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COVID Admissions on the rise



COVID Outpatient Management Program
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COVID Admissions



COVID in the ED



Post-ED Discharge



Outcomes for discharged inpatients

 32 patients enrolled upon discharge from COVID unit

 Only 2 patients were readmitted (6%)

 Increased patient satisfaction



Readmissions OR death 60 days after discharge



What did we learn?
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Role of remote 
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monitoring
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care 

coordination
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analysis



COPD-CHF Readmission Reduction Project
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Operational Steps

Assembled 
team

Established 
basic 

process

Approved 
COPD-CHF 
protocols

Obtained 
Promising 
Practices 

grant from 
NCI

Developed 
patient/staff 
education

Community 
Awareness

Weekly 
review of 
program



Remote Monitoring Patient Instructions

TAKING YOUR OXYGEN LEVEL TAKING YOUR WEIGHT



Patient Goals



Patient Goals



Community Awareness



Remote patient monitoring

 Patient completes assessment

 Interventions based on score



Remote monitoring dashboard





Dashboard Alerts

 Home monitoring 

 “Red” = High alert

 Call to patient

 Probing questions:

 Is the pulse oximetry device clean?

 Do you have lotion or nail polish on your finger?

 Can you take a deep breath in as if you are smelling a flower?

 What is your reading now?

 Findings reported to RN to follow-up with MD if indicated



COPD Readmissions



COPD Mortality and readmissions O/E



CHF Readmissions



Executive Summary
COPD Outcomes

 77% success rate in enrolling eligible patients

 87% of enrolled patients are readmission free

 Modest decrease in mortality and readmission rates



Executive Summary
CHF Outcomes

 70% success rate in enrolling eligible patients

 72% of enrolled patients are readmission free

 91% have not had a CHF related readmission



Executive Summary
Key Players

 Regional ACO

 Home Health Agency

 Patient Coordinator

 Hospitalists

 Senior Leadership

 ED Physicians

 SFHN

 PCP

 Director, Quality & Safety

 Nursing Leadership



Executive Summary
Challenges Addressed

 Health system financial distress

 Staffing shortages

 Lack of primary care resources

 Limited healthcare literacy

 Social determinants of health

 No prior experience with remote patient monitoring technology



Executive Summary
Lessons Learned

 The importance of making a financial case

 We can safely manage high acuity patients at home

 Managing chronic conditions is difficult

 It takes a village
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