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The University off California, San Diego Health Syystem (UCSDHS)), the only academmic medical centeer in San Diego, has developed a two-campus

strategy, integratiing research, teacching and clinical care on two exissting campuses inn Hillcrest (locateed 13 miles from tthe main UCSD ccampus) and

La Jolla, on the eeastern portion off the main campuus.  The health system consists of tthe UC San Dieggo School of Meddicine, The Skagggs School of

Pharmacy and Phharmaceutical Sciiences, The Facuulty Practice or MMedical Group, twwo Acute Care Faacilities under onne license:- Hillcrrest Hospital

and Thornton Hospital, and multipple ambulatory deelivery sites on UUniversity propertty, including the John and Rebeccca Moores Cancerr Center, the

Shiley Ophthalmology Center, thee Perlman Ambuulatory Clinic, Medical Offices NNorth and South, as well as multipple ambulatory ddelivery sites

throughout the coounty.  In April 22011, the East Caampus in La Jolla will expand wiith the opening oof the Sulpizio Faamily Cardiovasccular Center,

which will offer bboth ambulatory and acute care seervices. The hosppitals operate undder one license wiith a combined caapacity of 552 liccensed beds,

an average daily census in FY100 of 369 and morre than 23,000 ppatient dischargess annually.  Withh the addition off the Sulpizio Caardiovascular

Center, our inpattient capacity exxpands to 600 beeds.  Our clinicaal mission is to ttake exceptional care of people by: providing exxcellent and

compassionate paatient care, advanncing medical diiscoveries, educaating the healthcaare professionalss of tomorrow; wwith core values of Integrity,

Caring, Quality, Creativity and TTeamwork.xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx

The county of Saan Diego, with a ccurrent populationn of 3.2 Million iis expected to inccrease by 15 perccent from 2008 too 2020.  The Couunty does not

have a dedicated facility for the ccare of the under insured or the unninsured.  The UUCSDHS providess approximately 8.6% of the inpaatient market

share for San Dieego County, but almost 14.6 % of care for underccompensated patieents, as defined bby Medi-Cal andd indigent. When considering

care for the indiggent population, UUCSDHC providees 30% of the inppatient care receivved in the countyy (OSHPD 2009 ddata for acute andd psychiatric

discharges at acuute care hospitalss in San Diego CCounty).  In FY 2010, the health system had 24,2216 inpatient admmissions, 60,1600 Emergency

Room visits andd 536,188 ambulaatory care visits,, providing care to 144,097 uniqque patients. Ouur Medical Groupp has approximaately 27,000

assigned managed care lives and provides primaryy care for approxximately 23,000 aadditional individduals. Our servicces include a regiional trauma

center, a level III Neonatal Intensiive Care Unit, Saan Diego and Impperial Counties onnly Burn Center, bone marrow traansplantation as wwell as heart,

lung, liver and kiddney transplantattion.  The Mooress Cancer Center iis one of only 40 National Cancer Institute Compreehensive Cancer CCenters with

37,618 ambulatorry visits in FY 2010.xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx

UC San Diego HHealth System ppartners strategiccally with our coommunity partneers, particularly the multiple commmunity clinics within San
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Diego.  Our focuus is to provide aaccess to specialtyy services for whhich the health syystem may be thhe only provider or one of few prroviders.  To

enhance access ffor patients whosse medical coverrage is through CCounty Medical Services for Sann Diego County (CMS), we have developed

protocols for triaage and pre-referrral workup.  Wee meet regularly with CMS leaddership to ensuree patients are recceiving timely caare and that

communication aamong providers is effective.xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx

EEXECUTIVEE SUMMARRY
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The Triple Aim iss an Institute for Healthcare Improovement (IHI) iniitiative that seekss to improve the iindividual patientt experience and tthe health of

entire communities, at a reasonable per capita costt. The IHI positioon is that the remmaining barriers tto integrated caree are no longer teechnical, but

political, and thaat preconditions for attaining thee goals of improoved care, healthh and cost includde enrollment off an identified population, a

commitment to uuniversality for itss members and thhe presence of ann organization to serve as the integgrator.  The role of the integrator is to partner

with individuals and families, redesign primaryy care, manage tthe health of thhe population, mmanage finances and achieve maacro system

integration1. The University of Caalifornia, San Dieego Health Systemm intends to addrress each componnent of the Triplee Aim, through a complement

of initiatives whicch enhances our iinfrastructure, inttroduces innovatiion and care redessign, integrates aannd coordinates thhe delivery of carre; as well as

through continuedd participation in nationally recognnized improvemeent efforts.

U
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Understanding thhat accurate and aaccessible informmation is the cornnerstone of safe aand effective delivvery of patient caare, the institutioon began our

journey to a commprehensive contiinuum of care eleectronic medical record (EMR). Computerized PProvider Order Enntry (CPOE) wass introduced

hospital wide in 22004.    The healtth system has optted to use the Eppic Hyperspace appplication (Epic SSystems, Verona,, WI) to deliver aan integrated

EMR across ambbulatory, inpatientt, procedural andd emergency care domains.  The aambulatory care iimplementation bbegan in 2005, annd the health

system inpatient areas will converrt to Epic from a legacy electronicc system in late FFebruary 2011. UCSDHS has been recognized aas among the

“most wired” hosspitals for the past five years and the “most wireleess” for the past two.  Further, UUCSDHS has the distinction of beeing the only

California hospittal to garner bothh honors this year.  While our EEMR infrastructuure provides a pllatform for inforrmation exchangee, additional

“

C

s

11 Berwick DM, Nolan TTW, Whittington J. The triple aim: care, health,, and cost. Health Affairrs 27:759-69, 2008.
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programming and reporting capaacity must be deeveloped to optimmize further its patient safety, qquality improvemment and patientt experience

functions.

UCSDHS has emmbarked on a strategy to create Ea EMR links broadly across the Sann Diego communnity both for proovider groups witth electronic

records and thosee who are developping them.  By offfering the EMR link tool, commuunity providers oobbtain a secure poortal with which tto follow the

results and coursee of care of their ppatients at the heaalth system and ccan communicate securely with UCCSDHS providerrs.  For the past yeear, we have

also maintained aa secure health innformation exchaange (HIE) with a community heaalth center partneer, exchanging cllinical notes and requests for

services.  Througgh this process, we are able to provide individuuals seen in our emergency roomm with specific ffollow up appoinntments and

immediate EMR access for care provided in ourr facilities.   Buiilding on that baaseline, the San Diego communiity was awarded the Beacon

Cooperative Agreeement by the Offfice of the Natioonal Coordinator of Healthcare Innformation Technnology (ONC-HIT), to create a seeamless HIE

between health ssystems within SSan Diego countty and with linkkages to the Nattional Health Infformation Netwoork (NHIN).  Thhe principal

investigators, members of the UCCSDHS faculty, hhave outlined sevveral goals in carddiovascular and ccerebrovascular hhealth to improvee the overall

population healthh of the county using these exchangge tools.
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WWith the strengthhs and challenges of our health ssystem in mind, as well as the ggoal of achievingg the Triple Aimm, UCSDHS has developed a

comprehensive annd multi-faceted approach to poppulation health immprovement. Thee following propoosals represent thhe infrastructure,, innovation,

care redesign andd integration of caare to achieve thiss aim:

c

c

CCategory 1: Inffrastructure Deevelopment

##3: Implement aand Utilize Diseaase Managementt Registry Functiionality

G

c

Goal: Implementt the infrastructuure and utilize ddisease managemment registries too support patientt population heaalth, panel manaagement and

coordination of caare.

EExpected Resultss: Implement diseease managementt registry functionnality to capture ppatients with carddiovascular risk fafactors to increasee appropriate

ttest ordering and reduce office visits as well as the time for resolving abnormal findinngs.

Page 5



##4: Enhance Inteerpretation Servvices and Culturrally Competent Care

G

o

Goal: Provide paatients with access to timely, qualiified health care iinterpreter services in their primarry language, therreby increasing thhe likelihood

of safe and effecttive care, open coommunication, addherence to treatmment protocols, annd good outcomess.

EExpected Resultss: Increase qualifiied health care innterpreter encountters in our patientts’ primary languuage.

##7: Introduce Teelemedicine

G

e

Goal: Provide tellemedicine technoology and servicees to improve the care of patients wwho would otherrwwise have limitedd access to speciaalty care and

enable long term management to ccontinue at the paatients’ medical home with assistannce from the speccialist.

EExpected Result:: Increase the acccess of communiity providers to sspecialty care andd emergency evaaluation services by expanding the number of

sspecialty servicess providing telemedicine services aand the number oof sites at which teelemedicine serviices are providedd.

## 8 Enhance Codding and Docummentation for Quality Data

GGoal: Improve doocumentation andd coding of cliniccal data to improove the ability to risk adjust adminnistrative data foor benchmarking, opportunity

iidentification, perrformance improvvement and reducce manual data abbstraction.

E

a

Expected Result:: Transition to ICCD-10 by the Fedderal deadline witth coding staff annd clinical docummentation specialissts competent to

accuracy as evideenced by successfful audits.

demonstrate

CCategory 2: Innnovation and RRedesign

## 3 Redesign Priimary Care

Goal: To create a system of monnitoring and delivvering preventivee health care servvices to establishhed patients receiiving primary caare at UCSD
using an Electronnic Medical Recoord linked Patiennt Web Portal. Established patiennt are defined as having had at leeast two visits wwith a UCSD
primary care physsician within the previous 12 monnths.

G
u
p
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Expected Result:: A four year strategy will be deva veloped and impllemented that inccludes structure, process and outccomes to improvee preventive
services received by UCSD enrolled primary care ppatients.

## 10: Improve Patient Flow in thhe Emergency Department

GGoal: Reduce wait times in the EEmergency Deparrtment (ED) so thhat patients in neeed of care are triaaged in a timely mmanner, patients receive care

iin a timely manneer, and fewer patiients leave the EDD without being sseen.

E

p

Expected Result:: Reduce overalll average ED length of stay (LOSS), overall averagge wait time to caare evaluation, timme to admission

patients from leavving without caree evaluation.

and prevent

##11: Use of Palliative Care Programs

G

p

Goal: Provide dignified and cultug urally appropriate care to relieve suffering in a mannner that prioritizzes pain control, social and spirituual care, and

patient/family preeferences.

EExpected Result: Double the nummber of palliative ccare consults acrooss the health sysstem within five yyears.

## 12: Conduct MMedication Manaagement

G

m

Goal: Manage mmedications so thaat patients receivee the right mediccations, educationn, and follow-up as they transitionn to home in ordder to reduce

medication errorss and adverse effeects from medicattion use.

E

a

Expected Resultss: Identify and ennroll at risk inpattients in the “hospital to home proogram” prior to ddischarge so that they can receivee customized

and comprehensivve medication education and folloow-up.

##13 Implement/EExpand Care Trransitions Prograams

Goal: Create smoooth transitions oof care from inpaatient to outpatiennt settings so thatt patients being ddischarged underrstand the care regimen, have

follow-up care sccheduled, and are at reduced risk foor avoidable readdmissions.

G

f

Expected Resultss: Improve the quuality and timelinness of dischargee communication,, improve links too medical homess, and improve paatient/family

comprehension annd satisfaction. RReduce readmissioons at 30 days, annd return to ED visits within 7 dayys of discharge.

E

c
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##14: Implement Real-Time Heallthcare-Associated (HAI) Systemms

G

a

Goal: Expand reaal-time electronicc microbial surveeillance that alertss clinicians to thee presence of pattient conditions thhat increase the rrisk of HAIs

and pilot an earlyy intervention systtem that educatess clinicians and prrovides simple toools for HAI prevvention.

EExpected Result:: Implement an aautomated infrasttructure to identiffy patients at riskk of HAI. Providee timely and accuurate feedback annd education

tto clinicians abouut HAI’s.

CCategory 3: Too be determinedd

CCategory 4: Coommon Interveentions

CCommon Intervention #1: Sepsiss

CCommon Intervention #2: Centrral Line-Associated Bloodstreamm Infection (CLAABSI) Preventionn

AAdditional Interrvention #1: Surggical Site Infectiion (SSI) Prevenntion

AAdditional Interrvention #2: Hospital –Acquired Pressure Ulcer Prevention

SSUMMARY

U

b

t

a

p

c

UCSDHS has emmbarked on initiattives which suppoort our commitmment to patient cenntered care and mmove our instituttion further alongg the path to

becoming a succeessful Accountablle Care Organizattion (ACO)  throuugh the use of dissease managemennt registries,  impproving the transitions of care

through standardized discharge prrocesses, as welll as enhanced phharmacist supportt for medicationn management, aan electronic meedical record

across the continuuum of care whicch includes a patient portal supporrting bidirectionall communicationn, improved interppreter services, annd expanded

palliative care seervices.  As an aacademic medicaal center providinng tertiary servicces to surroundiinng communities of San Diego aand Imperial

counties, our interventions must suupport their efforrts in the responsee to health care reeform and develooppment of ACOs. We are therefore committed

to telemedicine and provision ofa f access to our EEMR for commuunity providers. These efforts wwill provide addeed infrastructure and process

improvements inn our efforts to mminimize hospitaal acquired infections.  We havee made the instittutional commitmment to identify the primary
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provider for all addmitted patients aand for those patiients without a meedical home or prrimary provider tto link them to a mmedical home or provider for

care post discharge. Improvemennts in coding annd documentation not only suppport our intervenntions in urgent improvement, tthey are the

underpinning for understanding cclinical outcome, quality and safeety, thereby driving the performannce improvemennt efforts of the oorganization.

Collectively, thesse initiatives will improve the patieent experience annd health of the poopulations we serrve.
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CATEGORYY 1 #3: IMPLLEMENT ANND UTILIZEE DISEASE MMANAGEMEENT REGISSTRY

FUNCTIONAALITY

GGoal: Implement thhe infrastructure annd utilize disease mmanagement registriies to support patieent population healltth, panel managemment and coordinatiion of care.

U

y

r

UC San Diego Heaalth System has beeen transitioning from a paper-based mmedical record to ann electronic medicaal record in the ambbulatory setting oveer the past six

years. Our inpatiennt record is multi-mmedia with both electronic and papeer-based data. In 2011, we will compplete our transitionn to a single electrronic medical

record across the hhealth care system.. Historically, provviders have been trrained to focus on patients during a ssingle visit. Reachhing out to patientss who did not

arrive for their schheduled appointmeents or required prreventive health mmaintenance was noot supported by exxisting infrastructuure.  The implemeentation of an

electronic medical record allows UC San Diego provideers to view their paatients’ risk factorss outside of an officce visit. Rather thaan addressing the eelevated blood

pressure for a singlle patient during ann office visit, our pproviders can addreess the elevated bloood pressures of evvery patient with hyypertension who wwas seen in the

last year. This neww type of medical caare delivery througgh disease managemment registries is coonsistent with Berwwick’s vision of redesigning primary care to affect

care, health and cosst.2
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The electronic meddical record’s technnological capabilityy is necessary, but not sufficient to brring about better hheealth care at a lowwer cost.3 First, clinnical protocols

are needed to help guide the health caare team to order thhe appropriate monitoring tests or titraate medications bassed on pre-specifieed rules. The protoccols must also

address escalation pathways to directt the health care teeam to schedule thee patient for an offfice visit rather thaan trying to managge the patient remootely. Second,

patients need to bee assigned to a singgle provider or clinnical care team to rreduce the risk of mmultiple providers or care teams reacching out to the paatient to try to

manage the patientt’s condition(s). Thhird, patients must be willing and able to comply with instructions from a provider’s officee without a face-too-face visit by

either telephone or electronic communnication. Fourth, prroviders must receiive regular feedbacck on their performmance with historicaal and peer comparrisons.

