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Introduction

 Clinician: Psych, maternal
health & public health

* Nurse Informaticist:
Informaticists are the
translators between health
care and data

« Community Health Centers:
Help make sure that

EVERYONE gets access to
health care
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Objectives

1. Describe stages of a patient’s transition of care between inpatient,
outpatient, and emergency services.

2. ldentify pain points in that cause breakdowns in interagency
communication.

3. Generate solutions for care coordination between organizations.

HE
HEE
HCAN




What is Backward
Design?




An Ideal Team-Based Integrated Care Set up
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An Ideal Team-Based Integrated Care Set up
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The Reality of the “TEAM”
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The Reality of the “TEAM”
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Clin

PCP

Hospital

This is where the system broke.
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We have the power to make
this better.




Where are YOU seeing the breaks in the system?

Where are YOU seeing the breaks in the system?
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Breaks in the System

Individual Internal
Fear & Within an
Disempowerment Organization

External
Between Systems & Tech
Organizations
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Breakouts

Let’s Solution
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Internal Solutions:

Pro-active Care Coordination

1. Use available technology to know
when patients are hospitalized.

2. Getdirect phone numbers for key
organizational contacts.

3. Offer supportto the wider care
team, even if they don’t ask.

Make sure the patient knows who
their care team is and how to
contact them.
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Transition of Care

PRO-ACTIVE
1

C RE-ACTIVE

Coordinator is notified of
ED/Hospital visit

Coordinator is notified of
ED/Hospital visit via
PointClickCare

I This may be through MCO lists, NextGen,
ADT alerts, faxes, or phone calls.
Often notified after discharge which can
lead to dalays in care.

TN
L/\U/

Review
hospﬂallzatmnfED visit
info via the HIE

/’\
&,

Motify the provider per
clinic protocol

N

Call Hospital/ED to
provide any relevant Monitor for €
; i patient discharge

patient history

You ARE allowed to do this! HIFAA

allows for coordination of care. Call patlent to schedule
follow-up visit
Maks sure the patient has sufficiant
meadications to gat to follow-up
appointment.

/7\\/”\

Dbtaln copies of
Hospital/ED visit

documentation
& add to EHR

Notify relavant
provider(s) for review
Refer to your clinic policy for
howfwhen to notify the provider of
results. This may be based on RN

judgemeant or specific protocols.




[f we improve the system...

Improve patient : :
Avoid hospital stays Support recovery
experience
Prevent extra tests Lower costs to the
patient & system

. ..what can we do with it?




What Success Can Look Like
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What Success Can Look Like
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Questions?

Thank you for your time and attention!
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Resources

Care Management Care Manager Brain Sheet: Daily Planning

Toolkit for Health Centers

This daily planning tool can be used by care managers to help organize their day and monitor patient progress
through the program

First, review your caseload and write in all the CM visits scheduled for the day and any associated notes. Then,
review your caseload for any patients with other clinic visits that day and write them in the associated column.
You may want to touch base with these patients as your availability allows. Review your hospitallED admissions
list and fill out the corresponding table with admitted patients information. Menitor these patients for discharge
and notify providers as needed. Use the F/U List box 1o list any patients you need to connect with that day

le PDF HERE.
mple Transition of Care Workflow
Scheduled (M Visits CM Patients in Clinic Hospital /ED to Monitor for D/c
(Top Priority) (Meet with lable)
Paticnt | Hesp. | D/c? [ Mates
Toby ¥ PCP:Helly Ne | pe: PCP: Rety | oo enp | Bty bop O
i wson: CM oriemetion | Reason: CH (Exp |, 0T w
Transition of Care I a o
PCP: P PCP: IRy — - Ry
‘ason: Reason: Fag « |eoaasaaaas
PCP: Pt: Michael 5 PCP:Dr. Lewis
ason: Reason: g,
PRO-ACTIVE RE-ACTIVE Roy A PCP:Dr. Pamer| P PCP:
2son ) Hour! Reason:
VB [rr ooy R s
ordinator is notified of Coordinator is notified of i Reason: peral
D/Hospital visit via ED/Hospital visit PCP: [ PCP:
PointClickCare ‘ason: Reasan:
This may be through MCO lists, NexiGen, . pep: E: . FeF-
ADT alarts, faxes, or phone calls. i 500 FfuList
Review Often notified after discharge which can PCE: I PCP -
ospitalization/ED visit hatieacatbins ason: Reason: L Preytis v. - £/u marmo

info via the HIE T . PCP [ Creed B - dre? wresponsive
asony WO Reasaii—_" ] e - check et e
lotify the provider per e o e O
clinic protocol PCP: Pt Arggio M PCP: os 77 [m}
ason: Reasomt: e,y b, 25 70 O
This toolkit is meant to help health center staff Call Hospital/ED to e PP ety PRy s | [y
: . onitor ason: mmer s New ol
develop, improve, and measure the success of it e patient discharge € o " = o
their care management programs. . — e o
u ARE sllowed _bud_u this! HIPAA PCP: Pt PCP:
sllows for coordination of care. Call patient to schedule Lason: Reason:
follow-up visit PCP: P PCP: Notes
\ Make sura the ?:ﬁar:tlha';;iﬁwnl = o ::3!01!: o
Headdh Cer www.hcanebraska.org ment " ason: Reason: i
. PCP: Pr: PCP:
‘Obtain copies of wson: Reason:
Hospital/ED visit PCP: . PCP-
documentation ason: Reason:
& add to EHR

Notify relevant
provider(s) for review

Refer to your clinic policy for
howiwhen fo natify the pravider of
results. This may be based on RN
judgement or specific protocals.

https://hcanebraska.org/page/OnDemand
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