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Athletic metaphors are commonly used in analyzing life situations. Often they are
overstated and/or overused but there is one place where an athletic metaphor is apt in
defining a critical point in healthcare: that is in the transitions of care from one venue of
care to another. The metaphor is found in track and field relay races.

No matter how talented the members of a relay team are, the most critical point of their
collective performance is in the transition from one runner to another. At this point, one
runner, moving as fast as he/she can, must hand the baton to another runner, who has
started running as fast as he/she can, before the first runner has even arrived in the
“transfer zone.” As if this were not complex enough, the rules of the race require that the
transfer of the baton must take place within a certain zone.

If the baton is dropped or if the transfer is not made in the prescribed time, the team, no
matter how gifted will be disqualified and will lose the race. As with life and with
healthcare, it is not always the brightest, fastest, best person who wins. It is the person, in
this case, the team, which not only performs well in their individual area of responsibility
but who also performs well in transferring the results of his/her performance to the next
participant and who does so within the constraints of the rules. Often, it is forgotten that
the member of the healthcare delivery team who carries the “baton” for the majority of
the time is the patient and/or the family member who is the principal caregiver. If the
“baton” is not effectively transferred to the patient or caregiver, then the patient’s care
will suffer.

In healthcare there are transition points-of-care, where the “baton”, which now represents
the transfer-of-care responsibility from one person to another, must be smoothly,
efficiently and timely accomplished, or the value of the care provided by each care giver
will be diminished to the point that the overall quality of care may be less than the sum of
the contributions of each care giver. This diminishing of the value of care occurs when
only a small part of the value of each participant’s contribution is successfully transferred
to the next point-of-care. This occurs when the “baton” is dropped.

These transfer points or interfaces of care are:

From the healthcare provider to the patient in the clinic setting.

From the emergency department to the inpatient setting.

From the inpatient setting to the patient or family at home.

From the inpatient setting to the rehabilitation unit or the nursing home.
From one provider to another provider.
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It may be that within each patient encounter, the level of care is “fairly good.” When a
patient is seen by a family physician, internist, or nurse practitioner, the quality of the
visit as measured by the content is good. The same is the case with procedures, labs,
specialty referrals, and other points of care. The deficiencies seem to come at the
transition points, or at the interface of care, i.e., when the patient is leaving the clinic,
emergency department, inpatient hospital, or other point of care and moving into another

sphere of care.

The most common transition of care for a patient is the moving into the sphere of
personal care, family care, home care or however you wish to define, describe or denote
that the patient is ‘going home.” Often instructions, training or understanding is
inadequate or absent in these transitions. Whether the interface is between the
inpatient/home, clinic/home, laboratory/home, procedure/home, specialist’home or a
number of others, the patient’s vulnerability and the decreasing of the quality of their care
most often happens at these points.

Southeast Texas Medical Associates (SETMA) has attempted to create methods for
improving these transitions (interfaces) with the following tools. Each tool can be seen
as a “baton” which must be successfully grasped by one provider and passed on to
another in order for the content and value of one provider’s work to be available to
another. Remember, in the list of the providers of healthcare, the one who spends more
time giving healthcare to a particular patient is the patient himself or herself. The
“batons” or the “transition tools” designed and employed by SETMA and the transition

points are:

1. Patient attends clinic

a.

A “previsit preventive care and screening care audit” — this audit is
performed on the patient via SETMA’s COGNOS Project (for more
information on this project see www.jameslhollymd.com under “Public
Reporting”) before the visit, empowering the healthcare team to fulfill all
elements of preventive care and screening care immediately and easily.
The same audit function is also displayed in SETMA’s EMR. It is the first
thing nurses and healthcare’s providers review at the beginning of a visit.

