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Whitman Hospital & Medical CenterWhitman Hospital & Medical CenterWhitman Hospital & Medical CenterWhitman Hospital & Medical Center

 25 bed critical access hospital25 bed critical access hospital 25 bed critical access hospital25 bed critical access hospital
 Public district hospital, located in southeast Public district hospital, located in southeast 

W hi tW hi tWashingtonWashington
 Services:  ED, Med/Surg, OB & pediatrics Services:  ED, Med/Surg, OB & pediatrics 

Surgery/Procedures, full range of support Surgery/Procedures, full range of support 
servicesservices



Our TeamOur TeamOur Team Our Team 
 Internal Team: Patients, staff nurses, nursing Internal Team: Patients, staff nurses, nursing 

i t t i l k di l l b ti t t i l k di l l b tassistants, social worker, radiology, laboratory, assistants, social worker, radiology, laboratory, 
physical therapy, ED, dietary, respiratory, physical therapy, ED, dietary, respiratory, 
education UR/CM PI managers physicianseducation UR/CM PI managers physicianseducation, UR/CM, PI, managers, physicians education, UR/CM, PI, managers, physicians 
and CCOand CCO

 Cross continuum team: members of above teamCross continuum team: members of above teamCross continuum team:  members of above team Cross continuum team:  members of above team 
plus continuum partners including medical office plus continuum partners including medical office 
practice, SNF, assisted living, home health, adult practice, SNF, assisted living, home health, adult p gp g
day health and Council on Agingday health and Council on Aging



WHMC ProjectsWHMC ProjectsWHMC ProjectsWHMC Projects
 Began with developing a Transforming Inpatient Began with developing a Transforming Inpatient 

Care and Culture (TICC) team with WSHA and Care and Culture (TICC) team with WSHA and 
NWONENWONE

 Team joined State Action on Avoidable Team joined State Action on Avoidable 
Rehospitalizations (STAAR) project with WSHA Rehospitalizations (STAAR) project with WSHA 
and IHIand IHIand IHIand IHI

 Developed Continuum of Care team out of work Developed Continuum of Care team out of work 
related to above teams to provide seamless carerelated to above teams to provide seamless carerelated to above teams to provide seamless care related to above teams to provide seamless care 
to our patients and the communities we serveto our patients and the communities we serve



Our JourneyOur Journeyyy



WHMC ProjectWHMC ProjectWHMC ProjectWHMC Project
 Aim:  Reduce 30 day rehospitalization by 30% Aim:  Reduce 30 day rehospitalization by 30% 

b O t b 31 2010b O t b 31 2010by October 31, 2010by October 31, 2010
 Outcome measures:Outcome measures:

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

CAP and TJRCAP and TJR
–– Reduce Length of Stay Reduce Length of Stay -- overall and in targeted overall and in targeted 

populationspopulations
–– Improve whiteboard compliance to 100% each shiftImprove whiteboard compliance to 100% each shiftImprove whiteboard compliance to 100% each shiftImprove whiteboard compliance to 100% each shift
–– Improve percent of followImprove percent of follow--up phone calls including up phone calls including 

teach back (80% of information)teach back (80% of information)



Creating an Ideal Transition HomeCreating an Ideal Transition HomeCreating an Ideal Transition HomeCreating an Ideal Transition Home

II Perform Enhanced AdmissionPerform Enhanced AdmissionI.I. Perform Enhanced Admission Perform Enhanced Admission 
Assessment for PostAssessment for Post--Hospital NeedsHospital Needs

IIII P id Eff ti T hi dP id Eff ti T hi dII.II. Provide Effective Teaching and Provide Effective Teaching and 
Enhanced LearningEnhanced Learning

III.III. Conduct RealConduct Real--Time Patient and FamilyTime Patient and Family--
Centered Handoff CommunicationCentered Handoff Communication

IV.IV. Ensure PostEnsure Post--Hospital Care FollowHospital Care Follow--UpUp

IHI Ideal Transitions



Similar WorkSimilar WorkSimilar WorkSimilar Work
 Project RedProject Red
 BOOSTBOOST
 Care Transitions Intervention Care Transitions Intervention SMSM

