Best Practices in Hospital Discharge to Reduce
Prevent abl e Readm ssi ons

PATRI CIl A DONOVAN: This is Patricia Donovan for the Heal thcare
Intelligence Network. Today | am speaking with Mchelle Berry,
the Director of the Coormunity Alterative Systens Agency or CASA
in Broone County New York. Mchelle is presenting at HN s
audi o conference on “Best Practices in Hospital Discharge to
Reduce Preventabl e Readm ssions.” Thanks for joining ne today
M chel | e.

M CHELLE BERRY: Great. Thank you.

PATRI CI A DONOVAN: To begin with many health care providers say
t hat di scharge planni ng should begin on the day the patient is
adm tted. Fromyour organizations perspective is this a useful

strategy?

M CHELLE BERRY: Well particularly with the short stays anynore
in hospitals it is a useful strategy except that we think that
it needs to be triaged in a way that when you approach soneone
in the hospital it really needs to be based on what their

adm ssion was for. |If people cone in for planned surgery often
times in our comunity we know that they' re going to say, they
come in for a hip replacenent or a knee replacenent and they
know t hat ahead of tinme they' re often going to go to a short-
termstay in a nursing home. But if someone cones in wth a
stroke or sonething that was not anticipated then | think the
approach has to be different. It’s nice to get in and speak to
the famly and find out what the situation was at hone w t hout
maybe necessarily bringing up the fact that we’re going to start
wor ki ng on your going honme when they re just had this crisis in
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their life. So | think it’s something that needs to be nanaged

in away that’s unique to each person that’s adm tted.

PATRI Cl A DONOVAN: | see, thanks M chelle. Wo should own the
di scharge plan and how shoul d updates to discharge instructions
be handl ed and communicated to the patient, and anyone who is

i nvolved in the discharge?

M CHELLE BERRY: Well you really want to nake the patient fee

i ke they own the plan although often tines because of the
situation they're in they mght not share that sanme view W do
find to | think as we nove toward the idea that the patient does
own their nedical record our hospitals still tend to really be
very protective of that information. So I think we have to start
engagi ng the public nore in a discussion of this is your
information, a variety of providers probably need sone of the
information anyway in order to ensure that in each setting
you're in and the transition period is because people go from
nursi ng home from hospital to nursing hone to hone care. And
with the | evel of chronicity we're all dealing with these days

t hey go back and forth between these settings nunerous tines.
And | think we really need to find a way to share that
information that is patient centered and where the client
understands that the information will be shared because they

should really own it.

PATRI CI A DONOVAN: | see. If | could just follow up on that,
Mchelle. At the nonent | can see what you’'re saying and |
think with the trend of consuner driven health care we’ll
probably get there, but for the nmonment with your organization,
where does that information reside. Especially if you do have

patients, as you said, going transitioning back and forth, who
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is the central or where is the central repository for that

i nformati on?

M CHELLE BERRY: Well that’s the problem There probably isn't a
central repository and | think that’s sonething as a community
and as different communities across the nation we need to build
toward that. We'd |love to see a central repository for
information that we could share. Right now | think the hospita
feels like they own the information. And | think a good key in
having the patient involved in the information, in the discharge
plan itself, is to find sonebody in the fam |y who woul d be the
pi votal person that you would be talking to all the tine.
Because then we get into a situation where you have people in
and out and then you' ve got three shifts in the hospital and
often tinmes it’s hard to transmt this information to the
patient or the famly. So | think the ownership question is kind
of up in the air.

PATRI CIl A DONOVAN: | see, we’'ll have to watch that, watch what
happens with that. | read about CASA's in hone |ong-termcare
assessnent. Could you describe that a little bit for us and the
i npact that it has on hospital and nursing hone readm ssions
anong the popul ation that you serve?

