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“Given the complexities of modern cancer treatméns, more important now than ever before
that hospitals and physician practices work togetbamprove care by ensuring adequate
patient transition between the two care settingSC&'s Transitions Between Care Settings
project seeks to improve the transition experiéhce.

Christian G. Downs, JD, MHA
Executive Director
Association of Community Cancer Centers

In 2010 the Association of Community Cancer CentAGCC) contracted with Health2 Resources to stindy
issue of care transition between the hospital agmagram and the oncology physician practice saténgs. The
goals of the project were

1. To understand the challenges involved in transitigicancer patients between settings.
2. To identify exemplary activities for ensuring a sttotransition between the two care settings.
3. To provide educational materials and disseminaidirfigs.

Specifically, the objectives of ACCC's TransitioBstween Care Settings Project are:

To identify the problems that cancer programs amgsjzian practices have when transitioning their
patients from one setting to another.

To identify exemplary activities in patient tramngit between the two care settings and how thede bes
practices can be implemented.

To provide tools for measuring whether patient é¢arenhanced by having these best practices.

To raise awareness about potential problems amtiGgiod in cancer patient transition between thephals
and physician practice settings.

Key transition areas identified and explored witthia scope of this project are:

Documentation and Protocols
o Communication of hospital electronic health rec@E#R) with group practice EHR
o Enforcement of transition protocols with checklists
o Safety events and reporting
Drug Reconciliation
o0 Hospital procedures to identify home drugs
o Inclusion of specialty chemotherapy drugs for h@dministration within hospital or physician
group order entry systems
0 Training of nurses and others in order entry system
Communication
0 Hospitalist/oncologist communication
o Contact between hospital attending and oncologymphysicians
o Follow-up with group practice and/or patient to unesfirst visits to oncology practice.

Project Methodology
The two-phase project aimed to examine three keypoments of the care transition:

1. Adequacy and completeness of the medical record

2. Continuity of drug therapy (medication reconciliet)

3. Communication among providers, such as physiciamses, pharmacists, and social workers—both
internally (within their own programs) and extetggbetween the two care settings).




Phase 1 of the project focused on developing anduwding two surveys of ACCC membership, one fapital-
based programs and one for oncology physician ipesctPhase 2 of the project centered on identfyin
“exemplary” transition activities among survey resgent programs.

In Phase 1, Health2 Resources worked with the siriber ACCC Advisory Committee (composed of two roeldi
oncologists, one social worker, one oncology nach@inistrator and two pharmacists) to develop twine
surveys focused on issues in the cancer patieatisition from inpatient hospital care to oncologisovided care
in an outpatient or office practice setting. Theveys took between 20 and 30 minutes to compledeaaked
detailed questions about communication issues,cakdicord transfer and access, drug reconciliatiod follow-
up during transition between care settings. (Suimsyuments are available in the report Appendikg online
surveys were conducted between April 28, 2010,Jame 2, 2010.

Key Findings from the Surveys

Findings from the surveys are organized into tluaegories: patient transition management actsyitieedication
reconciliation activities; and transmission of tiarge summaries and medical records data for tiienpéransition.

Patient Transition Management Activities

Hospitals
-+ About 85 percent of responding hospitals have atfon (or team) assigned to manage the oncology
patient’s transition between care settings. Howewelly 55 percent of hospitals reported having ten
policy managing the general patient’s transitiord pust 3 percent have a policy that relates sjpadlij to
the oncology patient’s transition.
Most hospitals (93 percent) have a usual (or foymadcess for contacting the oncologist’s officeanta
patient is admitted for oncology-related treatmgehts far fewer (66 percent) have procedures inepfar
making contact when the patient is admitted withcea as a secondary diagnosis.
After discharge, hospitals are not very likely toronunicate with oncology patients to confirm that
follow-up appointments have been scheduled or oy (18 percent do so), or to check in (through a
clinician phone call) on how patients are doing engenerally (33 percent). In the open-ended regmis
few hospitals mentioned that registered nursescakworkers make home visits to patients follogvin
discharge.
A low percentage of hospitals have policies in gl monitor the results of a transition. Only@@cent
conduct a follow-up telephone survey and only 1li¢g@et monitor readmissions for transition-related
issues.
Among 16 specific transition activities queriedtie survey, no single hospital used more than Baxfe
activities. Only 17 hospitals (23 percent) used bamore of the transition activities. This sugigethat
most hospitals (77 percent) likely have room fopiovement in managing the patient transition.

Oncology Groups

- Hospital notification of the oncologist when hig/ipatient is admitted to the hospital through tefar a
non-cancer-related event appears to occur “almastya” in less than half of the groups. In additionly
about 60 percent of the responding oncology grdalks proactive steps to determine whether theiepist
have been admitted (by checking the electronictheatord or the hospital patient lists).
About half of the responding oncology groups haesighated staff (clinical or administrative) to raga
the patient transition after hospital discharge amst (more than 60 percent) do follow up on okeride
post-discharge office appointment. However, fewadogy groups have implemented specific policies or
checklists to help manage the patient transition.
Of the 13 transition activities queried, only omeup performs as many as eight. About two-thirdthe
groups use or benefit from fewer than six of thiévaies.




Medication Reconciliation Activities

Hospitals

- Almost 90 percent of responding hospitals have agerjzed prescription order entry (CPOE) systeras, b
the operationalization of those systems for theotogy patient transition is far from complete.
Respondents indicated that their CPOE systemskatg to offer a reconciled drug listing (60 pertetve
accessible by community oncologists (63 perceayehan e-prescription capability (63 percent), and
include chemotherapy drugs. However, the home ohpgts to the systems may not be complete. Only 12
percent of hospitals can access a prescriptiobdatafor home drugs, and only 38 percent followviip
pharmacies when they suspect the list is not cample
Among 13 medical reconciliation practices idendftrough the survey questions, no hospital regorte
using all of the activities, although five hospitaise 11 of the activities and almost 70 percettief
hospitals use seven or more of the activities. Eh&srelatively strong performance, confirmed Hg t
generally high effectiveness ratings respondenis tmtheir medication reconciliation activities.

Oncology Groups
Medication reconciliation activities seem to belfaadvanced. Almost 80 percent of the groups eagag
medication reconciliation (led by a nurse or phagist and about three in four oncology groups teave
CPOE system. About half of the groups can use RIDE to electronically transmit prescriptionshe t
pharmacist, but only a small number can use thesy access external prescription databases.
More than 80 percent of groups indicated that tieegive medication lists from the hospital at pdtie
discharge. The most common ways groups accesseivecthe lists is through the hospital’s electconi
health record and by facsimile or email.
Despite having CPOE systems, most groups perfowarféhan half of the 11 medication reconciliation
activities identified through the survey questiosigggesting that certain capabilities within CP@&eams
are not being used, or do not yet have full linlsaige hospital systems.

Transmission of Discharge Summaries and Medical Recds Data for the Patient
Transition

Hospitals

- Most hospitals (80 percent) now have inpatientted@ic health record (EHR) systems, and those syste
are used extensively to help manage the patiemitian function.
Among hospitals with EHR systems, 84 percent caadoessed by admitting oncologists from their home
or office, but only 35 percent of hospitals witls®ms reported that they can transmit EHR data to
independent oncology groups and only 32 percewntnaatically forward a discharge summary to
independent groups (although 70 percent can 8lidischarge summary from the medical record).
The survey queried 10 EHR system capabilitiesahatikely to be helpful to the transition processd no
hospital has operationalized all of those transitiapabilities. However, five hospitals (7 pergerse
seven of the 10 potential capabilities, and 29 halsp(41 percent) have systems that operationabzeor
more of the transition capabilities.

Oncology Groups
Almost all oncology groups obtain the hospital neatlrecords and discharge summaries and place that
information in the patient’s office chart, but oraigout one in four groups has a nurse or otheiceim
review and flag the records for special attentigrihe oncologist.
The oncology groups’ in-house EHR systems do npéapto have strong capabilities (or operationdlize
uses) that tie in to the patient transition. Mastalogists who admit to a primary hospital haveeasao
that hospital’s inpatient and outpatient EHR (altau-thirds or more have such access), but thetipues
was not asked of oncologists who admit to severapitals rather than one primary hospital.
Management of the patient transition depends piiynan EHR systems in place at the hospital, and to
much lesser extent depends on complementary EHBragsused by the oncologists and their staff at the
group offices.




Survey Conclusions

The surveys revealed that some community cancgrgmes are handling the complex tasks of transitigpiatients
between care settings well. Survey responses deératma variety of exemplary transition activitegssome
respondent programs. Survey results also refldigtantial progress in recent years in introducikdREand CPOE
systems into hospitals and oncology practices.s&lsystems have greatly improved medication reliatich and
the ability of community oncologists to access appiate medical records pertaining to their regehtspitalized
patients.

Nevertheless, despite these gains, the surveyisfisdhow that there is room for further improvetrian
developing specific processes and policies desigmatanage the cancer patient’s transition betveaea settings.
For example, our survey found that few hospitalsitoo readmissions or follow up with their dischedgpatients.
More than 60 percent of oncology groups take preacteps to ensure that they know of the hospititin of their
patient by another physician. Yet, few oncologyugr®are proactive in managing the patient’s tramrsfrom the
hospital inpatient setting to the practice settiugiong the hospital-survey respondents, oncologagifip transition
policies are largely non-existent (3 percent of/eyed hospitals have one) and transition checldistgare (15
percent of surveyed hospitals manage the transitiina checklist). A key challenge following disoige is proper
coordination of the wide range of services that lpayeeded by the oncology patient, given the ghysind/or
emotional burden of the illness.

Phase 2: Identification of Exemplary Transition Acivities

The ACCC Advisory Committee reviewed survey resattd, in collaboration with H2 Resources, developed
selection criteria to identify exemplary transitiactivities. Metrics for evaluating the qualitytedinsition activities
were developed by reviewing frequency distributiferskey transition variables and then developinmgedric that
summarized the individual transition activitieshafspitals into a composite measure of;

transition activities (16 activities)
medication reconciliation activities and techno&g{13 activities)
medical record/discharge summary compilation aadsimission activities and technologies (10 acés)ti

For Phase 2 of the project, in-depth interviewsenmmducted with nine sites that demonstrated sommplary
transition activities. These sites were selectethfamong the nearly 100 survey participants. Thenitews were
designed to garner deeper insight into the prograarssition activities. Five hospital programs dodr oncology
practices participated in the interviews, whicheaed critical components for successful patiemtdition between
care settings. These interviews were translatedtihe case examples included in the full report.

The full report describes transition challengesyjates a scan of care transition literature, sunmaarsurvey
results and key findings, and offers case exampitbsthe goal of raising awareness about potentallenges in
patient transition between hospital and physicicatfice settings.




Challenges in Managing Cancer Care Transitions

In theTransitions Between Care Settings Projédf,CC’s study of how (and how well) the cancer gattis
transition from inpatient to outpatient oncologpgp is managed, Phase 1 found that some commuaritsec
programs have developed innovative strategies@wld to manage aspects of the transition procemsetieless,
there is room for improvement and considerablelehgés remain. In Phase 2 of the project, in-dagérviews
with nine sites (five hospital programs and fouc@nogy practices) helped to reveal critical elersaftthese
programs’ successful transition processes.

