CONCLUSION: A substantial portion of hospitalized patients do
not understand their plan of care. Patients’ I ted understandii
of their plan of care may adversely affect their ability to provide
informed consent for hospital treatments and to assume their own
care after discharge.

O'Leary K et al. Hospitalized Patients® Understanding of their Plan of Care. Mayo Clin Proc
x

010:85(1):47-52.

Risks of Transitions

Adverse drug events

— Number of meds, types of meds, number of transitions, adherence post-
discharge

Missed results from pending tests

— Documentation, communication, awareness
Lack of appropriate follow-up

— Documentation, time to follow-up

o
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JAMA Internal Medicine

Formerly Archives of Internal Medlicine

Quality of Discharge Practices and Patient
Understanding at an Academic Medical Center

Leara | Horwitz, MD, MHS'-2; John P. Moriarty, MD'; Christine Chen, MD?; Rlobert L. Fogerty, MD, MPH'; Ursula
C. Brewster, MD*; Sandhya Kanade, MD®; Boback Ziaelan, MD®; Grace Y. Janqg, MD®; Harlan M. Krumholz, MD,

SM2.7.09
JAMA Intern Mad, 20134 79(18)1 7151722,

Results The 395 enrolled patients (66.7% of those eligible) had a mean age of 77.2 years. Although 349
patients (95.6%) reported understanding the reason they had been in the hospital, only 218 patients (59.6%)
were able to accurately describe their diagnosis in postdischarge interviews. Discharge instructions
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Components of an Effective Transition

Communication between sending & receiving providers
Medication reconciliation
Preparation of patient & caregiver

Communication re: contingencies

Follow-up plan for pending tests

Plan for follow-up appointment
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The ECHO Model

q? ﬁﬂ‘@

There aren't enough
specialists to treat
complex health everyone who needs
conditions. care, especially in rural
and underserved
communities.

ECHO trains primary
care clinicians to
provide specialty care
services. This means
more people can get
the care they need.

Patients get the right

care, in the right place,

at the right time. This
improves outcomes
and reduces costs.
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The ECHO Act Why Transitions to Post-Acute Care?

» Adverse health outcomes are tied to poor quality transitions,
« 2016 mandate by congress stating that the secretary of health including inconsistencies with medications and follow-up care

« Older adults account for the largest percentage of transfers to

. post-acute care facilities.
workforce issues. ) o .
« Post-acute care providers receive little to no verbal sign-out, and

rely on discharge documentation of varying quality that is not
standardized.

« Buy-in from department leadership

Program Structure S
9 Key Objectives
+ Weekly video conferences designed to improve transitions of care from
acute care to skilled nursing facilities (SNF).

+ The inter-professional hospital team includes hospital medicine, geriatrics, + Create a. collaborafive multidisciplinary, team based leaming
pharmacy, social work, primary care provider, inpatient care team, community
medicine residents « Provide peer support

* SNF team in_cludes doctors, nurses, physical therapy, occupational « Improve patient care, quality and cost outcomes
therapy, social work
+ Funding:
« Reynolds Foundation (July 2013  June 2017)
« Hospital funded (July 2017-Sept 2018)
« AHRQ (October 2018-present)

[reme 4
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Stages of Teamwork
Sy‘

collaborative, multidisciplinary conversation, new
solutions emerge that no one provider may come

S -
Bt el Do et Center () Beehteeet Deaconess yarane veeioAs somooL

B indatey

An Optimized Team Multidisciplinary, Bidirectional, Problem-solving
Communication Flow

ECHO-Care
Transitions
weekly

conference
- Feedback on

Discharge Process &
- Follow-up on Communication
pending test results = Update on Patient’s
- Reminder of condition
Upcoming

Hospital multi- PAC multi-
disciplinary team disciplinary team . guestions regarding

Appointments hospitalization

- Review disease « Confirmation of

specific checklist drug monitoring

- Goals of Care (renal function/
drug levels)

- - Bty
Beth Isracl Deaconess wanyars epinay socar Beth Israel Deaconess ks dEDICAL SOWDOL h yvess el Cen
(H) R eones AT (H) Mt TR Bt Desconss Ml Coer
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ECHO - CT Educational Impact

« Hundreds of residents have participated in an ECHO-CT clinic

« Residents and hospitalists demonstrated an improvement in
knowledge about transitions and also showed significant
improvements in skill

