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Learning Objectives

By the end of the session, participants will:

= Objective 1: Review the trends which have
contributed to issues causing readmissions in the
y/ health care system.

= Objective 2: Understand programs currently in
place to reduce readmissions in the long term
care continuum.

= Objective 3: Learn to initiate actions to reduce
hospital readmissions which will increase
patient/resident satisfaction and augment
patient-centered care.
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Defining “Transitions of
Care”

= The movement of patients from one health care
practitioner or setting to another as their condition and
care needs change —

/= Occurs at multiple levels
= Within Settings
= Between Settings
= Across Health States
= Healthy->Curative care->Palliative care->EOL
= Across cultures and continents

Coleman E. http://www.caretransitions.org/definitions.asp

Qualitative Studies Have
Shown

» Patients and their caregivers are
unprepared for their roles in the
next setting of care.

»They:

= Do not understand essential steps in management of
their care

= Cannot contact appropriate health practitioners for
guidance

= Are frustrated by being forced to perform tasks
healthcare professionals left undone coleman

Re-hospitalizations — Medicare
Fee-For-Service

| = Analysis of Medicare Claims data from
2003-2004

» 11,855,702 Medicare beneficiaries
discharged from the hospital

/' ®19.6% (nearly 1/5) were re-
hospitalized within 30 days

»34% were re-hospitalized within 90
days
| »50.2% of those re-hospitalized within
: 30 days after a medical discharge
there was no bill for a visit to a
physician office

Jencks SF, et al. N Engl J Med 2009;360:1418-28
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Re-hospitalizations Update:

= Medicare FFS hospital 30-day
readmission rate based upon 2012 data
has fallen to 18.4%

Gerhardt G et al.Medi tes showed declinein
2012. Medicare and Medicaid Research ~ Review. March 2, 2013,

= Annual cost of readmissions to Medicare
is $17.5 bilion

Amour S. Hospital readmissions for U.S. medicare patients decline. Bloomberg.
Feb 28, 2013

= Appears to be no “right” 30-day
readmission rate, but pressure to reduce
the rate will continue

eographic Variation of Care

= Variation in Medicare beneficiary spending
reveals no evidence that those in high
spending areas have better health outcomes
than in low spending areas.*

= |f there were no variation in post-acute care
ices (e.g., HHA, SNF, rehab facilities)
edicare spending would decline by an

estimated 73% --___.____‘;, T

arch 2013. Interim Report Of The Committee On
aphic Variation In Health Care Spending And
tion Of High Value Care: Preliminary Committee
/ations

00ks nappedu/openbook php?record_id=18308

ospital Discharge Concerns

Upon hospital discharge 30% of patients have at least

one medication discrepancy wong i, et al. Ann Pharmacother
2008;42:1373-9

* 14.3% with discrepancies readmitted within 30 days versus
6.1% in those with none

‘Coleman EA, Smith JD, Raha D, Min SJ. pi and
contributing factors. Arch Intern Med. 2005;165:1842-7

Hospital to Nursing Home Adverse drug events (ADEs)
attributable to medication changes occurred in 20% of bi-
directional transfers

50% of ADEs were caused by discontinuation of medications during
hospital stay

Boockvar K, et al. Arch Intemn Med 2004;164:545-50




The Discharge Disconnect
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* 49% of patients experienced at least 1 medical
| error in the hospital to home transition
Those with a “work-up” error were 6 times more likely to be re-
hospitalized within 3 months (moore c, et al. ) Gen Intem Med 2003;18:646-51)
= 41% of hospital discharged patients have test
results returned after discharge. Up to 11% of
atients were felt to have actionable abnormal
est results — some requiring urgent action - that
were still pending at discharge; however, PCPs
were often unaware of the abnormal results.
Roy, Poon et al; Patient safety goncems arking from test results that return after hospital discharge. Ann

Intem Med. 2005, 143:121-12

2/

Evidence Hospitalizations Can Be
Avoided

= Studies have estimated that 30% to 67% of
hospitalizations among nursing facility residents could
be prevented with well-targeted interventions @acobson,
et. al., 2010).

= 45% of hospital admissions among Medicare-Medicare
enrollees receiving Medicare skilled nursing or
Medicaid nursing facility services could have been
avoided (waish et. al, 2010).

= 314,000 potentially avoidable hospitalizations
= $2.6 billion in Medicare expenditures in 2005
Interventions have proven effective:
= Evercare reduced hospital admissions by 47% and
emergency department use by 49% (ane, et. al, 2004).
= Nursing facility-employed staff provider model in NY
reduced Medicare costs by 16.3% (Moore & Martelle, 1996).

= [NTERACT Il reduced hospital admissions by 17%
(Ouslander, et. al., 2011).

SNF Readmissions to Hospital

= |n 2006 there were 1.70 million SNF
episodes, of which 419,669 (23.5%) re-
hospitalized within 30 days

rate increased by 29% - from 18.2% to
23.5%

Total Medicare reimbursements
associated with these re-

Mor, Intrator, et al. Health Affairs, Jan 2010




Co-morbidities & Readmissions
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f Medicare FFS iaries by Number of Chronic Conditions

and Total Medicare Hospital Readmissions: 2010

mOte ] Condiion w1003 Cosditiens w4105 Conditiens W 6+ Conition

Percent of Beneficlaries Percent of Medicare HospRal Readmissions

= More than 25% of hospital readmissions
within 30-days of discharge are for
conditions not identified in the initial
hospital admission.

