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Executive Summary

In October of 2012, statutory requirements for the Hospital Readmission Reduction Programs
(HRRP) were established setting forth reductions in payments for excess readmissions.! HRRP
is a Medicare value-based purchasing program that encourages hospitals fo improve
communication and care coordination fo betfter engage patients and caregivers in
discharge plans and, in turn, reduce avoidable readmissions.

Based on national survey data, the cost of COPD in the US has been estimated to be $49.9
billion USD per year with indirect costs accounting for 41% of total costs.23 In 2013, the
Natfional Institute of Health reported that Chronic Obstructive Pulmonary Disease (COPD) was
a major cause of disability and the third leading cause of death in the United States.
Currently, over twelve million people are diagnosed with COPD. It is estimated that over
twelve million more people may have the disease and not even know it as this chronic
condition develops slowly. In the 2014 Surgeon General's report regarding the fifty-year
impact of fobacco use on US health, it was reported that the fotal economic
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cost of COPD was over $289 billion annually.4 In 2014, Patel, Nagar and Dalal, published a
meta-analysis of fifty-three studies to further quantify the impact of COPD on US health.5They
reported five key findings regarding direct and indirect costs.

An initial analysis of COPD readmissions within the Intermountain Healthcare System
demonstrated a COPD 30-day readmission rate of 18.2%. We utilized our organization’s
baseline COPD outcomes data to help create a COPD Playbook to guide management of
the disease. The playbook was driven by a multi-disciplinary care team using integrated ftools
within the electronic medical record such as a COPD dashboard, predictive scoring,
evidence-based protocols, and order sets to facilitate transitional care across the continuum
for the COPD population. From inception to pilot and then to formal establishment of the PDN
(Pulmonary Disease Navigator) model utilizing the EHR solutions, total 30-day hospital
readmission for COPD patients was reduced by 7%.

Lessons Learned Included:

¢ lllustrated the importance of identification of disease specific care goals and alignment of
care pathways with primary aim. In this case, consolidating and adapting known care
elements for COPD info a comprehensive plan/playbook with a specific aim fowards
reducing readmission rates

* Allowed recognition and integration of respiratory care into the management of COPD
patients from the inpatient to outpatient settings

* Facilitated the design and follow-up of a care plan/pathway for COPD patients utilizing a
care dashboard and Pulmonary Disease Navigator model. For high-touch personalized care

e Increased the awareness of patients and their home caregivers regarding their care plan
in terms of their COPD process, referral resources, the need for medication compliance via
delivery devices, the need for tobacco cessation, and early disease symptom exacerbation
and the need for earlier intervention to avoid further worsening symptoms and protentional
hospital admission

e Finally, and most importantly, these inifiatives assisted in the identification of the need to
provide more enhanced IT/EHR solutions with artfificial intelligence to more adequately scale
this for enhanced population health management (currently planned for 2023).
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The Intermountain Healthcare Journey: 10 Years in the Making
How Our Journey Began
Betty’s Story

Having a mother with Chronic Obstructive Pulmonary Disease (COPD) and as a registered respiratory therapist for
over forty years, | was able to view first-hand the wide range of variability of care she received...some evidence-
based and some not. Seeking to understand chronic lung care across our organization, a baseline outcomes
medical record review was performed for both COPD and asthma patients in 2011-2012. Four abstracts were
accepted for publication and national presentation at the American Association for Respiratory Care's
International Congress for our organization’s improvement initiatives for COPD patients between 2014-2018 .6°
Using outcomes from a baseline chart review of COPD “frequent fliers”, a COPD Playbook was created to identify
gaps in care and potential areas for improvement. This was shared with the Pulmonary Division, executive leaders,
and other key stakeholders. From the first shared edition in November 2017 to current, substantial improvements
have been made to institute best practices to include but not be limited to, the initiation of Pulmonary Disease
Navigators, the creation of a COPD dashboard, improvement in diagnostic pulmonary function testing for
definitive diagnosis, the creation of a COPD Exacerbation Protocol for use in the emergency department/in
hospital setting and ambulatory outpatient clinics, and improved communication between patients, Pulmonary
Disease Navigators, physicians/advanced practicing providers and other members of the healthcare team. The
protocol, as well as communications, are coordinated with the help of the electronic medical record, iCentra
(Cerner, Intermountain Healthcare). Upon the publication of our abstracts, Respiratory Care was approached by
Intermountain Executive leaders to participate in the National Committee for Quality Assurance’s grant funded,
eight national hospital learning collaboratives. The Advanced Care Planning Learning Collaborative occurred
with noteworthy outcomes. The Intermountain Healthcare COPD care team attended two weeks of fraining at
Gunderson Health where education was given fo more fully understood the need to meet with patients and their
family members to gather information regarding end-of-life desires, provide education, complete the required
forms, and honoring a patient’s wishes. Twenty patients were referred to the collaborative by their primary
care/pulmonary physicians. The outcomes included but were not limited to 0(0%) of patients were aware of end-
of-life choices and 19 (95%) completed an advanced directive and Physician’s Order for Life Sustaining Treatment
(POLST). Prior fo the COVID pandemic, COPD was selected for organizational-wide utilization of the Gunderson
Health’'s Respecting Choices end-of-life program. With 19 (95%) of the COPD patients in the original trial choosing
fo die at home, it was our impression this could well mitigate frequent hospitalizations and 30-day readmission
rates as well as in-hospital mortality. Most importantly, patient’s wishes would be identified, documented, and
honored. Documentation was created in iCentra, which helped facilitate the coordination of care. Using the
discussion facilitation techniques learned, my mother died exactly as she has desired...in my home, surrounded
by her family with the window shades open and 1940's music playing and NOT has a hospital readmission. This
“gift of a lifetime"” should be offered to all chronically ill patients. My mother’s journey drove my passion for
improving care among COPD patients. We became active lobbyists for health care initiatives each year. She
never lived to see the fruits of her labors; however, Utah has since passed legislation for e-cigarette/vaping and
raised the tobacco purchase age fo twenty-one. Every chronic lung patient deserves evidence-based best
practices which are consistently applied. We have been able to conduct care audits to assure compliance to
medical executive committee approved best practice protocols for our chronic lung patients. The ease with
which patient data can be acquired from the EHR now makes possible timely audits, the identification of gaps
requiring closure, and fimely corrective action plans to assure compliance. In the words of my mother, “I lived a
high-quality, long life despite COPD because of my caring Respiratory Therapists and other providers who cared
to provide me with state-of-the-art healthcare!”

Kim Bennion MSHS, RRT, CHC, FAARC

Define the Clinical Problem and Pre-Implementation Performance
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Intermountain Healthcare is currently a Utah-based, not-for-profit system of 33 hospitals,
including a virtual hospital that spans across Utah, Idaho, Nevada, Colorado, Montana,
Kansas, Arizona, and New Mexico. Population health management of COPD patients has
had multiple prongs with the creation of multiple IT/EHR solutions.

In 2011-2012, an electronic, baseline chart review of COPD patients aided in the
recognition of potential gaps in care and opportunities for care improvement which were
displayed in the COPD Play Book (Figure One). Baseline outcomes from the chart reviews
were published in abstract form by the American Association for Respiratory Care.$
(Figure Two). The research and reporting received national recognition by the American
Respiratory Care Foundation where the Charles W. Serby Research Fellowship was
bestowed on the registered respiratory therapist who conducted/published the findings
and created the COPD Play Book. Research identification of areas for improvement
prompted the development of an electronic dashboard which was maintained,
monitored, and applied by select respiratory therapists designated as Pulmonary Disease
Navigators (PDNs). Utilizing an electronic care dashboard (Figure Three), the “"COPD
Playbook”, the electronic PDN/Respiratory Oufpatient Clinic (ROC) COPD Order Set
(Figure Four), and the Ambulatory High-Risk COPD Exacerbation Protocol (Figure Five-
pages 1-5) embedded in the medical record, COPD patients were identified during
hospitalization for care coordination by the newly developed position of Pulmonary
Disease Navigators (PDN) with the key target to provide high-touch, timely health care
access in arenas other than the emergency room or admission while utilizing the PDN
Assessment Form in the EHR (Figure Six-pages 1-11). The key goal being to reduce all-
cause 30-day hospital readmissions. An additional three AARC abstracts of outcomes
were accepted for publication and international presentation during 2018 (Figures 7-9)
7.8.9 Variations in practice across the corporation are controlled by ongoing auditing and
monitoring with timely feedback and continued education as needed. Results are
reported via dashboards accessible fo caregivers/managers/directors.

Figure One: COPD Play Book (screen shots only)
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The Respiratory Care Clinical Service Line (RCS) ¢ondicted.an ASSESsuent.of system
initiatives regarding the care of Chronic Obstructive Lung Disease (COPD) patiens.
The assessment included an initial 2011-2012 probe chart review of “frequent hospital
visit” COPD patients. The results of identified gaps and work to date are reporied in the
table below. The detailed results of the chart reviews are reported in a subsequent
section of this report.
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Examples of specific areas for improvement identified during the inifial chart reviews
and included in the COPD Playbook are displayed below:

The “COPD Playbook”

Executive Summary
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visit" COPD patents. The results of dentified gaps and work to date are reported n the
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The “COPD Playbook”
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Figure Two: Defining the Problem
2014 COPD Abstract/Poster Publication (Respiratory Care Journal).
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Figure Three: PDN Dashboard for Ongoing Auditing and Monitoring
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Deaths
SMNF/Care Facility
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igure Four: High Risk Pulmonary Patient Order Set in Electronic Medical Record

Add | FT : | o Check Inkenactions | s Pl (0

Orders | Mescaton Lst | Docuenent in Plan

H oot [noognoses 6 + asgtoenser ) Crecealens Gicomeents e | Mow Duration:  Mone

Feconcilation Strtus
O e Hateey © Auwission @ Cutpation

Vi =
fma fiction Plan = . - —

Crdess for Signture EEd w Cempanent £ [ -

Srm Pending), Ordered as: CUSPD Readmission eduction Protocel fval and Trest
e A Documentin Plan
. e WD righ sk Pty D et s T (0.