« SNF staff self reported improved knowledge

ECHO-CT Outcomes

Moore etal., AIM 2017

ECHO-CT Outcomes

» 30 Day Mortality Rates
» 30 Day Readmission Rates

* Total cost of health care during 30 day

period post discharge

« Length of Stay in Post-Acute Care

Facility

Return on Investment

23-09-2020
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Next Steps

Lessons Learned

y

By

—

M ¥
ECHO CT Session Video
S e
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https://drive.google.com/file/d/1yTlXcbC0amhanGRoTk9LrAipRc0JmOJt/view?usp=sharing
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Logistics for ECHO-CT
Session

ffy
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We will take a break for the next 15 minutes.
Please return at 10:00.
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e
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Pre-Session Weekly Process \ Two Days before the Session \

Each site has designated a point person who will be completing the pre-session a e b N i veced .
activities @ The point person at each SNF will receive a secure email from
= J me with a list of patients to be discussed that week.

Pre-Session Activities include: confirming patients to be discussed that week and
sending Bl intake forms and medication lists for each patient

@ G The point person needs to confirm that all the patients on
* The process for preparing for a session begins two days before the session. QJ/’ thellistarestllattheracilityland thatlyougteamwishesito
> Bl Boston Sites - Your Session is on Thursday so the preparations start on W discuss them.
Tuesday . m—
> BINeedham Sites - Your session is on Wednesday so the preparations ) What type of patients do we discuss?
start on Monday The only patients we exclude are Iong.term care patients and those who are already
(:) discharged.
* Note about Attendance: It is very important that facilities attend every week *We encourage sites to discuss ALL patients, even those who don’t seem complex*

(unless they don’t have any patients that week). If someone is going to be unable
to facilitate the session or any of the pre-session activities, please let Lauren know

ASAP. @

o
Bt byl Do et Cnter
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\ One Day Before Session \

'\‘ ¥ The pointperson at each SNF will need to fill out the intake form and
@ d‘ﬁ 5 send it with each patient’s medication list. These item will be sent
= through secure fax.

*This needs to happen before 3:00pm on the day before the session*

What happens next?
From here, th ist wil ile the home, hospi SNF meds- looking for any
discrepancies
The will caseand
questionsin advance of the session.
B onatey s o 4
Bt el Do et Center Bt el Desconiss et Cnter

o Google Meet \

Through a BAA with Google, BIDMC can in a safe and HIPPA compliant way, use
Google Meet for these conferences.

Conference Structure

Each week the same login information will be used. This information has
already been sent to your sites.

. We the use of video ing because it promotes a more
engaging and collaborative environment. However, there is a phone call in
number as back-up.

We do have cameras and microphones available if your site needs one.

IT support available as needed

DEMO:
meet.google.com,
(US) +1 724-542-5258
PIN: 353 672 415#

o Bty
Bt el Dacones i Center Bt bl Dagcorvss il Ceter

18


meet.google.com/pqr-ijtn-euo
meet.google.com/pqr-ijtn-euo
meet.google.com/pqr-ijtn-euo
meet.google.com/pqr-ijtn-euo
meet.google.com/pqr-ijtn-euo
meet.google.com/pqr-ijtn-euo

23-09-2020

Structure of Patient Discussion Disease Specific Checklists
Hospitalist facilitator gives case summary o
Tt Totan % a3
- o 1500 5 v O
SNF gives overview of current condition and raises questions/concerns * iation or & tisthospin *°
: o s hypotersion.
Case discussion 7 s e sty e pan o cchargm home
e o o ey of et onibe 5 s, o con o
Discharge Plan nocion =
M=k 25! euecin
S ibuto appropricts MonAGH of wotdh and VoA stake and enouragS MedCaIon
Areas for Improvement ~ Bration'as ngcaiod R
+_Renn eehcamons to sapitin, siains. urcecs. oc
ottty s (o
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Video
Mock ECHO-CT Session

B onfabey Bel Ly
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https://drive.google.com/file/d/1iUD_KC3ExEhOwRjFaNivUaC9_LjQW9uA/view?usp=sharing

Mock Session Instructions: Roles \

1. Inyour folders, you will find that each of you has been assigned a role. This may not be

your usual organizational role.
2. Each role includes objectives and a process to follow, please read your roles carefully.
3. There may be two people assigned to the same role in your group. Prior to the start of
the session, we suggest that you discuss the issues together and then have one person

be the main speaker during the session.