Sommers & Cunningham. Research Brief No. 6. National Institute for Health Care
Reform, 2011, nihcr. q_f html

Acute Care Utilization After
SNF Discharge

= 55,980 Medicare beneficiaries >65 who were
hospitalized - SNF - discharged home

= January 2010 thru August 2011
= Acute care utilization within 30 days of SNF discharge
was 22.1% (37.5% w/in 90 days)
= 14.8% re-hospitalization
= 7.2% ED visit w/o hospitalization
= Greater likelihood: male, dual eligible, > Charlson

score, certain dx (neoplasm, respiratory dz), for profit
SNF or fewer LPN hours per pt. day

Toles, Anderson et al. Restarting the cycle: incidence and predictions of first
acute care use after nursing home discharge. JAGS 2014,62:79-85.




Observation Stays (OBS)
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= Short term treatments provided to outpatients to
determine whether beneficiaries require
inpatient treatment or can be disclgzpyed. US
Dept of HHS

= OBS vs. Inpatient Stays:
= Three key differences in coverage
1. PartBhasa 20% co-pay
2. Part B does not cover the same services as Part A

3. OBS stay days do not contribute toward a
Medicare covered SNF stay

Daughtridge, Archibald, Coway. JAMA. March 12, 2014

uality Improvement of Care Transitions and the
Trend of Composite Hospital Care

.

- e
Omeratin
.

wiv 2010 Iy 2910, e iy 2012

e 2001 e 2011 e 2037 e 2013

Observation Days, d Observation Days Within 30 Days of Discharge, and
Comp for Both, per 1000 Bety nd June
20130bservation

stays were identified by any claim submitted for a Medicare patient treated in observation status,
Composite percent change: 5.7% (panel A) and 11.1% (panel B). Data from Medicare Part A claims.

JAMA. 2014;311(10):1013-1014. doi:10.1001/jama. 2014.509 — Accessed 4/29/14

Focus is shifting to
integration of
” services, population-

based
accountabilities and
new models of
payment. And new
payment models are
forcing change




Patients will move from
being revenue centers
to being cost centers.

Brendan Thompson, M.D.

The Affordable Care Act

(ACA)

= Enacted in 2010 with evolving programs through
2020

= |nits 906 pp a number of programs are influential
in, & influenced by Care Transitions. Some
prominent ones include:

= Accountable Care Organizations
= Hospital Readmissions Reduction Program
= Bundled Payments for Care Improvement

= Community Based Care Transitions Program (CCTP)

Accountable Care

Organizations (ACOs)

®» \/oluntary program initiated in 2012.

= Entity headed by a hospital, physician
group or “convener” which receives the
/ CMS reimbursement & distributes
payments to all providers.

= Must have an adequate panel of
hospitals, clinicians & sites of care to
provide quality clinical services.

» Agrees to serve at least 5,000 Medicare
FFS recipients for at least 3 yrs.

03/19/2015
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Accountable Care
Organizations (ACOs)- cont.

= Performance is based upon:

= prior financial benchmarks (what the cost of
care was for patients prior to the ACO)

= 33 quality measures

= Recently proposed that one quality measure
be 30-day readmission rates

Hospital Readmission
Reduction Program (HRRP)

| = |nitiated October 2012 (FY 2013) for “excessive™
| 30 day hospital readmissions in AMI,CHF &
Pneumonia

= Penalty is for ALL Medicare diagnoses when
initiated

= 1% penalty affected >2000 hospitals & resulted in
>$280 million in penalties in FY 2013

Kaiser Health News; Rau J
http:// 012/August/13/medicare-
hospitals-readmissions-penalties.aspx

= Penalty 2% in FY 2014

= Projected to affect 2,225 hospitals and & result in
$227 million in penalties

Kaiser Health News; Rau J
http://wwi q/Stories/201
penaltiesmedicare-hospitals-year-two.aspx

= |ncreasing to 3% in FY 2015 (Oct 2014)

HRRP (cont.)

| = Expands to include diagnoses of COPD, hip &
knee joint replacement surgery in FY 2015

= Proposed to add CABG to this list in 2017

= Structured so that about half of all hospitals will
always be penalized

= Thus far, hospitals serving low income patients
are far more likely to be penalized

= The “Doc Fix” bill of April 2014 directs CMS to
develop an all-cause readmission measure for
SNFs to be reported on NH Compare by 2015

=2
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Bundled Payments

= |nitiated 2013 with 4 distinct models
= Voluntary

= Sets payment for an “episode of care” based on
historical costs & readmission rates

= |f the entity can deliver quality care below the
“pbundle price,” eligible to participate in the
savings.

= Depending on which model chosen can select
from 48 episodes of care, for 30-60-90 days as
prospective or retrospective reimbursement.