D

p

p

Disease managemeent registries also allow the health system to evaluatte clinical effectivveness, and subseqquently, cost-effecttiveness.4,5From thhe providers’

perspective, the reegistries help themm manage groups oof patients simultaaneously. From ann evaluator’s persppective, the registrries uniquely matcch patients to

providers with difffering practice stylles. Each practice style will be assoociated with some measure of clinicaal effectiveness annd disease-specificc costs. These

2

3

4

W

2 Berwick DM, Nolan TTW, Whittington J. The triple aim: care, health and cost. Health Aff (MMillwood) 2008 May-Juun;27(3):759-69.
3 Gilfillan RJ, Tomcavage J, Rosenthal MB, et al. Value and the mediccal home: effects of trannsformed primary care. Am J Manag Care 2010 Aug;16(8):607-14.
4 Finlay A, Cosovich C, Gebur S. A national diisease registry moves beyond clinical impact, fe fostering measurable cost savings at the commuunity hospital level. J HHealth Care Finance 20000
Winter;27(7):8-29.
55Longitudinal cost experience for gastric bypasss patients.SurgObesRellat Dis 2010 May-Jun;66(3):243-8.
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variations can be uused to identify best practices that caan then be dissemiinated to the provider community to help improve heaalth care delivery ffor the patient

population treated bby all of the providders at the health syystem.

IIn order to move thhe Health System frrom office-based health care delivery toward patient-pannel based care delivvery, we propose too:

• Build a diisease managementt registry with functions to identify hhigh-risk patients, order lab tests andd contact patients wwithout hiring neww resources to

manage paatients outside the ooffice visit.

• Stratify disease managemennt activities into ddisease monitoringg (nursing staff) aand medication maanagement (providders). For nursing staff disease

managemeent activities, deveelop protocols to iddentify patients whho require additionnal monitoring, mmeedication adjustmeent or another facee-to-face visit

with their primary care proviider.

• Shorten timme-to-monitoring aand time-to-controll (where applicablee) for several chronnic disease measurees:

o INNR monitoring forr patients who require chronic oral antticoagulation

o BBlood pressure withh diabetes or cardioovascular disease

o LLDL cholesterol forr patient with diabeetes or cardiovascuular disease

o RRenal function for ppatients with diabettes or cardiovascullar disease

o AAST/ALT for patiennts taking a HMG--CoA reductase inhhibitor (statin)

o RResolution of abnorrmal breast and cerrvical cancer screenning test results

• Develop aa system of audit annd feedback of pattient registry functiions at the providerr, clinic, specialty and health system level compared too usual care to

drive channge. Examples mayy include the followwing:

o BBlood pressure conttrol rates

o LLDL cholesterol conntrol rates

o NNurse-driven or pharmacist-driven proa otocols with other pproviders seeing paatients who fail thee protocols

o PProviders contactingg patients directly wwithout nursing/phharmacist assistancee

Page 12



• Lower thee total disease-speccific costs of care ffrom the health sysstem perspective inncluding outpatienntt, emergency roomm and inpatient chaarges over the

observatioon period.

E

h

c

m

Expected results: Capture 95% of patients with at lleast one cardiovaascular risk factorr in at least one ddisease managemeent registry (i.e., hypertension,

hyperlipidemia, diabetes, coronary artery disease anda d congestive heartt failure).Increase risk factor test orrdering (e.g., renaal function, A1C testing, LDL

cholesterol testing)) outside the office visit to 30% of alll risk factor tests thhat are ordered at oour health system. Reduce office visiits for cardiovascular risk factor

monitoring by 25%% over the observatiion period. Reducee the time for resolvving an abnormal mmammogram findinng or an abnormal PPap smear by 10%.

R

e

c

i

p

Related Projects: EEstablishing and uutilizing disease reggistries is fundameental to rapidly achhieving improvemeents in Care Coorddination and Preveentive Health,

especially for At-RRisk Populations. TThese tools enhancce our providers’ aability to deliver timmely and effectivee care. The diseasee registries provide an important

component for ourr primary care redeesign project, by iddentifying those paatients that require preventive or folllow up care, avoidding unnecessary cclinic visits or

ineffective use of staff time.  Efforts of our Care Trannsitions and Medication Managemennt projects will bee incorporated intoo the electronic meedical record,

providing importannt data for the Diseaase Registries.

Caategory 1 #3: Implement Disease Maanagement Registrries for Improvingg Clinical Care annd Measuring Heaalth Care Costs

Year 1 YYear 2 Year 3 YYear 4 Year 5 Relatedd Projects
1

2

1. Milestone: (proccess
iii) Implement a
functional diseasse
registry.
Metric: Have registry
functionality for two
practice sites.

2. Milestone: (proccess
vii) Create protoccols
for registry-driveen
reminders and reports
for nurses and
providers regardiing
blood pressure, LLDL
cholesterol, liverr and
renal monitoring and
management in

3. Milestoone: (process
iii) Creeate protocols
for regiistry-driven
remindders and
reports for nurses
and prooviders
regardiing breast and
cervicaal cancer
screeniing,
incorpoorating free-
text anaalysis by
natural language
processsing.
Metricc: Electronic
processs in place to
correcttly identify
95% off screening
tests thhat require

55.  Milestone:
(improvement ivv)
Generate registryy-
based reports forr
each provider annd
their care team fofor
the care they deliver
outside the officee
visit with historical
and peer
comparisons for
nurse-driven
protocols.
Metric: At least two
reports sent out tto all
primary care
providers over thhe
12-month periodd.

8.   Milestoone:
(improovement iv)
Generaate registry-
based rreports for
each provider and
their care team for
the carre they deliver
outsidee the office
visit wwith historical
and peeer
compaarisons for
providder-driven
protocols (e.g.,
blood ppressure
control, LDL
cholesterol control).
Metricc: At least
two repports sent out

111. Milestone: (proccess
iii) Expand the
registry functionaality
to other areas.
Metric: Deliver
registries to 95% of
the practicing
ambulatory proviiders
in our Health
System.

122. Milestone:
(improvement iv)
Generate registry
based reports for
each provider and
their care team fo
the care they deli

)
y-

d
or
iver

• Conduuct
Medicaation
Managgement (Cat
2)

• Implemment/Expand
Care Transitions
Prograam (Cat 2)

• Care Coordination
(Cat 3))

• At-Rissk
Populaations(Cat 3)

• Prevenntive Health
(Cat 3))
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Caategory 1 #3: Implement Disease Maanagement Registrries for Improvingg Clinical Care annd Measuring Heaalth Care Costs

Year 1 YYear 2 Year 3 YYear 4 Year 5 Relatedd Projects
patients with
cardiovascular
diseases.
Metric: Documeented
protocols for the
above conditionss.

additional follow-up.

4. Milestoone: (process
v) Conduct staff
trainingg on using the
registryy and
associaated protocols
Metricc: Document

that 75% oof all
outpatient primary care
and cardioology sites
have at leaast two people
trained in using the
disease reggistry tools.

6

7

6.   Milestone: (addd’l
process vii) Shaare
learnings acrosss the
Health System
ambulatory caree
setting.
Metric: Hold twwo
sessions for primmary
care providers tto
learn from the
highest-performming
colleagues for
cardiovascular rrisk
factor managemment.

7.  Milestone: (proccess
iii) Expand the
registry functionnality
to other areas.
Metric: Add at lleast
two specialty
practices that cann use
the registry
functionality.

to all pprimary care
providders over the
12-moonth period.

9.   Milestoone: (add’l
processs iv) Assess
efficaccy of
processses in place
and reccommend
processs
improvvements to
implemment if any.
Metricc: Implement
workfllow changes
based oon user
feedbaack to either
reducee the time it
takes tto manage the
registrry or allows
more ppatients to be
managged by the
same rresources.

10.  Milesttone: (process
iii) Exppand the
registrry
functioonality to
more pproviders.
Metricc: Document

at least some registry
activity foor 75% of all
primary caare providers.

outside the office
visit with historic
and peer
comparisons for
provider-driven
protocols.
Metric: At least
reports to every
provider using a
registry.

e
cal

two
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CCATEGORYY 1 #4: ENHAANCE INTEERPRETATIOON SERVICCES & CULTTURALLY CCOMPETENTT CARE

G

c

c

Goal: Patients have access to timely,, qualified health ccare interpreter servvices in their primaary language, thereeby increasing the likelihood of safe and effective

care, open commuunication, adherencce to treatment prrotocols, and goodd outcomes. UC SSan Diego Health System has struggled to enhance tthe quality of

communication wee give to our limitedd English proficienncy patients (LEP) ffor many years duee to lack of resourcces and clear strateggic direction.

W

i

r

W

i

t

b

A

i

We see a major opportunity to imprrove our collectionn and storage of iinformation regardding our patient’s primary language and how they wiish to receive

information about their healthcare. OOur current PCIS system lacks the abbility to store this ttype of informatioon in the patient’s electronic medicall record.  Our

registration staff haas adopted questionns to ask patient regarding their languuage preference buut sharing that inforrmation with all thaat patients care teaam is difficult.

We know that the system is not alwways used when it could be.  These “failure to utilize”” situations are oftten related to inaddequate training off personnel or

insufficient access to the technology.. Often times, careegivers resort to thhe using family meembers to assist wwith the informationn exchange with paatient.  These

types of “failure too utilize” events are not currently beiing captured. It is uunknown how mucch time our mediccal staff waits oncee they have called an interpreter

before reluctantly uusing the Languagee Line for telephonnic interpretation. OOur Interpreters Serrvices department ddoes not function 224/7 due to financiaal constraints.

Although UC San DDiego has a policyy and procedures adddressing how to access interpretationn services it is lackking specific measuures and considerattions outlined

in the Straight Talkk: Model Hospital PPolicies and Proceedures on Languagee Access documentt.
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UC San Diego Heealth System does not have a comprrehensive training program that incorporates cultural ccompetency/sensitivity for all staff. OOur new hire

orientation only briefly touches on how to access an ino nterpreter or use thee Language Line bbut does not teach any concept of cuultural competency or sensitivity

awareness to culturrally diverse patiennts we are serving. Existing staff havee instructional mateerial on their nursinng units regarding how to call an inteerpreter or use

Language Line buut there is no teachhing on appropriatte ways to addresss patient while usiing an interpreter, positioning, the ddo’s and don’ts wwhile using an

interpreter.
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UC San Diego Heaalth System’s Interppretation Departmeent is significantly uunder resourced. WWe currently emplooy one full time suuppervisor who is alsso responsible

for overseeing the Spanish Interpretaation Services.  Thrree employees are responsible for Sppanish Interpretatioon Services throughhout the Health Syystems and all

61 medical office cclinics. Their hours of hours of Operattion are: Monday –– Friday 8am-4:30ppm with no after hoours or weekend avvailability.  The demmand for face

to face interpretation far outweighs oo our capacity to assiist at that level. Thhe need for expandeed technology andd interpretation metthods must be expllored in order

for UC San Diego HHealth System to eensure all patients wwill receive equitabble health care in thheir preferred languuage. In this projecct, we are focusing on increasing

patients’ access to qualified health caare interpretation iin a timely mannerr.  One of the soluutions we are pursuuing is a partnershhip with Health Caare Interpreter

Network (HCIN), which is a coopeerative of Californnia hospitals and hhealth care providders sharing traineed health care inteerpreters through aan automated
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video/voice call cennter system, we cann connect within seeconds to an interppreter on the HCIN system.  When a llanguage is not avaailable from an inteerpreter at one

of the HCIN hospittals, the call conneects automatically tto a contracted teleephonic language pprovider.  HCIN prrovides interpretation for 170 languagges, including

American Sign Lannguage (ASL), 24//7.  By pooling hoospital-based staff, routing calls fromm video devices annd telephones, and linking to externaal interpreting

resources, HCIN ennables clinicians annd front-end staff aat every point of paatient contact to reaach an interpreter oon demand at a verry manageable costt.  HCIN is an

advanced, cost-effeective, and innovatiive solution to langguage access needs.

I

c

In order for UC Saan Diego Health SSystem to provide our patients with access to timely, qqualified health caare interpreter servvices in the settingg of culturally

competent care, wee propose to:

• Complete gap analysis to ddetermine current bbaseline of gaps thhat exist in our laanguage access neeeds.  We will repoort these findings to the senior

managemeent team for revieww and discussion.

• Evaluate, revise and ensure oour policies meet TThe Joint Commisssion Standards, thee Straight Talk: Moodel Hospital Policcies & Procedures on Language

Access, annd the 12Office off Minority Health, U.S. Department of Health and Humman Services, Nattional Standards oon Culturally and LLinguistically

Appropriaate Services (CLAS)S) in Health Care, 665 Fed. Reg. 808655.

• Integrate ccultural competenccy and awareness mmaterial into all staff training opportuunities to increase tthheir awareness andd adherence to our policy which

govern

• Expand ouur interpretation serrvices by incorporaating video and auddio conferencing teerminals with accesss to interpretation technology.

E

q

Expected Results: Improved access to timely, qualified health care interrpreter services in our patients’ primmary language as eevidenced by a 30%% increase in

qualified health carre interpreter encouunters.

R

i

d

Related Projects: SSuccessful medicall care requires a paatient’s participationn and full understaanding of their caree plan, this is best aaccomplished whenn information

is exchanged in thee patient’s primaryy language.  Improoved communicatioon will support ourr efforts at medicaation management, care transitions, ppalliative care

discussion, care cooordination, preventtive health and an ooptimal patient andd care giver experieence.

Category 1 #44: Enhance Interpretation Services and Culturally Coompetent Care

Year 1 Year 2 Year 3 Year 4 Year 55 RRelated Projects

11. Milestone: (add’l
process ix) Deveelop an

2. Milesttone: (process i)
Conducct an analysis to

4. Milestone:
(improvementt i)

7.  Mileestone:
(impprovement i)

8.   Milestone:
(improvemeent i)

• C
M
Conduct Medication
Management (Cat 2)

n
2
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Category 1 #44: Enhance Interpretation Services and Culturally Coompetent Care

Year 1 Year 2 Year 3 Year 4 Year 55 RRelated Projects

organizational pllan to
patient and familly
centeredness andd
cultural competencies.
Metric:
Documentation oof
plan.

determine gaps in
languagge access.
Metricc: Results of
compleeted gap
analysiis.

3. Milesttone: (add’l
processs viii/
improvvement i)
Improvve language
access.
Metricc: Establish a
baselinne of qualified
health ccare interpreter
encounnters per month.

Improve languuage
access.
Metric: Increease the
# of qualified hhealth
care interpreteer
encounters perr month
by 10% of basseline.

5.  Milestone: (prrocess
iii) Expand quualified
health care
interpretation
technology
Metric: Impleement
audio/video
conferencing
interpreter termminals
in 80% of patiient care
areas.

6. Milestone: (proocess
vi) Train
providers/stafff to
appropriately uutilize
health care
interpreters (via
video, phone oor in-
person)
Metric: 80% oof staff
trained
Numerator: NNumber
of trained

Imprrove language
acceess.
Metric: Increase the
# of qualified health
care interpreter
encoounters per month
by 220% of baseline.

Improve lannguage
access.
Metric: Inccrease the
# of qualifieed health
care interprreter
encounters per
month by 30% of
baseline.

C
P
U
P

P
E

• Immplement/Expand
Care Transitions
Programs (Cat 2)

• Use Palliate Care
Programs (Cat 2)

• Immprove
Patient/Care Giver
Experience (Cat 3)
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Category 1 #44: Enhance Interpretation Services and Culturally Coompetent Care

Year 1 Year 2 Year 3 Year 4 Year 55 RRelated Projects

providers/staff
Denominator: Total
number of releevant
providers/stafff

f
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CCATEGORYY 1 #7: INTRRODUCE TEELEMEDICINNE

G

t

o

t

Goal: Provide teleemedicine technoloogy and services too improve the care of patients who woould otherwise havve limited access too specialty care and enable long

term management to continue at the patients’ medical hhome with assistannce from the speciialist. It is well reccognized that theree is a shortage of mmany medical

specialists throughoout California, espeecially in rural andd lower socioeconommic regions. Even when patients are aable to travel, fromm many miles awayy, follow up is

often left to the primary care providerrs located at great ddistances. Universiity of California, San Diego has a brooad array of clinicaal specialists that reegularly serve

the surrounding souuthern California reegion and telemediicine is a natural exxtension of existingg specialty care.

s

U

t

d

t

t

T

UCSD has a long hhistory of performinng telemedicine evvaluations in variouus telemedicine inittiatives developed bby individual UCSD Departments. OOur dedication

to this new directioon of care is found iin our initial experience with acute strroke management (in the STRokE DOOC clinical researcch trial), and in ourr dedication to

developing a core infrastructure whicch will serve all ciinical aspects of ouur health system inn the “UCSD AnyyWhere” Telemediccine Program.  UCCSDs view of

telemedicine, and iits use in clinical care, centers on devveloping an underlyying infrastructure which can be usedd by any  clinical sspecialty as a routiine activity in

the course of dailly clinical practicee This decentraliized model for Teelemedicine is in contrast to many programs which require physicianns to perform

Telemedicine consults from one centtralized location. WWe plan to integraate Telemedicine equipment and prottocols into existingg specialty clinicall areas so that

ppatients seen by Teelemedicine will bee integrated into thee schedules of provviders where they mmay also be seeing ppatients in a more traditional face to fface manner.

