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= 25 bed critical access hospital

= Public district hospital, located in southeast
Washington

= Services: ED, Med/Surg, OB & pediatrics
Surgery/Procedures, full range of support
. services
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= Internal Team: Patients, staff nurses, nursing
assistants, social worker, radiology, laboratory,
physical therapy, ED, dietary, respiratory,
education, UR/CM, PI, managers, physicians
and CCO

= Cross continuum team: members of above team

plus continuum partners including medical office
- practice, SNF, assisted Iiving,_bome health, adult
... day health-and Council on Aging
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—— éegan with developihg a Tr_a\nsfdr__miﬁg Inpatient
Care and Culture (TICC) team with WSHA and
NWONE

= Team joined State Action on Avoidable

Rehospitalizations (STAAR) project with WSHA
and |HI

=_Developed Continuum of Care team out of work
related to above teams to provide seamless care
~ to our patients and the communities we serve
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~« Aim: Reduce 30 day rehospitalization by 30%
by October 31, 2010
= QOutcome measures:

— Improve patient satisfaction with discharge process
— Reduce 30 day rehospitalization — overall and in CHF,

CAP and TJR

— Reduce Length of Stay - overall and in targeted
populations

- — Improve whiteboard compliance to 100% each shift

- — Improve percent of follow-up phone calls including
teach back (80% of information)




Perform Enhanced Admission
Assessment for Post-Hospital Needs

Provide Effective Teaching and

Enhanced Learning

Conduct Real-Time Patient and Family-
Centered Handoff Communication

Ensure Post-Hospital Care Follow-Up

IHI Ideal Transitions




“+ProjectRed
= BOOST
= Care Transitions Intervention SM

= CMS Discharge Checklist

= INTERACT I
= Transitional Care Nursing Model

- = Best Practices Intervention Package (BPIP)"
* Transforming Care at the Bedside (TCAB)
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How Do I Become A BOOST Site?
There are several levels of involvement.

Project BOOST- Free Informational Webinar
May 24th, 2011 at 2:00 p.m. EDT

FPresenter: Mark V. Williams, MD, FACF, FHM
Principal In'«estigatcr, Prc_]ect BOCOST

Click here to register

Continue
to Improve

Track The BOOQST
FPerformance Intervention

Steps to apply:

Caomplete & Submit the online application
Submit a Letter of Suppert from an Executive
Sponsor to Lauren Valentino at
Ivalentino@hospitalmedicine.org.

Home | Project Team

-
APPLY
L Now

Any site can access the BOOST toolkit via the rescurce room free of charge at www.hospitalmedicine.org/B003T. Over 1600 sites have
downloaded the complete Implementation Guide which =erves as a portable version of the resource room and will walk vou through the

zsteps improve the discharge process.
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Re-Engineered Discharge
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A Research Group at E&%"[@%ﬁ#

Boston University Schoal of Medicine

Boston University Medical Center

EXCERTROMAL CARE. WITHOUT EXCEFTION,

Funded by the Agency for Healthcare Research and Quality & Mational Heart, Lung and Blood Institute

Home
Development of the RED
Components of the RED
Implementing Project RED
Meet Louise...
New & Improved Toolkit
Toolkit
Our Team
Recognitions
Newsroom
Presentations

| | Publications & Abstracts
Funding

|| Links
Receive Updates

Contact Us

Project RED (Re-Engineered Discharge)

Project Re-Engineered Discharge is a research group at Boston
University Medical Center that develops and tests strategies fo
improve the hospital discharge process in a way that promotes
patient safety and reduces re-hospitalization rates. The RED (re-
engineered discharge) intervention is founded on 11 discrete
mutually reinforcing components and has been proven to reduce
rehospitalizations and yields high rates of patient satisfaction

Virtual patient advocates are currently being tested in conjunction
with the RED. In addition, Project RED has started to implement the

re-engineered discharge at other hospitals serving diverse patient
populations

Project RED is supported by grants from the Agency for
Healthcare Research and Quality (AHRQ) and the National
Institutes of Health (NIH)-National Heart, Lung and Blood
Institute (NHELI). The contents of this website are solely the
responsibility of Brian Jack, MD and Boston Medical Center and do
not necessarily represent the official view of or imply endorsement
by AHRQ, the U.S. Department of Health and Human Services, the
MIH or NHBLI

Latest Project RED News
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“ INTERACT II - Interventions to Reduce Acute Care Tr...

™

|NTEHACT Interventions to Reduce Acute Care Transfers

About INMTERACT -+ INTERACTII Tools + Educational Resources Links to Other Resources + Project Team <+ ContactUs

What is INTERACT?

