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The Team 
• Division  

– CS&E Participant: Jason Phillips, Internal Medicine Chief 
Resident Quality and Safety 

– Haritha Saikumar, Internal Medicine PGY-2  

– Special thanks to Tera Moore Pharm. D., Associate Chief 
of Clinical Pharmacy Programs and Linda Nye RN with VA 
Quality Management as well as the entire VA Heart 
Failure Workgroup. 

– Medicine Team B Cohort  

– Edna Cruz, Facilitator M. Sc., RN, CPHQ 

 

• Sponsoring Department:   
– Patricia Wathen, MD, Internal Medicine Program Director 

– David Dooley, MD, ACOS for Education at ALMVA 

 



The Cohort 15 Team 3 
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Background 

• The heart failure readmission rates at the 
Audie L. Murphey Veterans Affairs (ALMVA) 
hospital are consistently higher than the 
national average (26.5% from October 
2012-September 2013 compared with 23% 
nationally)1 Efforts have been made locally 
to address education of patients in the 
hospital with marginal success.  

1. Centers for Medicare and Medicaid. Hospital compare on medicare.gov. 
http://www.medicare.gov/hospitalcompare/compare.html#cmprTab=3&cmprID=45090F%2C450213&loc=78229&lat=2
9.5060908&lng=-98.577596 
  



Regional VA Comparison 



VA National Averages 



ACSC = conditions that are largely avoidable or preventable if ambulatory 
care is provided in a timely and effective manner. 

Most Recent Data  



Why does reducing readmissions 
matter? 

Monetary Factors: 
• Reduction in hospital 

resource demand 
(personnel, supplies, 
medications, beds). 

• Centers for Medicare and 
Medicaid have reduced 
payments for readmission. 

• Readmissions Adjustment 
Factor = 
 For FY 2013 1% reduction 
 For FY 2014 2% reduction 
 For FY 2015, 3% reduction 

 

Patient Factors: 
• Better quality of life. 

 More days at 
home. 

 More time with 
family. 

 Less travel. 
• Less exposure to 

hospital acquired 
illnesses (ie. 
pneumonia, MRSA). 
 
 

 
 

 



Referenced from: http://cvquality.acc.org 





   2008 (52/189 patients)    intervention was from 2009-2010    2011 (40/209 patients) 

        27.5% vs 19.1% (8.4% decrease) p= 0.024 

Total Not Admitted

Total Readmissions

Total Not Admitted

Total Readmissions



AIM Statement 

• During the months of November-December, 
we will increase the number of 7 day follow 
up appointments to 100% for all patients 
discharged from the internal medicine service 
with the diagnosis of acute decompensated 
heart failure. 

 



AIM Statement Test 

• SPECIFIC- All heart failure patients discharged from the 
internal medicine teams at the ALMVA hospital. 

• MEASURABLE- data on HF readmissions is already collected 
by the quality management department at the ALMVA. 

• ACHIEVABLE- a pilot project can be conducted within a two 
month period. 

• REALISTIC- VA leadership is already focused on this core 
measure and has placed its support behind this project. 

• TIMELY- This project will improve patient care and should 
additionally reduce readmissions and their associated 
costs. 
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Project Milestones 

• Team Created       August 2014 

• AIM statement created    September 2014 

• Background/Brainstorm Sessions         August 4, October 6, 2014 

• Workflow and Fishbone Analyses  October 14, 2014 

• Interventions Implemented   Oct 31-Dec 31, 2014 

• Data Analysis                  July 2014-Jan 2015 

• CS&E Presentation                 January 23, 2015   



Current Process 

• At the ALMVA hospital, a quality management team 
reviews all patients who receive the diagnosis of 
acute decompensated heart failure during their 
admission for coding purposes. 

• The VA Heart Failure Workgroup meets at least 
monthly to discuss the current state of 
readmissions and methods to improve our rates. 

• Ward teams largely independent in scheduling 
follow up. 



Structure of a Ward Team:  
Up to 8 members overseeing up to 20 patients 

 
Attending 

Resident 
2 sometimes 3 Interns 

Medical Students 



Current Process 

Dx= Diagnosis D/C= Discharge IMC= Internal 
Medicine Clinic 
ADHF= Acute decompensated heart failure   
PACTS= Patient aligned care team specialist 
PCP= Primary Care Provider 



Survey Monkey sent out to all Internal Medicine Residents 



Cause and Effect: Reducing Heart Failure 
Readmission Rates 

  

People Management 

Process Materials 

Delayed 
Discharge 
Follow Up (> 7 
days) 

Interns lack experience 

Residents lack of team 
management experience. 