S

t

d

STRokE DOC: Thee original STRokEE DOC clinical triall was an NIH fundded research trial asssessing the efficaccy of medical deciision making usingg telemedicine

technologies.  In acute stroke managec ement, thrombolyticc therapy (rt-PA) iss used to treat acute stroke victims, buut requires immediiate expertise at thee bedside.  To

date, rt-PA remainss the only approvedd therapy for acutee ischemic stroke. IIf administered witthin 3 hours of symmptom onset, this thherapy is associateed with a 30%

greater likelihood oof minimal or no disability at 3 monthhs, with benefit susstained at 1 year ass compared to placcebo. However, rt-PPA is utilized in less than 5% of

acute stroke cases, while stroke remaains the third leading cause of death and the leading caause of disability inn the United Statees.  Prior telemediccine trials had

focused on maximiizing rt-PA numberrs, and have shownn that rt-PA treatmeents can increase wwith the use of telemmedicine.  The NIHH funded STRokE DOC clinical

trial assessed the effficacy of medical decision making ussing telemedicine ttechnologies.  This resulted in a landmmark publication inn Lancet Neurologyy showing for

the first time, efficcacy for acute strokke related medical decision- making (p =0.0009) with a low number neeeded to assess and high sensitivity, sppecificity and

likelihood ratio. DDeployments havee enabled hundreds of patients to reeceive acute stroke consultations, annd this publicationn showed a high rate of rt-PA

treatments at 28% ffor telemedicine (compared to the <5%% national averagee).
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The “UCSD AnyWWhere” telemedicinee and communicatiion technologies hoold great promise inn enhancing patiennt care experience aand outcomes.  Ourr belief is that

telemedicine shouldd not be an isolatedd environment wheere specialists attemmpt to perform evaaluations in a sterilee manner outside oof their own usual ppractice.  This

T

t
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has been a driving force in UCSD’s pplanned developmennt of a telemedicinne infrastructure thaat can be used as a tool and disseminaated to each clinicaal department.

This belief has led to the beginnings of a Department of Telemedicine thaat will work with oother UCSD Cliniccal Departments in order to help themm deliver their

own specialty servvices using state oof the art methodds and technology.. The “UCSD AnyWhere” programm is being developped as a “plug annd play” core

infrastructure whicch will enable various specialties witho hin the health systeem to perform teleemedicine consultaattions all using a siingle, standardizedd telemedicine

policies and procedures  in their ownd n environments. SStandardized telemmedicine protocols,, checklists and woorkflow documentts are being pilotedd both within

UCSD and with somme potential commmunity partners.

T

d

To provide this moodel of care to moore patients, it is eessential that we aare able to expand telemedicine throuughout the health system for use byy all specialty

departments.  In order to do this, we ppropose to:

•• Develop a centtralized, optimizedd, telemedicine infraastructure for use wwith specialty depaartments’ clinic opeerations.

• Develop a centtralized, optimizedd, telemedicine infraastructure for use wwith specialty depaartments’ acute caree/ emergency operaations.

• Expand telemeedicine clinic hourss in specialty cliniccs.

•

•

•• Expand telemeedicine acute care eevaluations for emeergency medical evvaluations services..

E

p

Expected Result: Inncrease the access of community provviders to specialty care and emergenccy evaluation servicces by expanding thhe number of speciialty services

providing telemedicine services and thhe number of sites at which telemediccine services are prrovided.

Related Projects: TTelemedicine will support our effortss to enhance, expand and improve thhe efficiency and tiimeliness of speciaalty services we prrovide for our

primary care patiennts, as well as thaat of our surroundiing community; thereby, enhancing ccare coordination, clinical outcomess and the patient annd care giver

experience.

R

p

e

Category 11 #7: Introduce Teelemedicine

Year 1 Year 2 Year 3 Year 4 Year 55 RRelated Projects

11. Milestone: (add’l
process ix) Deveelop a
plan to establish the
UCSD Departmeent of
Telemedicine.
Metric:

2. Milesttone: (process i)
Establish telemedicine
triage uunit for at least
one sellected specialty.
Metricc: Telemedicine
programm established for

4.  Milestone: (prrocess
ii) Expand
telemedicine prrogram
for at least one
additional speciialty/
service.

6. Milestone:
(imprrovement i)
Increaase the number of
e-connsultations by 10%
of basseline.
Metrric: Number of

9.  Milestone:
(improvementt i)
Increase the nnumber of
e-consultationns by 20%
of baseline.
Metric: Nummber of

P
E

• Patient/Caregiver
Experience (Cat 3)

• CCare Coordination
(CCat 3)

• PPreventive Health

Page 20



Category 11 #7: Introduce Teelemedicine

Year 1 Year 2 Year 3 Year 4 Year 55 RRelated Projects

Documentation oof a
project plan and
policies.

one speecialty.

3. Milesttone: (add’l
processs iii) Pilot
telemeddicine charting
and commmunication
tools foor consulting and
referrinng practitioners
within the Electronic
Medicaal Record (EMR)
system
Metricc:
Docummentation of
compleetion

Metric: Numbber of
telemedicine
established
specialties/servvices.

5.  Milestone: (prrocess
iii) Expand
telemedicine prrogram
to additional cliinic.
Implement a
Telemedicine
Partnership withh at
least one additioonal
remote clinical site
(SPOKES)

Metric: Number oof
remote telemedicine
sites

6. Milestone: (addd’l
process viii/
improvement ii)
Establish the bbaseline
number of e-
consultations.
Metric: Numbber of
specialty referrrals by
e-consultation as a
percent of in-pperson
visits.

speciaalty referrals by e-
consuultation as a
percent of in-person
visits.

7. Milestone: (process ii)
Expannd telemedicine
progrram for at least
one additional
speciaalty/ service.
Metriic: Number of

telemmedicine
estabblished
speccialties/services.

8. Milesstone: (process
iii) Exxpand
telemmedicine program
to addditional clinic.
Impleement a
Telemmedicine
Partneership with at
least oone additional
remotte clinical site
(SPOKES)
Metrric: Number of
remoote telemedicine
sitess

specialty referrrals by e-
consultation aas a
percent of in-pperson
visits.

10.  Milestone: (process
iii) Expand
telemedicine pprogram
to additional cclinic.
Implement a
Telemedicine
Partnership wwith at
least one additional
remote clinicaal site
(SPOKES)
Metric: Nummber of
remote telemmedicine
sites

(CCat 3)
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CCATEGORYY 1 # 8: ENHHANCE CODDING AND DDOCUMENTATION FORR QUALITYY DATA

GGoal: The goal off this project is to immprove both codinng and documentatiion of clinical data so that it reflects aa more accurate andd specialized data sset that can be

sstratified by qualityy indicators in ordeer to identify opporttunities for performmance improvemennt with reduced mannual data abstractioon.

Complete and accuurate coding of thee medical record is critical to the Performance Improveement and Patient SSafety program at UC San Diego. A great deal of

quality data is currrently gathered through manual abstrao action of the recordd, which is inefficiient and costly. It iis estimated that thhe Performance Immprovement &

Patient Safety Depaartment abstracts frfrom more than 10,000 records each yyear. Improved acccuracy of documenttation and coding wwould facilitate datta mining and

analysis through addministrative data, rreducing the manual abstraction burdden and improving eefficiency of qualitty improvement.
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Healthcare documeentation in the Unitted Stated currentlyy lags behind muchh of the world. Whhile we are requiredd to transition to ICCD-10 by October 22013, most of

the world is alreadyy using this expandded set of codes. AA major focus of thhis project will be the transition fromm ICD-9 to ICD-100. This will create aa more robust

administrative dataa set of quality and patient safety codees to use for performmance improvemennt.

U

a

o

w

a

UC San Diego is ccurrently participatiing in the Dr. Foster Elite Global Comparators project wwith some of the ffinest medical instiitutions in the US, the UK, Italy

and the Netherlandds. This project haas been complicateed by the need to translate ICD-9 coodes into ICD-10 codes for comparrison. We will commpare clinical

outcomes and sharee best practice acrooss international boorders to drive impprovements in outcoomes from mortaliity to length of stayy and readmissionss. This project

will help the groupp understand how healthcare varies aacross nations, howw reimbursement mmethodologies inflluuence care processes. We hope that there will be

additional lessons aabout the cross-wallk between the twoo coding systems annd the benefits to qquality analysis withh ICD-10.

IIn order to do this, we propose to:

• Develop aand implement a project plan to transition all coding fromm ICD-9 to ICD-10

• Train codiing professionals, cclinical documentattion specialists, phyysicians and other ICD-10

0

licensed independeent practitioners in

• Audit the results of our transsition and leverage the enhanced data set for quality impprovement

Expected Result: AA successful transittion to ICD-10 by tthe Federal deadlinne with coding stafff and clinical docummentation specialissts competent to deemonstrate

data accuracy as measured by externaal audit.

E

d
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Related Projects: TThis project relates

safety indicators foor all patients. This

international systemms.

to all category 3 annd 4 efforts. Accurrate documentationn and coding contribbutes to the robust

project has both brroad and profound reach within the orrganization, but alsso increases our ab

analysis of qualityy and patient

ility for robust anaalysis with

Categoryy 1 # 8: Enhance CCoding and Docummentation for Quaality Data

Year 1 Year 2 Year 3 Year 4 Year 55 RRelated Projects

11. Milestone: (addd’l
process ii) Conduuct a
needs gap analyssis.
Complete an inveentory
of current informmation
systems that house ICD
codes.
Metric:
Documentation oof the
completed
analysis/inventorry.

2. Milesttone: (add’l
process ix) Develop a
projectt plan for the
organizzation-wide
transitiion.
Metricc: Documented
projectt plan with
tactics, owners and
deadlinnes.

3. Milesttone: (process i)
Determmine whether
currentt information
systemms that house
ICD coodes should be
converrted or upgraded.
Metricc: Assessment
docummented for each
systemm in the
inventoory.

4. Milestone: (prrocess
iv) Train codingg staff,
clinical documeentation
specialists on
knowledge requuired for
ICD-10 transitiion.
Metric: Traininng
complete on 1000% of
coding staff andd
clinical documeentation
specialists.

5. Milestone: (prrocess
vi) Modify exissting
clinical documeentation
improvement toools for
ICD-10
Metric:
Documentationn of
updated tools.

6. Milestone:
(imprrovement i)
Impleement ICD-10
organnization-wide.
Metrric: 100% of
inpatiient records coded
usingg ICD-10.

7. Milestone: (process
xi) Coomplete an audit
of thee clinical
docummentation
improovement program.
Metrric: At least 50
records audited by
externnal experts to
evaluuate accuracy of
codinng in ICD-10.

8. Milestone:
(improvemennt ii)
Develop andd
implement
improvemennt plan
based on codding audit
(#7)
Metric: Commpletion
of all action items on
the improvemment plan.

• A
C
All projects  in
Category 3 and 4
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CCATEGORYY 2 #3: REDEESIGN PRIMMARY CAREE
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Goal: To create a system of monnitoring and delivvering preventivee health care servvices to establishhed patients receiiving primary caare at UCSD

using an Electronnic Medical Recoord linked Patiennt Web Portal. Established patiennt are defined as having had at leeast two visits wwith a UCSD

primary care physsician within the previous 12 monnths.
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To a large extentt, the current financial reimbursement paradigm ffor delivering health care in the UUnited States is built around acuute symptom

related care or providing care to ppatients after diseaase develops. Thiis is unfortunate bbecause it is welll established that many diseases aand disorders

can be preventedd from occurringg or prevented frrom progressing with timely intervention or screeening. There aree many challengees related to

implementing agee and gender relaated evidence-based screening and disease preventioon. There is howwever great concorrdance around thee efficacy of

a great number oof preventive screeening tests and vaccines. In broaad categories, soome of those chaallenges relate to whether patientss present for

screening at apprropriate intervals,, whether patientts are offered cullturally and linguuistically approprriate education reelated to screeninng or disease

management, whhether patients theemselves follow through when reecommendations are offered. It iss also the case thhat even when ppatients have

medical encounteers, opportunitiess are missed to offfer timely screenning and disease management moonitoring. Encourraging patients too establish a

medical home whhich serves as a ffocal point for diisease screening, disease monitoriing and chronic ccare managemennt is a model manny think will

lead to better heallth outcomes, bettter quality of lifee, improved patiennt satisfaction andd decreased healtth care costs.

There are approxximately 50,000 patients who cuurrently receive pprimary care servvices at UCSD. These patients are divided betwween Family

Medicine and Intternal Medicine loocated at variouss clinical sites aroound the San Dieego County commmunity. Over the last several years UCSD has

made a significannt investment in eelectronic medicaal record system with linkage to aa clinical decisionn support unit. TThe electronic meedical record

system includes aa secure, passworrd protected patieent web portal (MMyUCSDChart) wwhich allows patieents to access porrtions of their meedical record

and for bidirectioonal communication between patieents and providerss.

T

M

m
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There is significcant evidence thaat electronic medical record systemms can be leveraaged to assist prooviders and patieents improve preventive care

rates. Among the way electronic mmedical records can be of assistancce include imbedded decision suppport tools and proovider alerts at thhe time of an

arrived patient apppointment, generration of electronnic reminders sennt to patients throuugh secure patiennt web-portals, crreation of a varieety of patient

tracking reports tthat can be used by teams of caree providers and iindividual physiccians. These repoorts include creattion of disease reegistries (see

r

a

t
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disease registry project) for trackp king patients withh known disease.

screening before medical problemms arise. Examplees might include

appropriate patiennts are alerted wwhen influenza vaaccine is availabl

aware that not alll patients receivving primary caree at UCSD will

telephones or eveen a stable place tto live. We do hoowever think that

or a web enabled cell phone that allows them internnet access.

However the eleectronic medicall record can also be used to alert patients for

alerting women oover the age of 665 to be screenedd for osteoporosiss, assure that

e or assure approopriate patients hhave received pneumococcal vacccine. We are

have a home coomputer the samee as we are awaare that not all ppatients have

the great majoritty of our patients, regardless of agge, have access too a computer

a

t

a

s

IIn order to accommplish this goal, wwe propose to:

• Modify accesss to MyUCSDChhart so that patiennts can enroll withhout an “order” frfrom a primary caare provider.

• Allow the auttomatic generatioon of reminders too patients throughh MyUCSDChartt based on age, geender and last reccord of preventivee measure.

• Encourage, thhrough internal mmarketing, enrollmment in MyUCSDD Chart.

• Allow patientts to sign up themmselves for MyUCCSDChart withouut permission fromm primary care pprroviders.

• Develop and implement protocols to identify annd remind approppriate patients forr disease screeninng or preventive sservices includingg:

o Influeenza vaccination

o Osteooporosis screeninng

o Pneuumococcal vaccine

o Breasst Cancer screeninng

o Colonn cancer screeninng

• Conduct focuus groups with paatients to get feedbback on features of MyUCSDChaart found most valluable and what ccan be improved with a focus

on preventivee services

•

•

•

•

•

•
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Expected results: A four year strategy will be devveloped and impllemented that inccludes structure, process and outccomes to improve preventive

services received by UCSD enrolled primary care ppatients.

R

p

I

Related Projects:: Leveraging thee bi-directional poortal for patients and providers coontained within oouur electronic meddical record will improve the

patients’ and caree givers’ experiennce,  as well as ouur efforts at care ccoordination, preventive care delivvery and the outccomes for at-risk populations.

Information and ccare plans develooped in the transiitions of care andd the hospital-to- home medicationn management prrograms will be aaccessible in

tthe electronic meedical records. The data and toools created by thhe disease registrries will be leveeraged for the deevelopment of prrotocols and

pprocesses.