Fgl Rk Pukrirasy Divcase Evalamtz and l: [-] Pulse Denety Cutpatien [Peformed by Faso Thers,.
! Suggested Pians ) hion Categoraed

b Ao s

et Tramsfers Dischage Status E Pwerplan indicatr S Type: Dot Adul and Pecatric
F [ Fomebian dggroal

1 Palin Car
s

Clinscel Program: Smbulsbory, Uinical Speciaty: Pumonology

Figure Five: Ambulatory High-Risk COPD Exacerbation Protocol (embedded in EHR) Page

1.
BOX1: In-Patient & Dut-Patient Evaluation
STEP1 STEP 2 » Follow Approgrizts Setting for RETCOPD Ex cerbation Protomd
High Rizk Pulmarsry Dize aze Outpatient Contact on Admizzion [&.£. Hospital Bazed ar Ambulatory)
: [2-5 Days Post-Discharge) » Consider Community Care Marzgement
&:&fm, Az # Patient Worse, Same, or Better = Igertify Dutpatiant Care Team (PCP, Pulmongicgist, Seep
Based an Patient Perception Physdan, DME, Other)

* Assess for Resaue and Cortroller Medications

= PEFR/PIFR

» Assess Owyzen Reguirement

» Deszrmine obstrucson sympeoms and exscerbation frequency based
on the cument GOLD COPD puidelines.

I STEP 3: BETTER, SAME, WORSE I

A Schedule ROC vist within 1-2 days for folow-up
and notify patiert’s PCR/Pulmondogist

| A Schedule RDC visit within 5-10 days fior follow-up |

B: Dutpatient Patient Azsessment/Evalsation
(REFERTD BOX 2]

B: Follow COPD Exacerbation Amind stnry Gare or |
Personal Patient Action Plan o determine severiy

. Follow COPD Exacerbation Amibulatry Careor
Personal Patient Action Flan to devermine severity

» I Severe or Respiratory Arrest lmminent

# Obin Immediate Medicl Assistanos
= Ifin el low Zone [Caution) on Personal Patient Action Plan:

4 Azsizt patient with PCP visit, recommend che st ¥-ray & check Sp0;
= Folow-up in 1-2 days

FRetained
Secmtions

FiutterMuous Devce

Yesd

Retained

Oltzi ez PhysicanLIP Order o
Secretions

Obin = Sputum Sample for
Routine Culture {tonile out
Preudomonas)

-

c

PROTOCOL #1

HIGH RISK PULMONARY
DISEASE PROTOCOL -
COPD

| A& Schedule 2 week follow-upvisit

B: Dutpatient Patiert Assessmens/Evaluation
[REFERTOD BOX 2)

C: Follow COPD Exacerbation Ambulatory Cane or
Personal Patiert Adtion Flan to determine severity

Dbiin a Piysidan /UP Onder o
Obtsin 2 Sputum Sample for
Routine Culture (to nule out

Pssudomonas)

+ Refer to Puimonary Rehab

Obrmin & Physican/UP Order o _ _ _ E: Outpatient Care CoordireSan
Obrin a Sputum Sample for Color =g BOX 2: Qutpatient Patient Assessment/Evaluation (REFER TO BOX 3]
RoutneCultwre (tomleout  HEYes Green Velow, « Pesform Vital Signs / Physical Az seszmment per Intake Form
Pseudomonias) =a? » Consider ABG with ETCO, » 50 mmHg
= Pagent Seff Assezmments (mMRC fCAT) [See AppendinC)
= PEFR/PIR
« STOF/BANG Asmessment BOX 3: Dutpatient Care Coordination
= Educztion for COPD, Asthma, 054, and Tobsom Cessatian [Rezch Out tm Outpatiert Team o Corsider the following:)
= Review Medications (Compliance & Techrigue]
2znmmm'r:ﬂmb;=mmmlmm0‘ﬂsﬂ Primary Care Phiysician PFI's Pulmanary Rehab
sure 30 day supply )
+ DME Azzazsment & Teaching for DME Equipment Nesds :dMW&:'"’"'"‘ :B:’ ::""""“C“
 Obiin Physician/LP order to Perform O, Titration Study per CMS Guidelines -
« Setup or Review Action Plan Nutrition (53 Pumanciagy
= For GOLD Guideline OOPD Class S ctions of Arflow Obstruction 2, 3, & & Other_ Other

% Refer to Advanae Care Planning (Palliative Care & Hospice)
RESPIRATORY CARE PATIENT CARE PLAN / ORDERS
EVALUATE AND TREAT FOR AMBULATORY PATIENTS  PAGE 1 OF 15

Intermountain
Healthcare

KEY: ABG: Artorial Blood Gas; CAT: COPD Assessmant Test; CMS: Canters for Medicare & Medicald Sarvices; COPD: Chronk Obstructive Pulmenary
Disemse; COR: ChestX-Ray; DME: Durable Medical Equipment; ETCO;: End Tidal Carbon Dioxide; LIP: Licersed Independent Practioner;
Millimaters of Measry, mMRC: Modified Medical Resaarch Councll {Dyspnea Scarel; Oy Oxygen; OSA: Obstructive Sleap Apnea; PCP: Primary Care

mmHg:

Physician; PEFR: Peak Expiratory Flow Rate; PIFR: Peak Inspiratary Flow Rate; PFT: Pulmonary Function Test RET: Aespiratory Evaluate & Treat;

ROC: Respiratory Quipatient Clinic; Sp0;: Pulse Oximeter Cygen Satusa tion
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Page 2.

P—— - Adult Management of COPD Exacerbation:

SEympiom Assessment, Functonal Assessment (see Appendix A),
Medications and Frequencies (ses Appendix B) A mb |.|| ﬁ[ow B ase d Cﬂre

t —Obiain a Frysidanil F onder for sierid
and andbiobc use.

“Initial Sympiom Assessmant
(@88 Appendlx &)

Start Medication
{ses Appendix B)

1

Moderate (o Savere
Mil «  inhaled SABA and pratropium (ase Impending or Achual Respiratory Arrest
+  Imnaed SABA and lpratropum «  Obtan Immediae Medcal Assistanca

[s&& Appendlx ) . 1‘:"::“':1-1*:E£rc-: & Antiiotic

! l

Repaat Assssamant |

Modsrate to Sewvers Exacarbation
Mild Exacarbation »  Physical exam moderste to severe symphoms atrest, accessory muscle e,
= Physkal exam: mild sympioms at rest pursad lip breathing

*  MDICrRera™™ -? Meoullzed SABA +|pratoplum per frequency (88 Appandlx 5)
3 Ol sysiemic corticostamids

! 1 ]

Good Raspon e
» Resporssa relined 51 minutes after last I“m"ﬁzz E:jmaﬁ ; Severe Responss
fmamant * Ere Sympioms +  Physical Exam symptoms severe,
i dmowsness and confusion

l Individualized declision re:
Fdlow High Risk Purmonary Disease Hosgialization
Protocol (see Protocol # — Main Page)
¥

Obtain Immediate
Medical Assis@nce

Non-SWN Delivery
Dewice {MOI, DR,
SMI, efe.) wih Spacer
as Applcable

Small Voluma
Nebulzer

***MD Crena

RR <23

2 Second Sreath Hold
Alert

Verly Adequate Insplatory
Flow for Device

KEY: COPD: Cheoric Chsbucive Pulnomary Dissase: DPY: Dy Fowser infmker; LIP: License bdependant Pracioner; MDI: Medsred Dose shaler BR: Resimby
Finte; SABA: Short Aciing Bels Agonist, SMI: Soft Miztinhaler, SWN: Smal ¥ dume Nebulizer; Phymician Oder

RESPIRATORY CARE PATIENT CARE PLAN / ORDERS

EVALLATE AND TREAT FOR AMBULATORY PATIENTS, PAGE 20F 15

QW, Intermountain
Healthcare
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Page 3.

rormaL evALUATION oF ApuLT COPD exacerRBATION SEVERITY IN THE

Ambulatory Based Care
[To be used with Management of Adult COPD Exacerbation Flow Diagram)

Appendix A
Assessment
SYMPTOMS MILD MODERATE SEVERE SUBSET. Respiratory
Arrest [mminent

Breathlessness/Dyspnea While walking While at rest While at rest Marked while at rest

Can lie down Prefers sitting Sits forward Sits forward
Talks In Sentences Phrases Words
Alertness May be agitated Usually agitated Impaired Drowsy or confused
Respiratory Rate Increased Increased Often >30/minute
Use of Accessory
Muscles; Sternomastoid
& Abdominal, Pursed Usuzlly Not Commonby Marked Marked
Lip Breathing
Breath Sounds Intermittent wheezing | Moderate wheezing ﬁ.bsenlf or tight, Severe Absent or tight

wheezing

Pulse/Minute =100 100-120 =120 Bradycardia

Functional Assessment

MiLD

MODERATE

SEVERE

SUBSET: Respiratory
Arrest [mminent

Pai0z [on home oxygen)

MNormal [ABG not
usually necessary)

Hypaoxic

Possible cyanosis

Possible cyanosis

Possible respiratory

and/or PCO2 Increased Moderately inoreased Failure Respiratory Failure
pH Mormal Compensated <7.35 Noncompensated | <7.35 Moncompensated | <7.30 Noncompensated
Sal SpO t
30: and/or SpO; percent | oo oos <85% <80% <80%
{on home )
Peripheral Edema May be increasing Increasing Mew onset marked Mew cnset marked

Sputum Volume and Increased volume and | Increased volume and
Increased volume Increased volume

Purulence purulence purulence

Activities of Daily Living | Mild reduction Moderate reduction Marked reduction Marked reduction

KEY: ABG: Arterial Blood Gas; COPD: Chronic Obstructive Pulmonary Disease; Oz Ouygen;
Carbon Dioxide in Blood; pH: Measurement of Blood Alkalinity or Acidity; Sa0z Arterial Blood Owygen Saturation; 5p0;: Pulse Oximeter Owygen

Saturation

Notes:

= The presence of severzl parameters, but not necessarily all, indictes the general classification of the exacerbation.

Paly: Arterial Owyzen Pressure; PCO4: Partizl Pressure of

- Many of these parameters have not been systematically studied, especizlly as they correlate with each other. Thus, they serve only as general

guides.