M CHELLE BERRY: Yes. W have in our organi zation we operate the
Medi cai d Personal Care programfor our county as well as sone

ot her Medi caid home care prograns such as Private Duty Nursing.
And when sonebody goes into the hospital we al so have nurses
fromour agency that assist the discharge planners and we have
nurses from our agency that also work in our nursing hone. So
really CASA has a bird s eye view of every type of setting here

in our conmunity and we’'re probably the only agency in the
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community that goes into all those settings consistently. And
our hone care assessnent is social, enotional, environnental,
physical. W'’re |ooking at everything when we go into the hone.
And one of ny hospital discharge planners had a good comrent the
ot her day. She said, when she goes into the hospital and for

i nstance might | ook at soneone’s record, their |ab reports,

right away when they go in the hospital it mght indicate high
bl ood sugars if they' re diabetic. By the tine they |eave the
hospital they probably have that under control. But to her that
tells her sonething. That tells her right away that these people
weren’t maintaining this or controlling this well at hone. And
that’s the kind of information we want to pass on. |If a person
goes to a nursing home for further rehabilitation they still

m ght be well maintained with their blood sugars. But we don't
want to forget the fact that when they cane into the hospital

t here was sonmething going on in the hone so we would continue to
nmove that information down the line. And we go into people’s
homes and do a thorough assessnent, and we’'re | ooking at nore
than just the nmedical. The problem again being, we do have a
sense that we hel p people stay out of the hospital but again

Wi th comruni cation being what it is if we don't see a patient
for 6-nmonths and they end up going to the energency room we

m ght not know that. Again the need for sonme kind of a shared
information systemwhere if they did show up in the energency
roomthe emergency roomcould find out fromthe shared
information systemthat this person is a home care client, and
recipient, and has the ability to call someone to perhaps take
care of the situation so they don’'t have to be admtted. | just
see a lot of need for continuing to organize around information

syst ens.
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PATRI CIl A DONOVAN: Wl |l we’ve seen a trend with the emergency
room of having case nanagers and so on there to kind of raise a
flag when sonething |ike that happens. So perhaps that’s

something that will evol ve.

M CHELLE BERRY: Right. And we have, we hope to do an initiative
in the comng year with some particul ar groups from physician

of fices and caregivers where we're going to try to hire soneone
to help the patient at honme, develop what we call a guest Iist

al nost so that when the different providers conme into their hone
they would sign in and sign out. Because soneone m ght have a
personal care worker, they m ght have a physical therapist, they
m ght have a Certified Hone Health Agency (CHA) nurse and they
don’t really know where everybody cones fromor what to tell the
doctor. And then when they go into the hospital sonetines the
agenci es get changed because the patient says | have a nurse, |
know | have a nurse but | don’'t know where she cones from So
we’'re hoping to devel op a program where the professional wll go
into the honme, help the people maintain these records and this
will be a hardcopy record, but we hope we can use it as a node
that if we nove into a internet based systemthat we can show
provi ders that people do own this information. They ' re wlling
to share it this way and that we can nove on to the next step of
actually putting it online. But we're hoping that we can get a
group of people that will take this notebook around with themto
the doctors, to the hospital so that people can see the activity

that goes on in the hone.

PATRI CI A DONOVAN: Do you have any prototypes for this notebook

or forms or anything |ike that?
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M CHELLE BERRY: W have sone prototypes. There are caregiver
not ebooks out there that you can | ook at as nodels. But what
we’'re hoping is to put the extra effort in there of actually
havi ng soneone, not just hand the book out and saying, “Here do
this. Fill thisin.” W really want to have soneone do the
training. Wy you should do this, how you should do this, why
it’s useful, and to stick with themand see if we can generate
sonme excitement in the conmunity for it. |If we can get people
to start doing it and doctors find it to be useful and the
hospitals find it to be useful we’'re hoping that we can generate
just sone excitenent that people will start to use it. And we
want to make it as sinple as possible, sinple or as conplex as
peopl e want. Say for instance sonmeone m ght have Parkinson’s

di sease. Maybe they m ght want that information in the

not ebook. But the next person would want sonething on CHF. So
if they want to build it around that or if they just want to
keep it as a guest book. Today the CASA nurse was here, Friday
the long termnurse was here and just as sinple or as conplex as
t hey want but some kind of record that will follow themthrough
each of their transitions.

PATRI CI A DONOVAN: And so the person that you designate woul d be
training the patient on using this?

M CHELLE BERRY: Yes.
PATRI CI A DONOVAN: Ckay. Well perhaps we can touch base with you
in afewnonths to find out the status of that and get some nore

details.

M CHELLE BERRY: That would be terrific.
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PATRI CI A DONOVAN: But for now those are all the questions | have
today Mchelle. | want to thank you for being with us and we’'re
| ooking forward to hearing nore fromyou during the audio

conf er ence.
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