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Medication Reconciliation
Learning Session for Rural Hospitals
Tuesday, May 17, 2005
8:30 a.m. to 4:00 p.m.
Arizona Health Sciences Center Arizona Health Sciences Center
4001 North 3rd Street, Suite 415 1501 North Campbell Avenue, Room 3230
Phoenix, Arizona Tucson, Arizona
AGENDA
8:30 a.m. Welcome and INtroductionsS ..........cccoeeveeeeeiiieeecieenn. Debra L. Nixon, MSHA, BSN

Vice President, Corporate Development, HSAG

Howard J. Eng, MS, DrPH, RPh
Associate Director for Education and Research, Rural Health Office

9:00 a.m. Medication ReconCiliation ..........ccccccovcvvreiiciire e Linda K. McCoy, Pharm D
Director, Clinical Patient Safety, Banner Good Samaritan Medical Center

10:00 a.m. Break

10:15a.m. JCAHO Requirements for Medication Reconciliation.......... Kurt A. Patton, BS, MS
Executive Director, Accreditation Services, JCAHO
11:15 a.m. Introduction to the 8th Scope of WOrk .........ccccoevvevviiniiiece e Debra L. Nixon

Judith Richard, RN, MS, CPHQ
Clinical Quality Specialist, HSAG

12:00 p.m. Lunch

1:00 p.m. Implementation of Medication ..............cc....... Diane Brunelle, MS, RN, CNAA, BC

Reconciliation in the Rural Hospital Nurse Manager, Franklin Medical Center
Greenfield, Massachusetts

2:00 p.m. “Saving 100K Lives Campaign” from IHI ..................... Adda Alexander, RN, MBA
Executive Vice President, Arizona Hospital and Healthcare Association

2:45 p.m. Break

3:00 P-M. YOUI NEXE STEP? .. Judith Richard

3:45 p.m. Wrap Up and EValuation...........cccooeiiiiniiinieeeeccesesee Debra L. Nixon

4:00 p.m. Adjourn



Learning Objectives

The primary objective of this learning session is to provide participants with knowledge,
processes, and tools to improve understanding of medication reconciliation efforts both
nationwide and statewide.

Upon completion of the program, participants will be able to:

o Discuss how to enhance the quality of care through an understanding of medication
reconciliation.

o Describe the methods used to create a successful initiative for rural hospitals that are
committed to sharing and spreading patient safety information, activities, and
successes.

« Understand the resources and tools available to assist in a medication reconciliation
quality improvement project.

o Discuss lessons learned and benefits obtained from other hospitals implementing
patient safety initiatives.



Speaker Biographies

Adda Alexander, RN, MBA

Ms. Alexander is the Executive Vice President for the Arizona Hospital and Healthcare
Association (AzHHA). She has operational and financial responsibility for the AzZHHA
communications, education, finance, and support services departments; as well as for the
grant administration for the Campaign for Caring project. Ms. Alexander also serves on
the board of directors for the Service Corporation—a $2.5 million for-profit branch of the
association—and provides executive support to the Arizona Patient Safety Initiative, the
Nursing Leadership roundtable, the Human Recourses’ roundtable, and the Chief Medical
Officers’ roundtable. Prior to AzHHA, Ms. Alexander was Chief Nursing Officer and
Vice President of Patient Services at Maricopa Integrated Health System. She has over 30
years of health care experience, as well as a master’s of business administration degree
from Century University, and a Nursing diploma from Methodist Medical Center in
Central Illinois. Ms. Alexander is an active member of the Arizona Nurses Association
and the American Nurses Association.

Diane Brunelle, MS, RN, CNAA, BC

Ms. Brunelle is an experienced nursing executive with diverse and progressive health care
management experience in small and mid-sized community hospitals, as well as a large
tertiary care medical center. Ms. Brunelle is currently the nurse manager of the emergency
department at Franklin Medical Center. In this role, she is responsible for clinical, human,
and fiscal direction of the emergency department and is also the chair of the Medication
Reconciliation Task Force. She completed her bachelor’s of science in nursing at EIms
College in Chicopee, Massachusetts and her master’s of Science in Nursing Administration
at the University of Massachusetts. She has served as a consultant with the Massachusetts
Coalition for the Prevention of Medical Errors and was Assistant Vice President of Nursing
at Holyoke Medical Center.

Howard J. Eng, MS, DrPH, RPh

Dr. Eng is the Associate Director for Education and Research of the Rural Health Office,
Director of the Southwest Border Rural Health Research Center, and Assistant Professor
at the Mel and Enid Zuckerman College of Public Health, University of Arizona. Dr. Eng
has 30 years of experience in health care and training that includes health services and
policy research, health economics, epidemiology, public health, and pharmacy. He has 20
years of teaching experience and has served as a faculty member of the Colleges of
Pharmacy, Medicine, and Public Health. Dr. Eng’s research interest include: issues
related to access to health services, especially for the socioeconomically disadvantaged
and underserved; minority population and health disparities; border and tribal health;
health care financing (i.e., managed care, Medicare, Medicaid, and the Children’s Health
Insurance Program); barriers to health care utilization; health care delivery systems;
health care quality improvement; and pharmaceutical usage patterns.



Speaker Biographies

Linda K. McCoy, Pharm. D.

Ms. McCoy is currently the Director of Clinical Patient Safety at Banner Good Samaritan
Medical Center. She is the past president of both the Arizona Pharmacy Association and
the Arizona Society of Health System Pharmacists. For the past several years, Dr.
McCoy has focused the majority of her attention on medication error reduction efforts
and has presented to numerous state and national organizations on the issues related to
medication errors. Dr. McCoy is currently co-team leader for the JCAHO Medication Use
Function for the Arizona Division of Banner Health and serves as a member of the
Banner Health Patient Safety Consultation Team. In January 2002, Governor Hull
appointed Dr. McCoy to serve a 5-year term as a member of the Arizona State Board of
Pharmacy where she is currently Board President.

Debra L. Nixon, MSHA, BSN

Ms. Nixon is the Vice President of Corporate Development for HSAG and is responsible
for developing collaborative professional working relationships with health care partners,
identifying new business opportunities, oversight and direction of new product
development, and marketing and sales. Ms. Nixon has over 20 years of health care
management and consulting experience in managed care, health claims, and health care
quality improvement. She has a master’s of science degree in health administration from
the University of Colorado and a bachelor’s of science in nursing from the University of
Phoenix. Ms. Nixon is an advisory board member of the University of Arizona School of
Nursing as well as a committee member for the Governor’s Council on Aging. She is also
a member of Arizona HealthQuery, the Interim Health Care Advisory Committee, the
Healthcare Administrators Forum, Women in Healthcare, and the Arizona Rural Hospital
Flexibility program. In addition, Ms. Nixon serves as an adjunct professor at Grand
Canyon University School of Nursing.

Kurt A. Patton, BS, MS

Kurt Patton, is the Executive Director of Accreditation Services at the Joint Commission
on Accreditation of Healthcare Organizations (JCAHO). In this role, Mr. Patton is
responsible for working with accredited organizations seeking to be re-surveyed and new
organizations seeking accreditation. He oversees staff involved in pre-survey support and
analysis of organizational data to design a survey duration and complement as well as the
logistics and routing of surveyors throughout the nation. Mr. Patton also supervises the
post-survey process, which includes issuance of accreditation decisions and reports as
well as monitoring the organizational database for intra-cycle monitoring events. In
addition, Mr. Patton is responsible for business development in the Hospital
Accreditation Program. Before joining the Joint Commission, Mr. Patton was the deputy
director for the Division of Strategic Initiatives and Managed Care in the New York State
Office of Mental Health. In that position, he was responsible for analyzing national health
care reform trends and planning managed Medicaid, Medicare, and community support
initiatives designed to serve individuals with serious mental illness. Previously, Mr.
Patton served as the administrator for a state operated behavioral health managed care

-



Speaker Biographies

program and director of the Bureau of Health Services. Additionally, he has lead or
participated on a number of statewide task forces on such diverse subjects as assessment
procedures for admission to special needs plans, strategies for serving individuals with
HIV disease, management of tuberculosis, and improved purchasing practices in state
facilities. Mr. Patton earned his bachelor’s degree in Pharmacy and his master’s degree in
Institutional Administration from St. John’s University, Jamaica, NY.

