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& A Multifaceted Approach to

’Ag_lmprove Transitional Care

Support older patients and their caregivers
Improve patient safety

Measure performance/improve quality
Build health care practitioners.competency
Inform and influence health care peolicy



Listen to Your Patients:
They Are Telling You
How to Improve Quality

Inadequately prepared for next setting
Conflicting advice for illness managemen
Inabllity to reach the right practitioner
Repeatedly completing tasks left undone

© Eric A. Coleman, MD, MPH



mented Care
Threatens Quality and Safety

(c) Eric A. Coleman, MD, M



Manifestations of Poor Transitions

Medication errors

Absence of followup care

Greater use of hospital and emergency ro
Higher costs of care

(c) Eric A. Coleman, MD, MPH
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ABSTRACT

One In five Medicare Beneficiaries are readmitted in 30 da
National cost of over USD $17 Billion
Half of patients readmitted had no physician contact

70% of surgical readmits were for chronic medical conditio



US Virgin Islands
20.3%

- 20.2% to 23.2%
- 19.2% to 20.1%
|:| 17.6% to 19.1%

13.3% to 17.4%
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Perhaps this Is an ideal time to
re-invent discharge planning?



TransitionRelated Medication Errors
The Perfect Storm




Medication Errors

In 46% of hospitalized patients, one or more
regularly taken medications are omitted
without explanation

Potential for harm estimated for 39% cases

Cornish Arch Int Med 2005 (165) 424

Transfers NH=> hospital, average 3
medications changes; 20% lead to,ADE
Boockvar Arch Int Med 2004 (164) 549

(c) Eric A. Coleman, MD, MPH



For your Pill Drill you'll go to Room Six Sixty-three,
where a voice will instruce you, “Repeat after m...
This small white pill is what 1 munch

) at breakfast and right affer lunch.

' [ take the pill that’s kelly green

before each meal and in benween.

These loganberry-colored pills

I take for early moming dbills

I take the pill with zehra stripes

1o cure my early evening gries

These arange-tinted ones, of comnse,
1 take to cure my charley borse.

"I take thive blues at half past eight

19 slow my exhalation rate.

On alternate nights at niie pm.

1 swatlow pinkies, Four of them.

The reds, which make ny eyebrows strong,
I eat like popeorn all day long.

The speckled browns are what 1 ke
besidde my bed to belp me sleep,

This tong flat one is what 1 take

if 1 shoutd die before 1 wake,”

r;.?l’

D
T T



Confluence of National Attention
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It Is Not a Matter ofifoBut iWhero

(c) Eric A. Coleman, MD, M



Medicare Payment Advisory
Commission (MedPAC)

Policies to align incentives to reduce readmissic

1) Public disclosure of hospital Qay
(risk-adjusted) readmission rates

2) Adjust payment based on performance
(1.e., readmissions may not receive full payme

3) Bundling payment across hospitals and MDs



www.hospitalcompare.hhs.gov

Public reporting for 3@ay readmissions (Heatr
~allure, Pneumonia, Myocardial Infarction)

RISk adjustment focuses on-owrbidity
Opportunity for improvement

(c) Eric A. Coleman, MD, MPH



Realignment of Financial
Incentives to Promote
Coordinated Care
Patient Centered Medical Home

Bundled Payment
Accountable Care Organizations

(c) Eric A. Coleman, MD, MPH



SEC. 3023. NATIONAL PILOT
PROGRAM ON PAYMENT
BUNDLING

Pilot program for
Integrated care
during an episode of
care around a
hospitalization

3 days prior to admit
and 30 days post
discharge

Starts no later than
2013

Acute inpatient
services

Physiciansoservices
In/out patient

ED services

Post-acute services
(home health;, SNF,
rehab, LTACH)



SEC. 3025. HOSPITAL
READMISSIONS REDUCTION
PROGRAM

Starts Oct 1, 2012 (some hospitals are exempt)
Reduce payments by the product of:

Base DRG payment X adjustment factor (defined as 1 minu
the ratio of aggregate payments for excessive readmissions
over the aggregate payments for all discharges)

Begins with selected applicable conditions and then expand
gradually to cover more conditions






SEC. 3026. COMMUNITY-BASED
CARE TRANSITIONS PROGRAM

HHS Secretary funds eligible entities to furnish
care transition services to high-risk Medicare
beneficiaries

