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"I'm covering…..what do I do now?" Hand-off/Communication Issues
Good morning everybody, I think we're about ready to get started.  My name is Divya Shroff, and I'm co-presenting this class with Dr. Peter Woodbridge and Mr. Tom Russell, and I guess Mel Sharer, who's a contributing author.  And this class, for those of you who may be in the wrong room, it's 248 "I'm covering…what do I do now?"  And we'll get started.

I'm going to go ahead and get started, and the section of my talk is called "Hand-offs" Medicine's newest buzzword.  Like I said before, my name is Divya Shroff, I'm a senior hospitalist at the Washington, D.C. VA Medical Center.

So just kind of to see why we're talking about hand-offs, and it's actually become quite the buzzword lately inside and outside of medicine.  A while back Wall Street Journal actually featured an article, for those of you who may have seen it, about how a hospital in Britain, it's their largest childrens hospital, was recreating their entire hand-off process based on the NASCAR formula crew pit crew, and I don't know NASCAR, but from what I understand is basically seeing how in that short section when a car comes into the pit how it gets changed over, and that all has to be done very efficiently.  What we actually hoped on doing was showing you some clips of how a NASCAR pit crew does an appropriate transition and an inappropriate one where someone actually gets their foot rolled over by the car, but unfortunately that was screened out by the powers that be.  But other areas where hand-offs are being used and then taken into medicine, Kaiser Permanente in California actually was looking at how the nuclear submarines participate in hand-off.  NASA obviously uses hand-offs, the Canadian nuclear power plants, the aviation industry is actually a big industry because not only are you dealing with hand-offs from the air pilot talking to air traffic control, but you're also dealing with issues of hierarchy, so you have your stewardesses trying to convey messages to the pilot, and you want to make sure that it's in a respectable environment where you can feel comfortable in times of acuity to relay things without feeling uncomfortable.  Other areas, Trinity Medical Center in Rock Island, Illinois was doing relay races where they actually were putting patient information in a baton and passing it on when a patient went from surgery to the ICU and so forth.  Things such as simple as the telephone game, which we all played as children, ticket to ride was another hospital sort of solution where key questions were asked during department transfers, and another mnemonic created at another institution was just go NUTS, and they wanted to say make sure you identify name, unique issues, are there tubes, are they hooked to a trach and whatnot, and what safety issues need to be addressed.

So why is hand-off important?  The first thing is it reduces the likelihood of medical errors and misinformation.  Like Dr. Argula mentioned yesterday, the ________ study did say that between 44,000 and 98,000 medical errors are preventable medical errors in the hospital setting.  We also do know for our own sake, two-thirds of RCAs actually list communication as one of the causes of the adverse event.  Also we do know that it helps prevent lost or missing clinical information is you have an appropriate hand-off.  It helps maintain a high level of care, increases efficiency and flow, decreases the cost of multiple tests and length of stay, and it's a key issue across all issues of medicine, not just physician to physician, but physician to nurse, nurse to nurse, nurse to clerks.  And things to keep in mind is we're going to be seeing more and more hand-offs talked about because there is a nursing shortage, therefore there's a lot of temporary staff.  You have, if you're in an academic institution, guidelines because of the house staff work hours, so there's a lot of transition in care.  Another example is obviously larger surgical teams because we have much more advanced technology, so you have much more people involved with one patient and you need to make sure the same information is communicated across the board.

What are barriers that lead to a standardized hand-off?  Well obviously if we're really focusing on our length of stay and we have these super complex patients, we need to make sure it's timely and effective in our communication.  We do know, like I said before, about the work hour limits for the residents.  Also things like hospitalists such as myself, we're all focusing on the shift work, so there's increased communication and transition, and that increases the likelihood for communication breakdown.  Also if you don't have a standardized format then you have a higher likelihood of missing information, so a recent study showed that 80% of hand-offs did not have code status or allergies, which I think we all would agree are key components to having a hand-off.

So what does a hand-off need to address?  Obviously number one it needs to be standardized.  It should be both a written and oral patient summary because both of those, as I'll talk about a little later, are important for making sure the message continues to be communicated across the board.  You want to make sure you're communicating in an effective and efficient manner during sign-out, allowing for processes such as read-back, asfar.  You want like I was saying next point is demonstrate read-back skills, so I didn't catch that, let me ask back.  And that's where the hierarchy issue comes into play also because you want to feel comfortable in a stressful or non-stressful situation, that you can ask because you didn't understand what someone said.  You also want to make sure you're evaluating all up to date medications, which is medicine reconciliation, and I'll get into that in a bit.  And you want to make sure you're anticipating what to do if something goes wrong after the transition in care occurs.

So key points to remember, and this comes actually from an article that's actually from the Indianapolis VA, and it's called "Loss in Translation, Challenges and Opportunities in Physician to Physician Communication During Patient Hand-offs", and that was printed in the Academic Medicine in December of 2005.  The key factors that they pointed out was number one, you need to make sure you're addressing the physical setting.  It occurs in a confidential, quiet, minimal distraction area.  Obviously in an emergent situation if we need to do it at the bedside you can, but we all know that that's not the ideal place to one, maintain privacy, and make sure that you're allowing the appropriate message to be communicated.  You also want to make sure the social setting is appropriate so it's comfortable along all levels.  Language barriers, beyond obviously in this country you want to use English, you want to make sure that we're not using certain colloquialisms, we're not using abbreviations that another person doesn't understand in the written or the oral presentation.  Your medium of communication, it should be face to face versus phone versus e-mail, obviously I've starred face to face as the way to go.  And written versus oral, well we definitely want to have both face to face and written because that way later on if someone has a question they can refer back to something that's written down.  You want to make sure that time and convenience issues are addressed, so if you're standardized number one it's not taking your provider forever to create this hand-off to give to the next person. And also from an education standpoint not everyone's a good communicator to begin with, so you need to teach people how to communicate appropriately, whether it's your doctors, your medical students, your nurses, whomever, because it doesn't come naturally to everyone.

