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BIG Group/Accountability Meeting
Wednesday, June 20, 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. 
iii. Two sign in rounds for late arrivals.

iv. Confidentiality Statements

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. We are 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

g. Between the meetings is where the action takes place!!  At the meetings is to set the tone to highlight highest needs 
3. Best Practices Survey – Live with Maria Oren!!

a. In our April meeting, we had a Small Group Breakout Session to determine Top 5 Best Practices with Transitions  


b. Our Breakout Groups did not yield 5 top tools.  Therefore, we are doing a live query to get to the top 5.  
4. Education Topic  

a. Pat McBride – Staying Healthy at Home Binder
i. First introduction to binder at initial care conference, update other meetings, care conferences
ii. Personalize sections with logos, etc
1. Intro letter (why we use it, to keep you safe at home)
2. Business card of ADON
3. Face Sheet included
4. Copy of discharge orders
5. PCP appt information
6. Any CHH orders and contact information
7. Grand Round notes – to see their progress and remind them of conversations that happened during their stay.  
8. Medication Reconciliation – if any new, include printed information sheet on that med.
9. Physician notes/orders – showing lab orders, etc
10. MOST form
11. Resources available in their area – transportation, etc.
a. Go Go Grandparent information for transport
b. Rhythms
c. Sepsis sheets to raise awareness
iii. NOTE:  maybe change med sheet to one page with four columns (each with enough room for a check mark) – Columns would be:  Morning, Noon, Night, Bedtime.   If not enough room for all information, use separate pages for indication of med, etc so you can likely have all meds on one page.  
iv. NOTE:  one partner added insurance verification information into it.  
v. Have all disciplines add to binder
vi. Have multiple people adding to this
vii. Workable 
viii. Make it your own
b. Red Flags
i. Do you need to contact us?  
1. Changes in condition can include:
2. Script to call the doctor:
a. Hello my name is…..this is what I am experiencing…
3. Tell me about your condition and how it affects your everyday activities
c. Life Wishes
i. Most form
ii. POA information
d. Do you need to reach us?
i. Emergency, dial 911
ii. 30 day readmit window is:  ___/___/___
5. Medication Safety Committee - Bonnie – Telligen, Following SDCC  Big Group Meeting 
a. Nathalie Knopp to offer update. 
b. SDCC Mediation Safety Group
c. Medication Sheet
d. Nathalie & Ashley went to LAH to speak with hospitalists
i. 2-3 LOS in SNF (not 100 days)
ii. Indications and stop dates on meds – especially 7 high risk meds listed
iii. 72 hour hard script on narcotics
1. Please pre-medicate prior to DC
iv. Mega Rule for PRN benzos and anti-psychs
1. Note why it’s not safe to DC.   
v. SNF daily rate compensation which can be a barrier to expensive treatments, meds and DME.  ($250-$500)
1. Can be flexible to change things.  
6. Sepsis Subcommittee

a. Carol Schilf to offer update.
i. Tracking information for Sepsis (offered by Orchard Park and Health South)

ii. Sky Ridge – new tracking tools – all patients with Sepsis dx will be tracked for 30 days after discharge.  Data will be tracked through July.  Carol will track all readmissions to see where the patient came from:  CHH, SNF, etc.  
iii. Attendees:  Hospital; SNF; Acute Rehab; Home Health; Kaiser

iv. Saint John Sepsis Agent – predictive analytics tool – red/yellow/green

1. Alert is sent out for patients in high risk for sepsis, or going into sepsis.

2. Used by Health South – Kirsten

v. Colorado Hospital Association

1. Sepsis simulation series

2. Hopefully rolling out in September 

3. Train the Trainer 
7. Website: Nick
Meeting minutes now available on http://southdenvercc.org
Reminder to train new staff on expectations and tools for your agency
There is a veritable cornucopia of tools on our SDCC website, please do drive your employees (as well as yourself) to our website and review all of these tools.  QAPI, Interact
SDCC Username:  SDCC

Member Password:  Sdcc@2017
8. Accountability Update – Nathalie Knopp – 
a. Please be mindful of the time as the next meeting starts promptly at 9:00am
8:00 am : Accountability Presenters:

None for this month.  Why?  Because we are having fun!!!
Our next meeting is on Wednesday, July 18th at 7:30am.
Our July Educational Topic will be TBD.  

The Accountability Partners presenting are:

Wind Crest
TBD

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.