Bundling Payment Demo
Models for Post-Acute Care

 =m

Selected MS-

ode: s

[ Post acute only mp)

DRGs, plus post forselected MS-
acute DRGs

All services (hospital,
physician, LTC, HHA
SNF, DME, Part B meds,

([ Post acute services,
physician, HHA, SNF,
DME, Part B meds, etc.,

and readmissions

etfc.) and readmissions

Payment is traditional
FFS - reconciliation
with target pricing

(retrospective)

Payment is traditional

FFS - reconciliation

with target pricing
(retrospective)

Community Based Care Transitions
Program (CCTP)

5-year demonstration created by Section 3026 of the ACA
initiated in 2011 & administered through the CMMI. It provides
funding to local community based organizations (CBOs) as the
payee and critical partner.

CBOs are contracted to provide services across the continuum
of care and must have formal agreements with a suitable array
of e,armers, including hospitals.

CBOs partner with acute care hospitals to test models of
jmproved care transitions for high-risk Medicare patients moving
to other care settings. There must also be sufficient
representation of multiple health care stakeholders, including
consumers, on the board.

Initial award is for 2 years, with annual renewal based upon
performance. 102 sites are participating across the country
providing care transition services to nearly 700,000 Medicare
beneficiaries in 40 states.

Initially, $500 million was authorized to be distributed over 5 years
to eligible CBOs. In March 2013, the Senate stripped $200 million
from the appropriation.




Current Transition
Models:

A Sampling

INTERACT

| = |NTERACT (Interventions to Reduce Acute Care Transfers) is a set

| of tools and strategies designed to assist NH staff in early
identification, assessment, communication, and documentation
about changes in resident status.

= |NTERACT Il was evaluated in 25 NHs in three states in a 6-month
quality improvement initiative that provided the tools, on-site
education, and every two-week teleconferences facilitated by

n experienced nurse practitioner. There was a 17% reduction in

self-reported hospital admissions in these 25 NHs compared to
the same 6-month period in the previous year. The group of 17
NHs rated as engaged in the initiative had a 24% reduction,
compared to 6% in the group of 8 NHs rated as not engaged,
and 3% in a comparison group of 11 NHs. The average cost of
the 6-month implementation was $7,700 per NH. The projected
savings to Medicare in a 100-bed NH were approximately
$125,000 per year (Ouslander, JG, Lamb, G, Tappen, R, et al: Interventions to

Reduce Hospitalizations from Nursing Homes: Evaluation of the INTERACT II
Collaborative Quality Improvement Project. J Amer Geriatr Soc 59:745-753, 2011).

Project RED

‘w‘The Re-Engineered Discharge (RED) program was developed at Boston University
Medical Center (BUMC) to improve hospital discharge planning.

IMPLEMENTATION

A “discharge advocate,” or specially trained nurse, educates patients about their
diagnoses throughout the hospital stay, organizes post-discharge health-care
services, verifies the medication plan, follows evidence-based guidelines, provides
ischarge plan and tests patient understanding of it, ensures the
summary gets to outpatient providers, and calls to reinforce the plan 2-3

atients with higher rates of hospital utilization the previous six months.1
I ior/p 0discg%20plan.pdf

\
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BOOST Project BOOST

Bettar Outcames for Older adults
thraugh Sale Transitions

hé intervention was created by the Society of Hospital Medicine in Philadelphia. BOOST (Better]
utcomes for Older adults through Safe Transitions) seeks to reduce 30-day readmission rates,
ith a focus on older adults; improve discharge patient satisfaction and HCAHPS scores; improvd
ommunication between hospital and outpatient physicians and providers; identify high-risk
atients and target specific interventions to minimize adverse events; and improve patient and
ily discharge preparation.

PLEMENTATION

T
0ST sites, 30-day readmission rates were reduced from 14.2 percent to 11.2 percent..
i ine.org/AM/Template.cfm?Section=Home&TEMPLATE=/CM/HTMLDisplay.

Transitions of Care in the Long-Term
Care Continuum (TOC CPG): AMDA

| » http://www.amda.com/tools/clinical/toccpg.p
df

» Seven steps to safer transitions in the LTCC

= Both planned & unplanned transitions
» 99 pages, 16 tables & 14 appendices

Products, Resources, References & Bibliography
» Access and use is free of charge

Key Elements of the AMDA
CPG in Safe Transitions

1. IDT members communicate with each other

2. Communication with the receiving entity is
performed.

/3. End-of-life/Palliative care instead of
unnecessary transfers is provided based upon
resident wishes.

4. Verify the patient/resident has arrived at the
receiving entity & appropriate information is
received.

5. Accountability & responsibility is assigned for
each step of a transition.

6. Monitor performance by specific measures with
feedback & continuous quality improvement.

03/19/2015
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Hospital Guide to Reducing Medicaid
Readmissions
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Hospital Guide to Reducing Medicaid Readmissions. August 2014.

