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Executive Summary

The Society of Hospital Medicine (SHM) enthusiastically introduces the Second Edition of the Project BOOST® Implementation Guide.
Since its launch in 2008, Project BOOST (Better Qutcomes by Optimizing Safe Transitions) has helped more than 180 hospitals and health
systems improve their care transition processes.

SHM sthefirstnationalmedicalassociationtobe recognizedbytheNational QualityForumand TheJoint CommissionwiththeJohnM.Eisenberg
Patient Safety and Quality Award for Innovation in Patient Safety. The award acknowledges SHM for its innovative mentored implementation
model, which has been utilized in more than 300 hospitals, touching the lives of tens of thousands of patients across the country. Project
BOOST — SHM's signature mentored program — serves as a national model for improving the quality of care and reducing hospital
readmissions. Project BOOST has also been recognized by the Centers for Medicare & Medicaid Innovation (CMMI) as an evidence-
based approach to reducing readmissions. In addition to achieving reductions in unnecessary readmissions, some sites report increased
patient satisfaction and improved length of stay in the hospital. Currently, more than 180 hospitals participate in Project BOOST, over
1,000 health care professionals participate on its active Listserv and more than 5,000 people have downloaded the original Project BOOST
Implementation Guide and Toolkit.

This Second Edition incorporates the many lessons learned through BOOST mentor interactions with sites throughout the United States
and Canada. For any site considering adoption of Project BOOST, please note the following:

e Project BOOST should be considered a platform on which other interventions can be layered. Adoption of this program influgnces
more than just the discharge process, and consequently it provides benefits beyond reducing unnecessary readmissions. Project
BOOST sites develop improved interprofessional work environments and communication, proactively identify and mitigate patients’
risk factors for poor transitions from the hospital, and enhance patient and caregiver satisfaction through more effective interactions.

e Project BOOST is not a “one size fits all” program; each organization must understand its current state of care transitions and tailor the
BOOST tools and concepts to meet its needs, priorities, resources and culture.

e The sustainable success of Project BOOST at institutions requires the engagement of many stakeholders. Executive leadership is
critical, as is engagement with front-line staff (e.g., nurses, case managers, social workers, pharmacists and physicians), both in the
hospital and post-acute care setting.

e |mplementing Project BOOST takes time, with the desired culture change and the full impact occurring within 12 to 24 months.

e Project BOOST mentors are key to overcoming barriers to implementation, helping teams stay focused, as well as highlighting
successes. These individuals can offer important guidance on how best to navigate the political landscapes that major projects such
as these may encounter. The Project BOOST online community is a tremendous resource where organizations can share stories,
lessons learned, tools and insights.

i PROJECT BOOST® IMPLEMENTATION GUIDE



What’s New in the Second Edition?

With the new edition, SHM has incorporated the latest data from the medical literature on improving care transitions, and has
redesigned the Implementation Guide to reflect lessons we have learned from working with BOOST® sites. The /mplementation
Guide includes five sections:

e Section I: Improving Care Transitions

e Section II: Laying the Foundation for Improvement

e Section III: Getting to Work on Improving Transitions of Care

e Section IV: The BOOST® Toolkit

e Section V: Best Practices in Care Transitions — Annotated Bibliography

This new design will help sites move through the work of improving care transitions using “lean” problem-solving employed by
many highly successful organizations such as Toyota. In addition, the BOOST tools have been updated, refined and are easier
to use.

How to Use the Implementation Guide

SHM designed the /mplementation Guide to function as a workbook. As you move through the material, you will be asked to complete
specific tasks that will help you improve your care transition processes. Your team will start by understanding “why” — why it is important
to improve care transitions at your organization, and why does your current situation exist? Next, your team will develop a shared mental
model on your objectives for this important work. Finally, your team will strategically implement the BOOST tools to help you achieve your
objectives.

While this recipe for success may sound simple, it is hard work — and your team will face obstacles along the way. To help you
overcome these obstacles we have also redesigned the Project BOOST website so that it is more user-friendly and aligned with the new
Implementation Guide in order to provide additional support and resources to BOOST teams.

Institutions officially enrolled in the Project BOOST Mentored Implementation Program can take advantage of additional online resources,
as well as a growing online BOOST community. This group regularly discusses how to improve the care transition process and shares
resources with one another on how to expedite implementation and expand on the BOOST interventions.

In addition, BOOST-mentored sites receive one-on-one mentorship from a physician expert in care transitions and change management.
This mentor is an invaluable resource who can help your team engage your institution’s leadership and front-line staff to facilitate
collaboration and overcome obstacles or barriers that may impede your progress. This mentorship accelerates design and launch of the
BOOST interventions at your hospital, assists in the training of your staff and helps you assess outcomes.

To learn more about joining the BOOST online community or becoming a mentored implementation site, visit
www.hospitalmedicine.org/BOOST.

Again, welcome to the Second Edition of the Project BOOST Implementation Guide. The Project BOOST Team thanks you for working to
improve patient care and wishes you much success at achieving Better Qutcomes by Optimizing Safe Transitions.

Chase Coffey, MD, MS

Jeff Greenwald, MD, SFHM

Tina Budnitz, MPH

Mark V. Williams, MD, FACP, MHM
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A Patient’s Story

Ms. Jones, a 72-year-old woman, was admitted to a local hospital for community-acquired
pneumonia. She received treatment with intravenous antibiotics and quickly improved. On her
second hospital day, however, she developed an episode of atrial fibrillation, and the cardiologist
who evaluated her started two new medications for treatment, including an anticoagulant. On
her fourth hospital day, the hospitalist deemed her stable for discharge. The physician wrote
the discharge order, quickly completed a discharge summary and within an hour, Ms. Jones
exited the hospital and took a taxi home. Upon her discharge, she was given prescriptions for
oral antibiotics, the anticoagulant and the medication to control her atrial fibrillation. These new
medications were added to her existing medications for diabetes, hypertension, hyperlipidemia
and arthritis. She was also instructed to follow up with her primary care physician and the
cardiologist “in one to two weeks after discharge.” Widowed and living alone, Ms. Jones did not
drive and depended on a neighbor for transportation. Because her neighbor was working, Ms.
Jones could not geta ride to her local pharmacy and, consequently, failed to fill her prescriptions.
Within a few days of leaving the hospital, Ms. Jones had a worsening cough, her heart was
racing and her pulse was irregular. She reviewed her discharge instructions for advice on what
to do, but she found the paperwork unhelpful as it was full of medical jargon. She called her
primary care physician who scheduled an appointment with her for the following week. The next
day, her neighbor became concerned because she did not see Ms. Jones walking her dog as
usual. The friendly neighbor went over to her house and, getting no response to knocking on the
door, entered to find Ms. Jones lying on the sofa, unable to talk and not moving her right side.
The neighbor called 911.
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Better Outcomes by Optimizing Safe Transitions

Why Improve Care Transitions?

Improving care transitions is important for three main reasons:
1) Failed care transitions result in patient harm.
2) Healthcare reform aligned financial incentives to stimulate system improvements in care transitions.

3) Optimized care transition processes improve outcomes, including patient satisfaction and reduced
readmission rates.