Entities include: hospitals with high readmit rates
and community-based organizations that provides
defined care transition services across a
continuum of care

High risk patients based on HCC or 5 other
criteria

Starts Jan 1. 2011: Up to $500M of eliaible



Engaging Physicians




ournal of
shm Hb SPITAL MEDICINE

www.journalofhospitalmedicine.com

Transitions of Care Consensus Policy Statement: American College of
Physicians, Society of General Internal Medicine, Society of Hospital
Medicine, American Geriatrics Society, American College of

Emergency Physicians, and Society for Academic
Emergency Medicine

Journal of Hospital Medicine 4(@)/8a3uly/August 2009



Cconsensus Stateménttandards

Care plans/transition recordlinimal set of data elements
that should always be part of the transition record.

Communication infrastructurdll communications betweer
providers and between providers and patients and
families/caregivers need to be HIPAZompliant and
accessible to patients and practitioners who care for th

Transition responsibilityThe sending provider/institution/
team maintains responsibility for the care of the patient
until the receiving clinician/location confirms that the
transfer and assumption of responsibility iIs complete.




Engaging Hospitals




Why Would a Hospital Invest In
Reducing Readmissions?

Improve community image (discharge is
lowest rated aspect of hospital stay)

Meet Joint Commission standards

Create capacity for higher revenue patients

| mprove market. shar e/
Avoid litigation

Prepare for changes in reimbursement

(c) Eric A. Coleman, MD, MPH



Better Outcomes for Older adults
hrough Safe Transitions

The goal of Project BOOS BétterOutcomes for
Older adults througlafe Transitions) is to

Improve the care of patients as they transition
from hospital to home.

Grant from John A. Hartford Foundation to
develop a discharge toolkit, resources, and
technical support/mentoring

Improving performance in hospitals nationwide



Administration on Aging

RFP though the Aging and Disabillity
Resource Centers (ADRCSs)

National competition for funds to support
community based discharge planning



Next Step Iin Care

Launched by United Hospital Fund of New Yor

Materials designed to support family caregivers

Focus on navigation, resources, HIPAAllaws a
they apply to family caregivers

WwWw.nextstepincare.org



National Quality Forum

Endorsed Care Transitions Measure
Endorsed Hospital Consumer Survey HCAHPS

Soon to be released: Best Practices in Care
Coordination/Transitional Care



National Transitions Of Care Coalitic
(NTOCC)

NTOCC was formed to bring together
stakeholders from various care settings to
create a common set of resources

www.NTOCC.org includes resources, tools,
measures, bank of presentation slides, & mo