So what should be in a successful hand-off?  And again, this is coming from that same article I mentioned.  Number one should be team identifiers, so how do you refer to your team?  Are you Red Team 2, are you the Surgical Team 1, so staff names, phone numbers, covering staff contact, and whatever key things that you think will make you seem unique.  Appropriate patient identifiers such as two forms of identification.  One to two sentences of patient presentation, and this is that key hook.  Why are they in the hospital, what is going on with them?  And active problem list, and this shouldn't be just pulling up from CPRS every single thing that's happened to them over the last 30 years, it should be what is maybe pertaining to this hospital stay and what potentially would be important to know that could come up.  Medications, and this where you want it to be all your active medications.  Allergies.  What is their access, what to do if the access is lost.  What pertinent labs need to be conveyed.  Not the entire CBC but maybe if it's a GI bleed what their hematocrit is.  Concerns over the next 18 to 24 hours and what to do in those situations.  And this can be listed in a problem versus system based scenario.  Other things that could be mentioned is if you know that family might come in after hours, if there are long-term plans that need to be addressed, or psychological concerns.

So I'm just going to run through some of the typical hand-offs that are primarily used, and this is primarily slated a little bit to more physicians, which is what I know, so if I didn't cover a hand-off that you all are familiar with we can talk about that later.  So the first one is obviously paper, the most routine, and from a pros standpoint it's easy, it's known, it can be handwritten or typed.  From a cons standpoint obviously security issues, you drop your paper in the ER, in the parking lot, anyone can find it and we've just let everybody know what's going on with Mr. X.  There are handwriting issues, it can be very variable, it's not green so we are wasting trees.  It does fill the pockets of the provider, and the consistency/accuracy of what's being conveyed, whether things are being written down, whether they're being copied appropriately, something can get lost there.  And potentially it's something that gets left for you in the call rooms so you're never having that verbal to verbal communication.

Index cards, again very traditional, it's very transportable, fits in your front pocket.  But security issues again, handwriting issues, it's very variable, and consistency/accuracy.  And of course on that small little card you're only going to put X amount of information, so you're probably not going to get all the key things that we think need to be carried across.

Excel and Word documents, and this was what was commonly being used in our institution.  So from a pros standpoint it's typewritten, so perfect, we can read it.  It can be concise.  You could potentially create columns such as code status, allergies, so you can make sure that's uniform.  And it is time saving.  Problem wise we were finding our house staff was e-mailing it to non-protected sites, or they were sticking it in their thumb drives prior to the changes and that was being carried to their home institutions.  It's definitely variable because they can make whatever modifications they want.  Again it's still not green, fills pockets, again the consistency/accuracy issue.  The other big concern, and this is the main reason why I got involved with this is because they were just copying the medication list from CPRS and it was never getting updated.  So our heparin order may have expired three days ago, but according to their little piece of paper on the weekend, the patient's still on sub Q heparin, but actually they're not.  And then also there's still potential for lack of verbal.

Verbal communication obviously the pro it's face to face.  You want to emphasize verbal and non-verbal cues so when we're talking you can stress importance just by the tone of your voice, the inflection.  And obviously in an emergent situation it's the best way to go.  But of course there's no documentation, potential for miscommunication, it can be chaotic in the areas it's used, and I know in the nursing environment there's taping that occurs, so then you've lost that face to face and there isn't that opportunity for read-back or clarification.

E-mail, again legible, can be sent any time, any place.  But from a security standpoint I know there's another talk going on about what's appropriate to e-mail, and I know there's a lot of discussion about that.  So can you e-mail patients names, their histories, so that's something that definitely needs to be addressed.  There's definitely a lack of verbal, consistency/accuracy, and copying and pasting, and variability.

CAIRO, and I'm not going to talk about this for too long because this is a class 3 software and it's not class 1, but there is a separate talk about this tonight at 6:30.  I'm just briefly mentioning this.  By the way, what class 3 means, it's a homegrown product that is built within the VA but it's not nationally accepted at this point or being funded, so it's in the process of being applied for but it's still just something that's in a site to site basis.  What CAIRO addresses, for those of you who are familiar with it and if you want to know more please come to the talk tonight, is it's a built within the VA system.  It's a hand-off system that has both temporary and mandatory fields that address the issues I mentioned from the article, and it's retrieving some of the key information from CPRS, i.e. medicine lists, so when you run that program that's automatically updated, allergy status, code status, but it also allows the ability for the physicians to write the key identifiers.  It's legible, it actually forces updates, if the field is not modified within seven days it erases everything.  Can be site or service tailored, so right now CAIRO is being addressed for physician to physician, but if a nurse wanted to have a column, wound care, situation, background, assessment, you could have that all changed over.  It's time-saving, and I like to think it could be paperless in the future.   As a con, number one it's definitely class 3, not class 1.  It does fill pockets, still has the potential for being non-verbal, and of course the security issues.

So why are we talking about hand-offs?  There are a couple of different organizations that are mentioning it in their guidelines.  The first, obviously the VHA actually has a National Findings and Recommendations for Improving Patient Hand-offs.  So they're right there talking about it.  Also 2007 National Patient Safety Goals mention hand-offs, the Joint Commission lists it as their frequently cited standards.  Those of you involved in the VHA Flow/FIX collaborative, they're talking about hand-offs.  And the situation/background/assessment/recommendation, SBAR, which is another JCAHO thing, and there's actually a poster for Martinsburg VA in the exhibit hall that also mentions SBAR, so it's another form of hand-off.