Category 2 #3: Redesign Prrimary Care

Year 1 Year 2 Year 3 Year 4 Year 55 RRelated Projects

11.  Milestone: (proocess
vii) Establish
mechanism for patient
self-enrollment inn an
on-line patient poortal
for access to theiir
health record andd bi-
directional
communication
(MyUCSDChart))
Metric:
Documentation oof
system being
established.

2.  Milesstone: (add’l
process viii/
improovement vi)
Establish the baseline
for prrimary care
patiennt enrollment in
MyUCCSD Chart.
Metriic: Patients
enrollled in
MyUCCSDChart

3. Milesttone
(proceess viii) Develop
a marrketing system to
encouurage patients to
enrolll in
MyUCCSDChart.
Metriic:
Docummentation of
markeeting strategy

4. Milesstone: (process
ix) Deevelop a system
for prrotocol driven

5.  Milestone:
(improvementt vi)
Improvement of
patients enrollled in
MyUCSDChaart by 5
% over baselinne
Metric: Percennt of
primary care ppatients
enrolled in
MyUCSDChaart

6.  Milestone: (pprocess
x) Develop prootocols
for screening aalerts
pushed out to patients.
(e.g. breast and colon
cancer)
Metric:
Documentation of
system, processs to
implement scrreening.

7.  Mileestone:
(immprovement vi)
Impprovement of
pattients enrolled in
MyyUCSDChart by
10 % over baseline
Meetric: Percent of
primmary care patients
enrrolled in
MyyUCSDChart

8.  Mileestone:  (add’l
proocess xii) Develop
a nnew methodology
bassed on learning.
Develop protocols to
pussh reminders out
to ppatients for lipid
andd glucose
scrreening in patients
witth CVD and
diaabetes.
Meetric:
Doocumentation of

9. Milestone:
(improvemennt vi)
Improvemennt of
patients enroolled in
MyUCSDChhart by
15% over baaseline
Metric: Perccent of
primary caree patients
enrolled in
MyUCSDChhart

U
M
R
F
1
C
M

•

C
P
P
E

•

• Immplement and
Utilize Disease
Management
Registry
Functionality (Cat

),
Conduct Medication
Management (Cat 2

• Immplement/Expand
Care Transitions
Programs (Cat 2),
Patient/care Giver
Experience (Cat 3)

• CCare Coordination
(CCat 3)

• PPreventive Health
(CCat 3)

• AAt-Risk Populations
(CCat 3)

n
2)
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Category 2 #3: Redesign Prrimary Care

Year 1 Year 2 Year 3 Year 4 Year 55 RRelated Projects

autommatic patient
reminnders.
Metriic: Document
systemm and processes
to impplement

sysstem, process to
impplement screening..

Page 28



CCATEGORYY 2 # 10: IMPPROVE PATTIENT FLOWW IN THE EMERGENCYY DEPARTMMENT

G

m

s

5

t

p

p

p

Goal: Reduce waiit times in the Emeergency Departmennt (ED) so that pattients in need of care are triaged in aa timely manner, ppatients receive carre in a timely

manner, and fewer patients leave the ED without beingg seen. ED crowdinng and patient floww are significant prooblems both nationnally and at our institution.  We

see approximately 61,000 patients annnually at both UCSSD-Hillcrest and Thornton Hospital EEDs.  Average ED lengths of stay (LOOS) last year (FY22009-10) were

5:45 and 4:07 resppectively, with mucch longer stays forr patients who are admitted from thee ED (average LOOS 8:47 and 7:16 rrespectively), mirrooring national

trends.  We have prreviously demonstrrated the impact off delayed admissionns and LOS on otheer ED patient flow parameters,6as weell as the role patiennt flow has on

patients who leavee before being seenn (LWBS) and ammbulance diversionn.7 Improving patiient flow and ED LOS can greatly improve our abilitty to care for

patients by reducinng the proportion oof those who LWBBS and are diverteed due to ED overccrowding.  We wiill implement multtiple process improovements and

patient flow redesiggn to address LOS,, patient wait time tto evaluation and ccare in the ED, and LWBS rates.  In oorder to accomplishh our goal, we propposed to:

•• Analyze ED thhroughput for bottlenecks and opportue unities for targeted improvement

• Initiate care peer protocol on patieent arrival and triagge to expedite mediical examination annd treatment

• Expand physiccal patient care areaas for both EDs forr increased capacityy

•• Innovate and immplement an electrronic health informmation exchange wiith pre-hospital caree and community cclinics

•

•

E

l

r

Expected Result: RReduce overall aveerage ED length of stay (LOS), overalll average wait timee to care evaluationn, time to admissioon and prevent patieents from

leaving without carre evaluation. Efforrts to prevent patiennts leaving prior too medical evaluation will be focused oon our Hillcrest Emmergency Departmeent, as the

rates at Thornton EEmergency Departmment are consistentlly below 1.5%.

R

a

i

Related Projects: Improved patient fflow in the ED willl result in more rappid, appropriate carre that will improvee the overall qualitty of care, the patieent experience

and the coordination of care.  In ado ddition, by addresssing ED overcrowdding, care will be more accessible tto patients in needd of emergent servvices, thereby

improving overall ccommunity and poppulation health. Moore efficient and timmely care may alsoo improve the timelly initiation of therrapy for patients wiith sepsis.

66 Chan TC, Killeen JP, CCastillo EM, Guss DA. The impact of delayedd admissions held in thee emergency departmentt on wait time, patient c
Med 2006; 48(44 Supp 1):S5.

7 Chan TC, Killeen JP, KKelly D, Guss DA:  Imppact of Rapid Entry andd Accelerated Care at Trriage on Reducing Emeergency Department Pat
Being Seen.  Ann Emerg Med 2005; 46(6):491-497

care time, and length off stay for other patients. Ann Emerg

7

B
tient Wait Times, Lengtths of Stay, and Rate off Left Without
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Categorry 2#10: Improve PPatient Flow in thhe Emergency Deppartment

Year 1 Year 2 Year 3 Year 4 Year 55 RRelated Projects
11. Milestone: (add’l

process v) Redessign
the process to be more
effective. Develoop
improvements suuch as
care initiation
protocols on patiient
entry/triage.
Metric: Submisssion of
care initiation
protocols

2. Milestone: (add’l
process viii/
improvement ii)
Establish baselinne for
the percent of patients
who leave the Hiillcrest
ER without beingg seen
Metric: Left Without
Being Seen (LWWBS)
Numerator: Number
of patients who ppresent
to the ER but aree not
seen by the Proviider
Denominator: TTotal
number of patiennts
who presented too the
ER for that Midnnight
to Midnight cycle

3. Milestone: (add’l
process viii/
improvement i)

2

3

4. Milesttone:
(improvvement ii)
Decreaase the percent of
patientss who leave the
Hillcrest ER without
being sseen by 5%.
Metricc: Left Without
Being SSeen (LWBS)
Numerrator: Number
of patieents who present
to the EER but are not
seen byy the Provider
Denomminator: Total
numberr of patients who
presentted to the ER for
that Miidnight to
Midnigght cycle

5. Milesttone: (add’l
processs xi) Implement
a new ttechnology to
supportt the project.
Develoop health
informaation exchange
link with pre-hospital
care providers such that
patient information
(such aas field ECG), is
availabble prior to
patient arrival
Metricc: Demonstrate
availabbility of
technollogy

7. Milestone:
(improvement ii)
Decrease the peercent of
patients who leaave the
Hillcrest ER wiithout
being seen by 10%.
Metric: Left WWithout
Being Seen (LLWBS)
Numerator: NNumber
of patients whoo
present to the EER but
are not seen byy the
Provider
Denominator: Total
number of patiients
who presentedd to the
ER for that Miidnight
to Midnight cyycle

8. Milestone:
(improvement i)
Reduce overall ED
wait time for aadmitted
patients by 10%% over
baseline
Metric: Door--to-
admission

9. Milestone:
(imprrovement ii)
Decreease the percent off
patiennts who leave the
Hillcrrest ER without
beingg seen by 15%.

Mettric: Left Without
Being Seen (LWBS)
Nummerator: Number
of ppatients who
pressent to the ER but
are not seen by the
Provider
Dennominator: Total
nummber of patients
whoo presented to the
ER for that Midnight
to MMidnight cycle

10. Millestone:
(immprovement i)
Redduce overall ED
waiit time for
admmitted patients by
15%% over baseline
Mettric: Door-to-
admmission

11. Milestone:
(improvementt ii)
Decrease the ppercent of
patients who lleave the
Hillcrest ER wwithout
being seen. MMaintain
15% below baaseline.
Metric: Leftt Without
Being Seen ((LWBS)
Numerator: Number
of patients wwho
present to thee ER but
are not seen bby the
Provider
Denominatoor: Total
number of paatients
who presenteed to the
ER for that MMidnight
to Midnight ccycle

12. Milestone:
(improvemennt i)
Reduce overaall ED
wait time forr admitted
patients. Maiintain
15% below bbaseline
Metric: Dooor-to-
admission

• Pattient/Care Giver
Exxperience (Cat 3)

• Caare Coordination
(Caat 3)

• Seppsis (Cat 4)
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Categorry 2#10: Improve PPatient Flow in thhe Emergency Deppartment

Year 1 Year 2 Year 3 Year 4 Year 55 RRelated Projects
Establish baselinne for
overall ED wait ttime
for admitted patients.
Metric: Door-to--
admission

6. Milesttone:
(improvvement i)
Reducee overall ED
wait timme for admitted
patientss by 5% over
baselinne
Metricc: Door-to-
admission
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CCATEGORYY 2 #11: USEE OF PALLIAATIVE CARRE PROGRAMS

G

p

o

s

E

n

Goal: Patients receive dignified andd culturally approppriate care to relieve suffering in a manner that priorriitizes pain controll, social and spirittual care, and

patient/family prefeerences.  As a tertiaary referral center, UCSD houses multiple programs of specialty care for tthe San Diego region including traumma, burn, solid

organ transplant, bone marrow transpo plant, a comprehenssive cancer center, and many others aand as a result seess a disproportionateely high level of coomplexity and

severity of illness. As the public hosppital system in Sann Diego, UCSD alsso sees a disproporttionately large nummber of patients whho are under- or unninsured, non-

English speaking, oor of lower socioecconomic status, who present with morre advanced illness and have fewer treeatment options. FFor these reasons, wwe see a large

number of patients with a high symptoom burden and pooor prognosis.

I

p

t

It has been demonsstrated that palliatiive care teams in hhospitals improve mmultiple outcomes.. There is an emeerrging literature thaat palliative care teeams improve

patient and family satisfaction with ccare at the end of life8.  Specificicallyy, palliative care teeams can assist witth pain and symptoom management, rrecognition of

the patient as a wwhole person, clearr medical decision making, life commpletion and preparration for death9. Palliative care cconsultations havee been clearly

associated with deccreased costs of carre at the end of life10 and higher costs of treatment have been associated wiith lower quality off life in the week bbefore death11.

Palliative care teamms are instrumentall in assisting with transitions in care such as transfers oout of the ICU wheen critical care is nno longer effectivee or consistent

with patients’ goalss, or to hospice when further disease-focused treatmentss are not available oor helpful.  Converrsations about prefeerences for end-of--life care have

been shown to impprove quality of life for patients andf d caregiver bereaveement12.  Additionaally, palliative caree can and should bbe provided to anyy patient with

suffering, regardlesss of their prognossis or options for liife-prolonging treaatments.  In fact, reecent literature hass shown that palliattive care consultattion as part of

treatment at the timme of diagnosis, raather than late in thhe course of illnesss, has been associiated not only withh improved qualityy of life but also wwith improved

overall survival13.

a

P

w

b

s

t

o

I

b

h

b

w

In 2010, the first ffull calendar year with teams seeingg consults at both UUCSD hospitals, tthe palliative care team at UCSD peerformed 490 inpaatient consults

between the two consult services, whhich represents 2%% of all inpatient aadmissions.  The ppalliative care teamms saw 35% of pattients who died in our Hillcrest

hospital with a length of stay > two days. We propose a multi-faceted syystem to increase thhe numbers of patiients referred to paalliative care teamss at UCSD to

both generate new consults through systematic active caase-finding and proovide expert palliattive care services tto greater numbers of patients.  In ordder to do this,

we propose to:

8

9

1

1

1

1

8 Higginson, et al Journaal of Pain and Symptomm Management 2003; 255:150-168 and Finlay, eet al Annals of Oncologyy 2002; 13 Suppl 4:2577-64
9 Steinhauser, et al Annaals of Internal Medicinee 2000; 132:825-832
10 Morrison, et al Archivves of Internal Medicinee 2008; 168:1783-1790
11 Zhang, et al Archives of Internal Medicine 20009; 169:480-488).
12 Wright, et al Journal oof The American Mediccal Association 2008; 3000:1665-1673
13 Temel, et al New Enggland Journal of Medicinne 2010; 363:733-742
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• Expand thhe current teams to meet needs of proggram expansion

• Create auutomated triggers tto facilitate the identification of pattients who may beenefit from palliattive care consultat

approachinng the managing teeam to offer consulltation.

• Monitor ppatient transitions ffrom ICUs or changges in code status aacross our hospitalls to increase approopriate transitions

care in a fufutile setting.

• Monitor costs of patients seeen by palliative caree versus inpatient ccontrols, especiallyy patients who die iinn the hospital.

• Monitor patient reports of syymptoms, includingg pain scores, to asssess effectiveness oof symptom interveentions.

tion and with thiss information,

from aggressive liffe-prolonging

EExpected Result: DDouble the number of palliative care cconsults across the health system withhin five years.

Related Projects: EEstablishing goals oof care and relievinng symptoms, the ccornerstones of pallliative care, are fuundamental to imprroving the patient aand care giver

experience.  They ssupport care coordiination, the transitioons in care as well as optimal medicaation management.

R

e

Category 22 #11: Use of Palliiative Care Prograams

Year 1 Year 2 Year 3 Year 4 Year 5 RRelated Projects
11. Milestone: (add’l
p
p
m
d
t
o
M
o
f

2
i
n
c
M
c
e
consults meet targeets

process v) Redesignn the
process in order to be
more effective by
developing automaated
triggers for consideeration
of palliative care coonsult.
Metric: Documenttation
of criteria and mechhanism
for automated trigggers.