The thrust of this project points to the underlyieglity that the patient is moving between two ampnt settings of
care, i.e., the inpatient hospital setting andathigpatient oncology care
setting, that are generally operated by two sepamaganizations, often
without common information systems, and sometimigls anly limited
shared information. The overarching challenge, tieto encourage two
distinct organizations to share information and aggnthe patient during
the interim (i.e., the transition), with neitheritog fully in charge,
receiving compensation for the effort, or sharimgficial risk.

For purposes of this report, we group major chgisninto three
categories: market challenges, operational chadignand accountability
challenges.

Market Challenges

Competitive environmentHospitals compete with each other for patient
as do physicians, and sometimes the competitioryeaim the way of
good communication during the patient transition.

Another competitive factor is the increased uskasitalists, and
potential care management issues between the @isbémd the
hospitalist. While both providers co-manage thepitabexperience, some
patient management issues and disagreements vpemee@ Often, the
oncologist was not notified that his/her patierd baen admitted. Cases
of failure to notify the oncologist of hospitalizat were more likely when
the oncologist’s patient was admitted for somettatiger than cancer.

There also tends to be high turnover rate amonpitadists. A working
relationship between an oncology group and a halggtitan be upended
if the hospitalist leaves and is replaced. In wagkivith hospitalists, the
challenge is, then, for the oncologist and hosgitéb reach agreement
with oncology group practices on co-managementtamestore an
effective working relationship as hospitalist tuweooccurs. The case
example fronTColumbia Basin Hematology & Oncologydemonstrates
how this oncology practice has developed ongoitggiomships with three
hospitals to maintain open communication, and nsese practitioners to
round at hospitals and augment the work of hosgita{see Case
Examples, page 23).

Costs and reimbursemenEffective management of the patient transition galhemeansstandardized procedures
carried out by dedicated personnel along a contmaficare. Yet the cost of managing the patiemtsiiteon is not
built into the reimbursement structure, and sceisggally taken on as an add-on by the hospitahdifg the
professionals to help manage the transition (whiatireugh home visits or follow-up phone callspften a
challenge as reimbursements are tightened. Soraéga®s such aQuincy Medical Group, have found that billing
efficiencies and patient satisfaction gains fromtise of a financial counselor and patient navigatitweigh the
associated personnel costs (see Case Examples4page




Another challenge identified in the study is that patient, once home, is in a new reimbursemerit@ment.
Prescriptions and chemotherapy that may have baared completely in the hospital may not be cavarzwell
at home, potentially leading to treatment interiaumg or prescriptions going unfilled. Part of thenisition task is to
help the patient identify the drugs needed (changgshave occurred as a result of the hospitatimptind how
these can be paid for, whether by the patient épBoket, through insurance, or by some other mdarthe case
of North Colorado Medical Center, a patient navigator uses a comprehensive chetklassess the patient’s
financial, social, transportation, and clinical degand then contacts the community resourceslpontreet these
needs. A follow-up phone call within 48 hours adahiarge by clinical staff is designed to captuneramaining
issues the patient may have (see Case Examples36ag

Operational Challenges

Software and its limitsThe start-up phase that has brought the EHR io$pitals and oncology group practices is
almost complete for most hospitals. Almost all hitadp and oncology groups have EHR systems. Howé¢ese
systems present several challenges for the patardition. The principal challenges appear tol)éssues with
system interoperability and standardization, 2pitaSEHR systems without oncology components #natuseful,
and 3) full capability use of EHR systems by hadpind group staff and physicians.

One common problem involves electronic transfeuszble data between the hospital and the oncolayypd=HR
systems. At the time of the survey, many oncologyugs with separate systems were either in theegsoof
developing the hospital interface or planning ittfte near future. The challenge was even greatarfcology
groups admitting patients to several hospitalsprésent, the general approach for most oncologistsgain access
to the hospital’s EHR from the group offices, aodtcess the patient’s hospital records for revwethis way.
When oncologists admit to multiple hospitals, tisild mean requiring physicians and/or their chhstaff to learn
two or three different EHR systems.

Limited integration of data between systems alsdddtself to incomplete transfer of all informatim the medical
record. In the case example@bmprehensive Cancer & Hematology Specialistshe practice is building its own
EHR system in a move to bring information systenth warious strengths and capabilities togethearather case
example, leadership at tl@oldschmidt Cancer Centerchose to implement a single comprehensive, ongelog
focused EHR and installed interfaces to bring icessary data from hospital EHRs (see Case Exanpgagss 26
and 20).

A more general approach involves community-widesagrents on standards and system communication. But,
reaching such a community-wide solution can pretaitnical as well as political challenges. Newefedi
standards for certifying EHR systems, standardsitef what “meaningful use” of electronic healtliarmation
means in clinical practice, and federal fundingriegional health IT organizations that assist irRE&tloption will
likely accelerate interoperability at the communéyel in the coming years.

A second challenge is that the hospital EHR rairetjudes an oncology component and, when it ddes, t
component often receives poor ratings from thedirstaff, so they may not use all of its funcebnomponents.
Bringing the functionality of the oncology groufE$iR to the hospital’s inpatient EHR is apparentitrang
technical challenge that has been successfullyeimehted in only a few of the hospitals with which spoke for
this project.

A third challenge is that while the EHR may nowib@lace, the technology and software are compheksdill
evolving. As a result, clinical staff members may nnderstand how to fully use the system, potiytieading to

the lack of full use of functionalities and to dawentation of care gapBurthermore, many medical record systems
remain a mix of paper and electronic: in some cagken an EHR was present in the hospital, thendige
summary was still faxed to the physician officeeTHHR systems are not necessarily user-friendphteicians

and their staffs who wish to access them from estegroup offices or from home.

Medication reconciliation With the adoption of computerized prescriptionesrdntry systems, the issues of
medication reconciliation have taken a solid stapvérd. Most hospitals and medical groups appebate fairly




effective medication reconciliation procedures limcp. The area of weakness (or challenge) is haogsd-what
drugs the patient is taking at the time of entty ithe hospital or community practice. Almost alkhitals attempt
to determine what those drugs are, but most rempsi entirely on having the patient or a family nbemtell them
what the drugs are, their dosages, and prescrigedTline study findings indicate that while systéons
electronically searching prescription drug databasel for integrating a broad range of drug infdiomaacross
both inpatient and outpatient systems are justin@up available, they are not yet in widespread asd,taking the
time to call the patient’s physician or pharmaisstot always part of the protocol. The challergytitake the extra
confirmatory step when it is needed. For detaitddt®ns organizations have implemented to addmesdication
reconciliation challenges, regardless of prograrmractice size, sderovidence Cancer Center Oncology &
Hematology Care Clinic-Westsidg(page 39),John B. Amos Cancer Cente(page 34), antioly Family
Memorial (page 32) case examples in this report.

Measuring performanceWe found that very few hospitals or groups know heell their patient transition process
is working. If follow-up surveys are conducted tpshitals, they typically cover the hospital expecie itself and
not the transition. Even then, the more typicaleymethod is a mailed questionnaire (a low-coptagch) and

responses may not be representative of more cordpekarges

Measurement of 30-day readmission rates or follpvplione calls to systematically determine transiicoblems
are not often part of the transition process. A &legllenge, then, is for organizations to upgratttexpand their
post-care surveys and analysis of those survegddoess the patient’s transition experience. W4tlne
organizations had transition programs in place, déthem are using survey and measurement to@adtyze
those processes for quality improvement.

If hospitals and oncology groups don’t know how Ivleé transition is going, it becomes difficultdevelop
systems, policies, and strategies for improvingr therformance. For details of how one health systas focused
on measurement and evaluation of its processeshe&eisinger Cancer Institutecase example (page 29).

Accountability Challenges

The patient at homeAs the patient is discharged, a wide range of foligp care scenarios must be addressed and
managed during the transition. While the surveysi$ed on the first post-discharge outpatient orgyolasit as a
key transition event, the open-ended questionkdrstirveys revealed that a bigger challenge idewtify and
obtain services for the full range of the canceigpé's needs. Cancer patients may require help mi#&naging pain,
with mobility and function, and with their emotidreate. Terminally ill cancer patients may benféim hospice
or palliative care services. Many needs can betiiikoh during the discharge process, but some entgrge when
the patient reaches home and directly faces thereality. The transition challenge is to identifydamanage the
patient and family needs at a time and in a loaatiowvhich neither system (hospital nor oncologyuy) may have
control, accountability, or responsibility. In thase ofGeisinger Cancer Institute its role as part of the larger
Geisinger Health System offers incentive to corgitimanage care after discharge by providing & vadge of
services. Careful assessment of the needs of tlempand the capabilities of their caregiversrdfiespital
discharge, and ensuring those needs are met,asnatished by professional case manabetso work with social
workers to ensure that needed equipment is detivieréhe home before the patient leaves the hd{pia case
example, page 29).

! Care Coordination: Case Managers “Connect the’ofsew Delivery ModelsCCMC Issues Briefvol. 1 (2).
Commission for Case Management Certificatiomw.ccmcertification.orgJune 2010. Available online at
http://www.ccmcertification.org/pdfs/Care Coordioat
Case_Managers_Connect_the_Dots_in_New_Delivery Mgl Last accessed Sept. 2,1010.




Exemplary Patient Care Transition Activities

The following are suggested transition activitiesthe hospital and practice settings of care. &le&mplary
patient care transition activities were identiftadough a variety of mechanisms including the syfiredings and
the in-depth interviews conducted with the nineecasample programs and with input from the ACCC isdry

Committee.










Background: Transitions Between Care Settings

The American Cancer Society estimates that ab&29]1560 new cases of cancer are expected to beatiad in
20107 With improved treatments and climbing survivakmtthe number of Americans who live well beyond a
cancer diagnosis is encouraging. But the numbeaksip a growing population who will live with caras a
chronic health concern, moving between care sett@ogoss the community. It is estimated that theze

11.4 million cancer survivors in the U3%orty-one percent of Americans can expect to bgraised with cancer at
some point in their lifetimé.

Cancer is a wide-ranging diagnosis, representitiy acute life-threatening illnesses and seriousmhbrdiseases.
Cancer treatment is challenging for the patientspafly, financially, and psychologically. For tbancer survivor,
discharge from the hospital, treatment centeryendhe specialist’s oversight does not spell it @& the need for
care. It is no surprise that depression, anxietgl,@&/en post-traumatic stress disorders are conammmg cancer
patients. Research shows that these mental hsalies can contribute to difficulties in fulfilliigmily and work
responsibilities and poor adherence to medicatrireats

Focus on Processes of Care

While much has been published in the researctatitee about transitions from cancer treatment teiworship or
to palliative caré;” few researchers have delved deeply into the stepslogy centers and practices can take to
ease the transition between active treatment gsttih 2003 review of the literature focusing ondsteand cervical
cancer presents a conceptual framework for quiafiprovement studies and research across the comtirad
care—risk assessment, primary prevention, screedgtgction, diagnosis, treatment, recurrence #lawee, and
end-of-life care. The article identifies a link tveen typical cancer prevention and treatment rebeaith strategies
that organizations can use to reduce potentialrizsl

The types of care provided and the transitions beiwthem are what can collectively be calledptteeesses of
care In the past, we have tended to focus largelyhertypes of care, but shortcomings in the transitivetween
them are equally important. Because the ultimatefar healthcare is to improve short- and long-epgtient and
systems outcomes, we need to improve all of theqases of cark.

