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BIG Group/Accountability Meeting
Wednesday, December 20, 2017
7:30 – 9:00 am
CLC Home Office – 7000 E Belleview Ave, Ste 150      Greenwood Village, CO 80111

1. Welcome/Announcements – Maria
A. Introductions

B. Sign-In - Attendance and Confidentiality Statement
C. Expectations for Membership reminder

I. attendance/participation expectation – 75%
II. Be sure to sign-in at each meeting along with your RTH rate. 
III. Q3 and Q4 readmissions are due, along with your Signed 2018 Organization Agreement please email asap to Maria.oren@sclhs.net
Reminder to track every readmission and determine deep dive data as to why and if they could have been avoided or diverted to a different level of care. Please note several new measurement benchmarks for readmission tracking going forward.   Please identify your “Champions” that will be implementing changes within your agency and tracking your progress.   Again, we are here in assisting your team in education and support.  

ORGANIZATION STATEMENT:

We have not enforced readmissions transparency and accountability for membership throughout the year. 

Discussion around how to educate the company as a whole to remain transparent to review each business to share best practice and present on how they track and improve. January focus at meeting. 

a. LACE/PAM/Interact – reminder of expectations of using tools. 
b. If you have membership questions, please contact gwennpotts@gmail.com 
2.  Bonnie/Pam - Telligen
a. Medication Safety Committee – workgroup

a. Meets monthly after this meeting – 9am

b. Continue to collect data and monitor
3. Website: 
a. Review Goal Statement at bottom of Agenda as reminder of commitment. 
b. Meeting minutes now available on http://southdenvercc.org
a. Reminder to train new staff on expectations and tools for your agency
c. Log-in information now available to all SDCC members
a. Username: SDCC
b. Password: #caRe&lov!
4. Accountability Update – Pat McBride
a. If you have accountability questions, please contact – Pat McBride pmcbride@clcmail.org  
b. By the 5th of the month, please send the appropriate patient information to the following hospital leads:

1. Parker, Castle Rock, Littleton (Karen Gacioch – karengacioch@centura.org)
2. Swedish – (Marcia Miles - Marcia.Miles@HealthONEcares.com)
3. Sky Ridge (Carol Schilf - carol.schilf@healthonecares.com
c. If you have a case that was great or went poorly, with a peer of SDCC, contact them for drill-down PRIOR to presenting at Accountability meeting on your scheduled day.
December Case Study: 
· LCC of Stonegate

· Namaste HH

· Namaste Non Med
5. What did you hear that you can take back to your organization? We would like to hear back from you next month on how you followed up, impact etc. 
Sepsis: SDCC has heard great feedback from our hospital partners that readmissions with Sepsis DX Codes are on the uptick and their desire is that SDCC have a concentrated methodology to identify changes of condition and preventative measures to readmissions.  One of our goals as we enter 2018 will be to identify opportunities to reduce Sepsis readmissions and create Best Practice/algorithm with education and tools surrounding this diagnosis. 

Telligen has data that also supports Sepsis measurement and has tools to look at intervention and prevention.  SDCC will be putting Sepsis on the QAPI tool to assist us with monitoring as a whole to broaden identification and education

Goals for Support:

Sepsis Toolkit on SDCC website


a. Carol has a Tool for education and identification of sepsis. 
b. Signs and Symptoms for Sepsis Triggers

c. Tammy from Great Plains shared resources with Bonnie from Tellegin – will share with us. 

d. Find Champions for Sepsis within each line of service (SNF/HH/Hospital) 

e. PCP involved earlier to identify and redirect for first dose IV abx. 

f. Look for comorbidities for Sepsis and ways to identify potential risks when NOT diagnosed at admissions. 

SDCC To Do List: 

i. Add Sepsis to the QAPI Form

ii. Pat to add it to the monthly review in the following meeting

iii. Add to the Agenda for Pat

iv. Create a Subcommittee to review Sepsis

v. Add Education as a part of the presentation quarterly. (Terry Heulitt). 

1. Hospitals

2. SNF

3. HH

4. Seniors/Community

5. Workshop

6. Find Champions (Volunteer) to continue education with the community and hospital

7. Triggers and problematic issues if Sepsis is not identified. 

Next Meeting:  BIG/Accountability Group Meeting Jan 20 @ 7:30 am @ CLC Home Office
In moving forward in 2018, SDCC is taking the stance that nearly every readmission can be prevented, and that we are working to reduce disease specific diagnosis to focus on challenging diagnosis to create change.  Please complete the following questionnaire and be prepared to present in January on the below information. We will be breaking out in subgroups breakout sessions via industry to discuss best practices and present to the group members. 

1. What was your annual readmission rate for 2016
_________ 

2. What is your current readmission rate for 2017

_________

3. Trend in Readmission Diagnosis? ____________________________________________________________

4. What QA process do you have in place to review readmissions?

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

5. As you obtain this new information in 2018, who is your identified champion to implement within your agency and who is your “working team” to implement these changes?

6. What process/procedures have you implemented already to impact change and lower readmissions?

7. What are the barriers to the change within your agency?

8. Would you like some assistance or would like to discuss further to gain insight or improve your processes?

Goal Statement: Promoting successful transitions of care through collaboration in the 

South Denver senior services community by reducing readmissions, ensuring appropriate care at the right time, and increasing patient satisfaction in care transitions through standardized language and processes.