4. The facilitator (s) will lead off the discussion.

5. The ECHO-CT process flow (included w/ your role) will walk you through how to run the

session.

6. You will have a Bl Staff member to observe/ offer help if needed!

Mock Session Instructions: The Case & Objectives \

1. Ineach of your folders, you will find case details.
The case details include:
* Overview of patient’s hospital stay (overview, acute issues, transitional
issues)
Follow up appointments
Medication lists

e
v D et Gl

2. This case involves a lot of the typical issues that we see during the ECHO-CT sessions. Your

objective is to identify as many of the issues as you can.

The patient:
77 male who presents to the ED on 3/13/2019 with report of a fall. Notes he slipped down

on

the ground for 30 minutes until he got help getting up. He attempted to stretch out his arms.
to break his fall, but did hit the front of his head. While in the hospital he was found to have

urosepsis and acute kidney injury. He was discharged to a SNF on 3/22/2019.

o
Bt byl Do et Cnter

Mock Session Instructions: Roles

Pharmaci @

23-09-2020

G \

Facilitator Hospital

SNF Nurse

2

Social worker

Note Taker

o 4
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Mock Session Instructions: Schedule

11:05-11:15: read case details, if there are two people in one role you should discuss the
case and decide what issues you want to address and which of you will play the role during

the mock session

11:15-11:30: Mock case

11:30-11:40: debrief in small group with note-taker commenting on what they observed

11:40-11:50: reconvene as a large group to share lessons

11:50-12:00: wrap up and next steps

20
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\ Mock Session Issues: \

1. Discharge summary is unclear as to what antibiotic patient should be taking (states patient should be
discharged on Ceftriaxone but patient is actually discharged on Cipro)

Mock Session Instructions: Tips & Tricks

1. When reading over the case, note the things that may be most important

to your specific role. o ) ) 2. Appears that antibiotic was stopped prematurely as discharge summary states to continue through
2. Just like in real life, the hospital side and the SNF side have been given 3/27 however SNF team reports that it was stopped on 3/23 - discussion of appropriateness of
different types of information. stopping early, consideration of blood cultures to confirm resolution given that antibiotics were
3. Follow along with the ECHO-CT process flow document. stopped several days before the conference occurred
3. Might recommend discontinuing Metformin due to creatinine level
Group # Location Bl Team Helper
4. Patient has urology appointment on 4/2, SNF unaware
Team 1 Grand Canyon Room Amber
5. The inpatient team’s assessment of the cause of the fall and work-up is not clearly outlined in the dc
Team 2 Main Room Lew summary—may have been missed workup.
Team 3 Haleakala Room Lauren 6. Discussion of need to restart Hydrochlorothiazide 25mg, titrate BP meds given borderline low BP
Team 4 Main Room Anita

7. Discussion of anticipated discharge date, barriers to discharge, discharge location (potentially cannot
return to assisted living due to blindness, falls, dementia)

Mock Session Debrief \ \

Wrap-up & Next Steps

The program officially begins next week!

1. How did your teams address discrepancies in the care - Needham Sites: Your first session will be on Wednesday
plan? April 31

- Boston Sites: your first session will be on Thursday, April 4t

2. How did your team facilitate respect and teamwork?

All of the logistics information covered today has been sent to
your sites.

If you have any lingering questions, need IT support or other
information please see Lauren after.

o Bty
Bt el Dacones i Center Bt bl Do Ml et
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Please Fax to ****

ECHO Care Transitions
Intake Form

Date of Presentation: ECHO Patient ID#:

Skilled Nursing Facility:

O

SNF Presenter Name:

1) What issues/concerns do you have about the transition from *hospital* to your facility? Please
describe below.

CINone

[IMedication related (specify):

CTreatment related (specify):

[IOther (specify):

2) Do you have any medical or treatment-related concerns that have occurred since you admitted the
patient that you would like to discuss? Please describe below.

3) Isthere an anticipated Discharge Date? [lYes [INo If Yes, When?

4) What concerns do you have for this patient as they transition from your facility back to home?
Please describe below.