Just to break it down, so what is the VHA saying?  They're basically going off the JCAHO National Patient Safety Goal 2E, which says implement a standardized approach to hand-off communications including an opportunity to ask and respond to questions.  It needs to be standardized of the shift-change process, which necessitates a written summary, a flowchart of the hand-offs, and from the standpoint of physician to physician a special purpose written report or sign-out checklist or other aids might be needed to standardize the quality and sort of pertinent patient information that should be communicated during the hand-off.

The National Patient Safety Goals again refers to this point 2, and the rationale that they said is the primary objective of the hand-off is to provide accurate information about a patient's care, treatment and services, current condition and any recent or anticipated changes.  The information communicated during a hand-off must be accurate in order to meet these patient safety goals.

So how do you implement 2E?  You need to have interactive communications allowing for the opportunity for questioning between the giver and receiver of patient information.  And the organization's process for effective hand-off communication should include, like I've said before, up to date information regarding the patient's care, treatment and services, conditions, and any recent or anticipated changes.

The other thing that I'm going to bring up now is it also addresses point 8, which says accurately and completely reconcile medications across the continuum of care.  So what they're saying is a process for comparing the patient's current medications with those ordered for the patient while under the care of the organization, which is point 8A.  And also a complete list of the patient's medications is communicated to the next provider of service when a patient is referred or transferred to another setting, service, practitioner, or level of care within or outside of the organization, that's 8B.  And basically that's medicine reconciliation, and if someone was to really interpret that they could say any hand-off, me to you, means that that medicine list needs to be reconciled.

So for point 8A they actually state patients are at most risk during transitions in care, i.e. hand-offs, across settings, services, providers, or levels of care.  And what they recommend is the development, reconciliation, and communication of an accurate medication list.  So how do they say we implement this, obviously it's up to us, but it's medications ordered to or dispensed while under the care should be compared to those on the original list, and then discrepancies should be resolved.

For 8B the main thing is you need to ensure that the communicate is occurring from provider to provider during that transition of care, and you want to actually have to make sure that the next provider checks the medication reconciliation list again to make sure it's accurate and is in concert with any new medications that are going to be ordered or prescribed.

Another issue that hand-offs need to address or likely would address is you can avoid sentinel events such as look-alike, sound-alike, delay in treatments, dangerous abbreviations, and medication reconciliation like I said before.  And whatever hand-off system you go with, hopefully you'll address those issues.

From the VHA standpoint, like I said before, two-thirds of the RCAs actually cite communications as a contributing factor for adverse events, so we know that this is an issue.  What VACO's current status is is they're saying a national VHA workgroup has been established with recommendations prepared, pilot testing, CAIRO, I know there's some other ones out there being done, I think the San Francisco VA has something similar, which is being done at a local incentive but there's no current plan for a VHA directive.

So what does VACO or NCPS recommend?  That something standard should be done in writing.  It doesn't mean it needs to be the same VA wide, or VISN wide, or even at your medical center wide, but it should be consistent at the unit level.  There should be methods and tools for inter-facility transfer, the processes and tools for transporting patients from one area to another within a facility, whether unit to radiology, unit to ICU, that should be all set up.  And then the other thing is you should make sure you educate and inform your staff on the method so therefore it's not chaos when you actually implement a system.

Bottom line, a standardized approach, what should it identify?  That the hand-off situation, what it applies to.  Who or whom should be involved in the communication.  What information should be communicated, and like I said before, diagnosis, current condition of the patients, recent changes, anticipated changes, what to watch for, the opportunity to ask for questions, when to use certain techniques such as read-back or SBAR, and what print or electronic information should be available.

So your take home points are basically that hand-offs are here, it's not even the future at this point.  Everybody is mentioning it in their guidelines.  The one thing to remember is a hand-off does not replace your chart, and that's been asked repeatedly.  What you put in your hand-off, does that need to be stored into the actual CPRS?  No, it's just an addition to your chart, and we should make sure that providers don't think that this replaces it.  If there are further questions they should go back to the chart.  It does emphasize communication, but it definitely needs to be standardized, consistent, accurate, and be a secure process.

And you can see there are my references and the slides will be up later, but if you want to look at like that Wall Street Journal article.  And I'm now going to pass on to Dr. Woodbridge.

I'm going to actually do two things.  I'm going to talk about some research that we've done at our medical center on the hand-off tools.  We've actually been working on electronic hand-off tools at the Indianapolis VA for a couple of years, more than a couple of years, more like 8 or 9 years, and the research actually was done on the predecessor, the CAIRO, but it actually informed some of the changes we talked about.  And the other thing I'm going to attempt to do is to link hand-offs to patient flow, and I know some of you were in the 262 talk, I'm going to actually be covering some of the same material.  I apologize, I wasn't quite sure how much we would have the same audience.  Before I get started a little bit about my position, I'm the Associate Chief of Staff for Quality and Clinical Informatics Service at our medical center.  I'm also one of the FIX collaborative co-directors.  What that means is I spend a lot of time thinking about quality and patient flow.  In fact, for those of you in VISN 15, 16, 17 or 23, I'm probably the person that is resulting in some of the work that you're having to do on inpatient flow, because as I say I'm the Midwest collaborative director.  

