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4
TRINITAS

rional Me



4
TRINITAS



TRINTIAS



TRINITAS



'\
TRINITAS



TRINTIAS



4
TRINTIAS



Heart Failure
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¢ |dentification of
High Risk Patients

e Early Intervention
e Improved Education

Identification
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Regional Medic

Coordinated
{Transitional Care

e Care across
continuum

e Self Management

e Coordinated Patient
Centered Care

¢ Clinical Excellence

e Reduced
Readmission Rates

e Lowered Long Term
Costs

Improved
Outcomes
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March 27 13 days

May 12 5 months by May
12

First Home visit
May 13 at 12noon
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Heart Failure Chronic Care
Management

(Primary Care+ Cardiology +

Transitional Care Team + Patient) '
y ( High Touch

Delivery
System
Specialist Face to Face
Oversight : visits
EBP, Guide
Care Team,
Feedback to
Primary Care

Informed Patient Prepared Care Team
- = Improved T

Clinical

Outcomes
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Elevated Risk ;
. Advanced Practice
For Heart Failure
.. Nurse
Readmission

Is Patient CNICTP
Medicare Care Transitions

FFS Model

Is Patient
>60 yo
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