TWENTY-FOUR

130ston

l.iin‘:u'_\

{ . onsortium



http://images.google.com/imgres?imgurl=http://user.tcwneighborhood.com/js/tiny_mce/plugins/emotions/images/Logos/24-7.jpg&imgrefurl=http://user.tcwneighborhood.com/profile/WalksByFaith&usg=__-8kYoeJmz6hz1yXtiFPtBzvqpK8=&h=312&w=320&sz=23&hl=en&start=1&tbnid=KlW6DMTxOPVtXM:&tbnh=115&tbnw=118&prev=/images%3Fq%3D24/7%26gbv%3D2%26hl%3Den%26safe%3Doff
http://images.google.com/imgres?imgurl=http://i156.photobucket.com/albums/t5/zzwin/logo24_7.jpg&imgrefurl=http://www.myspace.com/lizzwinstead&usg=__GHYy_xHdpk7O-c0FbXp3jgii0R8=&h=600&w=600&sz=85&hl=en&start=13&tbnid=oDEm3ZGU7m74FM:&tbnh=135&tbnw=135&prev=/images%3Fq%3D24/7%26gbv%3D2%26hl%3Den%26safe%3Doff
http://images.google.com/imgres?imgurl=http://www.ecusolutions.com/edited_Available24-7.gif&imgrefurl=http://www.ecusolutions.com/personal/mortgages.aspx&usg=__4hbeGFPCbCnw7uTfz7NK8OAXc40=&h=884&w=881&sz=108&hl=en&start=17&tbnid=WY5DThPpBmwORM:&tbnh=146&tbnw=146&prev=/images%3Fq%3D24/7%26gbv%3D2%26hl%3Den%26safe%3Doff
http://images.google.com/imgres?imgurl=http://www.jesus24-7.com/Images/Jesus-24-7-4.jpg&imgrefurl=http://www.jesus24-7.com/&usg=__nN8HLLeMasasn500LwDtUkPY9Kg=&h=329&w=536&sz=58&hl=en&start=4&tbnid=Tn4zL7I3VwmZbM:&tbnh=81&tbnw=132&prev=/images%3Fq%3D24/7%26gbv%3D2%26hl%3Den%26safe%3Doff
http://images.google.com/imgres?imgurl=http://www.capitalsthlm.com/diverse/crews/images/24_7.jpg&imgrefurl=http://www.capitalsthlm.com/diverse/crews/main_crewlist.html&usg=__I7iL6J7q8oY3b2QsYmpcXtZE_1o=&h=342&w=600&sz=65&hl=en&start=22&tbnid=wypvCt3jKxxb3M:&tbnh=77&tbnw=135&prev=/images%3Fq%3D24/7%26start%3D18%26gbv%3D2%26ndsp%3D18%26hl%3Den%26safe%3Doff%26sa%3DN
http://images.google.com/imgres?imgurl=http://www.thisandagain.com/iv/assets/1387703474_large.jpg&imgbefurl=http://www.thisandagain.com/if/%3Ftype%3DImage%26id%3D1387703474&usg=__j_YOsyV2bAvXKFyf-LnTpptC1P4=&h=355&w=495&sZ=19&`l=e.&start=27&tbnid=o8DIidZ66EpUeM:&tbnh=93&tbnw=130&prev=/images%3Fq%3D24/7%26start�3D18%26gbv%3D2%26ndsp%3D18%26hl%3Den%26safe%3Doff%26sa%3DN
http://images.google.com/imgres?imgurl=http://www.vicentegutierrez.com/img/24-7logo2.jpg&imgrefurl=http://www.vicentegutierrez.com/viewstory.php%3Fparentcat%3D99%26%26id%3D115&usg=__lxaFigMXYP9Lwy4NGgLazn8b9xE=&h=483&w=467&sz=23&hl=en&start=32&tbnid=Zn2OKOKfOn8xtM:&tbnh=129&tbnw=125&prev=/images%3Fq%3D24/7%26start%3D18%26gbv%3D2%26ndsp%3D18%26hl%3Den%26safe%3Doff%26sa%3DN
http://images.google.com/imgres?imgurl=http://www.library.tufts.edu/Friends/images/BLC.GIF&imgrefurl=http://www.library.tufts.edu/Friends/nl_Spring2003.html&usg=__D0fR8NvGyfJA1S_-wKNlYtayXS8=&h=346&w=518&sz=7&hl=en&start=96&tbnid=9bulyipIyESzfM:&tbnh=88&tbnw=131&prev=/images%3Fq%3D24/7%26start%3D90%26gbv%3D2%26ndsp%3D18%26hl%3Den%26safe%3Doff%26sa%3DN
http://images.google.com/imgres?imgurl=http://mag24-7.100.ph/images/24-7%2520Nocturnal%2520Awards%252008%2520invite.jpg&imgrefurl=http://mag24-7.100.ph/&usg=__v-dpGuNfXUVPIqOo9-ZYAr-7sMo=&h=445&w=307&sz=83&hl=en&start=149&tbnid=6AwdrQKI7PQa3M:&tbnh=127&tbnw=88&prev=/images%3Fq%3D24/7%26start%3D144%26gbv%3D2%26ndsp%3D18%26hl%3Den%26safe%3Doff%26sa%3DN
http://images.google.com/imgres?imgurl=http://www.yoursixpackquest.com/images/products/24_7.jpg&imgrefurl=http://www.yoursixpackquest.com/&usg=__A40UQRUlbih20G55UdFkM9gPVwQ=&h=289&w=300&sz=23&hl=en&start=174&tbnid=kzZNDAiv1CIDtM:&tbnh=112&tbnw=116&prev=/images%3Fq%3D24/7%26start%3D162%26gbv%3D2%26ndsp%3D18%26hl%3Den%26safe%3Doff%26sa%3DN
http://images.google.com/imgres?imgurl=http://www.david-m.org/stuff/2/PMS24-7.jpg&imgrefurl=http://www.david-m.org/stuff1.htm&usg=__yefGAhlwUF8vonkhewlpYwdFDWY=&h=412&w=550&sz=37&hl=en&start=145&tbnid=1M5TynWcrSVevM:&tbnh=100&tbnw=133&prev=/images%3Fq%3D24/7%26start%3D144%26gbv%3D2%26ndsp%3D18%26hl%3Den%26safe%3Doff%26sa%3DN
http://images.google.com/imgres?imgurl=http://www.247youthfilmfestival.com.au/247yff/Images/247%2520logo%25202008.gif&imgrefurl=http://www.247youthfilmfestival.com.au/247yff/what_is_247.htm&usg=__bsPj1RfCfgK0SWwcxeqldsyLEb4=&h=420&w=300&sz=11&hl=en&start=234&tbnid=CVMOV7mbUJbvCM:&tbnh=125&tbnw=89&prev=/images%3Fq%3D24/7%26start%3D216%26gbv%3D2%26ndsp%3D18%26hl%3Den%26safe%3Doff%26sa%3DN

