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Goals for Presentation

• Demonstrate how the integration of the Electronic Health 

Record (EHR) enhanced  collaboration between Hospital and 

Montefiore Home Care (MHC)

• Highlight four MHC initiatives and programs 

– Intake Redesign

– Heart Failure Readmissions Reduction Program

– Rehabilitation Programs

– Social Work/Complex Case

• Demonstrate how EPIC integration has aligned MHC with health 

system goals, initiatives and improved transitions of care
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Overview 
Montefiore Health System



Montefiore Einstein Fully Integrated Academic 
Health System

Albert Einstein College of Medicine

11 Hospitals, including Burke Rehabilitation Hospital

32,000+ Employees

6,200+ Providers

3,111 Total Beds - Including 166 Rehabilitation Beds

150 Skilled Nursing Beds

200+ Sites Including

Hutchinson Campus – Hospital without Beds

1 Freestanding Emergency Department - First in New York State

65 Primary Care Sites

18 Mental Health/Substance Abuse Treatment Clinics

91 Specialty Care Sites

• 3 Multi-Specialty Centers
• 8 Pediatric Specialty Centers
• 9 Women’s Health Centers
• 13 Rehabilitation Centers

9 Dental Centers

8 Imaging Centers

Care Management Organization

Home Health Programs



Brief Overview 

Montefiore Home Care (MHC)

• Established in 1947 as the nation’s first hospital-based Certified 

Home Health Agency 

• Clinical Staff:  RN, PT, OT, SW, SLP

• 11,500 admissions annually 

• Skilled visits annually > 144,000 



EPIC Initiation and Integration

• Epic was initiated in 2016

• Rolled out by both site and organizational unit

– Hospitals, ambulatory practices, home care…..across the network

– It has been a work in progress-some sites are still not integrated

• MHC

– Still have bi-weekly meetings 

– Working on clinical, financial and operational challenges

– EPIC “Wisconsin” continues to provide upgrades, changes as 

required by new regulatory requirements

– Large in-house EPIC team which addresses MHS needs



Growing Pains



EPIC and Intake
• EPIC has proven to be a highly instrumental factor in the improvement of the 

MHC Intake process:

– Increased ability to manage a large referral volume from multiple sources

• Goal: 100% paperless

– The integrated record allows for a thorough case assessment beyond the 

information included in the referral

• Particularly helpful in more complex cases

• Ability to see broad spectrum of patient care needs both acute and 

community

– Increases ability to “flag” cases for specific reasons i.e.: Heart Failure, 

COVID-19



EPIC and Intake

• Beginning in February 2021, MHS embarked on a broad initiative to impact 

inpatient length of stay (LOS).

• Goals:

– Decrease overall inpatient length of stay

– Identify barriers to timely discharge for patients referred for home care 

services

– Identify barriers to timely admission to home care services

– Manage patients at high risk for rehospitalization

• MHC included as a post-acute partner

• This initiative has reduced the inpatient LOS by one full day



EPIC and Intake

• MHC first implemented a high-level communication process that included Intake Liaisons, 

hospital discharge planning/case management leadership, home care leadership

• Goal:

– identify barriers on a real-time, daily basis to try to isolate areas of need and manage 

“easy wins” to expedite the process 

• Intervention:

– initiated a “Discharge Sensitive” e-mail template for communication between discharge 

planners and liaisons for same day/next day discharges to drive the liaisons to the 

priority referrals in the workqueue

• Outcome: 

– Massive transparency of repetitive questioning by liaisons to SW/CM and information 

gaps in referrals for basic required information

• Next step:

– Engage EPIC to update the electronic referral to drive compliance on referral source 

side



EPIC and Intake – Discharge Sensitive Template

Name: 

Medical record: 

D/C Date: 

Covid Status: 

Skilled Need: 

PCP and Phone Number: 

Other Contact (Name and Number): 

Charity: ☐ Yes ☐ No

Is Discharge Address different from face sheet (if yes please write address here): 

If Applicable:

Wound care: ☐ Yes ☐ No

Ostomy: ☐ Yes ☐ No

Drain: ☐ Yes ☐ No



EPIC and Intake – Electronic Referral Format



EPIC and Intake – Electronic Referral Format



EPIC and Intake – Electronic Referral Format



EPIC and Intake – Electronic Referral Format



EPIC and Intake – Electronic Referral Format



EPIC and Intake – Electronic Referral Format



EPIC and Intake – Electronic Referral Format



EPIC and Intake – Face to Face



Montefiore Medical Center
Hospital HF Readmissions Reduction Program
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Montefiore Medical Center
Hospital HF Readmissions Reduction Program
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Acute on Chronic Care Continuum Model