CASE DETAILS
TEMPLATE

Overview:
Click here to enter text.

Acute Issues:
Click here to enter text.

Chronic Issues:
Click here to enter text.




Transitional Issues:
Click here to enter text.

Follow Up:
Click here to enter text.




Facilitator Scorecard

Please rate the following statements below on today's session(s):

1 = Always o

2 = Usually =

3 = About half the time T

4 = Seldom AN ; €13

5 = Never | 3 3| 8¢ 2|3
> | < ) <5 wn 2

1. Starts session on time

2. Ensures that all participants introduce themselves and identifies who will be leading the conf when resident is

present

3. Reminds participants to maintain confidentiality and use the ECHO ID when discussing patients (if needed)

4. Summarizes patient case presentation in 2 to 3 sentences.

5. Allows SNF clinicians time to discuss patients current state

6. Encourages participation by asking open ended questions

7. The facilitator engages all group members i.e. pharmacy, social work etc.

8. Ensures that words like “ consider” or “recommend” are used when providing recommendations

9. The facilitator keeps the session on track by managing time, providing coaching or guidance as needed

10. Facilitator gently redirects when the conversation is off topic or over time.

11. Requests feedback from participants at the SNF (both transition feedback and ECHO feedback)

12. Manages SNF time slot transitions or multiple people on the line (time goes over, PCP calls in)

13. Instructs and coaches residents/trainees on ECHO-CT process (if applicable)

14. Creates supporting learning environment by engaging and listening to peers

15. Uses downtime to teach general principles related to clinical care or transitions of care

16. Ends on time

17. Completes any necessary patient follow up that came out of session

18. Completes any necessary study documentation (clinical issues, AEs, primary diagnoses)

19. Completes patient notes in OMR

Comments:




SNF Satisfaction Survey

1.

| am allotted sufficient time to present my patient(s) during an ECHO-CT conference

Strongly Agree
Agree
Disagree
Strongly Disagree

Participating in the ECHO-CT Session does not disrupt the flow of my day.

Strongly Agree
Agree
Disagree
Strongly Disagree

There is a clear process for discussing patients during the ECHO-CT conference.

Strongly Agree
Agree
Disagree
Strongly Disagree

There is a clear process for patient follow up after ECHO-CT conferences.

Strongly Agree
Agree
Disagree
Strongly Disagree

The outcomes of ECHO-CT conferences are worth the time investment.

Strongly Agree
Agree
Disagree
Strongly Disagree

Having a multidisciplinary team participate in the conferences makes them more effective.

Strongly Agree
Agree
Disagree
Strongly Disagree

Once the project is over, | would participate in the ECHO-CT conferences again.

Strongly Agree
Agree
Disagree
Strongly Disagree




10.

11.

12.

13.

14.

15.

ECHO-CT conferences offer me added value over resources | already have access to.

Strongly Agree
Agree
Disagree
Strongly Disagree

Listening in on other facilities ECHO-CT cases is a useful learning tool

Strongly Agree
Agree
Disagree
Strongly Disagree

ECHO-CT conferences are an effective way to address communication gaps in the transition of the care process

Strongly Agree
Agree
Disagree
Strongly Disagree

At ECHO-CT conferences | learn information that | can apply to my general clinical practice.

Strongly Agree
Agree
Disagree
Strongly Disagree

My facility has incorporated advice from ECHO-CT conferences into treatment plans for patients

Strongly Agree
Agree
Disagree
Strongly Disagree

ECHO-CT conferences have helped me to provide better patient care.

Strongly Agree
Agree
Disagree
Strongly Disagree

My feedback on the hospital discharge process is welcomed.

Strongly Agree
Agree
Disagree
Strongly Disagree

| feel supported by the ECHO-CT team in my clinical practice.

Strongly Agree
Agree
Disagree
Strongly Disagree




16.

17.

18.

19.

20.

21.

22.

Having access to clinicians from the hospital is important to me

Strongly Agree

Agree

Disagree

Problems with connecting to the hospital team during the ECHO-CT conferences significantly reduce the

Strongly Disagree

conference's impact

| feel

The v

Strongly Agree

Agree

Disagree

Strongly Disagree

Strongly Agree

Agree

Disagree

Strongly Disagree

Strongly Agree

Agree

Disagree

Strongly Disagree

ECHO-CT conferences are collaborative.

| feel

The number of patients discussed during the conference is ... (Sliding Scale Question)

Too Few

Strongly Agree

Agree

Disagree

Strongly Disagree

that my input is valu

ed in ECHO-CT conferences.