Judith Richard, RN, MS, CPHQ

Ms. Richard is currently the Acute Care Team’s Clinical Quality Specialist for rural
hospitals at HSAG. She has been with the company since 1988, and brings over 20 years
of clinical nursing experience in a variety of settings, including hospital medical/surgical,
home health, nursing home, and psychiatric. Ms. Richard is Certified Professional in
Healthcare Quality by the Healthcare Quality Certification Board and has a master’s of
Science degree in nursing from Arizona State University.
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_earning Objectives

e Discuss how to enhance the quality of care
through an understanding of medication.

e Describe the methods used to create a
successful initiative for rural hospitals that
are committed to sharing and spreading
patient safety information, activities, and

SUCCESS.




_earning Objectives

 Understand the resources and tools
avallable to assist in a medication
reconciliation quality improvement
project.

e Discuss lessons learned and benefits
obtained from other hospitals
iImplementing patient safety initiatives.




Housekeeping

Restrooms
Pagers/cell phones on “vibrate”

Archive available on Arizona Telemedicine
Program (ATP) Web site

— http://video.biocom.arizona.edu/video/
— Microphone etiguette

— Camera etiquette

— Question etiguette

Lunch at high noon g




Introductions

Howard J. Eng, MS, DrPH, RPh
_inda K. McCoy, Pharm. D.

Kurt A. Patton, BS, MS

Diane Brunelle, MS, RN, CNAA, BC
Adda Alexander, RN, MBA

Judith Richard, RN, MS, CPHQ
RHO Staff




Improving Rural Hospital
Quality through Collaboration

Howard J. Eng, MS, DrPH, RPh
Assocliate Director for Education and Research
Rural Health Office

Contact Information:
520-626-7946 x 237 or aeng@coph.arizona.edu

THE UNIVERSITY OF

ARIZONA.

MEL AND ENID ZUCKERMAN
CoLLEGE OF PuBLIC HEALTH



Rural Health Office and Health Services Advisory Group
Arizona Rural Hospital Flexibility Program
Quality Improvement Workshops/Seminars

A Three Quality Improvement Programs

. Two-Day Pneumonia Quality Improvement
Workshop in June 2003

. Congestive Heart Failure Quality Improvement
Videoconferencing Seminar in July 2004

. Maedication Reconciliation in Rural Hospital

Quality Improvement Videoconferencing Seminar
May 2005



Rural Health Office and Health Services Advisory Group
Arizona Rural Hospital Flexibility Program
Quality Improvement Workshops/Seminars

A Model for Improvement

. Effective in making small changes that will impact
guality outcomes

Plan, Do, Study, Act (PDSA)

>

A Assessment of Quality Improvement in Rural
Hospitals

. Yearly Assessment of Quality Improvement
Changes

. Follow-up on Sustainability



MODEL for IMPROVEMENT

AlM What are we trying
» Reach agreement to accomph'sh?
on the aim

:

CURRENT How will we know

KNOWLEDGE that a change is

« Establish measures an jmprovement?
of quality

 Provide background

:

CYCLE for
Learning and
Improvement

» Increase knowledge
to develop a change

= Develop and test a
change (small scale)

» Implement a change

What changes can
we make that
will result in

improvement?

Model for Improvement (Source: Langley GL, Nolan KM, Nolan TW, et al. The Improvement Guide — A Practical Approach to Enhancing
Organizational Performance, Hoboken, NJ: John Wiley & Sons, Inc. 1996)



ACT

— What changes
are to be made?

— Next cycle?

PLAN

— Questions
and predictions.

— Plan to carry out

the cycle (who,
what, where, when)

STUDY

— Complete the
analysis of the data
— Compare data
to predictions
— Summarize
what was
learned

DO

— Carry out the plan
— Collect the data

— Begin analysis
of the data




Improvement Model

Participants

Select l
Topic Prework
l Identify l AN TN PN
Change g p = D
9 L Ko Ry
PI I Concepts Learning Learning Learning
a'n nin g > Session p| Session p| Session ——pp Outcomes
Gro U p 1 2 3 Congress
Supports
E-mail Visits Web site
(13 month time frame) Phone Assessments
Senior Leader Reports

Originally adapted for the Arizona State Diabetes Collaborative from materials developed by the Institute for Healthcare Improvement.



Medication Reconciliation

Preventing Medication Mis-Adventures

Linda K. McCoy, Pharm.D.
Director of Clinical Patient Safety
Banner Good Samaritan Medical Center
E-mail: linda.mccoy@bannerhealth.com
Phone: 602 239-2256




It's all about "SAFETY”

“Despite the widespread publicity of
the 1999 IOM report.....the nation
lacks a firm commitment to patient
safety” --- Lucian Leape, MD

“I would give our efforts an overall
grade of C+....” ---- R. Wachter, MD



PhyS|C|an s Perspective - 2004

1 Recent publication
1 Front Jacket Cover:

“Each year doctors
and nurses kill one
hundred thousand
Americans. By
mistake.”




Are we doing some equally stupid
things in healthcare?

1 |s treating a patient in the hospital
without knowing their previous drug
regimen risky?

+ Shouldn’t we know what medications the

patient is taking before we add additional
drugs to their treatment regimens?

1 |s discharging a patient with a handful of
prescriptions without knowing what
medications they have at home risky?



So why medication reconciliation?

1+ Whose 1dea was this?
+ Why should we do 1t?
1+ \WWhat difference will it make?




Background Information

1 Concept promoted by Institute for
Healthcare Improvement (IHI)

(www.ihi.org)
+ Roger Resar, MD — Mayo

1 Massachusetts Coalition for
Prevention of Medical Errors

(www.maocoalition.org)



Definition

1 Reconciliation is a process of identifying
the most accurate list of all medications a
patient is taking —including name,
dosage, frequency, and route — and using
this list to provide correct medications for
patients anywhere within the health care
system.

1+ Reconciliation involves comparing the
patient’s current list of medications
against the physician’s admission,
transfer and/or discharge orders.




Medication Misadventures

+ |OM Report (1999)

7000 deaths per year due to
medication errors

1 ADES
Estimated cost = $2,595 for all ADEs

Estimated cost = $4,685 for
preventable ADE




Why do this?

1 Chart review data:

Over 50% of medication errors occur at
Interfaces of care:
+ Patient admission to hospital

+ Patient transfer out of specialty units to
other nursing units

+ Patient transfer to step-down care (SNF,
LTC)

+ Patient discharge from hospital



IHI Initiative — 100,000 Lives

1 Starting January 2005 — Implement
key improvements — includes
medication reconciliation

1 Prevent “needless” deaths
1 Report the results — June 14, 2006
www. Ihi.org



JCAHO National Patient Safety Goal

1 Accurately and completely reconcile
medications across the continuum of care.

During 2005, for full implementation by
January 2006, develop a process for obtaining
and documenting a complete list of the
patient's current medications upon the
patient's admission to the organization and
with the involvement of the patient. This
process includes a comparison of the
medications the organization provides to those
on the list.




JCAHO National Patient Safety Goal

1+ A complete list of the patient’s
medications Is communicated to the
next provider of service when it
refers or transfers a patient to
another setting, service,
practitioner, or level of care within
or outside the organization.




Patient Safety

It’s the right
thing to do...

Potential to detect medication errors before they
happen....

Improve continuity of care for the patient.....



Medication Reconciliation

+ Errors that may be prevented
Failure to continue home medication

Failure to discontinue contraindicated
home medication

Failure to clarify dosage, frequency, or
route

Failure to recognize duplicate or missed
doses when change in level of care

Failure to discontinue unnecessary
medications when change in level of care




What is the problem?

1 Interfaces of care lack a process for
comparing the patient’s most
current list of medications against
new physician orders for admission,
transfer, or discharge.

Continue “home meds”
Discharge on “home meds”

Patient transfer orders listing critical
care infusions on medication records




How are medications reconciled upon
admission to hospital?

1 Patient’s home medications are compared
to the physician’s admission medication
orders.

1 Medication history:

Obtain from patient and/or family

If patient or family not able:
= Transfer form if from another facility
= Check with physician
= Call patient’s pharmacy
= Have patient’s medication brought in
= Search through recent records



How are medications reconciled upon
transfer within the hospital?

1 Patient’s most current medication
administration record Is compared
to the physician’s transfer orders.

+ Transfer with “same medications”
not acceptable order.



How are medications reconciled upon
discharge?

1 Patient’s reconciled list of admission
medications Is compared against
the physician’s discharge orders.

Avoidance of potential duplicate
therapy

Verification of dosing instructions

+ “Discharge on same meds” — not an
acceptable order.




How are medications reconciled?

+ Any medications, doses, routes,
and/or frequencies that do not
match must be “reconciled.”

1 Discrepancies are brought to the
attention of the physician.

+ Any resulting medication changes
are documented, thus
communicating the rationale for the
change to the healthcare team.