Selt-Care Support for the
NSi |l ento Care

By default, patients/family caregivers perform a
significant amount of their own care coordinatio

They do this without skills, tools and confidence
to be effective

(c) Eric A. Coleman, MD, MPH



Chronic Care Model

Infqrmed, Yes : Prepared,
Activated ] Proactive
Patient Practice Team

Functional and Clinical Outcomes
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Key Elements of
The Care Transitions Interventioh

Low-cost, lowintensity, adapt to different setting
One home visit, three phone calls over 30 days

ATransitiron Coacho 1 s
confidence and provide tools to support-ssife

i Model behavior for how to handle common problem
i Reconcile preand posthospital medications
iPracticepl ayonmexe encou

(c) Eric A. Coleman, MD, MPH



Four Pillars

Medication seHfmanagement
Patienticentered record
Follow-up with PCP/Specialist

Knowl edge of nred f
signs/symptoms and how to respond

(c) Eric A. Coleman, MD, MPH






Personal

n Health Record of:

Health [The Personal " . please check any illnesses 3;3‘;\2\‘,2
Record Josephine Patien problems listed gelow
| Information: ever experienced
Personal INT=2===— Q Arthritis
Address: . Q Abnormal Heart Rhythm
Home Phone#:
Birth Date: Before | leave the hospital.... | After | leave the hospital...
P%t:f:tagz- Q nggerrweh gnaﬁiauggggﬁigg?%drgo 1. 1 will write down questions | have
P . tives?: . about my condition
tives<- becoming worse. y '
dvanced Direc 9 . -
A o ionInformal O | know what symptoms to watch 2. | will take all bottles of medicine |
Hospitaliza | Discha out for. am using to each doctor visit.
!l Admitted: Jﬁc;—sp“a“za‘ O | know the name and phone 3. 1 will call
Remember

Reason for
to take this Record wit

==
i ation:
to all of your doctor vig Caregiver Informa===

Name:

Phone #: s
Relation to patient:

(©)E

number of who to call if | see
any of these symptoms.

Q My family or someone close to
me knows what | will need once
| leave the hospital.

O | know what medications to take,
how to take them, and possible
side effects.

Q | will schedule a follow up

appointment with my primary
care doctor.

Q | will have a clear and complete

copy of my discharge
instructions.

immediately at (XXX) XXX-XXXif |
experience any of the following:

» Temperature above 101° F
Uncontrollable pain
Increased confusion
Increased redness or d
drainage around wound
Questions about which
medications to take



The Personal Health Record

Current medical conditions

Red flags, orwarning signs

Medication list and allergies

Advance directives/treatment preferences
Room for patient questions and concerns

(c) Eric A. Coleman, MD, MPH



Hospital Visit

Introduce the Program and explain how it
will feel different

Introduce the Personal Health Record
Schedule home visit (with family caregiver)

(c) Eric A. Coleman, MD, MPH



Home Visit

Patient identifies a 3@ay health related goal

Patientaskedh Show me what m
take and how you take

ransition Coach models the behavior for how
resolve discrepancies, respond to red flags, an
obtain a timely follow up appointment

Patient and Transition Coach practice or role p
next encounter(s)

Patient identifies -8 questions for next encounie

(c) Eric A. Coleman, MD, MPH




Three Phone Calls

Follow-up on active coaching issues
Review the Four Pillars

Estimate progress made in activation
Ensure that patients needs are being met

(c) Eric A. Coleman, MD, MPH



