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Readmission Basics

* In 2011: 3.3 million 30 day readmissions among adults in US

Medicare national average

COPD
Myocardial Infarction
Pneumonia

Heart Failure

* Medicare cost: $15 to $17 billion per year

 SFGH all cause readmission rate 2013-2014: 12.6%




Readmissions: A Complicated Metric

* Definition: is 30 days an appropriate timeframe?

e Data: no comprehensive source, easier to get subgroup data

* Universal access leads to increased utilization (esp. among lower SES)

e Risk adjustment: similar %’s between systems if control for patient characteristics

* Preventable? 23-30% readmissions appear to be avoidable

* No national consensus on preventability or approach
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Can readmissions be prevented?

project

BOOST

B:tt+:r Qutcomes by
Optimizing Safe Tran;utmns

Goals:

* Identify patients at high risk of re-hospitalization and target
specific interventions to mitigate potential adverse events

* Reduce 30 day readmission rates

* Improve patient satisfaction scores and H-CAHPS scores related
to discharge

* Improve flow of information between hospital and outpatient
physicians and providers

* Improve communication between providers and patients
e Optimize discharge processes

Funding: >S2 million, via institutional, grant, federal and insurance-
based funding

Results to date: Decreased readmissions by 13%
(Absolute reduction = 2%: 14.7% to 12.7%)




Should readmissions be a focus?

e ? Effect on morbidity & mortality

— Eg. COPD readmission = independent
mortality predictor (OR 1.85)

— Other studies (eg. Krumholz, JAMA 2013)
have found little to no correlation

* Lostincome & time in community

— Likely a negative psychosocial impact

* Hospital acquired risk

— ~10% risk of HAC/unnecessary inpatient day Krumholz JAMA 2013




But wait...Hot off the presses!!!

J Gen Intern Med. 2015 Jul, 30 307-15. doi: 10.1007/s - ~%. Epub 2015 Jan 24,
A Patient Navigator Intervention to Reduce Huspital Readmissions among High-Risk Safety-Net
Patients: A Randomized Controlled Trial.

CONCLUSIONS: A patient navig:
while increasing readmissic
and younger high risk

ased readm
evaluated amo

Ann Fam Med. 2015 Mar;13(2):115-22. doi: 10.1370/afm. 1753,

Timeliness of outpatient follow-up: an evidence-based approach for planning after hospital
discharge

Jackson C', Shahsahebi M, Wedlake T, DuBard CA®
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Readmissions as an
accountability measure:
Patient and health system-
centered benefit can be achieved
through improved transitions of
care.

Adapted from Health Policy blog of Ashish Jha MD, Harvard School of Public Health




Drivers of Care Transitions Ql

* National
— CMS penalty up to 3% of yearly hospital reimbursement

— HCAHPS Patient Satisfaction

* Community
— SFHP P4P bonus to PCMH’s

* Hospital/Individual
— Optimal, patient-centered care



Models for Improving Care
Transitions

* Care Transitions Intervention
Transitional Care Model
Project RED (Re-Engineered Discharge)
Project BOOST (Better Outcomes for Older Adults

through Safe Transitions)
Transforming Care at the Bedside (TCAB)

STAAR (State-Action on Avoidable
Rehospitalizations)

INTERACT Il (Interventions to Reduce Acute Care
Transfers) — SNF based

From Reducing Readmissions, produced by US DHHS, Partnership for Patients
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10 Building Blocks of High
Performing Primary Care
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Bodenheimer et al (2014)
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Outpatient follow-up

Key Components of Ideal Transitions of Care 10

Template of

the Ritiee Care coordination

Promotion of self- >
Comprehensive-

management - are | Dessand Care Advance care planning
= Coordination
5 7

Patient-team = Population Continuity of

Medication safety ——

partnership | management care
e —. *‘_4
2 3" - 4
Data-driven Empanelm?:nt Team-based
improvement care
Symptom . il "R

. . ©2012 UCSF Center for Excellence in Primary Cax = DiSCharge Planning
monitoring &

management

Complete & timely
communication of
information

Social & community
support




San Francisco Health Network

e San Francisco’s only complete
care system
— Primary care for all ages
— Dentistry
— Emergency & trauma treatment
— Medical & surgical specialties
— Diagnostic testing

— Skilled nursing & rehabilitation
— Behavioral health




San Francisco General Hospital and
Trauma Center

San Francisco’s public hospital

— Devoted to care of the city’s most :)
vulnerable residents ]

— Sole provider of trauma and
psychiatric emergency services in SF

* Serves over 100,000 patients per
year

e 16,000+ admissions/year . e

— 20% of the city’s inpatient care e e

* Average LOS adult inpatientsis 5
days




Readmissions at SFGH

SFGH All Cause 30-Day Readmission Rate

13.1
e 118 122 128

Repatriation program
begins 3

Q1-13 Q213 Q313 Q413 QL-14 Q214 Q314 Q414

Top 5

Discharge APR-

DRG
COPD*

——e— SFGH 30-Day Readm Rate (%)
Goal (10.6%)

SFGH 30-Day AEH Public
Readmit Rate (%, Hospitals 30-Day
n) Readmit Rate

25.8% (78)

Heart Failure*

24.8% (103)

Renal Failure

24.7% (44)

Sepsis

13.6% (67)

Cellulitis

11.3% (55)

64% of readmitted patients have
Medi-Cal coverage.