Keys to Successful Implementation

1 Teamwork

1 Commitment to the process by nurses,
pharmacists, and physicians is integral to
achieving success

1 Decentralization of pharmacy staff

1 Structural support
Policies & procedures
Standardization

1 Documentation tools

1 Computerization and automation
1 Staff training

1 Patient education




How are we going to do this?

1+ Most hospitals have developed a
special form for the admission
medication history....

+ Form Is completed by nurse who
admits the patient or in some
cases...

Pharmacist
Pharmacy technician
Other?



PHYSICIAN ADMISSION & DISCHARGE
RECONCILIATION FORM PLACE STICKER HERE
PILOTFORM
KEEP THIS FORM WITH
WITH PHYSICIAN ORDERS
"Home" Prescription & Over the Counter Discharge Medications
Medications Do Not
Product Name Dose Route or Resume at
(List only those meds | (mg, ml, gms How Topical Date & Time Resume at | Discharge
Order currently being taken) number) Often? Site of Last Dose | same dose to Home
o Already
oYes o No ordered O O
o Already
oYes o No ordered | O
o Already
oYes o No ordered O O
o Already
oYes o No ordered O O
o Already
oYes o No ordered O O
o Already
oYes o No ordered | O
o Already
oYes o No ordered O O
o Already
oYes o No ordered O O
o Already
oYes o No ordered O O
o Already
oYes o No ordered | O
Herbal Products NOT TO BE TAKEN IN HOSPITAL (Herbals will not be dispensed by Pharmacy.)
Date/Time Signature of RN Obtaining Medication History




This is not about perfection!

+ There Is no perfect form...
*+ There Is no perfect medication list...

START WITH SOMETHING!



Operational Pitfalls

This Is not going
to be easy!



Operational Pitfalls

1 Staffing issues
RN shortage
Sick calls, vacations

1+ High number of admissions, discharges,
transfers

1 Accessibility to pharmacists

1 Non-computerization of documents

+ Avallability of MD to do timely reconciliation
1+ Availability of inpatient & outpatient records
+ Non-compliance with the process

1 Uninformed patient populations




Can we do it together?

+ Follow the Massachusetts example
+ Form an Arizona Coalition

1+ Combine improvement efforts

Professional organizations — Medicine,
Pharmacy, Nursing, Quality, Healthcare
Improvement
1+ Share success stories — tools — forms -
Ideas

1 Provide consistent patient education and
encouragement to use a medication list



Sample Patient Medication Card

Allergies & Reactions:

Form No. B4-14 (Rev. 12/02) CMFI

Keep a current list of
every medicine you are
taking.

- Prescriptions

- Over-the-counter
medicines

- Dietary supplements
such as vitamins and
herbs

Make sure ALL your doctors
know what you are taking.
Give them a copy of your
list. If necessary, bring your
medicines with you so your
doctor(s) can see them.

My Primary Physician

Name:

City:

Phone:

My Pharmacy

Name:

City:

Phone:

Emergency Contact

Name:

Phone:

For your purse or wallet.

Keep with you at all times.

My Personal
MEDICATION
RECORD

Name

Phone

Provided by your family
physician and

SAINT JAMES - JOHN W. ALBRECHT
MEDICAL CENTER

Medication

Dosage / How Often

Purpose Date Prescribed

Prescribing Doctor




UNIVERSAL MEDICATION FORM
x *Fold this form and keep it in your wallet.
Name: Address:
Phone Number: Street:
Birth Date: City/State/Zip:
Allergic To/Describe Reaction: Allergic To/Describe Reaction:

List all prescription and over-the-counter (non-prescription) medications such as Vitamins,
aspirin, Tylenol, and herbals (i.e.: Ginsing, Gingko Biloba, St. John’s Wort). Include
prescription meds taken as needed, (i.e.: Viagra, Nitroglycerin).

DIRECTIONS:
USE PATIENT FRIENDLY
DIRECTION. DO NOT USE DATE Reason for taking/
DATE NAME OF MEDICATION/DOSE MEDICAL ABBREVIATIONS STOPPED MD Name




Patients:
Always keep this form with you.

Take this form to ALL doctor visits and ALL medical testing (lab, x-ray, MRI, CT, etc.). Take this form to ALL pre-
assessment visits for admission or surgery and ALL hospital visits (ER, in-patient admission, and out-patient visits).

Update this form as changes are made to your medications. If a medication is stopped, draw a line through it and record the
date it was stopped. If help is needed, ask Physician, Nurse or Pharmacist to help you fill out this form.

In the COMMENTS column, record things like the name of doctor who told you to take this medication. You may also add the
reason for taking the medication (high blood pressure, high blood sugar, and high cholesterol). Always keep this form with
you.

Tell your family, friends and neighbors about the benefits of using this form.

When you are charged from the hospital, you will get an updated form. This will be reviewed with you and you will be given a

copy. When you return to your doctor, take your updated form with you. Always keep this form with you. This will keep
everyone up-to-date on your medications.

HOW DOES THIS FORM HELP YOU?

By using this form, it

1.

Reduces confusion and saves time. You do not have to remember all the medications you are taking, the form does this
for you.

Improves communication. Provides doctors, health care providers and institutions with a current list of ALL of your
medications. Let’s you or your family members know exactly what medications are to be taken and when.

Improves Medical Safety. Medication interactions and supplications can be detected and corrected.



Can we make a difference?

“The names of the patients whose lives we save
can never be known. Our contribution will be
what did not happen to them. And, though
they are unknown, we will know that mothers
and fathers are at graduations and weddings
they would have missed, and that
grandchildren will know grandparents they
might never have known, and holidays will be
taken, and work completed, and books read,
and symphonies heard, and gardens tended
that, without our work, would never have
been.” Donald M. Berwick, MD, MPP

President and CEO
Institute for Healthcare Improvement




MEDICATION RECONCILIATION FOR
RURAL HOSPITALS

The Arizona Rural Hospital Flexibility
Program

Kurt A. Patton, BS, MS

Executive Director, Accreditation
Operations, JCAHO



WHO IS JCAHO?

E Private, not for profit accrediting body since
1951.

E Board of Commissioners — American
Hospital Association, American Medical
Association, public members, American
College of Physicians, American Society for
Internal Medicine, American Dental
Assoclation, American College of Surgeons.




The Joint Commission’s Mission

To continuously improve the safety and quality
of care provided to the public through the
provision of health care accreditation and related
services that support performance improvement
In health care organizations.




UNOFFICIAL ROLE

E JCAHO is the only national entity that is out
regularly looking at care delivery in the nations
hospitals.

E JCAHO can influence the rate of innovation or
technology transfer in the nations hospitals by
publishing a new standard or national patient safety
goal.

E Medication reconciliation wasn’t invented in 2005.




WHAT IS DRIVING HOSPITALS’
PATIENT SAFETY EFFORTS?

E Health Affairs Volume 23, Number 2.
A March/April 2004

E The most frequently mentioned initiatives
either explicitly noted they were designed to
meet JCAHO Initiatives, or mapped back to
JCAHO policies and requirements.

E The only frequently mentioned activity not
% directly linked to JCAHO was IT.




SENTINEL EVENTS

E Voluntary reporting of fatal errors or
permanent loss of functioning.

E Sentinel events that are voluntarily reported
are the tip of the iceberg.

A They are identified and known
A Legal 1ssues permit reporting

A Each must be accompanied by a root cause
analysis and action plan.

o



Sentinel Event Experience to Date

Of 2966 sentinel events reviewed by the Joint Commission,
January 1995 through December 2004

415
370
365
326
221
144
124
107
85
84
of
of
ol
49
011

Inpatient suicides

events of surgery at the wrong site
operative/post op complications
events relating to medication errors
deaths related to delay in treatment
patient falls

deaths of patients in restraints
assault/rape/nomicide
transfusion-related events

perinatal death/injury
Infection-related events

deaths following elopement

fires

anesthesia-related events

“other”

= 2966 RCAs




Root Causes of Sentinel Events
(All categories; 1995-2004)

Communication

Procedural compliance
Environ. safety / securit
Leadershi

Continuum of care

Care planning

Organization culture

O OS2 O 3O O > ORI 6 O 7 Ol S O O O 100




Root Causes of Medication Errors
(1995-2004)

Competency/credentialin

Procedural compliance

Environ. safety / securit
Leadership

Continuum of care

Care planning

Organization culture

% O OS2 O 3O O > ORI 6 O 7 Ol S O O O 100




Communication as a Root
Cause

E Mode of communication
A Oral (55%)
A Written (35%)
A Electronic (10%)
E Participants
A Among staff (60%)
A With or among physicians (25%)
A With patient or family (15%)
E Other communication issues
A Transcription
A Change-of-shift report

% A Paging systems




Attributes of Effective
Communication

E Complete

E Accurate
ETimely

E Unambiguous
E Understood




MEDICATION
RECONCILIATION

E NPSG Goal 8- Accurately and completely
reconcile medications across the continuum of care.