Strongly Agree

Agree

Disagree

Strongly Disagree

Correct Amount

comfortable presenting cases in video-conferencing format.

ideo conference format adds value over other forms of communication (phone call, email etc.)

Too Many



23. Do you feel like the appropriate providers are attending the conference? (Yes/No Question)
24. If not, what type of providers should attend? (Comment Box/Open Ended)

25. What is the greatest benefit of ECHO-CT conferences? (Comment Box/Open ended)
26. What is the greatest drawback of ECHO-CT conferences? ( Comment Box/Open Ended)

27. How could the conferences be improved?



Frailty and Transition of Care
for Hospitalized Older Adults

ECHO-CT Webinar

Dae Kim, MD, MPH, ScD
Assistant Professor of Medicine, Harvard Medical School
Marcus Institute for Aging Research, Hebrew SeniorLife
Division of Gerontology, Dept of Medicine, BIDMC
Division of Pharmacoepidemiology, Dept of Medicine, BWH
dkim2@bidmec.harvard.edu

Disclosures and funding

I Research grants:
" NIA RO1AG056368, RO1AG062713, R21AG060227
" Paul B. Beeson Clinical Scientist Development Award in Aging (KO8AG051187)
" KL2 Harvard Catalyst MeRIT Award (NIH 1KL2 TRO01100-01)

" Boston Older American Independence Center Pilot Award (NIA P30 AG031679)
" Boston Roybal Center Pilot Award (NIA P30 AG048785)

I I have no financial relationships with a commercial entity producing
healthcare-related products and/or services.

Goals and objectives

After participating in this activity, you will be able to

I Define frailty using commonly used frailty definitions

I Perform a brief screening test of frailty

I Interpret the results of comprehensive geriatric assessment-based frailty index

I Develop a transition-of-care plan for medically complex older adults based on

frailty assessment

94-yo man with fall and fracture

I Fall, resulting in 4 rib fractures (concern for flail chest) and vertebral fracture
! PMH: AF on warfarin, COPD, hypothyroidism, PE, BPH, HTN, HFpEF, CAD, anemia, valvular
heart disease (s/p mitraclip)
! Hospital course: ICU admission for respiratory monitoring
" Pain control: APAP, hydromorphone PRN, oxycodone PRN
" Tachycardia (due to AF), fatigue
I Prior to admission: lives with wife at home; use a rollator; ADLs independent; IADLs help
with housekeeping

! Inpatient functional change: impaired safety awareness, requires assistance with

functional mobility

! Discharged to rehab on hospital day 4

9/18/19



89-yo woman with pneumonia and AF

I Fell at home, unable to get up; pneumonia and new-onset AF with RVR
I PMH: depression, weight loss (>10 Ibs), osteoporosis, incontinence, syncope,

recurrent falls, macular degeneration

I Hospital course: IV antibiotics, metoprolol and apixaban for AF, straight cath PRN

for urinary retention, delirium

I Prior to admission: live alone independently (ADL/IADL)
I Inpatient functional change: loss in endurance, mobility, and self-care ability

I Discharge to rehab on hospital day 12

Part 1: Overview of frailty

What is frailty?

Same treatment, different outcomes:
some patients are more prone to poor outcomes

Drugs — — Surgery

No fall / \ Fall Improved / \ Functional

function decline

9/18/19



Frailty: a geriatric syndrome underlying heterogeneity

I A state of reduced physiologic reserve to maintain homeostasis (homeostenosis)
I Increased vulnerability to poor health outcomes after a stressor

I Manifestation: fatigue, weight loss, falls, delirium, and fluctuating disability

Minor illness (g, urinary tract infection) . Environment
¢ Ading Disease
2 Independent P4 ; ;
% | Reduced reserve in multiple physiologic svstems |
2 1
g
2
s | Fraltty |
2 | Dependent
ET—