Agency for Healthcare Research and Quality, Rockville, MD.

http://www.ahrqg.gov/professionals/systems/hospital/medicaidreadmitg

uide/index.html
Publication # 14-0050-EF

Hospital Guide to Reducing Medicaid
Readmissions

= Contents

Acknowledgments

About the Principal Investigators
Introduction

Why Focus on Medicaid
Readmissions?

How To Use This Guide
Overviet of Guide Content
Roadmap of Tools

ectjon 1: Know Your Data

frategies
ection 4: Improve Hospital-Based

ransitional Care Processes for
edicaid Patients
ection 5: Collaborate With Cross-
etting Partners
Section 6: Provide Enhanced Services
High-Risk Patients

= Tools
Introduction to the Tools
Tool 1: Data Analysis Tool
Tool 2: Readmission Review Tool
Tool 3: Data Analysis Synthesis Tool
Tool 4: Hospital Inventory Tool
Tool 5: Cross-Continuum Team
inventory Tool
Tool 6: Conditions of Participation
Checklist Tool
Tool 7: Portfolio Design Tool
Tool 8: Readmission Reduction
impact and Financial Analysis Tool
Tool 9: Readmission Risk Tool
TOO} 10: Whole-Person Assessment
Tool

Tool 11: Discharge Information
CheckKlist

Tool 12: Cross-Continuum Team
How To Tool

Tool 13: Community Resource
Guide Tool

This document is in the public domain and may be used and reprinted
without permission except those copyrighted materials noted for which
further reproduction s prohibited without specific permission of copyright

holders.

Avoidance of Unnecessary
ED Transfers

< Communication between

caregivers

“*Medication management

«*Advance directives/End of

life clarity

12



Avoidance of

Unnecessary ED Transfers
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< Communication
between caregivers

“The biggest
problem with
communication is
the illusion that
it has been
accomplished”

George Bernard Shaw

The Consequences of Poor
Communication During Transitions from
Hospital to SNF: A Qualitative Study

= 27 nurses from 5 Wisconsin SNF’s

= “Nurses note multiple deficiencies
/in hospital to SNF transitions , with
poor quality discharge
communication being identified as
the major barrier to safe and
effective transitions.”

King, Gilmore-Bykovskyi et al. JAGS 61:1095-1102, 2013

13
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Interventions to Reduce Acute
Care Transfers (INTERACT)

| = Quality Improvement Tools

= Tracking Hospitalization Rates

= Quality Improvement Reviews - Root Cause Analyses

= Communication Tools
= For Communication Within the Nursing Home
= For Communication Between the Nursing Home and Hospital
= Decision Support Tools: Change in Condition File
Cards and Care Paths

= Acute Change in Condition File Cards

= Care Paths
= Advance Care Planning Tools
= http://interact.fau.edu

Stop and Watch
Early Wamning Tool

Ity have et  change whi carng fororobrerviog 3

Pease  copyof s ool o teview £ with e i s a you an

Saers ciferent than usua!

Talksor comrunicates ess

Overall needs more help

Pain - new e worsening; Participated les in activies

TO—w

Ateless
No bowel movement in 3 days e« dianthea
Dvarkless

Weight change

Atated ot nervous more than usuol
Tired, weak, confused,orchowsy
Change inskincolor o1 condition
Holpwith walking,transeringtileting more than sl

TAo»= ass

[D=cision Support Teols: Change in Condifion File Cards and Care Paths

Acute Change in Condiion File Cards

| cute Changs in Coniiion File Cards

Care Patns

= Chande in Belaviar New o Worsening Benavioral SYMEImS

o Eever

L Gl Symploms —nausea. vomiing. dlarthea

/! shorn

35 of Braath

)= Srmoloms of CHE
/=1 Symotgms of Lowet Respiraton 1iness

J=1 Symptams of UTI

|Advance Care Planning Tools

X Agvance Care Planning Tracking Tool

cation Guide

= senttying Resio My bt ADQroDriate for HOTpicn o8 Outers

/) Geomiort Care Orger Set

<1 Deciding About Going to the Hospital

Education on CPR

/X! Educalion on Tube Feeding
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Laboratory Tests/Diagnostic Procedures
(reportwhy the test or procedure was done)
Test/Procedure Report Immediately’ Report on Next Work Day

Camplete Blood Court WG > 14000 Hematocrs < WEC > 10,000 wahout symptans orfever
~Hemoglodin Hb) <8 Pltelets < 50000

Chemisty ~Blood ureaitrogen (BUN) > 60 el -Ghucoseconsitenty  Cholesterel vl
~Calciom (Cal > 125 gl > 2amgidl Tighycerdes oy voloe}
<Potassm k) < 30, >6mgidl «Ho Ricianywabe) +Other chemistryvaboes
~Sodin (o < 125,>155 mol bomin (anyvooe]

: 300yl or< fe

Consult Reports

treport ecor:
or changes inmanagement action archangesin patiens management

DrugLevls X

tholdendose)

INR itermatianal <IN > 61U (hold warlork) « MR35 1Us o warkarind
Normakzed fato) «PT i seconds) 2 contoliholdwerarin)
Urnalyses Abroemal
possblyelated o inary tact infecton o rCsepsis (e,
fove,bumingsensaton, panin sepropul o fankare)