2 Cancer Facts & Figures 2010, American Cancer 8goivailable online at :
http://www.cancer.org/acs/groups/content/ @epidenmgipsurveilance/documents/document/acspc-026238.pdf
Last accessed Nov. 12, 2010.

% Horner MJ, Ries LAG, Krapcho M, Neyman N, AminoueRal., eds. SEER cancer statistics review, 19066.
National Cancer Institute. Bethesda, MD. Availadiéttp://seer.cancer.gov/csr/1975_2Q0¥dsed on November
2009 SEER data submission, posted to SEER weB§i1€),. Last accessed Nov. 12, 2010.

* Ries L, Melbert D, Krapcho M, Mariotto A, Miller,Bet al. SEER cancer statistics review, 1975-28@4hesda,
MD: National Cancer Institute; 2007. Available oiathttp://seer.cancer.qgov/csr/1975 2Q04/

Last accessed Nov. 12, 2010.

® Katon WJ. Clinical and health services relatiopstietween major depression, depressive symptamgjeneral
medical illnessBiol Psychiatry.2003; 54(3): 216—226.

® Maloney CH, Preston F. An overview of home carepftients with cance®ncol Nurs Forum1992;19:75-80.
" Tornberg MJ, McGrath BB, Benoliel, JQ. Oncologyrisition services: partnerships of nurses and fesnil
Cancer Nurs1984;7:131-8.

8 Zapka JG, Taplin SH, Solberg LI, Manos MM. A frammek for improving the quality of cancer caf@ancer
Epidemiol Biomarkers Pre2003;12:4-13.Available online at
http://cebp.aacrjournals.org/content/12/1/4.fulLast accessed August 18, 2010.




Often a cancer diagnosis triggers a handoff franusted primary care physician to an oncologist wffectively
takes over the patient’s care during the cancatrivent. The typical cancer patient may encountey icethe
hospital inpatient oncology floor, the radiatiomtzr, the infusion therapy center, and the outpat@cology

clinic. Continuity of care across so many settingerhaps located hours away from home—must adeguatel
address the patient’s physical, financial, and bsgocial needs. Although family and other caregisee
frequently involved in care transitions, patients #he only constant across all care transitiond,they are often
ill-equipped emotionally, physically, and socialtyhandle these new challenges. Historically, thieept becomes
the “keeper of the data,” responsible for ensurewprds are up-to-date and available whenever dedever
treatment is given. This can lead to errors in weithtn administration, missed appointments, anppsid treatment
sessions that undermine sound patient care.

Like other patients with chronic iliness, signifitahallenges arise for cancer
patients when moving from one healthcare settirgntather. Care transitions
present the opportunity for roadblocks that careeskly affect recovery and future
good health. In today’s healthcare environment, dw@x, several developments
point to a shift towards greater attention to overne these roadblocks.

National Models Emerge, Standards Created

Recent goals set by The Joint Commission for ademdacilities strike
specifically at the medication reconciliation presésee sidebar). New electronic
tools, like the electronic health record (EHR) aaprescribing capabilities, hold
the promise of speeding information flow and kegpimedication lists up-to-date.
Importantly, a growing focus on effective care #iéions in the chronic disease
arena can be an additional opportunity to informm¢dancer care community about
policies and procedures designed to improve the ttansition process across the
care continuum. These include private sector maaiedscoalition work products
for care coordination that can be generally appiietthe geriatric and chronic care
areas, but are also relevant to cancer care.

National Transitions of Care Coalition

The National Transitions of Care Coalition (NTOGE#n initiative that brings #

together thought leaders, patient advocates, aaithicare providers (from 32
organizations) from various care settings; eaatedicated to improving the quality
of care coordination and communication when pasien¢ transferred from one
level of care to another. NTOCC materials are prilyaesigned for provider use 4 o

with elderly and/or chronically ill patients tratishing from hospital to the nursing + 6% /7849 .o
home, but processes address the key elements tfaansjtion: adequacy and ! "’
completeness of the medical record, medicationmatiation, and communication.
NTOCC has created a number of tools and resouices is inception in 2006.
Transition tools developed for providers include:

# )
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Transitions of Care Checklist,which provides a detailed description of effecipagient transfer between
practice settings. The checklist is designed t@anl communication—among healthcare providers,
between care settings, and between clinicians bewnt&/caregivers—of patient assessments, careplan
and other essential clinical information. It inchsdassessment and intervention elementghigsiological,
psychosocial, cultural, health literacy, financedd spiritual factors, as well as environmenta physical

® Jencks S, Jack B, Field T. Managing patient qamsttions: How health IT can reduce unnecessary re
hospitalizationAHRQ National Resource Center for Health FHRQ. Feb. 24, 2010. Available online at
https://ahrg.peachnewmedia.com/store/seminar/semph@EPseminar=3389 Last accessed August 18, 2010.




safety, family support, and continuity of careoffiers a sample handoff checklist and a formatifetailed
medication reconciliation.

A “how-to” manual for implementing a care transition plan: “Improving on Transitions of Care: How
to Implement and Evaluate a Plan” is a 70-page iadiou organizations to evaluate their current $idon
processes and develop more effective interventidppendices offer examples of checklists and forms
that can be adapted to the provider setting.

“Cultural Competence: Essential Ingredient for Sucessful Transitions of Care,”a white paper,
provides information about culture and cultural petence, as well as strategies and resources émesh
professionals’ capacity to deliver culturally cortgo® services during transitions of care.

Medication Reconciliation Specificationds a three-page master form designed to help ek
professionals collect, transmit, and receive @aitioedication information needed when patients move
from one practice setting or level of care to arotiihe use of these elements in the reconciligifosess
required by The Joint Commission could help redueéication errors.

“Transitions of Care Measures” is a framework document that offers an environmlestan of existing
measures that are applicable to care transitidms.IP-page document includes a conceptual model
defining seven key elements for effective transgiof care.

The Guided Care" Model

The Guided Care Model was developed by Chad BbliX, MPH, MBA, professor of public health, medicirend
nursing at Johns Hopkins University. The modeldfireed as “a patient-centered medical home forepigiwith
several chronic conditions.”

In the Guided Care Model, a specially trained “@dicCare” nurse collaborates with two to five priyneare
physicians in their offices to improve care fort6@®0 of their most complex patients (with multigleronic
illnesses) by coordinating care, facilitating triéinss in care, and acting as the patient’s adweatoss healthcare
and social settings. Specifically, the Guided Ganese:

Assesses needs and preferences

Creates an evidence-based “care guide” and a pditiendly “action plan”

Monitors the patient proactively

Supports chronic disease self-management

Smoothes transitions between care sites

Communicates with providers in emergency roomspitals, specialty clinics, rehab facilities, honse
agencies, hospice programs, and social servicecagein the community

Educates and supports caregivers

Facilitates access to community services.

Use of an EHR is a key component of the progranid€&liCare nurses access a secure Web-based EHRIlgpec
designed for the program, which incorporates eviddmased guidelines for the 15 most prevalent étiron
conditions. Guided Care nurses enter new informadtmout their patients, check medications for fidssidverse
interactions, generate and update “care guidesprioviders and “action plans” for patients, cheakreminders,
and document contacts with patients, families, leeathcare providers.

Early results from a federally funded, multi-sitandomized controlled trial at Johns Hopkins fotimat Guided
Care significantly increased patient perceptionguality and physician satisfaction, significantiduced costs, and
lowered caregiver stre$.A study published in August 2010 found differenbetween patients in the program
and a control group in depression, strain, worldpotivity, and regular activity productivity weretstatistically
significant after 18 months. But patient caregiveysorted the overall quality of their recipientironic-illness

1% Onsite Nurses Work With Primary Care Physicianslemage Care Across Settings, Resulting in Improved
Patient Satisfaction and Lower Utilization and Gdst Chronically Ill SeniorsAHRQ Healthcare Innovations
Exchange AHRQ, 10 June 2010. Available onlinehdtp://www.innovations.ahrg.gov/content.aspx?id=A.79 _ast
accessed August 17, 2010.




care to be significantly higher in the dimensiohgaal setting, coordination of care, decision suppand patient
activation*

The Care Transitions Progrant™

The Care Transitions Program was developed by@sleman, MD, and is based in the Division of He&@ltdre
Policy and Research at the University of Coloradmizr, School of Medicine. The overriding goalkdsrprove
care transitions by providing patients with toatsl @upport that promote knowledge and self-manageafeheir
condition as they move from hospital to home. Tigioa four-week program, patients with complex careds
receive program tools and are supported by a ‘itianscoach.”

The Care Transitions Program is unique in thalhocaigh guided by a trained coach, patients managedtvn self-
care. Since patients targeted for the programamnerglly elderly and have multiple chronic conditipthey are
likely to experience multiple transitions and dred likely to benefit from the self-care education.

The model is composed of the following components:

A Personal Health Record that consists of the ¢isé@are elements for facilitating productive
interdisciplinary communication during the care

A Discharge Preparation Checklist of critical aittds designed to empower patients before dischizoge
the hospital or nursing facility

A patient self-activation and management sessidn avil ransition Coach (a geriatric nurse practitioner)
in the hospital, designed to help patients and teegivers understand and apply the first twmnelats

and assert their roles in managing transitions

Transition CoacH follow-up visits in the skilled nursing facilityran the home and accompanying phone
calls designed to sustain the first three companandtl provide continuity across the transition.

The results of a randomized controlled trial of pinegram found that intervention patients had loweer
hospitalizatiomrates at 30 days and at@dys than control subjects, and mean hospitstis were lower for
intervention patients ($2,058) versus control pasigh2,546) at 180 day$.

Patient Navigator Program

In 1990 Harold P. Freeman, MD, developed the patiamigation model in an effort to remove barrinspatients
seeking timely diagnosis of and treatment for canEle approach is designed to assist targetedrpatvho may
be uninsured or underinsured, helping them to mapé&lly through the system to an earlier diagnasis full
treatment. In 2005, the Patient Navigation Act wiggied into law by President George Bush; it madetg
available for the development and operation of destration programs to provide patient navigatovises to
improve health care outcomes. In 2008, the Haroler®eman Patient Navigation Institute was laundbetkfine
and create standards for patient navigation, akasel certification process for people trainethimconcept.

In 2009 the Association of Community Cancer Ceni@timted its Cancer Care Patient Navigation: Al@a
Action project. The multi-phase educational projactuded a series of presentations at ACCC natiomtings; a
print publication, “Cancer Care Patient Navigati@rpractical guide for community cancer centersiyebinar; and

1 Wolff JL, Giovannetti ER, Boyd CM, Reider L, et &8ffects of guided care on family caregivegerontologist.
2010;50: 459-70. Available online at
http://gerontologist.oxfordjournals.org/contentlg&009/08/26/geront.gnp124.abstract

Last accessed August 17, 2010.

12 Coleman EA, Perry C, Chalmers S, Min SJ. The taresitions intervention: results of a randomizedtrolled
trial. Arch Intern Med2006 ;166(17):1822-8. Available online http://archinte.ama-
assn.org/cgi/content/abstract/166/17/18P2st accessed August 17, 2010.




a patient navigation resource section on ACCC'ssitelfvww.accc-cancer.ojgAs part of this project, six ACCC-
member pilot sites were selected from more thanalficants to receive a one-day training sessipatient
navigation to help develop or enhance their patianigation services. The Cancer Care Patient Ndioig

resource section on ACCC's website features tawléniiplementing patient navigation services inchggdi

A pre-assessment tool

Patient navigator responsibilities and core funtio

Sample patient navigator job descriptions

Sample patient navigation program policies anddsteds of practice
Sample patient navigation forms

Sample patient satisfaction surveys

An outcome measures tool

A bibliography/resource list.

