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BIG Group/Accountability Meeting
Wednesday, July 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. 
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 – Updates from Maria
a. In our April meeting, we had a Small Group Breakout Session to determine Top 5 Best Practices with Transitions  


b. Top 5 Best Practices
c. Next Steps

d. Maria went over results in a general overview – will send out results in bar graph form

i. Want more education – 86%

ii. Top tool is INTERACT
iii. Education beginning as soon as they hit the ED

iv. Care meetings in hospital
4. Mental Health Resource – Suzanne Becker, LCSW
a. Colorado Plains Medical Center
i. Geriatric Behavioral Health Unit

1. 1000 Lincoln Street, Fort Morgan, CO 80701

a. 970-542-4391, Fax 970-542-3377

b. Suzanne.Becker@lpnt.net

ii. Behaviorial health hospital in Fort Morgan 

iii. Dementia dx can be primary; do NOT need psych dx as primary

iv. Can take straight psych cases too

v. Can admit on delirium

vi. Geriatric psychiatrist – tries many things prior to med changes

1. Non pharm interventions – behavior management – very detailed discharge sheet with redirections, different approaches, detailed info on triggers. 

2. PASSR prior to sending back to SNF.

3. Risk Benefit letter from their psychiatrist

vii. 2 LCSW’s on unit – working on discharge plan

viii. How many beds – 14

ix. 55 and older

x. Payor sources – MCR, Most supplementary, NOT Advantage plans, NOT Kaiser, Working on contract with Innovage, NOTE MCD primary but can take MCD secondary. 
xi. Turnaround time for admissions – Best case scenario is a heads up, however, can be a day or two.  Typical LOS is 14 days.  

xii. 4 CNAs and 2 RN per 

xiii. Admissions directly from home – Face Sheet, H&P, Recent Labs, Notes, MAR, Insur card, MPOA paperwork, Advance Directives, Call for history, Immunizations.  

1. Does physician need to write order to admit from home?  
Suzanne will get back to us on this, but she thinks family can simply sign in.  

2. Not a hold facility, family just needs to sign in.  Typically on a proxy.  

3. CO Plains is having difficulty finding Geri Psychiatrists in community for discharge home, and she is typically seeing patients going back to their PCP. 

xiv. Transportation – non-emergent ambulance, family, facility.  They do NOT provide transportation.  

xv. Would be an inpatient stay as it is a wing inside of a community hospital.  

xvi. Discharge planning through SW – will find a safe place.  
Accountability Follow Up & What Did You Take Back to Your Organization From Last Month?
1.  –(nothing)
April Presentation/Case Study

1. Orchard Park

a. Internal RTH process:  (ran out of time)

b. Case overview:  Did an admit to hospital rather than coming back to SNF. Needed better internal coordination.  Testing a 72 hr follow up appt for pts without a current PCP.  No RN was requested for d/c to Home Health because they thought it was just a rehab need; but blood sugar got out of control upon returning home.  Sepsis.  We assumed the caregiver was up for the task, and that was wrong.

c. DISCUSSION:  Should always have an RN assigned on HH if there are complex/chronic diseases.  Often we hear that patients can’t get into PCP for 1-2 weeks, that is too long of a wait!

2. Julia Temple

a. Internal RTH process: RTH seems to jump around. Have been getting false positives on lab results which has caused problems.  Seeing increased falls after hours and weekends…and dispatch health not available for lacerations.  We have reached out to DH about this issue.  All Readmissions are reviewed at weekly meeting.

b. Case overview:  Fell from wheelchair. Multiple comorbidities. Significant wound.  Home setting/support was not good; pt very isolated.  JT now has full time clergy support available for pts (this is a change made as a result of this pt).  Really good coordination w/ Kaiser team (VNA, etc).  Unmanaged mental health issues.  Would be helpful to have easier access to a Kaiser palliative consultation.

c. DISCUSSION:   Kaiser is trying to expand their palliative resources.

3. Wind Crest

a. Internal RTH process:  Denise is tracking RTH’s and analyzing the data on them, reporting monthly to clinical mgr.  Discovered that a disproportionate # of d/c’s are in the evening; working on staff education.

b. Case overview:  Sepsis. Daughter wanted unrealistic advance directives/CPR. Wind Crest didn’t have a plan in place for this type of request core happens; which fortunately did not happen.  Littleton has an outstanding palliative department, this was very helpful.

c. DISCUSSION:  What kind of oversight is provided now that he’s back home?  Wind Crest put a lot in place so multiple providers will be seeing him.

Wrap Up
FOLLOW UP requested:  Julie Temple – f/u on report from Shriver about false positives.
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
5. Medication Safety Committee 
a. Nathalie Knopp to offer update. 
b. SDCC Mediation Safety Group
i. Researching new apps for med management
ii. Looking for additional opportunities to present to hospitalists regarding barriers at SNFs for discharge.  
c. Centura Discharge Paperwork – DC Transition Report
6. Sepsis Subcommittee

a. Carol Schilf to offer update.
i. Tomorrow is the meeting at 7:30am – Nathalie and Pat will go over the toolkit

ii. Any questions, please email Carol.  

iii. Education on tools, benchmark, see if tools have impacted Sepsis.  

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:

HealthSouth – not here to present
Orchard Park

Julia Temple

Wind Crest
Our next meeting is on Wednesday, August 15th at 7:30am.
Our August Educational Topic will be:

The Accountability Partners presenting are:

Team Select

Life Care of Littleton

Dispatch Health

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.