"

with ymptoms

Mew or unsuspected fiding Ok ot longestanding fiding,nochange
g focture, poeumenia, G5

S ————

CARE PATH
Acute Mental Status Change

P r—

g oty
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SBAR Communication Form

and Progress Hote
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SBAR Communication Form

‘and Progress Note (o)
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Acute Care Transfer
Document Checklist
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Coples o Documents Semtwith Reskdent chec aftha ape
Ocuments Recammendediahcampuny Rsent

et T fom

b

e Mo s Cmee
PTN SN SR o —
e O i o f ey K ot e g )
i Gt Oy PAST ST 5 s

Rt MDA o Sl Ok
Pow et 13 b s e
P Lot e b et ol
Bt Kyt ths Do et s
[P ——
Emergency Department:
Fheaseensurethatthese documants reforwarded o the
osptal i i residen s admitted. Thank you.

[

Nursing Home to Hospital
Transfer Form

Nursing Home to Hospital
Transfer Form (addrionalinform:

17



Medication Reconciliation Worksheet
for Post-Hospital Care

Part s Mol Recommendod Mdason:Nowding Clrftion

P
[ear————]

9 - Mkt Pra 10 Hospraizatn N st

Nursing Home
Capabilities List

[ Te——— P p——————

AMDA Transitions Support
Tools

03/19/2015

| = Clinical Practice Guideline: Acute Change of
| Condition in the Long Term Care Setting (© 2003,
last reviewed 2012)

= This approach to recognition, assessment, treatment, and monitoring

of ACOCs s to enable staff to evaluate and manage a patient at the
facility and avoid the transfer to & hospital or emergency room (ER).

® Know-It-All Series — Tools to Reduce Unnecessary
Transitions to Hospitals:

= Know-it-All Before You Call©

= Aseres of data collection cards ntended to help nursing staff physically evaluate patents and
‘and relaled medical 16C0rd GAa berore notiing a practiioner
&Dout & residents change in Condiion. Ths Allows e Practione to 1ECee More Complete
Cinicaly mportant nformaton About the resdent's Gondiion i & way hat facitates accurate and
Sifecive cinca decson makng

b = Know-It-All When You’re Called©®

= 200.plus page guide on change of conditionsfor atiending practioners. Content s organized
aiphabetcaly by condiion and inCiudes the speciic datk they should be recaning flom the nurse.
&ugested geiaiic diagnoses related o the nformaton gven wha the folow-up Shodid be for
VAo tme pONS, how 10 make he "Stay of §6" AECS0R And MUGH More in an easy.10-Uke pocket
fomat

hitp:/Awww.amda.com/tools/kia.cim#KNOW
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AMDA Transitions Support
Tools (cont.)
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= Resident/Family Checklist to the Community from
the Nursing Facility

= hitp://www.amda.com/tools/clinical/transitionsofcare.cfm
/ = Sample SNF to Community Checklist Policy

= http://www.amda.com/tools/clinical/PP-
SNF_to_Community_Checklist.pdf

= Sample Planned Patient Transfer to the
Community Checklist

= http://www.amda.com/tools/clinical/SNF-
community_Checklist. pdf

= Against Medical Advice Discharge Checklist

= http://www.amda.com/tools/clinical/Against_Medical_Advi
ce_Checklist.pdf

Avoidance of Unnecessary
ED Transfers

+*Medication
management

If the whole materia medica, as
now used, could be sunk to the
bottom of the sea, it would be all
he better for mankind, and all the

worse for the fishes.”
- Oliver Wendell Holmes, Sr., MD, 1861

5

S
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Medication Reconciliation

= Medication Reconciliation: “A process
for obtaining and documenting a
complete and accurate list of a
patient’s current medications upon
admission or discharge and comparing
this list to the physician’s admission,
transfer, and/or discharge orders to
identify and resolve discrepancies.”

b USP Patient Safety CAPSLink Oct 2000 AHRQ

Medication Reconciliation:
Simplified

.
~i

= Know what medications are taken.

| = Prescription
= Non-prescription (OTC)
= The neighbor’s
= The dog’s wk‘
= Know why they are taken. =
= Ensure the need for each medication.

= Determine a good reason not to stop each
medication.

= Ensure a final, correct, legible, and
understandable, “take only these” list of
medications to the next level of care and the
patient/caregiver.

High-Risk Medications

| = |nstitute for Healthcare Improvement (IHI)
| list of high-alert medication categories

= Anticoagulants

= Narcotics

= |nsulin
/ = Sedatives
= Most common Adverse Drug Reactions
(ADR):
= NSAIDs-related
= psychotropic-related (fall with fracture)
= Digoxin toxicity
= |nsulin — hypoglycemia cooper, south Med J 1999,92:485

20



High-Risk Medication Use:
Pre- & Post-Hospitalization

| = Study ﬁnopu\anon of 52,559 dual-eligible NH residents
| 65 & older who are hospitalized, then readmitted to
the same NH in 2008

= Defined high-risk medications using the Beers criteria
for potentially inappropriate med use.

= Results:

= Around 1in 5 (21%) hospitalized nursing home
residents used at least 1 high-risk medication the
day before hospitalization.