* The emotional impact of COPD systems on the patient and family is variable but must be recognized and sddressed and can sffect approaches to

treatment and follow-up.

RESPIRATORY CARE PATIENT CARE PLAN / ORDERS
EVALUATE AND TREAT FOR AMBULATORY PATIENTS, PaGE3CF 15

ﬂ?ﬁ Intermountain

Healthcare
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rormAL EVALUATION OF ADULT COPD exacerBaATION SEVERITY IN THE

Ambulatory Based Care
(To be used with Management of Adult COPD Exacerbation Flow Diagram)

Appendix B

SABA by Nebulizer or MDI for Exacerbation
Medication Dosage and Frequency Guidelines for Respiratory Therapy

Sow Appendin A LD MODERATE SEVERE SUBSET: Respiratory Arrest
for full list of {Intsrmittant wheszing] f.'—fmmtew.‘u?ﬂl'ng history of [Sevare wheezing. severs Imminent
Symptoms . : asthmal dyspnen, unabie to seap)
2.5 -5 mg albuterol once,
then 04 hours and Q1 hour
PRN
2.5 mg Albuterol once, then | Add 0.5 mg |pratropium to . .
2.5 mg albuterol Q1 hour first dose and then 04 hours Fatient 1o Emargency Fatient to Emergency
ambulatory | PRM Departreant Department
Adult ROC MNOTE: If the patient nesads
Add 0.5 mg Ipratropium to | more than (2} o4 hour (Follow Hospital (Follow Hospital
first dose treatments, return ta Initial Exacerbation Protocol) Exacerbation Protocol)
Assessment on Adult
Management of COPD
Exacerbation Flow Chart and
notify Physician/LIP

KEY: COPD: Chronic Obstructive Pulmeonary Disease; LIP: Licensed Independent Practitioner; MDI: Metered Dose Inhaler; mg: Milligram;
PRN: Az Needed; Q1: Every 1 Hour; 04: Every 4 Hours; ROC: Respiratory Outpstient Clinic; SABA: Short Acting Beta Agonist

Notes:

- The presence of seversl parameters, but not necessarily all, indicates the genersl dassificstion of the exscerbation
- Many of thess parameters have not been systematically studied, especially as they correlate with each other. Thus, they serve only 2z general guides.
- The emotional impact of COPD systems on the patient and family is vanzable but must be recognized and addressed and n affect spprosdes to

treatrment and folow-up.

RESFIRATORY CARE PATIENT CARE PLAN / ORDERS

EVALUATE AND TREAT FOR AMBULATORY PATIENTS, PRAGE4OF1S

Intermountain
ﬂ'% Healthcare

Note: The COPD Ambulatory Exacerbation Protocol (pages -4 above) is an example of
design and implementation as well as thoughtful application of information and
technology.
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mMrc Dyspnea Scale
e Appendix C
0 BEaNESINess onfy op SEMIOUS Exerose Adult Management of
1 Breathless when hurryng on the level or walkong up & COPD
shight het
Ambulatory Based Care
Waks siower than other pecple of same age on e level
2 due 1o shoriness of breath or need 10 stop for breath when Assessment Tests
woking &t own pace
3 Short of brealy alter walking few misdes oo e lovel o
stout 100 yasds (80m)
4 Too tecathless to leave e house, o broothiess when
dressing of undiessing
CAT Test
COPD Assessment Test (CAT)
3 4
['v-f'u_-v- L8205 a0 cough ol the tive | |
g Y B o
rlhnnnhp o S, My chest is
lov-a.m-nm @ (1 K 2)03)00)75 ) completely il of
#al phiegm (muces) »
™ f'_‘
.. oceeoce . .
o ght J
f A )
(Wheslwahwpab®l o lwalk wpahil
| or oms Might of staies © 31 (2103008705 or emm Might of stain
'\l-\mm lnmml
' “ At ' . - D =y
o oot fimited o = | am very limited
yactivities | 0 (1 2103074105 domg actiuities
R 0 g
(I-mnnhm | am oot at ol = )
leavingmyhome (91 203 a0 ;:"M“U"mw o
despete iy cond ition lung conditien
D S
.~ \don't steep soundly
Iglocpoousdly | 001 21030005 becanse of my
[ e L
Vs \ [ 3
1 have lots of 2 T a0 Thweno
J\ J
/‘"( COMARERAE 1L 408 UX1 O30 I 3 Yoo & D f
Clanfevtidon g of compein, To1aL
CAT °© mm::::- U g rmored SCORE
S

PV e v— e W Catesdc vne ong

RESPIRATORY CARE PATIENT CARE PLAN / ORDERS
EVALUATE AND TREAT FOR AVBULATORY PATIENTS,  PAGE 50F 15
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Examples of thoughtful application of information and technology (EMR documentation
screens):

Figure Six: COPD Phase 1 PDN Initial Assessment

FEO SAles @B
"Performed on:  08/14/2022 3w 208 3 MOT

[ coro 1 v ICOPD Phase I Initial Assessment .
* Medcaten Heor
] e — ]l other physcians | ]
Probiem Lt
Socs Haory Svarmm
Lterflow [Ovm  Cho | Last SpO2 |
Home Regimen © Ve C e ] Home Liter Flow |

02 Home Use Frequancy [O Comeumn C Wilmmose C Atnght ]

Comments Segoe Ut v s vH i@ BU/S EES

History of OSA Last STOPBANG Score |
Mospital PAP Sottings
Mode Insperatory Pressure Expwratory Pressure Positive End Expeatory Pressure

( ] ] ]

FiO2 Set

=

Experatory Pressure Positve End Expratory Pressure

] L

S D i@ BU/S EES

Page 1 $above & belowz

By SILCH, ALE, Tabmar

Page 2.

VEHO KA+ s @E
I

“Pedormed onc 12092022 |13 [w] 162 |3 ST By STUCKL RCP, TAMMY
= .
High Risk Puimonary Disease Protocol
COPDRTResd CENEEERS |
ATt 12ywam: |0 Asthma protocsd
v sTor-aaNG D] Hheckous denseeprooce
Socel Hatory
V Cardiacand Pul  SBAR
 Chest Xrayand  Segoe U vy v i@ BU/S EES
v IS - Mr XTEST pr the ROC assessment and ng treatment. He states that he has had a low-grade fever for 5 days. He is on Day 4 of 5 of his
'V Medication Hs|170ic/abx and feels his symptoms are not improving.
 Interpreted/Ac

8 - Gold 1 COPD (Emphysema) that is managed wel with Albutercl MDI and Stolto SML. He has not been tested for OSA (STOP BANG S). Vaccinations are UTD. 40py
smoking history: Qut in 2019, Baseline CAT score is 14.

A - HR 66, RR 26, BP 167/76, Temp 37, RA SpO2 92%, CAT Score 29, PIFR 120 LPM. BS decreased BLL with coarse rales that improved post-SVN with Albuterol to fine rajes.
BLL Mucus s thicker, but he has not looked at the color. Pre/Post SVN Lung values: FEV1 (1.811/1.961), FVC (2421/2.40), SpOZ (92%/95%).

R - COXR-chest, Prednisone/Ab refil Fiuter, OSA Consult. Education provided: MDYSM inhaler technique, COPD disease and exacerbation management, weight
monitoring for any lower extremity swelling (2nd round of steroids), Advance Care Planning and to bring documents 1 next provider appoiatment.
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VHO R+ ¢+ @

*Performed on: | 12/09/2022 %’: 1624 | = msT By:  STUCKI, RCP, TAMMY

sl COPD Assessment B °
PCP

SBAR Respirat e

COPD RT Read:
ACTfor 12years. ’ ‘
 STOP-BANG

Social History COPD Hospitalizations in the Fast Year |:|

v and COPD ED/Instacare Visits in the Past Y
re n fear
P — L]

V Outpatient ROi  COPD Primary Care Visits in the Past Year ‘:
' Medication His.

V Interpreter/ac SUPplemental Oxygen

oo o st

Home Regimen Home Liter Flow

O Yes @ No | [ L/min

02 Home Use Frequency \o Continuous O Wihexercise O Al night ‘
Comments

Segoe Ul v||® vE® @ BUZS EEZX

Paﬁe 3 cont

v HE Al s @E 2
=Perfomed an: | 12092022 El, 1e2e | = MST By STUCK], RCP, TAMKY

sameiiell COPD Assessment B .
AR Resphats =

AT 12ymmms - ‘
+ STOF BANG

Sl Hemry COFD Hossmbzations n the Ps Year f

ul e COFD ED/Instacars Visks in the Fast Yaar P

o Chest Krary amed

o Chuipatient (s  OOFD Primary Care Vists i the Fust Yesr i |
o Mndbeation Hir :

V interpreserppe SUPPlemental Oxygen

e

Heme Regiman Homse Liter Fow

1 Yz e | L

02 Hafe Uss Fréquescy T Comtimma O \with sz T A g
Commarks:

Sagar Ul v o @ B BUIS EED

VEHO I SHE e s @
*Performed on: | 12/09/2022

Asthma Control Test for people 12 years and older | ]

1. In the past 4 weeks, how much of the time did your asthma keep you from getting as much done at work, o
school or home?