You gotta love VeHU.  I presented this slide in the previous session.  In this one they translated the patient's name to CPRS Patient One and CPRS Patient Two.  In the other they left it the way I had originally written it, and it's kind of interesting for somebody who thinks about standardized work.  I was also going to show you pictures of the CAIRO tool, they left it in my other presentation, they took it out of this one.  Bug again, it's something I think VeHU needs to work on.  But basically, why hand-offs?  And these are both sentinel events at our medical center, meaning the patient has died.  Now perhaps not because of specifically what I'm going to tell you, but they resulted in RCAs and in the patient's death.  The first patient was admitted for a pleural effusion, the interventional radiology folks decided that the patient could be tapped by the bedside, but while all this was being discussed there was a change in house staff teams, there was not good communication, and they did the thoracentesis on the wrong side.  The second one, same thing, the patient was admitted for a CT guided fine needle aspiration.  They transferred the patient to the floor where he developed shortness of breath and tachypnea, they returned him to radiology, they did a survey film, without realizing it they turned the patient over, the tech did, marked the patient, and again they did the chest tube on the wrong side.  And these are both examples where because we did not have a robust hand-off tool, because the CAIRO tool right now is only being used for the teaching team hand-off, we actually contributed to the patient's death.  Again, there were other factors, and I can't say this was the sole cause, but if anything this was identified as a deficiency in the process.

And again to put this in context, we make errors.  Part of the reason that we are really talking about hand-offs is to prevent some of the more common types of errors.  And again, some of this we talked in the previous session, is that most of the time in healthcare systems we operate at what's known as the good level.  We get it right 9 out of 10 times.  And the way we get there is through vigilance, common equipment, personal checklists, working harder next time, education, awareness, compliance feedback, and standard order sets.  I mean you think about it, any time we go wrong, what's the first response?  Well we have to have increased training.  We've all been trained to death on cyber security.  Every time we lose a laptop or something, we all get training.  It doesn't work, does it?  We keep losing computers, we keep losing patient information because education is not a very robust method for effecting change.  We talk about accountability, we had an issue at our place with the BCMA and we were heading down what I thought was a very dangerous slope, which was we're going to hold the nurses accountable and if they don't use BCMA we're going to fire them.  Well, we have a shortage of nurses, not a very productive way of thinking about it, and I think it was empty talk but the point is that kind of talk will only get you to about nine out of ten times right.  The great things are things like standardized work, decision aids, reminders, and this is where we're starting now to talk about the hand-offs.  Where we actually communicate, carry the information across.  Desired action equals the default, opt-out versus opt-in, and if you think about it, a lot of the JCAHO requirements for marking, yes, no, is to make it very unambiguous so we know which limb to remove.  So a lot of this stuff sounds silly but it's really based on sound theory as to why we need to make things more reliable.  Automate scheduling of tasks, forcing functions, that's where you really have to try hard, it forces you to do the right thing so you have to really try hard to get it wrong, and then redundancy.

Divya covered some of this, but I'll cover it again.  If you think about it, we're still reeling from the statement made by the IOM, depending on whether you believe the IOM's original number of 98,000 or Ann Arbor's 44,000, a large number of Americans die because of medical errors.  And two-thirds of those medical errors as Divya pointed out are related to communications, many of the communication errors happen due to haphazard hand-offs and now as a result we're not being required to do something more standardized.

This is actually the data from JCAHO on sentinel events.  I just point out that 65% of all sentinel events, sentinel events being death and other terrible things, they have to do a root cause analysis, they break down the data and then they look at what contributed.  The number is greater than 100% because there are usually multiple factors.  The number one is communication.  

The problem is, and this is what led our research group to looking into it is that we have experience in the VA with building tools and people not using them.  For example, we've struggled to get nurses to use BCMA, we've had trouble getting physicians to use CPOE, these are all tools that have been shown to make a difference but what are the factors that keep them from being used?  I think what it is is there's a sort of delicate balance between perceived value and perceived effort.  In other words you could create this great hand-off tool and every time we handed off a patient to somebody else, we could spend 45 minutes giving them everything.  That's not going to work because the amount of effort is not going to balance the amount of value.  And this gets us into the completeness versus brevity.  And unfortunately cutting and pasting is a very fast way of putting a lot of information there, trouble is it's not edited so if you are covering and all of a sudden here's a patient you don't know, you look him up, and you have to read through the whole EMR which sometimes some of these tools could be, you're not going to get to the point.  So I think the challenge here really is to coming up with something that balances the two.

So basically, and the data I'm referring to, this was done by our HSR&D group, we have a HSR&D center of excellence for implementing evidence-based practice, which is very hard to say.  They're really looking at the whole issue as to why, here's what the evidence says, here's what we do in practice, why do we have this huge gap?  And so as I mentioned, we had actually a predecessor to the CAIRO tool that we had been using for some time, and they actually started to look at what was good about it, what was not.  So the first aim of the study was to evaluate information transferred using the hand-off tool, and what they found was it was well accepted by medicine residents, 96% of all hand-offs used the tool.  70% contained the automatically pulled progress note, which again I think is a bit long.  But they discovered significant omissions.  To me the one that just astounds me is the provider name and number.  And what it really tells us is that that required one house staff to put that information in there, and because they didn't, because it required extra effort it wasn't being done.  The perceived value wasn't there until you happened to be covering, and then it's going to be a big deal.  Allergies, code status, at that point it didn't pull that information automatically.  And basically the ones that pulled off data automatically had higher inclusion rates.

And this is just a breakdown of the different elements.  As I mentioned, only about 72% of the notes had provider pager number, or 90% provider name.  Obviously the patient name, social security number, age, and sex, which are all pulled straight out of the electronic record, 100% there.  Patient race, that's actually not a pulling error, that's just because a very large number of veterans don't have race.  I'm not even sure why we bother, in most cases it's not significant information, but it's more a VA database error.  Patient location, med list, allergies, and code status.  It's the last two that are probably of the most concern if you're covering for a patient that you don't know.