= Among individuals with high-risk medication use at
hospitalization, the proportion using these
medications dropped to 45% after nursing home
readmission but increased thereafter, to 59% by
the end of the 30-day period.

Stevenson, Dusetzina, O*Malley et al. High-risk medication use by nursing home residents
before and after Medical Care. fine accessed 9/12/14

idence Rate of Harm Events (stays <
35 days)

| = 22 percent of Medicare SNF residents experienced
| adverse events during their SNF stays

» 21,777 post-acute Medicare SNF residents
experienced at least 1 adverse event

= An‘additional 11 percent of residents experienced
mporary harm events

Preventability

= Preventable—Harm could have been avoided
through improved assessment or alternativg
actions: 59%

N

= 13% Clearly preventable
= 46% Likely preventable
Source: OIG, Adverse Events in Skilled Nursing Facilities, OEI-06-11-00370, February 2014.

Incidence Rate of Adverse and
Temporary Harm Events (cont.)
Patient Harm by Category of Harm

37% 43%

Medication
m Resident Care
mInfections

Adverse Events Temporary Harm Events

Source: OIG, Adverse Eventsin Skilled Nursing Facilties, OEI-06-11-00370,

February 2014

03/19/2015
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Costs to Medicare

| =59% of those who experienced events went
| to a hospital for care
=19% percent hospitalization rate among
observed population
= Projected Medicare reimbursements for
inpatient stays and ED visits because of adverse
vents in SNFs:
= $208 million - Estimated reimbursements monthly
= $136 million - Estimated reimbursements monthly
for preventable events

= $2.8 billion - Extrapolated reimbursements for
FY 2011

Source: OIG, Adverse Eventsin Skiled Nursing Facilties, OEI-06-11-00370, February 2014

Utilize the Medical Director &
Consultant Pharmacist

|
=» Screen for high-risk medications & %
evaluate usage Q &

~ = Screen for high-risk combinations (i.e.,
multiple anti-coagulants)

= |ink the drug to need, not a convenient
diagnosis

= Medication review for unplanned
discharges

= Chart review for residents with 9 (?) or
more medications

End-of-Life/Palliative Care

—

Finst

\\E | A

03/19/2015
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= Of all deaths in the United States in
1993, 20% occurred in US nursing
homes, and the proportion of
deaths occurring in nursing homes
is expected to increase to 40% by
2020.

Brock DB, Foley DJ. Demography and epidemiology of dying in the U.S. with
emphasis on deaths of older persons. Hosp J.1998;13:49-60.

e | e T

Not a “Yes-No” Scenario

= Clarify Advance Directives, not “DNR:
Yes/No” upon admission & each
readmission...& document it
= Does the patient want:
= Chest compression/Intubation
= |V antibiotics
= Tube feeding
= Re-hospitalization, etc...
= Facility policy to designate a site in the
chart where the Advance Directives are
located

03/19/2015
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Let Me Decide Program
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| = Educated staff in hospitals and nursing homes, residents, and
[ families about advance directives

= offered competent residents or next-of-kin of mentally incompetent
residents an advance directive that provided a range of health
care choices for life-threatening iliness, cardiac arrest, and nutrition.

6 nursing homes were pair-matched on key characteristics, and 1
home per pair was randomized to take part in the program. Control
nursing homes continued with prior policies.

tisfaction was not significantly different in intervention and control
ursing homes. Intervention nursing homes reported fewer
hospitalizations per resident (mean, 0.27 vs 0.48; P = .001) and less
resource use (average total cost per patient, Can $3490 vs Can
$5239; P = .01) than control nursing homes. Proportion of deaths in
|nt¢§rvent\on (24%) and control (28%) nursing homes were similar (P =
.20).

Conclusion Our data suggest that systematic implementation of a
program to increase use of advance directives reduces health care
services utilization without affecting satisfaction or mortality.

Molloy, Guyatt, Russo et al. JAMA March 15, 2000; vol. 283, No.11.

Improve the Transfers That
Are Necessary

| = Develop a transfer process to:

“Create a Policy & Procedure for
transfers

<Determine the information to be
sent

“*Provide the tools/forms for safe
transfers

“*Monitor & Measure your process

Creating the Transfer Process

% Create a Policy and
Procedure for

Transfers

)
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Sample Policy for Transition of a
NH Resident to ED/Hospital

| Title: Appropriate and patient-centered transfer
Purpose:

= To make clear the appropriate information that
should be included with a resident who is

To set responsibility among the professional staff
and support services with respect to transfers

= To maintain patient-centered care by involving
the resident and his/her family member(s) or
legally authorized representative

AMDA CPG: Appendix 6, p. 57

Sample Policy for Transition of a NH
Resident to ED/Hospital (cont.)

Procedure:

| = One key individual involved in the care of the patient (e.g., the unit nurse)
will be responsible for coordinating the transfer process. This individual will
ensure that all necessary action has been taken to:

= a) facilitate transport to the receiving facility

= . b) gather all necessary documents and information for communication with
the regeiving facility (include the list here)

= c) communicate directly with the receiving facility about the resident being
trghsferred

- communicate with the resident’s primary care physician

= /e) communicate with the resident’s family or legally authorized
representative

f) document all communication and activities in the resident’s medical
chart

Use the approved checklist to document that all of the above procedures
have been carried out.