I Falls, disability, and death I

Clegg et al. Lancet 2013; 381: 752-62 9

Frailty prevalence and outcomes

! Frailty affects one in every 10 community-dwelling older adults and
one in every 2 nursing home residents.
! Frailty prevalence is higher with advancing age and in women.
I Frailty is a risk factor for adverse health outcomes, independently of
demographic characteristics and comorbidities.
" Falls
** Worsening disability
"' Hospitalization
' Long-term care institutionalization
"' Mortality

Collard et al. J Am Geriatr Soc. 2012;60:1487-1492, Kojima. J Am Med Dir Assoc. 2015; 16: 940-945, Clegg et al. Lancet. 2013;381:752-762 10

Frailty phenotype (physical frailty)

I Frailty is diagnosed based on the 5 characteristics:

weight loss exhaustion inactivity slowness weakness

(self-report) (physical activity (timed walk test) (hand dynamometer)

questionnaire)

I Identify a clinically recognizable group of people
0

. .. Non-frailty
who have unique characteristics 1o Pre-frailty
3-5 Frailty
Fried et al. J Gerontol A Biol Sci Med Sci. 2001; 56: M146-56 11

Frailty phenotype attempts to measure altered stress
response and energy metabolism abnormalities

Disease
Aging;
Senesa
mwmumuuiwuu
mtneeleer e Undcmummn HNegaierr Saerge Baane -
uhl?;-cfefmww Negtiae Narogon iiav e |Unexplained weight loss
;.'v oz /l y
<fupry s
At e
Sarcopenla

|Tatal Encrgy Eup-:ndnun—

Resting "/
Melaboll(

Fried et al. ] Gerontol A Biol Sci Med Sci. 2001; 56: M146-56 12
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Frailty as deficit accumulation:

“The problems of old age come as a package”
(Fontana et al. Nature 2014; 511: 405-406)

! Hypertension ° ! Hypertension ! Hypertension

! Degen. spine disease ! Degen. spine disease 4 ! Degen. spine disease >
! Arthritis ! Arthritis ! Arthritis H
! Diabetes 0 0 ! Diabetes ]
L] =
L ! Coronary artery disease . L o ! Coronary artery disease o
! Chronic kidney disease ! Chronic kidney disease 3
. (Y ¢ X s
) ! Peripheral neuropathy ... ! Peripheral neuropathy 1
! Mild cognitive impairment o, oo !Severecognitiveimpairment »
! Depression .o ! Depression S
! Polypharmacy ! Polypharmacy 3
o o L ) ® ® !Visionimpairment o
! Sarcopenia S
! Heart failure : =

o o o o ! Pulmonary hypertension

Predfrail ! Multimorbidity, polypharmacy Frail ! Multimorbidity, polypharmacy

I Mild functional impairment
1 Mild mobility limitation

! Severe functional impairment
! Severe mobility limitation

! Weak muscle strength

! Fatigue, weight loss, inactivity
! Recurrent falls

Deficit-accumulation frailty index (FI)

! Frailty can be quantified as deficit accumulation.
n of health deficits present
n of health deficits considered

Score Classification

I Proportion of deficits (range: 0 to 1): FI =
" Need 130 deficit items
** Deficits should be age-associated and acquired

(e.g., symptoms, diagnoses, functional limitations, physical <0.15 Non-frailty
examination, diagnostic test abnormalities) 0.15-0.24  Pre-frailty
"* The overall burden is important; less emphasis on U5 Mt ety

specific items 0.35-0.44  Moderate frailty

0.45-0.54  Severe frailty

"* Increasing popularity for implementation in EHR

10.55 Advanced frailty

Rockwood et al. Sci World J 2001; 1: 323-36, Rockwood et al. Clin Geriatr Med 2011; 27: 17-26 14

Submaximal limit of a deficit-accumulation Fl

I Submaximal limit of a frailty index (typically ~0.7) indicates “very few people can
survive with more than 70% deficits.”

--------------- { limit
Nursing home population

Community population

Rockwood et al. J Gerontol A Biol Sci Med Sci. 2007; 62A: M722-M727, Rockwood et al. Clin Geriatr Med 2011; 27: 17-26. 15

Frailty phenotype vs deficit-accumulation FI

I Correlation between the two measures: 0.65
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Rockwood et al. ) Gerontol A Biol Sci Med Sci. 2007:62A:M738-M743, Walston et al. J Am Geriatr Soc 2019;67:1559-1564. 16
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