The second aim was to refine the tool, so they asked the residents what they saw as benefits or changes they could make.  48% indicated either an unanticipated patient even or an event that required additional information.  So about half the time the note did not cover what you were being expected to cover.  If you are called, you see this patient, and you realize that there's missing information.  And this reinforces Divya's point, they really felt that you needed to have both a face to face and a written document.  And then most indicated a preference toward receiving a list of anticipated problems, which helps you plan for what's going on.

Other suggestions, that they wanted the current medication list, the assessment/plan, patient identification.  They want it to be portable, and this is the big issue, this is still where even with something like the CAIRO tool we have this problem, it generates a bunch of paper because it needs to be portable.  On the other hand that raises the issues of cyber security loss.  And then the point about needing to anticipate the problems, needing to be easy and fast, and code status.

Some suggested refinements were again we've talked about the code status, assessment, it was lengthy, and this is in its older format, and this really did inform what they've done.  

And then they discussed some of the barriers and facilitators so at that time the assessment/plan extraction tool didn't work, there were errors in extracting the medication.  Several reported that the system was not available, again these are all things that we've addressed.  Residents found the print-outs too cumbersome, a to-do list, and there was an issue of there was no way to repeat it.  And again I think these are real residents talking about what they valued in this and what it's not, and as you start working through this at your medical centers it's definitely worth considering.  

And at this point I was going to show you some examples of the CAIRO tool, they got edited out.  It's just one of those things.  I'm going to now talk about hand-offs and patient flow.

And again, I showed this at the 262 presentation, and the reason I'm going over this and why I'm actually doing both sessions is because it is very, very important that we as providers, as physicians in the VA, know that this stuff is going on.  The FIX collaborative and the interest that the VA is now paying to inpatient flow will be as transformative to what we do on the wards as ACA was to the clinics back in 1998.  So it's going to be a wild ride, there's going to be a lot of attention, all of a sudden we're going to see all sorts of performance measures to do with length of stay and the like.  And what I'm going to share with you right now is just some of what's being discussed.  I cannot tell you for sure if you're going to see it in this form, but there's a couple of concepts that are really important to be aware of.  They're starting to talk about something called OMELOS.  OMELOS is observed minus expected length of stay.  They're already doing it for the ICUs, the plan is to expand that to the wards.  There's talk about having 100% utilization management.  And then this is a third approach, it's based on the Millman and Robertson model, and basically what they're doing, the concept here is avoidable days of care.  And what's interesting about it, and the reason I'm going to talk a little bit about this is that both the OMELOS, which is VA generated, and the Barbara Manning type data is actually risk adjusting.  So you can't say my patient's different because they are actually matching on a large number of criteria.  It's risk, comorbidity, age, all that adjusted.  So this started off actually as a planning document, which is how many beds are we going to need in 2020?  To me it's just crazy, I can't even predict how many beds we need in two years.  But this is what Barbara Manning was changed with, and so what they've done is started building models to this end.  And basically what she was charged with is okay, so we're going to have the FIX collaborative, we're going to improve patient flow, patients aren't going to be just occupying beds, so what impact is that going to have on the number of beds the VA as a whole will need in 2020?  It's robust in the sense that they're looking at potentially avoidable complications and adverse events.  Medicare is getting on board, I saw on the plane coming down here they're going to stop paying for medical errors.  There are certain dot drg's and diagnoses that if it happens, the hospital is going to be expected to absorb the cost and they're not going to pay for it.  So if you have a ventilator acquired pneumonia, they're not going to pay for it.  This is a move that's going on both within the VA and outside the VA.  

The point that they're using is this concept of a well-managed benchmark, and basically what they're looking at is all 570 DRGs.  They adjust for other statistically significant variables including things like diagnoses, procedures, admission source, discharge disposition, age, and gender, which accounts for 80 or 90% of the variability.  The rest is attributed to inefficiency.  So they come up with this concept of potentially avoidable inpatient days of care.  Nobody has zero, everybody has some.  The question is how big is your some.  

And they really focused on the concept of quality.  First of all there's this definition of with the appropriate infrastructure.  What it's really saying is the hospital really has to have the capability.  You can't offer quality care if you don't do enough of a procedure to actually be doing it that well.  They're talking about best practices achieve the lowest utilization without adversely affecting the quality of care.  And actually I thought it was really funny, they specifically exclude what they call tightly managed delivery systems.  That's the HMOs that push you out the door to meet some arbitrary number and they exclude them because that's not consider effective utilization, it's sacrificing quality for speed.

Interestingly, when the VA was benchmarked against the private sector we do pretty well.  Some VAs.  The more benchmarks you have, meaning you are at the lowest avoidable bed days of care for that DRG, the better you are.  So there are VISNs that achieve between 4 and 130, the 130 being very good considering that in the private sectors the top Medicare hospitals achieve between 68 and 143.  So we do have VAs that are doing very well with inpatient flow, and they happen to be in VISNs 18, 19, 20, and 23, just in case you're interested.  And so the benchmark for Medicare are well-known, respected hospitals.

I throw this up here just because inevitably we get into these discussions at least in our VISN, well it's that little hospital that has six patients a day and four beds that does well, they're not a real hospital, they don't have residents.  Well the best performing hospitals in Medicare are big, academic hospitals.  Case Western, Harvard, Duke, University of Mass.  So the point is we can't argue that somehow we're different.  These are teaching hospitals that are achieving these benchmarks.