2. Milestone: (proccess
iii) Establish a baseeline
number of palliativve care
consults
Metric: Palliative ccare

established by the

3. Milesttone: (process
iii) Inncrease the
numbber of palliative
care cconsults by 25%
over bbaseline
Metriic: Palliative care
consuults meet targets
establlished by the
program
Numeerator: Number
of pallliative care
consuults

4. Milesttone:
(improovement ii)
Establlish the baseline
of patiients who died in
the hoospital and

5. Milestone: (prrocess
iii) Increase thhe
number of pallliative
care consults bby 50%
over baseline
Metric: Palliaative care
consults meet targets
established byy the
program
Numerator: NNumber
of palliative care
consults

6. Milestone:
(improvementt ii)
Among patiennts who
died in the hospital,

7. Mileestone: (process
iii) IIncrease the
nummber of palliative
care consults by 75%
overr baseline
Metric: Palliative care
conssults meet targets
estabblished by the
proggram
Nummerator: Number
of paalliative care
conssults

8. Mileestone:
(impprovement ii)
Amoong patients who
diedd in the hospital,
increease the proportion

e

n

9. Milestone: ((process
iii) Increase tthe number
of palliative ccare
consults by 1100% over
baseline
Metric: Palliative care
consults meeet targets
established bby the
program
Numerator:: Number
of palliative ccare
consults

10. Milestone:
(improvemennt ii)
Among patieents who
died in the hoospital,

I
C
2
C
M

•

• Implement/expand
Care Transitions (C
2)
Conduct Medicatio
Management (Cat

• IImprove Patient/Ca
GGiver Experience
((Cat 3)

d
Cat

on
2)
are
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Category 22 #11: Use of Palliiative Care Prograams

Year 1 Year 2 Year 3 Year 4 Year 5 RRelated Projects
p
N
p

program
Numerator: Numbber of
palliative care conssults

receivved a palliative
care consult
Metricc: Percent of
total inn-hospital deaths
who hhad a palliative
care consult
Numeerator: Number
of patiients who died in
the hoospital and
receivved at least one
palliattive care consult
Denomminator:
Numbber of patients
who ddied in the
hospittal

increase the
proportion of those
who received a
palliative caree consult
by 5% over baaseline
Metric: Perceent of
total in-hospittal
deaths who haad a
palliative caree consult
Numerator: NNumber
of patients whho died
in the hospitall and
received at leaast one
palliative caree consult
Denominatorr:
Number of paatients
who died in thhe
hospital

of thhose who received
a palliative care
conssult by 10% over
baseeline
Mettric: Percent of
totall in-hospital deaths
whoo had a palliative
care consult
Nummerator: Number
of paatients who died in
the hhospital and
received at least one
palliiative care consult
Dennominator:
Nummber of patients
whoo died in the
hosppital

s

n

increase the pproportion
of those whoo received a
palliative carre consult
by 15% overr baseline
Metric: Perccent of total
in-hospital deeaths who
had a palliatiive care
consult
Numerator: Number
of patients wwho died in
the hospital aand
received at leeast one
palliative carre consult
Denominator: Number
of patients wwho died in
the hospital
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CCATEGORYY 2 # 12:  COONDUCT MEEDICATIONN MANAGEMMENT

G

m

Goal: Manage meddications so that ppatients receive thee right medicationss and education ass they transition froom the inpatient ccare to home in orrder to reduce

medication errors aand adverse effectss from medication use. Failure to adeequately plan and iimplement medicaattion related transittions from hospitall to home is a

cause for failed theerapeutic objectivess and unplanned visits to the emergenncy department as wwell as hospital reaadmissions14, 15. AAs a tertiary academmic center, we

have several high rrisk populations whhose medical manaagements require complex poly-pharmmaceutical regimennts, including bonee marrow transplannt, solid organ

transplant, congestive heart failure, ppatients on anticoaggulation, diabetics,, hypertensive patieents and patients wwith cancer. Our cuurrent rates for conngestive heart

failure readmissionn are above the nattional average andd we believe subopptimal compliance with medication is a contributing faactor. The intent off the UC San

Diego Health Systtem medication mmanagement program is to spread thee long-term mediccation managemennt principles succeessfully employed in our organ

transplant populatioon to other targetedd high-risk groups. These tactics will improve medicatioon efficacy in the crritical transition phhase from hospital tto home.

c

h

t

f

D

t

T

r

h

The proposed interrvention to enhancce medication recoonciliation and trannsition from hospittal to home includdes a thorough meddication history asssessment and

reconciliation at admission and dischd harge. Population-bbased screening criteria will be used tto identify and priooritize patients forr pharmacist intervvention during

hospitalization. Addmission assessmennt includes previouus non-adherence, lack of efficacy aand side effects ass well as a health literacy evaluationn16. High risk

patients will receivve tailored patient education and disscharge planning aas well as enhanceed follow-up post discharge.  Pharmmacists will verballly educate on

discharging medication throughout tha he hospital stay; veerify patient comprrehension of mediccation instruction ((utilize Teach Bacck method), and prrovide written

information with patient specific refeerences and learninng tools, such as MMedActionPlan (seee below) 17, 18, 19. DDuring the dischargge process, they wwill coordinate

the delivery of prescriptions to the paatient and assist in resolving paymennt issues. Pharmacists will create a paatient-medication ccontract, coordinatee timely post-

discharge follow-upp and communicate the medication liist with patient’s foollow-up health carre provider. Exampples of the tools to be used with patieents include: a

patient specific meedication record, sppecial instructions ((these can be editeed at the time of prrinting), weekly meedication checklistt, and health care rrecord (allows

p

d

i

t

d

p

1

A
1

1

2
1

1

14 Stewart S, Pearsoon S, Horowitz JD.. Effects of a homee-based interventionn among patients wwith congestive heaart failure dischargeed from acute hosppital care.
Arch Intern Med. 1998;158:1067-10772.
15 Rainville EC. Immpact of pharmacistt interventions on hhospital readmissioon for heart failure. Am J Health Syst PPharm. 1999;56:13339-1342.
16 Schnipper JL, Kiirwin JL, Cotugno MC, et al. Role of pharmacist counseeling in preventing adverse drug eventts after hospitalizattion. Arch Intern MMed.
2006;166(5):565-571
17 Murray MD, Youung J, Hoke S, et aal. Pharmacist intervvention to improvee medication adhereence in heart failurre. Ann Intern Med.. 2007;146:714-7255.
18 Walker PC, Bernnstein SJ, Jones JN,, et al. Impact of a pharmacist-facilitaated hospital dischaarge program: a quaasi-experimental sttudy. Arch Intern MMed. 2009
;169(21):2003-2010.
19
;
1 Varma S, McElnnay J, Hughes CM,
11999;19:861-869.

et al. Pharmaceuticcal care of patientss with congestive heart failure: interveentions and outcommes. Pharmacotherrapy.
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t

M

d

c

f

the patient to particcipate in their heallth monitoring). Affter hospital dischaarge, the highest-riisk patients will haave a face-to-face vvisit within 48 hrs of discharge.

Moderate-risk patients will have a fofollow-up phone caall within 48 hrs 200. These follow-upp contacts will commpare patient’s sellf-reported medicaation list with

discharge list, reasssess comprehensioon of meds, identiify storage of medds and use of pill box, assess mediccation adherence aand address potenttial adherence

concerns 21. They will also identify additional concernns or medication-reelated problems (AADEs) and confirmm scheduled followw-up appointmentss.  Significant

findings will be doccumented in the meedical record and ccommunicated to paatient’s primary caare physician.

M

d

a

M

MedActionPlan waas introduced in 20005 and consists oof HIPAA compliaant web-based proggrams that allow hhealthcare providerrs to quickly creatte, customize,

document and printt a personalized meedicine schedule foor a patient at no chharge.  A medicatioon profile can be ggenerated from a mmedication databasee or written in

as free text, speciaal instructions and dietary considerattions can also be aadded for each meddication.  Patients can also view theeir medication scheedule through

MyMedSchedule, aanother web-based program which faccilitates the hospitaal to home transitioon of care.  MyMeddSchedule also alloows patients to receeive e-mail or

text message reminnders so they don’t forget to take theirr medications or geet refills.  Currentlyy, there are five moodules that fields thhat are currently seetup to track a

specific subpopulation of patients whho are at a higher risk for poly-pharmmacy (and medicaation error): HIV, cchronic heart failuure, solid organ traansplant, bone

marrow transplant,, and diabetes. MeedActionPlan has been shown to deecrease hospital ree-admission rates bby informing patieents of the properr use of their

discharge medications before they leaave the hospital. AA multidisciplinary team at the Hosppital of the Universsity of Pennsylvaniia was able to reduuce the 30-day

readmission rate onn a high-turnover general medicine uunit by almost 3% (from 13.6% 10.88%) 22. One interveention they used too reduce readmissiion was using

MedActionPlan to create wallet sizedd medication scheddules for their patieents.  MedActionPlan has also been uused in the outpatiient setting as a toool to improve

patient education, ccompliance, and saatisfaction while reeducing medicationn errors.  A multi-pphased study at thee University of Nebbraska Medical Cennter (UNMC)

showed patients annd caregivers whoo received daily MMedActionPlans sccored higher on a survey of medicaation knowledge tthan those who haad received a

MedActionPlans only upon dischargge23. In addition, trransplant pharmaciists and coordinatoors involved in teaaching reported thhat patients and caaregivers who

received daily MeddActionPlans were more actively engaaged in the plan off care, more preparred to ask meaningfful questions, and mmore confident witth medication

self-administration.

r

M

p
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IIn order to implement a comprehensive ve hospital-to-home medication manaagement program, wwe propose to:

220 Dudas V, Bookwwalter T, Kerr KM, Pantilat SZ. The immpact of follow-upp telephone calls to patients after hosppitalization. Am J MMed. 2001;111(9B)):26S-30S.

21 Bubalo J, Clark RRK, Jiing SS, et al. Medication adhereence: Pharmacist pperspective. J Am PPharm Assoc. 2010;;50:394-406
22 Buckley B, Buckkley J. Project BOOST Cuts Hospitaal Readmissions. Phharmacy Practice NNews Vol.  37, Seppt 2010.
23 Lecia Snell and LLaurel Williams, UUniversity of Nebraska Medical Center. Evaluation of Poost Solid Organ Traansplant Patient EEdducation for Continnuous

2

2

2

QQuality Improvemeent.
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• Establish a program plan withh screening criteria for prioritizing higgh risk patients

• Provide phaarmacist educationn prior to discharge for high risk populations

• Utilize patiient friendly educattion and medicationn management toolls

• Provide targeted post- discharrge pharmacist suppport

EExpected Results: Enroll 75% of at riisk inpatients into tthe “hospital to homme program” prior to discharge

R

m

a

a

Related Projects: EEffective medicatioon management is critical to the overrall treatment of coomplex diseases. Phharmaceutical advaances have led to mmore complex

medication regimenns with contribute to vulnerabilities iin patient understannding and compliaance. By addressingg these risks with a patient-centered approach, we

anticipate improvinng patient experiennce, transitions of ccare, care coordination and health outtcomes. These impprovements should reduce unplanned readmissions

as well as emergency room visits.

Cat 2 #12: Coonduct Medicationn Management

Year 1 Year 2 Year 3 Year 4 Year 55 RRelated Projects
1

D
p

1. Milestone: (add’l
process ix) Deveelop a
plan to establish a
medication
management program.
Metric:

Documentation of pproject
plan.

2. Milesttone: (process ii)
Develop criteria and
identify ttargeted patient
populatioons
Metric: EEstablish a
baseline oof patients in the
targeted ppopulations that
consistenntly receive
medicatioon management
counselinng

3. Milesttone: (process
iii) Impleement a program
to improvve continuity of
medicatioon management
from acute care to the
ambulatoory setting

4. Milestone:
(improvement i) MManage
medications for taargeted
patients
Metric: Increase the
number of patientts that
consistently receivve
medication managgement
by 100% over basseline.

5. Milestone:
(improvvement i) Manage
medicattions for targeted
patientss
Metric: Increase the
numberr of patients that
consisteently receive
medicattion management
by 200%% over baseline.

6. Milestone:
(improvement i)) Manage
medications for targeted
patients
Metric: Increasse the
number of patieents that
consistently receeive
medication mannagement
by 300% over bbaseline.

U
M
R
F
R

C
I

F
E
D
M

•

•

C
P
P

E
•

• Immplement and
Utilize Disease
Management
Registry
Functionality (Cat 11)
Redesign Primary

Care (Cat 2)
Improve Patient

Flow in the
Emergency
Department/Rapid
Medical Evaluation
(ccat 2)

• UUse Palliative Care
PPrograms (Cat 2)

• Immplement/Expand
Care Transitions
Programs (Cat 2)
Patient/Care Giver

Experience (Cat 3)

n

e
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Cat 2 #12: Coonduct Medicationn Management

Year 1 Year 2 Year 3 Year 4 Year 55 RRelated Projects
(hospital to home)

Metric: WWritten plan to
provide mmedication
reconciliaation as part of
the transiition from acute
care to ammbulatory care

• CCare Coordination
(CCat 3)

• PPreventive Health
(CCat 3)

• AAt Risk Populationns
(CCat 3)
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CCATEGORYY 2 #13: IMPPLEMENT/EEXPAND CARRE TRANSIITIONS PROOGRAMS

Goal: Create smoooth transitions of ccare from inpatient to outpatient settinngs so that patientss being discharged understand the carre regimen, have ffoollow-up care

scheduled, and are at reduced risk forr avoidable readmiissions.. Both a quaality and financial opportunity for immprovement, reduciing the occurrence of unplanned

readmissions has bbecome a more urggently focused topiic for improvemennt with the proposeed change in reimbbursement penaltiees set to begin in FFY 2013. The

acutely ill inpatient often has multiplle risk factors for rreadmission, returnns to the emergenccy room, and adverrse drug events. Thhese risk factors innclude certain

high risk diagnosess (CHF, Cancer, Pnneumonia, for exammple), but also reprresent many risk faactors overrepresennted in the Safety NNet population (e.gg. poor health

literacy, major psyychiatric disorder, llack of family / caaregiver, homelessnness, polypharmaccy, lack of a defineed PCP or medicaal home). Accordinng to a recent

study, unplanned readmissions (all caause) cost Medicarre $17.4 billion in 2004, with 20% off the Medicare feee-for-service patiennts readmitted withhin 30 days of

discharge.24 The UUC San Diego all-ccause, all payor, non-newborn 30-day readmission rate wwas 11.7% (Jul’09--Jun’10).
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The literature has pplentiful evidence that flaws in the trransition processess contribute to manny preventable reaadmissions. Patientts are not routinelyy screened for

these risk factors inn any reliable or sttandardized fashionn, and even when the risk factors aree identified, the diiffusion of responsibility and poor coommunication

amongst the healthhcare team leads too an uncoordinatedd and unreliable appproach to dealing wwith the barriers too a safe transition.. Patient and familyy instructions

and education are ooften compressed innto the day of dischharge. Furthermoree, educational efforrts and care instrucctions are often inaadequate, and perfoormed without

any confirmation oof their understandiing and comprehennsion. Medication reconciliation is oftten inaccurate, withh resultant errors inn medication lists ffor the patient

and next provider,225 26and essential elements in dischargge communication aare provided too latte to be of use, or aare provided inaccuurately and incomppletely.27 Post

hospitalization apppointments are ofteen not scheduled with the family/patient input, or arre not scheduled aat all prior to the patient’s dischargge, leading to

uncertainty about thhe reliability of timmely outpatient folllow up. 28 In our reeviews of the UC SSan Diego transitioon from the inpatieent setting, we havee verified that

UC San Diego trannsitions from the inppatient suffer fromm these same flaws.
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24 Jencks SF, Williaams MV, Colemann EA. Rehospitalizaations among patiennts in the medicaree fee-for-service proogram. N Engl J MMed. April 2, 2009
2009;360(14):14188-1428.
25 Forster AJ, Murfff HJ, Peterson JF, Gandhi TK, Bates DW. The incidence and severity of addverse events affeccting patients after discharge from thee hospital.
Ann Intern Med. Feeb 4 2003;138(3):1161-167.
26 Forster A, Clark H, Menard A, et all. Adverse events aamong medical patiients after dischargge from hospital. CMMAJ. 2004;170:3445-349.
27 Halasyamani L, Kripalani S, ColemK man E, et al. Transittion of care for hosspitalized elderly paatients--developmeent of a discharge cchecklist for hospitalists.
Journal of Hospitall Medicine. Nov 20006;1(6):354-360.
28 Williams MV, Budnitz T, Greenwaald JL, Halasyamanni L, Howell E, Kerrr K, Maynard G, VVidyarthi A, Colemman E. Project BOOOST Implementatioon Guide –
Better Outcomes foor Older Adults viaa Safe Transitions. Society of Hospital Medicine, 2009.
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Clearly, an organizzed interdisciplinarry approach utilizinng a proven qualityy improvement (QI) framework and multifaceted intervventions are needeed to establish

breakthrough levels of improvement ffor such a complicated problem.  A rredesign of the proccess is essential, allong with better cooordination of both inpatient and

ambulatory aspectss of care.
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Fortunately, we haave some good evidence that improvvement is possible. Redesigned transiitional care modelss can improve quaality outcomes andd achieve cost

savings, as many rreadmissions and other complicationns are preventablee.  Many common interventional theemes run throughoout the literature ddemonstrating

successful programms to improve transitions.29, 30, 31 Elemments of Project Red and The Care TTransitions IntervventionTM have beeen incorporated into a Society of

Hospital Medicine initiative called Prroject BOOST.

