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Better transitions, Safer care

Susan Cumming, MD
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Root Cause Analysis
Key areas for Improvement at MGH

» Preparation of patient for discharge

»Communication

» Within the inpatient care team

» With outpatient care team

» Medication Reconciliation
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Gathering Baseline Data

Listening to Our Patients
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Gathering Baseline Data

Preparation of Patient For Discharge

« 75% were unable to verbalize important information about
 Their diagnoses
e Their medications
e The plan of care
« Ways to prevent exacerbations of their conditions

 Nearly 2/3 were unclear about their follow-up appointments
* No routine measurement of patient comprehension

e Low scores on HCAHPS
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Handwritten
Discharge
Instructions
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Gathering Baseline Data

Team Communication

“I can easily determine the names of all of the
care team members for my patients”

Strongly

Disza;%/ree Only 32% Of
staff agreed

Neutral
10%

Disagree
30%

. 2012 staff survey on communication, n=125

MARIN GENERAL HOSPITAL



Gathering Baseline Data

Team Communication

“I can easily reach my care team members

when | need to communicate with them”
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n=124

Strongly
Disagree
15%

Disagree
31%

Only 33% of
staff agreed



Gathering Baseline Data

Team Communication

“I am notified in a timely fashion of changes to
my patient’s discharge plan”

Always
1%

Most of the Only 21%
Time
20% of nurses,
case managers and
ancillary staff

agreed
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Gathering Baseline Data

Medication Reconciliation

« Historically the responsibility of the admitting nurse

e Admission Med Rec
« averaged 30-40% complete*

* Discharge Med Rec
e accurate in <20% of those readmitted within 30 days*

*Chart Audits May, 2011
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Care Transitions Program at MGH

Project

Multidisciplinary RED Reduce Unnecessary
Collaboration Readmissions

Teamwork
CTi
Care Transitions
Intervention
Easier, more effective Patient and Caregiver
communication Engagement
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Key elements of project RED

« Start planning for safe discharge upon admission

» Educate throughout the hospital stay, measuring
comprehension through teach-back

» Reconcile medications upon admission and at d/c

» Assure that patient and caregivers

» Understand their diagnosis and med regimen

« Know what to expect
« Know what to do if a problem arises

» Have outpatient follow up arranged before d/c

» Have the ability to obtain meds upon d/c
» Facilitate smooth handoff to primary care

» Create thorough, easy to understand d/c
instructions

» Follow up on all patients after d/c
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Project RED
Safer Handoffs to Primary Care

» Schedule f/u appts before leaving hospital

 Incorporate those appts in the discharge instructions
« Clear plan around tests/treatments to be done

* Plan around tests still pending
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Project RED
What are we implementing at MGH?

> Medication Reconciliation

é — The Med Rec Tech
» 16hrs/day, 7 days/wk.

— Accurate Med Lists on Admit/Discharge

— Education by Pharmacy on Hi-Risk Meds
» Start with anticoagulants
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Staff Perception
Medication Reconciliation

Before With
Staff Surveys Project RED | Project RED
(2012) (2013)

“My patients' home meds are

reconciled with admission 449 1290
medication orders.”

“My patient’ s discharge
medication list is reconciled with 46% 1490
home meds.”

% of staff who stated “always” or most of the time”
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Project RED
What are we implementing at MGH?

»Improve Patient Preparation for Discharge

-Teach effectively, Teach often

Teach-back

- (Minimum 5 min/patient/shift) by

y;
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Noting Patient or Caregiver Comprehension
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®ee00 AT&T =
Patients
Patient, Test1

Set Plan Assess ToDo's

Primary Diagnosis
McMorris, Craig
on 6/4 1:45 PM

7 % 74%

O

Ready? | Notes

Not Ready

Discharge Medications
RT, Test
on 5/12 3:50 PM

Not Ready

Follow-up Plan
Edmondson, Nancy
on 5/17 10:35 AM

Ready

Red Flags & Action Plan
Silva, Thania
on 5/20 8:13 PM

Ready
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Project RED
What are we implementing at MGH?

»Improved Patient Preparation for Discharge

»New Patient Discharge Instructions
» Multidisciplinary team input
» Working to incorporate more health-literate components

» Appts for Community Clinic Patients before D/C
» Working to implement in private practice
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“Did you get information in writing about what symptoms or
health problems to look for after you left the hospital?”

100

HCAHPS #20
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“When | left the hospital, | had a good understanding of
the things | was responsible for in managing my health”

HCAHPS #24
80
60
® / g
) \\ /
20 \ /
10
\ v
0
Q42012 Q12013 Q22013 Q32013 Q42013 Q12014 Q22014 Q32014 Q42014
=5 strongly agree s percentile Ranking
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"When | left the hospital, I clearly understood
the purpose for taking each of my medications”

HCAHPS #25
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Project RED
What are we implementing at MGH?

» Improved Communication

»Amongst the Members of the Hospital Care Team

A

MARIN GENERAL HOSPITAL



Team Communication
a Y

&t Discharge Action~

Patients -~ My Patients Assess

Team1, Patient1 Medical Risk Factors
areBoo
123456

Admit: 7/19/12 ﬂ Anticoagulants at discharge
Team3, Patienti Garoline Mom on 7/24/12 11:40 AM
CSA 3118-1

567890 ﬂ
Admit: 7/18/12 Insulin or oral antidiabetics
Team4, Patient1 at discharge J
CSA 3121-1 eyt

789012 ﬂ Jl
Adnmit: 7/18/12
— Home with IV medications /
==l - =

. Collaborate \
on Discharge Plan & Risk Checklists
. Coordinate
discharge readiness by completing To-Dos
. Communicate

with 1 or more team members instantly
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Team Communication

Measuring the Impact

“I can easily determine the names of all the care team members for
my patients”

Somewhat Strongly
Disagree Disagree
6% 4%
Disagree
32% Agree/Strongly Agree o

Strongly

Somewhat \ ‘
Agree
l o

Somewhat
Disagree

31% Somewhat
Agree
10%
69% Agree/Strongly Agree
Before Project RED + CareBook After Project RED + CareBook
m\lERAL HOSPITAL (Mid 2012) n=125 (Mid 2013) N=127



“l can easily reach my care team members when | need

to communicate with them.”

