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• Program began with 2 reallocated FTEs 

– APN Coordinator 

– Dedicated Pharmacist 

 

• Heart Failure and COPD are Chronic Progressive Diseases 

 

• Large Fiscal Impact on Healthcare 

 

• Rank Among the Top 5 Medical Diagnoses for Readmission within 

30 days 

 

• Healthcare Reform: Readmissions Reduction Program includes 

Heart Failure and will include COPD in FY 2015 
 

 
 

 

 

 

  Transitional Care at UTMC 

(Albert, 2012; Jencks et al., 2009) 
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4 Pillars of Effective Care 

Transitions 

Assistance 

with 

Medication 

Self-

Management 

Patient-

centered 

Medical 

Record 

owned and 

maintained by 

the patient 

Timely 

Follow-Up 

with Primary 

and/or 

Specialty 

Care 

List of 

Warning 

Signs of a 

Worsening or 

New, Acute 

Condition 

• Identification of potential COPD/HF patients 

– Consults 

– Daily Reports 

 

• More Standardized Patient Education for COPD and Heart Failure 

– Focus on symptoms worsening with Zone Sheet/Action Plan 

 

• Standardized Follow Up Appointment Process 

 

• Assist in meeting COPD/HF Inpatient Quality Measures 

– Core Measures 

– GWTG-HF Measures 

– Hospital Pathway Measures 

 

 

 

Transitional Care at UTMC 
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• Pharmacy Resident/Student Rotation for Transitional Care 

 

• COPD and HF Pathway Development and Implementation 

– Order Sets with milestones for patient to reach prior to discharge 

– Multidisciplinary Approach 

– Inpatient 

– Outpatient 

– Standardized Education Inpatient/Outpatient 

 

• COPD 30 Day Readmission Research Project 

– Multidisciplinary COPD Protocol while inpatient 

– Follow patients inpatient and 30 days post Discharge 

 

 

 
.)  

Transitional Care at UTMC 

• Risk Assess Patients 

– LACE Tool 

– High Risk and Readmission interviews 

– New Diagnosis 

– Teach Back 

– Target Interventions based on risk/interviews 

 

• Electronic Documentation tools for High Risk Patients 

 

• Collaboration on Advanced Directives/Palliative Care 

 

• Pharmacy Discharge Medication Call Backs 
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Heart Failure Patient Education  

COPD Patient Education  