UUC San Diego has early innovative eexperience with Prooject BOOST and other interventionaal programs that inncorporate best praactice bundles stronngly linked to

iimproved outcomees, as well as a nnumber of innovative programs thatt leverage UC’s teechnology and innnovation strengths. A multidiscipliinary steering

committee has focuused on pilot wardds (6E, 6W) to intrroduce improved patient / family prepparation using “teaach back” techniquues.  Internal Mediicine services

have stressed commmunication with ouutpatient providers on the day of dischharge, as well as thhe timeliness and quuality of the dischaarge summary.  Pilot attempts to

proactively identify high risk condf ditions for readmisssions and mitigaate the risk have been undertaken, as well as attemmpts to foster inteerdisciplinary

communication, ennhance accurate meedication reconciliaation and provision of accurate medicaation lists, and provviding post hospitaalization follow up phone calls.
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UC San Diego Heaalth System has alsoo been a pioneer inn developing models of identifying paatients at risk for eiither readmission oor presentation to thhe emergency

department and theen providing them wwith appropriate mmedical homes, in ppartnership with coommunity clinics.322 Through expansioon of this technologgy to the core

electronic medical record for the heaalth system, provisiion of medical homme placement and seamless transmisssion of health infoormation is now poossible for all

inpatient admissionns.  This effort commpliments the multiidisciplinary efforts outlined above too provide all patiennts with a more stanndardized and reliaable transition

experience. There iis evidence that proovision of this “temmplated” or checklisst driven dischargee is optimal for fraggile populations succh as the elderly.
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In spite of all thesee efforts, improvinng the reliability off transitions of carre has proven difficcult. While some iimprovement has ooccurred across thee spectrum of

services, other impprovements are limiited to pilot wards or selected servicees. Interdisciplinaryy communication is hampered by histtorical culture and health record
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29 Jack BW, Chettyy VK, Anthony D, eet al. A reengineereed hospital dischargge program to decrrease rehospitalizattion. Annals of Inteernal Medicine. 20009;150:178-
187.
30 Balaban RB, Weeissman JS, Samuell PA, Woolhandler S. Redefining and redesigning hospittal discharge to enhhance patient care: a randomized conttrolled study.
JGIM: Journal of GGeneral Internal Meedicine. 2008;23(8)):1228-1233.
31 See A Look at Care Transitions artiicle: http://nashvillle.medicalnewsinc.com/reducing-unpplanned-hospital-reeadmissions-cms-24426.
332 Chan TC et al. Immpact of an interneet-based emergencyy department appoinntment system to aaccess primary caree at safety net commmunity clinics.  Annn Emerg
MMedicine, 2009 Auug 54(2): 279-84.
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architecture, as well as by the logistics of physicians roounding on a multiitude of wards. Resources for coachiing patients, providding post dischargee phone calls,

and conducting regular audit and feeedback of key quuality parameters are difficult to secure in an environnment with a muultitude of competiing priorities.

Expansion and enhhancements to the UC San Diego “trransitions of care” program are needded to create smoooth transitions of care from inpatient to outpatient

settings so that pattients being dischaarged understand thhe care regimen, haave follow-up caree scheduled, and aarre at reduced risk for avoidable readdmissions.  In

order to accomplishh this, we propose tto:
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a

E

• Assess curreent care transitions and processes, ideentify key leverage points for improvement, and developp operational definnitions and measureement system

to assess proogress.

• Develop andd implement a proaactive assessment of risk factors for reeadmission, return tto the ED, adverse drug events, and oother barriers to a saafe transition,

with efforts to address risk facttors in a coordinateed and effective waay.

• Develop besst practice standards and protocols forr care transitions, inncluding proactive,, patient involved sscheduling of outpaatient follow up, coommunication

with the nexxt provider of care, and provision of paatient friendly disccharge instructions and “teach back” vverification of undeerstanding.

• Sustaining aand expanding pilott wards for improveement efforts, withh enhanced resourcees focused on imprroving care transitioons.

o Establishing physiciann leadership and mmeasurement / analyyses structure

o Establishing a designaated discharge advoocate / coordinator (RN level of trainiing).

o Enhhanced pharmacist staffing for improvved medication couunseling on high rissk patients and impproved medication reconciliation.

o Establish a dedicated care transitions calll center, focused on follow up phone calls and post disccharge hotline functions.

• Accelerate immprovement by paarticipating in collaaboratives related to Transitions of Caare:  Project BOOSST mentoring and participation in thee “Preventing

Readmissionns Network” a collaaborative effort cooordinated by the Hoospital Associationn of San Diego andd Imperial Countiess.

• Integrate andd improve upon Eleectronic Medical RRecords and Informmation Technology:

o Impplement and insuree proper use of a staandardized “dischaarge navigator”, whhich assists with meedication reconciliiation, improved coommunication

betwween care providerrs, and integration oof piloted tools (suuch as the risk stratiification tool, dischharge checklists, annd other innovationns).
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o Usee of an embedded electronic scheduller to provide meddical homes to patiients being discharrged for whom no primary care pracctice has been

idenntified in the courrse of admission. This tool can prooactively define guuaranteed, expediteed follow up appoointment slots withh appropriate

commmunity clinic parttners in the region, as well as route keey clinical data to thhem.

o Prooject Beacon innovaations: allowing for secure sharing off appropriate mediccal information betwween different provviders in the regionn.

o Meedication lists and ddischarge instructioons can be transformmed into patient friiendly documents tthat enhance their aadherence and undderstanding by

proograms like the MeddActionPlan.com™™ (Attachment A). Creating seamless links between thee enterprise EMR aand these patient edducation tools

will promote their inccreased adoption annd utility.  An exammple of a CHF pattient Med Action PPlan is show in Tabble 1. A program ssimilar to this

wass utilized in the lanndmark Project REDD study.
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Expected Results: Improved patient satisfaction as meeasured by HCAHHPS surveys on perrtinent items (overrall patient satisfacction, extent they felt ready for

discharge, speed of discharge processs, instruction quality, medication exxplanation, receivedd help needed, wriitten instructions rreceived). Improveed quality and

timeliness of dischharge communication to next provideer. Improved links to medical homess. Improved patienntt /family understannding / education. Reduction in

readmissions at 30 days, and reduction in return to ED wwithin 7 days of disscharge.

RRelated Projects: OOne of the key interrventions to improvve care transitions involved developinng a risk stratificatiion system for highh risk conditions thhat can lead to

rreadmission or unndesirable Emergency Department vvisits, related to tthe Category 1 “DDevelop Risk Strratification Capabiilities.” After pilooting the risk

stratification modeel, we will integratte it into the electronic medical recoord. Project BOOSST advocates a rouutine screen for innpatients that may benefit from

Palliative Care connsultation, as Palliaative Care experts can improve the qquality of patient’ss lives as well as rreduce readmissionns, creating a link to the Cat. 2

Project “Use Palliaative Care Programms”. Improved meedication reconciliaation, improved phharmacist involvemment in family / ppatient education, “teach back”

techniques, the “Diischarge Navigatorr” and use of the thee MedActionPlan.ccom™  program arre all part of this Caare Transitions Prooject, providing a roobust synergy

with the Category 2 “Conduct Mediccation Managementt” Project, as well as the “Reduce Haarm from Medical Errors” Cat 3 effoort. Improving Caree Transitions,

using intervention bbundles similar to those we’ve outlined here, have beenn shown to improvee patient satisfactioon, reduce costs, annd reduce readmisssions, creating

synergy with those projects as well.
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Categgory 2 #13: Implemment/Expand Carre Transitions Proograms

Year 1 Year 2 Year 3 Year 4 Year 55 RRelated Projects
1
v
a

1. Milestone: (proccess
vii) Develop a stafffing
and implementationn plan

4. Milesttone:
(improveement iv)
Identify tthe top chronic

9. Milestone:
(process ii) Impleement
standard care trannsition

14. Millestone: (process
ix) Improve discharge
summarry timeliness.

16. Milestone: ((process
ii) Implement sttandard
care transition pprocesses

• Reeduce Readmissionss
(Caat 3)
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Categgory 2 #13: Implemment/Expand Carre Transitions Proograms

Year 1 Year 2 Year 3 Year 4 Year 55 RRelated Projects
t
g
c
M
o
w
n
n
r

2
D
e
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p
d
d
a
a
i
M
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3
p
t
m
i
M
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to accomplish the
goals/objectives off the
care transitions proogram
Metric: Documenntation
of the staffing plan,
which describes thee
number and types oof staff
needed and the specific
roles of each particcipant

2. Milestone: (proccess i)
Develop protocols for
effectively
communicating witth
patients and familiees
during and post-
discharge to improvve
adherence to dischaarge
and follow-up care
instructions
Metric: Care transitions
protocols

3. Milestone: (add’’l
process x) Designaate
team to support andd / or
manage the projectt
intervention.
Metric: Documenttation
of team.

conditionns (e.g., heart
attack, heeart failure and
pneumonnia) and other
patient chharacteristics
(e.g., meddical home
assignmeent and
demograpphics such as
age) or soocioeconomic
factors (ee.g.,
homelesssness) that are
common causes of
avoidablee readmissions
Metric: TTop Chronic
Conditionns Report

5. Milesttone: (process v)
Create a ppatient
stratificattion system
designed to identify
patients rrequiring care
managemment, and to
accommoodate a quicker
allocationn of resources to
those patients with high-
risk healtth care needs
Metric: PPatient
stratificattion system

6. Milesttone: (add’l
process iiii) Pilot care
transitionns process for
patient/faamily
communiication and
interdisciiplinary rounds
on two wwards.
Metric: CCompletion of
pilot

processes
Metric: Care trannsitions
protocols. Submisssion of
protocols for fourr pilot
wards.

10. Milestone: (pprocess
iii) Establish a proocess
for hospital-basedd case
managers (or equivalent)
to follow up with
identified patientss
hospitalized relateed to the
top chronic conditions to
provide standardized
discharge instructtions
and patient educaation,
which address acttivity,
diet, medications,, follow-
up care, weight, aand
worsening symptooms;
and, where approppriate,
additional patient
education and/or
coaching as identiified
during discharge.
Metric: Care trannsitions
protocols

11. Milestone: (pprocess
ix) Improve dischharge
summary timelineess.
80% of discharge
summaries of all mmedical
and general surgiccal
patients completee within
48 hours of dischaarge.

90% off discharge
summarries of all medical
and genneral surgical
patientss complete within
48 hourrs of discharge.
Metric: Discharge
summarry completion
within 448 hours of
dischargge.
Numerrator: Discharge
summarry complete
within 448 hours of
dischargge.
Denomminator: Patients
dischargged from all
Hospitaal Medicine,
Family Medicine, and
Generall Surgical
servicess.

15. Millestone:
(improvvement vi)
Increasee percent of
medicall surgical
inpatiennts discharged to
home seetting assigned to
medicall homes by 30%
over baaseline.
Numerrator: Number of
medicall / surgical
inpatiennts discharged to
home wwith referral /
assignmment to a medical
home.
Denomminator: Number
of mediical / surgical
inpatiennts discharged to

Metric: Care traansitions
protocols expannded to all
medical/surgicaal wards.

17. Milestone: ((add’l
process vii) Shaare
learnings from
implementing process
improvements, ssuch as
through presentaations,
reporting, or pubblication,
in at least two vvenues
with peer organization
audiences.
Metric: Shared Learning
materials.

18. Milestone:
(improvement vvi)
Increase percentt of
medical surgicaal
inpatients dischaarged to
home setting asssigned to
medical homes bby 50%
over baseline.
Numerator: Nuumber of
medical / surgiccal
inpatients dischaarged to
home with referrral /
assignment to a medical
home.
Denominator: NNumber
of medical / surggical
inpatients dischaarged to
home

• Immprove Patient
Exxperience (Cat. 2)

• Deevelop Risk
Strratification
Caapabilities (Cat 1)

• Usse Palliative Care
Proograms (Cat 2)

• Coonduct Medication
Maanagement (Cat 2)
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Categgory 2 #13: Implemment/Expand Carre Transitions Proograms

Year 1 Year 2 Year 3 Year 4 Year 55 RRelated Projects

7. Milesttone: (process
ix) Improove discharge
summaryy timeliness.
Metric: 880% of Hospital
Medicinee Service
dischargee summary
completioon within 48
hours of discharge.
Numerattor: Discharge
summaryy complete
within 488 hours of
dischargee.
Denominnator: Patients
dischargeed from
specifiedd hospitalist
services.

8. Milesttone: (add’l
process vviii/
improvemment vi)
Establishh a baseline
percent oof medical
surgical iinpatients
dischargeed to home
setting asssigned to
medical hhomes.
Numerattor: Number of
medical // surgical
inpatientss discharged to
home witth referral /
assignmeent to a medical
home.
Denominnator: Number
of medicaal / surgical
inpatientss discharged to
home

Metric: Dischargge
summary complettion
within 48 hours oof
discharge.
Numerator: Disccharge
summary complette
within 48 hours oof
discharge.
Denominator: Paatients
discharged from aall
Hospital Medicine,
Family Medicine,, and
General Surgical
services.

12. Milestone: (pprocess
iv) Conduct an
assessment and esstablish
linkages with
community-basedd
organizations to ccreate a
support network ffor
targeted patients ppost-
discharge
Metric: Care trannsitions
assessment

13. Milestone:
(improvement vi))
Increase percent oof
medical surgical
inpatients discharrged to
home setting assiggned to
medical homes byy 15%
over baseline.
Numerator: Nummber of
medical / surgicall

home
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Categgory 2 #13: Implemment/Expand Carre Transitions Proograms

Year 1 Year 2 Year 3 Year 4 Year 55 RRelated Projects
inpatients discharrged to
home with referraal /
assignment to a mmedical
home.
Denominator: Nuumber
of medical / surgiical
inpatients discharrged to
home
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CCATEGORYY 2 #14: IMPPLEMENT RREAL-TIME HEALTHCAARE-ASSOCCIATED (HAAI) SYSTEMMS

G

a

Goal:To expand rreal-time electronnic microbial survveillance that alerrts clinicians to thhe presence of paatient conditions tthat increase the rrisk of HAIs

and pilot an earlyy intervention systtem that educatess clinicians and prrovides simple toools for HAI prevvention.

H

a

Healthcare assocciated infections (HAI) are a majajor public healthh problem in thee United States. In 1998, CDC eestimated 2 milllion hospital

associated infections and 90,000 ddeaths equating too 4.5 billion dollaars in excess healtthcare costs annuually3334353637.

SSporadic compliaance with hand hyygiene and simple infection controol precautions, annd antibiotic misuuse and over utiliization contributee to HAI and

tthe emergence annd spread of multii drug resistant orrganisms (MDROO)38394041.