As far as the VA goes, we average for medicine 37% of our bed days of care are avoidable, meaning they're wasted.  Surgery, 45%, psych 53, substance abuse 51%.  The best VAs achieve a medical avoidable days of care of 9%, surgery at 29%, psych of 7%, and substance abuse of 11%.  So as I said, there's going to be very likely some sort of a ranking system where directors are going to get pressured to start looking at their avoidable bed days of care.  There's been improvement both within the VA and outside of the VA, but we still lag.  The Medicare average is 27%, we're at 37% for medicine.  Surgery 45% and 25%.  53 and 56%, so we're pretty good in psychiatry as compared to Medicare, and substance abuse is 51 to 44%.  The point here, and again, is that we need to be talking about quality, but at the same time thinking about what is it contributing to the patient staying longer.  Is it because we had an error, which is the hand-offs.  Is it because we couldn't get the patient admitted to the nursing home care unit on a Saturday?  That's what they really want us to start looking at.  

So as far as how do you achieve the well-managed benchmark?  You minimize potentially avoidable complications, infections, electrolytes, medical mishaps, which is really the hand-offs issue.  Case management and disease management, flow management, active discharge planning.  A question came up in the last session that apparently it's going around some of the medical centers about writing discharge orders the day before.  My reaction to that, and I'm putting sort of my FIX collaborative hat on here, is that makes no sense.  If you can really write the discharge orders the day before, the patient should have gone home the day before.  And I think what it's going to lead to is patients behind held to meet a metric.  What should be happening, particularly if you know this is a difficult to place patient, they have social issues, that should start at the beginning, not the day of.  Use evidence-based clinical practice guidelines and then implementing utilization management programs.

A little bit about the FIX collaborative.  The intent as I mentioned is to improve inpatient flow.  What they really want us to look at is inefficiencies in the system, what is value adding and what's not.  The example I used is the Suez Canal.  Before the Suez Canal was there, to get from England to India you had to go around Africa.  If your goal was to get to India, not just to take a long sea cruise, that was not particularly value adding, so they dug the canal and knocked a couple of weeks off the shipping time.

As I say, we're applying systems redesign to inpatient.  The key statement here, and the first time I heard this I thought that's it, the benchmark, the goal here for all of this is that physiology, not inefficiency, should determine the length of stay.  Is the patient staying because we can't get an MRI, or is the patient staying because they have comorbidities and it's going to take them longer to heal?  And it's really on a patient by patient basis, and I think that's something we can't lose track of as we start moving forward with this.  

There's five collaboratives, and again one way or another you'll all engaged in this.  

The challenge as far as I'm concerned is this whole issue of us trying to oversimplify this.  It is very complicated, for the first time we have to look at the whole care system from one end to the other.  It's not the simple outpatient flow, demand, for those of you who've gone through ACA, supply, backlog, and the like.  I liken it to the Mississippi Delta where the water flows in all sorts of directions and sometimes the tide comes in, the water actually flows backwards.  To me that's what inpatient flow looks like, it's very complicated.  

And this is really a simple view, quote-unquote, very high level of how patients move through the VA.  They come in from non-VA facilities, other VAs, ambulance, clinics, home, they come through the ED, they come straight to patient care units, they go through ICUs, move back and forth, OR, diagnostic services, treatment services, all of those are hand-offs.  And then we have to send them off to non-VA facilities, other VAs, long-term care facilities, and home.  All of those represent hand-offs.  All of those represent places where mishaps could happen.  

And then on top of that you have the issues of right within the individual shift to shift.  Even when you get to something as simple, quote-unquote, as discharge.  You're looking at multiple steps and multiple places where communications can break down.  

And I really do think that we can improve flow through some of the new tools, and again, those were edited out.  

So with that I'm going to turn it over to Tom.

According to the schedule I'm on there as Robert Russell, it's Robert Thomas Russell, I do live.  I migrated to the Orlando VA effective August 6th, so this presentation has been developed for six months, seven months or whatever.  And you can see, for those people that don't know Mel, Mel used to be a CAC up in Altoona, he's now in Orlando also.  This program was actually put together to take a look at a couple of things.  One, to give you an example of a part of the hand-off communication, and also to give you an idea of what's happened in terms of how to look at it from an outpatient perspective.  And with that let's move right along.

What is hand-off communication?  We all know what that hand-off communication is.  It's a method of providing information to others that are taking over for the care of that patient.  It provides a clear delineation of who is responsible for the whom, what, where, and why between the now and the next provider.  That's the best definition I could come up with.  It promotes a team approach to the care of patients, and it increases the sense of comfort by the feeling that everyone is onboard as far as the patient's perspective.

The team by definition is two or more people trained and organized for achieving a given purpose.  Where does it occur?  Anywhere there are patients and there are teams that need to communicate.  What's the content?  The content usually involves those key items or elements that are mostly important to the care of the patient.  How does hand-off communication occur?  Obvious by the earlier presenters, you can see it occurs verbal, written, and electronic formats.  

I do want to mention before we go any further, one of the items that I wrote down yesterday while I was attending one of the classes, there's a class on should providers send e-mail information that was given by four folks yesterday, and I see some of the folks that presented that class yesterday here, and I wrote down this is the basis for a lot of emphasis to where we ended up going towards the direction that we did for this program here.  The issue, for Altoona at that point in time it was what was the most effective, comprehensive, and secure method or process that can be instituted to communicate the care or surveillance of patients needs.