Fm © Mostofthetime O Someof thetime () Altle of the time () None of the time | | l

v 1624 By: SYUCKI,RCP,TAMMV‘

2. During the past 4 weeks, how often have you had shortness of breath?
|O More thanonce aday O Once a day © 36times a week © Once or twice aweek O Not at all | | I

3. During the last 4 weeks, how often did you asthma of breath,
chest or pain) wake you up at night or earfier than usual in the
[OAamangmam O 2or3nights aweek O Once aweek © Once or twice O Notatal l | I

4. During the past 4 weeks, how often have you used your rescue inhaler or nebulizer medication (such as
albuterol)?

|G 3ormoretimesperday O 1or2timesperday () 2or3tmesaweek () Onceaweekorless (O Notatal l | |

5. How would you rate your asthma control during the past 4 weeks?
|o Notcontiolled at al O Poorly controlled © Somewhat contiolled ' Wel controlled © Completely controlled I | I

©2006 The GlaxoSmicthKline Group of companies All Rights Reserved. AD348RO May 2006 granted by 11/06, for reprint by
Intermountain HealthCare
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VEHOISA + ¢ @

E 16:24 %MW By: STLI(KI_R[P,TAMMV‘

| -

e Sleep Apnea Questionnaire
Primary Care Physician Total Score:

ACT for 12years

STOP-BANG

STOPBANG Risk Interpretation

O High Risk for Moderate to Severe DSA (58]

O Intermediate Risk for 054 (34)

O Low Risk for 0S4 (0-2)

® Disgnosed 0S4

O Paient Linable to Answer

(O Negative Sleep Study within 3 y1 and <10% weight gain

Have you had a sleep study and been
‘Social History diagnosed as having sleep apnea?
 Cardiacand Pul |® Yes

h © No
¥ ChestXrayand | b et Unatle to s

V' Outpatient RO( | Negalive Slesp Study within 3 yr and <10% weight gain
+/ Medication His
V' Interpreter/Ac

STOP-BANG Questions |

Snoring: Do you snore loudly (louder Observed apnea: Has anyone ever
than talking or loud enough to be heard tired, fatigued, or

sleepy during the observed you stop breathing during your
through dlosed doors?) Mlh!l.evalma'md'm's sleep?
|OY=: O No | |0 Yes O No ‘ ‘O Yex O No |
Pressure: Do have being
mmﬁwli;.wmﬂrﬂl_v Height Weight Body Mass Index: Over 357

= o® | 1 e o l

Body Mass Index:

By STUCKI, RCP, TAMMY

" Soc1al Hustory . ~

v Unabie to Obtan

VY CondacandPl (o Detaits Lost Updated
V ChestXrayand  Tobecco Use Neves smoker. 04/11/2019 10:44 MD
V Outpatient ROU | Use: Never smoker. : o _— l‘wlmmm:::w

| Use: Former smoker. Type Cigarettes. years (% pack/day x # years) pped  12/09/2022
v Medication His ‘ age: 59 Years.
 Interpreter/Ac | Aicohel

|Substance Use

|Sexusl, Gender identity and Orienta...

| Home/Environment

|Employment/School

| Hobbies/Interests

Page 7.

VHOISE ¢ @E
“Performed on: | 12/09/2022 Et 16:24 By: STUCIG,RCP.'I‘AMMV‘

Cardiac and Pulmonary History . -

Cardiac Historv Pulmonary History
O] Nore
[E] Sleep apnea
O Preumonia
\C] Uppet respaatory infection
O] Lung carcinoma
Cardiac and Pulll WEULEEY O asthms
] Atherosclerotic Heat Disease. IO History of Asthma
v ChestXrayand | fryombosis ] bionchiis
' Outpatient RO(  [C] Myocardial infarction IC] Lobectomy
T Post Heart Surgery (within 4 weeks) ] Preumonectomy
v Medication Hel | 1 O Fibrosis
v Interpreter/Ac I Cystic Fibosis.
[E=] Emphysema
IC] Bronchiectasis

Intermountain Health - HIMSS Davies Award Case Study - Pulmonary Disease Navigator Program for 30-day Chronic Lung Disease Readmission Reduction

] Cheoric obstructive pulmonary disease:
IO Other

Mak all as Reviewed
Diagnosis (Problem) being Addressed this Visk
* Add ] Modiy

=5 Convet | Displayr Al

Prioity  Annotated Display Condtion Name: Date Code Cinical Dx

n - Mltunty onset diabetes mellitus in ymll.h (MODY) Mlhlrityonszl diabetes mellitus in youth (MODY) 09/19/2018 E139 Maturity onset diabetes ...

[} dural laboratory dural laboratory 11/11/2020 201.812 Pre-procedural laborator.

e - COPD with acute ecerbation COPD with acute exacerbation 03/02/2021 40 COPD with acute exacerb... .,
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vEHO SR+ ¢ @E 2
*Performed on: | 12/09/2022
samdill Chest Xray and Surgical History B =

1624 |[Z] MsT By: STUCKI, RCP, TAMMY ‘

. Chest XRay Surgical History
‘COPD RT Read! O] Cear Bl Hore
ACT for 12years e [ General surgery
] Plewral Effusion ] Lower shdomen
//STOP-EANG [ Acute Infitsate [ Spinal
‘Social History [ Atelectasis ] Cerebral
/ Cardiac and Pul | ] Infitrates in more than one lobe [ Thoracic
] Emergent Changes ] Thoracic with Pulmonary Disease
[ Air wapping IC] Uppes Abdominal
+ Outpatient RO( |[] Other. [ Other:
v His
 Interpreter/Ac
Mark all as Reviewed
Procedures
+ add 7 Mody | Display Al v
Procedure Last Reviewsd Procedure Date o
BKA - Below knee amputation 08/15/2022
Test finding 11/18/2020
Test AND/OR disease related diet 1171472018

Page?.

VEHOISAE e+ + @

*Performed on: 12,-09,2012 B2l [w| [ 1624 |F5] msT By: STUCKI, RCP, TAMMY ‘
~
""""'"" Outpatlent t Readmission Reduction Billing [ |
SBARREsst "o o Ginic Billing Assessed Patient Immediate Needs  Patient Status (insert flow diagram)
COPD RY Readk ® ] Community Care Management @ Better
ACTfor 12years; | Phone call Health Care Team Identiied (O Same
STOP-BANG O Scheduled video vists 7] Rescue and Contraller Medications | [O worse
B O Phone call no answer [7] Osygen and DME Supples
Social History
v
 Chest Xray and Al Education, ETCO2, SPo2, oxygen start and patient discharge training incuded with in person eval above.
For Aerosol, Vibratory Device, ABG, mateanmfwmm.vmm document and bi.
V' Medication His  Assessments Blood Gas
+ Interpreter/Ac
ETCO2 Flow Resistor/Medication Inhaler Tested Inhaler Spacer Technique
mmHg ] Mone / PMDI [ Medium / Clickhaler O Patient Refused
- ] Low / Breezhaler [ Medium / Turbohaler / Symbicort @ Veialzes understanding
Inspiratory Flow for O] Medium-Low / Autohaler [ MediumHigh /Turbohsler / Puimicon O Demonstates
MDY/DPI Checked ] MedumLow / Diskhaler L] MediunHigh /Twisthaler O Needs futher teaching
] MedumLow / Elpta [l Medium High / Nesthaler O Needs practice/supervision
[ Medium / Genuair [ High / Easphaler
Inspiratory Flow Measured O] Medium / Spiromax [ High / Handihaler
‘ .
Peak Flow RT Charge Inhaler Spacer Technique
135 L/ C Inpatient taught with medication administiation
C Inpatient taught with placebo - No treatment
@ ED/ROC/Dupatient WITH Treatment
© ED/ROC/Outpatient NO Treatment

i Needs further teaching Needs practice/supe: Patient Refused

Ed-Asthma ing Anatomy & Physioloay Lunas
Ed-Asthma Contiolling Asthma Symptoms

Ed-Asthma Asthma Medications

Ed-Asthma Pediatric Patients

V Interpreter/Ac | Asthma Action Plan

\
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\
\
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RT Charge Transtracheal Equipment/Supply Given
Tube Cleaning
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ROC Clinic Recommendations ROC Direct Referrals ROC Clinic New Home Health/DME
' Interpreter/Ac  |[] Sleep RefenalStop bang »>=5 ] Community care ] Oxygen therapy
] Pulmonaiy Rehab ] Phamacy (30 day meds supply) ] NIV for Resp Failuie AVAPS
] Nutrition ] NIV for Resp Faiuie AVAPS AE
] Advanced Care planning I NIV for Reesp Faie IVAPS
] Chest %-Ray
] Six minute walk
] Palistive care
PT has no PFT Test Treatments Ordered per Protocol
] No PFT in the last 2 pears ] Arterial blood gas
] Inhalation eatment
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[ Vibratory/oscillatory device
v

Paie 10.

VEHO|IRE s s @EE

-y

*Performed on: | 12/09/2022 :H:J 16:24 By: STUCKI, RCP, TAMMY

Medication History .
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Displayed: All Active Orders | All Inactive Orders | All Active Medications, All inactive Medications 24 His Back. Shaw More
3K | |¥ |OrderName =~ [Slnus [Dose ‘Demls
4 Medications

» Ll @  acetaminophen Future 650 mg, Oral, Day
Administer 30 mir
» B @  cparabine Future 75 mag, IV Push, D
Target Dose: cytar

» I @  diphenhydrAMINE Future 5 mg, IV Piggybac
Administer 30 mir|
insulin lispro (Humal OG 100 units/mL injectable solution) Documented See Instructions, F

4 insulin lispro (Humal OG 100 units/mL injectable solution) Prescribed See Instructions, *

oxyCODONE (oxyCODONE 5 mg oral tablet) Documented 1 tabs, Oral, every
M w6 palonosetron Ordered 0.1 mg, IV Piggyb:
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» H @& ZeoTime Future N/A, N/A, Day of

(+Reconciliation History
v
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and planning require the use of an interpreter.
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Figure Seven: 2018 AARC Published Abstract/Poster for In-Hospital Mortality and 30-Day

Readmission Rates
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m the Implementation of a Pulmonary Disease Navigator for Higher

