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Presentation Notes


Very early in the pandemic, based on pre-existing literature, we expected that at least the subset of ICU COVID survivors would have substantial impairments in cognition, mental health, and physical and pulmonary function. 

In recognition of this, as well as the large volumes of expected ICU admissions and acute care needs, we anticipated the need for a structure to support ongoing recovery in the ambulatory setting, and integrated into the continuum of care from transition form inpatient to outpatient recovery needs. 

Because we had this expertise in expectations in recovery for survivors from acute care, we were able to launch on April 7th, making it one of the earliest clinics in the nation and a model for other clinics across the country. 
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JOHNS HOPKINS
Needs Assessment

Numbers large and growing (as of Feb, 2021):
— 27M cases in the U.S.
— 372k cases in Maryland, >1K cases daily
— JH Hospital System: 15-20% estimated ICU

Hospitalized patients commonly experience “Post-Hospital Syndrome” (or
Post-Intensive Care Syndrome (PICS) for critical illness survivors),
iIncluding:

Impaired physical function

Mental health

Cognitive deficits

Increased use of healthcare resources (i.e. readmission)
Increasing reports (and referrals for) lingering symptoms in non-
hospitalized patients
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Since march 2020, the number of covid 19 positive patients has been growing everyday. 

As of Jan 2021, we had 24 M cases in the US, 328k cases in the state of Maryland, over 1000 newly diagnosed cases every day. 

In our Hopkins system, we had over 5k COVID positive discharges, of which, 15-20% of patient had ICU stays with average length of stay of 8.3 days

Survivors of COVID-19 are a complex and vulnerable population, with potential for lingering respiratory symptoms and complications across multiple organ systems. 

They are also at risk for the well-described post-hospital syndrome and post-ICU syndromes.

These syndromes include physical impairments, substantial impairments in ADLs, mental and cognitive impairments which can last more than a year. 



Long-COVID Syndrome
— persistent symptoms > 3 months

e Severe, profound fatigue

« Orthostatic tachycardia/dizziness/intolerance
e Chronic muscle/joint pain and headache

e Often complains nausea/vomiting, and IBS

« QOverall course fluctuating over time
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Figure. COVID-19-Related Symptoms
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Framework

Improving long-term outcomes after discharge from intensive care
unit: Report from a stakeholders’ conference*

Dale M. Needham, MD, PhD; Judy Davidson, DNP, RN; Henry Cohen, PharmD; Ramona 0. Hopkins, PhD;
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Mention similar findings in post-hospital syndrome, but also that these impairments may be exacerbated by COVID given prolonged length of stay, high use of sedation and isolation as risk factors for delirium, limited essential rehab services etc

Also now recognized that there is a growing population of individuals who did not have severe initial disease but have lingering symptoms, the degree of overlap with those with severe initial disease is not known, and physiologic correlates and therapies unclear

Need a structured approach to care, not only for support but for pattern recognition and advancement of therapeutics


Very early in the pandemic, based on pre-existing literature, we expected that at least the subset of ICU COVID survivors would have substantial impairments in cognition, mental health, and physical and pulmonary function. 

In recognition of this, as well as the large volumes of expected ICU admissions and acute care needs, we anticipated the need for a structure to support ongoing recovery in the ambulatory setting, and integrated into the continuum of care from transition form inpatient to outpatient recovery needs. 

Because we had this expertise in expectations in recovery for survivors from acute care, we were able to launch on April 7th, making it one of the earliest clinics in the nation and a model for other clinics across the country. 
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Post Acute COVID-19 Clinic

GOAL

 Provide the Continuum of Care to address the unigue needs of COVID-19
survivors.

o Establish dedicated multi-D resources focused on post-COVID 19 recovery
to support anticipated patient needs (respiratory, functional, cognitive,
psych), and Unknown Covid-19 specific long term complications

« Convenient, streamlined resource for inpatient teams at discharge and
prevent readmission

« Equity of ambulatory care within and across JHHS to support COVID-19
survivors.

 Understand the natural history of disease
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Our goals were

To Provide the Continuum of Care to address the unique needs of COVID-19 survivors and support the ongoing recovery of patients in the ambulatory setting

To Establish dedicated multi-D resources focused on post-COVID 19 recovery to support anticipated patient needs and Unknown Covid-19 specific long term complications 

To Provide Convenient, streamlined resources for inpatient teams at discharge and prevent additional burden of predicted readmissions on an already strained inpatient system

A key component of this clinic was the ability to provide ongoing care and support regardless of insurance status and in collaboration with translation services, given the disproportionate burden of COVID-19 in vulnerable and traditionally under-resourced populations. 

In addition, more reports are coming out regarding lingering symptoms after -COVID-19 infection even among those who did not require hospital care. Which we do see quite often recently.

 The etiology and physiologic correlates of those persistent symptoms are still largely unknown, and require infrastructure for comprehensive supportive care for this population and further insights into the natural history of COVID-19. 
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Key Services of the PACT Clinic

Psychiatry

Pulmonary PACT
(Provider, RN,
Telemedicine
Coordinators,

Pharmacists, CHW)

Homecare
(RPM Program)
{RNs)

0 Cardiology
Inpatient Team Central Referral

{Provider, Case S Coordinator
(RN)

Primary Care
Provider

Infectious
Disease

Managers)

PME&R PACT

(Provider,

Therapists, Nephrology
Telemedicine
Coordinators)

Homecare
(Other)

(RMs, Therapists)

Dermatology

Hematology

The Johns Hopkins Post-Acute COVID-19 Team (PACT): A Multidisciplinary, Collaborative, Ambulatory
Framework Supporting COVID-19 Survivors. Am J Med. 2021 Jan 11:S0002-9343(20)31174-8
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Given these anticipated needs, PMR department partnered with pulmonary critical care to compliment PCP care.

