in a Quality Improvement System
Establish a Philanthropic Fund
*Group Screening
Inpatient Liaison for Outpatient CR [inpatient tracking form]
*Reduce the Delay from Discharge to Enrollment
*COPD Referral & Enroliment to PR

http://www.aacvpr.org/VBCRepository

—~AACVPR
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Plan-Do-Study-Act

The Plan, Do, Study,
Act (PDSA) cycle is a
method for rapidly
testing a change - by
planning it, trying it,
observing the results,
and acting on what is
learned. This is a
scientific method
used for action-
oriented learning.

PLAN

* Propose change idea

and how it will be
tested

* Predict what will

happen

ACT

* Share final reflections
* Conclude whether to

Adopt, Adapt, or
Abandon change idea

DO

* Implement change idea
* Collect data
» Reflect on how well the

plan was followed

STUDY

* Analyze data collected
* Compare results to

predictions

e Capture learnings



Plan-Do-Study-Act

« Slides relating to PDSA cycle will be included in the
session in a box presentation.

« The Plan-Do-Study-Act cycle is vital to present to
administration and to keep them informed of changes in
your program.

« Very rarely do projects get greenlighted with no further
oversight. You will report back to the
committee/administrator and show your progress/data.

AACVPR
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But How do | Collect all That Data?

We are all busy and sometimes data collections seems like
another task piled on our plates but...

- Data doesn’t always have to be collected at the
department level.

« Most hospitals are participating in outcome registries and
many of those have items directly relating to referrals,
attendance, and disease cohorts.

« Check to see what yours is doing, and how you can
leverage that to affect change in your department.

S37TH ANNUAL MEETING
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Program Level

How do | implement change within my program?

Listen to staff: what do they want to improve? Where do
they see inefficiencies?

Empower staff to make changes. Staff, ask your
supervisor/manager about making changes.

It can seem daunting with limited staff. Tackle one little
project at a time. Break bigger projects into smaller,
measureable steps.

AACVPR
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Review Progress

Remember to look at data points before and after your changes. Is it
making a difference?

Remember it may be as simple as doing chart reviews and marking whether
staff is following through on the changes.

Don'’t be afraid to change back to the old way if the new way isn’t working.
Or tweak the process even further and evaluate again.

AACVPR
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Administration Summary
Don’t be afraid to get out in the hospital! Show the great
work you are doing in the rehab setting.

Look to highlight the changes you have already made
without a directive.

Use the session in a box presentation from your state(s)
annual conference to drive change.

Look for examples in the value based care section on
the AACVPR website.

AACVPR
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Definitions

* Public Health: is the science of protecting and
Improving the health of people and their communities,
through promoting healthy lifestyles, researching disease

 Population Health: an opportunity for health care
systems, agencies, and organizations to work together in
order to improve the health outcomes of the communities

they serve
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Definitions

« Social Determinants of Health (SDOH): conditions in
the environments where people are born, live, learn,
work, play, worship, and age that affect a wide range of
health, functioning, and quality-of-life outcomes and
risks.

* Population Health Management: Improving clinical
health outcomes in a defined group of individuals
through improved care coordination and patient
engagement supported by appropriate care models

.~AACVPR
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Socilal Determinants of Health

Social Determinants of Health

Health Care
Access and
Quality

Education
Access and
Quality

Community &
Public Health

Housing | Food | Transportation
Employment | Social Connections
Safety

Clinical Services

. Preventative Care | Behavioral Health
Chronic Disease Management
Acute Care | Specialty Care
- ﬁ Neighhbc
and Built
Environme...

Economic
Stability

Socialand
Community Context

v

-~/ I*—::—«MC‘ -
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SDOH, PHM & CR/PR

Example Considerations for addressing SDOH to help

prevent ASCVD events

P—

Example Considerations

Cardiovascular risk

Adults should be routinely assessad for psychosodal stressors and provided with appropriate counseling. ="

B

Health literacy should be assessed every 4 to € y to maximize recommendation effectiveness.™"

Dt

In addition to the prescription of diet modifications, body size perception, as well as social and oultural influences, should be
mm_h’l TRTR R ]

Potential barriers to adhering to a heart-healthy diet should be assessed, induding food access and economic factors; these
factors may be particularly relevant to persons from vulnerable populations, such as individuals residing in either inner-city or
rural enwironments, those at sodoeconomic disadvantage, and those of advanced age® =" ®

Exercize and physical activity

In addition to the prescription of exercise, neighborhood emvironment and access to fadlities for physical activity showld be
mmd.l"l 1- W52 14059 141

Obesity and weight loss

Lifestyle cownsaling fior weight loss should incude assessment of and interventional recommendations for peydhosocial
stressors, sleep hygiene, and other individualized barrigrs " 147514

Weight maintenance should be promoted in patients with ovenweight/obesity who are unable to achieve recommended
weight loss.

