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BIG Group/Accountability Meeting
Wednesday, February 21, 2018
7:30 – 9:00 am
CLC Home Office – 7000 E Belleview Ave, Suite 150      Greenwood Village, CO 80111

1. Welcome/Announcements – Maria
A. Introductions and RTH Data
B. ROUND ROBIN for Sign-In  
C. Expectations for Membership reminder

I. Attendance/participation expectation – 75%   
II. Be sure to sign-in at each meeting along with your RTH rate. 
Introducing Standards Committee:

Chair:  Face for SDCC and first person of contact for education and questions regarding membership – emails going to the chair. (Maria/Cindy)

Secretary: Creates Agenda for Accountability and takes minutes at SDCC monthly meeting and Standards meeting. (Denise) 

Education: EOM 6 presenters a year – getting material to website and communication to speaker/coordination of stuff. (Shannon/ Ann)

Web/Toolkit:  Responsible for maintaining the back end of SDCC posting all info and education on the web, membership and meeting schedule and posting any updates to the website. (Nick)

Membership: Email and member list – contact list current and Readmission rate (2-3 people), tracking and monitoring RTH and attendance and setting up orientation. (Bonnie/Carol)

Accountability: Facilitates accountability (Pat/Nathalie) and assigns the presenters and assists/coaches members. (Nathalie/Gwen)

Sepsis continues to be a high trend for readmissions and we are going to focus on this diagnosis to support measurements and interventions to aid in preventing readmissions.  Sepsis Subcommittee is being formed and will meet February 15, 2018 from 7:30 am to 9:00 am at Sky ridge.  Capitated attendance due to space allocation 
· Sepsis Toolkit on the website for tools and education

· Adding a Sepsis section on the QAPI form
· Carving out time every month to report WINS or challenges with your agency regarding sepsis. 
Presenter:

Teri Hulett, RN, BSN, CIC, FAPIC: Infection Prevention Consultant and Educator

2. Medication Safety Committee - Bonnie – Telligen, Following SDCC   
3. Website: 
· Meeting minutes now available on http://southdenvercc.org
· Reminder to train new staff on expectations and tools for your agency
4. Accountability Update – Pat McBride – 

Please be mindful of the time as the next meeting starts promptly at 9:00am
February Case Study:  Optimal /Synergy
March: Small Group Breakout Session to determine Best Practices with Transitions
Review Group Minutes from last meeting

1. Non Med: 

a. Current procedures for reducing readmissions:

Weekly or quarterly staff meetings where readmissions is on the standing agenda

ID/flag high risk clients and clients in 30 day readmit window

Put extra resources against clients at risk and in 30 day window

Proactive communication with other care providers/follow the client while not at home

Stop & Watch/encourage communication from aides back to office about any and all concerns

Incident reports & follow up

b. Barriers

Facilities not allows us to enter, or unwilling to share information about their patient

No calls back from Home Health or Hospice clinicians

Poor after-hours support from Home Health companies

Small cases - if we are with client only a few times a week we have limited information, and are often not a big part of what is taking place.  

Clients with inadequate amount of care - either because they cannot afford or because they refuse more help

2. Home Health

a. Current procedures for reducing readmissions:
i. Engaging MD, Dispatch Health, Communication with CM at hospital, Risk assessment at time of DC, Partners in network to re-route the patient to a different level of care

ii. Review of each readmission by clinical supervisors for timeliness in initiation of care, appropriate number of visits and disciplines involved, communication between team and client and the staff that is assigned to the case is appropriate. 

b. Barriers

i. Onboarding staff/turnover

ii. Psych/non-compliant patients

iii. Non-engaged physicians

iv. Short LOS 

v. High Acuity 

3. SNF:

a. Current procedures for reducing readmissions:

i. Deep Dive W Interact Tools/QAPI Form

ii. Some form of QA on a frequency Q2 weeks or month

iii. Medication reconciliation and antibiotic stewardship

iv. Review with Hospital CM and determine if anything could have been done to prevent readmission. 

b. Who is the champion? IDT, DON/ADON/Liaisons and Care Transitions Coordinators. Front line staff and involved family members

c. What has been implemented already?

d. Doc to Doc report for admissions, Close tied physician groups to improve communications and open communication with hospital. Calling PCP at time of DC 

e. HH present at the Case Conference

f. Increased conversation between rehabs has helped. 

g. Barriers

i. Family requests to be hospitalized

ii. MD Sends them

iii. Increased comorbidities

iv. Psych issues

v. Turnover – education in new people

4. Hospice

a. Current procedures for reducing readmissions:

b. Barriers

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.