A A. During 2005, for full implementation by January
2006, develop a process for obtaining and documenting a
complete list of a patient’s current medications upon
admission to the organization, and with the involvement
of the patient. This process includes a comparison of the
medications the organization provides to those on the list.

o



MEDICATION
RECONCILIATION

E B. A complete list of the patients medications is
communicated to the next provider of service when it refers
or transfers a patient to another setting, service, practitioner
or level of care within or outside the organization.

E Applies to both hospitals and critical access hospitals, plus
behavioral, home care, long term care and office based

surgery programs.

o



MEDICATION
RECONCILIATION

E 2005 is the year to design, start and refine the
process.

E 2006 is the year the process is expected to be
completely implemented and will be
qualitatively evaluated during surveys.

E Execution of the process will be evaluated on
survey.




MEDICATION
RECONCILIATION- WHERE?

E Outpatient to inpatient admission.

E Transfer to a different level of care, ICU,
OR.

E Discharge.

E While hospitalized MAR to MD orders to
pharmacy profiles.

o



WHAT KINDS OF ERRORS
CAN WE HELP PREVENT?

E Errors of omission — someone forgets to
write and order for a maintenance medication
that the patient should be receiving.

E Errors of commission — someone starts a new
medication, because they incorrectly think it
IS part of the regimen, or it Is actually
contraindicated by history or diagnosis.

o



WHAT KINDS OF ERRORS
CAN WE HELP PREVENT?

E Errors of confusion regarding brand vs
generic terminology and payer or provider
formulary therapeutic substitutes.

E Errors in dose, frequency or form.
E Errors upon discharge back to the home

o
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PETE’S SOURCES OF MEDS

E VA Hospital pharmacy 45 minutes from
home.

E VA mail order system.
E Near by community hospital pharmacy.

E Near by community pharmacy using
prescriptions from community hospital.

o
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< DISCHARGE INSTRUCTION SHEET
DISCHARGE DATE:

L

Pain Management. Yés 1 No (|
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IHI SAVING 100 K LIVES

Reconcile medications at all transition points.
Reconcile upon transfer.
Reconcile discharge orders with MAR.

Reconcile admission orders with home
medication list.

E Consistency with JCAHO expectations.

rrl/ rrl/ rrl/ rrl/
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WHY IS THIS IMPORTANT?

E Poor communication is responsible for up to
50% of medication errors and 20% of ADEs.

E Poor communication is the most frequently
reported root cause submitted to JCAHO or
medication related sentinel events.

E Business case for

natient safety—Dbenefit In

not canceling procedures—start the

% reconciliation process in the home.



WHY IS THIS IMPORTANT?

E ADR cost avoidance which contributes to
length of stay.

E Avoid transfers back to ICU due to confusion
about medications.

o



STEPS IN THE PROCESS

E Verification — collect the list.

E Clarification — are the meds and doses
appropriate? lIdentify the gains and losses.

E Documentation — ID the rationale for each
new med and each med consciously not
continued.

N\

% Don’t duplicate existing process, refine it.




HOW DO WE START?

E Don’t re-invent the wheel, borrow forms, processes
and methods.

E Don’t allow perfection to be the enemy of the good.

E Don’t wait for CPOE or other technologic
solutions.

E Don’t wait for a big FTE increase to start.
E Nike motto — “Just do it.”

o




HOW DO WE START?

E Think innovatively.

E Obtain forms off web, distribute forms to
consumers.

E Use the phone interview, patient, family,
community pharmacist or physician.

E Involve your admissions staff in the planning as
most admissions are elective.

E Team responsibility not a single profession.
E Brown bag med analysis.

o




JCAHO INTERVENTIONS AND
TECHNIQUES

E Continual standards development and renewal.
E Sentinel event alerts.
E National Patient Safety Goals.

E New survey process (tracers) and surveyor
education.

E Partner with others — universal protocol, ISMP.

o



PARTNERING WITH
PATIENTS

E Use Patients/Family as error partners

o

A Instruct patients on clues to medication ‘changes’
A Teach patients about medications
A Teach patients actual names/doses

A List medications & schedules at bedside for
patient/family

A Teach patients to aid “five rights’ rule



BARRIERS TO SUCCESS

Culture
A Bureaucracy
A Complexity of communication
A Issues of accountability
A Lack of teamwork
A Not wanting to accept responsibility

A Viewing this as a JCAHO task instead of a
patient safety initiative

o



CREATING A CULTURE OF
SAFETY

 How Is care provided?

 How are errors perceived?

* How are the reporters of errors perceived?

o Are they rewarded or punished?

 \What are the barriers to reporting?

 Embrace the standards and goals for their
value, not as a survey prep task.




ECHANGING CULTURE

* Make the safest thing to do, the easiest thing to
do.

o Lessons from aviation
 Dishonorable not to report
 Neutral party reporting
» Separate from performance review

o eadership involvement and commitment.
o Put the patient first.




DIRECT CONSUMER
MEDICATION AWARENESS

E Public awareness campaign to help prevent
medication errors cosponsored with employer
groups.

E Speak Up!- Things you can do to prevent
medication mistakes.

E My medication list for consumers.
E The web identifies many forms you and your

% patients can use.




CAH’S AND PATIENT
SAFETY

E Critical Access Hospital Patient Safety
Priorities and Initiatives: Results of the 2004
National CAH Survey.

A Flex Monitoring Team
. University of Minnesota
. University of North Carolina Chapel Hill
. University of Southern Maine

o



CAH’S AND PHARMACIST
STAFFING

E Pharmacist hours per week

4.2% report none.

35.4% report 1-10 hours per week.

14.8% report 11-20 hours per week.

8.4% report 21-39 hours per week.

20.9% report 40 hours per week.

16.1% report more than 40 hours per week.

68.6% of accredited CAH’s report more than 40 hours
per week.

A 73.1% with admissions greater than 800 report more than

% 40 hours per week.
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CMS 8th SOW QOverview

Debra L. Nixon, MSHA, BSN
HSAG Vice President
Corporate Development

May 17, 2005
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Statutory Mission of the QIO
Program (Section 1862(g) of the Act)

Improve the effectiveness, efficiency,
economy, and quality of services
delivered to Medicare beneficiaries.

OV ia#:ﬁ?r—geﬂfrb Care Improvement H S A HEALTH SERVICES
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Vision of the QIO Program

“The right care for every
person, every time.”
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Specific Tasks

A Task 1: Assisting providers in developing the
capacity for and achieving excellence.

A Task 2: Reserved.

A Task 3: Protecting beneficiaries and the Medicare
Program.
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Five Dimensions of Performance

1.

Promote improvements in clinical
performance measure results.

Improvements In clinical performance
measurement and reporting.

Systems adoption and use.
Effective redesign of care processes.
Changes In organizational culture.
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Task 1: Assisting Providers In

Developing the Capacity for and

1a.
1b.

1cl.
1c2.

1d1.
1d2.

1d3.

Achieving Excellence

Nursing Home
Home Health
Hospital

Critical Access Hospital (CAH)/Rural
Hospital

Physician Practice

Physician Practice: Underserved
Populations

Physician Practice/Pharmacy: Part D Benefit

ormation for-Health Care Improvement H S A HEALTH SERVICES
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Goal of Task 1

Improve quality of care with respect to preventing
clinical disorders and directing the treatment of
clinical disorders.
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Objectives of Task 1

A Invite all Medicare Advantage (MA)
organizations In the state/jurisdiction to

work with the QIO on Task 1.

A Work with organizations that share a
common goal to improve care.

A Facilitate collaborative work with
oroviders, MA organizations, health plans,
oractitioners, and other QIOs.

A Leverage partnerships.

1110 : ﬁr—Heﬂftb Care Improvement HS A %%Q%ESIEEEEEEE




How Task 1 Works

— ldentified Participant Groups (IPG) specific to
each subtask will be formed.

— Providers must formally request QIO assistance
to be included in an IPG.