First, and most important, failed care transitions result in patient harm. Research in the past 10 years documents that up
to 49% of patients experience at least one medical error after discharge,' and one in five patients discharged from the
hospital suffers an adverse event.?? It is important to note that up to half or more of these adverse events are preventable or
ameliorable, primarily through improved communication among providers. Information transfer and communication deficits
at the time of hospital discharge are common, with direct communication between physicians occurring less than 20% of
the time, and discharge summaries often lack important information and/or are unavailable when patients present for post-
hospitalization follow-up with their primary physicians.* Additionally, many patients are discharged with test results pending,
and left with loose ends such as additional testing after discharge.>® Furthermore, many patients lack understanding of their
hospitalization diagnosis and treatment plans,” resulting in patients not being able to care for themselves after discharge.
Eventually, these mistakes result in about one in five Medicare patients being rehospitalized within 30 days of hospital
discharge.®

Second, healthcare reform implemented by the Patient Protection and Affordable Care Act of 2010 has better aligned
the financial incentives to stimulate healthcare systems to work on improving care transitions. The new law does so by
both penalizing hospitals with excessive rates of rehospitalization, and supporting programs to help healthcare systems
improve care transitions. As in the case of Ms. Jones in the story at the beginning of this section, a common result of a
“failed” hospital discharge is subsequent rehospitalization resulting from harmful events after discharge. Such unnecessary
rehospitalizations cost billions of dollars annually. Reacting to these unnecessary costs, the Medicare Payment Advisory
Commission (MedPAC) recommended to Congress in June 2007 that hospitals should publicly disclose their own risk-
adjusted readmission rates.® This suggestion became official policy with the passage of the Affordable Care Act on March
23, 2010. Since the beginning of 2013, those hospitals with higher-than-expected readmission rates for the diagnoses of
pneumonia, heart failure and acute myocardial infarction have begun receiving a reduction in Medicare reimbursement of
up to 1% for all Medicare diagnosis-related group (DRG) payments.’® This maximum financial penalty is 2% in FY2014,
and 3% in FY2015, resulting in potential loss of reimbursement for some hospitals in the millions of dollars. Beyond the
penalties, though, hospitals and physicians can now receive reimbursement for care coordination for discharged patients.
Physicians can use Current Procedural Terminology (CPT) codes 99495 and 99496 when they arrange for an early post-
discharge follow-up appointment or make contact with a patient shortly after discharge. Combined with an increasing
emphasis on patient-centered care, hospitals’ desire for high-quality patient care and patient satisfaction is now aligning
with reimbursement for quality instead of quantity.




Third, beyond the financial penalties, the Patient Protection and Affordable Care Act created programs to help hospitals and
providers improve care transitions. The Centers for Medicare & Medicaid Services (CMS) started one of these programs,
the “Partnership for Patients,” creating a “nationwide public-private partnership that offers support to physicians, nurses,
and other clinicians working in and out of hospitals to make patient care safer and to support effective transitions of patients
from hospitals to other settings.”" In fact, CMS recommends Project BOOST® as one of the care transition models for the
community-based care transitions program. Following the principles and standards set forth by the Transitions of Care
Consensus Policy Statement, medical home providers can ensure a safe transition for patients and help them navigate our
complex health system.'

The Picture of a Broken Care Transition

Regardless of whether a patient is being discharged from the hospital to home or to an extended care facility (e.g., nursing
home, rehabilitation center, assisted living, long-term acute care hospital), the discharge process has numerous potential
pitfalls that can create harm for patients. As the figure below illustrates, well-intentioned, hard-working clinical staff do
their best to provide a safe care transition, but these efforts are hindered by various broken or failed processes within the
healthcare system. When combined, the broken processes may result in adverse events going unchecked and causing harm
to the patient.

_ Traditinnal (‘qm” Trancitinne

Poor communication Nonstandardized care

System failures

Patient issues ' m

Hard work
Adverse Good intentions
events :
Smart caregivers

Invested patients
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It is important to recognize that the transition process does not start with the physician writing an order for the patient to
be discharged. Instead, preparing patients and their families/caregivers for a safe transition starts at admission (or before
admission, if the admission is elective). By starting the discharge care transition early in a patient’s hospital stay, we have
opportunities to identify more potential failure points (e.g., potential issues that may lead to adverse events) in the process
such as:

e Failure to identify patients with an increased risk for adverse events after discharge ... including readmission
e Failure to conduct an accurate and/or complete medication reconciliation process
* Failure to assess or anticipate what the patient and family/caregiver may need at the time of discharge

e Failure to develop an interdisciplinary care plan that incorporates the input of other members of the care team, such as
the nurse, pharmacist or case manager/social worker or even the patient and family/caregiver.

During a patient’s hospital stay, healthcare providers might compound their mistakes made
at the start of the hospitalization by:

e Failing to initiate care processes to ameliorate readmission risk factors

* Failing to educate patients and their families/caregivers in a patient-centered manner, resulting in patients and
families/caregivers who do not know how to stay healthy after discharge

e Failing to address key concerns of the patient and family/caregiver.

At the time of discharge, healthcare providers might further undermine the transition of care plan by:

e Providing patients with discharge instructions full of medical jargon and failing to use “Teach Back” (see Appendix A) to
confirm adequate understanding

¢ |nadequately communicating with primary care physicians or other aftercare providers about the patient’s hospital
course
and ongoing diagnostic and treatment plans

 Providing a discharge summary to outpatient providers that is incomplete, delayed or missing a clear care plan for the
patient after discharge

e Failing to complete an accurate medication reconciliation process, often because the medication reconciliation on
admission is inaccurate

e Failing to work with patients and their families/caregivers to coordinate follow-up visits with outpatient healthcare
providers soon after discharge.

There are also things healthcare providers might do, or fail to do after discharge, that undermine the
care transition process, including:

e Rarely checking on patients after they have left the hospital, resulting in missed opportunities to identify early warning
signs of an adverse event

* Failing to give patients the resources needed to handle events if their condition worsens at home

e Failing to send completed discharge summaries with essential information to primary care physicians or other aftercare
providers in a timely fashion

¢ Failing to connect patients to community resources that will help them achieve lasting health and wellness.

shm



A picture of our current state of the care transition process is shown bhelow:

pm=  Why Patients Get Readmitted:
ﬁ A DESIGN Root Cause Analysis
AR

Adapted from Chris Kim, MD
b |

— !‘r 3'\9. —_—
d

On Admission: During Hospitalization: At Discharge:

* Poor communication with * Poor communication among * Appointments made when patient
prior providers members of care team, including and family/caregiver cannot attend
 Redundant testing outpatient providers « Discharge instructions cumbersome
* Inadequate medication information « Delays in initiating interventions to * Inadequate information handoffs

* Limited efforts to identify risks and improve transitions * Error-prone medication
barriers to successful transition « Insufficient involvement of patient reconciliation
and family/caregiver in discharge * Rushed education

education/plan

* « Failures to clarify goals of care *

Post-Discharge:

I « Little/Late/No contact with patient »
post-discharge (hospital/PCP or other !
I_ caregiver) ;'\' [
= == == == == . Patients and families/caregivers E. 5

unaware of how to manage acute
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. . * (socral, financia .

outcomes. Following the principles and standards set forth idajstidae cliransbesies) of Care Consensus Policy Statement,

hospitalists and primary care providers (future patient-centered medical homes) can ensure a safe transition for patients and

help them navigate our complex health system.™ The ideal care transition process does not have the failure points described

above, and instead, uses care delivery systems and staffing models to shore up each of these potential failure points. As

shown in the illustration on the following page, some of the key aspects of the ideal care transition process include:

e Screening patients for readmission risk factors
e Creating an interdisciplinary plan of care through interprofessional rounds
e Accurate medication reconciliation on admission and discharge

e Educating patients and families/caregivers using a patient-centered approach (e.g., Teach Back) that assesses their
understanding

e Providing patients with useful and succinct written information about their discharge instructions produced at an
appropriate literacy level

e Engaging patients and/or families/caregivers in scheduling a timely follow-up appointment with their primary care
physician prior to discharge, and ensuring the patient has transportation to that appointment

e Speaking with patients after discharge to assess how they are doing at home, ensuring they have the services they need
and addressing any issues or questions that may have developed after discharge

* |n selected higher risk or more vulnerable patients, linking them to transitional care services including community
services or nursing as exemplified by models from Coleman™ and Naylor'*

Your hospital is likely addressing some of these steps to ensure a safe care transition. If so, you are well on the way to
improving the care transition process at your facility. Through your work with Project BOOST®, you can identify system
strengths and failure points and redesign workflow practices to improve care transitions and patient outcomes. In fact,
Project BOOST will help your team incorporate these crucial steps into existing workflows to ensure a safe care transition
for patients.