 CMS Discharge Checklist
 INTERACT II
 Transitional Care Nursing Model
 Best Practices Intervention Package (BPIP)Best Practices Intervention Package (BPIP)
 Transforming Care at the Bedside (TCAB)



BOOST BOOST 

BOOSTing Care Transitions Resource Room Project Team



PROJECT REDPROJECT REDPROJECT REDPROJECT RED



INTERACTINTERACTINTERACTINTERACT



Team ProcessTeam ProcessTeam ProcessTeam Process

 Conducted small tests of changeConducted small tests of change Conducted small tests of changeConducted small tests of change
 Listened to monthly calls and gathered lots Listened to monthly calls and gathered lots 

of great ideas (steal shamelessly)of great ideas (steal shamelessly)of great ideas (steal shamelessly)of great ideas (steal shamelessly)
 Met weeklyMet weekly
 Involved everyone across the hospitalInvolved everyone across the hospital Involved everyone across the hospital Involved everyone across the hospital 
 Involved partnersInvolved partners

f ff f Took advantage of moment of change to Took advantage of moment of change to 
add other pieces into the projectadd other pieces into the project



WhiteboardWhiteboard
 Piloted whiteboards numerous times Piloted whiteboards numerous times 

i l di t ff ti t d idi l di t ff ti t d idincluding staff, patients and providersincluding staff, patients and providers
 Boards in all inpatient rooms except safe Boards in all inpatient rooms except safe 

roomroom
 Chalk board in safe roomsChalk board in safe rooms
 MD uses to roundMD uses to round
 RN uses with bedside reportRN uses with bedside report RN uses with bedside report RN uses with bedside report 
 Board includes entire teamBoard includes entire team
 Set targeted discharge dateSet targeted discharge date





ED Chalk BoardED Chalk BoardED Chalk  BoardED Chalk  Board





Bedside ReportBedside ReportBedside ReportBedside Report

 Standardized process RN to RN includesStandardized process RN to RN includes Standardized process RN to RN, includes Standardized process RN to RN, includes 
patient and family if present. patient and family if present. 
U d t hit b d t h d ith ti tU d t hit b d t h d ith ti t Update whiteboard at handover with patientUpdate whiteboard at handover with patient
 Handover shift to shiftHandover shift to shift
 Handover ED to MSU (nurse pulls pt to Handover ED to MSU (nurse pulls pt to 

MSU)MSU)))
 Handover PACU to MSU (PACU brings pt to Handover PACU to MSU (PACU brings pt to 

room)room)room)room)



Teach BackTeach BackTeach BackTeach Back
 Focus groups:  CHF, CAP, THR, TKRFocus groups:  CHF, CAP, THR, TKR
 Modeled materials off of CHF zonesModeled materials off of CHF zones
 Teach patients the basicsTeach patients the basics –– goal is greengoal is greenTeach patients the basics Teach patients the basics goal is green goal is green 

zone, then build from therezone, then build from there
 Combine patient education book zones andCombine patient education book zones and Combine patient education book, zones and Combine patient education book, zones and 

teach back tool with each patient contactteach back tool with each patient contact
R t h b k d i f llR t h b k d i f ll Reassess teach back during followReassess teach back during follow--up up 
phone callphone call



Introduction of Teach BackIntroduction of Teach Back

 The "Teach Back" Method is simply teaching your patient in a The "Teach Back" Method is simply teaching your patient in a 
l d th ki th t tl d th ki th t t i th i di th i dclear manner and then asking them to repeat clear manner and then asking them to repeat in their own wordsin their own words

what you just taught them. This method allows you to check your what you just taught them. This method allows you to check your 
patient's understanding of your instructions. patient's understanding of your instructions. 

 It is not a test but a method to ensure they understand what has It is not a test but a method to ensure they understand what has 
been taught to them been taught to them –– you can say "I want to be sure that I did a you can say "I want to be sure that I did a 
good job explaining your blood pressure medications, because good job explaining your blood pressure medications, because g j p g y p ,g j p g y p ,
this can be confusing. Can you tell me what changes we this can be confusing. Can you tell me what changes we 
decided to make and how you will now take the medication?" decided to make and how you will now take the medication?" 