INTERACT is an acranym for “Interventions to Reduce Acute Care Transfers™ The
INTERACT Frogram includes clinical and educaticonal tocls and strategies for use
in every day practice in long-term care facilities.

Login for INTERACT Curriculum participants
44 Click here to login
q*::; Click here to register / Champions and Co-Champicns o
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Learn more about INTERACT INTERACT Il Tocls
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Efan Osterweil

Educational Resources for INTERACT

What is the purpose of the INTERACT? & Announcements




Conducted small tests of change

Listened to monthly calls and gathered lots
of great ideas (steal shamelessly)

Met weekly
Involved everyone across the hospital
Involved partners

= Took advantage of moment of change to
“add other pieces into the project
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~ = Piloted whiteboards numerous times
including staff, patients and providers

= Boards in all inpatient rooms except safe
room

= Chalk board in safe rooms

= MD uses to round
= RN uses with bedside report
"%'Board includes entire team
= Set targeted discharge date




Today Is

Targeted Discharge Date

Diet/Snacks

Social Worker Today's Tests/Treatmg
Housekeeping

Most recent VS

y Contact




What am | waiting for?

Waiting for resuMs
Lab:

X Ray:
CT:
Meds:
Home Care/instructions:

Driver:

Medical Provider:
RN:
Nutses Aide:
RT:

If you have questions, please 83K your nuese
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What am | waitin

Waltag for 1¢ ults

Lsb:




= Standardized process RN to RN, includes
patient and family if present.

= Update whiteboard at handover with patient

= Handover shift to shift
= Handover ED to MSU (nurse pulls pt to
| MSU) — -
» Handover PACU to MSU (PACU brings pt to
room)
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= Focus groups: CHF, CAP, THR, TKR
= Modeled -materials off of CHF zones

= Teach patients the basics — goal is green
zone, then build from there

= Combine patient education book, zones and
teach back tool with each patient contact

S —

~ = Reassess teach back during follow-up
“phone call

——




» The "Teach Back" Method is simply teachlng your patlent Ina
clear manner and then asking them to repeat in their own words
what you just taught them. This method allows you to check your
patient's understanding of your instructions.

It is not a test but a method to ensure they understand what has

been taught to them — you can say "l want to be sure that | did a
good job explaining your blood pressure medications, because
this can be confusing. Can you tell me what changes we
decided to make and how you will now take the medication?"

S —

= |n the hospital setting we begin small and build on the
~ Information shift to shift and day to day to ensure to patient has
a good understanding.

——




Caring for Your Heart:
Living Well with Heart Failure

Adopted from:

University of
North

el

Health
Literacy
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Things You Can Do
to Live Well with Heart Failure

Take your medicines (every day) correctly.

Eat less salt.

Exercise regularly.

Check yourself each day.

Basic key
concepts to
teach each
patient and their
key learner
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Dietitian can mark in
book those foods the
patient typically eats
and make
recommendation that
rest of care team can
reinforce
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CENTER
EwERY DAN:
= Weigh yourself in the morning befare breakfast, write it doven and compare to

westerday's wueight.

EVERY * Take wour medicine as prescribed.

# Chedk far sweelling in wour feet, ankles, legs and stomach.
DAY

= Eat low =alt food.
+ Balance activity and rest periods.
which Heart Failure Zone are you today? GEEEN, YELLCW or RED?

ALL CLEAR — Thi= zone is wour go=l

Tour symptoms are under control. ou hawe:

* Mo zhortne=s of breath.

#= MNoweight gain more than 2 pounds (it may change 1 or2 pounds some days).
#= Mo swelling of vour feet, ankles, legs or stomach.

#= Mo chest pain.

CAUTIOM — Thi= zone is a warning
Call your dactars office if:
'ou hawe a wweight gain of 2 pounds in 1 day or a weight gain of S pounds or mare
in 1 weak,
Mdore shotness of breath.
tdare amelling of wour feet, ankles, legs, ar stomach.
Feeling more tired. Mo energy.
Ly hachky cough.
Drizziness.
Feeling uneasy, wou know something is not right
It iz harder for wou to breathe vuhen Iying dowen. “ou are needing to sleep =sitting
up in 3 chair.

EMERGEHLCY
Go to the emergency roo m or call 311 if you hawe any of the following:
+ 5Strugglingto breathe. Unreliewved shoftness of breath while siting =till.