The following is the template which automatically tracks the status of
these issues in the patient care. On this template, everything is black
applies to the patient and has been completed. Everything in grey does not
apply to the patient. Everything in red applies to the patient and has not
been done. If a needed intervention has not been done, the clicking of the
“order” button, orders the test, posts it to the patient’s chart, sends it to the
nurse, lab, etc and documents that it has been done. This fulfills
SETMA’s EMR design which requires that we “make it easier to do it
right than not to do it at all.”


http://www.jameslhollymd.com/

Audit Previsit

Pre-Visit/Preventive Screening

General Measures (Patients =18) Diabetic Patients
Has the patient had a tetanus vaccine within the last 10 years? Yes Hasz the patiert had & Hal&1c within the last yvear? I:l
Diate of Last 01/26i2010 Order Tetanus Dateof Last | 050372009 Crder Hgb&1c i
Has the patient had a flu vaccine within the last year? Yes e e e e e e :l
Dte of Last D1/26/2010 Oréer Flu Shet Date of Last Auis Redorral Beion
Has the patient ever had & pneumonia shot? Yes Has the patient had & 10-gram monofilament exam within the last year? I:l
Date of Last 0142652010 Order Prieumoyax it et 424 442009 Click to Complete i

I

Daes the patient have an elevated (=100 mo/dl)y LDL? Yes Hag the patient had screening for nephropathy within the last year?

Last 09/01/2009 Crder Lipid Profile Diate of Last I Crder Micral Strip !

Femnale Patients

Elderly Patients (Patierts =65) Hes thie ot A
patient had a pap smear within the last two years? (Ages 21 to 64)
Haz the patient had an occult blood test within the last year? (Patients =507

Date of Last i Order Pap Smear i
Cirder Dccult Elloodi

Has the patisrt had & mammogram within the last to yesrs? (Ages 40 to 63) I:l

I

Date of Last !

Has the patient had a fall risk assessment completed within the last year? i ot At Referra Below
Date of Last 0172812010 Click to Complete Haz the patiert had & bone density swithin the last two years? (Age =50) I:l

Date of Last 0362712009 Adie Referral Below

Has the patiert had & functional sssessmert within the last year?

Date of Last 01/26¢/2010 Click to Complete i Male Patients

Has the patient had & PS4 within the last yvear? (Age =40)

Haz the patient had a pain screening swithin the last year? Yes
i £ 2 ! Diate of Last Drder PSA i
Diste of Last 0172602010 Click to Complete I
Has the patient had & kone density within the last two years? (Sge =63 I:l
Has the patient had a glaucoma screen (dilsted exam) within the last year? b td ot A Referral Below

Date of Last 05352009 Ada Referral At Righi
Referrals (Double-Click To &dd/Edit)

Referral | Status Referring

Does the patient have advanced directives on file or have they heen -
dizscuzsed with the patient?

Discuszed?  Yes % Mo Completed? ez (* Mo
|z the petient on one or mare medications which are conzsidered kigh risk _‘J___i _L;
in the elderly? - -
Click To Reivew: I o l Cancel |

s

b. The “ambulatory care quality measurement set” -- endorsed by the
Ambulatory Care Quality Alliance (AQA), the AQA Measurement Set is
reviewed by every nurse and every provider at every visit. The legend is
the same as for the above template.




AQA Clinic Performance Meaures Set

Legend Measures in red are measures which spply o this patient that are not in compliance
Measures in black are measures which apply to this patient that are in compliance.

CIFSY SFE MESSURES WS o Dot alply IO s pathen

Effectiveness of Preventive Care Effectiveness of Chronic Care
Wieww  Acdult BMI Aszessment “iew  Persistence of Beta-Blocker Therapy After a
Wiewy  Weight Azsessment and Counseling for Mutrition Heart Atack
and Physical Activity for Childrensadolescents “ieww  Controlling High Blood Pressure
“Wiewy  Childhood mmunization Status Wieww  Cholesterol Managment for Patients with
Yiew  Immunizations for Adolescerts Cardiovascular Disease
Wiewe  Lead Screening in Children Wieww  Comprehensive Lduft Disbetes Care
Wiewy  Colorectal Cancer Screening Wiewe  Lze of Appropriste Medications far People with Asthma
Wigww  Bresst Cancer Screening Wiew Lze of Spirometry Testing in the Assessment
iewy  Cervical Cancer Screening and Diagnosiz of COPD
Yiewe  Chlamydia Screening inWomen Yiewe  Pharmacatherapy Management of COPD Exacerbation
Wiewy  Glaucoma Screening in Qlder Adults Wiewy  Followe-Up After Hospitalization for Mental liness
Wiewy  U=ze of High-Risk Medications in the Elderly Wiewy  Antideprezsant Medcistion Management
Wignw  Care for Olcer Adutts Wigwy  Followe-Lp Care for Children Prescribed
Attertion-DefictHyperactivity Disorder Medication
Effectiveness of Acute Care Wiew  Osteoporsis Management in Wiomen
Wiew  Appropriats Treatment for Children with Lper Wiew  Diseaze Modifying Anti-Rheumatic Drug Therapy