Other than physician services, we collaborated with our rehabilitation therapy services, psychology, and home care who bridged the care between in patient and outpatient while access to long term care facilities were limited during the pandemic. 

We formed key partnerships with Providers interested in PACT clinic early on.

Those specialties include Psychiatry, Psychology, Cardiology, Neurology, Infectious Disease, Hematology, Nephrology, and Dermatology. 

This network allowed streamlined and timely referrals.
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JH PACT Tripartite Mission

April 7" - present

N>400
ICU admission N (%) 70%
Age (Mean (SD) years) 54 (15)
Research Teaching Male N (%) 23%
Race N (%)
White 26%
Black or African American 33%
Asian 6%
Ethnicity N (%)
Patient Care Hispanic or Latino 29%
Interpreter Services N (%) 26%
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within the tipartite mission, is the delivery of exceptional, evidence-based, equitable, patient-centered care

We have seen roughly 13% the number of discharged from our focused JHH/Bayview population, and ~1/3 of the ICU disch

arges
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PACT as a model system

. . : Post Acute COVID Team (PACT) Service Standards
. N at I O I l a |/ I l l te r n at I O I I aI re q u e StS fo r A Pulmonary Critical Care Medicine, Physical Medicine & Rehabilitation, Home Care Group Collaborative
To establish an interdisciplinary standardized approach ta address the unique needs of COVID-19 survivors upon hospital discharge.
nn ]
O d e I i
]

The number of people with COVID-19 increases daity
Approximately 20-30% of these patients currently require hospitalization, and about 5-12% will be treated in an intensive care unit (ICU).

Severely ill in-patients commonly experience "Post-Hospital Syndrome* (or Post-Intensive Care Syndrome (PICS) for critical illness survivors).
This syndrome includes markedly impaired strength/physical ability, worsened mood/anxiety/post-traumatic stress disorder, i

— UCSF, OHSU, U Pitt, U Maryland, U ——

«  Each Hospital will integrate site specific palicy, resource and regulatory considerations to meet PACT clinical standards.
Development of a PACT Service can be leveraged to establisha broader Post-Intensive Care Team (PICT) Service

Texas

MINIMUM CARESTREAMS

s Physician Management s Outpatient Rehabilitation » Home Care
o Pulmanary o Physical and Occupational Therapy o Physical and Occupational Therapy
o Physiatry o Speech Language Pathology o Speech Language Pathalogy
o Psychology o Nursing
°

[ [ [ Remote Patient Monitoring (RPM)
L]
VI \ I n q u I r I e S W a I t‘ 3 r I ; e e d Specialty services: Develop a system and identify resources for targeted referrals to other subspecialties, including Psychiatry,

Neurology, Cardiology, Infectious Disease, Dermatology, Nephrology, and Hematology as needed.

KEY WORKFLOW
Coordinated Discharge Processes Clinic Evaluations and Synchrany * Care Transitions
— l I V o Integration of PACT eligibility eriteria o

Utilization of harmonized evaluation Establish system to transition patients
into discharge workflow (Figure 1) templates for Pulmanary and PMR from home care to outpatient
RPFM referral if indicated (Figure 2) Use of PACT core clinical outcomes set rehabilitation
Appointments to appropriate services PACT coordinated rounds (Pulmonary,
in hand and MyChart enroliment PMR physician, Home Care team)

.
.
o

o

o

Effective communication with PCP.

URE 1. PACT (POST-ACUTE COVID TEAM) CLINIC ELIGIBILITY FOR PATIENTS POST-HOSPITAL DISCHARGE

Pulmanary and PMAR

PACT Referral + RFM
[ indlicatad] PMAR PACT Referral +
Homecare if indicated

Pulmonary PACT
Refarral + RPM [If
indicated)

*If patient has an established pulmanologist, schedule follow-up with that pulmonologist instead of Pulmonary PACT.
*Outpatient rehabilitation services should not be delayed until Physiatry appointment if deemed appropriate at the time of discharge.




PMR PACT service

c PM&R PACT
e PACT POTS
« PACT OT/PT/SLT
« PACT Psychology
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JH PACT-Research Aspirations = =~

1. Define the spectrum of pulmonary complications in long-COVID,
physiologic correlates, and risk factors thereof.

2. Create an infrastructure for therapeutic trials and competitive

grant applications.
 Provide a resource for emerging guestions (biorepository).

3. Interrogate economics of care delivery (RPM, telemedicine, in-
nerson; multi-d framework) to support longevity of the clinical

program.
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Manual muscle testing
Dysphagia
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Summary

 For more details, please come to our on demand session

— Managing the Ambulatory Wave: Multidisciplinary Outpatient COVID-19 Survivorship
Program

o Our website: https.//www.hopkinsmedicine.org/coronavirus/pact

 For any inquires, please email PACT@jhmi.edu or Skim453@jh.edu

 The Johns Hopkins Post-Acute COVID-19 Team (PACT): A
Multidisciplinary, Collaborative, Ambulatory Framework Supporting
COVID-19 Survivors. Am J Med. 2021 Jan 11:50002-9343(20)31174-8
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