# Hawe chest pain.
# Hawe confusion or can't think cleady.




Patient Teach Back — Congestive Hec':lrt Failure
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nat zoneam | in today?

nat action do | need to ta
nat action do | need to ta
hat action do | need to ta

nat is your ideal Zone?

nat foods are bad for me?
How do | check for swelling?

ke In t
Ke In t

Ke In t

nat is the name of the water pill | take?
ny do | need to weigh myself everyday?

ne Green Zone?
ne Yellow Zone?

he Red Zone”?
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ALL CLEAR - This zone is your goal
Your symptoms are under control. You have:

o No shortness of breath.

° No weight gain more than 2 pounds (it may
change 1 or 2 pounds some days).

. No swelling of your feet, ankles, legs or
stomach.

. No chest pain.

Physici

NAC

Dietitia

Therap

Respir

CAUTION - This zone is a warning

Call your doctor’s office if:

° You have a weight gain of 3 pounds in 1 day or
a weight gain of 5 pounds or more in 1 week.

. More shortness of breath.

More swelling of your feet, ankles, legs, or

stomach.

Feeling more tired. No energy.

Dry hacky cough.

Dizziness.

dANOZ
MOTI1dA

It is harder for you to breathe when lying down.
You are needing to sleep sitting up in a chair.

EVERY DAY:

Weigh yourself in
the morning before
breakfast, write it
down and
compare to
yesterday’s
weight.

Take your
medicine as
prescribed.

Feeling uneasy, you know something is not right.

Check for swelling
in your feet,
ankles, legs and
stomach.

EMERGENCY
Go to the emergency room or call 911 if you have
any of the following:

° Struggling to breathe. Unrelieved shortness of
breath while sitting still.
° Have chest pain.

Have confusion or can’t think clearly.

Eat low salt food.

Balance activity
and rest periods.

Which Heart Failure Zone are you today?

, YELLOW or

?E
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= Bedside réportingTEcIUd_ing_pgtiéhfs and
families

= Rounding with MD — determining targeted
date of discharge

= SBAR internally between departments

= RN TO RN report to SNF, Assisted Living
& HH

.2 Home Health participates in “morning
meeting” to help with discharge planning

= Developed Continuum of Care committee




WHITMAN

FPatient Mame:

ﬂ:mar:m &
EDICAL
CI!.NJ'[F!!.I{ o Mursing Home o Assisted Living o Home Health o Hospice
o Other:
Hospital Admit Date, Dizcharge Date:
Mental Status Eehavior Skin Conidition Isolation
o Alert o Appropriate o Good o Contact
o Jriented o Moisy o Dy o Enteric
o Confused o Bellinerent o Franile o Respiratory
o Faorgetful o Withdrawn o Bruises m|
o Combative o Red Areas
O Suspicious o Open Areas
o Other o Decuhs
Weight Bearing Impairmenmts Incomtinence
o Full o Speech o Dementia o Bowel
o Partial o Hearing o Depression | o Bladder
o Mone o Wision o Anxiety
o on Leqg(=) o Date of lastB.M.
A.D.L Functions Social Information
Bathing Inciependent Partial Assist Tolal Assist
Eating Inciependent Partial Assist Tolal Assist
Dressing Inciependent Partial Assist Tolal Assist
Maobility Inciependent Partial Assist Tolal Assist
Toileting Inciependent Partial Assist Tolal Assist
Transfers  Inoependent Partial Assist Tolal Assist
Additional Pertinent Information
Code Status/POLST: Height Weight:
Special Precautions: Continue Daily Weight ?
High Risk Behaviors: Immunizations given:
Influenza
Durable Medical: Preumococcal
O DEYHeN Diet
o Walker o VWWiC Pain Management:
o Special Bed
o Assistive Devices:




= Modifying checklist from Eric Coleman

= Small tests of change — many modifications
to form

= Working to hardwire into electronic medical
record work In process

- = Link to continuum work as well — Family...
~Home Care has similar checklist
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~ should be completed:

o | have been involved in decisions
about what will take place after | leave
the facility

o | understand where | am going and
what will happen to me once | arrive.

o | have the name and phone number
of a person | should contact if a
problem arise during my transfer.

o |l understand what my medications
are, how to obtain them and how to
take them. -

o | understand the_potential side
effects of my medications and whom |
should call if | experience them.

o | understand what symptoms | need to
watch out for and whom to call should |
notice them.

o | understand how to keep my health
problems from becoming worse.

o My doctor or nurse has answered my
most important questions prior to leaving
the facility.

o My family or someone close to me
know that | am coming home and what |
will need once | leave the facility.

o If I am going directly home, | have
scheduled a follow-up appointment with
my doctor, and | have transportation to
this appointment.