60% of readmitted patients have
mental illness.

28% of readmitted patients have a
substance use diagnosis.

16% of readmitted patients are
homeless.

28% of readmitted patients are not
empaneled with a PCP.

33% of readmissions occur within
7 days of discharge.

326 individuals accounted for
1734 hospitalizations & 764
readmissions (47% of all
readmits).

Data analysis by K. Oza MPH (SFGH Care Transitions Taskforce)




Team-Based Complex Care
Planning




FMIS MULTIDISCIPLINARY ROUNDS FORMAT
Monday — Friday 8:30AM - 3B Conference Room

Goal 1-2 minutes/patient

Begin with:
Name, age & hospital unit
Primary diagnosis & inpatient treatment needs
Expected dc date and location — try to anticipate DC 1-2 days in advance

eq. “Mr. John Jones is a 65 year old man on 5C with community acquired
neumonia. He is receiving IV antibiotics and we expect d/c home in 3 days.”

Then note the following as needed:
For SW
1) Housing instability?
2) Non-home discharge location? (SNF, respite, board & care)
3) Home care needs? (RN, skilled therapy — PT/OT, social work)
4) Substance use disorder?
5) Family systems issues? (neglect, abandonment, violence)
6) Other general social concerns?

For UM
" 1) Need for placement?
2) Referral to Care Transitions Nursing?
- Admit for HF, COPD, DM w complications, PNA, or ACS/MI
AND >55y0 or readmit in past 30 days

For skilled therapists (PT/OT/ST)
1) Current mobility? (eg. bedrest, NWB, assistive devices)
2) Baseline mobility? (eg. fully independent, ADL dependent in
community, long term SNF due to mobility impairment)
3) Cognitive deficit from baseline?
4) ADL deficit from baseline?
5) Speech and/or swallowing deficits from baseline?

\|

s

Morning multidisciplinary rounds on the
UCSF Family Medicine Inpatient Service.
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Core (Provider/RN) Interdisciplinary Round Questions Core (Provider/Patient) Interdisciplinary Round Questions

1) Plan for the day. 1) You are here for .
2) Estimated Discharge Date 2) We are doing to treat your diagnosis.

3) Anticipated Disposition. 3) We expect that you will be able to get out of the hospital 2

4) Needs for Discharge 4) What can we do for you today?

Brief, structured format for MD:nursing huddle and provider:patient discussion.




Cross-System Communication
and Care Coordination




San Francisco Health Network
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Pharmacy Interventions and
Medication Reconciliation
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Improving Post-discharge care

e Standardization of post-discharge visits
— Timing
— Team based care
* Metrics for each health center
— Monthly rates of follow up within 7 days of d/c

— Readmission rates

* Services for high risk patients, such as case
management, home health services, supportive
housing, Bridge clinic, Respite, caregiver support




UCSF Family Medicine Inpatient Service
San Francisco General Hospital
Building 5 (Main Hospital) Office 4F53
Office Phone 415-206-8651 / Fax 415-206-6135

HOSPITAL ADMISSION NOTICE
Dear Dr. Chase,
Your patient Jane Smith MRN 01234567 was admitted for COPD exacerbation.
At admission, we found that she had run out of her inhalers and did not have any refills. She has been smoking
cocaine every 2-3 days. She had hypercapnic respiratory failure in the SFGH ED and required urgent BiPAP. We
plan to treat with steroids, bronchodilators, evaluate for pneumonia and provide cocaine cessation resources.

We estimate that the patient will be discharged on: 5/1/2015

Primary care follow-up -please reply with date and time for a visit within 7 days after the expected discharge date. Primary
care clinic pharmacist/medication reconciliation visit should be scheduled for medication literacy teaching.

Specialty clinic follow-up -- please schedule appointment after the expected discharge date and reply with date and
time:

1. Better breathing class Indication for referral: COPD

2. COPD NP Clinic Indication for referral: COPD

To communicate with us, please (1) reply to this email and/or (2) page (before 7:30AM or after noon) using the table
below.

Sincerely,
The FMIS team

Bundled, email-based care transitions communication.