AMDA CPG: Appendix 6, p. 57

Creating the Transfer Process

+ Determine the

~ Critical Information
to be Sentin the
Discharge Packet

03/19/2015
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» Perhaps as many as two-thirds of NH
residents cared for in the ED are
cognitively impaired. siis steei sacs 1983

= 10% of NH residents transported to ED
without documentation & essential data
usually missing in the other 90%. sones et acad

Emer Med. 1997, Stier et al. Ann Emer Med 2001

Issues & Concerns When Caring
for a NH Patient

| = Survey of Emergency Room Nursing
Personnel: Top Five Issues:
= No advance notification of resident’s arrival
= Ambulance driver unable to answer questions

about the resident’s history, change in mental
status, etc

= Forms from the NH have no address

= No NH phone numbers are listed to call in a
report

= NH’s do not send resident’s hearing aids &
residents become combative due to fear

Davis et al. Annals of Long-Term Care, 2005

TABLE 5: (p. 23)
Essential Information That Should Accompany Every
Transitioning Patient

| = Patient name
|- Primary diagnosis for admission to sending facility

= Accurate medication list with prescription and non-prescription drugs, with
doses and frequency*

Allergies and medication intolerances

Vital signs

Copies f advance directives including AND/DNR status
Name/and specific contact information for:

Sending facility (including phone number of facility/wing of facility and nurse
e)

Résponsible practitioner at sending and receiving sites of care
lesponsible family member/decision-maker
arriers to communication

nglish comprehension is poor: provide primary language spoken by the
atient

AMDA TOC PG

\lslon: requires glasses to appropriately see, blind, etc.

03/19/2015
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TABLE 5 (cont.):

Essential Information That Should Accompany Every
Transitioning Patient

| = Hearing impairment
= Cognitive issues that impair decision-making; who should be
contacted for decision-making
= Health literacy or cultural issues that may inhibit communication

= Reason for transfer (i.e., the acute change in condition or
problem precipitating the transfer) along with any acute
hanges from baseline associated with this transfer (e.g.,
confusion, unable to walk, unresponsive)

= Medical devices, lines (e.g., central line, dialysis site, pacemaker)
or wounds

= Patient’s ability to feed self, special dietary needs (e.g., pureed
foods, low-salt diet)

= Significant test results

= Tests with results pending, consults or procedures ordered but not
yet performed

= Prognosis and goals of care
AMDA TOC CPG

Creating the Transfer Process

+* Provide the
tools for Safe
Transfers

AMDA: Universal Transfer
Form

03/19/2015
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POST ACUTE CARE TO EMERGENCY DERARTMENT!
HOBPITAL TRAMSFER FORM

03/19/2015

The Devil is in the Details

| = Clearly assigned roles and accountability

= Who copies critical information when the ward clerk is
away

» |s the FAX/copy machine locked in the DON or

"~ Administrator office after hours...who unlocks
Up-to-date, accurate list of family
members & phone numbers - in the order
to be called

= Do all know where itis in the chart

= Who calls

= Who updates

Cautions

=Forms alone don’t change
process

» Do not confuse paperwork with
communication

= Garbage in...Garbage out
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Creating the Transfer Process

<*Monitor &
Measure Your
Process

Vad

Table 16 (p. 39): Sample Performance
Measurement Indicators

| Process indicators

= Facility has adopted and implemented policies and procedures to guide
care transitions to the hospital, emergency department, community’
home, and other LTCC facilities

= Appropriately trained staff members are designated as responsible for
managing care transitions

= Facility provides appropriate in-service training and education programs
for health care professionals at all levels on the management of care
transitions

Facility utilizes a standard form to provide essential patient information to
receiving entities in care transitions

= Documentation of DNR/AND status is routinely sent with any patient who
is transferred to an emergency department

= Patients’ wishes concerning end-of-life care are documented and
advance directives are revisited at regular intervals as health status and
care goals change

Designated staff members follow up as a matter of course to ensure that
a transferred patient has successfully transitioned to the new setting or
level of care

AMDATOC CPG

Table 16 (cont.): Sample Performance
Measurement Indicators

| Decreases in:
= Avoidable care transitions

= Readmissions resulting from avoidable post-discharge
complications and adverse events

= Costs associated with readmissions
= Duplicative use of diagnostic services
Medication-related adverse events
™ Patient harm resulting from errors in the transition process
Increases in:
= Patient safety
= Quality of life for patients with complex health care needs

= Patient and family satisfaction with care
AMDA TOC CPG

03/19/2015
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Care Coordination Measures
Are Rapidly Developing

03/19/2015

= AHRQ - Comparative Effectiveness Research for Case
Management

= NQF - Performance Measures for Care Coordination
= CMS - 10th SOW for QIOs supports Care Transitions
ZTJC - Patient Safety Standard #8 Medication Reconciliation