The perceived problem, and I have an emphasis by those not involved in the direct care of the patient.  There were those individuals that felt that that perceived problem, that that could be handled at a much higher level of the organization versus that at the ground level.  The issue at hand here is the documentation by medical service assistants or MSAs, or patient service assistants as we had defined them in Altoona, in the progress notes section of the electronic record, that that perception that that was inappropriate for them as clinical team members, now we defined them as clinical team members because when we designed primary care there were three essential components.  That was the provider, that was the nurse, and that was the clinical administrative person.  And then you went out a little further and you found the pharmacist, then you found the social worker, and you found that whole group of people supporting that.  Going on that premise we really wanted to take a look at what was the established regulations for that to occur, and we did a lot of investigating.  We looked into 1907.1, we looked at the ones on 6301, and we really wanted to take a look and make sure that we were in compliance to that.  Well prior to this establishing a process action team, we needed to establish a method, overall was we needed to establish a method of communicating the needs without documenting in the medical record.  The end result to that was they ended up actually, and I'll show you this on the next slide, we actually ended up looking at, 

the teams actually developed hand-written communication sheets.  We went from going through this beautiful electronic record and then all of a sudden the teams were reverting back to the clerks were actually on March 14th there was a drop dead date that said effective this date these folks will no longer be a part of the clinical team essentially.  So what happened was you had all these communication sheets being shuffled from the clerk documented, and then handed off to either the nursing person or the physician, and then the nurse was actually putting that information into the electronic record.  Well here you have people that are typing like this versus typing like this.  And there's delay in care and some other issues.  

So with that in mind we looked at the impact.  Well obviously the impact began with the timeline of care.  Actually the timeline of care, if you think about it, and you all know this, the timeline of care begins whenever the patient comes in for that initial contact, or calls on the telephone, or whatever that initial contact.  And 90% of the time it's going to be who?  It's going to be the clerk.  It's going to be the clinical administrative person that's going to be getting that phone call first.  You have to establish some beginning, we lost that whole timeline from when that person contacted the VA or their team to the time that actually some sort of documentation entered the record.  That's very valuable information to know.  So what we ended up doing was by going the paper route we found that there was an increased potential of really losing paper documentation and all of the nightmares that can follow.  I put a couple down here, provider mailboxes, how often you as a provider, for those physicians in here and those nurse practitioners or Pas that are in here, how frequently do you check your mailboxes.  At the end of the day, noontime, when I have a coffee break, something like that, on the way going through to other responsibilities.  And obviously they were checked infrequently.  Folders in chart racks outside of doors, you know that nightmare.  The hand-off carried copies, for those situations they had developed folders, different colored team folders that would go up and the clerk would put them in the folders.  Well, if they're outside in the hallway next to the chart rack, that wasn't going to work either.  Then laying down communication, specifically walking into the exam rooms, laying them on the provider's desks, because we have a three-room concept in Altoona and what happens is that provider is going to rotate between rooms, so what happens is then you end up with that type of an issue where you are actually losing or misplacing the communication.  And also the misfiling of documents in different folders.  And if you sum the all up, the HIPAA issues just go on and on and on.

I placed the next thing up here, the revolt.  It gives you an idea of the impact it had on the teams and I say not only primary care, this was actually instituted in behavioral health, in all specialty clinics, and also in the primary care teams.  The complaints were consistently rising to the office of the director through the quadrad, and what happened was as of March 16th through a couple of months to try to see if those services responsible for those folks actually could resolve that issue in a much more reasonable manner, it was not being resolved, it just kept getting bigger and bigger and bigger.  Then I said down here the verbal communication with the director on his hospital rounds, and many times his hospital rounds were going out to have a cigarette outside, so that's what part of his rounds were, and that's probably where he met some of his physicians outside saying this is not working.  And also the increased complaints by making more complaints surfacing from patients that were coming through the door, or phone calls in terms of their lack.

The survey of the problem, the director actually assigned this originally to the associate director and he assigned it to the health information service and also one of the CACs that was involved in the health information service, and they were to submit their findings after going around and actually interviewing the staff.

Well we found out after that memo went through that there was a major problem in a lot of that communication.  What it ended up being is after our leadership team met in the morning the medical center director's office was right next to mine, which was right next to the Chief of Staff's office, and he walked in my office and said I want you to do a process action team, you're going to do these following things.  Delegated it to me, report directly to me on all occasions, give me an update on a weekly basis.  And then also to the quadrad in the morning meetings.  The health services assistant was assigned to address those concerns, specifically addressing those issues addressed in that memo.  

The team.  Being oriented, being a behavioral health person clinical specialist in behavioral health and having a background and knowing a lot of the primary care teams because I'd been there for 20 years I was involved in most of the hiring of the staff and also being a small rural access hospital you get to know people very well.  What I decided to do at that point in time is to involve those closest to the issue or the problem.  And this is what we did.  We designed a process action team, and these are the folks that actually comprised that.  We did that for a reason.  That was a very large group of people, a very vocal large group of people.  Three physicians, two from the home-based clinics and one from the community-based clinics.  Four RNs from those specialties.  Three clinical administrative folks.  Our risk manager, who was once a part of the primary care team as a master prepared nurse, has a background in inpatient.  Two CACs, one was a non-voting advisory member and I'll get to that in a moment.  One union representative who's the vice president of the union.  HIMS supervisor and I'll get to that non-voting advisory member, and myself being the chairperson.  Large group of people.  One of the things that we felt from the very beginning, we had to have video conferencing capability so that we needed to make sure that those in the community-based clinics and those in the hospital-based clinics were actually involved.

The plan, this sounds rather aggressive but I'll address that in a moment.  Meeting times, twice per week, Tuesdays and Thursdays from 9 to 10.  We start sharp at 9, we stop at 10.  As those providers in the room, you have responsibilities, and you wanted to be involved but you wanted to make sure that that impact was as least of an impact as possible.  Again going back to the video conferencing room, we start sharply at 9, end at 10, and that actually promoted a lot of buy-in from our providers, and also from the nursing staff and also from the team clerks.  We had six weeks of meetings, that meant that we had to get things done very quickly.  Research tells you, and you all know this, the longer something goes out the lesser you have resolution to the problem.  So we decided we were really going to do this very aggressively.  Spell out a timeline, what was due when with the team members, and those team members knew from the get-go everybody was going to have a responsibility and an assignment every Tuesday and every Thursday, and they have to come back with resolutions to their issue.  My issue was basically to keep them on track.