Systems based immprovements which make it easier for health care ppractitioners to folllow best practicees can lead to deccreased HAI, bettter outcomes

and lower costs4224344. Meaningful changes in healthh care settings require data systemms that can track compliance withh processes and ouutcomes and

demonstrate that changes lead to immprovement4546. Efforts to reducee HAI require staandardized, sustaiinable data and innformation systemms. Infection

control programs share the same llanguage across tthe country. As ppublic reporting hhas become a reallity, it seems loggical that infectionn prevention

programs would llead in educating other quality proograms, includingg public reportingg.
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33Weinstein RA Nosocoomial infection update. EEmerging Infectious Diiseases 1998;4:416-20.
34 Schiff GD, Young QDD. You can't leap a chassm in two jumps: The Innstitute of Medicine heaalth care quality report. Public Health Rep. 20001 Sep-Oct;116(5):396--40.
335 Detmer DE. Erring is human: will we cross thhe quality chasm? Quall Health Care. 2001 Junn;10(2):68-9.
336 Klevens RM, Edwardds JR, Andrus ML, Peteerson KD, Dudeck MA,, Horan TC. Dialysis Suurveillance Report: Nattional Healthcare Safetyy Network (NHSN)-datta summary for 2006. SSemin Dial. 2008
JJan-Feb;21(1):24-8.
337 Edwards JR, Petersonn KD, Andrus ML, Dudeck MA, Pollock DA, HHoran TC. National Heaalthcare Safety Networkk (NHSN) Report, data summary for 2006 throough 2007, issued Noveember 2008. Am
JJ Infect Control. 2008 NNov;36(9):609-26.
338 Gordin FM, Schultz MME, Huber RA, Gill JA. Reduction in nosocommial transmission of drugg-resistant bacteria after introduction of an alcoohol-based handrub. Infect Control HospEpideemiol. 2005
39 Tenorio AR, Badri SMM, Sahgal NB, Hota B, Matushek M, Hayden MMK, Trenholme GM, WWeinstein RA. Effectivenness of gloves in the prreevention of hand carriaage of vancomycin-resisstant
enterococcus species byy health care workers aftfter patient care. Clin Inffect Dis. 2001 Mar 1;322(5):826-9.
440 Aragon D, Sole ML, BBrownS.Outcomes of ann infection prevention pproject focusing on handd hygiene and isolationn practices. AACN Clin Issues. 2005 Apr-Jun;116(2):121-32.
441 Weinstein R. Controllling antimicrobial resisttance in hospitals: infecction control and use of antibiotics. Emerg Infect Dis 2001;7:188-92).
442 Slater F. Cost effectivve infection control succcess story: a case presenntation. Emerg Infect DDis 2001;7:293-4, Scott RD, Solomon SL, McGGowan JE. Applying economic principles to heealth care. Emerg
IInfect Dis 2001;7:282-55.
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43 Kritchevsky SB, Brauun BI, Wong ES, Solommon SL, Steele L, Richarrds C, Simmons BP, annd the EPIC study groupp. Impact of hospital carre on incidence of blooddstream infection: the eevaluation of
processes and indicatorss in infection control stuudy. Emerg Infect Dis 22001;7:193-6.
44 Dellinger EP, Hausmaann SM, Bratzler DW, JJohnson RM et al. 20055. Hospitals Collaboratee to decrease surgical sitte infections. Am J Surgg. 190:9-15.
445 Platt R, Yokoe DS, Saands KE, and the CDC Eastern Massachusetts Prevention Epicenter Innvestigators. Automatedd methods for surveillannce of surgical site infecctions. Emerg Infect Diis 2001;212-6
446 Jarvis WR. Benchmarrking for prevention: the Centers for Disease CControl and Prevention'ss National Nosocomial IInfections Surveillance (NNIS) system experieence. Infection. 2003 Deec;31Suppl 2:44-
88.
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Starting in July 22008, all acute caare healthcare orgganizations in Caalifornia are requuired to participatte and report seveeral HAI-related process and

outcome measurees into NHSN, ussing CDC definittions and methoddology. As a resuult of this legislattion, all acute carre hospitals in California are

using CDC standdard definitions foor infection surveeillance and reporrting4748 .  Howevver, many public healthcare facilitties in California do not have

adequate resourcees to perform reaal time HAI surveeillance. Contribuuting factors are iinsufficient invesstment by healthccare administratioon, a limited

pool of experiencced infection control practitioners and hospital epiddemiologists, andd lack of availablle automated dataa collection systeems. Though

patient related daata is collected ellectronically in mmost healthcare orrganizations, the information is ooften times segreggated and lacks tthe ability to

extract or share ddata easily within the same organizzation. It comes aas no surprise thaat, even in the eraa of electronic daata warehouses, thhere are still

significant barrieers and opportunnities for improvvement in the shharing and timelly feedback of iinformation interrnally and externnally across

organizations.Open, but secure daata systems are nneeded to allow ffor the interweavving and storing oof diverse data sstreams for diverse purposes.

Examples of such data streams aare the perioperattive electronic reecord, pharmacy data, laboratory information sysstems, demographhics, billing,

procedural codes,, ICU and anestheesiology data, andd health indicatorrs.
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The Infection Preevention and Clinnical Epidemioloogy Unit at UC SSan Diego Healthh System created and implementeed a real-time eleectronic HAI

surveillance systeem called Atlas//Guardian. In adddition to automaated electronic reporting of repoortable diseases tto San Diego Puublic Health

(SDPH), the Atlaas/Guardian Survveillance System performs real-time organism cenntered in-house ssurveillance of mmicrobiologic orgganisms and

produceshousewiide, unit- or servicce-specific antibiiograms. This HAAI surveillance syystem is used to eextract data for labboratory event reeporting (e.g.

Methicillin Resistant Staphylococcus aureus (MRSSA) and Vancomyycin Resistant Ennterococcus (VREE) Bloodstream IInfections (BSI), Clostridium

difficile Infectionns (CDI)) to NHSSN and to identifyy cases for devicee- and proceduree-related HAI surrvveillance (centrall line-associated bloodstream

infections (CLABBSI), surgical sitee infections (SSI)). One of the goalls of this proposaal is to facilitate oour ability to queery and provide reeal-time and

unit/service speciific canned reports (for example, MMRSA in ICU, cclostridium difficile infections, invvasive fungal disseases in transplaant and HIV-

infected populatioons).

National Nosocomiall Infections Surveillancee System. National Nossocomial Infections Survveillance (NNIS) System Report, data summarry from January 1992 thhrough June 2004, issueed October 2004.4
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Am J Infect Control. 2004 Dec;32(8):470-85.
48 Cardo D et al. 20004. National Nosoocomial Infections SSurveillance (NNISS) System report, ddata from Jan 1992 through June 20044, issued October 22004.
American Journal oof Infection Controol. 32:470-85)
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Though this HAAI surveillance syystem has undouubtedly facilitated the successfull implementationn of infection prrevention initiativves and has

contributed for eexample to the ssignificant and suustained decreasee in CLABSI raates in the intenssive care units, further improvemment can be

achieved. The comprehensive inteegration and autoomation of data syystems proposed in this project wwill do more thann facilitate small sscale quality

improvement proojects.  Such a poowerful system wwill be lead to moore rapid changee and demonstrabble improvement resulting in fasteer buy in by

clinicians and heaalth care administtrators. In order too expand and levverage our currentt system, we proppose to:
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• Implement alerts to clinicianns regarding the ppresence of high rrisk patient condiitions that can leaad to HAIs

• Interface ouur new electronicc medical record wwith the HAI survveillance system

• Develop tools for clinicians that prompt prevvention bundle compliance and doccumentation

o Provide jusst-in-time education, tools and resoources to clinicianns when high riskk patient conditioons or HAI’s are iidentified

T

p

c

m

r

The HAI surveilllance system inteerweaves with thee electronic mediical record to inccorporate automaatted alerts to target interventions ffor high-risk

patients, and provide feedback too clinicians both preemptively and after identifiedd HAI events. Thhese systems cann prompt cliniciaans to act on

current opportuniities for preventioon and provide reelevant educationn to prevent futurre events. Interveentions include baanner alerts in thhe Electronic

medical record too alert clinicianss for the need off transmission-baased isolation preecautions in patiients colonized oor infected with a multidrug

resistant organismm (MDRO) or anoother potentially ttransmissible pathhogen.

E

m

n

S

i

Expected Result: This project wwill provide a roobust automated quality improvemment infrastructuure to improve ppatient care throough several

mechanisms. Firsst, it will employy an HAI intervvention to minimmize the risk of ddevice-associatedd infections, postt-surgical infectioons, and the

nosocomial acquiisition of invasivee infections with multidrug resistaant organisms (MMDRO), as well ass the transmissionn of MDRO to otther patients.

Second, it will prrovide high efficiiency accurate feeedback about heaalthcare associateed infections to ttrreating physicianns, including education about

infection preventiion processes.

R

a

Related Projects:: The preventionn of HAI events wwill positively afffect the experiennce of our patiennts.  Real-time awwareness of HAII risk should

allow interventionns to prevent sepssis, CLABSI and SSI.
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Cat 2 #14: Impplement a Real-Timme Healthcare Asssociated Infectionns (HAI) System

Year 1 Year 2 Year 3 Year 4 Year 55 RRelated Projects
1
i
i
t
w
i
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p
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M
f
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I
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i
d
M

1. Milestone: (proccess
iv) Develop a real-ttime
intervention systemm to
track targeted patieents
with organisms knoown to
increase the risks oof
HAIs in the new
electronic medical
record.
Metric: HAI systemm for
targeted high-risk
population (inpatiennt
BMT). Generate reeport
from HAI system.

2. Milestone: (proccess
viii) Development of
electronic system ffor real
time feedback of
potential HAI evennts in
inpatient BMT patiients to
clinicians
Metric: Real-time
feedback on inpatieent
BMT patients

3. Milestone: (proccess i)
Implement promptss for
prevention and riskk
identification (CLIPP and
daily line necessityy).
Metric: Percent off

4. Milesttone: (process
iv) Expannd real-time
intervention system to
identify aand track
patients wwith organisms
known too increase the
risks of HHAIs in the new
electronicc medical
record.
Metric: EExpand HAI
system too other inpatient
areas as IICU, non-ICU
areas or sspecialty care
(e.g. Onccology, Solid
Organ Trransplant,
HIV/AIDDS, chronic
dialysis). Generate report
from HAAI system

5. Milesttone: (process
ix) Devellopment of
electronicc system for
real- timee education on
HAI prevvention to
clinicianss

Metric: RReal-time
educationn

6. Milesttone: (process i)
Implemennt prompts for
preventioon and risk
identificaation (add

7. Milestone: (proocess
iv) Expand real-tiime
intervention systeem to
identify and trackk
patients with orgaanisms
known to increasee the
risks of HAIs in thhe new
electronic medicaal
record.
Metric: Expand HHAI
system to all inpaatients.

8. Milestone: (process
xiv) Initiate
chlorheexidine bathing in
non-ICUU adult patients
with cenntral lines, urinary
catheterrs, or recent
surgeryy
Metric: Percent of
patient provided
chlorheexidine bathing

9. Milestone:
(improvement ivv)
Measure impactt of
automated real-ttime HAI
surveillance sysstem on
HAI rates
Metric: HAI ratte for
urinary catheterr
associated infecctions
(CAUTI) per 10000
catheter days.

P
E

• Patient/Care Giver
Experience (Cat 3)

• SSepsis (Cat 4)
• CCLABSI
• SSSI (Cat 4)
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Cat 2 #14: Impplement a Real-Timme Healthcare Asssociated Infectionns (HAI) System

Year 1 Year 2 Year 3 Year 4 Year 55 RRelated Projects
rrelevant patients deetected urinary catheter necessity

to CLIP aand daily line
necessityy.
Metric: PPercent of
relevant ppatients detected
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CCATEGGORY 33: TO BBE DETERMINNED
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CCATEGGORY 44
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In support of ourr commitment too continuous quaality improvemennt so that patients receive the saffest and highest quality health caare possible,

University  of Caalifornia San Dieggo Health Systemm has elected to puursue four interveentions in Categoory IV Urgent Heealth Improvemennt in Quality

and Safety  to mmake improvemennts in care providded to our patiennts 1) Improve Seepsis Detection aand Managementt, 2) Central Linee-Associated

Bloodstream Infeection (CLABSI)) 3) Prevention Surgical Compliications Core Processes and 4) HHospital –Acquiired Pressure Ulccer (HAPU)

Prevention.  Theese initiatives willl impact a largee proportion patients receiving caare in the acute care settings. SSuccessful effortss with these

interventions willl result in improvved patient outcommes, experience aand meaningful reeductions in morbbidity, mortality, and healthcare ccosts.   Three

of these efforts arre specifically tarrgeted at hospital acquired conditioons – CLBSI, Surrgical Infections aand Pressure Ulcers.

P

i

o

C

M

CATEGORYY 4 COMMOON INTERVEENTION #1: IMPROVE SEVERE SEEPSIS DETEECTION &

MANAGEMMENT

K

d

i

f

a

d

r

m

a

Key Challenge: SSepsis can harm aand kill patients iff not treated quickkly and increasess ICU length of sttay and its associated costs.  Sepsiis can be

defined as a specttrum of clinical conditions caused by the immune rresponse of a patiient to infection thhat is characterized by systemic

inflammation. It iincludes the full rrange of responsee from systemic innflammatory respponse (SIRS) to oorgan dysfunctionn to shock to multtiple organ

failure and ultimately death. It is ea estimated that therre are 750,000 eppisodes of sepsis aannually in the UUnited States.  Shoock develops in

approximately 400% of patients witth sepsis and is asssociated with a mmortality rate in eexcess of 40%. SSepsis represents the 10th leading cause of

death in the Uniteed States and natiional costs associated with the diseease process are eestimated to be inn the range of 18 billion dollars annnually,

representing 25%% of total ICU cossts.  An increase in the incidence oof disease is anticiipated due to aginng of the population.  Elderly patients are

more susceptible to sepsis, are more likely to have underlying co-moorbidities, and haave less physiologgic reserve to toleerate the insult, alll of which

adversely impact survival.

I

C

d

O

n

In recognition off the importance of understandingg critical outcomees and resource uutilization, UCSDDHS elected to pparticipate in the Cerner base

Critical Outcomees Project (title), aa national benchmmarking effort foocused on care in adult intensive ccare units.  Particcipation in this efffort requires

detailed chart revview and data enttry.  A 50% samppling review of ppatients admitted to the Intensive Care Units at UCCSD Health Systtem between

October 2009 andd December 20100 revealed 102 paatients admitted wwith the primary diagnosis of seppsis.  This is excllusive of patients managed in

non-ICU settings.  Median age of these patients waas 59 years.  Hospital mortality wwas 23%, the overrwhelming majoriity occurring withhin the ICU.
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Extrapolation of these figures sugggests that approoximately 15 patients monthly arre admitted to thee Intensive Caree Units at UCSD with sepsis

resulting in approoximately 50 deatths annually.

M

a

e

Major Delivery SSystem Solution: We propose to immprove severe seppsis detection andd management too reduce unnecesssary death and harrm

attributable to seppsis.  Our intervenntions and improvved processes froom are based uponn the IHI recommmended Survivingg Sepsis Campaiggn to

establish reliable detection and treatment for severee sepsis.  This inccludes implementting both the Sepssis Management aand Resuscitationn Bundle.  .

E

o

e

h

p

S

Early recognitionn and treatment oof sepsis are essenntial to reduce thhe mortality of thhis disease. Howeever, the initial ssigns of sepsis arre subtle and

often overlooked.  Thus, hospital--based systems arre needed to idenntify and triage ppatients who mighht be septic.  A rrapid response syystem for the

early detection annd treatment of seeptic shock requirres a multidiscipllinary approach. At UCSD, the deevelopment of a RRapid Response TTeam (RRT)

has substantially reduced the morrtality in patientss with impendingg cardiovascular collapse.  It hass not had an appreciable mortalityy impact on

patients who ultimmately prove to hhave sepsis.   Thiis appears to represent a failure off both early recoggnition and impleementation of elemments of the

Sepsis Resuscitattion Bundle.

T

e

r

d

m

The central goal of this proposal is to retrospectivvely examine currrent practices in ppatients diagnoseed with severe seepsis and septic sshock and to

establish a rapidd response systemm that will incluude an educationnal program forr healthcare perssonnel (physicianns, nurses, pharmmacists, and

respiratory therappists) on early rrecognition of seepsis, implementtation of a hosppital-wide early rresuscitation bunndle, early protoocol-directed

diagnosis and theerapy, and early transfer to the inntensive care unnit when indicatedd.  Outcome meeasures will incluude compliance wwith process

measures as well as clinical outcomme.

E

o

v

Elements of the resuscitation bunddle include: (1) laactate measuremeent; (2) blood culttures prior to antiibiotic administraation; (3) early addministration

of broad spectrumm antibiotics (withhin 3 hours of Emmergency Room aadmission and 1 hhour for non-Emeergency Room ICCU admissions); (4) adequate

volume resuscitattion and use of vaasoactive medicattions; (5) early gooal-directed theraapy for patients noot responsive to vvolume resuscitattion.

EElements of the mmanagement bunndle include: (1) low dose steroidd administration iin compliance wwith ICU policy; (2) Xigris7 (drottrecogin alfa

((activated)) adminnistration in comppliance with ICUU policy; (3) glyceemic control; (4) low volume venttilation strategy.
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Cat 4 Common Intervention #1: Improve Severre Sepsis Detectioon and Managemment

Year 11 Year 2 Year 3 Year 4 Year 5
11. Participate in Sann Diego

Patient Safety Coollaborative
on Sepsis to learnn and share
best practices rellated to
improving severee sepsis and
septic shock deteection and
management.

2. IImplement the Seppsis
Resuscitation Bunndle, as
evidenced by comppletion
within 6 hours for patients
with severe sepsis,, septic
shock and /or lactaate >
4mmol/L (36 mg/ddl)
• Serum lactate meeasured.
• Blood cultures obbtained
prior to antibiotic
administration.
• Improve time to broad-
spectrum antibioticcs: within
3 hours for ED admmissions
and 1 hour for nonn-ED ICU
admissions.
• In the event of
hypotension and/oor lactate
> 4 mmol/L (36 mmg/dl):

o Deliver an inittial
minimum of 20 ml/kg of
crystalloid (or coolloid
equivalent).
o Apply vasopreessors for
hypotension nott
responding to innitial fluid
resuscitation to mmaintain
mean arterial preessure
(MAP) > 65 mmm Hg.