 In the hospital setting we begin small and build on the In the hospital setting we begin small and build on the 
information shift to shift and day to day to ensure to patient has information shift to shift and day to day to ensure to patient has 
a good understanding.   a good understanding.   



Teach Back Teach Back -- CHF MaterialsCHF Materials

Adopted from:

University of y
North 
Carolina

Health 
Literacy



Basic key 
concepts to 
teach each 
patient and their 
key learner



Dietitian can mark in 
book those foods the 
patient typically eats patient typically eats 
and make 
recommendation that 
rest of care team can 
reinforce





Back of CHF ZonesBack of CHF ZonesBack of CHF ZonesBack of CHF Zones
Patient Teach BackPatient Teach Back –– Congestive Heart FailureCongestive Heart FailurePatient Teach Back Patient Teach Back Congestive Heart FailureCongestive Heart Failure
 What zone am I in today? What zone am I in today? 
 What is the name of the water pill I take? What is the name of the water pill I take? 
 Why do I need to weigh myself everyday?Why do I need to weigh myself everyday?
 What foods are bad for me?What foods are bad for me?

H d I h k f lli ?H d I h k f lli ? How do I check for swelling?How do I check for swelling?
 What action do I need to take in the Green Zone?What action do I need to take in the Green Zone?
 What action do I need to take in the Yellow Zone?What action do I need to take in the Yellow Zone?What action do I need to take in the Yellow Zone?What action do I need to take in the Yellow Zone?
 What action do I need to take in the Red Zone?What action do I need to take in the Red Zone?
 What is your ideal Zone?What is your ideal Zone?yy



CHF Teach Back/Care PlanCHF Teach Back/Care PlanCHF Teach Back/Care PlanCHF Teach Back/Care Plan
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ALL CLEAR – This zone is your goal
Your symptoms are under control.  You have:
 No shortness of breath.
 No weight gain more than 2 pounds (it may 
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change 1 or 2 pounds some days).

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

 No chest pain.

YZ

CAUTION This zone is a warning

y
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EVERY DAY:
 Weigh yourself in 

the morning before 
breakfast, write it 
down and

YELLO
W
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N
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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

down and 
compare to 
yesterday’s 
weight.

 Take your 
medicine as 
prescribed Feeling more tired.  No energy.

 Dry hacky cough.
 Dizziness.
 Feeling uneasy, you know something is not right.
 It is harder for you to breathe when lying down.  

You are needing to sleep sitting up in a chair.

prescribed.

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

 Eat low salt food

R
ED
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N
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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.
H h t i

 Eat low salt food.

 Balance activity 
and rest periods.

 Have chest pain.
 Have confusion or can’t think clearly. Which Heart Failure Zone are you today?  GREENGREENGREEN, YELLOW or REDREDRED?E



HandoversHandoversHandoversHandovers
 Bedside reporting including patients and Bedside reporting including patients and 

familiesfamilies
 Rounding with MD Rounding with MD –– determining targeted determining targeted 

date of dischargedate of discharge
 SBAR internally between departmentsSBAR internally between departments
 RN TO RN report to SNF, Assisted Living RN TO RN report to SNF, Assisted Living 

& HH& HH
 Home Health participates in “morning Home Health participates in “morning 

meeting” to help with discharge planningmeeting” to help with discharge planning
 Developed Continuum of Care committeeDeveloped Continuum of Care committee



RN to RN Report to ContinuumRN to RN Report to ContinuumRN to RN Report to ContinuumRN to RN Report to Continuum



Discharge ChecklistDischarge ChecklistDischarge ChecklistDischarge Checklist

 Modifying checklist from Eric ColemanModifying checklist from Eric Coleman Modifying checklist from Eric Coleman Modifying checklist from Eric Coleman 
 Small tests of change Small tests of change –– many modifications many modifications 

t ft fto formto form
 Working to hardwire into electronic medical Working to hardwire into electronic medical 

record…….work in processrecord…….work in process
 Link to continuum work as well Link to continuum work as well –– Family Family yy

Home Care has similar checklistHome Care has similar checklist



Discharge Preparation ChecklistDischarge Preparation Checklist
Before I leave the care facility, the following tasks Before I leave the care facility, the following tasks 

should be completed:should be completed:
□□ I have been involved in decisions I have been involved in decisions 
about what will take place after I leave about what will take place after I leave 
the facilitythe facility

I understand where I am going andI understand where I am going and

□□ I understand what symptoms I need to I understand what symptoms I need to 
watch out for and whom to call should I watch out for and whom to call should I 
notice them.notice them.

