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A Note from the Chair of the Most Responsible 
Physician Care Program Expert Panel 

As the Chair of MRP Care Program Expert Panel (see Appendix for Expert Panel membership), I am 
proud to be working with such an outstanding group that is committed to ensuring better MRP care 
delivery and am delighted at the excellent participation from MRPs across Ontario. Through your 
effort and participation, we are making a difference in improving the care delivery processes for 
countless patients that receive hospital care each year. We are thrilled with the QIPs that we received 
from MRP groups and can see that Quality Improvement Planning has resulted in the identification of 
impactful initiatives across the province. 

This document is intended to provide physician groups with the guidance to successfully deploy the 
QIPs that were developed by MRP groups.  The Expert Panel believes that the contents of this document will not only be a 
beneficial starting point for implementation, but will also enable physicians to connect with their peers across the province. 

Section 1 of the document is a compilation of quality improvement implementation supports that are aligned with the 
initiatives that MRP groups are pursuing in their QIPs.  These supports include content that is available on various quality-
focused websites (e.g. Safer Healthcare Now, Society of Hospital Medicine), publicly-available documents (e.g. OHA 
Guidebook for Patient Safety), and site visits that the Expert Panel conducted in the fall of 2009. 

Section 2 of the document presents the list of initiative topics that each MRP group has outlined in its QIP. The name of the 
hospital and the physician group lead is provided for each initiative to encourage peer-to-peer learning. 

The MRP QIP Implementation Supports Reference Guide is a first step towards supporting hospitals and physicians in their 
quality improvement journey.  The MRP Care Program Expert Panel, in collaboration with the University of Toronto Centre 
for Patient Safety and other partners, will continue to develop and deliver other supports for MRP groups in the coming 
months. 

Acknowledgements: 
• We would like to thank the hospitals and physician groups that granted us permission to share their documents with the 

broader community 
• We would also like to thank the members of the MRP Care Program Expert Panel that volunteered their time to review 

the contents of this document 
 

Disclaimer on content:  
Physicians should use this content as a starting point in implementation. Please note that not all content will be 
relevant and appropriate for all groups and hospitals  

 

Please forward any questions, concerns or suggestions for improvement to MRPCare@Ontario.ca 

Kind Regards, 

 

Dr. Bob Bell 
Chair of MRP Care Program Expert Panel 

mailto:MRPCare@Ontario.ca
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For guidance and support relating to broader hospital QIPs under the Excellent Care for All Act (ECFAA), please refer to 
the Quality Improvement Plan Guidance Document for 2012/13 published by the Ministry of Health and Long-Term Care 
(Link). The ECFAA guidance materials encourage hospitals to align QIP strategies with their respective MRP programs to 
ensure clinicians are engaged in quality improvement across the health care system, and highlight change ideas and 
additional resources that hospitals may wish to reference while developing and implementing their QIP.  

 

http://www.health.gov.on.ca/en/ms/ecfa/pro/updates/qualityimprove/qip_update_20111122.pdf
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1.0 Supports for MRP Program Governance 
 

In 2009, the MRP Expert Panel performed an on-the-ground review of 20 inpatient programs across Ontario. Although the 
structure of each program varied drastically from hospital to hospital, all successful programs exhibited strong governance 
and structures. Regardless of the model employed, we have found that successful MRP inpatient programs have 5 common 
attributes: 

• Defined Scope: The program has a compelling vision and defined scope; focuses concurrently on utilization and 
quality; and provides value across the organization 

• Strong Leadership: The program is led by individuals who set clear vision and targets; have a passion for inpatient 
care; are demanding yet committed to the development of the team; and demonstrate insight in program delivery 

• Effective Organization: The program is represented by hospital and program leadership; employs incentives that align 
with hospital and program objectives; and use robust systems, processes and technology to deliver efficient and 
effective care of a high quality 

• Performance Culture: The culture encourages continuous learning and improvement and has a strong performance 
ethic with rewards linked to performance 

• Committed Team: Providers that are part of the program are motivated and attracted to the value proposition offered 
by the program; and have skills that align with their role expectations 

The quality improvement (QI) supports listed in this section are intended to provide some guidance and direction to MRP 
groups that are in the process of starting up or formalizing their program structure. The supports primarily consist of 
governance policies (e.g. Physician-On-Call Policy, Hospitalist Scope of Services, etc.) that some of the successful MRP 
programs leverage in their design.  