Patient navigation services are individualized sy host organization to fit the needs of the Ipedient population.
In some instances, the patient navigator roldledfioy a lay person. More often, the patient natagis a clinical
professional (RN or social worker). Among othewgss, patient navigators may:

Coordinate patient care

Provide or refer patients and families to needsatipssocial services

Link patients and families to appropriate finan@atl community resources as needed
Provide patient education

Link patients, families, and caregivers with appiaie post-treatment follow-up care.

The potential for patient navigation to enhanceddue transition process is significant, althougthe time patient
navigation services are often targeted to only allspopulation of cancer patients, e.g., navigaservices for
breast cancer patients. Several early pilot progrsinewed promise for improving the overall patiexyperience
and transitions between care settings, but the Virited by broadly applied definitions and intentions and
limited to single-site cancer programs. The Nati@@ancer Institute (NCI) Patient Navigation ReséaPtogram
was initiated to develop a common definition ofipat navigation and a set of common measures &sass
outcomes of care with patient navigation. Ninesséee currently testing the NCI criteria over afixear period to
assess their value and benefits for the undersemednunity.




Conclusion

Given their vital role in ensuring patient safegfficiency and patient-centeredness, care coordimaind care
transitions have rapidly gained attention as piiesifor healthcare improvement on the nationatlleVhe Patient
Protection and Affordable Care Act calls on healtkeoorganizations to adopt new models of care, aadhe
patient-centered medical home and accountablecrgemization, that are designed to close gapsrimamad better
guide patients through what can be a daunting rohdesconnected provider settings. For cancer raparticular,
movement from one treatment setting to anothearisly a straight and clear path, and the risk égpidtient when
gaps or discontinuity occur may mean interruptiba oomplex treatment regimen. Continuity of cacmas
settings requires attention to the patient’s phajsiinancial, and psychosocial needs.

While findings show that some community cancer prots have developed innovative solutions to treomsiig
patients between care settings, there remains aimphe for improvement among many others. The oebiag
challenge in care transitions is a matter of actahility: Who is responsible for the care transiolwo distinct
organizations are charged with managing a patiear's during a transition, although during the githon itself,
neither is reimbursed directly for the effort. Rethee oncology practices and hospitals that hauadaed patient
navigator and other care transition efforts haweddgd gains in patient satisfaction and billingaiincies that
outweigh the personnel costs of the programs {sedase examples for details). As quality orgaitinatand
payers increase the focus on patient safety issugsystemic cost drivers, such as hospital reainisates,
structured programs that address the patient tramsnay become an operational necessity.

Another major challenge is a lack of clear commatign among providers. Competition between proddela
reality of the marketplace. For example, it waseddh anecdotal reports that the patient navigatogloyed by the
hospital tended to steer patients towards an irséomcology group, shutting out competing extegnalips that
admitted to the hospital. This resulted in limitedfailed communication with external oncology gosu

For the patient’s sake, communication processesl@tie formalized to ensure that discharge summarie
medication lists, and other information are avd#dab oncologists and care teams in a timely fashide use of
checklists and handoff processes that convey gertinformation, as well as collegial relationsbipitding
activities, has greatly improved the quality of gommication among organizations highlighted in tasecexamples
(see pages 22-41). Given the project findings, iderg across the care spectrum should actively estkengthen
relationships with referring organizations and asbeacollaborative quality improvement efforts imgaunication.

The use of EHRs holds the potential to solve mdrajlenges in care transitions, although softwadiegtions that
address the unique needs of cancer care are neidaly in use. Fluidity of EHR information from ercare setting
to another—that is, the ability for one organizatto import patient information from another orgaation’s EHR
system into its own electronic records system—isufny large still unavailable. Hospitals and oncglgmpup
practices should communicate their needs to EHRIavesnand use their market share to bring abouivaodt
solutions that address these challenges. As theecaare community uses its leverage to demandecapecific
applications, information liquidity and workflowimdly solutions, the vendor market will responadér the
HITECH Act, funding from the federal governmenbicoming available for the implementation of EHRat imeet
the standards for meaningful use of health infoimnatiechnology. (More information is available at
http://healthit.hhs.gov/portal/server.pt/commuribglthit hhs gov_home/1204Now is the time for physician
group practices and hospitals to demand EHR pradbat are interoperable between care settingsranadneet
providers’ needs.

A final concern going forward is building the knadlge base for improved care transitions. How wilamizations
know that they meet patient care transition neetdisss they develop processes to measure theirgenfce in this
area? Measures of care transition can start imnedgiaith policies for setting clear goals in ca@rdination,
evaluation of whether goals are met in collaboratigth patients and family members, and commuricati
initiatives for ensuring that care plans align asrproviders. As payers and accreditation eniitierease the focus
on care coordination and care transitions, theofiperformance measures by hospitals and oncolcagtipes will
position these organizations as national qualiéglézs and pace setters.




Case Examples: Nine Programs with Exemplary Transion Activities

Capital Region Medical Center, Goldschmidt Cancer @nter
Jefferson City, Missouri
[Hospital-Based Outpatient Cancer Center]

Since 2008, the Goldschmidt Cancer Center has tgukbjast two miles away from the main hospital campf
Capital Region Medical Center in Jefferson Citysbtiuri, a community of nearly 40,000 people. Aschly
provider of radiation oncology therapy in the ragiG@oldschmidt Cancer Center draws patients refdreem more
than 20 private physician practices located with0 mile radius of the facility. They provide mealioncology,
radiation oncology and chemotherapy treatment.

The Goldschmidt Cancer Center is staffed by oneicaédncologist, one radiation oncologist, one-tirte
diagnostic radiologist, and a nurse practitioneeytare supported by two triage RNs, two exam r&s, and
three infusion RNs, as well as a clinical trialegmam nurse. The on-site pharmacy is staffed bpitals
pharmacists who rotate through the service. Laboyaervices are also offered on site.

In 2009, the Goldman Cancer Center saw 266 newvatiadioncology patients and saw 5,500 medical loggo
patient visits.

Case Example Focus Area: Capability to Electronicdy Exchange Key Clinical Information

Electronic Health Record (EHR): The ARIA EHR [Varian Medical Systems] has been in platee Goldschmidt
Cancer Center opened October 13, 2008. ARIA isnapcehensive EHR system that includes oncology-§peci
components.

Capital Region Medical Center went live with itsygarehensive EHR and physician order entry system in
December 2007, using MEDITECH. But when it was timselect an EHR for the Goldschmidt Cancer Center
leadership decided it was better to select a syttaialready included oncology components rathen aittempting
to adapt the MEDITECH system to those functiorediti

The Goldschmidt Cancer Center has been paperlass gpening its doors.

“We wanted a system that would work across our @/ieaincer service—both radiation and medical ongelatat
is comprehensive in nature and takes us away fraempcharts,” said Robert Fluegge, cancer progiesstdr. “It
also had to be compatible with our other equipm&unth as the linear accelerator we use in radiatmology. We
also needed something that was cost effective—wedattto be able to show it was a purchase thatwees it.”

Safety and Reporting Components

ARIA can aggregate a number of reports that suppmrblogy safety and quality, such as drug toxicéyorts,
medication reconciliation and drug interactiong]uding dose reductions for chemotherapy agentsid€ghmidt
Cancer Center uses the electronic prescribing casmtaalmost exclusively, which enhances patieratgdfy
eliminating handwriting errors.

Continuing Challenges: Integrating Two Systems

The outpatient cancer center EHR and inpatientiteddpHR systems are not interoperable, althougiptial
laboratory, imaging and radiology interfaces alldata to flow from the inpatient system to poputht outpatient
record in ARIA. As a patient moves from the inpatie®o the outpatient setting, Goldschmidt Cancent@estaff
can view inpatient electronic records, such ashdigge notes. During inpatient treatment periotigsigian notes
and other data from the outpatient record flow bt the inpatient EHR. For example, if a cancanter patient is
admitted back to the hospital, the hospital emargeaom physicians can view patient informatiomfrthe
Goldschmidt Cancer Center record and obtain upate-tteatment data immediately.




Communicating patient records to community oncolaggl physician practices is another work in progres
Chemotherapy discharge instructions are digitalketl from the Goldschmidt Cancer Center to physioffices
automatically when patients are leaving the outméttenter. But other information must still be conmicated to
referring community physicians via fax or paperore since other practices don't use the same BEfsRs.

Goldschmidt Cancer Center is moving to a systemwiiballow inpatient physicians associated witapital
Region Medical Center to access Goldschmidt CaGeeter outpatient records via a new web interface.

“We are in a transition period now,” Fluegge salVe recently converted to virtualized servergpbgsicians with
an iPhone or computer at home, or in their prastican go through the network and remotely accatsm
information. In the long run we estimate that ithwave money because we have identified we waavehas much
need to upgrade hardware over the next decade.”

“That was one of the reasons we initially chosagde EHRs—so inpatient physicians would have adcess
Goldschmidt Cancer Center records immediately. Pegmords make that difficult.”

Key Team Members

Since the EHR is central to all cancer center djmers, training began months before the doors apane
Goldschmidt Cancer Center. An on-site Varian traimaertook in-depth training with “super usersgedect group
that would continue to train other employees oiraet The super users included nurses from eactntezd area
(radiation oncology, medical oncology, chemothejapyregistration staff member, and Nancy Batemaamager
of medical oncology outpatient services.

“The department has to run day by day, minute byutei, so we designated our super-user group arabisks the
time they needed to work intensively with the teih said Robert Fluegge.

“Most of our physician staff had very little compuexposure at first,” said Cathy Otten, RN, angeswser. “But
they’'ve been required from day one to do all tdeicumentation on the computer, and two years dbemdad,
they’re doing well.”

Super users are empowered to teach EHR technidal sthff-wide—from oncologists to clerks. The apach is
sometimes challenging—nurses don't often find thelies in a position to instruct a physician— bpg@erless
system demands every staff member have some faityilgth the system.

Critical Steps in Transition

1. Inpatient nursing staff calls the outpatient Goldn@t Cancer Center during the discharge process to
inform them of the patient referral, and to male fihst appointment before the patient is dischdrge

2. The cancer center registration staff calls thegmatat home prior to the first visit to confirm the
appointment.

3. Cancer center nursing staff checks the inpatieriR BHor to the first appointment to gather patieistory.

4. The patient’s first visit to the Goldschmidt Can@anter includes a 40-minute review with a regesder
nurse to ensure adequacy of the medical recorllidimgy demographic and financial information; sécia
family, and medical history; and medication rectiation.

5. The medication reconciliation is updated by thaketcoordinator, an RN, and non-clinical staff eticte
a patient has an appointment with a physician.




“Communication internally has improved a lot sifcgoducing the EHR,” Fluegge said. Specificaliyedication
lists are more thorough and accurate. “At timewite paper record it would just ask for the dragie. Now we
also put in dosage, time of the last dose, andamesee the medication history,” Bateman added.

“Adequacy of the medical record has improved, stié. sOne of the big benefits is that a patientigdtient record
includes the outpatient physician documentation, Tdhat definitely improves patient safety, espiéciahen you
consider the medication list. The inpatient physiatan see what treatment the patient is currentier, from
chemotherapy to radiation.”