Define the problem, we defined the problem, there was clarification of the assigned charge of the group, and we actually even had a recorder.  Because of the turnaround we had to have a recorder.  Now all of the information that was being recorded was coming back to me and me alone.  It was not going to the quadrad, because that promoted a lot of open communication, discussing issues and things like that.  A review of the status of the problem.  We started at where we started with the process action team.  We don't really care about what the history was, where we were, and all that other stuff.  From this point on we're going forward and not looking back.  And that was a real key issue because there are some people that like to go back and blame somebody.  We're going to get rid of that right from the very beginning.  Define the generalities, and you know the flip chart issues.  We had 23 flip charts on the wall to start off.  And then we went from there to get input from everybody, and everybody had an action and go from there.  

Their work.  I emphasize their work.  It went from everything the process action team and everything else to their work.  This is what they did by the 8th meeting.  By the 8th meeting we were actually up and running completely with three templated progress notes that were designed by the teams, by the CACs, and their input by the physicians, the providers and the CACs, and I'll show you an example of that.  

This is what was formulated after the 3rd meeting.  I apologize for it being fuzzy, and at this point in time we want to make sure that you all get a copy of it.  There's a lot of slides to follow this, and when I first initially submitted this it was actually going to be a poster presentation, but for the purpose of they asked me to participate in this discussion and I thought it was a really good way of getting this information out.  It gives you an example of a flow diagram here.  This is a primary care communication note that was established.  The red, green, and the blue actually talk about what specific notes were going to be addressed in those areas, and you can follow the color diagram the whole way to resolution of each one of those.  

This is the clinic team note that was designed for specialty clinic.  That again goes down to what areas we were specifically talking about.

And then the third one had to do with behavioral health net.  And that again goes back to, and I can honestly tell you that these were actually designed by the people that were from the very beginning that were involved.  And you had clerks, and you had people that had a great wealth of knowledge of what works and what doesn't work.  We had people that were RNs for 25 years, experienced, that were learning from providers that had their own perspective of what impacted them.  This was the end result within 8 weeks.

The simplest way of putting this out was the MSA.  We titled them as communication note, med reconciliation note, and letters/fax/1010m note.  Now when I go back down to the letters/fax and 1010m notes we have a state vets home that actually sends a lot of their patients to us.  It's a rather large one, and they communicate to us on their 1010m's, the old 1010m's, so they fax them to us.  To get those properly filed and scanned and everything we wanted to make sure we had a templated note that would address those.

Obviously this is an example of the MSA communication note, and you can see by picking the note, you go in, you pick out the note, 

and it opens up.  Now one of the things, again I'm going to apologize for not being able to go through these in detail, a lot of these notes, but I'm going to go through these.  These are on the web so you can take a look at them.  There's radio buttons and there's boxes that one of the key things that we wanted to make sure was, and this was actually at a request of the administrator, the clinic team administrative people, they were very uncomfortable with writing down dosages.  They can't write down dosages because there's a transcription issue there that there's mistakes being made.  So what we did is we incorporated a lot of their ideas into limiting their free texting, because that's the issue.  You have to be careful because you have people that are writing in commentary, and you have to avoid that commentary.  You don't give them the opportunity to write that.  So what happened was the limited free context we ended up when you click those buttons you ended up with areas that you could check, and actually as you go down through that, this is the communication note, you can see it looks like it's very long, it's very accurate and very, very good.  And you can see where we pulled over the medications.  The history of medications actually get pulled over, so there is no, if this note was going to be sent to a provider or a nurse, those accurate medications were pulled over automatically so there was no issue with anybody doing anything that was not appropriate.

And then the very bottom of this, we wanted to make sure that it was forwarded to the appropriate personnel so we put the identifier at the bottom.  This had to come up as an identified signer.  Please make sure that we put an alert at the bottom at that box.

And what happened was we ended up getting that information sent to, now that looked like a very long box, by the time it was done an average note was no more than I would say between an inch and a half and two inches long.  So it doesn't fill up a lot of text, or a lot of space on the progress notes, but it was very, very helpful for the staff.  Next one was again the communication med request, 

again click your note, it opens up, those requests.

And then finally the MSA PSA note.  

The neat part about this is, and I'll give you an example as soon as I'm done talking this slide, the current status, Altoona is considered a rural access hospital.  In the first week we took a look at how many notes we did for a small hospital.  We did 950 to 1000 electronic notes with those teams.  We rolled that out the first week, we had 95% compliance with those teams that we just rolled it out and did the education and then rolled it out after reviewing it with the quadrad.  We rolled it out and then after that we monitored it every day for four weeks, and on an average we ended up with 97% compliance with what we had been monitoring.  The big concern with a lot of the providers is the amount of identified signed notes that you're going to have crop up.  But the nice part about that is you can pick and choose what you're going to address right away and what you're not going to address right away.  And the providers liked that.  They saw all these notes at first, but then they ended up saying you know what, I like this idea because I can go through my notes, I don't have to deal with paper, and it's already in a progress note.  So that was the positive end to that.  On a great side to that from an employee standpoint, the employees actually had an opportunity to actually participate in a resolution to an issue.  An issue that impacted them.  And actually from their standpoint, after the team left and actually primary care had resolved the issue we had some things that we had to check every once in a while and monitor for up to six months later, but overall the buy-in was incredible, and actually from that standpoint they actually came back to you and said hey, next time you have a process action team let me know because I want to participate.  So you had an opportunity to do a number of different things at the same time to seek a solution to which they were intimately involved in.  

And with that, that would be the question.
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