6 PROJECT BOOST® IMPLEMENTATION GUIDE



[ BOOST Future State

1]
Adapted from Chris Kim, MD
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How can Project BOOST help improve the quality of care transitions?

Based on a desire to improve care transitions for our patients, we initially developed Project BOOST® (Better Qutcomes
by Older adults through Safe Transitions) to provide resources to optimize the hospital discharge process and mitigate
many of the problems described above. After gaining experience implementing Project BOOST at more than 180 hospitals,
we markedly revised our original implementation guide into this new version, and updated the program’s name to Better
Outcomes by Optimizing Safe Transitions, reflecting its applicability to all hospitalized patients.

This Implementation Guide includes evidence-based interventions and other best practices in transitional care refined
through expert input. The original advisory board for Project BOOST (See Appendix N: The Project BOOST® Advisory Board
for the original toolkit) included representatives from The Joint Commission, the National Quality Forum, the Institute for
Healthcare Improvement and the Agency for Healthcare Research and Quality as well as numerous other clinical leaders,
patient advocates and members of the healthcare industry, including insurers. This guide will also walk you through basic
quality improvement and implementation strategies to help you along your way. Using this toolkit will promote a safe and
high-quality hospital discharge process as patients transition out of the hospital setting.

We embrace the recent movement toward “patient-centered care™*® and support patients playing a more active role in their
care, including engagement in medical decision making.'® Complementing its ethical basis, expanded patient involvement
in care yields improved health outcomes.'”'® In fact, the patient-centered approach to education is integral to Project BOOST.
Involving patients and their families/caregivers in the care transition process, however, is just one piece of the puzzle. True
transformation will come as your team redesigns the care processes to ensure that every patient receives the right care, every
time. The Project BOOST Implementation Guide contains tools and advice to facilitate your efforts.

While improving care transitions may seem a daunting task, remember that you are not alone in this journey. In fact, BOOST
offers many resources to support your effort, including a user-friendly website replete with tools for your team and an online
community of other health systems at various stages in the process of planning, implementing or sustaining improvements.
Furthermore, a BOOST mentor can provide continued guidance and support.

The Society of Hospital Medicine and the Project BOOST team hope you find this Implementation Guide and the included
tools useful as you aim to optimize the discharge process in your healthcare system.
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Section Il
Laying the Foundation for Improvement




This section outlines the steps you and your BOOST® team should take to ensure successful
improvement efforts. While the steps are listed in a linear fashion, please note that these steps
often should be done in parallel. For example, you can simultaneously work on ensuring
institutional support (Step 1) while also assembling an effective team (Step 2). Furthermore,
many of these steps are synergistic. For example, assembling an effective team (Step 2) will
help you engage and identify stakeholders (Step 3) and ensure institutional support (Step 1).
Therefore, please plan to read through this entire section’s steps before proceeding so you
can approach the tasks most efficiently. If, at any point, you have a question about laying the
foundation for improvement, contact your BOOST mentor for help.

In this section we outline seven key steps you should take to lay the foundation
for implementing Project BOOST successfully:

1) Ensure support from the institution.
2) Assemble an effective team.

3) Clarify key stakeholders, reporting hierarchy and approval process.

5) Set SMART goals and a timeline.

)
)
)
4) Survey previous or ongoing efforts and resources.
)
6) Decide on key metrics and a measurement plan.

)

7) Choose a hospital care unit on which to implement BOOST.
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Step 1: Ensure Support from the Institution

Time, energy, expertise and leadership skills are necessary to drive improvement. The project lead should have all of
those attributes. The leader can be a nurse, case manager, social worker, physician or someone with training in quality
improvement (QI). In addition, the leader will require direct assistance from stakeholders and should include them as part
of the project team (see Step 2 on building a BOOST® team). It is also essential to secure sponsorship and support from
the medical center, especially key leaders, and engagement of front-line staff. Basic revisions to order sets, data collection
resources or tweaks of the health information system (i.e., electronic medical record) may require special permission,
fast-track approval processes or dedicated personnel. While most obstacles will require merely patience or ingenuity, some
may be insurmountable without the influence of executive leadership. Beyond simply removing barriers, having support
and engagement from your senior leaders can help facilitate change and improvement. Moreover, the hospital’s leadership
can focus attention on the importance of Project BOOST driving high-quality care transitions. By having senior leaders
advocate as “cheerleaders-in-charge” of your efforts, they can also have tremendous positive impact on the culture of your
organization.

Real institutional support should confer the authority and resources needed for the project team to design and manage
improvement. We strongly recommend that the project leader obtain a solid and tangible commitment from the institution
before launching the improvement team. The single most effective way to attract this support is by aligning the goals
of the improvement effort with the strategic goals of the organization. To align your BOOST efforts with the institution’s
strategic objectives, you must first identify and understand those objectives. Then, make hospital leadership aware of how an
effective care transitions program supports its goals for high-quality patient care, performance reporting, customer service
and efficiency. A number of forces may fuel administrative interest in the project, including public reporting of hospital
performance (e.g., The Joint Commission and National Quality Forum measures), cost savings from more efficient care,
risk aversion, favorable payments for better care (e.g., Pay-for-Performance and avoidance of the CMS penalties for excess
readmissions), nursing and medical staff retention (e.g., Magnet Recognition Program), related projects (Accountable
Care Organization application) and even quality for quality’s sake. (See Appendix B: “Talking Points to Garner Institutional
Support.”)

You may start this discussion by sending your senior executives an email or letter. Qutline the goals of the project and begin
the discussion of ensuring their support for the effort. (See Appendix C: “Sample Letter to Administration.”)

In addition to using the talking points in Appendix B, you may want to provide your senior leadership with information
regarding the financial implications of optimizing care transitions. To do so, you will need to take into account the following
metrics:

e Frequency, duration and cost of readmissions

e Patient satisfaction scores

e | ength of stay and occupancy rates of your hospital

e (Cost per hospital stay

e Payer mix of your patient population

e Emergency department rates of occupancy and diversion.