Intermountain: Risk Patients, In-Hospital Mortality and 30-Day Readmission Rates

Kim Bennion MsHS, RRT, CHC,

Healthcare

Background

Dixie Regional Medical Center is a 245-bed hospital and is one

Daniiel RRT, Kyle White RRT, Gardner Gee and

Resu

Its

Pre and Post Pulmonary Disease Navigator Outcomes

Conclusion
PDN implementation occurred Q3 2016. It is interesting to

compare Q2 2016 with Q2 2017, as well as Q4 2016 with Q4
2017 outcomes for bot

of 23 acute care hospitals of the Intermountain Healthcare . : n-hospital mortality and 30-Day
Corporation. To improve CMS Core Measures' for COPD DRMC COPD In-Hospital and 30-Day Mortality All Payer by readmission rates. While we cannot conclude an absolute
hospital 30-day readmission and mortality, we Instituted a Quarter cause and effect relationship solely with the implementation
Pulmonary Disease Navigator (PDN). . of the PDN implementation Q3 2017, the drop in both
PDN duties include but are not limited to: Cases | Hospital In- Mortality 30- | 30-Day outcomes tends to strengthen our suggestion that employing
1) Earlier disease education Orscharge @ |y wortaiity m' Day# Rate%. a PDN impacted our outcomes. Other detailed outcomes are
2) Creation of documented care plans # reported in separate abstracts.
3) Transition Care Management Qtr 22016 n 3 7.4 7 16.67
4) Timely, medically necessary referrals (e.g., PFT, since initial implementation of the PDN, we can assume and
5 pu\mg_nary rehab) Qu 32018 = ° ° ° ° report other benefits. These include, but are not limited to:
) Post-discharge follow-up phone calls for care plan Qrr 4-2016 52 2 385 3 1154 1) Physicians requesting PDNs in their offices

adherence 2) Physici ting RRTS as telemedici Itant:
6) Medication instructs Qrr 12017 87 4 46 1 1264 ) Physicians requesting = s lelemedicine cf)ns}l ants
7) Training patients on the proper use of CPAP, BiPAP and 3) Enhanced p_nahe_nt/healthl:ar.s team communication

other equipment Qtr 22017 73 3 a11 6 822 4) Improved nmel{ness of medically necessary referral; (eg.,
8) Airway clearance methods w2207 = 3 con A o8 Tobaan Cessation, PFT, and Advance Care Plgnnlng)
9) Breathing exercises 5) Elevation of Respiratory Therapy as a profession.
10) Tobacco cessation and zll aspects of symptom Qtr 42017 58 1 172 2 3.45

management It is our impression that patients, their families and members
11) Intsrd?sciplinary pulmonary care training Our 12018 = : 2% s &2 of the healthcare team benefit from detailed, timely,

We sought to identify what, if any, outcomes might be
improved with the addition of the PDN.

Method

Between May 2017 - March 2018, 127 patients were
identified as diagnosed with COPD and followed by our PDN.
Of these 127, 67 (53%) were admitted with COPD
exacerbation. We sought to determine what, if any, impact
the PDN might have on COPD patient care and outcomes.
Daily readmission and hospital mortality data was gathered
on a daily basis using various tracking programs. COPD
education was taught to new admissions and readmitted
patients.

*incomplete quarter data

Pre/Post PDN Implementation

Te==mmpege=wg-

coordinated interventions that are best guided by Respiratory
Therapists under the general supervision, direction and orders
from patient physicians.

References
*hitps://www.cms.gov/Medicare/Quality-Initiatives-Patient-
Assessmentlnstruments/HospitalQualitylnits/Measure-Metho
dology.html

Figure Eight: 2018 AARC Published Abstract/Poster for Inhaled Medication Delivery

and Inspiratory Flowrates
Adult I
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aled Medication Delivery and Inspiratory Flowrates

Intermountain: A Pulmonary Disease Navigator’s Findings Among Medically Complex Patients

Healthcare

Kim Bennion MsHS, RRT CHC, Scott Daniel RRT, Kyle White RRT, and Tammy Stucki RRT

Background

Dixie Regional Medical Center is a 245-bed
hospital and is one of 23 acute care hospitals of
the Intermountain Healthcare Corporation. To
improve CMS Core Measures* for COPD hospital
30-day readmission and mortality, we instituted a
Pulmonary Disease Navigator (PDN). PDN duties
include the assessment of care plans to include
medications and their delivery as well as several
other services. Tracking inspiratory flow rate (IFR)
capabilities among medically complex COPD
patients, the PDN reported patient inability to
generate manufacturer’s recommended IFR for
their devices in a number of patients. Dry
Powered Inhalers (DPI) generally require an
inspiratory flow of 30-90 LPM. Studies have
suggested that ideal IFR will determine laminar
flow and thus better deposition of the
medication®,. We utilize the InCheck Dial® to
assess the patient’s ability to generate adequate
IFR in lieu of DPI resistance. DPIs and pressurized
metered dose inhalers (MDI) are rated based on
resistance (low to high). Further requirements to
consider for DPI/MDI use are: 1) respiratory rate
<28, 2) 3 second breath hold, and 3) patient alert

Method

Between May 2017-March 2018, 127 patients
were identified as being diagnosed with COPD
and were followed by our PDN

Figure One: In-Check Dial® inspiratory flow device.

"oy P

G16 £ o

Table One: Adult Patient Inspiratory Flows for Inhaled Medication Delivery

Results
PDN outcomes for patient IFRs are reported in
Table One.

Figure Two: We utilize the InCheck Dial® to
assure adequate patient inspiratory flow.

o

References

https://www.cms.gov/Medicare/Quality-Initiatives-Patie

Methodology.htmi

2Kanabuchi K, Kondo T, Tanigaki T, Tajiri S, Hayama N,
Takahari Y and Iwao K (2011). Minimal inspiratory flow
from dry powder inhalers according to a biphasic model of
pressure vs. flow relationship. Tokai | Exp Clin Med. 2011
Apr 20;36(1):14.

3Mahler DA (2017). Peak inspiratory flow rate as a
criterion for dry powder inhaler use in chronic obstructive
pulmonary disease. Ann Am Thorac Soc.
Jul;14(7):1103-1107. doi
10.1513/AnnalsATS.201702-156PS.

“4Braman S, Carlin B, Hanania N, Mahler D, Ohar J,
Pinto-Plata V, Shah T, Eubanks D, Dhand R (2018). Resutts
of a Pulmonologist Survey Regarding Knowledge and
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23 (18) | 12 (9) | 13 (10) | 2(2) 3 . )
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Figure Nine: 2018 AARC Published Abstract/Poster for COPD Pulmonary Function Testing
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Healthcare

Background

Dixie Regional Medical Center is a 245-bed hospital and
is one of 23 acute care hospitals of the Intermountain
Healthcare Corporation. To improve CMS Core
Measures® for COPD hospital 30-day readmission and
mortality, we instituted a Pulmonary Disease Navigator
(PDN). In tracking PFT and result availability in the
medical record, we found inconsistency in the.
frequency of PFTs performed. We sought to determine
if diagnostic PFTs had been done and how often PFTs
were performed in stable and unstable patients. We
sought to obtain baseline data.

Method

Between May 2017-March 2018, 127 patients were
identified as diagnosed at some time with COPD by our
PDN. Sixty-seven (53%) were admitted due to a COPD
exacerbation. Seventy-four of the 127 (58%) had a
resulted PFT viewable in their medical record

Results

Frequency of PFT results in the medical record are
reported in Table One. Three (5%) had a COPD stage
noted in their medical record, but they had never had a
PFT.

While clinical presentation may assist with supporting
staging for referrals such a pulmaonary rehabilitation,
CMS expects staging to be based on PFT results. We
include staging reference document in the COPD
Exacerbation Protocol which is one of many system,
standardized, evidence-based protocols we have under
‘the umbrella of what we call RT Evaluate and Treat
(Figure One).

Table One: Pulmonary Function Testing in
COPD Patients

Conclusion

Controversy remains regarding the frequency for PFTs
in the diagnosis and ongoing care for COPD patients

We have identified patients who did not meet either
GOLD guidelines (forced vital capacity FEV1/FVC <0.70)
or Lower Limits of Nermal (LLN) criteria for COPD but
were given a COPD diagnosis by ED/hospitalist
physicians. This complicates accurate identification of
COPD patients. Our pulmonalogist identified patients
have normal spirometry but low DLCO and positive for
emphysema. Current GOLD guidelines view smokers
with preserved lung function but respiratory symptoms
as having similar outcomes as “COPD". One study
suggested increased diagnosis accuracy bvmdumng an

ry, physical
Giffusion testing and the consensus of an expert pancF-
The American Theracic Society recemmends a PFT when
respiratory symptoms present; however, Mehta’s
suggestion that PFTs can be done before dinical
symptoms are evident especially in early smokers may
have merit’,*. Debats continues regarding the frequency
of repeat PFTs in COPD patients. More research will be
required before conclusions can be accurately drawn._

Figure One: COPD Exacerbation Protocol
Staging Reference

What Pulmonary Function Testing (PFT)
F1 equency 1s Recommended for COPD Patlents"

Kim Bennion MsHS, RRT CHC, Scott Daniel BT, Kyle White RRT, and Tammy Stucki RRT

We created an observation room/service to care for
COPD patients to avoid inpatient admissions but report
only a small utilization. It is our impressien that earlier
symptom deterioration recognition with patients still in
their home would be most ideal. We are working with
several vendors to create and utilize COPD “nudging”
electronically. The Nudge Theory, originally developed
by James Wilk in 1995, is gaining traction internationally
in terms of healthcare behavior and motivation
economics. Itinvolves a weekly patient entry into
“diary” of several questions that relate to symptoms in
terms of if they are better, the same or worse. It can
nudge the patient, physician and care managers. We
will be utilizing nudges to our PDNs in our model. We
are pursuing this novel idea to investigate what, if any,
benefit might be appreciated in caring for our COPD
patients across the system.

We have added the ability to meet with, evaluate and
treat COPD patients in our new, Respiratory Outpatient
Clinic (Figure Two) where we are one of tweo hospitals
piloting 2 COPD Readmission Reduction Protocol

Since initial implementation of the PDN, we report
other benefits. These include but are not limited to: 1)
physicians requesting PDNS in their offices, 2) physicians
requesting RRTs as telemedicine consultants, 2)
enhanced patient/healthcare team communication, 3)
improved timeliness of medically necessary referrals
(e.g., tobacco cessation, PFT, advance care planning),
and 4) elevation of Respiratory Therapy as a profession.
It is our impression that patients, their families and
members of the healthcare team benefit from detailed,
timely, coordinated interventions that are best guided
by Respiratory Therapists under the general
supervision, direction and orders from physicians.