— CMS may establish a maximum number of
providers permitted in each IPG.
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Task 1la—Nursing Home

A Clinical Performance Measure Results
— High risk pressure ulcers
— Physical restraints
— Management of depressive symptoms
— Optional measure: management of pain in chronic (long stay) residents
A Process Improvement
— Skin inspection and pressure ulcer risk assessment
— Depression screening and treatment
— Evaluation and alternatives for the use of physical restraints
— Immunizations for flu and pneumococcal
— Pain assessment and treatment
A Organizational Change
— Set and report targets for clinical performance measures
A Culture Change
— Resident and staff satisfaction
— CNA turnover
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Task 1lb—Home Health

A Clinical Performance Measure Results
— Publicly reported OASIS quality measures
— Acute care hospitalization
A Systems Improvement
— Telehealth
A Process Improvement
— Immunizations for flu and pneumococcal
A Organizational Change
— Culture change
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Task 1cl1—Hospital

A Clinical Performance Measure Results
- AMI
— Heart Failure
— Pneumonia
— Surgical Care Improvement Project (SCIP) measures

A Clinical Performance Measurement Reporting
— Reporting on the full set of quality measures beyond the 10
— Submission of complete, valid and, timely data

A Process Improvement
— Surgical Care Improvement Project (SCIP)

A Systems Improvement

— Use of Computerized Physician Order Entry (CPOE) barcoding or
telehealth
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Task 1c2—CAH / Rural Hospital

A Clinical Performance Measure Results

— Reporting of CAH measures set (12 measures)

— Quality improvement activities on one or more
measures

A Systems Improvement
— Use of CPOE, barcoding, or telehealth

A Organizational Change
— Staff safety climate survey
— Patient safety checklist
— Safety Culture interventions
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Task 1d1—Physician Practice

A Clinical Performance Measure Results
— Claims based clinical measures
— Doctors Office Quality (DOQ) for coronary artery disease (CAD) and diabetes

A Clinical Performance Measurement Reporting
— Ability to export data to the QIO Data warehouse for CAD, diabetes, HF, HTN, and
preventive care
A Process Improvement
— DOQ measures for CAD, diabetes, HF, HTN and preventive care

A Systems Improvement

— Production and use of information from:
» E-prescribing
o E-lab
» E-prescribing and registry
» Registries or e-care management
» Fully integrated Electronic Health Record (HER)

I l S A HEALTH SERVICES
ADVISORY GROUP



Task 1d2—Physician
Practice:Underserved Populations

A Clinical Performance Measure Results
— Claims based clinical measures

A Clinical Performance Measurement Reporting

— Ability to export data to the QIO Data warehouse for CAD, diabetes, HF, HTN, and
preventive care

A Systems Improvement
— Promotion of Culturally & Linguistically Appropriate Services (CLAS) standards

A Process Improvement
— Cultural competency education

A Organizational Culture
— Cultural competency measure improvement
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Task 1d3—Physician
Practice/Pharmacy: Part D Benefit

— Focus is on improving safety in the delivery of

prescription drugs

» Implementation of quality improvement projects focused on improved
prescribing

« Work with dispensing pharmacists to implement policies, procedures,
and quality checks

 Partner with prescription drug plans (PDPs) and MA PDPs to affect
prescribing by physicians and improve delivery of services at the
pharmacy level
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Task 1d3—Physician
Practice/Pharmacy: Part D Benefit

(continued)

A Clinical Performance Measure Results

— Set of quality measures that CMS will develop and
review through a consensus process

— Consumer Assessment of Health Plan Surveys
(CAHPS) — Medication Management Services outcome
measures
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Task 1d3—Physician
Practice/Pharmacy: Part D Benefit

(continued)

QIOs will offer assistance to:
— All Medicare providers and practitioners

— MA organizations offering MA plans under
Part C

— Organizations offering PDPs under Part D
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ADVISORY GROUP



Task 1d3—Physician
Practice/Pharmacy: Part D Benefit

A General Requirements

— Provide resources of staff and data, including Part D
Integrated with Part A and B data

— Work with identified participant physician practices
and/or pharmacies

— Coordinate outreach and improvement work with other
QIOs

— Respond to and track beneficiary written complaints
regarding quality of care

— Conduct Quality Improvement Projects
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Task 1d3—Physician

Practice/Pharmacy: Part D Benefit
(continued)

A Quality Improvement Project Options

 Improve prescribing using Part D data

 Improving patient self-management through
medication therapy management services (MTMS)

* Improving disease-specific therapy using integrated
Part A, B, and D data

* QIO directed project
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Task 3: Improving Beneficliary Safety
and Medicare Beneficiary
Protection Activities

A. Task 3: Beneficiary Complaint Response
Program

B. Hospital Payment Monitoring Review
Program

C. All other Beneficiary Protection
Activities
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8th SOW QIO MA Organizations
Collaboration Opportunities

A Any Task 1 initiative

A Any MA organization incentive programs
that are coordinated with Q1O quality
Initiatives

A Pay-for-Performance Programs
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Questions?

Debra L. Nixon, MSHA, BSN
HSAG Vice President
Corporate Development
602-665-6108
dnixon@hsag.com
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'.' THE AMERICAN

HEALTH QUALITY
ASSOCIATION

1155 21st Street, NW

Suite 202

Washington, DC 20036

T 202.331.5790 © F 202.331.9334

www.ahqa.org

The Medicare Quality Improvement Ortganization Program

Summary of the 8" QIO Statement of Work (2005-2008)

Quality Improvement Organizations (QIOs) in every state, the District of Columbia, Puerto Rico
and the Virgin Islands are preparing to sign three year contracts with the Centers for Medicare &
Medicaid Services for the 8" Medicare QIO Statement of Work (8" SOW). Under the 8" SOW,

QIOs will help health care providers deliver the right care to every person, every time.

The 8" SOW significantly expands the breadth and volume of QIO activities to improve the quality
of health care. QIOs will work in nursing homes, home health agencies, hospitals, physician
practices, and Medicare Advantage and prescription drug plans to accelerate the pace of quality
improvement. QIOs will promote health information technology adoption and use, help redesign
care processes to be more effective and efficient, share best practices, and support organizational
culture change. They will protect beneficiaries and the Medicare program by reviewing beneficiary
complaints, hearing appeals, and monitoring and improving hospital payment error rates.

QIOs must demonstrate statewide improvement in quality measures, and achieve a greater degree of
improvement in a subset of providers/practitioners/plans that the QIO works with more intensively
(the Identified Participant Group or “IPG”). In addition to the task-specific expectations described
below, each QIO will be evaluated for provider satisfaction with the assistance they received from
their QIO, and the level of provider and beneficiary knowledge of the QIO’s services.

Task 1a — Nursing Home. In this task, QIOs must --
e Achieve statewide improvement of as much as 30% in nursing home care for pressure ulcers,
physical restraints and management of depressive symptoms.

e Work with an IPG of 10%-15% of nursing homes to improve performance by as much as 60%
in care for pressure ulcers, physical restraints and management of depressive symptoms. Also,
assist these facilities to improve organizational culture as measured by increased resident and
staff satisfaction and a 15% reduction in the number of Certified Nursing Assistants leaving
before one year of employment.

e Work with a second IPG of 10%-15% of nursing homes to collect and submit quarterly data on
assessment and treatment processes for new admissions (e.g. pressure ulcer risk assessment,
depression screening/treatment).

e Decide whether to perform optional work on management of pain in long stay residents.

e Persuade 65% of nursing homes in state, as well as 100% of participants in the two IPGs, to set
performance targets for pressure ulcers, physical restraints, and management of depressive
symptoms.

Advancing the Safety and Quality of Health Care Nationwide



Task 1b — Home Health. In this task, QIOs must --

e Work with an IPG of 20% to 53% of Home Health Agencies (HHASs) (depending on total
number in state) to reduce acute care hospitalizations by 50%.

e Achieve a 30% reduction in acute care hospitalizations statewide.

e Improve HHA performance on one other publicly reported OASIS measure selected by the
QIO; depending on the measure, the required relative improvement must be 6% to 17%
statewide, and 18% to 41% for the IPG.

e Work with a second IPG of 8% - 20% of agencies (depending on total number in state) to
facilitate organizational culture improvement and implementation and use of telehealth
technology.

e Increase HHA immunization screening by 50%, or achieve 80% statewide agency inclusion of
influenza and pneumococcal immunizations in their comprehensive patient assessments.

e HHAS participating in both the clinical improvement and tele-health/organizational culture
IPGs must achieve greater improvement on the clinical measures than those working only on
clinical improvement.