Diabetes mellitus

In addition to the prescription of type 2 diabetes mellitus interventions, environmental and psychosodal factors, incduding
depression, stress, self-efficacy, and socal support, should be assessed to improve achievement of ghycemic control and
adherence to treatment.™ *F40 148

High bood pressure

Short sleep duration (<6 h) and poor-quality sleep are associated with high blood pressure and should be considered ™
Because other lifestyle habits can impact blood pressure, access to a haalthy, kow-sodium diet and viable exerdse options
should ako be considered.

Tobacco treatment

Social support is another potential determinant of tobacoo use. Therefore, in adults who use tobacoo, assistance and
arrangement for individualized and group sodal support counseling are recommendiad 158 1a

*Advanced age generally refers to age =75 years.
ASCVD indicates atherosclerotic cardiovasoular disease.




K& Chart Review

#% General Risk Score

0 - 3 Paints: Low Risk
T @  4-5Points Medium Risk
6 - 16 Points: High Risk
Details
1 Age:79

Curren

2 All Admissions Count (1 yr): 2

Cur

2 All ED Visits Count (1

Cum

0 Has Chronic Obstructive Pulmonary Disease: No

| Cutrent as of about an hou

1 Has Chronic Kidney Disease: Yes

Curren!

0 Has Liver Disease: No
Curm 3

0 Has Depression: No

Curre ag
Current PC?: Javier Baez, MD
Cum ago
1 Has Medicaid: Yes
Curm t

=Y

W Social Determinants of Health

Tobacco Use £

Jul 27 2022: Medium Risk

Financial Resource Strain &

May 16 2022: Low Risk

Stress &

May 16 2022: No Stress Concern Present
o Depression #

Jul 7 2022: At risk

Food Insecurity #

Not on file

4

Documentation

view Flowsheets  Care Teams

Alcohol Use #

Jul 18 2022: Not At Risk
Physical Activity #

May 16 2022: Inactive

Social Connections #

May 16 2022: Socially Isolated
Housing Stability #

May 16 2022: Unknown

i Active Plans

Fall Risk Care Plan
ALTERED CEREBRAL FUNCTION
© Patient remains free from falls.
HISTORY OF FALL-RELATED DIAGNOSES
§ Patient remains free from falls.
IMPROPER USE OF AIDS (W/C, CANE, WALKER)
G Patient remains free from falls,
TETHERING DEVICES (FOLEYS, WOUND VACS)
© Patient remains free from falls.
MEDICATIONS
§ Patient remains free from falls.
HOME ENVIRONMENT BARRIERS
G Patient remains free from falls.
DECREASED LOWER EXTREMITY STRENGTH
& Patient remains free from falls.
(FREE TEXT)
No active goals
HTN Management
HTN MANAGEMENT
G BP will be <140/90
Medication Adherence
Pt will follow DASH diet or heart healthy diet
Pt will engage in at least 150 mins of aerobic activity/wk
Pt will attend appropriately scheduled follow up appointments

o o o o &

No active tasks

No active tasks

No active tasks

No active tasks

No active tasks

No active tasks

No active tasks

No active tasks
No active tasks
No active tasks
No active tasks
No active tasks
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Documentation

@SnapShnt & Chart

#% General Risk Score

0= 3 Points: Low Risk
" J  4-5Points: Medium Risk
6 - 16 Points: High Risk
Details
1 Age: 74
Current as of yesterday
All Admissions Count (1 yr): 0
Current as of yesterday
All ED Visits Count (1 yr): 2
Current as of yesterday

o

LY

-

Has Chronic Obstructive Pulmonary Disease: Yes
Current as of yesterday

o

Has Diabetes: No

Current as of yesterday

Has Chronic Kidney Disease: No
Current as of yesterday

=]

[=]

