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AGENDA
1:00 pm to 1:15 pm Welcome and Introductions – Lisa Ellinger and Dr. Tom Hirsch

1:15 pm to 2:15 pm Keynote Speaker – Dr. Amy Kind, MD, PhD, William S. Middleton VA Hospital
“Transitional Care; Improving Quality, Empowering Patients, Cutting Costs”

2:15 pm to 2:30 pm Break

2:30 pm to 3:00 pm Dr. Hilary Bingol, MD, Gundersen Health System 
“Integration of Palliative Medicine into a Lung Cancer Clinic”

3:00 pm to 3:30 pm Dr. Patrick Pederson, MD, HealthPartners 
and 
Rory Malloy, Senior Performance Improvement Manager, Regions Hospital y y, p g , g p
“The Journey of Medication Reconciliation: An Important Part of Safe Transition”

3:30 pm to 3:45 pm ETF COC Requirements – Dr. Tom Hirsch 
“Collaborating to Improve Wisconsin Health Care ”

3:45 pm to 4:15 pm Q & A – Speaker Panel 

4:15 pm to 4:30 pm Summation and Closing ‐ Lisa Ellinger and Dr. Tom Hirsch
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Welcome and Introductions

Lisa Ellinger
Administrator

Department of Employee Trust Funds

and

Welcome and Introductions

and
Thomas Hirsch, MD, MS
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KEYNOTE SPEAKERKEYNOTE SPEAKER

Amy Kind, MD, PhD
William S. Middleton VA Hospital
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Transitional Care:  
Improving Quality, Empowering Patients, Cutting Costs

Amy JH Kind, MD, PhDy
Assistant Professor, Division of Geriatrics

University of Wisconsin School of Medicine and Public Health
Madison VA GRECC
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Mr. A’s Story

 65yo hospitalized with allergic 
ti t tibi tireaction to an antibiotic

 Original antibiotic stopped and 
discharged home on different 
antibiotic

 Rehospitalized after allergic 
i dreaction recurred

 Mr. A reported taking both
antibiotics after discharge 
because staff told him to “be 
sure to finish your antibiotics”

30 Day Rehospitalizations:
A Major Health System Problem

 Affect 1 in 5 hospitalized patients over 65y Affect 1 in 5 hospitalized patients over 65y

 Account for over $30 billion annually

 Major target in health reform

* Jencks et al, NEJM, 2009. 360: 1418-28.



Medicare Rehospitalization 
Reduction Program

 Public reporting of rehospitalization rates Public reporting of rehospitalization rates

 Medicare payment penalties for 30 day 
rehospitalizations
 Total payments

 2012:  CHF, MI, Pneumonia

 2015:  COPD, Elective total hip arthroplasty, 
Elective total knee arthroplasty

 Hospital-wide

*  Patient Protection and Affordable Care Act, H.R. 3590, Sec. 3025 (2010)
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The Problem:  
Health System Fragmentation

Hospital Primary Care

Nursing Home

Contributors to 
Health System Fragmentation

 Organization of the health system into distinct, g y ,
independent institutions (”silos”)

 Lack of formal relationships/information systems  
between care settings

 Communication between settings is often poor

P ti t f tl b t tti Patients move frequently between care settings

 Transitional care given little emphasis in traditional 
clinical training programs

* Coleman. JAGS. 2003;51: 549-555; Ma et. Al. J Am Geriatr Soc 2002; 49(4):S35.



Care Transitions Can Be Dangerous

 41% of patients have laboratory tests pending at41% of patients have laboratory tests pending at 
time hospital discharge; primary care providers are 
unaware of 61% of these

 Poor communication of care plans to primary care 
provider can lead to inappropriate, delayed care

 Over half of rehospitalized patients do not see their 
outpatient provider between the time of discharge 
and rehospitalization

*Roy et.al, Ann Int Med, 2005; Moore et al, Arch Int Med, 2007.; Jencks, NEJM, 2009.

Difficult for Patients to Overcome      
Health System Fragmentation

 Patients are often not prepared for next setting Patients are often not prepared for next setting

 Little patient empowerment in hospital

 Lack of patient education

* Coleman. JAGS. 2003;51: 549-555.
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Definition

 Transitional Care: A set of actions Transitional Care: A set of actions 
designed to ensure the coordination and 
continuity of health care as patients 
transfer between different locations or 
different levels of care in the same location

* Coleman. JAGS. 2003

Transitional Care Services Combat 
System Fragmentation

 Health care staff bridge the hospital and home

 Post hospital home visits to teach patients about their Post-hospital home visits to teach patients about their 
care and conditions

 Not designed for dementia patients

 Usually exclude nursing home patients

* Naylor, JAMA, 1999; Coleman, Archives, 2006.