You will need to partner with the administrative and financial professionals at your institution to obtain this information.
Then, use the Project BOOST Return on Investment (ROI) calculator to determine the financial impact that may result from
improving care transitions. The ROI calculator can be found on the BOOST website at www.hospitalmedicine.org/BOOST.
In addition, please see Appendix D: “Project BOOST Return on Investment (ROI)” for more detail on determining ROI for
Project BOOST.
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Finally, to ensure and maintain your institution’s support, it is critical to understand the vision and priorities of key leaders. Your
team should aim to help your institution achieve its priority outcomes, as well as meet budget and time frame requirements.
Recognizing these issues and integrating them into your activities will ensure that your team and institution are aligned. This
alignment will facilitate success through adequate resource allocation and political support to implement systemic changes.

TASK

Ensure institutional support for care transitions improvement.

Time Frame: 1 to 2 weeks
Action Item:

1. Meet with your senior executive sponsor. Discuss the steps in Section Il of this workbook, and obtain input
on key stakeholders and team members to involve along with a clear reporting hierarchy. Specifically ask how
your efforts can support larger institutional goals and priorities. In Appendix E: “Record Your Work,” write a few
sentences detailing the results of that meeting.

PROJECT BOOST® IMPLEMENTATION GUIDE




Step 2: Assemble an Effective Team

Quality improvement efforts often originate from just a few thought leaders who see a gap between best practice and current
practice. However, it takes a team to implement change effectively. For Project BOOST®, the team should include:

Team Leader: The team leader should be respected by the medical and hospital staff and have some topic expertise on
care transitions. This person is responsible for working with the QI facilitator (see below) to set the agenda as well as the
frequency and collaborative tone of team meetings. The team leader will also communicate directly with administrative and
appropriate medical staff committees.

While the team leader need not be a QI expert, good organizational and meeting facilitation skills are key. Materials to guide
good management of the team and meetings can be found in Appendix F: “Tools for Running an Effective Meeting” and in
the Team Dynamics section below. The team leader will need the commitment and contributions of other team members
to move the initiative forward. Equally important, the team needs the knowledge and input of the real experts in care
delivery — front-line care providers such as floor nurses, case managers and hospitalists. The team leader and the team
will need to recruit local champions based on service, skill or hospital geography. Whatever the format, a coordinated effort
is required across the entire spectrum of care. (See Figure 1: Anatomy of a BOOST Team.)

QI Facilitator: The Ql facilitator should be someone with experience in Ql and/or process improvement (P1). The Ql facilitator
may or may not be a physician. Knowledge about care transitions is helpful but not necessary initially, particularly since your
BOOST mentor can providethis expertise. Thisindividual playsthe pivotal role of ensuring that the teamfunctions constructively
andthatthe project stays ontrack. The QI facilitator should have at leasta rudimentary knowledge of QI skillsand techniques, be
prepared to acquire new tools, and have a talent for moving projects forward. For smaller scale projects, the team QI facilitator
could be the same person as the team leader, but for more ambitious projects (like Project BOOST) or for projects involving
buy-in from disparate physician and nursing groups, a separate facilitator is strongly recommended.

Project Manager: Since improving care transitions can be such a large task with many moving pieces, having a
dedicated project manager can help keep the team organized and moving forward toward its goal. This role requires project
management skills, and at times may call for the ability to balance team dynamics or introduce appropriate QI tools to help
the team analyze and understand data. As above, the project manager may be the team leader or QI facilitator, but may also
be a separate individual.

Process Owners: The front-line personnel involved in the process of providing safe, effective care transitions in the
hospital are essential for an effective team wishing to optimize the care transition process. Process owners should come
from each service (pharmacy, nursing, case management, etc.) and units on which you plan to implement BOOST (medical,
surgical, etc.). While people in positions of leadership (e.g., unit manager or head of pharmacy) may be assigned these roles
and offer critical input, the BOOST QI team must include active input from front-line staff engaged in daily delivery of patient
care. In our opinion, the sustained success of the project depends on the involvement of front-line staff. See Step 3: Clarify
Key Stakeholders, Reporting Hierarchy and Approval Process as you may wish to consider adding some key stakeholders
to your BOOST team.

Information Technology/Health Information Services Experts: From performance tracking to actual Ql interventions,
the contributions of information technology or health information system experts will be pivotal. Enlist those who can
pull data and generate reports from the electronic clinical data warehouse, assist with reporting requirements, and who
understand the hospital EMR and can be a liaison to medical records.




Team Dynamics:

While meetings with the whole team are invaluable, they can become impractical or difficult to schedule. Team
‘huddles,” where a subset of the team meets briefly to advance action items, can be very effective for overall
progress. How team members interact with one another is also important. A key dynamic for an effective team
is the removal of authority gradients (i.e., hierarchy). Since the perspective of every team member is potentially
critical, every perspective must be heard. To do that, each team member must be comfortable expressing his
or her viewpoint. Try to pick people who have reputations for being collaborators. It is up to the leader and
facilitator to enforce constructive team dynamics. (See Appendix F: “Tools for Running an Effective Meeting.”)

Team Structure:

Once you have identified the core members of your BOOST®team, including individuals representing key front-line knowledge
as well as your team leadership, it is important to recognize four additional roles you will likely need to establish to accomplish
your goals:

1.

Advisory Board

Many people who need to have a say in and understand your processes and interventions appropriately may not be able
or willing to roll up their sleeves and help with the work of the core team. Often these are individuals in leadership or
management who are critical stakeholders and can facilitate uptake and spread, but may not be able to attend all of your
meetings. This group can form an ad hoc committee with whom you meet every few months to get input and to keep
informed of updates.

. Executive Sponsor

High-level accountability is critical to programmatic success. Understanding to whom the project and project team is
beholden in your organization’s leadership structure will be a real asset. Ideally, your project team’s success should be
tied to the incentive structure of an executive sponsor. At the very least, your team should have regular meetings with
an executive leader to ensure your efforts remain on the hospital leadership’s radar. This individual ideally might be the
Chair of your BOOST Advisory Board. Remaining accountable also then allows your team to request resources, ask for
assistance with eliminating barriers, and to gain help with shaping the environmental culture of your organization in a way
that aligns your work with hospital priorities and vice versa. (See Step 4 below.)

. Subgroups

Often, the work of the BOOST team is done in small groups of three to five people. These subgroups are focused on
specific key topic areas of care transitions, such as patient education or follow-up care. (See Step 4: Survey Previous
or Ongoing Efforts and Resources for more information on key topic areas.) Allow team members to choose to work
with a subgroup based on their own interest, but do not be afraid to assign members to specific subgroups based on
individual strengths and specific subgroup needs. These subgroups need to understand their role and mission, define
their processes and develop metrics to assess their impact, similar to the core group as a whole. (See Step 6 on metrics.)
Subgroups may come and go over the life of the project; however, they should report their progress to the core team and
be accountable to that group.
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4. Ad Hoc Expertise and Support

While your project team may have a lot of experience, including everyone you might need would yield an unwieldy and
unmanageable team. The subgroups mentioned above can bring in additional help from individuals with expertise in
the area of focus who are not part of the core team. For example, if you decide to address issues surrounding patient
education, you may wish to bring in a literacy specialist, a patient and family/caregiver, and a patient education specialist
who can work with one or more members of your core team to form a patient education subgroup.

One additional important note about your team — it is common and tempting to focus solely on the processes patients
experience in the hospital when sites roll out Project BOOST®. Unfortunately, that neglects critical aspects of what happens
after the patient leaves. After discharge, patients experience all kinds of difficulties and complexities that typically fall into the
laps of the ambulatory providers or the emergency department. Many of these issues were initiated in the hospital or caused
by the hospitalization. Therefore, it is important for BOOST teams to involve, communicate with, and educate ambulatory and
other post-acute care providers on new efforts that have direct impact on patients after they leave the hospital so that these
providers can help effectively to receive the patient into their care after the hospitalization. These providers need to be a part
of your team and provided an opportunity to review suggestions and contribute feedback. Some BOOST teams have included
amember of their local skilled nursing facilities, for example, and later set up regular meetings or gone on trips to visit them.