Task 1cl — Hospital. In this task, QIOs must —
Work with three Identified Participant Groups on different subtasks:

1. In the Appropriate Care Measure (ACM) subtask, improve IPG performance on a composite of
the set of 10 publicly reported measures for heart attack, heart failure and pneumonia. Hospitals will
represent a mix of urban and rural facilities that are spread across the range of performance levels.

e IPG must include 15% of PPS hospitals (minimum of 6 / maximum of 36)
e Ensure 100% of IPG hospitals improve ACM performance by 50%;

2. In Surgical Care Improvement Project (SCIP) subtask, improve IPG performance on a set of 13
surgical care processes in five areas (infection prevention, cardiovascular complications, venous
thromboembolism, ventilator associated pneumonia, vascular access for dialysis), and improve
statewide performance on 3 infection prevention measures (selection of pre-surgical antibiotics;
timely antibiotics before surgery; discontinued antibiotics after surgery).

e IPG must include 15% of PPS hospitals (minimum of 6 / maximum of 36) that perform at least
300 major surgical procedures per year; hospitals in this IPG may also be in the ACM IPG.

e Get 50% of IPG hospitals to achieve 50% relative improvement across 13 measures.
e Assist hospitals in collecting the full set of 24 SCIP process and outcome measures.
e Assist ESRD Networks in implementing “Fistula First” (vascular access for dialysis).

3. Engage hospital leadership in support of the adoption and use of information technology
(computerized physician order entry, bar coding or telehealth.)

e Hospitals must show progress in terms of readiness and/or use.

e IPG must include 15% of PPS hospitals or critical access hospitals (minimum of 6 / maximum
of 36). These hospitals may not be included in the ACM or SCIP IPGs.

Statewide, QIOs must:

e Ensure that 95% of all hospitals submit valid data for the 10 publicly reported measures.

e Assist 25% of PPS hospitals to publicly report an expanded set of 23 quality measures for heart
attack, heart failure, pneumonia and surgical infection prevention;

e Ensure hospitals statewide improve by 12% on each of 3 infection prevention measures.

Advancing the Safety and Quality of Health Care Nationwide



Task 1c2 — Critical Access Hospital/Rural Hospital. In this task, QIOs must --

Ensure critical access hospitals (CAH) statewide (maximum of 20) report both baseline and re-
measurement figures for a new set of 12 CAH Quality Improvement measures, and demonstrate
improvement on one or more of these measures..

Work with IPG hospitals’ management to improve organizational culture supporting patient safety.

e PG hospitals must provide baseline and remeasurement data from a staff climate survey and
Patient Safety Checklist, and then show improvement in an area identified at baseline.

e PG may include CAHs and rural PPS hospitals (minimum of 6 hospitals).

Task 1d1 — Physician Practice. In this task, QIOs must --
Assist at least five percent of physician practices in the state to improve in four areas:
1. Clinical information systems functional improvement (e.g. HIT adoption);
2. Care process improvement;
3. Reporting of clinical data on specific measures to a CMS Data Warehouse;
4. Improvement on clinical measures performance/results;

The QIO work will be spread across two Identified Participant Groups (IPGs). Eighty percent of
the work will take place in small- and medium-sized physician practices.

At the time of re-measurement (22 months for Group 1, 10 months for Group 2), QIOs must meet
minimum performance requirements, including:

e 75% of practices that did not have HIT systems at the time of baseline measurement must have
an EHR or e-prescribing plus a registry;

e 50% must demonstrate improvement in care processes, in addition to using HIT;

¢ 10% must have initiated reporting to the CMS Data Warehouse;

e 75% of practices that already have HIT systems at baseline must demonstrate improvement in
care processes;

e 25% must have initiated reporting to the CMS Data Warehouse.

Funding for work with both groups of physician practices will be incremental based on demand and
physician satisfaction with QIO performance.

Work statewide and with Medicare Advantage (MA) plans and ESRD networks where appropriate
to improve clinical performance measure results, as well as to create and support incentive programs
with MA plans and other stakeholders.

Task 1d2 — Physician Practice: Underserved Populations. In this task, QIOs must --

e Work with between 20 and 50 physician practices in the state to promote the adoption of
Culturally and Linguistically Appropriate Services (CLAS) standards.

e Work with 20-100 physicians in the state to provide cultural competency education and assess
their cultural competency using a tool developed by the HHS Office of Minority Health.

e Assist another IPG that treats underserved patients in using health information technology.

e In vulnerable populations, improve by 4 percentage points the timely administration of flu and
PPV immunizations, mammography screening for breast cancer, as well as timely testing of
blood sugar, lipid levels and blindness in diabetes patients.

Advancing the Safety and Quality of Health Care Nationwide



Task 1d3 -- Physician Practice/Pharmacy: Part D Benefit. In this task, QIOs must --
Conduct outreach to plans and providers; develop baseline levels for quality measures; and plan
improvement projects.

Beginning in August 2006, improve the quality and safety of prescription drug delivery and

medication use, including:

e Offering assistance to all Medicare Part D providers, practitioners, and plans (MA-PDPs and
PDPs);

e Assisting physician offices with the adoption and implementation of e-prescribing;

e Working with physician practices and pharmacies on clinical performance measure
improvement; and

e Responding to and tracking beneficiary written complaints regarding quality of care with respect
to covered prescription medications.

Recruit and work with plans and providers on two projects out of the following four categories:

e Improve prescribing — e.g., focus on avoidable drugs in the eldetly; clinically important drug
interactions, or generic prescribing ratios; or Improve patient self-management through
Medication Therapy Management Programs.

e Improve disease-specific therapy—improving management of patients who have specific
conditions or receiving specific medications; or Develop and secure CMS approval for a QIO
project addressing significant issues in drug therapy.

Task 3a: Beneficiary Protection. In this task, QIOs must --
Conduct statutorily mandated reviews that include (but are not limited to):

e Beneficiary quality of care complaints

e EMTALA (anti-dumping) reviews;

e Beneficiary appeals of discharge (both Medicare Advantage and fee-for-service appeals)
e Fiscal intermediary referrals

e Other assigned case reviews

Pass an evaluation based on timely reviews, and beneficiary satisfaction with both the complaint
process and complaint outcome.

Staff and maintain a Medicare Helpline (including non-business days) to adjudicate appeals.

Task 3b: Hospital Payment Monitoring Program. In this task, QIOs must --

e Review CMS referred cases to estimate national and state payment error rates for short-term and
long-term acute care facilities. Monitor hospital admission, coding and billing patterns to
determine potential areas of inappropriate utilization, and coding and billing errors.

e Develop projects to maintain or reduce hospital payment error rates.

The American Health Quality Association is dedicated to improving the safety and effectiveness of health
care. AHQA represents the national network of Quality Improvement Organizations (QIOs) that work with
hospitals, medical practices, health plans, long-term care facilities, home health agencies, and employers to
encourage the spread of best clinical practices and improve systems of care delivery. Visit: www.ahqa.org.

Advancing the Safety and Quality of Health Care Nationwide



8th Scope of Work (SOW)

Task 1c1—Hospital

Task 1c2—Critical Access Hospital
(CAH) / Rural Hospital

Judith Richard, RN, MS, CPHQ
HSAG Clinical Quality Specialist
May 17, 2005
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Task 1cl—Hospital

A Clinical Performance Measures
(AMI, HF, PN, SCIP)

i HOA

A MMA / RHOQDAPU

i 1PGs (ACM, SCIP, SIOC)
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Task 1cl1—Hospital

All hospitals are eligible for
Hospital Quality Alliance (HQA)
“public reporting.”

A Hospital Compare
—www.medicare.gov
—www.hospitalcompare.hhs.gov
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HQA: Public Reporting

A 7th SOW measures = 22

A Medicare Modernization Act /
Reporting Hospital Quality Data
Annual Payment Update
(MMA / RHQDAPU)*

* 10-measure set
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Acute Myocardial Infarction
(AMI)

A ASA at arrival*

A ASA prescribed at discharge*

A Beta blocker at arrival*

A Beta blocker prescribed at discharge*

A ACEIl or ARB for LVSD*

A Adult smoking cessation advice / counseling
A Thrombolytic within 30 minutes of arrival

A PCI received within 120 minutes of arrival

* 10-measure set
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Heart Failure (HF)

A Discharge instructions
A LVF assessment™

A ACEI or ARB for LVSD*
A Adult smoking cessation advice / counseling

* 10-measure set
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L/

)

Pneumonia (PN)

A Initial antibiotic received within four hours of arrival*

A Initial antibiotic selection for community acquired pneumonia
A Blood culture before first antibiotic

A Oxygenation assessment within 24 hours of arrival*

A Adult smoking cessation advice / counseling

A Pneumococcal vaccination*

A Influenza vaccination
* 10-measure set
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Surgical Care Improvement
Project (SCIP)

A Prophylactic antibiotic received within one
nour prior to surgical Incision

A Prophylactic antibiotic selection for
surgical patient

A Prophylactic antibiotic discontinued within
24 hours after surgery end time
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Task 1cl1—Hospital

Identified Participant Group (IPG):
Hospitals selected to work intensively on
Improvement activities.