Data will be captuured
within the electronnic
medical record andd
reviewed by utiliziing
trained clinical datta

A
w

5. chieve X% compliiance
ith Sepsis Resuscittation

Buundle, where “X” wwill be
deetermined in Year 22
baased on baseline daata.

6. Shhare data, promisingg
praactices, and findinggs with
SNNI to foster shared
leaarning and benchmmarking
across the California public
hoospitals.

7. Repport Sepsis Resusccitation
Bundle and Sepsis
Moortality results to thhe
Staate.

8. Achieeve X% compliancce
with SSepsis Resuscitatioon
Bunddle, where “X” willl be
determmined in Year 2 baased
on baaseline data.

9. Sharee data, promising
practiices, and findings wwith
SNI tto foster shared
learniing and benchmarkking
acrosss the California puublic
hospiitals.

10.Repoort results to the Staate.

11. Achievve X% compliance
with Seepsis Resuscitation
Bundlee, where “X” will b
determmined in Year 2
based oon baseline data.

12. Share ddata, promising
practicces, and findings
with SNNI to foster shared
learninng and
benchmmarking across the
Califorrnia public
hospitaals.

13. Reportt results to the Statee.

n
be
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Cat 4 Common Intervention #1: Improve Severre Sepsis Detectioon and Managemment

Year 11 Year 2 Year 3 Year 4 Year 5

3.

4.

abstractors.  This ddata will
be used to establish the
baseline

Report at least 6 mmonths of
data collection onn Sepsis
Resuscitation Bunndle to
SNI for purposes of
establishing the bbaseline
and setting benchhmarks.

Report results to tthe State

Page 56



C

I

CATEGORYY 4 COMMOON INTERVEENTION #2: CENTRAL LINE- ASSOOCIATED BBLOODSTREEAM

INFECTIONN (CLABSI) PPREVENTIOON

K

p

a

i

Key Challenge: IIt has become cllear that intervenntions designed too diagnose and trreat critically ill patients in hospitals are a cause of injury to

patients. The use of central venouss catheters is one of those intervenntions causing siggnificant morbiditty, mortality and cost. More imporrtantly it has

also become cleaar that there are aa number of simple to achieve stanndardized practicces that can significantly minimize the risk of infeection. These

include specific ppractices for line iinsertion and linee maintenance thaat have been colleected into bundless and implementeed widely via cheecklists.

Major Delivery SSystem Solution:: We propose to iimplement best ppractices (bundless) for central linee catheter insertioon and maintenannce to reduce

the rate of CLABBSI. We will use CDC definitions of CLABSI aand will measuree outcomes as nuumber of infectioons per 1,000 caatheter-days.

CLABSI prevention has been a foocus for UC San Diego in the ICU’s with demonsstrated success inn reducing rates. Calendar year 2009 data for

adult ICU’s (including Burn ICU)) was 1.4 per 1,0000 central line ddays. The year-to--date rate for 20110 (January-Septtember) is 1.1, reepresenting a

21% reduction. WWe are now brooadening the foccus of improvemment to include aacute care areass in non-ICU setttings.  We willl embed the

documentation toools for CLIP andd daily line necesssity within the eleectronic medical rrecord facilitatingg compliance witth these efforts.

t

C

a

2

d
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Cat 2 Common Intervention # 2: Ceentral Line-Associated Bloodstreeam Infection (CCLABSI) Infectioon Prevention (rrequired)

Yearr 1 Year 22 Year 3 Year 4 Year 5
1. Implement thee Central

Line Insertion Practices
(CLIP), as eviddenced by
documentationn tools
within the elecctronic
medical whichh facilitate
compliance wiith CLIP
and daily line nnecessity.
This data will be utilized
to establish baaseline
compliance.

2.

3.

4.

Report at least 6 mmonths
of data collectionn on CLIP
to SNI for purposses of
establishing the bbaseline
and setting benchhmarks.

Report at least 6 mmonths
of data collectionn on
CLABSI to SNI ffor
purposes of estabblishing
the baseline and ssetting
benchmarks.

Report CLIP resuults to the
State.

A
w

Y
d

5. Achieve X% compliiance
with CLIP/bundle, wwhere
“XX” will be determinned in
Year 2 based on basseline

ata.

6. Share data, promisinng
prractices, and findinngs
wwith SNI to foster shhared
leearning and
beenchmarking acrosss the
CCalifornia public
hoospitals.

7. RReport CLIP and CLLABSI
reesults to the State.

8. Achhieve X% compliannce
withh CLIP/bundle, wheere
“X”” will be determinedd in
Yeaarr 2 based on baseliine
dataa.

9. Redduuce Central Line
Blooodstream Infections by
X%,, where “X” will bee
deteermined in Year 2
baseed on baseline data.

10. Sharre data, promising
pracctices, and findingss
withh SNI to foster sharred
learnning and
bencchmarking across tthe
Caliifornia public
hosppitals.

11. Repoort CLIP and CLAABSI
resuults to the State.

12. Achievve X% compliance
with CLIP/bundle, where
“X” wiill be determined in
Year 2 based on baseline
data.

13. Reducee Central Line
Bloodsstream Infections b
X%, wwhere “X” will be
determmined in Year 2
based oon baseline data.

14. Share ddata, promising
practicces, and findings
with SNNI to foster shared
learninng and
benchmmarking across the
Califorrnia public
hospitaals.

15. Reportt CLIP and CLABSSI
results to the State.

e
n

y
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CCATEGORYY 4 ADDITIOONAL INTERVENTIONR N #1: SURGICCAL SITE INNFECTION (SSI) PREVEENTION

Key Challenge: BBeginning Octobber 1, 2008, the CCenters for Mediicare & Medicaidd Services (CMS) selected Surgiaacl Site Infectionns (SSI) with

select proceduress as hospital-acquuired conditions thhat will no longeer receive a higheer reimbursementt when not presennt on admission. Surgical site

infections (SSIs) occurring withinn 30 days after aan operation havee the second highhest frequency off any adverse event occurring in hospitalized

patients and are tthe third most coommon healthcaree-associated infecction (HAI). Surggical complicatioon harm to patiennts is significant, resulting in

increased mortality, readmission rate, length of hospital stay, aand cost for patiients who incur them.  SSI aree associated withh additional

postoperative hosspital days as well as increased moortality and hospittal costs.
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Major Delivery SSystem Solution: The Surgical Caare Improvement Project (SCIP) wwas initiated as aa partnership betwween the Centerss for Disease

Control (CDC) annd the Center for Medicare and MMedicaid Services (CMS) to reducee surgical compliccations by 25% bby 2010. The mosst significant

surgical complicaations, in terms oof combined freqquency of occurreence and impact on individual paatients, include suurgical site infecttions (SSIs),

cardiac events annd venous thrombbo-embolism evennts (VTEs).  UCSSDHS achieved 89% composite sccore for the inpatiient SCIP Core MMeasure July

2009-June 2010. While we are pleeased with the prrogress we have mmade in this meassure set and conssistently perform over 95% in most measures,

we have opportunnities remaining wwith glycemic coontrol (91% July 2009- June 20100) and urinary cattheter removal (991% same timefraame).  In the

ambulatory antibiiotic SCIP measuures, we’ve only aachieved a combiined score of 82%% for July 2009-JJune 2010. In 20006, we began parrticipation in

the National Surggical Quality Impprovement Projectt, a national risk adjusted benchmmarking collaborattive focused on improving surgicaal outcomes.

Current participattion in NSQIP deemonstrates UC SSan Diego 30-dayy SSI rates at or abbove expected.
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Cat 4 Addiitional Interventtion #1: Surgicall Site Infection (SSI) Preventionn

Yearr 1 Year 22 Year 3 Year 4 Year 5
11.  Redesign and immplement

antibiotic deliveery
documentation wwithin the
inpatient electroonic medical
record

d

a

o
i
c
d

w
M
a

2. RReport at least 6 mmonths of
data collection on SSSI to
SNI for purposes oof
establishing the baseline
and setting benchmmarks

3. Report results to thhe State.

4. AAchieve 92% comppliance in
SCIP Core Measurres:  post-
operative glycemicc control
in CT surgery and urinary
catheter removal by post op
day 2.

5. AAchieve 85% comppliance
with combined SCIIP Core
Measure for ambulaatory
antibiotic administrration.

6.  Redduce the rate of surrgical
sitee infection for Classs 1
andd 2 wounds by X, wwhere
“X” will be determineed in
Year 2 based on baselline
datta.

7.  Shaare data, promisingg
praactices, and findinggs with
SNNI to foster shared
learning and benchmaarking
acrross the California ppublic
hosspitals.

8.  Repport results to the SState.

9. Achhieve 93% compliaance in
SCIP CCore Measures:  poost-
operattive glycemic contrrol in
CT surgery and urinary
catheter removal by postt op
day 2.

10.  Achhieve 90% compliaance
witth combined SCIP Core
Meeasure for ambulatoory
anttibiotic administratiion.

11.  Reducce the rate of surgiccal
site innfection for Class 11
and 2 wounds by X%,
wheree “X” will be
determmined in Year 2 baased
on basseline data.

12.  Share data, promising
practiices, and findings wwith
SNI too foster shared
learniing and benchmarkking
acrosss the California pubblic
hospittals.

13.   Repoort results to the Staate.

14.  Achieeve 95% compliancce in
SCIP Core Measures: ppost-
operaattive glycemic conttrol
in CTT surgery and urinarry
cathetter removal by postt op
day 2..

15.  Achieeve 95% compliancce
with ccombined SCIP Coore
Measuure for ambulatoryy
antibiiotic administrationn.

16. Reduce thhe rate of    surgicaal
site infecttion for Class 1 andd
2 woundss by X%, where “XX”
will be deetermined in Year 2
based on baseline data.

19.  Share daata, promising
practicess, and findings with
SNI to fofoster shared
learning and benchmarking
across thhe California public
hospitalss.

20. Report reesults to the State.

21. Maintainn ≥95% compliance
in:  post--operative glycemi
control iin CT surgery and
urinary ccatheter removal by
post op dday

22. Maintainn ≥95% compliance
with combmbined SCIP Core
Measure ffor ambulatory
antibioticc administration.

2
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CATEGORYY 4 ADDITIOONAL INTERVENTIONR N #2: HOSPITTAL-ACQUIIRED PRESSSURE ULCEER

(HAPU) PREEVENTION

K

P

a

o
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Key Challenge: HHospital acquiredd pressure injuriees (HAPU) are a serious unintendeed consequence oof hospitalizationn.  According to the National

Pressure Ulcer Advisory Panel (NNPUAP), the prevvalence of HAPU is 10% to 18% inn acute care settiings, 2.3% to 28%% in long-term caare facilities,

and as high as 29% in home care eenvironments49. TThe Agency for HHealthcare Reseaarch and Quality ((AHRQ) reportedd in 2008 that HAAPU doubled

or tripled lengthss of stay and costts $16,000 to $200,000 to treat50. TThe Centers for MMedicaid and Meddicare Services (CMS) has estimaated the cost

per patient is closser to $43,000 annd has included HHAPU on its list oof acquired condittions for which itt will not reimburrse51.  HAPU aree becoming a

burden on health care.  Two and a half million patients are treated foor complications of pressure ulcerrs that increase mmortality rates andd carry a cost

of $11 billion. Poolicies lead by CMS and The Joinnt Commission aare bringing the ffocus to cost effeective preventionn initiatives. The reduction of

these events requires collaborationn at many levels oof the organizatioon from direct carre nurses to seniorr leadership.

M

H

t

p

i

Major Delivery SSystem Solution:: By utilizing andd refining the strructures and proccesses listed beloww we hope to acchieve and maintain a rate of

Hospital Acquired Pressure Ulcerss which is the abssolute minimum ppossible for the hhigh risk populatiion we serve.  Keey to this strategyy is to embed

this goal in our nnursing strategic plan annually, ssupport it with eexpert resources in advanced pracctice nursed (WOOCNs), analyst ssupport, and

participation in national databasess.  Furthermore, thhe following bestt practices will bee embedded in ouur practices to ennsure continued immprovement

in our rates.

UCSDHS organiizational commitmment will be demmonstrated with a multi-faceted approach. The oorganization is immproving the avvailability of

protective devices & products avaailable: special beeds, boots, dressiings, creams, suppport surfaces forr wheelchairs, uppgraded mattressees, etc. there

will be an investtment in nationall databases, analyyst support and IT support to create documentatiion templates. AAn interdisciplinaary skin care

committee guidess performance immprovement and is responsible for communication oof outcomes to thhe organization thhrough dashboardds as well as

physician, nursingg and transport sttaff education. Skkin Care Committtee champions wiill educate staff oon new products aand serve as locall resource.

U

p
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49 . Cuddigan J, Ayello EEA, Sussman C, Baronooski S, eds. Pressure Ullcers in America: Prevalence, Incidence, and Immplications for the Futuure. Reston VA: National Pressure Ulcer Advissory Panel4

550 Russo CA, Steiner C, and Spector W. Hospiitalizations Related to Pressure Ulcers among AAdults 18 Years and Oldder, 2006. Healthcare CCost Utilization Project. December 2008. Availlable at:
wwww.hcup-us.ahrq.gov
551 Centers for Medicaidd and Medicare Servicess. Proposed Fiscal Yearr 2009 Payment, Policy Changes for Inpatient SStays in General Acute Care Hospitals. Availabble at: www.cms.gov
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Implementation oof best practices wwill include: visuually assess skin on admission andd each shift; appllication of an eviidence-based riskk assessment

tool; protocols foor interventions bbased on risk asseessment groundedd in NPUAP stanndards; utilizationn of protocols forr ordering speciaalty beds and

nutritional consuults; handoff commmunication; inttra-operative nurrsing interventionns; and patient and family eduucation. Establishh a “wound

Wednesday” to ennsure weekly phooto documentationn.

MMonitoring strateegies will includee establishing conncurrent review wwith a daily skin rreport to central database with repport to all managgers to allow

for tracking of paatients as they move through diffeerent levels of caare. Staff will connduct prevalencee studies more freequently than quaarterly using

standardized criteeria for staging (NNPUAP standardds)52. We will esttablish a validatioon process with WWOCN for prevalence studies to ensure data

iintegrity.

s

f

Cat 4 Additionnal Intervention # 2: Hospital-Acquired Pressurre Ulcer Prevention

Yearr 1 Year 22 Year 3 Year 4 Year 5
11. Implement wound ostomy

nurses documeentation of
skin assessmennt in
electronic meddical record,
allowing trackiing and
aggregate dataa capture and
guide process
improvement.

2.

3.

Share data, promiising
practices, and finddings
with SNI to fosterr shared
learning and
benchmarking acrross the
California public
hospitals.

Report hospital-aacquired
pressure ulcer preevalence
results to the Statte.

4. AAchieve hospital-accquired
prressure ulcer prevaalence
of less than 1.1 %.

5. Share data, promisinng
prractices, and findinngs
wwith SNI to foster shhared
leearning and
beenchmarking acrosss the
CCalifornia public
hoospitals.

6. RReport hospital-acquuired
prressure ulcer prevaalence
reesults to the State.

7. Maiinntain hospital-
acquuired pressure ulcer
prevvalence of less than
1.1%%.

8. Sharre data, promising
pracctices, and findings
withh SNI to foster sharred
learnning and
bencchmarking across tthe
Caliifornia public
hosppitals.

9. Report hospital-acquirred
presssure ulcer prevalennce
resuults to the State.

r
n

s

10. Maintaain hospital-
acquireed pressure ulcer
prevaleence of less than
1.1%.

11. Share ddata, promising
practicces, and findings
with SNNI to foster shared
learninng and
benchmmarking across the
Califorrnia public
hospitaals.

12. Reportt hospital-acquired
pressurre ulcer prevalencee
results to the State.

552 NPUAP standardds http://www.npuaap.org/
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