Principal diagnosis “flag”

RN assessment

SW assessment

PICTOC

Device Scales

Standardized education Booklet

Post DC follow-up 14-day PCP
14-day cardiology or HF per criteria

Home care MHC HF pathway

CMO post DC phone call Priority



IDENTIFY
HF

FOLLOW-UP INITIATE
EDUCATION

PATIENT

REFER
HOME 
CARE

PHARMACY

MULTIDISCIPLINARY PATIENT-CENTERED APPROACH

PRINCIPAL DX

TEACH BACK

IDENTIFY 

BARRIERS

DISCUSS IN 

ROUNDS

ENSURE 

14-DAY APPT

INPATIENT BUNDLE



Patient

PCP

RN

Home 
Care 
Team

Comm
Health 
Worker

Social 
Worker

Health 
Educator

PharmD

48 hours post 

DC phone call

Post acute 

care
Self-care skills

MULTIDISCIPLINARY PATIENT-CENTERED APPROACH

OUTPATIENT BUNDLE



EPIC TOOLS

HEART FAILURE CENSUS REPORT

Utilized by multidisciplinary teams to review hospitalized patients with a history of 
chronic disease and identify acute exacerbations



PRINCIPAL DIAGNOSIS

• Hospital problem list must indicate HEART 
FAILURE

• Symptoms (SHORTNESS OF BREATH, 
DYSPNEA, EDEMA) will not trigger 

interventions



PRINCIPAL DIAGNOSIS FLAG

INPATIENT
• HF census

• Inpatient bundle

OUTPATIENT

• Medical group outreach

• Ambulatory bundle

• Home care intake
• 48-hour post discharge RN ne calls

EMERGENCY 
DEPARTMENT

• Readmission best practice alert

• ED Navigator assessment



MHC HF Program
All Starts with Intake

• Intake identifies HF as primary diagnosis

• Assigns a HF Episode with HF Banner in Remote Client

• Priority scheduling

• Front loading visits



DC 

Summary



Heart Failure Program-Banner in Remote Client



Overview of MHC HF Protocol

• HF book (English and Spanish)

• Scale

– All clinical staff document weights at all visits

• Apt with an MD within 2 weeks

• Follow the MHC HF Care Plan

• Front  load nursing visits

• MSW/PT when appropriate 

• Escalate weight gain

• Education –HF Fast 5



Standardized HF Tools to Facilitate Self-Care

READ IT TEACH IT BACKWATCH IT



SCALE ON MED LIST IN RC



Integration of Home Care Weights into EMR



Shared Medication List 



Shared Medication List 



Home Health-Active Health Failure Census



TRUPOINT DASHBOARD

CLINICAL OPERATIONS AND ANALYTICS



Rehabilitation Programs



REHABILITATION:  EPIC INTEGRATION

• Key points

– Follow progression across the network

– Collaboration with surgeons and post acute team

– Enhanced transition of care

– Patient Satisfaction

• Specialty programs

– Elective Joint Replacement

– COVID-19 Pulmonary Rehabilitation

– Intensive Rehabilitation



REHABILITATION –ELECTIVE JOINT 

PROGRAM
• Montefiore TJC Certified Advance Hip & KNEE

• Discharged POD #1 after elective joints

– Now starting to discharge home - day of surgery

• 1,200 patients in 2020

• 1,600  patients in 2021

• Goal is to transition from home to out-patient PT or self-care 



EPIC WORK QUEUE FOR JOINT REPLACEMENTS



EPIC WORK QUEUE FOR JOINT REPLACMENTS



Brief Overview of COVID-19 Rehab Program
-March 2020-Bronx epicenter pandemic

- Shortage: beds, PPE, oxygen

-MHC needed to rapidly develop programs to accept patients on oxygen 

who were severely deconditioned. Families/patients refused SAR and 

wanted to go home.

-Developed protocol with PMR, Hospital Medicine, MHC

-Patient selection in EPIC:

-Medically uncomplicated patients with deconditioning with/without use of 

oxygen 

– Goal is to taper oxygen, improve functional status.

– Outcomes measure: Modified Berg Scale

– Provided care to over 300 patients in this program



Intensive Rehabilitation Program

• Patient selection: 

– Identified in EPIC by inpatient IDT team 

– Excellent prior functional status, now severely deconditioned after a long 

hospitalization including intubation/ICU course 

• Patient appropriate for IRF/SAR. Family and pt. are requesting discharge home. 