Figure Two: Respiratery Outpatient Clinic

References

B, Sachs AP varhei] 1, L s
Beoskduien B0 (202 sric thrasholds for

pre- or post.ditator valuas?
Corpjay 33eas

Sachi, v Dassh N, B P, 5. (2016), Whan pulmonaryf
et e avaiable, S wo wiit Tor the COPD SpmpRome 10 develop?
Journal of Clinical and Diagnostic Resaardh : JCOR, 10{10),
OE08—0E12. hexp://doi 0r2/10, 7860/)CDR/2016/21006 E705

artan wax, Kim, MG, Mardon R, Renner B, Sullivan 5, Dietts GB and
inez 1 (2007). spirometry utilizstion for COPD. Chest,
209.

aarti
132(2)-203-

Quality Measures of Standard Adherence

St. George Regional Hospital (SGRH), previously known as Dixie Regional Medical Center
(DRMC-245 beds) and Intermountain Medical Center (IMC-504 beds) were selected as
PDN pilot sites. PDN workflow is based on the system COPD Readmission Reduction
Protocol (Figure Five above). Dutfies include, but are not be limited to: 1) inpatient
evaluations before hospital discharge to include community care management, 2)
evaluations in the Respiratory Outpatient Clinic, 3) evaluation of care plans and patient
compliance to care plan, 4) assessment of oxygen requirement or other durable medical
equipment needs, 5) physician contact for referrals for medically necessary services for
which patients met physician defined clinical criteria (profocols), 6) medications and
their delivery, 7) patient/caregiver education, 8) the utilization of a COPD observation
unit (SGRH only), and 9) scheduled 2-week post-discharge clinic visits to include pre-
/post-pulmonary function testing, é-minute walk, fobacco cessation, sleep study,
pulmonary rehabilitation and serious illness discussions/advance care planning with goal
attainment scaling as part of the National Committee for Quality Assurance Serious lliness
Learning Collaborative, a $50,000 grant funded project. Between May 2017 - March 2018
at DRMC, 127 patients were identified as diagnosed with COPD and followed by the PDN.
Of these 127, 67 (53%) were admitted with COPD exacerbation. At IMC between
November 2017-September 2018, 417 patients were diagnosed with COPD (DRG 190, 291
& 192) and/or had a COPD diagnosis in their medical record. All 417 were contacted by
a PDN. Outcomes were fracked, analyzed, and reported via the COPD dashboard.

Following the PDN pilot program at the facilities demonstrated the benefit of the PDN
program in reducing 30-day All-Cause Readmissions for COPD (Figures Ten & Eleven from
St George Hospital, formerly known as Dixie Regional Medical Center) the program was
expanded to include the three additional frauma centers: McKay-Dee Hospital (MKDH),
Latter-day Saint Hospital, (LDSH) and Utah Valley Hospital (UVH). The system average
before the pilot began in 2017 for 30-day All-Cause Readmission was 18.2% as compared
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to 11.2% following PDN and information technology solutions. Even though this is below
the CMS penalty, Infermountain

sought to further reduce the readmission rate at the PDN sites. We then further refined
documentation tools to assist the PDNs in detailing the following inpatient and outpatient
information: inpatient evaluations to include community care management, outpatient
evaluation of care plans, oxygen requirements and other durable medical equipment
needs, medication regimen evaluation, and referral recommendations to the provider
for protocol driven outpatient services, like pulmonary function testing, pulmonary rehab,
sleep study, and advanced care planning. Figures Twelve and Thirteen are example
reports of the 2017-2022 CMS Penalty and Intermountain Healthcare System all-cause
COPD Hospital Readmission OQutcomes. Key process indicators (KPls) are reported as
value-based care with the utilization of standardized clinical practice utilizing evidence-
based protocols, performing ongoing auditing and moniftoring, and quarterly reporting
to senior leadership. With CMS penalties in play, Respiratory Care leadership has
provided reports since 2016 in terms of quality, community stewardship, healthcare
access, and growth.
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Figures Ten & Eleven: SGRH Initial Outcomes Utilizing PDN and EHR Solution
RESULTS

Pre and Post Pulmonary Disease Navigator Outcomes

DRMC COPD In-Hospital and 20-Day Mortality All Payer by
Quarter
In-. In- .
Discharge Qir C"’;ES ;zsn'::::r Hospital M;T; 30 ;:;T;
& Rate %
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Quy 3-2016 3z O 0 0 0
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Quy 1-2017 g7 4 45 11 1254
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Quy 3-2017 43 3 £.98 B 13.55
Quy 4-2017 58 1 1.72 2 3.45
Quy 1-2018% g3 2 2.25 5 562
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Figure Twelve: 2017-2022 CMS Penalty and Intermountain Healthcare System All Cause COPD
Hospital Readmission Outcomes

System Average 2017-2022 11.2%
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Graphic display of the impact of the ulilization of standard of care and outcomes with the
support of information technology solutions.

Figure Thirteen: Intermountain Healthcare CMS 30-Day Readmission Rate
Dec 1, 2019 - Dec 1, 2022

Intermountain System: CMS Readmission 30-Day Rate - COPD - Intem':!:untain'
Healthcare
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The Medicare Hospital Readmission Reduction Programs (HRRP) tracks all outcomes
relative to the six included diagnoses and procedures for targeted tracking of 30-day
unplanned admissions.! CMS calculates the payment reduction and component results
for each hospital based on its performance during a rolling performance period. The
payment adjustment factor is the form of the payment reduction CMS uses to reduce
hospital payments. Payment reductions are applied to all Medicare fee-for-service base
operating diagnosis-related group payments during the FY (October 1 to September 30).
The payment reduction is capped at 3 percent (that is, a payment adjustment factor of
0.97).
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CMS sends confidential Hospital-Specific Reports (HSRs) to hospitals annually. CMS gives hospitals
30 days to review their HRRP data as reflected in their HSRs, submit questions about the calculation
of their results, and request calculation corrections. The Review and Correction period for HRRP is
only for discrepancies related to the calculation of the payment reduction and component
resulfs.

Numerator - Infermountain follows the Medicare HRRP as the guideline for numerator inclusion.
Overall, we include those adult patients > 18 years of age with a 30-day readmission diagnosis of
COPD.

Denominator of Intermountain COPD Patient Readmissions Extraction

While the Medicare HRRP program assigns reimbursement penalties for 30-day hospital,
all cause readmissions based on DRG 190, 191 and 192 Intermountain initiatives have
focused on adults > 18 years of age with a diagnosis of COPD in the medical record.
However, one of the gaps of care identified in 2011-2012 included the inclusion of
patientsin the COPD diagnosis of COPD based on clinical findings with a lack of definitive
diagnosis of COPD via pulmonary function testing. A lack of access via the EHR to PFT
results if performed in physician clinics was also noted. To address this, an information
technology solution was created to link PFT results to be viewable in via the patient’s EHR.

Clinical Exemption Criteria from the Measurement Cohort

While included in the Medical HRRP results, Infermountain has excluded patients with a
DRG diagnosis of 190, 191 or 192 who is < 18 years of age/or hospice care. It should be
noted that very few patients with the designated DRG diagnosis are <18 years of age.
The majority of pediatric patients with the designated COPD DRG diagnosis codes are
cared for in our stand-alone pediatric hospital which are not included in the Medicare
HRRP program/COPD outcomes reports.

The data extraction is a by-product of EHR documentation obtained from the enterprise
data warehouse (EDW) or the Healthelntent population health platform and claims data.
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Design and Implementation Model Practices and Governance

ARCIE Reference Document:

This was an initiative originating from the work of and coordinated by Respiratory Care

Clinical Services. Continued monitoring of compliance continues to be
their stewardship.

Approved

Organization’s President, CEO, COO, Nursing Chief Officer, and
Chief Information Officer and Hospital Medical Executive
Committees

Reviewed

Representatives from Respiratory Care Services and System/
Facility Respiratory Care Medical Directors, Hospitalists,
Intensivists, Pulmonologists, Primary Care Physicians, Hospital
and Home Care nurses, and Respiratory Therapists and aides,
Information Technology Consultants, Patient/Provider Education
Consultants

Consulted

Representatives from Respiratory Care Services and System/
Facility Respiratory Care Medical Directors, Hospitalists,
Intensivists, Pulmonologists, Primary Care Physicians, Hospital
and Home Care nurses, and Respiratory Therapists and aides,
Information Technology Consultants, Patient/Provider Education
Consultants

Informed

Representatives from Respiratory Care Services and System/
Facility Respiratory Care Medical Directors, Hospitalists,
Intensivists, Pulmonologists, Primary Care Physicians, Hospital
and Home Care nurses, and Respiratory Therapists and aides,
Information Technology Consultants, Patient/Provider Education
Consultants

Executed

Respiratory Care Services and System/Facility Respiratory Care
Medical Directors, Hospitalists, Intensivists, Pulmonologists,
Primary Care Physicians, Hospital and Home Care nurses,
Respiratory Therapists and aides, Information Technology
Consultants, Patient/Provider Education Consultants

Sub-committees met ad hoc as various documents and processes were created.

Utilize charts describing critical multidisciplinary committees if applicable. Education to
staffs included interactive computer training modules with case scenarios, FACT sheets
and hands-on trainings (Figures Sixteen & Seventeen-pages 1-3). Super User trainers were
utilized to conduct frainings and to document competencies following didactic and

computerized fraining modules.
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Figure Sixteen: Example of COPD Diagnosing and Staging FACT Sheet Education