Once the team and subgroups are formed, keep an updated list of the names and contact information for the Project BOOST
team members. We have provided a team roster for you in Appendix G: “Tools for Care Transition Improvement Team Roster.”
An example of how to organize your BOOST team is shown on the following page.




Figure 1: Anatomy of a BOOST® Team
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TASK

Form your BOOST team and subgroups.
Time Frame: 1 to 2 weeks
Action Item:

1. CreateyourBOOSTteam (includingyourcoreteamand Advisory Board)andbegintoidentifyany preliminary
ad hoc and subgroups members. In Appendix E: “Record Your Work,” detail your BOOST team and
subgroup rosters.
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Step 3: Clarify Key Stakeholders,
Reporting Hierarchy and Approval Process

Every improvement effort has stakeholders — individuals, committees or departments — who are affected by, and/or
have an interest in, the results of that improvement effort. Since optimizing care transitions can broadly affect many care
processes in the hospital, you may find that your Project BOOST® team has many stakeholders. You should identify these
stakeholders early on, and regularly inform them of your efforts to improve the care transition process. These stakeholders
can become some of your strongest advocates.

Typically, stakeholder groups will include:

¢ Hospital leadership e Patient safety and/or quality improvement committees
® Nurses * Hospital finance department

e (Case managers e Skilled nursing facilities, long-term acute care facilities,
o Discharge planners home health agencies

e Social workers * Chief residents and residency program directors,

if present at your hospital
e Hospital information technology leadership
e Patient and family/caregiver representatives

® Hospital-based physicians
e Primary care physicians
® Pharmacists

You can list your key stakeholders on the form provided in Appendix H: “Tool for Identifying Key Stakeholders, Committees
and Groups.” Once you have compiled a list of key stakeholders, consider scheduling regular meetings or “report out”
sessions to update these stakeholders on progress. Stakeholder awareness, and preferably the overt “buy-in” of your work,
will be important to support early adoption of the interventions. Furthermore, stakeholder support can help you procure
needed resources, including people, and advance educational efforts surrounding the improvement effort. Including them
on your BOOST Advisory Board or in relevant subgroups may be a successful approach to engaging them.

As noted in Step 1, it is also critical to understand your reporting structure. To whom does the core BOOST team answer for
its successes, and, more important, from whom do they seek help to remove barriers to successful implementation? Once
you've identified a clear chain of command, list the reporting structure and approval process for your interventions on the
form provided in Appendix H. As with stakeholders, we recommend scheduling regular meetings with those senior leaders
who have committed to help you be successful in your efforts. Additionally, these senior leaders can and should hold your
project team accountable for its work, but also be invested in seeing you succeed. Thus, having an executive sponsor
who is also accountable for your success is quite important. Establishing an effective communication plan will advertise
the initiative and mitigate the potential for unwelcome surprises. A “BOOST Newsletter” can be an easy way to inform
stakeholders and advertise your activities.

TASK

Identify key stakeholders, reporting hierarchy and approval process.

Time Frame: 1 {0 2 weeks
Action ltem:

1. Meet with your senior executive sponsor and advisory board. Identify key stakeholders, reporting hierarchy
and approval process, and list them in Appendix E: “Record Your Work.”
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Step 4: Survey Previous or
Ongoing Efforts and Resources

You may find that, while building your Project BOOST® team, there are people at your hospital working on similar issues
surrounding care transitions. Seize this opportunity to collaborate and avoid duplicate work. Attempting to “go it alone” depletes
institutional resources and may lead to conflict later, undermining both teams’ efforts. Engaging your hospital leadership to
support this collaboration will increase the likelihood of success for overall improvement of care transitions. Such partnership
opportunities highlight the need for your team to survey the hospital for prior or ongoing efforts surrounding care transitions.

To help your team conduct this survey of ongoing efforts, and to identify other potential resources, we suggest you focus on
the following key areas:

e Quality improvement infrastructure: What is the existing quality improvement infrastructure? What support or
services are available for this project? Are there any ongoing quality improvement initiatives to learn from, collaborate
with or leverage? Are there any initiatives that could influence support for Project BOOST, such as initiatives to prevent
readmissions? What other programs are targeting high-risk patients and include community outreach?

¢ Data flow/metrics: Who collects and tracks your readmission data and other data such as length of stay and patient
satisfaction? Who else is following these metrics besides your team (and for what reason are they following them)?

e Current discharge process: Is anyone else working on aspects of the discharge process? Has the process changed recently?

¢ Patient education: Who is educating patients and their families/caregivers about their illnesses and how to care for
themselves? How is patient education and discharge preparation typically conducted?

¢ Patient and family/caregiver preparedness: Are there any initiatives ongoing to better educate and prepare patients
and their families/caregivers for discharge?

o Patient satisfaction initiatives: Is anyone working to improve patient satisfaction with part or all of the hospital stay,
such as care team collaboration and effectiveness of the discharge process?

¢ Medication safety issues: Is anyone working on admission and/or discharge medication reconciliation? Is anyone
observing patients for adverse medication events after discharge?

¢ Follow-up care: Who is working on processes to ensure patients get the care they need after discharge? Is anyone
helping arrange home care services? Is anyone helping arrange follow-up medical appointments for patients with their
primary care physician?

¢ Qutreach to community physicians and/or skilled nursing facilities: Is anyone working on outreach to
community physicians and/or skilled nursing facilities? What partnerships exist between your facility and community
physicians and/or skilled nursing facilities? Look specifically for teams working on solutions similar to what you are
considering implementing at your facility. For example, can you partner with pharmacies on education for patients taking
high-risk medications? Look for any outpatient physicians working on education about chronic medical diseases so that
your hospital-based education can build on the education delivered to patients in outpatient clinics.

As described in Step 2, these categories may represent areas of focus for your subgroups. To assist your team with this survey
of ongoing institutional efforts, please see Appendix I: “Tool for Performing Institutional Assessment.”

TASK

Survey prior and ongoing care transitions improvement work.

Time Frame: 1 {0 2 weeks
Action Item:

1. Each subgroup should survey prior or ongoing improvement work in their key area. In Appendix E: “Record
Your Work,” write a few sentences detailing the results of that survey for one of your subgroups.
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Step 5: Set SMART Goals and a Timeline

7

“You've got to be very careful if you don’t know where you’re going, because you might not get there.
— Yogi Berra

Your team needs clear direction for its efforts, and this can be reinforced with specific aims and setting goals with a timeline.
Setting goals will help the team stay focused and communicate with stakeholders. For clarity of purpose and to overcome
initial inertia, at the beginning the team needs only to agree on general goals (e.g., “reduce rehospitalizations or improve
patient preparedness for discharge”). You may have already set some goals when you secured institutional support and met
with your key stakeholders.

Once you have established preliminary goals, your team should work to narrow the scope of those goals. We recommend
using the SMART approach to goal definition — transform your general goal statements into statements that are Specific,
Measurable, Achievable (but also Aggressive), Relevant and Time-bound. For example, your initial goal may have been to
“reduce readmissions,” but once you make it SMART, it now becomes “to reduce readmissions by 10% on medical floor
5G within 6 months.”