Fluegge noted that the reporting system is alsoaddé for tracking missing elements of the rectifde can run
reports to find out if there are delays in appraddab results, check billing issues, everything.”




Columbia Basin Hematology & Oncology
Kennewick, Washington
[Oncology Group Practice]

Columbia Basin Hematology & Oncology (CBHO) is arcology practice composed of five medical oncoltsgis
four nurse practitioners, and 12 oncology RNs. pitaetice sees patients with all types of cancevalkas with
malignant and benign hematologic conditions. P&i@avel up to two and a half hours to receiveises, and
come from a wide geographic region that includetspaf Oregon, Washington, and Idaho.

CBHO works with three hospitals in the Tri-Citiega: Kadlec Regional Medical Center (Richland, Vifagtion),
Kennewick General Hospital (Kennewick, Washingt@md Lourdes Medical Center (Pasco, Washingtorg. Th
practice saw close to 1,000 new patients in 2009.

Case Example Focus Area: Overall Transition Policyctivities

Since CBHO patients requiring hospitalization méliall of the hospitals in the region, the desifja o
comprehensive transition policy became a majorriyioThis task was particularly challenging sireach of the
hospitals operates on a different model. Kadlecidted Medical Center (KRMC) is a not-for-profit camunity
hospital with a staff of hospitalists who admitipats for all primary care physicians and mosthef subspecialists
in the community. Kennewick General Hospital (KGbia public facility with some full-time hospitats and
some practicing primary care physicians who sesveagpitalists on a part-time basis. Lourdes Medienter
(LMC) is a critical access facility and uses a htadist model that is similar to that used by KG&hout three years
ago it became evident that patient safety and woityi of care required aniform policy for patient transitions.
CBHO providers met with representatives at the halspto develop such a policy, and since thenetlhewe been
regular quarterly meetings to monitor success aaklenchanges as necessary. The policy, in place 20@7,
outlines the process of transition from CBHO togitad, from CBHO to alternate chemotherapy treathsites, and
from hospital to CBHO.

The process begins with a checklist filled out iy &dmitting oncologist and given to his/her medisaistant. This
key document contains the patient’'s demograph@inétion as well as his or her diagnosis, acuitg, ieason for
admission. The medical assistant calls the hosjpitedquest a bed and faxes the admission orddreegent clinic
notes to the admitting hospital. If the oncolodggsadmitting the patient to his/her own service, pnocess is
complete at this point. In cases where the patilhbe admitted to a hospitalist (with the attémgloncologist
acting as consultant), the policy requires dir@ovjuler-to-provider communication by telephonesituations
where the transition of care is more complex, ach transfer of a patient to an academic ceten,a more
complete set of records is prepared by personrtbeimedical records department.

CBHO employs what it terms a “triage nurse naviganho oversees the clinical elements of the ceardition
process. This oncology-certified RN examines thi@parecord, physician orders, and medicationttistnsure
correctness and completeness before it is traresirtitt the admitting hospital. A telephone triageatthist is used
by the triage nurse navigator for admitting pasemota hospital. The checklist uses the SBAR agrotoycover
pertinent information for the handoff from practizerse to hospital nursing un:Subjective InformationB-Brief
Description, A-Assessment, arld-Recommendations. Checklists are also used fonmmtreatment handoffs,
such as chemotherapy treatments that will be adieird at another facility.
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Key Team Members

When a patient is ready for discharge, the nuraetjpioner calls the CBHO scheduler, who collecgipent
patient information over the telephone to beginrgheerse transition process from the hospital ltadke medical
practice—demographic data, diagnosis, when thempatvas discharged, and the urgency with whictpttent
will need to be seen by CBHO. Within 24 hours afotiiarge, physician orders, medication records pémet
patient records are faxed to the practice, so “axelall the records before the patient comes ihifofirst post-
discharge appointment,” said Deberie Connor, CBHflli'§cal nurse manager.

One day before the appointment, a scheduler dadlpatient and reminds him to come in. On the ddye
appointment, the medical assistant checks to enbatdospital records are complete, needed latnyrégsts are
ordered, and results are available to the oncdlogis

Critical Steps in Transition

Connor says the key to the transition processaigiéisignation of particular people to fulfill specifc roles.For
example, in the transition from inpatient to ouipat care, the nurse practitioner is responsible#fding CBHO to
notify the practice about patient discharges artdatosmit initial patient data to a scheduler ia pinactice, who is
designated to take this information and begin dwerds gathering process.

“If you don't have a designated person, you knowv fraformation floats everywhere, and eventually liadl is
dropped and you don't know what happened,” Conadit. it really helps us to have a designated pefso each
step.”

Communication between organizations is a vital eleinto managing transitions across multiple siteghysician
provider from CBHO meets monthly with the medicabeutive committee at the hospitals to discusseritrissues
and review what is—and isn't—working. Connor meeith a peer hospital nurse manager every monthedls w




“The communication is really there,” Connor saidntl we are very open about communication in betvibege
meetings. If there is an issue, we call and set time to talk.”

Medication reconciliation is critical. The Joint Commission’s standards megjbospitals to provide medication
lists to patients at discharge. Although many capegients bring these lists with them to theistfiappointment at
CBHO, the data gathering process provides an intkp# check of the quality of the information om thatient’s
list. CBHO asks patients to bring their current mations with them, assuring a complete record iti@dtides both
past and current medications.

CBHO uses an electronic health record (EHR), Rahlbiich is designed specifically for oncology grquactices.
CBHO is currently testing an interface that wiloal Rabbit to communicate directly with all threesipital EHRs
as well as with other agencies that are involveithéncare of their patients. Rabbit's medicaticcoreiliation
application differentiates the name of the presarlty color coding to distinguish drugs prescribgca CBHO
provider from those written by an outside providenjch Connor notes is a helpful feature. The nafreach
medication, amount prescribed, number of refilig] aeason for prescribing are also part of thendco
Chemotherapy drugs are included as part of theativeedication record, easing the process of cingciirders for
completeness by putting all the information in pfece. “Rabbit also lets you look at the cumulatieses of the
chemotherapy agents and know how much they’'ve vedgi Connor said.




Comprehensive Cancer & Hematology Specialists
Voorhees, New Jersey
[Oncology Group Practice]

Comprehensive Cancer & Hematology Specialists (C)sl& group practice located in the greater Phijgluia
area with three offices in Voorhees, Sewell, ancdbdbury, New Jersey.

All facilities are located within a 50-mile radio$ Philadelphia, Pennsylvania. It comprises six icedd
oncologists/hematologists and one nurse practitioas® are supported by a seasoned staff of RNpe#€ent of
whom are OCN-certified, in collaboration with labtory, reception, and finance staff. Oncologisthatgroup
practice see patients from the Kennedy Health 8ystehich is affiliated with the University of Peryigania
Abramson Cancer Center; Virtua Health System, widffiliated with the Fox Chase Cancer Cented an
Underwood Hospital, which is affiliated with theffdeson Health System. The practice saw approxilp&e2 new
patients in the first six months of 2010 (some bdbwm were seen in the inpatient hospital settingéorsultation

only).

Case Example Focus Area: Capability to Electronicdy Exchange Key Clinical Information

CCHS is in the process oftegrating electronic health IT toolsto improve communication of vital patient
information during transitions. The practice isremtly transitioning from paper charts to electoolnéalth records.
Because of the varying learning curve among thesiglans to the EMR, it was decided that the beshoteof
transitioning to EMR was to implement EMR to onggihian’s patient panel at a time. According toithutliall-
Laughlin, MBA, BSN, RN, CCHS, executive directdretrecords transition process—which will includenso
35,000 in-house total patient records—is slatedfonpletion by the end of 2010. Patients chartsesgmting a
three-year period will also be scanned into the E3y&em in early 2011. All other paper charts,ineihin a
storage facility, will also be scanned into thetegsduring 2011. Such charts, currently housediofésite storage
facility, will also be scanned as they are withie tegal time frame for record retention. Rathantkelecting a
single off-the-shelf EHR product, CCHS is customigits own health IT system by integrating compdsérom
two Sage systems.

“We've had real challenges,” Hall-Laughlin said. 8Meed an oncology hematology system that is cubtaltto
what is used in oncology practice today and ientive of the needs of our physicians to delivealityiof care to
our patients. Unfortunately, what has been fourtdas most EHRs are generally geared to primarg,cadiation
oncology, and the like.”

CCHS has completed the link within the Sage Intexgstem, where electronic laboratory results ateraatically
interfaced into the Sage Intergy system from Q&gdsab Corp. This was accomplished via an HL7 irdaed from
Fletcher Flora. In the past, the group used Meditahager for all practice management needs. A alpigce to
this was the chemo-module, which included a custedhlink into which all chemo module protocol oslarere
entered by the pharmacy/nursing staff. With onedtegke, the information was simultaneously serdgrasrder to
the Pyxis unit for medication dispensing and tofthance department, capturing all drug chargesutin the
Medical Manager system [WebMD] vehicle. CCHS’s reéage Intergy EMR system is being combined withesom
features of Medical Manager. At the time of thisad, CCHS is approximately 90 percent integratéti the EMR
system. It has been tested by one oncologist; 8eptof his patient records are electronic. Adistlus
physician’s office and lab work is entered into Bege Intergy system, and his patients’ chartpapelated by the
Sage Intergy system. A chemotherapy module worksetsof the Medical Manager system, and is linteethe in-
house infusion process. CCHS is faced with thelehgé of Sageroviding the practice with this link identical to
the Medical Manager link. Until this is develop&{;HS is hampered in the total transition to InteRgdiology
values and lab results from external sources amensxl and populated in this physician’s chartsgugie EMR. All
other radiology and lab results remain on papettfose physicians not transitioned to EMR. Thosatshwill be
scanned with the next physician’s integration.

“We can pull up the hospital census, physician siatéc., from the hospitals using a secure virpoatal, which can
be printed for the physicians if necessary,” saédl4Haughlin. At that point, if needed, those red®can be scanned
into the system to the electronic patient’s filg.tBe end of 2010, all active charts will be elentcally scanned.
“Our physicians are currently using iPads wheratéept's chart can be visualized in the exact farofdahe paper
charts that they have previously used,” Hall-Lairgkéid. If the chart has to be duplicated for esgson, a pdf file




is created and downloaded to print. Hospital disghaummaries are also available to the medicatipeausing a
web-based portal. For newly admitted patient regotfie CCHS staff accesses the hospital-based sidmis
records, prints these out, and then scans the déefiiemation into the CCHS EHR.

Key Team Members

As practice executive director, Hall-Laughlin conthd extensive research into EHR products befdeetieg the
hybrid approach. “I chose a system where | coulglgrate business management and clinical modelshwheets
the needs of the CCHS physicians and their corpdmasiness expectations,” she said. The physidibzing the
EMR system is actively taking the role of physiciaader in demonstrating the EHR system to othgsiplans.

“My physicians need to be able to function at ehhigte of speed, and a lot of the systems didffetrof
functionality,” she said. “We can’t have oncologisield up with a lot of pointing and clicking. | mad a system
that wasn’t going to slow them down. It is for thémson that they are working with iPads which @ecess the
information that they need.”

