
Berkshire Medical Center (BMC) in Pittsfield,
MA, and professor of medicine at the University
of Massachusetts Medical School. 

Targeting your readmission rates, though it
may not be financially rewarding up front, will
likely save you money in the long run. 

Ellrodt says Berkshire had always tracked its
overall admission rate, but once it homed in on
the rates associated with certain populations,
especially heart failure, with a rate as high as 27%
within 30 days in 2007, “the bells and whistles
went off” and the hospital decided it had to do
something. 

Alicia Ferrarin, FNP-C, cardiology nurse prac-
titioner, clinical manager, BMC heart failure pro-
gram, joined the forces in 2007, when BMC
initiated a comprehensive inpatient program. As
part of this were multidisciplinary rounds and a
more in-depth review of patients throughout
their hospital stay, paired with a home-based pro-
gram in which nurses from the health system’s
Visiting Nurse Association (VNA) were charged
with patients’ care post-discharge. In the fall,
BMC brought in a heart failure specialist from
Baystate Health and opened an outpatient clinic.

“So now we had a process in which we fol-
lowed patients in the hospital, at home, and then
they were hooked into the outpatient clinic,”
Ferrarin says. “So we were able to close the
loop.” 

In 2008, the program began following up with
discharged heart failure patients by phone 24 to
48 hours after discharge to check on their status,
that they had all their necessary medications, and
that they had received all the services they

needed. “We also used that opportunity to use
some of the teach-back methods for education to
make sure that they understood what they were
taught while they were here,” she says. 

Beginning in 2008, a pre-discharge time out
was implemented before heart failure patients
were sent home. For each patient, Ferrarin meets
with all the physicians involved with the case, the
primary nurse, and the patient’s case manager to
review the chart in depth to ascertain whether
everything is ready for the patient to go home. 

The team discusses any potential future barri-
ers — “whether it be financial issues and having
medications taken care of or safety issues at
home,” Ferrarin says. 

Telemedicine and real-time monitoring

A nurse visits each patient usually within 24
hours of discharge. The in-home visit includes “a
full evaluation including safety assessments. [The
nurses] go through the cabinets. They do diet edu-
cation, medication education, reconciliation, a phys-
ical assessment, and then usually they will certify
the patient for a 60-day period,” Ferrarin says. 

Eligible patients also participate in the hospi-
tal’s telemedicine program. The patient is given
an electronic scale, blood pressure cuffs, and an
SPO2 monitor to assess his or her oxygen satura-
tion. All the data obtained from these are
uploaded to a web site for daily monitoring of
weight, blood pressure, and oxygen level. 

The data are transferred to the VNA and
reviewed by a triage nurse. If he or she sees a
problem, the patient’s physician is contacted.
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