I understand how to keep my healthI understand how to keep my health□□ I understand where I am going and I understand where I am going and 
what will happen to me once I arrive.what will happen to me once I arrive.
□□ I have the name and phone number I have the name and phone number 
of a person I should contact if aof a person I should contact if a

□□ I understand how to keep my health I understand how to keep my health 
problems from becoming worse.problems from becoming worse.
□□ My doctor or nurse has answered my My doctor or nurse has answered my 
most important questions prior to leavingmost important questions prior to leavingof a person I should contact if a of a person I should contact if a 

problem arise during my transfer.problem arise during my transfer.
□□ I understand what my medications I understand what my medications 
are, how to obtain them and how to are, how to obtain them and how to 

most important questions prior to leaving most important questions prior to leaving 
the facility.the facility.
□□ My family or someone close to me My family or someone close to me 
know that I am coming home and what I know that I am coming home and what I 

take them.take them.
□□ I understand the potential side I understand the potential side 
effects of my medications and whom I effects of my medications and whom I 
should call if I experience themshould call if I experience them

will need once I leave the facility.will need once I leave the facility.
□□ If I am going directly home, I have If I am going directly home, I have 
scheduled a followscheduled a follow--up appointment with up appointment with 
my doctor and I have transportation tomy doctor and I have transportation toshould call if I experience them.should call if I experience them. my doctor, and I have transportation to my doctor, and I have transportation to 
this appointment. 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.



Risk for ReRisk for Re--Admission ToolAdmission ToolRisk for ReRisk for Re--Admission ToolAdmission Tool



Discharge/FollowDischarge/Follow--Up ProcessUp ProcessDischarge/FollowDischarge/Follow--Up ProcessUp Process
 High risk for readmission High risk for readmission 

–– High risk patients seen in clinic 2 days postHigh risk patients seen in clinic 2 days post--
dischargedischarge

–– Moderate risk patients seen in clinic 3 Moderate risk patients seen in clinic 3 --5 days 5 days 
postpost--dischargedischarge

 FollowFollow--Up phone call made 48 Up phone call made 48 –– 72 hours 72 hours 
after discharge to evaluate care and reafter discharge to evaluate care and re--test test 
teach back recallteach back recall



Continuum Of Care CommitteeContinuum Of Care CommitteeContinuum Of Care CommitteeContinuum Of Care Committee
 Partners from across the continuumPartners from across the continuum

–– Physician Office Practice, SNF, AL, HH, Adult Physician Office Practice, SNF, AL, HH, Adult 
Day Health, Counsel on AgingDay Health, Counsel on Aging

ff fff f Work based off of IHI toolkitsWork based off of IHI toolkits
–– Guide for Field Testing:  Creating an  Ideal Guide for Field Testing:  Creating an  Ideal 

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

Transition To Clinical Office PracticeTransition To Clinical Office PracticeTransition To Clinical Office PracticeTransition To Clinical Office Practice
 CMS Project CMS Project -- INTERACT IIINTERACT II



Continuum Of Care TeamContinuum Of Care TeamContinuum Of Care TeamContinuum Of Care Team
 Reconcile plan of care and medications Reconcile plan of care and medications –– number number 

1 /f il i t iti1 /f il i t iti1 concerns/failures in transition1 concerns/failures in transition
 RN to RN report to SNF, AL, HHRN to RN report to SNF, AL, HH
 Creating handover tool from SNF to hospitalCreating handover tool from SNF to hospital
 Shared tools from INTERACT IIShared tools from INTERACT II

–– Stop and Watch tool for nursing assistantsStop and Watch tool for nursing assistants
–– SBAR handover in SNF, AL to help with calling SBAR handover in SNF, AL to help with calling 

