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BIG Group/Accountability Meeting
Wednesday, April 18, 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. 
2. Reminding of Rules of Engagement!!  Standard list of Norms that will be reviewed at EVERY meeting. 

a. Reason to be here is to provide the best quality of care in our organizations

b. Not here to market or promote organization

c. We are providing a safe space in order to be better partners in Transitions

i. Be clear and detailed when sharing break downs in transitions

ii. Remember that this is not a personal attack, it is being vulnerable in order to better the care here in South Denver

d. No side conversations

e. Keep everything confidential
f. Start early with conversations and do not wait for a crisis or it all unravels to discuss processes. Between the meetings is where the action takes place!!  At the meetings is to set the tone to highlight highest needs.  
g. Swedish:  Elaine Gillette will be the contact in place of Marcia Miles
Sepsis Subcommittee Update: Carol – 

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. 
Note: CLC will be moving offices in September. Vote: if I-25 and Lincoln will be convenient or if we need to move elsewhere
3. Medication Safety Committee - Bonnie – Telligen, Following SDCC   
4. Website: Nick
Meeting minutes now available on http://southdenvercc.org
Reminder to train new staff on expectations and tools for your agency
5. Accountability Update – Pat McBride – 

i. Please be mindful of the time as the next meeting starts promptly at 9:00am
March: Small Group Breakout Session to determine Best Practices with Transitions  

Four breakout groups discussed best practices and the notes were sent out by Maria during the meeting and afterwards. All to review and come up with our “top 5” tools or approaches from the notes.

April: Small Group Breakout Session to determine Top 5 Best Practices with Transitions  

Breakout groups will be reformed at start of the April meeting…Our task is to Update those who missed the March meeting and to form their (top tools and approaches) list. Three providers will present cases. They have been contacted and confirmed.
Review Group Minutes from last meeting

Non Med: 

· 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 within 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

· 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

Home Health

· Current procedures for reducing readmissions:
· 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

· 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. 

· Barriers

· Onboarding staff/turnover

· Psych/non-compliant patients

· Non-engaged physicians

· Short LOS 

· High Acuity 

SNF:

· Current procedures for reducing readmissions:

· Deep Dive W Interact Tools/QAPI Form

· Some form of QA on a frequency Q2 weeks or month

· Medication reconciliation and antibiotic stewardship

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

· Who is the champion? IDT, DON/ADON/Liaisons and Care Transitions Coordinators. Front line staff and involved family members
· What has been implemented already?

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

· HH present at the Case Conference

· Increased conversation between rehabs has helped. 

· Barriers

· Family requests to be hospitalized

· MD Sends them

· Increased comorbidities

· Psych issues

· Turnover – education in new people

· Hospice

· Current procedures for reducing readmissions:

· Barriers

8:00 am : Accountability Presenters:

Avantara

Littleton Care and Rehab

Halcyon

4/28/18

Accountability Update – Nathalie Knopp

1. Let’s continue to focus on mindset that all readmissions are preventable, dive deep and challenge ourselves, and we may request follow ups at next meeting

2. Please direct accountability meeting questions to Gwen Allen:  denver@comforcare.com
3. Reach out to your care partners for your presentation by the 5th of the month to allow adequate time.  Hospital contacts are:

a. Parker, LAH, Porter:  Karen Gacioch – karengacioch@centura.org
b. Swedish: Elaine Gillette – elaine.gillette@healthonecares.com
c. Sky Ridge: Carol Schilf – carol.schilf@healthonecares.com
d. Castle Rock:  Jennifer Charles – jennifercharles@centura.org 

Accountability Follow Up & What Did You Take Back to Your Organization From Last Month?
April Presentation/Case Study
1.  Pat McBride personal story – how her father was treated throughout care transitions. Several indignities (going to an appointment not properly dressed; staff not calling him by correct name, ageism); Could tell which teams like their work and their co workers (they give good care!), other teams who are burned out, or don’t like coworkers (not great care).
2. Avantara

a. Internal RTH process:  9% RTH for march, use Interact, QI form on all readmissions

b. Case overview: PT needing dialysis 3x week…but refused it; no guardian established to make decisions for him. Upon transport to in-pt dialysis, transport staff elected to take him to a different hospital than the one that knew him (they wouldn’t listen to DON).

c. DISCUSSION:  

d. FOLLOW UP NEEDED:  could we meet with paramedic companies to discuss these issues?  Denver Hospice has had problems like this.  

3. Littleton Care & Rehab

a. Internal RTH process: 2.73% for Q1.  Mostly Sepsis/UTI…working on closer physician triage, PA in building 5 days per week (family doesn’t think RN’s are credible ☹ 

b. Case overview:  Transition from SNF to HH. Pt. was very difficult behaviorally. Wounds.  Ended up on hospice.  HH was unable to admit him at last minute.  Eventually another company picked him up.  Now inviting HH partners to come to daily meetings SNF meetings. 

c. DISCUSSION:   Learned that HH needs longer lead time to staff; Optimal realized they could have done a better job reviewing the case before making commitment to LCR.  Palliative discussion could have started sooner.

Wrap Up
What did you hear that you can take back and implement at your organization?  Please let us know next month!

General SDCC questions can be emailed to our email:  southdenvercc@gmail.com
Next Meeting:  7:30 am – 9:00 am Wednesday May 16; Christian Living Communities  7000 E. Belleview, Ste 150 (you can park in back of building and enter from back door)

SDCC Medication Safety Meeting  5/16 9:05 – 10:00 am
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.