Transitional Care Model

 Nurse practitionersNurse practitioners 
 Visit patient in hospital
 Discharge planning
 Series of post-hospital in-home visits
 Available to patient 7 days/week for 3 months

RCT RCT: 
 45% fewer rehospitalizations at 24 weeks 
 $3031/patient savings at 24 weeks– unclear if this 

includes costs of intervention

* Naylor, JAMA, 1999

Care Transitions Intervention

 Nurse practitioner 

 Visits patient in hospital

 Coaching of patient

 Series of in-home visits post-hospital x 4 wks

 Four Pillars of Transitional Care ™

 Medication self management

 Patient centered record Patient centered record

 Follow-up

 Red flags

 RCT: 34% lower 90 day rehospitalizations, $488/patient 
saved in hospital costs not including cost of intervention

* Coleman. Archives. 2006



Others

 Project RED
 Re-engineering of the discharge process

 Discharge advocate, specialized discharge 
packet, post-hospital call by pharmacist

 RCT: 25% fewer 30-day ER visits; lowered rate 
of hospital use; cost?

Project BOOST Project BOOST
 Sponsored by society of hospitalist medicine

 Mentored intervention tailored to each hospital

 Outcomes: mixed; cost?

* Jack, Annals of Internal Med, 2009;  www.hospitalmedicine.org

Limited Cost-Effectiveness Data

 Little information on per patient costs of Little information on per patient costs of 
real-world implementation

 Enrollment/efficiency appears to be key

 Patient refusals appear to be a major issue 
in implementations of home-visit basedin implementations of home visit based 
transitional care programs
 >50% refusal rates in 2 studies*

* Stauffer et al, Archives, 2011; Voss et al, Archives, 2011
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Available Transitional Care Models: 
Not Appropriate for Madison VA Hospital

 Home visits impractical given patient p g p
dispersion
 Veterans travel up to 4.5 hours

 75% reside beyond the reach of a home visit

 No randomized controlled trials of telehealth
interventions to support transitional care

 Currently available models exclude dementia

 None tested within a VA setting

* Kind, Health Affairs, 2012.



VA Coordinated-Transitional Care Program 
(C-TraC)

 Phone-based program

 Specially-trained RN nurse case manager

 Protocolized encounters

 Teachings based on theory of Spaced Retrieval*
 Method of learning information by practicing 

recalling that information over increasingly longerrecalling that information over increasingly longer 
periods of time 

 Applicable in early stages of dementia

 Caregivers involved, activated at each step

* Bourgeois, et al, J Comm Disord, 2003; Camp et al, Appl Cog Psych, 1996.



C-TraC Goals

1. Educate and empower the veteran/caregiver in p g
medication management

2. Ensure the veteran/caregiver has medical 
follow-up

3. Educate the veteran/caregiver regarding red 
flags

4. Ensure the veteran/caregiver knows whom to 
contact if questions arise

* Kind, Health Affairs, 2012.

Veteran Eligibility

 Hospitalized on non-psychiatric acute-care wardp p y

 Discharged to community 

AND one or more of the following:

1. Have documentation of dementia, delirium or 
cognitive impairmentg p

2. 65 years or older AND 
• lives alone OR 

• had a previous hospitalization in past 12 months

* Kind, Health Affairs, 2012.



Protocol: Identification

NCM = ‘Transitional Nurse-Case Manager’NCM  Transitional Nurse Case Manager

 Veteran identification
 NCM reviews daily electronic list of all hospitalized 

veterans 

 NCM participates in daily multi-disciplinary NCM participates in daily multi-disciplinary 
discharge round on each targeted inpatient ward to 
offer transitional care and outpatient viewpoint to 
inpatient care team

* Kind, Health Affairs, 2012.

Protocol: In-Hospital Visit

 NCM meets with eligible veteran during their 
hospital stay for a brief educational intervention

• Introduction

• Medical follow-up

• Red Flags

• Contact information

 Contact reinforced by a brightly colored ½ page 
handout documenting 3 red flags, date/time of 
next NCM call, date of next f/u appointment and 
contact information for NCM and triage nurse



Protocol: In-Hospital Visit

Protocol: Telephone Follow-up



Protocol: Telephone Follow-up

 Initial call is 48-72 hours after discharge with 
caregiver/veteran to reinforce
 Medication management

 Medical follow-up

 3 Red flags

 NCM contact information

 Medication discrepancies or red flags prompt Medication discrepancies or red flags prompt 
additional action

 Coordination with PCP

A Note on Medication Counseling

 Veteran is asked to have all pill bottles in front of 
them during initial call

 Veteran is asked: “Tell me how you take your 
medications.”  NOT “Do you take drug X?”

 Good medication reconciliation and counseling 
takes the bulk of the phone time during the 
follow-up calls 
 Average 36 min/call



Veterans Served

 605 Veterans approached, enrolled over first 
18 months18 months

 5 approached and refused (<1%)

 ~1/3 of veterans had caregivers

 22% had dementia/cognitive impairment 22% had dementia/cognitive impairment

Percent of Veterans with Medication 
Discrepancy Detected at 48-72h by C-TraC

Medication Discrepancy?

47% Yes

Medication Discrepancy?

No

* Kind, Health Affairs, 2012.