This tool was developed by Dr. Eric Coleman, UCHSC, HCPR, with funding from the John A Hartford

Foundation and the Robert Wood Johnson Foundation.




Fe-Hospitalization Risk Assessment
Furpose: Screening toal to identify those at risk of re-hospitalizations

Diate: Anticipated Date of Discharge:
Primary Care Physician:

Prior Pattern: Check all that apply.
O = 3 hospitalizations or ED visits in past 3 months
O History offalls

O Re-hospitalizations within 30 days — Automatically schedule follov-ugp
appointment with physician 48 haours

Chronic Conditions: Check all that apply

o CHF o Diahetes o Dhesity o Liver failure
o COFD o Renal failure o Hypertensian

Risk Factors: Check all that apply

o More than 2 secondary diagnoses o Pressure or stasis ulcer
o Loww social economic statusilimited financial resources

o Poor prognosis for improvement o Lives alone

o Short life expectancy o Limited support netwark
o Help with managing medications needed

o Maon-compliance with medication regimen o ADL assistance needed
o Home safety risks o Difficulty reading

o Dyspnea o Confusion

# Boxes checked

o0— 2 low risk — appointmentto be 5 — 7 days

o 3 — 4 moderate risk — appointment to be 3 - & days
o 6 ar = high risk — appointment to be within 2 days

Fast discharge needs:
o Home health
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~ = High risk for readmission
= High risk-patients seen in clinic 2 days post-
discharge

— Moderate risk patients seen in clinic 3 -5 days

post-discharge

= Follow-Up phone call made 48 — 72 hours
. after discharge to evaluate care and re-test
~ teach back recall -
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= Partners from across the continuum
— Physician Office Practice, SNF, AL, HH, Adult
Day Health, Counsel on Aging

= Work based off of IHI toolkits

— Guide for Field Testing: Creating an Ideal
Transition To Skilled Nursing Facility

— Guide for Field Testing: Creating an Ideal
Transition To Clinical Office Practice

* CMS Project - INTERACT I

—
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Reconcile plan of care and medications = number

1 concerns/failures in transition
RN to RN report to SNF, AL, HH
Creating handover tool from SNF to hospital

Shared tools from INTERACT Il
— Stop and Watch tool for nursing assistants

— SBAR handover in SNF, AL to help with calling
MD e -
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= comimunication fools

- cliveal care paths

« adiranced care
panning tools
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~ = Integrated key interventions into routine admission
order set — used by all providers

Went from retrospective review to concurrent
review with interventions

Added to dashboard along with TICC & STAAR

EERIGCE
Report data to providers, staff, and board

Mini-root cause analysis to see why there was a
failure in process (e.g. measure fall out,
~ readmission within 30 days)

= Balancing financial considered while keeping the
patients first

s
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Readmit Rate Overall

1PTw/4readmits

\1 PT w/2readmits )

i,
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== Readmit Rate = A\ =t=(G0al




CHF Readmit Rate

Percent of Reamission

15.8%

2Q'09 4Q'09 2Q'10 3Q'10 4Q10 Q11




Average Length Of Stay CHF

nlivin
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Patient Satisfaction with Discharge

Patient Satisfaction with Discharge Process

AL

1Q'09 2Q'09 3Q'09 4Q'09 1Q"10 2Q'10 3Q'"10 4Q "0 1Q'11

Percentile Ranking

—= Overall Discharge Satisfaction e Goal




need to be nudged
= Patient and family input is a must
= Collaborative group (TICC, IHI, WSHA)

great way to get new ideas
= Small tests of change really work
.~ Multidisciplinary team approach is key

~ = Scheduled meeting times makes work
“happen

* Fun and food help!
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= Partnership for Patients: Goals by end of
2013 prevent complications during transition
from one care setting to another.

= The Care Transitions Opportunities —
http://www.cms.gov/DemoProjectssEvalRpts

«# Updated materials coming out from IHIl soon
~.on STARR updates ol
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*Cohesive plan of care at arrival

e T — | ———

sIntegrated plan at discharge (patient, family and care provider)
Coordinated follow-up call or visit

*Timely visit to primary care provider

‘Reconciliation of medications

Coordinated education

*Support through care management
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= Continue work with TICC and STAAR

= Explore more community based efforts
= Next diseases: COPD and diabetes

= Smooth transitions across the continuum —
leverage EMR

- ® Share learning's with representatives to help.
~make a difference in legislation
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~ Contact Information:

Denise Fowler

fowlerd@whmc.org




