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Agenda 
 

Welcome and Introductions  
 
Post-Discharge Phone Calls to Improve Early Follow-Up for Heart Failure Patients  
St. John Providence Health System  
 
VA Ann Arbor Healthcare System  
 
Henry Ford Macomb Hospital  
 
Closing  
 
Adjournment  



Reducing Readmissions by 

Using the Call Center   



St. John Providence Health 

System (SJPHS)  

 

Å6 Hospital System in SE Michigan  

ÅPart of Ascension Health -the 

largest Catholic Health System in 

US  

ÅLargest of the Ascension Michigan 

Ministries hospitals  

ÅOver 3,000 doctors  

ÅOver 18,000 employees  
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Reducing Readmissions  

ÅConcerted effort by the Health System 

to reduce readmissions  

Å2010, as a health system, our 

readmission rate was 25%  

ïSTAAR Project 

ïPharmacy Reconciliation 

ïReadmission Appointments 
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Reducing Readmissions  

ÅUtilizing the Call Center  

ïSJPHS physician referral call center 

ïSystem call center 

ïDatabase with information on all the 

physicians 

ïAbility to document and track for quality 
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SJPHS Call Center  

ÅReducing Readmission Pilot 

commenced in 2011  

ïMake appointment for CHF/COPD patients discharged 

previous day with physician office 

ïReceive discharge reports every morning from the 

hospital 

ïContact patient or caregiver for appointment time 

ïCall physician office after appointment to see if patient 

kept appointment. If did not-reschedule if possible 
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SJPHS Call Center  

ÅPilot results  

ïPrior to pilot-25% readmission rate 

ïReadmission for patients Call Center makes 

appointment for reduced by 10% 

ïPatients keeping appointment 84% 

ïBeginning of pilot-30% of PCPs had 

appointments for patients w/in 7 days-now 

greater than 70% 

ïOverall, as part of concerted initiative by 

SJPHS, readmissions reduced as well 

significantly 
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SJPHS Call Center  

ÅAdvantages to Utilizing the Call 

Center  

ïStaff have ability, training and time it takes to 
make the appointments 

ïHave the database with all the physician 
information 

ïHas the ability from a quality perspective to 
capture the data 

ïUtilizing the call center from a financial 
perspective is more cost effective than using 
nursing staff 
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SJPHS Call Center  

ÅNew Programs added in last year  

ïCDU at St. John Hospital 

ïCDU at Providence Hospital (to 

commence) 

ïCDU at Macomb Hospital (to commence) 

ïWorking with Reverence Home Care 

(SJPHS HomeCare) 
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SJPHS Call Center  

ÅBarriers to date  

ïResources allocated for pilot not enough 

to capture all the patients 

ïThe lag time between discharge and 

appointment made is 24 hours-patients 

do not leave with an appointment 
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SJPHS Call Center  

ÅFuture State  

ïImbed agents with ipad/phone in hospital to 

capture appointments same day 

ïWork with Pediatric Specialties 

ïAdd diabetes, ESRD for all hospitals with 

added staff 

ïBusiness Proposal for an Ascension Michigan 

Ministries call center-greater statewide reach 

ïResources provided to expand service 



Q & A 
 



Post-discharge calls within VA 

ÅNational mandate 

ÅBased out of Patient-Aligned Care Team 
(PACT), VA’s version of the ‘medical home’ 

Å4 PACT teams with 5 ‘teamlets’ each 

ÅPACT RN (1.0 FTE per teamlet) calls patient 24-
72 hrs post-discharge, up to 2 callbacks 

Å50% calls answered is benchmark, AAVA 62% 

 

 

 











PATIENT 
REGISTRIES 
Å  Diabetes 
Å  Heart Failure 
Å  Depression 
ÅHospital & ED 

Transitions 
Å  Chronic Pain 
     

IDENTIFIED 
PATIENTS 

NAVIGATOR 
SYSTEM: 
Å  Systematic Assessment 
ÅRecommendations 

Based on Patient 
Priorities 

FACILITATED SELF-
MANAGEMENT 
Å  CarePartners: DM, CHF, Depression 

Å  CarePartners Transitions 

ENHANCED 
MANAGEMENT  
Å   My HealtheVet  
Å  Social Work  
Å  RN Case Management  
Å  CCHT   
Å  MOVE/TeleMOVE 
Å  Diabetes Classes 

PR11SM DEMO LAB INNOVATION 

PACT REDESIGN 
“Like standing on sand - not solid ground” 



Identification/ 

Registry 

Assessment 

Program 
Recommendation 

Follow-up 

The Navigator Tool 



Initial Assess – Living Situation 



Initial Assessment – Health Priorities 



Initial Assessment – Technology Use 



Initial Assessment – Program 
Recommendation 



See U in 7 
 

Henry Ford Macomb Hospital 

Presented by  

Simbiat Monsur PA-C 

Quality – Cardiovascular 

Henry Ford Macomb Hospital, Clinton 
Township, Michigan 

 



Post discharge phone calls  
 

ÁHENRY FORD MACOMB HOSPITAL 

ÅAll patients discharged home or to 
Assisted Living Facilities 



Post Discharge phone calls 
 

ÁShared File updated Monday – Friday 

ÁProcess started on 12/12/2012 

ÁPatients that were identified prior to 
discharge. 

ÁSimple Questionnaire 

 

 

 



HENRY FORD MACOMB HEART AND VASCULAR INSTITUTE 

POST ACUTE CARE FOLLOW UP CALL QUESTIONNAIRE FOR HEART FAILURE PATIENTS 

Patient Name: ______________________________ Admission/Discharge Dates: __________-__________ 

Today      Call made by     
Date of 24-Hr Call:   Date of call after PCP Visit:    

 

Question 
Response Follow up 

How do you feel today? 

Do you have a follow up appointment  

scheduled? 

Goal is 3-7 days after discharge 

5862031194 if Physician cannot accommodate 

patient. 

3139729001 –HFH home physician- if 

homebound 

Do you weigh yourself daily? 

Do you observe a 2g sodium /day diet? 

Would you be interested in information 

about a low sodium diet? 

Call your PCP if you gain 2lbs in a 24 hr period  

or 5 lbs within a week. 

Call 5864126660 

Do you have all your medications as 

 prescribed? 

Do you have questions about your 

 Medications? 

Reinforce importance of filling Rx and taking 

meds. 

Forward medication questions to PA-

5862031194 

Do you have home care? 

If yes, have they visited? 

If no, would you like to have home 

care? 

Forward home care referral to PA-5862031194 

Any other questions? Thank you  



Post Discharge Phone Call 
Spreadsheet 

 
Name MRN Discharge 

date 
Call 
date 

Phone 
Number 

Follow up 
with PCP 

Needs 
home
care 

Needs 
dietary 
education 

Initials/
Notes 



Analysis 

ÁIdentify patients that were finally coded out 
with a diagnosis of CHF from our list 

ÁDetermine rates of follow up visit to PCP 
within 7 days  

ÁDetermine rate of readmission within 30 
days. 

 



Goal  

ÁShare findings with all members of the 
team. 

ÁEvaluate further areas of improvement  



Thank you!  

ÁQuestions? 



Q & A 
 



 

Thank you! 
 

Next Session:  
Session 10 – In-Person 

Thursday, Jan. 17 at 8:00 – 9:30 am at AIAG 
 

Reminder: Document F – Quarterly Progress Report 
Next Assignment Due March 4, 2013 (NOTE CORRECTED DATE)  -  Post-Intervention 

Data Request (DOC C) 

 

 

 
 



 


