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Our partners

OUR FUNDER

Funding from the Mother Cabrini Health Foundation allows 

HANYS to expand its capacity to provide education, direct 

support, tools and data to our members. With Care 

Connections, we strive to build hospital-community 

partnerships and share evidence-based chronic disease 

prevention and management strategies to address healthcare 

access barriers at the local level.

OUR PARTNER

DataGen®, Inc. develops custom analytics for participants to 

help them understand healthcare access barriers and the 

chronic disease burden in their communities so they can 

develop tailored interventions.

https://cabrinihealth.org/
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Today’s presenter

Russell Acevedo, MD, FAARC, FCCP, FCCM 

Crouse Health
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Improving COPD Care Through 

In-Patient Disease Management

Russ Acevedo, MD, FAARC, FCCP, FCCM
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Clinical Professor of Medicine
Upstate Medical University

Syracuse, NY
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Improving COPD Care Through 

In-Patient Disease Management

Disclosures:
Consultant, Monaghan Medical

There was no 
industry support for 
any of the protocols
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What if I told you…

…that in addition to your present clinical responsibilities 

you would be asked to:
– Perform a full disease management assessment

– Anxiety and depression screens

– Nutritional and functionality screens

– Quality of life assessments

– Discharge planning and education

– Home visits

– …and more!
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RESPIRATORY
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The Problem: COPD

• COPD is the third leading cause of death and has the 

third highest 30-day readmission rate

• Clinicians commonly do not provide patients with COPD 

evidence-based care

• Only 33% of US patients hospitalized for COPD receive 

guideline-indicated care
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The Problem: COPD

• Primary and secondary COPD account for an average of 

2,400 Crouse Hospital admissions per year 

• COPD care is fractionated in a Hospitalist model with little 

continuity across the continuum 

• COPD 30-day all-cause readmissions are included in 

reimbursement penalties
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The Problem: COPD

• Patients are not being adequately assessed for the 

knowledge of and ability to use their inhaled medications

• Major co-morbid conditions go unrecognized or untreated

• Issues exist with transition to home and adherence to 

medications, devices, follow-up appointments and life-

style changes
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Where Our Story Begins

• 1999: Y2K

• Health Alliance:

– Crouse 

– Community General

• April 2000: 

– Crouse files for bankruptcy

– RT department understaffed

– 45K liquid nebulized meds per year

– Staffing unable to administer the 

prescribed medications
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What We Did

• In 2001, we systematically reviewed our medications and device 

use to maximize RT time management 

• Breath Actuated Nebulizers were introduced to replace small 

volume nebulizers to decrease administration time

• Aerosols with longer duration of action replaced Racemic 

Albuterol and Ipratropium to decrease treatment loads 

• Goal is to reach the ceiling effect as quickly as possible and 

maintain it as long as possible to decrease total  treatment 

administration time.
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Bronchodilator Protocols

2001
• Standard updraft nebulizer

• Racemic Albuterol  and 
Ipratropium Q4h and Q2h prn

• 45,000 treatments

• Administration time 15 min per 
patient 6 times = 

• 1.5 hours / day

Present
• Breath actuated nebulizers 

• Levalbuterol 2.5 - 3 min 
3 times daily

• Tiotropium 2 min once daily

• Arformoterol 3 - 4 min once or twice daily

• < 15 min / day
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Breath Actuated Nebulizer: 

AeroEclipse (BAN)
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Hess Resp Care 1999;44(10):1289 

Same output

delivered in 1/3 

of the time

AeroEclipse

3 times the output
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What’s the Dose??

180 mcg 2500 mcg?? mcg

Racemic Albuterol

Levalbuterol 
90 mcg 1250 mcg420 mcg (1 ml UD)
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Bronchodilator Protocol
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Bronchodilator Protocols

Total Cost Savings
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Total Daily Treatment Cost / Patient
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Financial Impact

CHEST 2009;136:62S-e

Project Part
RT Dept 
Impact 

Pharm 
Impact 

Net 
Impact 

Levalbuterol Q6h to Q8h $        (14,919) $        (4,460) $      (19,379)

Tiotropium Conversion $          (5,768) $           4,215 $        (1,553)

BAN Conversion $          (4,174)

Overall Impact (5 months) $        (20,687) $           (245) $      (20,932)

Overall Impact (Annualized) $        (49,649) $           (588) $      (50,237)
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The Lung Partners Project 
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In the 
animal 

self-help 
section
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Lung Partners Overview

• The Primary RT is assigned a patient diagnosed with 

COPD at their admission and will follow them on all 

subsequent readmissions

• This will enable them to know the specific needs of their 

patient 

– Longitudinal model  
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Lung Partners Overview

• Critical Assessment Elements:

– A full disease management assessment

– Anxiety and depression screens

– Nutritional and functionality screens

– Quality of life assessments

– Patient education

– Discharge planning

• Accountability model
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Lung Partners Overview

• The Primary RT will be the communication link between 

the patient, their Hospitalist, their primary care physician 

and pulmonary specialist, if involved 

– Continuity model

• All are important in the transition of care!
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Lung Partners

Primary Respiratory Care

https://encrypted-tbn0.gstatic.com/images?q=tbn:ANd9GcT6pLnqITwxOhI8mTGQHJNFcheiGPBmCZ20eBECVHihcB1ub2_gojbvQzf8

https://encrypted-tbn1.gstatic.com/images?q=tbn:ANd9GcRTLsBaSr3w4ZytfR4qPFtKZsiTc-HP3G8dL7Jhqh4VNCdvyGH4PXTZ08Y