IPGs:
A Appropriate Care Measure (ACM)
A Surgical Care Improvement Project (SCIP)

A System Improvement Organizational Culture
Change (SI10C)

(Each IPG has its own eligibility criteria)
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ACM

Appropriate Care Measure

A composite of the 10-measure
starter set from MMA / RHQDAPU

Eligibility: Submit data for MMA / RHQDAPU
(CAH not eligible).

A All patients eligible for at least one of the 10 measures are
counted in the denominator

A To be counted in the numerator, the patient must receive all the
care specified by the measures that the patient is eligible to
receive
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SCIP

Surgical Care Improvement Project

Eligibility: Conduct at least 300 major surgical
procedures/year.

A Adopt a standard process of care for five areas
(24 measures):

Prevention of surgical site infections (SSIs)

Venous thromboembolism (VTE)

Ventilator associated pneumonia (VAP)

Cardiovascular complications (CVCP)

Promotion of the use of fistulas for hemodialysis (Vascular Access)

a & b=

ADVISORY GROUP
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Organizational Change

A generic term which describes
many major changes within a hospital.

1.e., mergers, restructuring, rightsizing,
adopting new technologies
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Transformational Change

Requires a change in culture, dedication to
patient safety, adoption of new
technology, and system-wide change.

l.e., pervasive, affects the entire hospital, intentional,
occurs over time
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SIOC

System Improvement Organizational Culture Change

Eligibility: All hospitals—but must submit data on
the 10-measure set

A Plan, develop, and implement the use of computerized
physician order entry (CPOE), bar coding, OR telehealth

A Readiness assessment and planning survey
A Tool kit
A Re-assessment survey
Note: ACM and SCIP cannot overlap with the SIOC
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Summary
Task 1cl—Hospital

AHQA
— All hospitals
AMMA / RHQDAPU
— All Hospitals (excludes CAH)
A IPGs—Eligibility criteria
-ACM: MMA / RHQDAPU compliance

—SCIP: At least 300 surgical procedures / year
-SIOC: Must submit data on the 10-measure set

ormation for-Health Care Improvement H S A HEALTH SERVICES

ADVISORY GROUP



Task 1c2 —
CAH / Rural Hospital

A CAH (statewide) 12 measures**
—Collect and submit data via CART or vendor

—Local project(s)
A Rural hospitals including CAHs (IPG)
—Rural Organizational Safety Culture Change (ROSC)

**not finalized

ormation for-Health Care Improvement H S A HEALTH SERVICES

ADVISORY GROUP



CAH Performance Measures
(statewide)

Acute Myocardial Infarction (AMI)

A ASA at arrival (no transfer exclusion)

A ASA prescribed at discharge

A Beta blocker at arrival (no transfer exclusion)
A Beta blocker prescribed at discharge

A ACEI or ARB for LVSD

A NEW rural measure
—time to EKG (no transfer exclusion)
A Test measure
—time to thrombolytic (no transfer exclusion)
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CAH Performance Measures
(statewide)

Heart Failure (HF)
A LVF Assessment
A ACEI or ARB for LVSD

I ] S A ( ; HEALTH SERVICES
ADVISORY GROUP



CAH Performance Measures
(statewide)

Pneumonia
A Oxygenation assessment

A Initial antibiotic received within four hours
of arrival

A Pneumococcal vaccination

' afadesad S5 0 0s AR @ o . HEALTH SERVICES
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CAH Performance Measures
(statewide)

Emergency Department Transfer
Communication

A Comprised of 16 items
AYes / No items

ormationfor-Health Care Improvement HS AG ZIE‘Q}II‘;ISI&FE\I’{EIE;



CAH Performance Measures
(statewide)

Emergency Department Transfer Communication—16 composite items

Were the following items sent with the transferred patient to another acute
care hospital?

A Patient’s name, address, age, gender, significant other’s contact
Information, vital signs

A Physician and nurse communication with receiving hospital

A Physician H&P: physical exam, history of current event, chronic
conditions

A Physician orders and plan

A Nurse documentation: assessment / interventions / response
A Medication administration, allergies, adverse events

A Treatment documentation

VAL @2aAng ANl HEALTH SERVICES
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CAH Performance Measures
(statewide)

Process:

A Obtain baseline data

A Conduct local quality project(s)
A Re-measurement

R . Care mproveme HEALTH SERVICES
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Task 1c2 —
CAH / Rural Hospital

Rural Organizational Safety Culture
Change (ROSC) IPG

Eligibility: CAH / Rural hospital

A Baseline—Staff climate survey and patient safety checklist
A Identify area for improvement

A Intervention for improvement

A Re-measure to demonstrate improvement

?ﬂml oy ionfor-Health Care Improvement H S A HEALTH SERVICES

ADVISORY GROUP



Summary
Task 1c2—CAH

A CAH measures / local project(s)
A ROSC (IPG)

A SIOC (IPG), if eligible (submit 10-measure set)
A HQA
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Summary
Task 1c2—Rural Hospital

A ROSC (IPG)
A ACM, SCIP, SIOC, if eligible
A HQA and MMA / RHQDAPU

I ] S A ( ; HEALTH SERVICES
ADVISORY GROUP



Review

A Hospital Quality Alliance (HQA)
—Public Reporting
—22 measures

A Medicare Modernization Act (MMA)

A Reporting Hospital Quality Data Annual
Payment Update (RHQDAPU)
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Review (continued)

A ldentified Participant Group (IPG)

1. Appropriate Care Measure (ACM) 10-measure set
2. Surgical Care Improvement Project (SCIP) 24 measures

3. System Improvement Organizational Culture Change
(SIOC)—CPOE, barcoding, or telehealth

4. Rural Organizational Safety Culture Change (ROSC)

ormation for-Health Care Improvement H S A HEALTH SERVICES
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Resources

A Arizona Rural Quality Network Group

— http://acute.hsag.com/rural.asp

A HSAG Listserv
— az4quality@L istserv.HSAG.com

A HSAG’s Arizona Acute Care Quality Initiative Web site

— http://acute.hsag.com

A SoW News (monthly newsletter)

— http://acute.hsag.com/newsletter.asp
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Contacts

Suzanne Anders, RN, BSBA, CPHQ
HSAG Clinical Quality Specialist
sanders@azgio.sdps.orqg
602.665.6171 or 520.661.9370

Judith Richard, RN, MS, CPHQ
HSAG Clinical Quality Specialist
[richard@azgio.sdps.org
602.665.6116

Susan Sumwalt, RN, MA, CPHQ
HSAG Clinical Quality Specialist
ssumwalt@azqio.sdps.orqg
602.665.6176
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'formatio for Hgalth Care Improvement

Centers for Medicare & Medicaid Services (CMS) HS A TSV
Clinical Topics and Quality Indicators—7SOW ‘

Clinical Topics Quality Indicators
Acute Myocardial Infarction 1. Early administration of aspirin
2. Aspirin at discharge
3. Early administration of beta blocker
4. Beta blocker at discharge
5. ACE inhibitor at discharge for patients with systolic dysfunction
6. Percutaneous coronary intervention within 120 minutes of arrival
7. Thrombolytic agent received within 30 minutes of arrival
8. Smoking cessation counseling
Heart Failure 1. Evaluation of left ventricular function before or during
hospitalization
2. ACE inhibitor at discharge for patients with systolic dysfunction
3. Discharge instructions
4. Smoking cessation counseling
Pneumonia 1. Blood culture before antibiotics
2. Time to initial antibiotic administration
3. Administration of antibiotics consistent with current guidelines
4. Pneumococcal (PPV) immunization (inpatient)
5. Influenza immunization (inpatient)
6. Oxygenation assessment within 24 hours of hospital arrival
7. Smoking cessation counseling
Surgical Infection Prevention 1. Correct prophylactic antibiotic
Selected Surgical Procedures: 2. Correct timing of antibiotic administration
CABG 3. Correct duration of antibiotic administration
Cardiac Surgery
Colon Surgery
Hip / Knee Arthroplasty
Abdominal / Vaginal Hysterectomy
Vascular Surgery (aneurysm,
thromboendarterectomy, vein bypass)

KEY (DRAFT and subject to change without notice)

Public Reporting Measures beginning with patients admitted 3"Q ’02; Data first
displayed 10/03

Market Basket Measures (for full Medicare inpatient update of .4%o)

Public Reporting Measures beginning with patients admitted 2"Q ’04; Data first
displayed 1°'Q ‘05

Public Reporting Measures beginning with patients admitted 3"Q ’04; Data first
displayed summer ‘05

Publication No: AZ-7SOW-1C-050905-01 This material was prepared by Health Services Advisory Group, Inc., the Medicare Quality Improvement
Organization for Arizona, under contract with the Centers for Medicare & Medicaid Services (CMS), an agency of the U.S. Department of Health and
Human Services. The contents presented do not necessarily reflect CMS policy.