Has Congestive Heart Failure: No
Current as of yesterday

Has Liver Disease: Yes

Current as of yesterday

-

-

Has Depression: Yes
Current as of yesterday

o

Current PCP: Terri Lynn Brody, MD
Current as of yesterday

Has Medicaid: Yes

Current as of yesterday

-

¥ Social Determinants of Health

_

D g

il

Tobacco Use »

Jun 22 2022: High Risk
Financial Resource Strain #
Not on file

Stress &

Not on file

Depression &

Jun 14 2022: At risk

Food Insecurity #

Not on file

«

Alcohol Use &

Not on file

Physical Activity #
Not on file

Social Connections #
Not on file

Housing Stability #
Not on file
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Documentation

= < ¥ Social Determinants of Health # _ .
= General Risk Score i Active Plans

Tobacco Use & Alcohol Use &
0- 3 Points: Low Risk o N iy . Cardiac Care Plan
10 7 4-5Points: Medium Risk Jul 26 2022: Medium Risk A Not on file P MONITORING NONCOMPLIANCE
6 - 16 Points: High Risk ( - @ Understands cardiac disease process and follows selff management No active tasks
Details o ald
0 Ace 61 Aug 1, 2019 Today ABNORMAL BLOOD PRESSURE
ge: &  Understands cardiac disease process and follows self management No active tasks
Current as of yesterday plan.
0 All Admissions Count (1yr): 0 Jul 26, 2022: Medium Risk

Current as of yesterday Smoking Tobacco Use

3 All ED Visits Count (1 y1): 5 Former Smoker
f yesterday

Smokeless Tobacco Use

1 Has Chronic Obstructive Pulmonary Disease: Yes Never Used
Current as of yesterday
0 Has Disbetes: No
Current as of yesterday &5 Financial Resource Strain & z'- Physical Activity #
0 Has Chronic Kidney Disease: No Not on file Not on file
Current as of yesterday Q Stress & i Social Connections #
| 1 Has Congestive Heart Failure: Yes | Not on file Not on file
Current as of yesterday
& Depression # {7} Housing Stability #
0 Has Liver Disease: No ™ Jul 25 2022: Not at risk A Not on file
Current as of yesterday
1 Has Depression: Yes ( (X ]
Current as of yesterday fa 1 2018 .
0 Current PCP: Tiffiny Diers, MD N e
Current as of yesterday
1 Has Medicaid: Yes Jul 25, 2022: Not at risk
Current as of yesterday PHQ-2 Score
2
OBLEM LIST ﬂ Food Insecurity &
Ca s - Jul 19 2022: No Food Insecurity A
Diastolic heart failure, unspecifi < 'Y )
HF chronicity (CMS Dx) fe 1 2019 Today
ug 1, 2019 oday
Hypertension
PVD (peripheral vascular d Jul 19, 2022: No Food Insecurity
(CMS Dx) Worried About Running Out of Food in the Last Year
y Never true
OSA and COPD overlap syndrome Ran Out of Food in the Last Year

(CMS Dx) Never true

H ANNUAL MEETING







Simplifying Value, Quality & Performance

Value = current state of health -> To desired state of health achieved/Cost of intervention/s

Quality = current quality of life-> To desired quality of life experienced/type of
intervention/s x Cost/intervention

Performance (The outcome of interventions among CR & PR eligible patient populations) =
Baseline metrics (clinical & behavioral) -> Improved patient and clinical reported outcomes

S37TH ANNUAL MEETING



How does it all connect Value, Quality
and Performance

Cardiac & Pulmonary
Rehabilitation
Services/Programs

Patients —finance,
insurance, lack of
support, education,
access to produce,

Providers — EHR issues,

Population Health lack of tools, burden
Management/ SDOH imposed due to system
inefficiency

Systems — lack of
Priority = Value systematic, lack of
wholesome approach

(JDavid, 2022)

Data you track =
Quality

Targets set =
Performance

S37TH ANNUAL MEETING
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Performance Measures - Overview

e Guideline based
= ACC/AHA, 2018 Quality and Clinical Performance Measures
= find any specific guideline for PR)

* Program based

= Clinical Metrics (LOS, 30-day readmission, major adverse
cardiovascular event (MACE), mortality & morbidity)

= Patient reported outcomes (physical, psychosocial)
= Organizational Metrics (Patient experience-HCAPHS)