Respiratary Infection for Rheurmatoid Arthritis
Appropriate Testing far Children weith Pharynaitiz
Avoidance of Antibictic Trestment in Adults with
Acute Bronchitis

=
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=
I
=

Annual Monitoring for Patients on Persistert Medications

=
z

=
I
=

Medication Reconciliation Post-Discharge

c. “Coordination of Care Review” — This “baton” is a document which
summaries the status of a patient’s care. It includes identification of care
givers with contact information, medical power of attorney, emergency
care instructions if an evacuation is called, code status, evaluation of
barriers of care, readiness to change evaluations, patient instructions for
end-of-life management, and the status of multiple quality measures
standards including HEDIS, AQA, NQF, PCPI, and PQRI.

This “baton” is a Coordination-of-Care-Review document which given to
the patient with instructions:

“Please review this document. Identify the information which is missing
from your chart, such as power-of-attorney, etc. Please bring that with you
to your next visit, e-mail your provider with the information or call your
health care provider and give them this information. Also, please review the
quality measures listed. If any apply to you and are NOT completed, please
ask your provider to address these issues the next time you come to the
office.”

d. Plan of Care and Treatment Plan -- The patient is seen. All acute
problems or complaints are dealt with and all chronic disease conditions
are addressed such as diabetes, hypertension, dyslipidemia, chronic renal



2.

disease, CHF, asthma, cardiometabolic risk syndrome, chronic stable
angina, etc.

It is here that a major interface occurs and where the baton is often
dropped. As a result, SETMA has designed disease management “plans of
care’ and “treatment plans” which are created easily through the use of
disease-management programs which aggregate treatment standards,
goals, status, treatments and planned interventions.

These tools include personalized, written recommendations to patients and
often include appointments to care coordinators and SETMA’s education
department. These evaluations always included extensive “risk
stratification” which allows the provider to recommend precise,
evidenced-based treatment to the patient.

NOTE: SETMA has placed printers in every examination room to make
the preparing of personalized healthcare information for each patient easy
to produce and to give to the patient.

Follow-up telephone calls - SETMA does not think that every patient
seen in the clinic will benefit significantly from a follow-up contact via
telephone but for those who are vulnerable, at risk, fragile or alone, each
provider can schedule a nurse follow-up call via a follow-up telephone-
call function built into our EMR. Nurses. who work full-time only
contacting patients, will make the call when the provider designates (1
day; 3 days, 1 week; 1 month, any interval noted). The result of the call
will be communicated back to the provider and further follow-up contact
or intervention can be recommended.

The timing of these calls is done via an “electronic tickler file.” Also,
home visits can be scheduled by the provider for safety evaluation, skilled
nursing needs, or other concerns. These are done through our EMR
Referral template.

Laboratory, procedure and other reports — via a template entitled
“Provider Response to lab Results” the provider is able to give a precise
evaluation to the patient concerning the results of their laboratory results.
Telephone Inquiry Response — via a “Telephone Inquiry template” every
telephone contact is responded to via provider generate instruction. The
standard is “every call from every patient answered every day.”
Medication Reconciliation — another major interface is between the
medication the patient has been prescribed, the medication the provider
thinks the patient is taking and the medication the patient is actually
taking. At every clinic visit, a medication reconciliation is completed and
an accurate, personalized medication lists is given to the patient with the
date of the visit on the list.

Patient is in the hospital



It must be remembered that when a patient leaves the hospital, until they are
seen in the office or home, the provider team member who is in charge of the
patient’s care is the patient or a family member. Therefore the baton must be
successfully passed to the patient, if the coordination, integration and
continuity of care is to be maintained.

a.