Crouse

Hospital

Primary Care 

Physicians

Skilled Nursing 

Facility

Home

Hospitalist

RT

Capitated 

contract

https://www.google.com/url?q=http://www.burkhartinsurance.com/index.php/home-owner/&sa=U&ei=Nn5aU6GdHJGsyASzi4CYBQ&ved=0CEoQ9QEwDg&sig2=isDVWjToDHwtvTZkATVLgg&usg=AFQjCNHR22oyQuyqXpl5rZHeLnjEkakW2g
https://www.google.com/url?q=http://pinnaclepainmed.com/Physicians/Our-physicians.aspx&sa=U&ei=JYFaU8XYA4GLyAThhIKACg&ved=0CDwQ9QEwBzgU&sig2=IRnmgTfL7ADWEO-4-4CdnA&usg=AFQjCNFNXEbsP8eqjrt2SY5pmAGbt0-XeA
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Why are we doing this?

• Improve the lung health and quality of life of COPD 

patients

• Decrease cost per case

• Decrease LOS of COPD patients

• Reduce COPD readmissions

– 64.3% of Pneumonia readmissions 

– 58.4% of Heart Failure readmissions
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Why are we doing this?

• Facilitate the transfer of information between the 

hospital’s clinical staff and the primary care physician

• Reduce fractionation of care

• To deliver care consistent with national COPD guidelines

• This could be fun!
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COPD:

Because of 

my breathing, 

I can only 

play 9 holes 

of golf, not my 

usual 18 

holes



34

COPD:
Because of my 

breathing, I can 
no longer play 
as much as I 
would like 
with my 

grandchildren
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COPD:
Because of my breathing, I 

can no longer walk as much 
as I would like
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Disease Manager Role

• Assess use of inhalational devices

• Review medication list, specifically looking for duplications

• Obtain PFTs  and stage per GOLD* guidelines

• Only 16% of COPD patients have PFTs

• Assessing medications and other interventions based on COPD 

stage

*Global Initiative for Obstructive Lung Disease



37

Aerosol Device Use Assessment 
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Disease Manager Role

• Oxygen delivery, weaning and assessing need for 

outpatient oxygen

• Matching delivery devices to patient’s abilities

– In-check dial
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Disease Manager Role

• Assess ambulation, nutritional status and screen for 

depression and anxiety

• Address smoking cessation needs

• Arrange for inpatient or outpatient PFTs or sleep studies if 

needed

• Advance Directives
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The real 
reason 

dinosaurs 
became 
extinct!
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Disease Manager Role

• Educate on home action-plan and self-management tools

• Patients are educated on the differences between rescue 

and maintenance medications

• Post discharge phone follow-up

• 24/7 call in number
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When your patient gets dyspneic: Have an 
Action Plan
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Care Coordination

• Advanced Practice Nurse

• Dietician

• Hospice Care

• Occupational therapy

• Palliative Care

• Physical Therapist

• Psychiatrist

• Psychologist

• Pulmonary Rehabilitation 
program

• Pulmonologist

• Social Services

• Spiritual/Pastoral Care

• Thoracic Surgeon
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Protocols

We freely share!
E-mail me at
russacevedomd@crouse.org
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Partnership with Syracuse 

University
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Why are you doing this?
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The “Swarm” - Six Sigma Project 

with Syracuse University
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Medication Errors

AARC Open Forum 2015
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Lung Partners Impact on Reduction in 30-Day 

Readmissions Rates 

p= 0.045

AARC Open Forum 2016
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Patient Satisfaction
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Delivery of Respiratory Care

AARC Open Forum 2016

• We did a focus study on how our non-RT staff were delivering respiratory care

• Errors discovered included 

– Discarding spacers at discharge

– Incorrect MDI technique

– Not using spacers consistently

– Improper rinsing post anti-inflammatory MDIs

– Handhaler errors included inability to use due to physical limitations

– Patients swallowing the capsule

– Improper extraction of drug from the capsule
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• All MDIs are delivered with a spacer

• With the short LOS of around 5-6 days, most of the drug 

in an MDI is wasted

• Multiple MDIs are dispensed per patient

• One MDI can be used for multiple patients

Common Canister
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Common Canister
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High Flow Nasal Cannula
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Recognition
from

CHEST
(American College 

of Chest Physicians)
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What We Have Learned

• Placing a Respiratory Therapist in a primary care role can be 

done and improve outcomes

• Fractionation of care can be reduced

• The only constant is change!

• We need to have RTs function at the fullest extent of their 

licensure to make best use of this valuable underutilized resource
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LUNG PARTNERS

Transition From Task Oriented to Patient 

Focused Primary Respiratory Care Department

Professional 

Practice

RT Consult 

Service Patient 

Education

Disease 

Management

Professional 

Development

COPD 

Management
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Don’t Let the Widgets 

Get You Down!!
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Einstein discovers 
that time is 

actually money!
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Upcoming sessions

Tuesday, June 17| 11 a.m. – noon

Breast Cancer with Nuvance Health

Susan Boolbol, MD FACS – System Chief, Breast Surgical Oncology and Breast Program

Alecia Brophy, RN, BSN, BHCN – Navigator

Amanda Miller, LMSW – Social Worker, Division of Breast Surgery

Remaining sessions in this series:

• June 24 | Mental health and substance use disorders

• July 1| Building Community Partnerships
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Questions?

Russell Acevedo, MD, FAARC, FCCP, FCCM

Crouse Health

russacevedomd@crouse.org 

Morgan Black

Director, Care Connections

mblack@hanys.org 

mailto:russacevedomd@crouse.org
mailto:mblack@hanys.org
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