• Requirements:

– Robust network of family/caregiver support

– Family/caregiver clearly committed to providing the intense in-home care 

• Key Clinical Components of Intensive Rehabilitation Program 

• PT up to 7 days/week

• OT up 7 days/week  (post ICU delirium, COVID encephalopathy) 

•Ongoing nursing for wound care, medication reconciliation

• Speech therapy as medically appropriate 



Rehabilitation Start of Care (SOC)

Case Communication with MD, Case Managers

• Home Health by Geraldine Abat, PT at 1/11/2022 2:12 PM

• PT SOC completed

• Diagnosis: Patient is an 81y/o Morbidly Obese female with PMHx HTN, Obesity, 

DM, Diabetic Neuropathy, Lumbar radiculopathy, OA. Patient with BLE edema 

and mild cellulitis; BLE with Unna Boot wrapping x 1 week. diet includes salt. 

• PLOF: Independent indoors using a cane; requires assistance in adl's, iadl's and 

when negotiating steps; uses w/c in the community

• Living arrangement: Lives alone. Patient's dtr lives on the basement unit of the 

same house.

• Caregivers availability: Dtr provides intermittent assistance throughout the week.

• DME present: w/c, rollator, cane, raised toilet seat, commode

• DME needed: none



ROUTING OF PT NOTE IN EPIC TO MD AND CM
• DME needed: none

• Patient Goal: " I need help everyday and my dtr cannot help

• PT POC: 2x/week for 5 weeks for therapeutic exercises, gait/stair training, HEP, falls prevention, energy 

conservation techniques, transfer training.

• HOMEBOUND STATUS: 

• Difficult & taxing effort to leave home 

• Require assistive device to ambulate 

• Unsteady gait and Impaired balance 

• Requires assistance in adl's, iadl's

• Skilled PT is indicated to increase BLE strength, improve dynamic standing balance in order to participate in 

activities of daily living safely without any LOB; Increase independence in negotiating steps with min 

assistance.

• Reported falls within 3 mos. = 0

• Patient was able to do stairs with assistance 

• Will order RN MSW, HHA

• Routing History

• From: Geraldine Abat, PT On: 01/11/2022 07:07 PM

• To: Wayne Lee, MD, John S Futchko, MD, Edward Rivera, CM

• Routing Comments:



SOCIAL WORK 

ASSESSMENTS IN EPIC



SW EPIC 

TEMPLATE

• Pain
• MSW assessment
• Cognitive Assessment
• GAD-7
• PHQ-9
• Income and financial Assets

• Living arrangements
• Income and financial assess

• Abuse
• Advance Directive
• Palliative

• Spiritual
• Community Resources
• Care Plan
• Notes
• Signatures
• Communication





• 74 y female with PMH of HTN, DM, 

forgetfulness and LE edema sent from 

cardiology clinic to ED. Pt was found to be in 

afib with a UTI. Pt had a 4 day hospitalization 

and referred to MHC.

• Pt resides with son who is also her CDPAP 

aide.  Pt’s daughter is involved as well in 

patient’s care.

• Referred to home care for RN and PT.

• RN completed assessment and requested 

orders for home care SW as family is 

concerned with pt’s “forgetfulness” and 

requested SW to assist with community 

resources, including memory deficits.





COGNITIVE 

ASSESSMENT-

SCORE AD8 



GAD7



DEPRESSI

ON 

SCREENIN

G- PHQ9



SW assessment:

SW met with pt, pt’s son and spoke to pt’s daughter during home 
visit

According to family :

• Pt’s memory has changed during the last 6 months.  During 
SW visit pt was unable to state the date or son’s name.

• Pt reported statements of self harm without a plan

• Family reporting hallucinations and delusions of person 
entering her bedroom

• Pt calling family members at night to report this

• Pt has attempted to leave home at home

• Pt has a Managed Long Term Care program

• Family requesting increased in CDPAP hours

• SW offered home visiting Geri Psych consult- which family 
was very receptive



– Primary MD

– Cardiology 

– Urology

– No Neurology consult

• Hospital team sees notes from MHC

• Nurse

• Physical Therapists

• Social Worker

• Geriatric Psychiatrist

EPIC Appointments:

Completed, Pending, Cancelled, Missed



COMPLEX CASE MEETING

• Multidisciplinary 

• Weekly team meetings

• All network providers invited to join- case managers; physicians; 

behavioral health / SW 

• Complex case note entered in EPIC – so providers across the 

network can see documentation

• Collaboration across the network………… improving patient care 

and transitions of care



IN CONCLUSION

• EPIC INTEGRATION ACROSS THE 

NETWORK HAS BEEN INVALUABLE IN 

HELPING US DEVELOP THESE PATHWAYS,  

AND PROGRAMS

• THE GROWING PAINS WERE WORTH IT…..










