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Strong motivation. The impetus for the program is clinical as well 
as financial: 30-day readmission rates for people suffering from 
heart failure and recovering from heart attacks create an enormous 
cost burden for the U.S. health care system. 

Nearly one in four heart-failure patients 65 and older with 
traditional Medicare coverage is readmitted to the hospital within 
30 days of discharge, said Larry Allen, MD, assistant professor 
of medicine with the section of advanced heart failure and 
transplantation at the University of Colorado School of Medicine. 
The readmission rate for heart attack patients is about one in five, 
according to the ACC.

The additional care consumes billions of dollars a year, a fact that 
led the Centers for Medicare and Medicaid Services (CMS) to 
impose financial penalties on hospitals with higher-than- 
expected 30-day readmission rates for heart attack and heart 
failure patients. The monetary stick, in turn, is helping to drive  
still-developing changes in the ways hospitals deliver care. 

The new program will include a sequence of meetings with clinical 
consultants from ACC and AstraZeneca, both by phone and in 
person. The consultants will offer guidance in managing patients, 
not only in the hospital, but as they transition to outpatient care 
and back to their communities, said Kimberly Marshall, RN, CHPQ, 
quality improvement specialist with the Cardiac & Vascular Center.

Building on success. The Navigator Program extends the work 
the hospital is already doing to efficiently manage care for heart 
attack and heart failure patients. It participates in an ACC registry 
measuring hospitals’ adherence to quality standards for patients 
with acute coronary syndromes and has a team focused on 
improving care for patients with acute myocardial infarctions.

For heart failure patients, UCH has a well-established 
multidisciplinary task force that backs the “Hospital to Home” 

University of Colorado Hospital is one of only 35 medical centers in 
the country selected to participate in a program designed to bolster 
care to heart attack and heart failure patients and reduce their 
rates of hospital readmissions.

The “Patient Navigator Program” is a pilot launched by the 
American College of Cardiology (ACC), with financial support from 
pharmaceutical company AstraZeneca. The goal is to help UCH 
and other hospitals benchmark and compare data they submit 
on readmissions, mortality rates, and other clinical measures 
and develop strategies and best practices for improving care for 
patients who suffer from severe cardiovascular problems.

The idea is that by pooling data on these complex, chronically 
ill patients, hospitals will be able to share ideas and develop 
therapies and programs tailored to their particular populations.  
The program also connects the hospital’s “navigator team”  
(see box) with a variety of additional resources. 

The hospital will host a “Patient Navigator Kick-off” Jan. 13; see 
details at the end of this story.

Kimberly Marshall (left) and Amanda Nenaber of the CVC are  
facilitators of the soon-to-launch Patient Navigator Program at UCH.
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(H2H) initiative, developed by the ACC and the Institute for 
Healthcare Improvement. That effort aims to tightly coordinate care 
for heart failure patients, both in and out of the hospital.

Specifically, providers at UCH have focused their efforts on quickly 
identifying patients admitted to the hospital with serious cardiac 
problems. Tabbing the patients early kick-starts a series of steps 
that improve care. These include providing standardized care and 
education, starting discharge planning earlier, setting up follow-
up appointments, and linking patients to primary care and other 
community providers to decrease the risk that they will have to 
come back to the hospital.

The ACC/AstraZeneca takes that approach further, by aggregating 
data on outcomes and bringing institutions from across the country 
together to share insights and best practices and address barriers 
to care, Allen said.

“The Navigator Program is taking a broader approach to care,” he 
said. “It’s not simply one program in isolation.”

Tighter coordination. The ultimate goal for all program 
participants is the same: improve the hospital experience and 
quality of life for cardiac patients and decrease the likelihood of 
a readmission after discharge, said Amanda Nenaber, RN, PhD, 
manager of UCH’s Heart Failure Program. But there is no single 
formula for reaching the goal. That increases the importance of the 
collaborative approach offered by the Navigator Program, she said.

“It’s a multivariable problem,” she said. “We need to look at  
what we do from a system perspective and ensure that we  
have all the key elements working together, from order sets to 
transitional care, to follow-up with the patients in the community. 
The Patient Navigator Program will help us to address post-
discharge problems facing these populations and to test and  
develop innovative strategies.”

Innovation is vital in continuing the rapid evolution in how these 
patients are cared for, Allen said.

“Ten years ago, we treated patients who were hospitalized 
with conditions like heart failure in a compartmentalized, siloed 
manner,” Allen said. “They were sick, we treated them, and they 
were out the door. We’ve learned that helping them to transition 
to outpatient and community care is important, but also that it 
requires focus and energy and attention on our part.”

Despite that recognition, it is still very difficult for hospitals to 
build a sturdy chain of care that patients can rely on. For example, 
many of the heart attack and heart failure patients UCH treats have 
social and financial issues that are significant barriers to obtaining 
medications, setting up and getting to medical appointments, and 
so on, Marshall said. 

Chain of tools. To overcome these barriers, the hospital continues 
to build partnerships with community providers, notably the Metro 
Care Provider Network (MCPN). It has also lent support to the 
Bridges to Care initiative, a federally funded program headed by 
MCPN that links patients from specific Aurora neighborhoods 
with large numbers of repeat emergency department visits and 
hospitalizations to MCPN nurse practitioners. They, in turn, guide 
enrolled patients to medical, mental health, and other services to 
help them manage their care and stay out of the hospital.

Allen said the hospital’s heart failure team has learned from the 
Bridges to Care project. But he also noted the three-year grant that 
funds the program is nearing an end. 

“We’re all working toward finding a long-term solution in providing 
care to these patients,” he said.

The Patient Navigator Program could yield some answers,  
Nenaber concluded.

“All hospitals are struggling with the same measures and with the 
same barriers to care,” she said. “This program will connect us 
with what others are doing around the country to close the loop 
between inpatient and outpatient care. That will ultimately help to 
reduce cardiovascular-related hospital readmissions.”

Heart failure specialist Larry Allen, MD,  
is among the physician leaders of the program.
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The Patient Navigator Program kickoff will be held at 7 a.m.,  
Jan. 13, in the auditorium of the Bruce Schroffel Conference  
Center in Anschutz Inpatient Pavilion 2.

Meet the Navigators
Leaders of the Patient Navigator Program at UCH:

 » Team facilitators: Amanda Nenaber and Kim Marshall 

 » Executive sponsor: Lorna Prutzman, executive director of the 
Cardiac & Vascular Center

 » Physician leaders: Larry Allen, Christine Jones, Fred Masoudi, 
Chris McStay, John Messenger