The patient-care interface with the hospital is seamless because
SETMA uses the EMR in the hospital for Admission History and Physical
and Discharge summaries.

When the patient leaves the hospital they are given “hospital follow-up
instructions” which includes an accurate, reconciled medical list, follow-
up instructions with appointments and follow-up procedures, tests, etc.,
already made. Any tests results not reported at the time of discharge are
noted and are automatically follow-up on two days later.

Care Transition — in June, 2009 the AMA released the “PCPI Care
Transitions measurement set”. Due to SETMA’s having used the EMR
for discharge summaries for ten years, it was apparent that with very slight
modification, we were fulfilling all of these measures. We implemented
this measurement set and are performing at 100%.

As can be seen by reviewing the 14 data points and the 4 actions required
by the audit, when the elements of this audit are met and when the
discharge summary and follow-up document are completed with this
material and are given to the patient and/or family, almost all of the
continuity of care issues are resolved. The legend is that everything in
black is done and everything in red has not been done. For the elements
which have not been done, the “Click to updateReview” button takes the
provider back to the place in the Discharge Summary where the data point
at issue should be documented.

This transition audit is one of the tools used to “build” the “baton” and
then to make sure that the complete “baton” has been transferred to the
next team member.



Transferofcare Audit

Care Transition Audit

Has the res=zon for hospitalization been documented? |T| Click to Update/Review |
Hawve discharge diagnoses been entered? |T| Click to Update/Review |
Hawe the patient's medications been updstedireconciled? Yes Click to Update/Review |
Hawe the patient's allergies been updsted? Yes Click to Update/Review |

Alza document allergiesireactions to medications.

Has the patient's cogntive status been documented 7 Ho Click to UpdateReview |
Hawve pending results or tests been documented ? Ho Click to Updste/Review |
Hawe major procedures been documented? Ho Click to Lipciste/Review |
Has a follow-up care plan been completed? Ho Click to Update/Review |
Haz the patient's progress to goalztrestment been Ho Click to UpdateReview |
documentecd?

Have advanced directives heen completed and & Click to UpdateRewiswn:

surrogate decizion maker named or & reason given for
not completing an advanced care plan™?

Has the reason for discharge been documented? Ho Click to UpdsteRewview:

Has the patient's physical status been documented? Click to Update/Review

HIG EIENENEIEIREE

Has the patient's peychosocial status been documented? Ho Click to Updatefeview
Ha= a list of availakble community resources been Ho Click to UpdateRewviewn
documented?
R
Has a list of coordinsted referrals been documented? Yes Click to Update/Review
Has the currentireconciled medication list been Cives O po
dizcuzzed with the patient familyicaregiver? I |
Hawe the dizcharge orders been dizcuzzed with i ves Mo
the patientfamilyicaregiver? I |
Have the followe-up instructions been discussed ives O Mo
with the patientfamilicaregiver? I |
Hawe the dizcharge materialz been printed and " wez Mo
given to the patientfamilyicaregivery I |

Cancel |

c. Medication Reconciliation — it is imperative that careful medication
reconciliation takes place at the end of any and every hospitalization and
that a copy of the appropriate list of medications is given to the
patient/family. In that SETMA completes the discharge summary in the
EMR, the hospital medication reconciliation is automatically a part of the



patient’s outpatient record. Nevertheless, when the patient comes back to
the office, a medication reconciliation is repeated each time.

d. Telephone follow-up — Every patient discharged from the emergency
department or inpatient status receives a telephone call the day following
their discharges. Subsequent calls can be scheduled as indicated. The
follow-up call addresses current condition, medications, reactions, special
needs and follow-up appointments.

Since SETMA began this five months ago, it has increased patient
satisfaction, patient safety and the quality of patient care. It is early yet,
but we believe it will decrease our readmission rate which is already very
low.

There are other transitions and/or interfaces for which SETMA has designed equally
robust solutions such as inpatient to nursing home, nursing home to home, inpatient to
hospice, inpatient to home heath, etc. As healthcare continues to be transformed, the
“passing of the baton” will increasingly be improved. (All of these “batons” are
described and explained on SETMA’s website at www.jameslhollymd.com)
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