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El_—ll'_’\L CHF Project: The Beginning

A Discussions about a CHF project began in 2011
A Initial Meetings facilitated by:
I Vermont Association of Hospitals and Health Systems (VAL

A Focus on reducing the number-of patients coming bac
hospital and being readmitted.

I 30 day readmission rate



EI__II'-{L The Beginning

A Meant to bera rapid cycle improvement project.

A Quickly realized, limited improvement if only hospital |
Improvement project.
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El_—ll'_’\L The Beginning

A Decision made to try to form a Corawligidtyeam
(AColl aborati veo)

A Reached out to Physicians, Skilled Nursing Facilities,
Health Agencies, Other Agencies to ask for their parti

A Overwhelmingly: positive response

A All'had same focus: Improving care for patients with h
failure




EI__II'-{L Why Congestive Heart Failure ?

A 5.8 million people with CHF

A 1 million hospitalizations annually US

A ~27% readmit within 30 days

A $37.2 billion dollars annually

A Acute in-hospital care is responsible for. 70% of costs



dl__ll'l CHF Prevalence to Nearly Double by 2030
as US Population Ages
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dl__ll'l Relationship between Age and Heart
Failure

‘ Relationship Between Age and Heart Failure
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Prevalence of Etiology & Risk Factors for

Heart Failure

Prevalence of Etiology and Risk Factors for Heart Failure

Condition

Hypertension

Coronary Heart Disease
Cigarette Smoking
ECG-LVH

Valvular Heart Disease

Diabetes Mellitus

Male HER Female
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EI_I_I;\L AGE Adjusted Survival Rates
after Diagnosis of Heart Failure
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A Age adjusted survival rates by calendar year after the first diagnosis of CHF
for men and women in the Framingham Study. No significant change in

survival over 40 years of follow-up was found, despite a considerable decline
In coronary artery disease mortality
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stimuli

Normal muscle cell

Concentric hypertrophy

PR, 31“:? of embryonic genes

Increased expression

T i ~ Eccentric hypertrophy
Sarcomeric disorganization \

A Morphology of Ventricular Muscle Cells in Cardiac Hypertrophy and

A

Failure

Phenotypically distinct changes in the morphology of myocytes occur in response to
various growth stimuli. The expression of embryonic genes such as natriuretic
peptides is increased in both eccentric and concentric hypertrophy, but not in
physiologic hypertrophy, in response to exercise. Myofibrillar dissaray (sarcomeric
disorganization) is typical of hypertrophic cardiomyopathies; this disorganization is
focal and is accompanied by more widespread increases in the cross-sectional area
of myocytes



Stage A
At high risk for HF but without

structural heart disease or Sx of

HF

Patients with:
Hypertension

CAD

Diabetes Mellitus
or
Patients Using cardiotoxins
with FHx CM

Therapy

Treat HTN

Encourage smoking cessation
treat lipid disorders
Encourage regular exercise

drug use
ACE inhibition in appropriate
patients

Discourage alcohol intake, illicit

l Structural Heart Disease

ACC/AHA Guidelines
Heart failure diagnosis and management

Stage B

Structural heart disease but
without Sx of HF

Stage C

Structural heart disease with
prior or current Sx of HF

Patients with: Previous
M
LV systolic dysfunction
Asymptomatic valvular
disease

Patients with:

Known structural heart dz
Shortness of breath and
fatigue, reduced exercise
tolerance

l Sx of HF develop

Therapy

J

Therapy

4

All measures under Stage A
ACE inhibitors in appropriate
pts
Beta-blockers in appropriate
pts

All measures under stage A
Drugs for routine use:
Diuretics

ACE inhibitors
Beta-blockers

Digitalis

Dietary salt restriction

lRefractory Sx of HF at rest

Stage D

refractory HF requiring
specialized interventions

Patients who have sx at
rest despite maximal
medical therapy (e.g.
those who are recurrently
hospitalized or cannot be
safely discharged from
hospital without
specialized interventions

Therapy

All measures under
Stages A, Band C
Mechanical assist devices
Heart transplantation
continuous (not
intermittent) 1V inotropic
infusions for palliation
Hospice care




EI__II'_{L Establish Goals

A1stCollaborative Meeting in August, 20

NTriapl e Al m
A Improvéhe patient experience of care
I Quality and Experience
A Improvinthe health pbpulations
A Reducinthe per capita cost of health care



EI__II'-(L Community: Participation
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Community Health Centers of Rutland Region
I Primary Care Physicians
I Nursing
I Care Coordinators
I Quality Improvement

Marble Valley HealthWorks
I Primary Care Physicians
Rutland Area Visiting Nurse Association & Hospice
Bayada Home Health Care
Genesis Healthcare Mountain View Center
ThePines
Indian River Nursing Facility
Rutland Rehabilitation & Healthcare
VT Program for Quality in Health Care
Others
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Leadership

Performance Improvement
Cardiologists

Hospital Based Physicians
Nursing

Case Management
Emergency Department
Social Workers

Palliative Care Nurses
Educators

Dietician

Clinical Informatics
Pharmacists

Blueprint Community Health Team

RRMC Participation



EI__II'-{L Green Mountain Care Board

A Reached out to RRMC

ANew model - vofi iserwvice del
Improvement Initiative

A Innovation Center at Center for Medicare & Medicaid
I Achieve Triple Aim



EI__II'_’\L Bundled Payments Program

A Traditionally, Medicare makes separate payments to prov
each of the individual services they furnish to beneficiarie:
single illness or course of treatment.

A This approach can result in fragmented care with minimal
coordination across providers and health care settings.

A Payment rewards the quantity of services offered by provi
rather than the quality of care furnished.

A Research has shown that bundled payments can align inc
for providershospitals, peatute care providers, physicians,
other practitioneedlowing them to work closely together ac
all specialties and settings.



