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IMPLEMENT-EF Initiative Overview

In 2025, the American Heart Association, launched a quality 
improvement initiative to:

▪ Discover current gaps and identify ideal care models in the 

HFpEF/HFmrEF patient journey 

▪ Build a network of multidisciplinary team members 
focused on improving HFpEF/HFmrEF care

▪ Amplify HFpEF/HFmrEF awareness with providers and 
monitoring  adherence to evidence-based therapies for 
HFpEF/HFmrEF patients in hospitals

 

 



4

IMPLEMENT-EF Participating Sites
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Audio: 
All attendees 

are muted.

Video: 
Only Panelists will 

be on camera.

CC Closed Captions: 
are available and can be 
engaged by clicking on 

the CC icon at the bottom
of your screen.

Recording: 
This session is being 
recorded and will be 

shared afterward.

Q&A: 
Use the Q&A panel for 

questions anytime.

Technical Help: 
If you experience issues, 
try leaving and rejoining

the webinar or checking your 
internet connection.

Stay until the end 
for live Q&A.

"Resources" icon located at
the bottom of your screen
(looks like three pieces of 

paper). Choose "Documents" 
and click on the arrow to 
download the resource.

Connect with us 
IMPLEMENT.EF@heart.org
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Disclaimer 

The recommendations and opinions presented by our guest 
speakers may not represent the official position of the 
American Heart Association. The materials are for educational 
purposes only, and do not constitute an endorsement or 
instruction by the Heart Association. The American Heart 
Association does not endorse any product or device.
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Heart Failure Coordinator
Texas Health Ft. Worth Hospital – Ft. Worth, TX

Amanda Riddle, MSN, APRN, AGACNP-BC, 
CCRN

No Disclosures
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Texas Health Fort Worth

• 851 In-patient beds

• 100 ED beds

• Dedicated Cardiac Tower 100 
beds

• CV ICU, CV Step down and 2 
Med Surg Tele

2024 Statistics​

• Emergency Visits 159,426

• Inpatient Volume 42,641

• Outpatient Volume 202,087

• Observation Patients 4,820

• Overall Hospital LOS (IP) 
5.83
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Programmatic Growth

11



From Risk to Action in HFpEF and HFmrEF

• High comorbidity burdens 
• Hypertension

• Obesity 

• Type 2 DM

• CKD

• A Fib

• PH

• Ischemic heart disease 

• Challenge 
• Address chronic comorbidities during hospitalization by strengthening PCP coordination

• Possible solutions
• Improved patient education? 

• PCP outreach? 
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Drivers of Vulnerability First 30 days

• Patient related factors
• SDOH Assessments 

• Barrier- subjective often from patient perspective 

• Disease related factors 
• Barriers- Limited expertise, resources, performance metric driven care 

• Comorbidities 
• Barriers- need for specialist assistance

• System related factors 
• Tailor patient resources with supportive services to meet needs

• Triggers for early readmission
• Barriers- clinical blind spots leading to preventable readmissions
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Continued



16



17

Continued



Readmission Avoidance Program

• Patient identified focus groups
• MI, HF, COPD, PNA, CABG, Total Hip/Knee 

• Goals
• Reduce unplanned readmissions

• Streamline workflows and bridge discharge gaps

• Out-patient CTM phone call once a week for 30 days 

• Risk Unplanned Readmit (RUR) score

• Facilitate post-discharge care needs

• EPIC row visible for team
• Identified and enrolled 
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Multidisciplinary Readmission Avoidance

• Utilization of risk stratification in ED 
• EHMRG Risk Score 

• Diuresis Algorithm 

• Care Transition Specialist role
• Removes transitional barriers post-discharge

• Isolates best/practical follow up for patient scenario

• Offers resources based on clinical need
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Thank you! 
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Common Reasons for Readmissions

• Lack of compliance with medications

• Lack of compliance with dietary recommendations

• Lack of understanding of disease process/progression

• Lack of affordable medications

• Lack of clinical Inertia

• Inadequate diuresis or discharge appropriateness

• Inadequate follow up

• Poorly controlled co-morbidities

• Uncertainty about when to contact a health care 

professional vs returning to ED
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Patient Identification

HF Navigator consult through manual chart review and MD 

consult 

Epic Report

Heart Success Unit

Heart failure rounds (hospitalists, HF APP, SW, Pharmacist, 
Clinical Coordinator, Unit Manager, HF Navigator)

Coordinating care through discharge- >CHF clinic, Cardiology 
office
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Post Discharge Calls
72 hr, 2 week and 4 week follow-up calls
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Heart Failure Care Coordination

• Ambulatory care coordination- Northwestern PCP

− Automatic service for pts w/ NM PCP

− 4–6-month follow-up, minimum monthly calls

• Multidisciplinary team (RN, SW, PharmD)

• Goal: Manage healthcare needs 

− Education to manage symptoms and disease

− Connection to community resources

− Caregiver support

− Connected care across settings: HHC and/or SNF
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Transitional Care Management
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Home Health
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Advanced Heart Failure Team

Hospitalist

Pharmacist

Heart Failure 
Navigator

Advanced HF 
MD/APP

HF SW

Nurse 
Manager/Clinical 

Coordinator
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Heart Failure Rounds

❖ Pharmacy Technician

o Assist with PA's, 
benefits investigation

❖ Outpatient Pharmacist

Natalie Stella APRN



Heart Failure Clinic

• Advanced Practice Providers and HF nurses

• Referral based clinic- Hospital based

• Must be established with a Cardiologist
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Rooming

Vital signs, telemonitor 
during visit

Medication reconciliation

Pharmacy confirmation

Phlebotomy (BNP, BMP, Mag)

APRN

Assessment

Education

RN

Education

IV Diuretic administration 

GDMT Titration 

Repeat labs 1 week following 
medication titration

Follow-up in clinic 2-4 weeks 
(stable telehealth)



Implantable PA Pressure Sensor
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Identification 
inpatient/outpatient

Referral Establish in CHF clinic Nurse Driven Protocol

MD/APP/ 
HF 

Navigator



South Region CKM Clinic 

• Inception: March 2023 

• Goal: Provide patients with cardiovascular-kidney-metabolic syndrome a 

personalized multidisplinary care experience focused on lifestyle 

modifications and guideline-directed management of diabetes and 

concomitant heart disease. 