Selecting a time course for each step within your project is important to allow the group an overarching idea of timeline.
The timeline for each step should be ambitious but also realistic. For piloting a single improvement intervention on a
single medical floor, a timeline of 12 weeks is reasonable. For spreading a series of improvement changes across an entire
system, 12 to 18 months may be necessary. This will depend on how adept your system and team members are at quality
improvement and accepting of change. When creating a timeline, be sure to take into account known events such as holidays
and required review and approval processes for various steps of your intervention. For example, if your institution requires
that new forms be vetted through a forms committee, your timeline should take into account when that group meets and the
duration of the review process.

Once the team has decided upon SMART goals and a timeline, list those goals on the form in Appendix J: “Tools for
Establishing General Aims.” If you are participating in a Project BOOST® Mentored Implementation Program, your Project
BOOST mentor will likely begin reviewing these goals with you at the kickoff and throughout the effort to help ensure the
goals are attainable and realistic. The team leader should review those goals with the senior executive sponsor and select
stakeholders. Once your goals are approved, share them widely and detail for each of the stakeholders how the goals support
their priorities. Ensuring support of the goals and timeline will help the team to remove barriers to success in the future.

)] TASK

Set SMART goals and a timeline for achieving those goals.

Time Frame: 1 to 2 weeks
Action ltem:

1. As a team, and with the help of your executive sponsor, set SMART goals and a timeline for achieving
those goals. List those goals and the timeline in Appendix E: “Record Your Work.”




Step 6: Decide on Key Metrics
and a Measurement Plan

Now that your team has its goals and timeline in place, it is time to decide how you will measure your success. Much like
road signs on a highway, your data will tell you if you are heading in the right direction and allow you to adjust your efforts
to achieve your goals.

Three types of metrics are based on Donabedian’s framework for quality improvement in healthcare':

¢ Qutcome: Metrics that tell us if we are accomplishing the aim. These metrics are often related to results that affect
a patient’s health, or stakeholder’s interest (e.g., number of unnecessary readmissions; average length of stay;
satisfaction).

* Process: Metrics that tell us how the process is working, and if the change we implemented is occurring. These
metrics tell us how the system or process is behaving (e.g., percent of patients screened for readmission risk
factors; percent of patients undergoing assessment of understanding with Teach Back; conversion of all discharge
instructions to a new patient-centered form).

o Structure: Metrics that tell us if the equipment and personnel of a care delivery structure are in place to support
the care delivery processes. These metrics tell us how the system of care is organized (e.g., nursing staffing ratios;
patient education material available for nurses to use during Teach Back).

You may also want to consider a fourth category of metrics:

¢ Balancing: Metrics that tell us if the improvement we have implemented has influenced the process in other ways not
anticipated (e.g., if nurses are now screening patients for readmission risk factors, is the time it takes for the nurses to
screen patients causing delays in patient care elsewhere during the day, such as delays in administering medications?).

It is important to have a balanced set of metrics so as to understand completely how the care delivery process is improving. With
Project BOOST®, important outcome metrics are often lagging, with results sometimes not available for review for 30 to 90 days.
Such lagging metrics make it difficult for teams to adjust their care delivery processes in real time. Furthermore, experience with
prior Project BOOST teams has shown that outcome metrics such as readmission rates for the hospital overall may not improve
for 12 months after a team has begun implementing the BOOST tools. It is important, therefore, that your team focus on measuring
and celebrating your successes with process metrics. For example, your team should concentrate on implementing and measuring
an effective process to screen patients for readmission risk factors. Once this process is implemented, your team should celebrate
that success; do not be discouraged if the newly implemented screening process has not had an immediate impact on
readmission rates.

|dentifying success stories and sharing them with staff is another powerful way to garner local support. For example, share
a patient’s compliments about how attentive and understanding the nursing staff was with discharge education and setting
up outpatient follow-up. Feature that nurse in the hospital newsletter.

)] TASK

Decide on key metrics and a measurement plan.

Time Frame: 1 to 2 weeks
Action ltem:

1. Decide on key metrics and a measurement plan. Try to include structural, process, and outcome measures
for your planned interventions and, perhaps, balancing measures as well. List those metrics, and describe
the plan in Appendix E: “Record Your Work.”
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Step 7: Choose a Hospital Care Unit on
Which to Implement BOOST®

Choosing the right inpatient unit is a critical step to ensure your team is successful at improving care transitions. By
focusing the improvement efforts on one unit, you keep the project small and manageable. Such a focus also helps clarify
for the front-line staff their new roles and responsibilities for the improved care transition process. Furthermore, keeping the
effort confined to one unit engages the front-line staff in the effort, and gives them a sense of ownership of the work. Finally,
having a defined BOOST unit makes the unit and their efforts clearly visible to patients, visitors, staff and senior executives.
We strongly advise choosing a unit in which to implement Project BOOST, and advise against implementing BOOST for a
specific patient population, such as all patients with heart failure. From our experience, trying to improve the care transition
process for some patients, and not others, becomes very burdensome to the staff.

Good characteristics of a BOOST unit include:

 Prior success with process improvement efforts

e Good interprofessional unit leadership

e Front-line staff engagement and capacity to participate in the change effort.

Once you have chosena BOOST unit, you should also choose a “control” unit. Ideally, this unit will have similar characteristics
to your BOOST unit, including number of beds, types of patients, staff and leadership structure. As you improve the care

transition process, you will want to compare the results of the BOOST unit to those of the control unit. Having a control unit
that closely resembles the BOOST unit also makes that control unit fertile ground for spread.

) TASK

Choose a BOOST unit and a control unit.

Time Frame: 1 to 2 weeks
Action Item:
1.Choose your BOOST and control units. Describe the details of the units in Appendix E: “Record Your Work.”




Project BOOST®: Sample Project Plan

While all BOOST sites will be working to improve the discharge process using a specific set of interventions, each experience
of implementing BOOST will be unique. The culture at your institution, characteristics and availability of key team members,
fiscal climate and other site-specific variables will influence who will be involved in your project, how those people interact
and in which forums, how work gets done and the order in which some tasks are undertaken. The reality of clinical quality
improvement is that no two sites are the same. However, there are some common steps along the way that most if not all
BOOST teams will take. Certain tasks will have to be completed; certain stakeholders will have to be engaged, no matter
the institutional culture or core team composition. Below is a general framework for your project, which is meant to serve
as a guide for your project planning. While there is some sequential linearity to the process, parallel processing will also
be required to advance the project. Specific tasks involved in the steps listed below are addressed in detail throughout the
BOOST Implementation Guide. As you progress in your initiative, you will likely need to develop a more detailed project
plan and timeline.

BOOST Kickoff
Meeting

Lay foundation
0-3 months

Understand the
current state
1-6 months

Implement changes
3-18 months
Sustain and spread
12-24 months

0 6 12 18 24
Months
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Lay the foundation for improvement (months 0-3)

e This planning begins the Plan-Do-Study-Act (PDSA) approach with some “plan” and “do” activities.
¢ Understand why improving care transitions is important to your organization.

¢ Survey prior improvement efforts for care transitions.

e Secure institutional support for the initiative: engage senior leaders and secure needed resources.

e Assemble an interprofessional team that is focused on improving the quality of care transitions in your
institution.

e Clarify stakeholders and reporting hierarchy for your initiative.

¢ Develop a communication plan.