Post-discharge phone calls

e Call within 72 hrs of discharge
 HW, MA, or RN
e Scripted

— Appts

— Meds

— Red flags

— Primary care access




Complex Care Management
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Patient Education and
Supported Self-Management




SFGH Transitional Care Nursing Program

Cuidando Su Corazoén:

Viviendo Mejor con Insuficiencia Cardiaca

Catheryn Williams
RN

l °A Spanish language self-management

Richard Sa‘ntana Ta;fﬁi Lenhoff guide produced by the UCSF Fenter for
RN PharmD Vulnerable Populations, 2007




edication Instructions with Polyglot’s
Meducation™

San Francisco General Hospital and Trauma Center
1001 Potrero Ave, San Franci: CA 94110

« 5t to 8™ grade reading level

« Uses universal medication
scheduling language &

' _ e pictograms

Benazepril HCI Tablet 10 mg Take by UTH. For high blood pressure. You
keep taking this n 1e until you are told te

doxycycline 100mg 1 1 Take by MOUTH. For pneumonia. Use for 7 days.

Qvar Inhaler 80 mcgfinh BREATHING medicine. For asthma. ould keep
iing this medicine until you are told to

atorvastatin 40 Oral Tablet ake by MOUTH. For high cholesterol. Yo ould keep
medicine until you are told to stop.

San Fr. sco General Hospital and Trauma Center
1001 Potrero Ave, San Francisco, CA 94110 1D HKLNS25E

415-206-4901 Created: 2/18/2015

BR: MESRERNEY.

Can be translated into
18 different languages

Amlodipine 10 MG Oral Tablet

Benazepril HCI Tablet 10 mg

doxycycline 100mg

Qvar Inhaler 80 megfinh

atorvastatin ral Tablet



Multilingual Heart Failure Education

8 £ 5 2O EEIBAVIEIR Monitor My Heart Failure Symptoms
” ERELT8)

Weight Action

Gain 3 |bs today or

5 Ibs above target

03-25-2010




Family Medicine Inpatient Service
at San Francisco General Hospital

For questions after you go home,
call your primary care clinic or call
415-206-8651 (M-F, 8AM-4PM).

=BT E R R IRARTS

Y

HbefE, WREBEPIRERE, BREBENTEEEE
2P ENER 415-206-8000 , :m:RENE, A%
8538 6-8651 (A—ZBH E48% - T 4Eh).

El Servicio de Medicina Familiar

en el Hospital General de San Francisco

APPOINTMENT INFO:

Nurse Advice Line

Family Health Center
Maxine Hall Health Center
Ocean Park Health Center
Potrero Hill Health Center
Silver Avenue Health Center
Southeast Health Center

T ERBEHR:

REEFRRDL:

Maxine HallfiFEdui:
Ocean Parkfi#EH
Potrero HillfEdu0)
Silver Avenuefi2fFEri(y:
SoutheastfFEH(x:

Business Cards and Warmline

415-206-8609

415-206-5252
415-292-1300
415-682-1900
415-648-3022
415-657-1700
415-671-7000

415-206-8609

415-206-5252
415-292-1300
415-682-1900
415-648-3022
415-657-1700
415-671-7000

INFORMACION SOBRE LAS CITAS:

Linea de asesoria de enfermeras  415-206-8609

415-206-5252
415-292-1300
415-682-1900
415-648-3022
415-657-1700
415-671-7000

Centro de Salud Familiar

Si tiene al un; regunta después de .ue lo den de alta Centro de Salud Maxine Hall
9 ey £ % * Centro de Salud Ocean Park

llame a su clinica de atencién primaria :
o llame al 415-206-8000 y pida un intérprete; luego pida Centro de Salud Potrero Hill
que lo transfieran a la extensién 6-8651 (de lunes a Centro de Salud Silver Avenue
viernes, de 8 a.m. a 4 p.m.) Centro de Salud Southeast




Building a Community of Support




Data Capture, Analysis and
Metrics




Bridging Silos: San Francisco General Hospital's Care Transitions Taskforce

Kadshms Ozs, MPH; Larissa Thomas, MD, MPH*"; Eizabeth Davds, MD'2; Anna Robert, RN, DiPHE; Jack Chasa, MDY; Jearstte Cavano, PrstmD24; Anne Rosenthsl, MD2: Dawd Smith, PharmDr,
Jaff Criichiekd, MD'; Michelle Schnedermann, MD'
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SFGH Care Transitions Taskforce: a multidisciplinary QI workgroup aligning initiatives across
continuum of care within and outside of SFGH and SFHN.




Care Transitions harge Worklist

Advanced search | Exportresults | Printthis page | Printall pages

Cetails found: 2637 Page 1 of 132
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% SFHN Primary Care patients who attended an appointment
within 7 Days of discharge
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Current Understanding

 Readmissions are complex & costly for patients and health
systems

* Qutcomes involve a diverse set of contributing factors, variable
by patient, health system and community

* No consensus on exact definition of readmission or prevention
— Bigger win is to improve transitions of care

* Engage stakeholders, create high functioning teams, connect
through efficient EBM processes, track & distribute data




Big Picture Goals

1. Team-oriented, standard-work approach
for care transitions from hospital to
community — critical to align hospital
and primary care.

2. Reduce total readmissions by 15-20%
(the preventable component)




With thanks to the Moore Foundation, the SF General Hospital
Foundation, the SFGH Care Transitions Taskforce,
& our partners from SFGH and SFHN.
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