30-Day Rehospitalization Rates for Veterans in VA 
C-TraC Program During 

Baseline and Intervention Periods, Overall

45%

Baseline (N=103)

31%

43%

15%

30%

Intervention (N=605)

24% 24%
22% 22% 22%

25%

0%

15%

Q1 Q2 Q3 Q4 Q5 Q6 Q7 Q8

Q = 3-month period (ie. quartile)
Average rehospitalization rates for baseline (34%) and intervention (23%), P-value = 0.013

Multivariate Analysis

Adjusted** 
Odds Ratio

95% CI P-Value

Establishment period (Months 1-6), n = 103 1.00 Ref

Intervention period (Months 7-18), n= 397 0.56  (0.33, 0.94) 0.029

C-TraC Group (N = 500)
30 Day Rehospitalization

**Multivariate logistic regression model adjusted for veteran age, gender, race, Medicaid status, education level, VA 
service connected status; w hether veteran lives alone; presence of dementia/other cognitive impairment/delirium;service connected status; w hether veteran lives alone; presence of dementia/other cognitive impairment/delirium; 
charlson comorbidity score; needing more help w ith bathing, dressing, transferring and toileting in 2 w eeks prior to 
hospitalization; decline in ability to stand or w alk in 2 w eeks prior to hospitalization; and w hether veteran manages 
ow n medications

* Kind, Health Affairs, 2012.



Estimated Cost Avoidance

 Total up front program cost = $250/veteran Total up-front program cost = $250/veteran 
enrolled

 Gross direct cost avoidance of $966,167 over 
18 months

 After accounting for all programmatic costs, 
net cost avoidance of $1,225/veteran enrolled

* Kind, Health Affairs, 2012.

Limitations

 Single site Single site

 Current data relies on pre-post design
 Adjusted analyses, prolonged assessment to 

maximize rigor

 Multi-site RCT would offer stronger data

* Kind, Health Affairs, 2012.



Next Steps for C-TraC

 UW launched July 2013 UW launched July, 2013

 Expansion to Tomah and Iron Mountain VAs
 ORH funding successfully obtained ($1.5m over 3y)

 Spring 2014 for launch

 Free on-line toolkit (www hipxchange org) Free on line toolkit (www.hipxchange.org)
 >145 downloads since December 2012

 RCT funding in review

Next Steps for C-TraC

 Expansion to other populations Expansion to other populations
 Nursing home and rehabilitation patients

• Pilot launched April 2013



What Can You Do?

 Consider incentivizing transitional care quality Consider incentivizing transitional care quality
 Monitor rehospitalizations

 Payments for transitional care programs

 Encourage adoption of transitional care programs

 Support platforms, like conferences or web portals, 
for program disseminationp g

 Educate members about the importance of 
transitional care

Funding
•NIA Beeson Career Development Award
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“Integration of Palliative Medicine g f
into a Lung Cancer Clinic”

Hilary Bingol, MD

G d H lth S tGundersen Health System
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“The Journey of Medication Reconciliation: e Jou ey of ed cat o eco c at o

An Important Part of Safe Transition”

Patrick Pederson, MD
HealthPartners

and 

Rory Malloy
Senior Performance Improvement Manager

Regions Hospital 
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“Collaborating to Improve 
Wisconsin Health Care”

November 7, 2013

Thomas Hirsch, MD, MS
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2008
• Employee Trust Funds (ETF) began  

expressing interest in medical management
programs to further improve care for its members

• Treatment of Low Back Pain (LBP) was the first 
intervention 

With th id f D J h H‐With the aid of Dr. John Hansen, 
ETF convened a committee of Plan/PPO 
Medical Directors to analyze LBP data 
and make suggestions regarding improving care

127

2009 to Present

• ETF began discussing other clinical areas
‐ETF data and/or the literature suggested significant 
variation in utilization among Plans/PPOs

• Based on peer‐reviewed published studies, 
the interventions of interest had to fulfill allthe interventions of interest had to fulfill all 
or most of these criteria:
‐ Improve patient med/surg outcomes
‐ Improve patient safety and/or satisfaction
‐ “Right size” utilization based on the literature

128



Selected Interventions

• Management of LBP

• Elective, out‐patient high tech radiology

• Coordination of Care around hospital 
dischargedischarge

• Shared decision making

• Improving EOL care

129

ETF and Plan/PPO Collaboration
• Annual feedback to Plans/PPOs regarding yearly
DMS

• Annual ETF Fall Conference to discuss interventions
with Plans/PPOs beginning 11/10

• Meetings between ETF leadership and Medical 
Directors requesting feedback re: LBP and SDM

• Pending 11/19/13 and 12/6/13 meetings with Medical
Directors requesting feedback re: future of SDM as well as 
improving EOL care
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What do the Data show?
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Low Back Surgeries/1,000 ETF 
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Elective Out‐patient Radiology

CT Scans/1,000 ETF Members MRI Scans/1,000 ETF Members
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Elective Out‐patient Radiology

PET Scan/1,000 ETF Members Nuclear Stress Tests/1,000 ETF 
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Looking AheadLooking Ahead
• Gradual expansion of SDM
• Advanced Care Planning/EOL Programs

Please make sure Plan/PPOPlease make sure Plan/PPO 

Medical Directors attend either 

11/19 or 12/6 meetings with ETF

145

Q & A

Speaker Panel
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Summation and Closing

Lisa Ellinger

andand 

Thomas Hirsch, MD, MS
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