3TH ANNUAL MEETING AACVPR



Performance Measures — OQverview

« Qrganizational Metrics
= Patient Satisfaction

* CR/PR Specific Metrics
= Measurements (Phase I/Phase ll/Phase Il specific elements)

o
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Performance Measures — Examples

 CR/PR Program Specific Metrics
= Measurements (Phase I/Phase Il/Phase Ill specific elements)

Include Core Components of CR & PR

Clinical Outcomes - exercise testing and responses, BP, Alc, Lipid
levels, 6MWT, Dyspnea assessment, quality of life assessment

Behavioral Outcomes — smoking cessation, adherence to diet and
exercise, use of effective coping mechanisms

Morbidity and Mortality — Readmission, emergency room visits, sick
days, loss of workdays, return to work

3TH ANNUAL MEETING AACVPR



Performance Measures — Examples cont.

 Healthcare Effectiveness Data and Information Set
(HEDIS)

= Enrollment — hospital discharge to first billed session
= Engagement

« 22 sessions in 30 days

- 212 sessions in 90 days

« 224 sessions in 180 days
= Completion

« 236 sessions in 180 days

37 ANNUAL MEETING -AACVPR



Strategies in Implementing VBC

Seek support to Establish patient
gather baseline and centered priorities
prospective data (Value)

Utilize systematic
approach in quality
improvement
initiatives (Plan,
Do, Study, & Act).

Perform a gap
analysis

S37TH ANNUAL MEETING



Strategies in Implementing VBC

Track CR & PR care delivery components
Visualize gaps in the process in improving outcomes

Compare performance outcomes rate with national
benchmarks

Engage stakeholders at all levels in addressing barriers

S37TH ANNUAL MEETING
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Case Study

Problem: Pulmonary rehab referrals were obtained manually by visiting the pulmonology
office or having the office fax referrals.

Background: Before 10/7/20, the pulmonology medical office associated with our hospital
used a different EMR than the hospital. We had to manually retrieve referrals from the
office, or they would fax them to our department. We would then have to send standing
orders back to the referring doctor for signature.

Gap/Barriers: This resulted in up to a weeks’ delay to call a patient for scheduling since
we were only retrieving consults weekly.

3TH ANNUAL MEETING AACVPR



Stanford
HEALTH CARE
STANFORD MEDICINE

BACKGROUND

"The 2018 ACC/AHA Cinical Performance:
and Quaity Measures gudeines recommend
thet inpatient settings refor ebgibie patients
before discharge to supportearly anroment

Figure2.

and in
rehabilitation (OPCR)'".

Referral before dischargeis the fist stepto
promoting early access and is.a strong
determinant of enrollment of patients in
outpatient cardiac rehabiltation

Achieving a systematic and automated
referral process s long drawn. It requiresthe
supportof leadership, information technology)
and multdiscipinary cinical teams.

me ims are faced win challenges m

implementing AACVPR Value-Based Care
Tumkey Strategies.

Heatthcare organizations face competing
priorities. The inpatient cardiac rehabitaton
senvice members find it challenging 1o receivel
prioriization to help implement optimazed
EMR and workflow enhancements

Opportunities to provide value-added senvice
1o patients and families are missedwhie
waitng to complatethe automated referral
system and enhancements wihin the
electronic health records.

Stanford Health Care Context: Over 4,000
patients annually require screening for
thg-bmly forreferrals to outpatient cardiac
rehabitation. A retrospective review yielded
3.7% referral rate; manually faxed and paper
based referrals could not be tracked.

OBJECTIVES & AIMS

Achieve EMR and workflow optmazation,
Implementreferral before discharge fromthe
hospital and clinic
Increase referral before discharge and
promote early enrciment and participation in

Sutpatient cardisc rehabiltation

lqun ! improvement process. !egm in m

A3 Lean Methodology (Figure 1),

Issues & Concerns (Figure 2).

Quadruple Analysis Matrix (Figure 3)

SBAR Communication Tool (Figure ).

EMR & Warkfiow Optimazation (Figure 5).

PapariessE Refensl Communicaton Pare 5
(Figure8)

" —
Figure1. — =
ADRAUPLE ANALYSIS
@
Quality

costs
Tota tort

Defined by

A3 TOOL - BASELINE DATA, ISSUES AND CONCERNS & TURNKEYS

The Stanford University IRB Protocol Number. 67067 determined that this projectdid not meet the

METHODS & MATERIALS

Inpatient Cardiac Rehabilitation Building A Case For Value-Based Care A Quadruple Analytical Approach
Jonathan David, MSN, RN, EBP-C, CCRP, NE-BC, Stanford Health Care, Palo Alto, California

CARE TRIANGULATION MODEL

Figures.