¢ Develop specific aims or goals that are time defined, measurable and achievable.

¢ Decide on key metrics and assemble baseline data that describe current performance.
e Choose a BOOST® unit in which to implement and study the improvement.

Understand the current state (months 1-6)

¢ Analyze the current discharge process to gain a full understanding of the status quo and how all stakeholders
(physicians and hospital staff, house staff, patients and families/caregivers, your administration) contribute to or are
affected by the current processes.

e |dentify other activities that can support or hinder BOOST implementation.

e Establish a data collection plan of key metrics.

¢ Conduct root cause analyses as to where, when and why your current process fails.
e Select and tailor interventions to fix root causes.

¢ Develop an evaluation plan.

Implement changes (months 3-18)
e Implement solutions using the PDSA process. To do so, you will need to:
O Redesign care processes to incorporate your new solution.

0 Engage in staff education and outreach to ensure that all stakeholders are aware of your efforts and as appropriate
have an opportunity to offer input.

0 Develop policies, procedures, forms, tools, order sets and other documents needed to support new or redesigned
DrOCESSes.

¢ Track and learn from your performance
O Analyze data and assess performance.
O Adjust intervention and implementation.

Sustain and spread (months 12-24)

e Sustain the success of your intervention.

¢ Report back to your stakeholders and front-line staff.
0 Celebrate your successes, no matter how small.

¢ Plan for spread.
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Section Il
Getting to Work on Improving Transitions of Care




Getting to Work on Improving Transitions of Care

Section | of this guide explained why we need to improve care transitions, and Section I outlined how to
ensure success in your improvement efforts. Section Il explores the actual steps that you and your team should
undertake to implement Project BOOST®.
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Understand the background context at your institution.

Understand how your current care transition process functions and where it fails.
Establish a quantitative data collection plan.

Understand why there are deficiencies in your current process.

Select and tailor interventions to fix the root causes of any deficiencies.
Implement solutions to improve your care transition process.

Track your performance.

Sustain the success of your interventions.

Report back to your stakeholders.

10) Spread the improvement.

Following these steps will lead your team through the entire Project BOOST implementation process and
increase your likelihood of success. Assistance from a Project BOOST mentor can be invaluable to guide you as
you encounter and overcome barriers.
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Step 1: Understand the Background Context
at Your Institution

Before beginning any quality improvement process, it is important to understand why improvement is needed. For Project
BOOST®, your team needs to understand why your hospital is interested in improving transitions of care. In general, failed
care transitions can cause:

¢ Adverse outcomes for patients — medication errors, clinical progression of illness, missed follow-up, avoidable
emergency department visits and rehospitalizations (see “A Patient’s Story” in Section I)

e Decreased patient and staff satisfaction

¢ \Wasted time, resources and money

e Financial penalties through reduction in reimbursement from the Centers for Medicare & Medicaid Services (CMS) and
likely other insurers
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Work with your executive sponsor, BOOST mentor and clinical staff to understand the extent and importance of these
problematic care transitions. Learn how improving transitions of care aligns with your organization’s goals. The BOOST
kickoff conference and online webinars review this information in detail.

) TASK

Understand why improving the transition of care process is important to your organization.

Time Frame: 1 to 2 weeks
Action Item:

1. In Appendix E: “Record Your Work,” write a few sentences detailing why improving the transition of care
process is important to your organization. Then discuss these statements with your BOOST mentor, your
executive sponsor and your BOOST champions to ensure that all have an appropriate and concordant
understanding of the background of the problem.




Step 2: Understand How Your Current Care Transition
Process Functions and Where It Fails

Part A: Understand the Care Transition Process — Process Mapping

Once your team understands why it is important to your organization to improve care transitions, you must understand how
your current process functions, and where it fails. You cannot improve your hospital’s care transition process if you do not
fully understand in detail how your current process functions. This step is critical for the success of your initial improvement
effort, and you should commit sufficient project team effort to it.

Improving your care transition process will likely require that multiple changes be made to that process. To see what steps in
the process need improvement, create a flow diagram of your current care transition process. By diagramming the process,
a technique called “process mapping,” your team will gain a better overall understanding of the process. In our experience
mentoring Project BOOST® implementation, this effort is the most powerful step to confirm the necessity of improving the
discharge process and the need to implement Project BOOST tools. Then, once the process has been mapped, you can
compare your existing process to the future state care transition process (see figure, BOOST Future State, in Section I). This
comparison will almost certainly reveal performance gaps or areas of redundancy that would otherwise be overlooked. Once
you have identified gaps in the process, you may then work to close them.

Process mapping requires writing down every step that happens in a given process. To assist your BOOST team, there is
a webinar on process mapping on the Society of Hospital Medicine Project BOOST Community webpage. The Institute for
Healthcare Improvement (www.ihi.org) and the American Society for Quality (www.asq.org) websites also provide in-depth
information about process mapping. Often, the major steps of the process are defined first, and then each step is analyzed
in detail (see Appendix I: “Tool for Performing Institutional Assessment”). In some cases, a single individual (such as the
team leader) can accurately define the major steps in a process. However, accurate process mapping requires a team of
individuals who participate in the actual process steps (the so-called “front line”) to elucidate what is really happening. This
factor highlights the importance of the multidisciplinary team in completing this exercise. Creating a process map at one
of your initial team meetings also serves as a terrific opportunity to engage all team members in the process and gain their
buy-in as the group identifies problems and then naturally begins to look for solutions.

Once the process has been mapped, begin to identify the gaps between the current process and the best practice. Members
of the team likely will be able to recognize these gaps and highlight them for others on the team. Your BOOST mentor is
knowledgeable about the Project BOOST tools, which are current “best practices.” These tools are described in detail in
Section IV of this guide. Ideally, this process will leave the team with a list of gaps that need to be addressed to achieve the
team’s goals, and this list will be used to select and prioritize interventions.

Below are some questions your team may want to answer while you complete the process map. The answers to these
questions can also help team members to recognize the gaps in the process.
¢ \What standardized processes already exist for care transitions?

e How often are steps in these processes actually followed (i.e., is there standardization of the discharge process on
individual units or among them)?

¢ What other elements of the discharge process can/should be standardized?

¢ \What elements of the discharge process need to be more customized to a specific patient population?
o \What checks exist to ensure critical processes occur?

¢ \Who owns each process?
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TASK

Understand how the existing care transition process operates.
Time Frame: 1 to 2 months
Action ltems:

1. Complete a process map of your existing care transition process that depicts the way the discharge process
occursontheunitwhereyouare considering beginningyourBOOST® project (see Section I, Step 7 regarding
selecting your BOOST population/site). View an example of a process map on the BOOST webpage at
www.hospitalmedicine.org/BOOST.

2. Show your process map to front-line staff, and revise the map based on their feedback. Large sheets of
paper (e.g., “butcher block paper”) and sticky notes are useful tools to describe the various steps in your
process and build the process map. This can then be readily shared with multiple staff by posting the
process map in a room shared by staff (e.g., break room) on a hospital unit. Share the process map with
your mentor to obtain feedback.

Part B: Understand the Details of the Process

Once you understand how the care transition process functions in general, it is important to develop a deeper understanding
of each step in the process. To do so, your subgroups should develop focused, more detailed process maps that examine
specific steps in your high-level process map that you completed during Part A. Work through the questions below, and
use the answers to these questions to shape your understanding of each step in the care transitions process. These maps
will be very useful as you use the Project BOOST Toolkit in Section IV to develop interventions to address areas needing
improvement.