Critical Steps in Transition

1. Strong cohesive, cross-communication between iat€@€HS department and external facilities
to enhance patient transition

2. Hospital patient navigators collaborate with atidts of the practice staff at a variety of levels
(i.e., Nursing, Laboratory, Finance, and Schedulegartments)

3. Strategic, gradual approach to implementing Int&iIR by introducing modules one at a time to
work out the “bugs.”

“Our communication is collaborative and cohes®ech is the result of an experienced staff workawgther as a
team. | see every department in CCHS as stronf,apién communication between departments.” Mogt@RNs
have between 15 and 30 years of clinical experieiwe deliver expert quality of care largely becauas the
maturity of our staff. The finance, reception, actieduling departments coordinate with the nuraimdylaboratory
[departments] in accomplishing a smooth transitibthe patient into and out of our treatment faiei.”

Hospital patient navigators collaborate with thagbice staff at a variety of levels. When a patiemeferred to the
practice, the hospital patient navigator often nsatke first appointment and communicates directti the patient.
The group’s financial director and director of die@ntracting work with the patient and the navigatoensure care
is not delayed for financial reasons. “The navig&avith the patient initially, usually the firtéw visits. At that
point, the CCHS nursing staff coordinates care withnavigator to make sure that the patient’ s,
psychological, and clinical needs are all met,”IHalughlin said. “Our nursing staff communicatesyerell with

all the navigators. It is similar to a baton bepassed in a track and field event.”

When it comes to introducing new health IT, Halbgalin recommends a strategically designed, graapitoach.
“Slowly introduce physicians to new technology.tlsey have time to adapt,” she said. “Our physicimesdifferent
ages, and use different modalities in the way teess information. Keeping in mind the variabrethe
individual learning curves, we have worked with tealth IT vendors to develop processes that mintat we
already have for efficiencies and so that the @ss®f transition is less stressful.”
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CCHS is still in implementation stages with its ElRfedel, but measures patient satisfaction througgriety of
methods, one of which is Press Ganey survey tools.

Use of Checklists

Checklists are used by nursing staff to ensurethigatransition processes are complete. This pts\ay “black
holes” from creating a break in the transition. Hoesing staff uses a Pyxis dispensing machineiticatporates
the electronic medication reconciliation, linkedie chemo module. CCHS will utilize any/all of thatient
navigator checklist, as the patient navigatorsduseall of the hospitals to which the practice @djroften
accompany patients to their first outpatient appoént. “We merge all information into the checkhstd use that
as a balance, to make sure that all facets ofdlierd’s experience is seamless. We blend whatendsing
together, hopefully preventing any lapses or blaales in this transition process,” Hall-Laughlindsd&Patients are
asked to bring in medication bottles and/or a ceteph medication list that is part of the admisgiacket of
CCHS. The nursing staff reviews this list verballigh the patient at the first appointment for diaetion. Such
information is scanned into the EMR system if ilipaper version, or will be entered into the lgyeEscripts
module.




Geisinger Cancer Institute
Danville, Pennsylvania
[Hospital-Based Cancer Center]

Geisinger Cancer Institute is located on the maspftal campus in the Geisinger Health System, iGgas
Medical Center, in Danville, Pennsylvania. Geisingealth System employs the physicians at its hakspi
rehabilitation facilities, and nearly 60 commurtyactice locations.

The Danville hospital campus is a tertiary refegetter for the Geisinger Health System. Geisisgeves 42
counties in Pennsylvania. Although most patiergtset an hour or less to seek treatment, some ttares to four
hours.

Geisinger Cancer Institute includes a dedicated&®?oncology/hematology inpatient unit staffed typhysicians
(some hematologists and some medical oncologists)rgatient physician assistants (PAs). Staff togists,
assisted by two PAs, also serve patients in theatieint physician practice setting, located in@asate building on
the hospital campus. Outpatient chemotherapy ses\dce located at the Danville hospital site acttesparking lot
from the oncology physician practice in the Knap@#nic building, which also serves as a family rioate
physician office.

Staffing of the inpatient hospital unit is donearotating basis, with staff oncologists takingdiout of the
outpatient physician office practice to cover ingiat services one out of every six weeks. AlthoGglisinger is a
teaching hospital, a conscious decision was mahe sitne ago not to use a resident-covered inpadienvice
because of frequent turnover among residents.

Case Example Focus Area: Overall Transition PolicyXctivities

Charles White, MD, director of medical oncology faeisinger Cancer Institute, credit§lization of PAs as a key
to success for the busy service, which admits asehdrges between 900 and 1,000 inpatients each“Jdeese
PAs are like oncology residents. They work 24/7 dodll the admissions and discharges. We rountd tivém and
direct the patient care, but they do all the oetdgry—all the laborious computer work. We reviewoit course, and
write a note every day.” By allowing each team membnurse practitioners, PAs, and pharmacists—td&kabthe
top of his or her license, patients receive coanistjuality care, 24 hours a day.

Geisinger’'scomprehensive electronic health records systeallows clinicians throughout the health system to
follow patient progress seamlessly. At the outpeiihysician office on the Geisinger Medical Cemi@mpus,
oncologists access the same Epic EHR system ughd inpatient setting. Geisinger has been ussgjic EHR
since 1995, and is known nationwide as among th&t mived hospitals. The hospital went paperlessytears ago,
and providers use computers on wheels (COWS) diragythey enter a patient room.

“I follow my patients every day through the comput&Vhite said. “I know what blood counts are, what
medications they are getting, results of radioltapts, consultation’s opinions, etc. When theydigeharged from
the inpatient floor there is a set of dischargéruttions the patient receives that tells them wWisgipened, the
procedures they had done, what doctors they sahthenmedications they were given. That informatso is
emailed or faxed to their referring physician.” Base 80 to 90 percent of patients come from Gessiphysician
referrals, most records are transferred electrdpica

The common EHR ensures that, even when a patiedinmtted through the emergency room, records\zaiadble
and up-to-date. “The ER physician has access tytweg we'’ve done in the medical record—dosesp8loounts,
the cancer they are being treated for, even if ctkenapy is being given for palliation. Once theidi®n is made
to admit the patient, the physician on call getsribxt phone call.”

Geisinger tested Epic’s oncology component but doititacking, and instead uses a different apphcat

MOSAIQ® [Elekta Software], for its chemotherapy compon@ata from MOSAIQ is fed into the Epic record, but
“they don’t communicate with one another as welvaswould like them too,” White said. Epic’'s newoology
component, Beacon, has met Geisinger’s high stdedard is slated for adoption in September 201ichwéhould
enable more seamless transfer and communicatipati@nt data.




Key Team Members

On the inpatient side, in addition to the PAs, @gjer’'s hospital nurse navigators offer transita@sistance to head
and neck as well as breast cancer patients. Wdailietlsere are plans to hire two more inpatient @mavigators that
would assist general cancer patients.

Case managers and social workers in the hosp#alpay critical roles in the transition procesa. A
interdisciplinary team meeting is held each morpamg includes the PA, social worker, case manager a
member of the utilization review team. “The stadfipatients on the floor is discussed by that téakthite says.
Serious problems trigger a root cause analysis;iwisireviewed by a quality team to determine howrevent
errors from recurring.

White identified staff pharmacists as another congmb of the inpatient team approach. Five hemagotogology
pharmacists are dedicated to cancer care and assigned each day to round with the oncologisthdW usually
do is ask them to go through a patient’s medicatisith me and make recommendations,” White saithey make
sure the patients know about the medications béfae go home.”

In the outpatient cancer practice, five oncologstified registered nurses function as nurse nawvigaflThese
specialty nurses fulfill a number of tasks: entgrimemotherapy orders, calling patients and mapatgent
appointments, fielding patient questions, and dgatient education.

“These specialty nurses function as nurse navigdtorus,” White said. “I consider my nurse my tigland person.
That service is enormously valuable to me. | cowtisee the number of patients and the complexitases we
see here without the help of the specialty nurses.”

Critical Steps in Transition

White attributes complete, accurate, and timelglthsge records as one key to smooth transitiorscharge
summaries are generated by the inpatient PAs anidséhe community oncologist or primary care pdev within
24 hours, and a copy is given to the patient bejoirg home.

The team approach to care is another key transiiement. In the inpatient cancer center, pharrtgdtAs, and
specialty nurses conduct patient education andreribat the medical record is complete; social wosland case
managers handle logistics. The oncologists dira and act as conductors of this well-tuned otches

The Geisinger health system has focused aggregsimaleducing the 30-day hospital readmission Réet of that
improvement process includes careful assessmeheafeeds of the patient after hospital dischaagd,ensuring
those needs are met. Professional case managdeswtiorsocial workers to ensure that needed equiprise
delivered to the home before the patient leaveftispital. In select cases, a visit is made byl IGeasinger
hospital discharge planning personnel to the famnilgt patient within 24 hours of discharge.

“The 30-day readmission rate is an indirect measard of how well the transition went,” White salitf.the
transition didn’t go well, you may very well seetherson back in the hospital within 30 days.” Tibepital has set
a goal to reduce the 30-day readmission rate kpyet€ent. Geisinger is also starting to apply itsvBnCare
program to cancer treatment, beginning with lungcea treatment. ProvenCare takes an intensivedbbkst
practices and develops checklists of critical stafibe care process to improve the chances okesséual treatment
and recovery. “We’re going to see more of thatnoalogy care,” White said.

Another area for evaluation and improvement isnitiaber of patients who are eligible for palliatoare. “Our
goal is to have a palliative care consult on 5@g@etr of patients that end up in our ICU,” Whitedsdifwo years
ago we looked at the number of patients who wenaitéed to the ICU or were admitted to the hospitdhst
month of life. Our numbers were higher than théama average. If a patient is appropriate foriptille care or
hospice care, we solicit the help of our PalliaBere Team.”

Geisinger uses a handoff checklist each time @i transitioned from one service to another—thveit is from
the emergency room to the inpatient floor, or friogatient to outpatient care. The checklist is clatga by the
receiving team, and includes medication reconailiat




The EHR is perhaps the most vital tool used to nsmooth transitions, as it is the mechanism suen
immediate communication and complete documentatibimere is no way in the world that | could everriwin a
paper system again,” White says. He benefits fitwerability to access the system from his homeceffor in the
hospital. Even the EHR refresher classes requifedl staff—which include tests that he must passdmplete—
are not burdensome when weighed against the bewoéfihe system.

“What our system allows doctors to do—team-baseed sapported by technology—is doctoring. It gives mmore
time to do the things | need to do, and makes th@levprocess of patient care easier.”
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Holy Family Memorial
Manitowoc, Wisconsin
[Hospital-Based Cancer Center]

Holy Family Memorial (HFM) is a comprehensive hbatare network located in Manitowoc, Wisconsinita of
34,000 residents. The Cancer Care Center is pénedfioly Family Memorial Hospital and houses thealogy
practice and treatment services in medical oncdlegyatology, radiation oncology, and infusion tipgraNon-
cancer infusion treatment is also offered in thac@a Care Center.

HFM employs one medical oncologist and a physieissistant. For radiation oncology, HFM contractdain
independent physician group practice that employsasliation oncologists; two of these physiciaegularly
provide inpatient care at HFM. Another independsntsician group practice has medical oncologists an
hematologists and provides coverage for HFM's cogist’s days off and vacation days.

On the outpatient side, the Cancer Care Centerampin RN who works in radiation oncology once a&kve
Additional outpatient RN coverage is supplied bydinal oncology nurses who regularly work in thepattent
unit.