OPCR/SP

Stanford
Health Care

PCP &
E d Cardiolog

diac Center (CCC) Inpatient (IP) Measure 03

(Figure 78&8)

settingsto

increased from 3.7

with

y bypsss, coronary s

and was spproved.
forrals from inpatient

myocardal infarcion, and heart valve surgeries

among heart fadure

August 201910 7% in December 2019, then

% fror
patients wih ejection ractan <40% progressed from 3.7% o ver 90% in February 20208nd sveraged 52% ss of August 2022

(August 2019 s

mergency.

g the
Gonters was suspended duringthe public heath emergency, The envollment rate i outpatient cardiac nnabmx-on within 21-90 days of discharge from the hospial llomAuguM 2019t0

June 2020 averaged 18%. The participation rate among all envolled patients in outpatient cardisc

averaging a 4% completion rate.

CCC 1703 Reforr

Figure7.
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Case Study — Poster S150 (AACVPR, 2022)

MAGNET

RECOGNIZED

=S
asescan unses

DISCUSSION

LowCost: IT Teams were sble to
supportthe Epic EMR and workflow
Optimization without adddional FTE or
financial cost.
Value & Quality: The effic.ent Paparless
elactronic referral communicaton
averaged 5-7 minutes to completea
referral (Figure 5).
Value & Quality: Teams received
scicatn and sandardzed worlows
referral communication to the point
ik providers, cardiologistsPCP, and
utpatient cardiac rehabilitation
(OPCR)isecondary preventon centers
(SP)in enolling patients (Figure 6)

LIMITATIONS

* Limitations include variations in data
axracton methods. bl manel chert
reviews and later aut

+ Enroliment and aam:-p»an data collecton
were suspended during the pandemic

+ Heart transplant services were exciuded
during this initstive.

CONCLUSIONS

Inpatient carchac rehabiltation successfully
Implemented the optimized EMR workfiow
and provided value-added senviceto

|, Baady, G, Barka G, Backi. T
A Ak S 0T (2016) 2018
AGGAHA CrselPeformance and O
Wessues for Cardac Rehiaicn Soum cee
Amenc ww ogo o Cardooay (1), 114-1837
rps 10 10164 jacc 2018 01.004
G 10 105TAICA 0000000000043
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Turnkey Implementation Tool

Dear Leader,

We seek your support in implementing Turnkey Strategy/s, closing the gaps, and eliminating barriers to best practices in caring for our patients and families in
the cardiac rehabilitation program/pulmonary rehabilitation/ cardiopulmonary rehabilitation program.

Topic: Example: Referrals to Cardiopulmonary Rehabilitation Program Date: 5/18/2022

Program Manager/Clinical Lead: Jonathan David Organizational Leader: Karen Edwards

e Referrals to the cardiopulmonary program are obtained manually by visiting nursing
S units and clinics.

e Patients with an eligible diagnosis benefit from participating in Cardiopulmonary
B Rehabilitation Program.
e Improves early return to regular life routines, promotes cardiovascular/pulmonary
wellness, and reduces readmits.
e Among 3,000 eligible patients during 2020-2021, less than 11% were referred before
A discharge, and 26% of referrals were obtained manually.
e Data collection is manually obtained when possible through chart reviews.
e Unable to track 63% of the eligible patient population due to lack of EMR workflows.
e Automating opt-out order sets with referral to the cardiopulmonary rehabilitation
program.
R e Creating EMR workflows to enable real-time tracking and reporting through dashboard
visuals.
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Strategies EMR Data Extraction
Desigh EMR workflows for CR & PR.
Contact information technology team.
Build and pilot EMR workflows.
Validate data report.
Track and review performance.
Revise process and close gaps in practice.
Monitor for consistency in patient and clinical outcomes.
Once achieved, include new measures.

AACVPR
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Questions?
Thank you for attending.

Please rate this session in the
mobile app



Contact Us
Karen:

Tedd:
tedd.walsh@nkch.org
Jonathan:

Yvette:


mailto:karen.edwards@multicare.org
mailto:jodavid@stanfordhealthcare.org
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