33% Agree

Somewhat
Agree
21%

///

Disagree
0%
n=125

Before Project RED + Carebook
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Strongly 45% Agree

Disagree
5%

Disagree
8%

Neutral
29%

™.
.

N=127

After Project RED + Carebook



Team Communication

Before With
Staff Surveys Project RED Project RED
(2012) (2013)

“I can easily or efficiently contact alll
members of my patient’ s care Team
to notify them about changes to the 89, 1290
discharge plans” (MDs)

% of staff who chose “agree” or “strongly agree”
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| am notified in a timely fashion of changes to my patient’s
discharge plan (non-MDs)

50%

45%

40%

35%

30%

25%

20%

15%

10%

5% -

0%

0% -
Always Most of the time Sometimes Rarely Never

M Before Project RED & Carebook i After Project RED and Carebook
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Communication with Outpt Care Team
V' o= s

&t Discharge Action~

Patients -~ My Patients Assess

Team1, Patient1 Medical Risk Factors
areBoo
123456

Admit: 7/19/12 ﬂ Anticoagulants at discharge
Teams, Patienti Caroline Mom on 7/24/12 11-40 AM
CSA 31181

567890 ﬂ
Admit: 7/18/12 Insulin or oral antidiabetics

Teamd, Patient1 atdischarge I
e i S

789012 ﬂ J|

Admit: 7/18/12

K . Home with IV medications /
=l d -

o Alert of Admission or ED visit

. Bring care managers or PCP into the discussion in real time

. Sort patients for post-discharge follow up

. Touch screen documentation of post-hospital interventions
- Coaching

— Phone calls
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Linking with Outpatient Care

Meritage
Medical
Network

Marin Cardiologist Heart Home with

Community involved Failure Anticoagulants
Clinics while

hospitalized

Notified
electronically
in real time
upon entry to
ED or Hospital

Contacted
to arrange
follow up

Electronic Notification of

Cardiovascular Center
Linked in

Teams linked in CareBook

CareBook Linked in CareBook

Follow up
arranged

Nurse Care
Manager to
MGH

Follow up phone call
and specialty care plan

Eval for reinforced

Coaching by
County

Eval for Care
Transitions

Coaching
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Improved handoff to Community Clinics

120

100

80

# Follow-up
Appointments Set 60 -

up
40 -

20 -

O _
March April May

w2012 w2013
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Project RED
Design for follow up After Hospitalization

Discharge from Hospital

Assign a Coach To:
SNF
Hospital Visit Phone call 2-3 days Rehab
Home Visit After Discharge Acute Care

Phone f/u Home Hospice
Prison

County

Aging MGH
Phone Cardiovascular
And

ACO - ;
Adult follow-up § Center of Marin
Nurse

Services

Meritage
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Care Transitions Coaching

» Work with clients for 30 days
after discharge
» Hospital visit
» Home visit
» 3 phone calls

MERITAGE » Encourages patient activation

MEDICAL NETWORK. and self-management

» Referral made by CareBook
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Gathering data after hospitalization (coach)

When | left the hospital, | had a good
understanding of the things | was
responsible for in managing my health.

W Agree Strongly

I Agree

M Disagree

B Disagree Strongly
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Gathering data after hospitalization (phone follow up)

How are you feeling since
leaving the hospital?

VWhen is your follow-up

Can you tell me what changes
in your health might indicate a
worsening condition, needing

urgent attention?

Who would you call if you
developed problems that would
deserve urgent attention? Do
you have their phone number?

MARIN GENERAL HOSPITAL

a. Improved

b. Mo change

c. Worse

Total

a. Aware of time of aoogint
b. Able to arficulate basics
. In depth understanding
Total

Null

a. Limited understanding
b. Able to arficulate basics
. In depth understanding
Total

Null

a. Limited understanding
b. Able to arficulate basics
. In depth understanding
Total

15%
2%

68%
3%
4%

11%
24%
31%
3%

10%
45%,
47%
3%
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Strengths of our efforts

Extensive multidisciplinary planning effort
Communication with staff

Medication Reconciliation

Coaching and Follow-up Calls

Partnership and communication
— Meritage ACO

— Marin Community Clinics

— Cardiology Center of Marin

AAAAAAAAAAAAAAAAAAAA



Need for Improvement

e Standardizing our Practice
— Holding all team members accountable

e Qutpatient follow-up appts for all

* Need for integration of CareBook with other IT
systems

e Patient Discharge Instructions
— Need better health literacy
— Need better instructions in other languages

A
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You are welcome to contact us

Susan Cumming, MD

Medical Director for Quality, Marin General Hospital
cumminss@maringeneral.org

Terry Winter, RN, MPH

Director, Care Transitions Program
Marin General Hospital

wintert@maringeneral.org

AAAAAAAAAAAAAAAAAAA
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Qijestibns i

Care Integration Resource Center
http://www.careinnovations.org/knowle
dge-center/facilitating-care-integration/



http://www.careinnovations.org/knowledge-center/facilitating-care-integration/
http://www.careinnovations.org/knowledge-center/facilitating-care-integration/
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