Patient and family/caregiver preparedness for discharge

¢ When does this process start?

e Are there tools to assist in this process?

¢ How and when are patients and family/caregivers assessed regarding what their goals of care are and their
understanding
of medical issues (i.e., diagnoses, treatment, testing and results) and follow-up plan/care?

* How are patients and families/caregivers involved in the discharge preparation process?

¢ Who is responsible for teaching patients and their families/caregivers about their disease process and how to care
for themselves?

¢ Do you include information on community resources and further outpatient education if needed?

¢ Do you provide up-to-date and comprehensive written information as appropriate?

* Do you have a reliable method for educating the patient whose primary language is not English?
o Consider creating a patient and family/caregiver preparedness process map.
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Medication safety at the time of discharge
¢ How is medication reconciliation accomplished?

* How are high-risk medications addressed? What kind of standardized monitoring is in place for medications that
are high risk?

e How is patient understanding of medication administration assessed?

e How are issues related to medications and polypharmacy assessed and managed?

© How are pharmacists involved in medication safety?

* |s the expertise of the pharmacist optimally used?

¢ Have formulary issues between the inpatient and outpatient setting been identified and resolved?
0 Consider creating a medication safety process map.

Follow-up care after hospital discharge
o What is the quality of the discharge communication to the outpatient follow-up clinician?
e What is the timing of this communication?
e How is quality assessed regularly?
¢ Are there any outpatient programs available for chronic disease management?
* How is care coordinated with the follow-up clinician? What information is transmitted to the follow-up clinician?
e \What are the most common reasons for readmission?
e What is the relationship between readmission and the quality of the care transition?
o Consider creating a follow-up care process map.

Staff education about care transitions improvements

¢ \What educational resources are routinely used to educate your staff about new topics or skills?

o \What resources are available to hospital staff to provide education regarding optimizing the hospital care transitions?
e |s it widely available via intra- or Internet access?

e |s it interactive in the form of learner-based modules?

e Are the modules tailored to each specific role on the care team, such as those of nurses, physicians, case managers,
and other providers?

e |f you are at a teaching institution, is education appropriately targeted at house staff?
® |s there mandatory participation by key providers?
® |s the educational program case-based?
e |s there any method for tracking participation or competence/understanding of the most important concepts?
0 Consider creating a plan for how you will educate the BOOST® unit staff on the new/improved care transition processes.
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TASK

Understand the details of each step in the care transition process and the outcomes that each
step achieves.

Time Frame: 1 to 2 months
Action Items:

1. Each subgroup should complete a detailed process map of at least one step in the existing care transition
process. Enter one of those maps in Appendix E: “Record Your Work.”

ueld 1998loid

2. Discuss your process maps with front-line staff, and revise them based on their feedback.

3. Discuss your process maps with your BOOST® mentor.

Part C: Adding Data to Your Process Map

To fully understand how a process is working, data must be used — both qualitative and quantitative. Too often, people
rely exclusively on “numbers” (e.g., how often were patients asked if they had any questions at the time of discharge?)
and eschew observation of the actual process. Remarkably valuable information can be gleaned from taking some time to
observe the process as it occurs. While observing, assess the frequency with which each step is occurring, the consistency
of each step and the time each step takes. How much variability exists in the discharge transition process? These data will
help determine exactly how the process is performing, and which parts of the process need improvement.

@] TASK

Understand the performance of the process by collecting data on how each step of your
discharge process is functioning during actual care delivery.

Time Frame: 1 month
Action Items:

1. Observe each step in the care transition process. Gollect key process data on these steps. For example,
observe if and how the patient receives discharge instructions. Determine if, in fact, the patient understands
those instructions. Was the patient simply asked “Do you understand?” or did the nurse or physician
confirm understanding by assessing comprehension using the Teach Back approach? (See Appendix
A: “Teach Back Process”.) Since the discharge process can be long, complex and involve several team
members, you may want to have each mini-team observe part of the process.

2. Show your data and observations to your team, and discuss it with your BOOST mentor.

3. Enter your data and observations in Appendix E: “Record Your Work.”




Step 3: Establish a Quantitative Data Collection Plan

Part A: Collect Baseline Care Transition Data

In addition to collecting data on your care transition process, it is important to understand the results of the process overall.
Work with your administrative and information technology (IT) support individuals to collect and review your hospital’s care
transitions data. Data should ideally be obtained for:

 Your hospital

* Your BOOST® unit (see how to select a BOOST unit in Section 11, Step 7)

e A comparison unit (see how to select a control unit in Section Il, Step 7)

e Service line (i.e., department or division level data) may also be informative if relevant and available.

Focus on outcomes such as:

e ength of stay (LOS)
0 Monthly average among inpatients for the preceding 12 months. The ability to identify “outliers” (5% of patients with
longest LOS) will be helpful, if feasible. Alternatively, you can measure your median instead of mean LOS.

® 30-day rehospitalization rates
O All-cause 30-day rehospitalization rates among all hospitalized patients for the preceding 12 months, by month.

e Patient satisfaction
O Monthly ratings for the preceding 12 months.

- Overall satisfaction scores as well as satisfaction survey elements specific to the discharge process. These will vary
based on your survey vendor (e.g., HCAHPs, Press Ganey, Gallup). You will want to track the proportion of patients
reporting the highest level of satisfaction for each question and also the overall summary score.

- Listed below are examples of questions that your vendor may use to assess the discharge process:

“Extent felt ready for discharge”

“Speed of discharge process”

“Instructions for care at home”
“Explanations for taking medicines at home”

When you meet with your administrative and IT support individuals, a few questions should be asked:
¢ What measures does your institution use to assess the quality of its discharge processes?

e |s the methodology for acquiring and recording discharge measures standardized and reliable (that is, are there any
concerns about data integrity and accuracy)?

o Are the data communicated to the front-line staff, and if so, how?

From our experience, most of these outcome measures are lagging metrics, meaning that the results are available to the
BOOST team well after the patient has been discharged from the hospital. Some of these metrics, such as patient satisfaction
scores, take months to return. By definition, 30-day readmission rates take at least a month (and often, pragmatically, two
months) to be available. Because these metrics lag behind the actual patient experience, it is difficult for teams to make
more immediate improvement based on these data. In addition, several of these outcome measures take 12 to 24 months
to change because there are several factors that influence these measures. Consequently, we strongly suggest your team
focus on developing and measuring key processes in the care transition (see Section Il Step 6, regarding the development
of process measures) and not focus solely on outcomes.
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For example, your team may decide to work on ensuring that every patient is screened for readmission risk factors. Your
team should then establish process measures to track your improvements in this effort and celebrate improvement in them,
even if the outcome measures (i.e., readmission rates, LOS and patient satisfaction) have not yet changed. Your team should
establish the baseline rate of the processes you are working to change, such as percent of patients screened for readmission
risk factors, so you can track your improvement efforts.

It is often helpful to have a number of process measures to capture various aspects of an intended process improvement. A
few examples of common BOOST® process measures include:

e Percent of patients screened for readmission risk factors during their hospital stay

e Patient and family/caregiver understanding of diagnosis, treatment and warning signs or symptoms and response

o Rate of completion of discharge summary within 48 hours of patient discharge

e Percent of patients receiving patient-centered discharge instructions

e Percent of patients who have a post-discharge follow-up appointment scheduled prior to discharge and show rates

e Percent of p