HFM’s cancer program sees about 130 newly diagnoarder cases each year.

Case Example Focus area: Requirements for MedicatioReconciliation

HFM has made the medication reconciliation proeefscus for quality improvement for the last sbay® and has
seen much improvement in the past three years Binementation of a system-wide electronic healthacord
(EHR), according to Joy Singer, BSN, OCN, director afez services and dialysis. HFM and its networkpitats
and physician practices use MEDITECH or a compatiisbduct called LSS, so physician notes, dictatol
medication lists can all be viewed across the nekwo

A medication quality team that includes nursingvadl as pharmacy personnel has actively focusethisrarea to
ensure that The Joint Commission requirements &ication safety are addressed hospital-wide.

Patients are asked by admission staff to bring cagidins to the hospital and to their first appoiertits at the
Cancer Care Center. “A lot of patients have listg,their lists don’t always go along with what'sthe bag,”
Singer noted. An RN (or sometimes an LPN) enteta fta each medication into the medication list iegart of
the patient’'s EMR. Because HFM is part of a headitwork that owns a number of physician practibes share a
common EMR with HFM, this process is often a simmenparison between what is already in the pasengdical
record and current medications.

The medication checklist includes columns for matiicn name and dosage, how it is taken, and frexyudio
enhance safety{FM recently added a category indicating when thedst dose of a medication was taken
“Especially for pain medications, that helps u&iiow if they're pain-free because they took a matitin before
they came for the appointment, or if they're trpbin-free,” Singer said.

MEDITECH’s medication list does not include chematpy drugs, but a pharmacy module in the EMR does.
Physicians in the HFM network can view this moduleether they are in the hospital or at their pracsite.

If there is a conflict or question about medicasidine patient has brought and what is in the re¢bedRN
interviewing the patient calls the pharmacyto ask for clarification.




Medication lists are shared at every handoff witHFM, whether it's between floors, or when patiests moving
between treatment sites (such as from the flotineédCancer Care Center for infusion services, &relwersa). The
transferring nurse verbally reports on the patierihe receiving nurse providing a summary of cang, pertinent
lab results and testing information, as well asabfem list, and medication list.

Key Team Members

HFM emphasizes the value of face-to-face repodingandoffs between treatment area nurses to ealpatient
safety. “It's not just a call and a verbal repbecause it may be that the person you talk to epltione won't be
the person who is going to get the patient,” Sirgged. The transfer policy is in keeping with thoent
Commission’s patient safety goal to implement adéadized approach to handoff communications.

Critical Steps in Transition

“I think the most critical step is thmnsistency of the processSinger said. “It is expected that medication
reconciliation be done every time the patient cotoeke door.”

The selection of an EMR that prompts medicatiomnediation and is common across the HFM network of
physicians and hospitals is also a critical step.

Singer noted anecdotally that the transition pre¢es greatly improved since implementation ofcth@mon
EMR. HFM’s quality department monitors the trarmitprocess as part of its quality mission.

Beyond Checklists

Beyond the handoff and medication checklists, Siadgo noted that HFM uses a discharge form thebispleted
by the discharge team and printed automaticallynihpatient leaves inpatient care; it is both giteethe patient
and sent to the community physician who will nese she patient. The form includes a nursing stadtcklist for
discharge to ensure that the patient has a follpwwppointment scheduled before leaving the hosijiatharge
planning coordinators meet with the patient to stindibe care transition. Discharge instructionsyeh as the
medication list, are also printed and given toghgent by nursing staff before leaving inpatiesatec On the
outpatient side, discharge notices are electrdgisaht from the hospital tthe referred physician practicéWhen
we receive that notice in the outpatient practiee know that we can go into the EMR system and lgokhe
discharge information,” Singer said.




John B. Amos Cancer Center/The Medical Center, Inc.
Columbus, Georgia
[Hospital-Based Cancer Program]

The John B. Amos Cancer Center (JBACC) operatadiieestanding building on the campus of The Mddica
Center in Columbus, Georgia, a city of 188,660 peophis comprehensive community cancer centersffe
medical oncology, radiation and hematology oncolagymecologic oncology and infusion therapy serviagader
one roof. JBACC serves a 17-county region of waesBxorgia and eastern Alabama, serving a totallatipn of
600,000.

It is staffed by four medical oncologists, a hen@gist, a gynecologic oncologist and three radratacologists. In
the outpatient setting, each physician works wittedicated RN; because of volume, two medical agisis each
have a nurse practitioner as well.

JBACC saw 1,159 new cancer cases in 2009. Asiartereferral center, oncologists at JBACC seegpasi from
three regional hospitals, two of which are par€ofumbus Regional Healthcare System. Eighty percEhospital
surgery patients discharged to care at JBACC coome The Medical Center.

Case Example Focus Area: Requirements for MedicatioReconciliation

A discharge nurse from The Medical Center givegeptd referred to JBACC admissions packet to complete
before the first appointment, which includes instructions to bring all medicag—including over-the-counter and
herbals—with them to the first appointment. Refegrcommunity practices or other hospitals alsarastucted to
give patients the admissions packet. JBACC asksrief) providers to confirm whether the packet gaen to the
prospective patient; if not, clerical staff at JBB@ails the packet to the patient prior to thet fqgpointment.

At the first physician appointment at JBACC, thealngist's RN interviews the patient and completesedication
reconciliation checklist, which includes categoffimseach medication, such as dosage, date thecatexti was
prescribed, prescribing physician, and reasondking it. The RN also asks what dosage and frequihecpatient
actually uses.

“We interview the patients and note how they'rarngkt, because sometimes they’re not taking pr@scribed,”
said Suzanne West, RN, MSN, OCN, clinical coordinat research for JBACC. “That also gives us ihsigto
how the patient will approach their own treatmeartd medications while they are under our cabéstrepancies
or questions are clarified by telephone calls to @scribing pharmacies.

Prescriptions written during physician appointmeares added to the list by the RN before each patawes
JBACC. At each patient encounter with the oncolpgie RN verbally reviews the medication list witie patient
to ensure it is updated and accurate.

JBACC went live with a new electronic health rec@EHR) in June 2010 for its radiation therapy segyiusing
ARIA [Varian Medical Systems]. “That didn’t changer medication reconciliation process; it just mbviefrom
paper-based to electronic,” said Matt Sherer, MBWMA, JBACC'’s administrative director. Over the nexar,
JBACC will transition all of its paper records teethew EHR system.

On the inpatient side, The Medical Center has dgpeal arelectronic handoff toolthat is used every time a
patient’s care is transitioned—from departmentdpattment, floor to floor, and even from shift tofts This tool
has been invaluable for continuity of care for dagy patients. The tool was the focus of a clinmdvancement
project by the hospital’'s nursing staff after idBfimg patient handoffs as a patient care arearfarovement. After
18 to 24 months of development, tweaking and tgsiimpaper, it was added to the standard inpdEEIR as a
health IT tool. It is used both by hospital perselrand hospital departments such as JBACC.

“Before we started using this tool, patients woloddon cycles of chemotherapy for outpatient catveatment and
then admitted to the hospital for a problem. WhHeaytwere discharged back to our care, we would mevaw
what chemotherapy cycle they were on,” West salde ‘have access to the hospital’'s EHR system hadenaw
we can look at the electronic handoff tool to skapatient information at handoff: updated alliegy weights and
vital signs, updated social services issues, chainggtatus, pain management, and medications.”




Key Team Members

The RNs who work with JIBACC oncologists are intégoathe medication reconciliation process, spegdin
adequate time with patients face-to-face at tlhiest &ppointments to ensure information is accuaaig complete.

JBACC was also selected as one of the pilot siteA€CC’s Cancer Care Patient Navigation educgtiaject (see
page 17 for more information). Since January 2@1ifxeast cancer nurse navigator contacts evenyedfbreast
cancer patient to ensure the patient receivesellied services. The nurse navigator also answiesipand family
guestions and connects them to community resources.

Critical Steps in Transition

Sherer identified use of the electronic handoff foo continuing medication reconciliation as atical step in the
transition process. “That was the big leap, to mrprour medication reconciliation between departsiand
settings,” he said.

Medication reconciliation is a parallel processhia inpatient setting, where an RN in the emergeiapartment or
on the floor performs the initial intake intervievith patients. During a Joint Commission site visifThe Medical
Center in January 2010, reviewers shared with sémispital administration that the process was icemned a best
practice.

JBACC has also tracked the results of its patiemtgator, focusing on reducing the days betweegesyrand first
radiation treatments. “The metrics we've been tiagkave shown phenomenal results,” Sherer saidmiigared
with the same time period in 2009, we have cutniimaber of days in half between navigated (2010)raord
navigated (2009) patients. It improves the overate we are providing to our patients.”

Handoff Tool

The patient handoff tool uses the acronym SHARQHercategories include®:Subjective assessmeht;History,
A-Actions,R-Recommendations, ar@-Questions. The electronic handoff tool remainslakie as long as the
patient is an inpatient. At the time of dischamdjscharge orders and instructions cover SHARQ ctrated the
patient receives a copy. “We can update the dawiheve are transferring a patient back to inp#teare, too,”

West said
Electronic Handoff Process
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North Colorado Medical Center
Greeley, Colorado
[Hospital-Based Cancer Program]

North Colorado Medical Center (NCMC), a Banner Hteédcility, is a 398-bed community hospital that\es
Greeley, a city with a population of 89,046, and/es as a tertiary referral center for northeas@olorado,
southeast Wyoming, and western Nevada. It inclad28-bed inpatient hematology oncology unit, a h&ic(plus
two private) outpatient infusion center, and corhpresive radiation oncology services, including IMRBpid Arc,
OBI, HDR brachytherapy, and prostate implant prograihe NCMC Cancer Registry documents between 650 —
700 new cancer cases annually.

NCMC has historically worked with an independentinal oncology group via a group practice with five
physicians to support a regional approach. In timrser of 2010, NCMC began its transition to a chhi
employment model that will employ a total of thamiditional medical oncologists. Radiation oncolbgg also
moved to an employment model, away from the cotitrgenodel used previously.

At NCMC, all RNs in radiation oncology are OCN dfeetl, as are all RNs who work in the outpatierdgnam, as
well as the oncology research nurses. The oncakeggarch nurses also carry a CCRP certificationth®imnpatient
floor, 78 percent of nurses are OCN certified. Aigrt navigator and oncology social worker round the
inpatient support team, and service both inpat@nt outpatient settings.

Case Example Focus Area: Overall Transition Policyctivities

NCMC has adoptedteam approach to whole-patient care and communicain based on the model outlined in
the 2004 bookRelationship-Based Care, A Model for Transformimgdtice® The model is built on six key
concepts:

The essence of caring based on human connections

A therapeutic relationship between the patient/faind the health care professional is core to, safe
quality care

Knowledge of self and self-care
Healthy work relationships and environment

Empowerment and ownership of work and practice

Appreciation openly expressed

Following the relationship-based care model, irgratbncology nursing staff takes active ownersliiwtwle-
patient care. This entails a strong communicatammpmonent, according to Julianne Fritz, RN, OCNectior of
oncology services for NCMC.

“We are very committed to making sure the patientarstands the plan of care upon discharge,” ste faior to
discharge from the hospital oncology floan oncology patient education packet is tailored teach patient,and
includes the patient’s individual plan of care.