URAC - Incorporated Transition of Care in revised CM
Standards

= NCQA - Complex Case Management Standards
= AMA - PCPI Transitions of Care

= ANA - Care Coordination Quality Measures

Information Technology Issues

= Access to hospital EMR &/or HIT exchanges
= SKYPE/ Facetime/ Facebook

= Telemedicine

» In;eroperability

Physician office & Hospital

= Laboratory/Radiology results

Email or texting access

» Facility EMR: coding, biling & templates for

notes

Utilize Your Medical Director

Leadership in patient-centered care
= 25% of readmissions not related to index admission dx
= Social issues often drive readmissions in elders

Hospitals are looking for partners, not empty beds

'/Appropnate transition information to the hospital/ED \ﬁ —r

73% of variation in Medicare costs are in the PAC realm
Know your facility 30-day readmission data
= Review unscheduled transfers out: ED & hospital admissions
Focus on gaps where readmissions (and harm) occur
= Dementia

= End-of-life/Palliative Care: Urgency & accuracy in Advance

Directives

= Observation Stays
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Utilize Your Medical Director-2

03/19/2015

| = Prepare the facility for measurements that
| will be utilized to allow participation in ACA
programs, managed care...and survival

»Patient and family satisfaction*
=CMS star rating*
7 and 30-day readmission rates*

» Average length of stay* 3

= |nfection rates* : 3y
= Referral volumes™ 4l
»Physician relationships™ ih

“Chase T How ar pertorn
Heathiech 2012

“Maly M8, ot al. 2 Am Mied

Utilize Your Medical Director-3

| = Access to the hospital EMR
= Meet regularly with the hospital
= Share readmission data
= Visit ED & Hospitalists staff meetings
= Reach out to the referring hospital
»Exchange cell phone numbers & names

£

be

= Reciprocal visits

Summary

‘ = |mprove the transfers you do
make by creating a transfer
processto include:

y 1. Policy & Procedure for transitions
/ including accountabilities
2. Determine the information to be
sent
3. Put in place the tools/forms for
safe transfers
4

. Monitor & Measure Your Process
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Summary ........ continued

= Patient responsibility does not end when the
patient enters the ambulance - it extends
until the next caregiver assumes care.

=/Phone call follow-up to the receiving facility
to confirm patient and information is received
and whether further information is
needed...and share the information

=» The gold standard for communication is
clinician-to-clinician verbal interaction

Other AMDA Resources

=» AMDA White Paper: Improving
Care Transitions From the Nursing
Facility to a Community-Based
Setting (2009)

=» AMDA White Paper: Improving
Care Transitions Between the
Nursing Facility and the Acute
Care Hospital Settings (2010)

AMDA Long Term Care Medicine -
2014

QUESTIONS

Contact Information James E
Lett, Il, MD, CMD-
jlett2md@aol.com

03/19/2015
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Transitional Care Management Services
(TCM)

| Beginning Januar{/“f,"ﬂffyﬁgf/%%m for Transitional
| Care Management post-discharge from acute
care facilities:

= \www.cms.gov/Medicare/Medicare...Service-
/Payment/.../FAQ-tcms.pdf

= \www.aafp.org/dam/AAFP/documents/.../pa
yment/TCMFAQ.pdf

Transitional Care Codes

| National Average National Average
$142.96 $231.11
= 99495 Transitional Care = 99496 Transitional Care
Mana?emem Services with Management Services with the
the following required

elements:

= /Communication (direct
contact, telephone,
electronic) with the patient
and/or caregiver within 2
business days of discharge

= Medical decision making of
at least moderate complexity
during the service period

= Face-to-face visit, within 14
calendar days of discharge.

following required elements:

= Communication (direct

contact, telephone, electronic)
with the patient and/or
caregiver within 2 business days
of discharge

= Medical decision making of at

least high complexity during the
service period

= Face-to-face visit, within 7

calendar days of discharge.

Complex Chronic Care
Coordination Payment

On July 8, the Centers for Medicare & Medicaid Services

(CMS) included in its proposed rule on the 2014 Medicare
physician fee schedule a plan for a separate payment for
complex chronic care (CCC) management services,
beginning in 2015.

The patients would have to have multiple complex chronic
conditions that are expected to last at least 12 months or until
e death of the patient, and that place the patient at
significant risk of death, acute
exacerbation/decompensation, or functional decline.

CMS does not spell out a lot of specifics related to this
proposal, saying that it intends, through separate rule making,
“to develop standards for furnishing complex chronic care
management services to ensure that the physicians who bill
for these services have the capability to provide them.”

Proposed standards likely will include that the practice must
use a certified electronic health record (EHR) for beneficiary
care that meets the most recent standard for meaningful use.
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omplex Chronic Care Coordination
Payment

03/19/2015

| = To bill requires physicians provide:
= 24/7 access
= Continuity of care

= Care management including med
reconciliation

= Patient-centered care plan
= Management of care transitions
= Coordination with community-based services

= Rule location: s3.amazonaws.com/public-
inspection.federalregister.gov/2014-15948.pdf

= Proposes to pay $41.92 for a new G-code
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