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Problem Interventions

ldentify Health Care Associates (HCA) Medicare patients discharged from BIDMC to home

« The post-hospital discharge transitional care period is a vulnerable time for
patients, prone to adverse events, and costly

« Thereis a 19.6% 30-day rehospitalization rate among Medicare fee-for-service
patients

- . e Call patients within 2 business days of discharge
« $44 billion per year is spent on 30-day rehospitalizations

 Post-discharge, patients may not be connected to care despite inpatient efforts

« At HCA, 55% of Medicare patients discharged home have a PCP appointment .y : _ -y - : :
scheduled V\(/)ithin 14 days I?;md only 44% arge seen within 14 days ofgischarge Facilitate office visit within 7-14 days based on medical CompIeX|ty

« The Transitional Care Management (TCM) protocol can help identify acute issues In PrOtOCOI
Medicare patients within 48 hours post-discharge, ensure outpatient follow up is

established within 7-14 days after discharge, and help improve transitions in care
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Multidisciplinary Team
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MD, Robert Stuver MD, and Tara Skorupa MD of discharged Medicare HCA patients from BIDMC, and billing for the TCM visit
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TCM Protocol for Nursing
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TCM Protocol for Provider
BEFORE VISIT DURING VISIT AFTER VISIT

ad  Review cischarge information d  Use TCM macro mote 1m MR < Determime level of complexity as moderaie versas high
anid cortimuity of care Jd  Visd comtent d  Bill Medicare post-discharge follow-up visits meeticg moderate or high complexity within 30
desumients Jd  Transitional ssues days
Venfy there 1s an mtbal cordact
“post-discharge phone ooée™
within 4% houwrs of discharge 1n
OME

*ledication recorciliation Jd  CPT Code 98405 Covers communication with the patient or caregiver within 2 business
Fefill mecications i neeced days of discharge. [nvolves medical decisson making of at least moceraie complexity

Follow up appombments and a tace-to-tace vizmit within 14 days of discharge.
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Jd  CPT Code 95256 Covers communication wiik the patrent or caregiver within 2 business
days of discharge. [Involves mecical decisson making of kagh complexity and a face-1o
face visi within seven days of discharge.
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Total Patients Contacted During Pilot “

Total Patients Contacted (n=60)

Reached on first phone call attempt

Existing appointment 7-14 days from
discharge date

Number of Patients Discharged Per Day (mean)

Table 1. Sixty patients were contacted during this pilot with an average of 4.3 patients contacted
per day.

Time to Perform Calls

Time to Review Chart, min (mean)

Time to Update Chart, min (mean) 2.7

Length of Phone Call, min (mean)

Patients with new appointments made
during call

Total Time, min (mean) 22.9

Table 2. Average time to review chart and perform post discharge phone calls

Conclusion/Future Work

|t will require .20 FTE to place 4.3 calls a day

» Post-discharge phone calls have a positive impact on facilitating care in the
transitional period for moderate and high complexity patients

° ° ° **
* Measure percentage of patients that keep their scheduled follow-up ngh COmpleXIty Patients

 Measure 30 day readmission rate among patients contacted Table 3. Impact of phone calls on facilitating patient care in the post discharge period.

. : - . *30-Day rehospitalization refers to patients whose most recent discharge and post-discharge phone call was for
Implement prOtOCOI on a Iarger scale to include all HCA Medicare 6|Iglb|e a hospitalization that was a 30 day re-admission after previous first hospitalization
discharges

**High-complexity according to criteria established by Center for Medicare and Medicaid Services