“The RN in charge of each patient’s care does pa#ducation, and verifies that the informationnslerstood.
Nurses ask the patient to share back with them thlegtunderstand.” Fritz said the practice ties HCMC's
commitment to helping patients become their owrt hdgocates. “We make sure that before dischamgekhow
the right numbers to call for given situations.”

13 Koloroutis M, ed. Relationship-based care: A mddelransforming practice. Creative Health Carenlsigement,
2004.




In 2008, NCMC implemented @atient navigator program to formalize transitions of care from the inpatient to
outpatient setting. Working as a team with oncolsggial workers and oncology nurses, the patievigator, who
is an oncology-certified RN, visits the patientlie room prior to discharge. The patient navigas®s an intake
form to assess the patient’s needs, and then espla¢ resources available. A Patient NavigatiomRalteet serves
as a checklist to ensure that all aspects of @pisgicare are evaluated and applications to apiateprograms
have been completed and sent to the appropriatencoity organization. The patient navigator also esak
appropriate referrals to financial, disease managenpsychosocial, nutritional, and transportatiervices as
needed.

After discharge, clinical staff calls the patient vithin 48 hours to inquire about their status and to ask for
feedback, as well as to answer any questions tiienpanay have. Each patient is also given a jdumaack his or
her personal cancer journey; it includes a mediodist the patient can bring to their first ouipat appointment.

“The whole program is committed to working in syfoc the patient’s well being,” Fritz said. “We tadbout how
every person’s role is like an instrument in thehastra, and they all have to be in tune and cigkvith one
another to make it a beautiful symphony.”

Key Team Members

Working alongside the patient navigator is the dogp social worker who provides emotional suppod a
counseling to oncology patients and families. Theabogy social worker meets and assesses the néedsv
oncology patients, plans and facilitates suppastigs, and works collaboratively with the patientigator to meet
identified needs of cancer patients.

NCMC holds inpatient multidisciplinary team meesngyery day to review patient care, transitions|, e overall
plan of care for each patient. The team includegtimary nurse, CNAs, patient navigator, sociatkeo,
physicians, surgeons, and the hospital chaplain.

“Everyone is a team member that has to supporipthignt,” Fritz said. “I think that's what is sorf—we work
together as a culture. It is truly is a high-fuooting team.”

Two hospital-based pharmacists also work with tipaiient oncology team; to ensure continuity ofrptecy
records, they also serve the outpatient canceeceitrecent quality initiative was implementedd®velop a
chemotherapy worksheet to ensure that orders atgately checked after being entered into the hakpiorder
entry system.
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Critical Transition Principles

Fritz targets excellent communication in a teameldagpproach as a key to smooth transitions. Gettitigis point
has required strong commitment from nursing leddprand hospital administration in terms of coaghias well as
tools and checklists to support the work.

“If we're functioning well as a team and focusing the patient—making sure that the patient is éendénter of
care—it works well,” she said.

NCMC has developed several checklists to supperptiient navigator assessment and make refeoraksetded
services.

NCMC tracks patient satisfaction using the dischargll responses, which are reported at weeklepati
satisfaction team meetings.




Providence Cancer Center Oncology & Hematology Car€linic-Westside
Portland, Oregon
[Hospital-Owned Oncology Practice]

Providence Oncology and Hematology Westside (POlsV@he of four oncology and hematology physiciamugs
serving patients at Providence Cancer Center itldPol;, Oregon. Its six physicians and one OCN npraetitioner
are employed by Providence Health & Services, gel@iealth system. They are supported by eight OQK, Bnd
each physician is assigned a medical assistantpiidwtice operates in a medical office buildingloa Providence
St. Vincent Medical Center campus, and oncologistsarily round in that hospital as well. The pieetoffers
medical oncology and hematology services; radiatienapy is provided in the hospital. Most of tlaignts seen at
POHW live within 50 miles of the practice, and firactice sees about 960 new patients each year.

Case Example Focus Area: Requirements for MedicatioReconciliation

POHW uses the Centricity/Logician electronic headttord system [GE Healthcare], which includes dioation
list and update function. The EHR is not oncologessfic, and its interface with the EHR used actbss
Providence hospitals does not include transferedioation lists unless the patient received hokpdaed care
from one of the POHW physicians. Because many pyiroare physicians employed by Providence Health &
Services use the same EHR, oncologists at POHWieanmedication lists and other aspects of the Eifien a
referral comes from those primary care physiciattices.

As a result, patients who are referred either ftbenhospitals or from many primary care practicesssked by
POHW'’s registration staff tbring a list of current medications with themto the first appointment. Patients
receive a printed medication list at discharge feoRrovidence Health & Services hospital. Whentepbarrives,
POHW'’s nurse practitioner reviews his or her higtmnd medication list verbally with the patient,ilstthe
medical assistant enters medication informatioo the patient’'s EHR. The EHR medication list in&adirop-
down menus to select dosages, as well as catedorigsequency and reason for taking the drug.

At every subsequent appointment with a practiceolmyist, a medical assistant opens the medicaisbinl the
EHR and reviews and updates the information withgtatient in a face-to-face exchange.

Because cancer patients are prone to hospital agmisver the course of cancer treatment, POHWIdped an
After Care Visit report, or patient instructions, that are provided afach physician office visit. The After Care
Visit report includes a description of what occdreg the appointment, including infusions and matitims
prescribed, as well as the telephone number tdireacologists after hours. The After Care Visitogputs vital
information into the patients’ hands—and the mddieeord—at each visit, notes Patricia Gianne@HRV's
financial coordinator.

The intent of the After Care Visit report is to veg errors and smooth transitions should the p&tieandition
become acute and hospital admission become negeB€aHW instructs patients to come to the pradfiee
problem surfaces during business hours. If a halspitmission is required, the medical assistankiwgrwith the
patient’s oncologist calls the oncology floor tegeve a bed, and the admission is made directiy fhee practice to
the oncology unit.

“The After Care Visit report was begun very recentiut we’ve had a good response so far,” said @tin The
intent is to help vulnerable cancer patients avlidg waits in the emergency room for acute issues.

Key Team Members

Transitions from the hospital to care by the phigsigractice are aided by clerical staff, who mtidespatient
appointments after receiving referrals, and théihpedients to remind them of appointments.

Another key team member is the practice nurse iticaatr, who fleshes out a detailed medicationdnistait each
patient’s first visit, prior to the oncologist’s msultation.




Critical Steps in Transition

Use of a common medication list within the EHR adoss Providence Health & Services physician effic
practices has streamlined the medication recotioitigorocess. Face-to-face medication reconciliasibevery
physician office appointment ensures that the tcemains up-to-date and accurate.

New medications are added to the EHR-based medglichsit as they are prescribed by the practice logist.
POHW regularly uses electronic prescribing fomalh-narcotic medications. Physician order entgcisomplished
using voice recognition software, which allows phigns to immediately send orders for chemotheriafny
electronic flow sheets.

first appointment, requests that patient

at each ensuing POHW appointment.
- - |




Organization Name: Quincy Medical Group
Quincy, lllinois
[Multi-Specialty Physician Group Practice]

Quincy Medical Group (QMG) is a multi-specialty,ysitian-owned group practice. Its oncology grouprages
out of hospital-owned space, the Blessing CanceteCelocated on the Blessing Hospital campus im&u
lllinois. It is staffed by four medical oncologsstwo nurse practitioners and an on-site pharmaaisl supported
by five RNs (nurse coordinators assigned to thelmgists), seven chemotherapy RNs, a social wotier,
dietitians, a physical therapist, speech therapisse educator, cancer registrars, lab assistmdsmedical
assistants.

Two radiation oncologists are separately employethb hospital and are not part of QMG.

Patients travel up to an hour and twenty minutesetek care at QMG, which serves a total populatfabout
600,000 across the region. The group also opeaatatellite office and four “outreach” locationsserve patients
closer to home.

Case Example Focus AreaOverall Transition Policy/Activities

QMG has focused primarily on easing the transifiococess for patients who are admitted to inpatiant from the
physician practice. The group developed what inteaDirect Admit Team in order to avoid admissions through
the emergency department, where cancer patientdewyme vulnerable to long waits.

The process was developed by a multidisciplinaaynteonsisting of the director of medical oncoldtipg assistant
director, a cancer center nurse coordinator, anshanlogist from QMG, in collaboration with the elitor of
patient accounts, an inpatient oncology floor nuasel a risk management representative from Blgddospital.

The processrings hospital registration staff to the cancer ceter to complete all paperwork before the patient
leaves QMG care. Birect Admit form was developed to gather all information requiredadmission. After the
Direct Admit is complete and a room becomes avhaladbnurse from QMG transports the patient tohibepital
and signs the patient over to the hospital floasau

“Our patients aren’t well enough to go through pitgl emergency room admission,” said Diane GeraCd4PE,
director for medical oncology.

For new patients referred to the QMG practiceRahpatient navigator is the first point of contact. The patient
navigatorcontacts patients and gathers their records, scanstc., prior to the first appointment. At the first
appointment, she conducts a patient interviewastflout the history, completes medication recatwiln, explains
the cancer treatment program, as well as finamaidlother programs and resources the patient med; aed
provides the patient with a tour of the facilityhé patient navigator personally introduces thegpatio his or her
oncologist for the first time. Stedntacts each patient the day after the first offie visit and maintains contact
throughout the patient’s treatment by QMG'’s oncaltyy

“Patients love her,” Gerards said. “The referrifiygician offices love her because she is a singjiet person for
them to contact. Our registration staff loves hesause she gathers all the patient documentatierhik®¥d her a
little over a year ago, and it's the best moneg I5pent in a long time.”
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Key Team Members

Gerards points to her nurse patient navigatorggaal member of the transition team. Another temeamber, the
financial counselor, also plays a vital role.

The patient navigator introduces every patienh&ofinancial counselor, who is utilized from thiesfiappointment
to assist patients. “My financial counselor is Igeutilized earlier since we started the patientigetion program.
We can help patients before there’s debt or firelrmmplications.”

The financial counselor is not a reimbursable pamsjtbut Gerards said putting her in front of eveeyv patient is
valuable to the practice. “As soon as orders aittamr she gets the pre-authorization or precediion, and
reviews it with the patient or family. If there aay questions about how treatment will be paid,lgiows where to
look for patient assistance problems, how to lamkcbvered drug replacements, where to find trariapon, or
whatever financial needs a patient may have. Finhoounseling means we can help before peopleretop
treatment or have lost their car or house whilangyo maintain their budgets and pay their biiabsolutely
reduces patient financial stress as well as ourdedd”

Critical Steps in Transition

Fully preparing the patient record prior to thetfiappointment is crucial, Gerards said. The pttiaxigator
collects all the information before the physiciaes the record, flagging critical pieces and disicgsit with the
oncologist before the patient arrives. “She wa®&N RN for a year before she became our patierigator, and
she’s really developed the position to be importdinically,” Gerards said.

Gerards said anecdotal feedback from patientsyriedgepractices, and other hospital departmentsleas positive
since beginning the patient navigator program. Ql€s patient satisfaction surveys (web-based andnackout
kiosks) and has recently begun monthly patientagoups to examine specific areas. No quantitatate is yet
available specific to the patient transition praces




QMG developed a patient navigation policy, baseéthformation from ACCC’sCancer Care Patient Navigation
educational program and other research. The Ditdutit form was developed specifically for transitiofrom
QMG to inpatient care.