Attending’s different management styles.  

Clinic Schedulers lack training 

Appointment not required for 
discharge. 

Multiple consulting 
processes. 

Clinics determine actual 
appointment. 

Unable to schedule on 
nights/weekends. 

Limited appointment availability. 

Clinic contact numbers not 
readily available. 

Patient/Family 
social issues.  



Preliminary Data 



Preliminary Data 
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PLAN: Intervention 
All patients admitted to Inpatient Medicine Teams A, B, C, F, 

and P will be discharged with plan to follow up within 7 
days. This will be accomplished by: 

1) Heart Failure workgroup discussed project 
implementation on 10/6/2014. Confirmed cardiology 
availability and internal medicine clinic policies. 

2) Each VA medicine team will be visited on 10/31/2014 to 
discuss the new requirement and an announcement 
with the new instructions posted in each room.  

3) Each week the medicine teams will be visited and asked 
how the implementation is going. 

4) Medicine cohort team will meet every 5 weeks and 
discuss the project. 
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DO: Implementing the Change 

• October 14th, announcement made at the VA Hospitalist monthly meeting. 
• October 31st, each ward team was visited personally and introduced to 

project. 
• Two flyers were hung in each ward room displaying the numbers to call. 
• November 3rd, each ward team was visited to follow up any problems over 

the weekend.  
• November 5th, met with cohort to review project process and pre-

intervention data. 
• November 19th, Survey-Monkey questionnaire sent to ask about 

awareness of the project. 
• November 20th, e-mail reminders sent to each ward team at the VA. 
• December 9th, visited all the ward team rooms and confirmed flyers were 

in place and residents were aware of the project. 
• December 19th, visited all the ward teams again. 
 

 





Comments about the Data 

• Excluded patients who were discharged on: 
• hospice 
• to a skilled nursing facility 

• Excluded patients who were discharged from cardiology 
service. 

• Total of 66 visits included in the final data. Looked at both 
time to when a visit was scheduled and when the patient 
actually followed up. 
 



Project implemented. 

*Chart above excludes the 21 patients who were discharged 
without any appointment.  

* 



Project implemented. 

Announcement to VA 
Hospitalist Staff 
about getting follow 
up in 7 days. 



• 9/26 appointments made within 7 days compared with 11/40 prior to 

intervention (34% vs 27.5%). 

• 6.5% increase in 7 day appointments.  
• 8/26 patients had no appointment at discharge compared with 13/40 prior to 

intervention (30% v 32.5%) 

• 2.5% increase in appointments made prior to discharge. 
• 15/26 completed appointments within 7 days. 

• Our 7 day completed follow up rate was 57% (compared 
to 47% prior to this project). 

• (Not quite 100%......) 
 

By the Numbers: 



Return on Investment 



 
 

Lessons Learned: 
– Comment from resident survey: “I have received very 

little instruction on how to navigate patients between 
the inpatient and outpatient systems at the VA in 
regards to HF patients. They're basically treated like 
the rest of our patients…...” 

– Residents are accustomed to placing orders in CPRS 
and having to call clinics was time consuming and 
inefficient. 

– Residents have SHORT ATTENTION SPANS! Despite 
multiple reminders and methods of spreading the 
word about the project, many people claimed not to 
have heard about it. 
 



Lessons Learned Continued: 

• The IMC at ALMVA already had a policy to get 
patients seen within 7 days, and then every 
week for a month, twice in the second month, 
and at least once in the third month. 

• Outside clinics are frequently using RN’s for 
rapid follow up which further delays licensed 
provider follow up. 

• Tele-health was also used frequently and 
seemed to delay time to follow up. 
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ACT: Sustaining the Results  

• This pilot project showed the dramatic impact that a 
simple change in education can have. 

• Since education is the weakest form of improvement, 
a proposal has been made to create a “Heart Failure 
Discharge Consult” order within CPRS. This would 
allow residents to have one uniform, computerized 
process which fits into their current workflow. 

• Results of this project were presented to the VA 
Heart Failure Workgroup on 1/15/2015. 



Conclusions 

• This brief pilot project demonstrated that 
increased follow up is possible despite current 
issues with the overall process. While we did not 
achieve our goal of 100%, dramatic improvement 
was noted. 

• A great deal of effort was put into clinician 
reminders, and this will need to be addressed if 
we are to sustain the goal of 7 day follow up. 

• Only time will tell if overall readmissions are 
affected, but current evidence and standard of 
care suggests that it will! 
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Thank you! 

Educating for Quality Improvement & Patient 

Safety  
 