• Patient Population: Internal cardiology and vascular clinic referrals with a 

primary focus on patients with CKM syndrome 2,3, and 4

• Bluhm Cardiovascular Institute 
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Advanced Practice Provider-Led Clinic Model 

• CKM APRNs   

• Pharm D/Pharmacy Tech

• Program Nurse Coordinator 

• Primary Cardiologist 

• Social Worker

• CKM Clinic Nurse Navigator 

Multidisplinary Collaboration 

• Primary Care Physician

• Endocrinology, Hepatology, Nephrology

• Lifestyle Medicine 

Comprehensive Approach 

• MyFit RX Exercise Program, Cardiac Rehab, and Physical Therapy 

• Diabetes Educator or Dietician

• OSA screening and smoking cessation assistance 

• MASLD Screening 

• KDIGO Heat Map Screening 

Aryelle L. Schicht, APRNJulie E. Vanourek, APRN



Referral to CKM Clinic 

• A Relationship Built on Collaboration 

40

Heart Failure Clinic Referral Criteria

• Stage 2, 3,or 4 CKM

• T2DM

• HFpEF BMI >30* regardless of diabetes

• Moderate to Severe OSA 

• MASH/MASLD 

*Insurance coverage and cost are the main barriers to 
GLP-1 access. New CMS programs (e.g., BALANCE 

Model) aim to improve affordability and availability.



Improving the Heart Failure Patient Experience 

• A Relationship Built on Collaboration 
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• CKM APP visits allows for dedicated patient time focused on 

CKM related patient education, medication optimization, and 

personalized SMART goal setting 

• CKM PharmD and pharmacy technician assists with improved 

medication adherence and cost affordability 

• CKM RN Visits assist with symptom management, injection 

education, and clinic standard of care

• CKM Navigator assists with care coordination and outcomes 

management 

• Social Worker assists with addressing SDOH gaps 



Early Outcomes 
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• Clinically and statistically significant reductions in 

BMI, HgbA1c, systolic blood pressure, total 

cholesterol, triglycerides, and LDL cholesterol were 

noted 

• In the 365 days prior to enrollment, 77 

hospitalizations occurred in the cohort: during the 

mean time in the program of 327 days, there were 

24 hospitalizations (p<0.0001), representing an 

annualized reduction in hospitalizations by 65.2%
Data reflective of graduate CKM patients or patients enrolled for >180 days between March 2024 

and July 2025



Opportunities & Challenges
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• Independent providers

• Resource gaps

• Variation in practice

• Disconnected systems 
EMR

Challenges

• SDOH screening at 2/4-
week call

• OPA- MRA/SGLT2i

• BMP order at discharge 
after MRA initiation

Opportunities- 
Monthly HF 

meeting



Questions?



Thank You.
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For any questions, please reach out to IMPLEMENT.EF@heart.org

Visit our website to keep up to date with IMPLEMENT-EF
heart.org/IMPLEMENTEF

mailto:IMPLEMENT.EF@heart.org
http://Heart.org/IMPLEMENTEF


A Stronger System of Care 
for Heart Failure Patients

4
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Health


	Slide 1
	Slide 2
	Slide 3: IMPLEMENT-EF Initiative Overview
	Slide 4
	Slide 5
	Slide 6
	Slide 7
	Slide 8: IMPLEMENT EF Post-Discharge Needs Amanda Riddle, MSN, APRN, AGACNP-BC, CCRN
	Slide 9
	Slide 10: Texas Health Fort Worth
	Slide 11: Programmatic Growth
	Slide 12: From Risk to Action in HFpEF and HFmrEF
	Slide 13: Drivers of Vulnerability First 30 days
	Slide 14
	Slide 15
	Slide 16
	Slide 17
	Slide 18: Readmission Avoidance Program
	Slide 19: Multidisciplinary Readmission Avoidance
	Slide 20
	Slide 23: Thank you! 
	Slide 24
	Slide 25: Optimizing Post Discharge Care for HFpEF/HFmrEF: Strategies to Reduce Readmissions
	Slide 26: Common Reasons for Readmissions
	Slide 27: Patient Identification
	Slide 28: Post Discharge Calls
	Slide 29: Heart Failure Care Coordination
	Slide 30: Transitional Care Management
	Slide 31
	Slide 32: Home Health
	Slide 33: Advanced Heart Failure Team
	Slide 34: Heart Failure Clinic
	Slide 35: Implantable PA Pressure Sensor
	Slide 39: South Region CKM Clinic 
	Slide 40: Referral to CKM Clinic 
	Slide 41: Improving the Heart Failure Patient Experience 
	Slide 42: Early Outcomes 
	Slide 43: Opportunities & Challenges
	Slide 44: Questions?
	Slide 45
	Slide 46: A Stronger System of Care  for Heart Failure Patients 