MDMD



INTERACT IIINTERACT IIINTERACT IIINTERACT II



Meeting the MarkMeeting the Markgg
 Integrated key interventions into routine admission Integrated key interventions into routine admission 

order setorder set –– used by all providersused by all providersorder set order set used by all providersused by all providers
 Went from retrospective review to concurrent Went from retrospective review to concurrent 

review with interventionsreview with interventions
 Added to dashboard along with TICC & STAAR Added to dashboard along with TICC & STAAR 

measuresmeasures
 Report data to providers, staff, and board Report data to providers, staff, and board 
 MiniMini--root cause analysis to see why there was a root cause analysis to see why there was a 

failure in process (e g measure fall outfailure in process (e g measure fall outfailure in process (e.g. measure fall out, failure in process (e.g. measure fall out, 
readmission within 30 days)readmission within 30 days)

 Balancing financial considered while keeping theBalancing financial considered while keeping theBalancing financial considered while keeping the Balancing financial considered while keeping the 
patients firstpatients first



Readmission RateReadmission RateReadmission RateReadmission Rate
Readmit Rate Overall
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CHF Readmission RateCHF Readmission RateCHF Readmission RateCHF Readmission Rate
CHF Readmit Rate
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CHF Length Of StayCHF Length Of StayCHF Length Of StayCHF Length Of Stay
Average Length Of Stay CHF ALOS
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Patient Satisfaction with Discharge Patient Satisfaction with Discharge 
Process Overall Process Overall 

Patient Satisfaction with Discharge Process
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Lessons LearnedLessons Learned
 Frontline staff driven is a must but some Frontline staff driven is a must but some 

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

great way to get new ideasgreat way to get new ideas
 Small tests of change really workSmall tests of change really work Small tests of change really workSmall tests of change really work
 Multidisciplinary team approach is key Multidisciplinary team approach is key 

S h d l d ti ti k kS h d l d ti ti k k Scheduled meeting times makes work Scheduled meeting times makes work 
happenhappen
F d f d h l !F d f d h l ! Fun and food help!Fun and food help!



What is new in this work?What is new in this work?What is new in this work?What is new in this work?

 Partnership for Patients:Partnership for Patients: Goals by end ofGoals by end of Partnership for Patients:Partnership for Patients: Goals by end of Goals by end of 
2013 prevent complications during transition 2013 prevent complications during transition 
from one care setting to anotherfrom one care setting to anotherfrom one care setting to another.from one care setting to another.
 The Care Transitions Opportunities The Care Transitions Opportunities ––

htt // /D P j t E lR thtt // /D P j t E lR thttp://www.cms.gov/DemoProjectssEvalRptshttp://www.cms.gov/DemoProjectssEvalRpts
 Updated materials coming out from IHI soon Updated materials coming out from IHI soon 

on STARR updateson STARR updates



StStateate AAction onction on AAvoidablevoidable RehospitalizationsRehospitalizationsStState ate AAction on ction on AAvoidable voidable RehospitalizationsRehospitalizations

Smooth TransitionsSmooth Transitions

•Cohesive plan of care at arrival

•Integrated plan at discharge (patient, family  and care provider)

•Coordinated follow-up call or visit

•Timely visit to primary care provider

Reconciliation of medications•Reconciliation of medications

•Coordinated education

•Support through care managementSupport through care management



Next StepsNext StepsNext StepsNext Steps

 Continue work with TICC and STAARContinue work with TICC and STAARContinue work with TICC and STAARContinue work with TICC and STAAR
 Explore more community based effortsExplore more community based efforts

N t di COPD d di b tN t di COPD d di b t Next diseases:  COPD and diabetesNext diseases:  COPD and diabetes
 Smooth transitions across the continuum Smooth transitions across the continuum ––

leverage EMRleverage EMR
 Share learning's with representatives to help Share learning's with representatives to help g p pg p p

make a difference in legislationmake a difference in legislation



Questions??????????Questions??????????Questions??????????Questions??????????

Contact Information:

Denise Fowler

fowlerd@whmc.org