| fact snee: GOPD Diagnosis and Stasing
+ Sxacerbation prevenfion and management [ses COPD Care
Process Model for more detailed information) Glick
| s — 5 15 Chronic Obsiruchve - « Madications: Inhaled shorf acting beta2-agenists (SABA) s nereto
needed. Tetm to
COPD is common Good outcomes and Stage 2-4 should receive Core fregiment plus: Gontents
—  redvos: cors. Treatmant for COPD difies baved o the stage of GOPD, PR ——
crifical o 2 . -onsideration of: Pumonary consult and arterial yas
st effective teatment fos COPD patients. Consideration of: Puimenary /1 andl arterial Bloos o
and other tests. [See COPD Care Process Model for more:
Sprometry festing is required for diagnosing COPD (and for detailed information)
Giierentaing 1 o asnmeor iher cororic ng Ssedses. « Acion crcore pion
Sprematy testing theuld be pertermad for any patents with Shromic «  First-line medications including: inhaled SABA and long lasfing
aymators seggedive of COPD or fa patients avar 40 wih ik factor . s s .
for COPD. especially a smoking history. gl
+ Secondtine medicationsincluding: SABA plus shor-3cfing
Diagnosis: Along witn slevation of symptoms, the diagnosis of COPD i anticholingargics; long-acting beta2-agonists (LABA); LABA
onfirmed with an FEVI/FVG rafio of s fnan about 70%. Lower s plus inhaled coricosteroid: Phosphodiesterase & (FDE4)
of normal (LLN) can vary based on the pafient's age. sex. height and inhibitor
Civicty. Aging pafiants il mcraadingy 11 baiow 70% FEVI/AVC
7ot vl oe within helriowsr it of el range (LN andl would Good care improves ovicemes and redvass cests, Impraved
Symptom monagemant and redustion in exacaieations sl Improve
e batient s aualfy o lfe.and reducs fre oot burden of COPD
Severity Classiicaon: Along wih severy o symeoms, a FEV1
percent of predicted helos classify severity.
+ Momal: FEVI/RVC ra 2070 or withi LN FEV1 = 80% of
predicted [ < oy
+ Stage I: Mid obsiruction: FEV1/FVC ratio <0.70: FEV1 ~80% of fesources —
Precicres: cough may be present
+ Stage 2 Moderate obsiruction: FEV1/FVC rafie <0.70; FEV1 50- v Boyou = for COFD diagnoss
PN B you know how fo find fhe COPD Care Frocess Model?
somefimes presert
+ Siome 3 Severe cbsmucTon: FEVIPYG rafio <0.70; FEV1 <S0%of
i ayserea,
Fafigue. exoceroations
+ Stams £ Very Severe: FEVI/FVC ratic <070 FEV1 <a0% of
exocsioations
COPD patients should recsive Care ireatment including:
+ Smeking Cersation edvaation
+ Evalustion forsxygen therapy
+ Infsenza and pevmecescal vacsines
+ Aveidance of nhalation expesures
+ Considerafion of alpha-1 antiirypsin deficiency fest
472014 + page 10f2 4/2014 + page20f2

Figure Seventeen: Example of EHR Computerized Training Module for Education-Page 1
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In the activity below, you'll walk through how to find the Respiratory Evaluate and Treat
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Respiratory Therapy Protocols standardize the way we evaluate patients and set up care

plans across the system. In addition, they help us:

Improve the quality of patient care
= Decrease variation in ordering and practice

Decrease utilization of inappropriate, non-medically necessary services

.

Improve compliance and productivity

.

Set the stage for further research and development to protect and promote our
professional standing

This module will help you learn more about protocols, practices, and orders necessary to

be successful.




Tools, Resources, and Timeline for Clinical Staff Training

Under the direction of a pulmonary medical director, and a committee of pulmonary
disease navigators, and based on the COPD GOLD Standards, the Ambulatory High-Risk
COPD Protocol was developed as well as EHR workflows to include but not be limited to
the order set, communication of order, documentation of intervention(s) as well as
outcomes reporting generation. Respiratory Care Medical Directors at each hospital
presented all aspects of the referral and care workflows mentioned above to the Medical
Executive Committees for approval. Further, the Respiratory Care Medical Directors were
tasked with the dissemination of the protocols, processes, and workflows prior to
implementation. Outcomes of the two-facility pilot previously reported in this application
were included. Hospital-based caregivers of all disciplines were educated on high-level
information regarding the new initiative. Hospital-based respiratory therapists were
provided more detailed education in care coordination with the pulmonary disease
navigators in terms of items listed previously in the workflow and electronic medical
record. Respiratory Therapists received both didactic training with reinforced learning
via computer-based protocols which provided case examples for protocol application
practice. All of this occurred the quarter prior to go-live. The merging of protocols and
the electronic medical record inclusion in physician/advance practice provider Power
Plans has improved workflows, patient through puf, and minimized the number of
charting “clicks” required to care for this subset of patients.

Clinical Transformation enabled through Information and Technology

This section is devoted to describing the longitudinal clinical workflow and all the
different touchpoints where information and technology drives improved adherence to
the standard of care.

Figure Fifteen: Flow Chart Longitudinal Clinical Workflow Integrating IT/EHR Solution Touch Points

Pulmonary Disease Navigator Physician Supervision and Coordination of Care Workflow Process

Referral Clinical Coordination Physician Supervision Care Coordination
o
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Note: PDNs can “propose orders” to providers for authentication within the EHR.

Multiple disciplines now have access to the protocol, patient history, clinical data,
behavioral health data, social determinants of health data, and/or behavior health data
to risk adjust the patient. The protocol as well as the data listed above were used for
clinical decision support and communication of care. Throughout the process, key
system leaders met with the IT clinical support feam met to revise the IT/EHR support tool
to enhance patient care and timely interventions. Medication management was a
pivotal patient safety best practice that was identified. Using the protocol questions in
association with the ongoing patient education to their care plan, patients were more
aware of the signs/symptoms of an exacerbation and were able to receive earlier, at
home exacerbation mitigating interventions.

Patient Information and Technology Interventions

Currently, the Intermountain Healthcare LIVE score is available daily from EHR embedded
calculations by facility for all patients with COPD. It is a prognostication score for
mortality, readmission, and comorbidity (Figure Sixteen). PDNs and other disciplines ufilize
this score for identification of patients at risk as well as patient referrals including but not
limited to advanced care planning, disease home management, and referrals to other
service lines for comorbid condition management. The LIVE score combines a patient’s
simple laboratory values (levels of hemoglobin, albumin, creafinine, chloride, and
potassium) to identify those patients who are at high risk of death or further disease
advancement, and who may most need referrals to palliative care and advanced care
planning resources. The PDN has the ability to guide the patient and family through these
end-of-life decisions.

Patients are called by the PDNs as part of the assessment (refer to Ambulatory High-Risk
COPD Protocol) to both report symptoms as well as the RPM measures following
discharge. This data is used to drive/adapt the individualized care plan.

As previously mentioned, this has set the groundwork for the artificial intelligence
platform that will have a patient IT interface for remote patient monitoring.

Figure Sixteen: The COPD LIVE Risk Score

LIVE score is a COPD risk score that ranges from high(1) to low(5) for mortality,
readmission and comorbidity

It is externally validated (National VA data and U of Chicago).

* Denotes a Preliminary Score, Not Enough Lab Values Available

IMRS - Intermountain Risk Score.

READMIT 30 - Risk of readmission within 30 days for CHF.
DEATH 30 - Risk of all-causes of death within 30 days.
DEATH YEAR - Risk of all-causes of death within 1 year.
All are externally validated.

Risk Score
Info

IMACE - Risk of Cardiovascular, acute Ml or stroke mortality within 3 years.
ICOPD - Risk of readmission within 30 days for patients with COPD.

PNEUM - Risk of readmission within 30 days for patients with pneumonia.
All are internally derived and validated based on laboratory data.
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Improving Adherence to the Standard of Care

Over the past ten years, clinicians have worked ftirelessly with data extraction, the creation
and application of the Ambulatory COPD High-Risk Protocol, refinement of both in person
assessment and RPM data to evaluate patient status, provide education to patients and their
home caregivers, and to communicate care plan outcomes to multiple disciplines using
IT/EHR solutions.

Infermountain Health utilized our organization’s baseline COPD outcomes data to help create
the PDN model which ultimately provided the workflows to decrease the total 30-day hospital
readmission for COPD by 7%. The guiding benchmark for the outcome is to remain above the
CMS penalty line.

The adherence to the standard of care is represented by the increase in utilization of the EHR
tools, which represent an increase in the PDN engagement activity. (Figures 17 -19).

Respiratory Outpatient Readmission Reduction PowerForm
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Telephone Follow-up Visit for Respiratory Risk Readmissions
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Improving Patient Outcomes

Six major direct and indirect outcomes were appreciated as a result of utilizing enhanced
information fechnology. These include but are not limited to:

Decrease in all cause 30-day readmission rates for this subset of complex COPD
patients from 18.2 to 7.1% when comparing readmissions from 2017 (initiation) to 2022
- Figure twelve

Identification of patients unable to “frigger” medication delivery devices due to in
adequate patient inspiratory flow required to overcome the resistance of devices
(19%-24% of patients identified in this category). Medication and/or delivery devices
were changed upon physician notification and order

Enhanced coordination of the patient’s individual care plan among all care clinicians
(e.g., physicians, respiratory therapists, nursing, pharmacists)

Timely communication of patient status as all documentation was accessible to all
clinicians as well as the ability to “author for” orders for the physician/advance
practice provider. These were routed to the provider’s inbox for order authentication
prior to implementation. This allowed for more timely changes in the patient’s care
plan as needed saving human resource time.

The Ambulatory COPD High-Risk Protocol was embedded in the EHR/IT solution and
associated with the patient’'s specific medical record thereby assuring federal
regulatory requirement compliance. This also served as a resource/reminder of the
various steps in the protocol as well as "hard stops” which notified the PDN when an
additional physician order was required.

During the COVID pandemic, a tfime when chronic lung patients are at high-risk for
severe exacerbations, only 1 of 53 patients enrolled in the SGRH study required hospital
admission. The initiatives implemented over the last 10 years, including the EHR/IT
solutions, made timely, high-touch care in the home possible. Providing alternative
health care access proved highly valuable.

With the system initiatives implemented, 30-day hospital admission rates as a system
for this subset of patients has decreased from 18.2% to 7.1% which is well below the
national average. The Medicare 3-month reports is our exfternal performance
benchmark. Further, we partner with Vizient data monthly to tfrack outcomes as well
our Select Health insurance arm outcomes. These resources are used for clinical care
refinement as needed. Further, our parficipation in the National Committee for Quality
Assurance (NCQA) Advance Care Planning Collaborative, assisted us with identifying
those patients for referral to palliative and advance care planning.
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e Figure Twelve: 2017-2022 CMS Penalty and Intermountain Healthcare System All Cause COPD
Hospital Readmission Outcomes
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Accountability and Driving Resilient Care Redesign

The capability to monitor monthly outcomes and utilization of the PDN tools has been a key
factor in the success and sustainment of the decrease in COPD 30-day readmissions as

shown the sample below. (Figure 18).