BACKGROUND

PURPOSE

OBJECTIVES

MILESTONES

CONTACTS

Arizona Rural Quality Network Group (ARQNG)

In April 2003, four small rural hospitals in Southeastern Arizona—with less than
25 beds and limited resources—developed and initiated a collaboration called the
Southeastern Arizona Hospital Workgroup. The founding members included:

e Northern Cochise Community Hospital (Willcox)

e Southeastern Arizona Medical Center (Douglas)

o Copper Queen Community Hospital (Bisbee)

e Benson Hospital (Benson)
Driven by their commitment to quality care and determination to overcome the
challenges specific to small rural hospitals, this group evolved into a statewide
quality group called the Arizona Rural Quality Network Group (ARQNG).

ARQNG is a multidisciplinary collaboration of clinical and quality improvement
team members working together from critical access hospitals (CAHs) and those
eligible for Small Hospital Improvement Programs (SHIPS) to create and
implement interventions directed toward improving the quality of care provided to
patients in small volume rural hospitals throughout Arizona. The bimonthly
teleconferences focus on networking, sharing, problem solving, and
developing/modifying interventions.

e Promote the partnership between the CAHs, SHIPs, Health Services Advisory
Group (HSAG), Rural Health Office (RHO), and other Arizona health care
stakeholders.

e Share information on clinical topics, care processes, and quality improvement
projects.

e Communicate successes, barriers, and lessons learned within Arizona’s acute
care settings.

e Collaborate in the development and implementation of materials, tools, and
interventions to improve the quality of care.

e Promote the reduction of medication/system failures.

e Identify means for improving the timeliness of a patient transfer from the
emergency room to a higher-level hospital.

e Collaborate on enhancing the communication system between urban and rural
hospitals concerning the return of patients to their respective rural
hospital/community.

Three rural hospital quality managers have been certified as a Certified
Professional in Healthcare Quality (CPHQ).

e Statewide participation in the Medicare Congestive Heart Failure
Demonstration Project, HeartPartners.

Northern Cochise Community Hospital: Kim Duncan, RN, BSN, CPHQ,
(520) 384-8517, kduncan@ncch.com

Rural Health Office, UA Mel and Enid Zuckerman College of Public Health:
Joyce Hospodar, MBA, (520) 626-7946 x 229, Hospodar@u.arizona.edu,
http://azflexprogram.publichealth.arizona.edu/.

Health Services Advisory Group: Judith Richard, RN, MS, CPHQ
(602) 665-6116, jrichard@azqio.sdps.org, www.hsag.com.
Additional information regarding the ARQNG is available at
http://acute.hsag.com/rural.asp.
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5S. Coalition Initiative

. mg from AHRQ grant to DPH' to reduce
[z _e Ol two types of adverse medical events

hsmg voluntary collaborative model

= I\/Iodeled after successful Coalition Best
Practice initiatives
— Medication Error Prevention
— Restraints & Seclusion

Massachusetts Coalition
for the
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A Morrier of Batal Hoolt Symiors.

REVIEVW off evidence for following criteria
BN mportance

-'x.istence of good preventive strategies
S e asibility

—.;-'c.-':- : Measurability

_ fStateW|de poll, Advisory Committee vote
— Reconciling medications

— Communicating critical test results
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for the
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* Promote Implementation

Sept, Oct, Nov 2002

December 2002

February 2003

2003-2004
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i Medicationss

VeSSt common intervention in nealth: care
r\r"* e continuum of care
tlent IS a key member of the team
‘ formation to be transferred is
—Complex
— Sometimes incomplete
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SVEdication safety remains major concern
Siellewide
ERCOIplex process, need for

== ctandardization and simplification

——

= = [nformation transfer at patient handoffs
well-known opportunity for error
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SMUERLINY cornsernsus Best Practlces
2 espread dissemination, with endorsements,
h]s’ ViSIpIlity.
| doptlon Py all Massachusetts hospitals
- e Reduce medication errors at patient interfaces

~ & Reduce preventable adverse drug events
Statewide
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What'is™
waeconciling Medications’?

Based on work by Roger Resar, MD
Luther-Midelfort Hospital
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S Eistorical Perspective

el el Luther Midelfiort determlned that
7_r palff ol medication errors occurred at
e Interface of care
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= — Intra-hospital transfers
— Discharge
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““““““ S Problem ldentified

o Hor Ol INadeguate pProcess to compare
-fof current medications

amples of problems

-

.-3“- " “Continue home meds”

h
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= — Critical care meds continued as patient
moves to different level of care

— “Discharge on home meds”
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e Reconciling Precess ™

Medical Center

& Morrter of el oty Syiors | o

(@B NEELTNg the home medlist (at intake)
BNRierviewing strategies to promote accuracy
— ApUt from patient/family/alternative sources

& Qutreach: patients arrive with accurate list

—r— = 1--1--.‘"" ~

-_'-v_‘i:j-j-:-_'_-'*Writing medication orders

= — Goal: work from accurate home med list
Identify and reconcile discrepancies

1 Order (no omissions, no duplicates, right med/dose/
frequency/route)
1T Communicate (to next level of service)
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““““““ 3 Goals

JIORGESION a process that will ensure the most
geelilicie patient medication list available, thus
[Ediicing the number of medication events

BlPen admission, transfer and discharge
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““““““ P Goals (cont)rs

SIENgoal IS 10 make It easy to do the right
Erlilef”
M=o Ways to improve the process

-_-.:-;-__.—: D@ not stop with trapping the errors
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pirHow are Medicationss .

Reée nciled Upoen Admission?

SRIMENAtIENt’'S home medications are compared
GRIENPIYSICIan’s admission medication orders

- T Je'medication history can be obtained from
~ the patient and/or family

— 1---“' - =

._-;-J—Strategles for when the patient and/or family
not able/available
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..H. Reconciling

opon Admission (cont )

SVIEnItne patient and/or family Is S not able or
eWellevle; the following sources are used:

'ransfer form if patient is being transferred from
= S hother facility

= -:-;'— checking with the physician

-_...—"_"
—
—

- — calling the patient’s pharmacy
— having the patient’s medications brought in
— searching through recent records

g
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A Morrier of Bardale Hoolh Symiors.

oW Are Medicatiens Reconcried Upon Transfer
Sifom a Specialty Unit tol Another Nursing Unit ?

BNIENAiEN'S' MOSt current medication: record
SNcempared against the physician's transfer
or-"é' Elis

rpproprlateness of medication
fChange In the patient condition
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Uoc Internal Transfer (cont.)

SoPeECiallissues for ICU

i a

_ clal ISsues for surgery patients

== Pre-op assessment process
= _ Medications not related to surgery
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e onC|Ied Upon Discharge ?

e patient’s reconciled list of admission
MEMICations is compared against the
'Sician’s discharge orders

e
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T e T
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—
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pon Discharge (cont)

A Marrier of Batale Hoolt Symiors.

SNIGNIE  Considered

N . . . -
SW\/asipatient on medication prior to
-dmission’?

-

H 5 s the patient receiving a prescription for a
" medication s/he has at home?

— Brand vs. generic names?
— Change In directions?

-
o —
——
—
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REE 0l medications errors reduced 70% In
SiEESeven month period
SADEESTEduced by over 15%

s At admission (nurse): 20-25 min.
® Transfer from CCU: 25-45 min.
® At discharge (pharmacist): 35-50 min.

Source: Luther Midelfort [Rozich, Resar JCOM Oct. 2001]
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bl Implementations
= Case Study:
T'n' IHe yoke EXperience and
Franklln Medical Center

Experience
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ViEdication Reconciliation Form

{ Admission Assessment
A Collect for all drugs/herbals/homeopathic

Ay
-

_Ii,;a rUg 5. Written on admit (Y/N)

' - bose 6. MD contacted (Y/N)

3 Route 7. Result of MD contact:
4. Frequency med ordered (Y/N)
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