Figure Eighteen: COPD Hospital Readmission Rates by Payor at St George Hospital 2014-2017 (Pre-
initiatives) and 2018 — November 2022 Hospital (Post-initiatives)

Pre-initiatives SGH COPD Study: 2022 AARC Abstracts:
Implemented Early Exacerbation 10-Year of Outcomes
Symptom Ildentification Review

Admissions vs. Readmissions
SGRH

\ e D
WMDYV

Final quarter /

2017 Data Capture Full EHR embedding

HIMSS of ROC Ambulatory outcomes prior to
for 2018 AARC COPD protocol, PDNs HIMSS award
abstracts & PDN Data Tracker application
form submission
Key:

Orange: Total readmissions

Yellow: All payors

Green: CMS readmissions

Blue: Intermountain Healthcare internal readmission rate
Red: CMS penalty line

Besides monthly reporting of the key initiative to decrease and maintain COPD 30-day
readmission rates below 8%, tracking of the number of diagnostic pulmonary function
testing, referrals fo Pulmonary Rehabilitation and palliative care/hospice, patient care
plan compliance (e.g., tobacco cessation, medication compliance for taking as
prescribed and the ability to overcome medication delivery device resistance) and
improved access fo healthcare in other sites rather than the emergency room/in-patient
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admission were also tracked/reported. Routine chart audits/reports via the EHR/IT
solution were performed to assure compliance to the defined

process (e.g., order co-signafures obtained as required, PDN documentation
completed).

In 2018, AARC abstracts reported three key findings:

e Thirty-day readmissions and in-hospital mortality outcomes (Figure Seven above)

e Patients were identified as those unable to overcome the medication device
resistance by fracking and documenting their inspiratory flow capabilities. If unable
to demonstrate adequate inspiratory flow, providers were contacted both by
communication in the IT/EHR solution created for this project as well as via phone as
needed to change medication. This was published in the Respiratory Care Journal.8
The poster of these outcomes is presented in Figure Eight above.

e Pulmonary function testing was accessible in the EHR for only 58% of patients studied.
This was due to both in accessibility of PFTs performed as well as those who had never
had a diagnostic PFT and/or patients not having a PFT in over two years (Figure Nine).

e A funded study was conducted at SGH to determine what, if any, available
devices for physiological, remote patient monitoring might assist in earlier
capture of COPD exacerbation and thus, more timely intervention. The study
included the primary outcome of healthcare access and hospital readmissions
for COPD patients. Secondary outcomes included patient engagement,
interventions, and the determination of which, if any device, proved valuable in
earlier identification of an exacerbation. PDNs fracked the outcomes of the use
of three monitoring devices (pulse oximetry, expiratory flow, and inspiratory flow)
as well as patient symptom reporting utilizing the COPD Ambulatory Protocol
each week. A screen shot example of the study’s information technology fracker
of the three devices utilized by the COPD outpatients is reported in Figure
Nineteen.

Figure Nineteen: Example of the St George Hospital Study Information Technology
Tracker of High-Risk COPD Outpatients
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o Of 53 frial patients, 1 (2%) patient enrolled in the study was readmitted to the
hospital within six months.

e Compared to a patient identifying worsened cough, shortness of breath, or
mucous production, a drop in the FEV1 by 10% was noted on average 3 days
prior to patient reporting.

As a result of our work to date as well as these study outcomes, the organization has
received $2 million of unrestricted funding infegrating one of the original study devices
with another device and artificial intelligence embedded in the medical record across
the system for COPD RPM beginning in 2023. This solution is an artificial intelligence
platform for remote patient monitoring. The goal is to include 5,000 patients with these
primary and secondary outcomes:

e Primary Outcomes:

o Decrease hospital readmissions rates

o Decrease 30-day, in hospital mortality
Increase diagnostic pulmonary function testing (definitive COPD diagnosis
and disease staging)

o Improved coordination of care between all healthcare arenas and
multiple disciplines (e.g., surveys/feedback)

o Improved patient access to healthcare (e.g., referrals, right time, right
place at least cost, patient surveys/feedback)

e Secondary Outcomes:

o Improved patient & provider compliance to Ambulatory COPD & Asthma
Exacerbation Protocols (MEC approved annually; revised per COPD GOLD
and GINA asthma standards)

Earlier identification of symptom exacerbation

Improved patient outcomes in improved healthcare access

“Nudging” for improved care plan compliance

Aggregation of population health for reporting

Earlier identification and freatments of patients with undiagnosed
obstructive sleep apnea (OSA) or non-compliant with previously ordered
therapy(ies)

o O O O O

Infermountain Health has partnered with vendors with an artificial intelligence (Al)
platform utilizing four remote patient monitoring devices to fully scope this *high-touch,
personalized care”. This will allow for compliance and outcomes fracking to improve
accountability. Our current dashboards are visible fo the PDNs, physicians, and other
caregivers. With the addition of the Al platform, reports can be as specific as to each
patient as well as aggregated population health outcomes. A more accurate registry
for COPD as well as adult asthma patients will be created via the Al platform with
gradual intfegration info the electronic medical record. This stepped wedge cluster
randomization trial is slated for implementation during August 2023-August 2025.
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How Does One Truly Measure Success?
Brian’s Story

I never really fit in with my family. At the age of 10, | started smoking. | watched my
father overdose so many times. By the age of 38, | had two heart attacks, had stents
placed and was diagnosed with COPD. | continued to smoke. | was homeless and
literally living on the streets for 10 years prior to meeting Kim and the Respiratory
Therapists (RTs). They changed my life.

| was entered into the NCQA study and had some very heart-felt discussions with Kim
and Helen. They were patient with me as | asked them questions over and over about
my end-of-life options. We documented everything on the required forms which made
me feel so much more secure that my wishes would come true.

Kim made me the lead of the COPD Patient Family Advisory Council. We met for six
months having dinner with other COPD patients like me. We made some real changes
to improve our care and the care of others. Every time | would lead a meeting, | felt like
such a loser because | was still smoking. | had many discussions with my RTs about it.
Finally, I was able to quit! Kim once asked me what was different this time. | fold her
that it was the first time | really felt like people cared about me. If | had a question, |
had a consistent person to talk to. I still reach out to my RT every day! They got me into
government assisted housing, Medicaid, and medications. | keep my clinic
appointments. | even got my driver’s license and a car!

People with chronic disease like me honestly don't want fo stay sick. Too often, we just
don’t know how to care for ourselves. My RTs help me know what | should do when I'm
not feeling well. This program changed my life. As they put it, it is “high-touch,

personalized, timely healthcare when it is needed most.” | love my RTs, and | love this
program!

Brian P.

Patient

Brian passed away on April 11, 2023, we thank him for allowing us to be a part of his life
and healthcare.

Primary Contact Information:

Farukh Usmani, MD, MS

Medical Director, Digital Technology Services
Intermountain Health

Email: Farukh.Usmani@imail.org
Telephone: 646-673-3725

Intermountain Health - HIMSS Davies Award Case Study - Pulmonary Disease Navigator Program for 30-day Chronic Lung Disease Readmission Reduction @


mailto:Farukh.Usmani@imail.org

References

1CMS Hospital Readmissions Reduction Program as retrieved on Dec 6, 2022 from
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-
Payment/AcutelnpatientPPS/Readmissions-Reduction-Program.

ZNational Heart, Lung, and Blood Institute. Morbidity and Mortality: 2012 Chart Book on
Cardiovascular, Lung and Blood Diseases. Bethesda: National Institutes of Health; 2012.

3National Heart, Lung, and Blood Institute. Morbidity and Mortality 2009: Chart Book on
Cardiovascular, Lung and Blood Diseases. Bethesda: National Institutes of Health; 2009.

4US Surgeon General Report (2014). The health consequences of smoking-50 years of progress.
Retrieved on November 30, 2022, from
https://www.hhs.gov/sites/default/files/consequences-smoking-exec-summary.pdf

>Patel JG, Nagar SP, Dalal AA (2014). Indirect costs in chronic obstructive pulmonary disease: a
review of the economic burden on employers and individuals in the United States. Int J Chron
Obstruct Pulmon Dis. 2014; 9:289-300. doi: 10.2147/COPD.S57157. PMID: 24672234; PMCID:
PMC3964024.

®Bennion K, Craghead J, Hodgkinson M, and Abplanalp S (2014). A baseline review of COPD
“frequent fliers” at 22 hospitals with two years in review---comorbidities, hospital events and
readmission rates. Respiratory Care, 59(10):0F22. Retrieved on Nov 30, 2022 from
https://rc.rcjournal.com/sites/default/files/additional-
assets/Open%20Forum/AARC%202014abstracts.pdf.

’Bennion K, Daniel S, White K, and Stucki T (2018). What pulmonary function testing frequency
is recommended for COPD patients? Respiratory Care, 63(10);3008834. Retrieved on Dec 5,
2022, from https://rc.rcjournal.com/content/63/Suppl 10/3008834.

8Bennion K, Daniel S, White K, and Stucki T (2018). Adult inhaled medication delivery and inspiratory
flows: a pulmonary disease navigator’s finding among medically complex patients. Respiratory Care,
63(10):3008786. Retrieved on Dec 6, 2022, from

https://rc.rcjournal.com/content/63/Suppl 10/3008786.

°Bennion K, Daniel S, White K, and Stucki T (2018). Outcomes from the Implementation of
pulmonary disease navigator for higher risk patients: in-hospital mortality and 30-day readmission
rates. Respiratory Care, 63(10):3008824. Retrieved on Dec 5, 2022, from
https://rc.rcjournal.com/content/63/Suppl 10/3008824.

Intermountain Health - HIMSS Davies Award Case Study - Pulmonary Disease Navigator Program for 30-day Chronic Lung Disease Readmission Reduction



https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/AcuteInpatientPPS/Readmissions-Reduction-Program
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/AcuteInpatientPPS/Readmissions-Reduction-Program
https://www.hhs.gov/sites/default/files/consequences-smoking-exec-summary.pdf
https://rc.rcjournal.com/sites/default/files/additional-assets/Open%20Forum/AARC%202014abstracts.pdf
https://rc.rcjournal.com/sites/default/files/additional-assets/Open%20Forum/AARC%202014abstracts.pdf
https://rc.rcjournal.com/content/63/Suppl_10/3008834
https://rc.rcjournal.com/content/63/Suppl_10/3008786
https://rc.rcjournal.com/content/63/Suppl_10/3008824