 
NAME OF 
TOOL- 

DESCRIPTION OF QUALITY 
IMPROVEMENT INITIATIVE 

HOSPITAL OWNER / 
CHAMPION 

SOURCE DESCRIPTION 
OF TOOL 

LINK 

Physician 
On Call 
Policy 

The policy outlines the various 
procedures and rules that each 
participating physician must 
follow to ensure an effective on 
call program. 

Lakeridge 
Health 
Corporation 

n/a Site visit 2-page 
document 
describing 
physician 
on-call 
policy 

Physician On Call 
Policy.pdf  

Lead 
Hospitalist 
Position 
Description 

The Lead Hospitalist Position 
Description document describes 
the Lead Hospitalist's primary 
function, clinical roles and 
responsibilities and administrative 
roles and responsibilities. The 
document also describes the 
necessary skills and requirements 
that the candidate must have 
before becoming the Lead 
Hospitalist. Time commitment 
and total remuneration are also 
included. 

Orillia 
Soldiers' 
Memorial 
Hospital 

n/a Site visit 2-page 
document 
describing 
lead 
hospitalist 
roles and 
responsibili-
ties 

Lead Hospitalist 
Position Description.p 
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NAME OF 
TOOL- 

DESCRIPTION OF QUALITY 
IMPROVEMENT INITIATIVE 

HOSPITAL OWNER / 
CHAMPION 

SOURCE DESCRIPTION 
OF TOOL 

LINK 

Hospitalist 
Contract 

The Hospitalist Contract 
document is an example of a 
contract between a physician and 
a hospital that describes the 
services that the physician will 
provide as a Hospitalist. The 
contract includes the 
responsibilities of the physician, 
the responsibilities of the hospital, 
the duration of the contract, etc. 

Orillia 
Soldiers' 
Memorial 
Hospital 

n/a Site visit 2-page 
document of 
hospitalist 
contact 

Hospitalist 
Contract.pdf  

Hospitalist 
Scope of 
Service 

The Hospitalist Scope of Service 
document describes the 
Hospitalist Services at a specific 
hospital and defines the 
principles, the role of the 
Hospitalist, the reporting 
structure, a definition for a 
Hospitalist patient and 3 different 
options for the structure of the 
program. 

Orillia 
Soldiers' 
Memorial 
Hospital 

n/a Site visit 7-page 
document 
describing 
provision of 
acute 
services 

Hospitalist Scope of 
Service.pdf  

Indicator 
Dashboard 
for Patient 
Safety and 
Quality of 
Care 

A one page report was developed 
which describes 61 key quality 
indicators for a 13-month period, 
organized by the following 
dimensions: Safe, Timely, 
Effective, Efficient, Equitable and 
Patient-centred care. The report 
highlights issues in a number of 
areas and allows senior leadership 
to easily identify trends for each 
indicator. 

Hospital for 
Sick 
Children 

Amanda 
Hurdowar, 
Quality Analyst; 
Polly Stevens, 
Director of 
Quality and 
Risk 
Management 

"A Guidebook to 
Patient Safety 
Leading Practices: 
2010" – OHA, 
page 12-13 

1page Excel 
spreadsheet  

 

Monday 
Morning 
Safety 
Huddle 

The Monday Morning Huddle 
(MMH) is a 10-15 minute 
meeting attended by VPs and 
directors , where 11 quality 
indicators (e.g.. hand hygiene 
compliance, hospital acquired 
infection, patient falls, etc.) are 
discussed. The MMH allows for 
"real time" monitoring of trends 
and proactive management. 

Windsor 
Regional 
Hospital 

Karen 
McCullough, 
VP Acute Care 
Services/ 
Chief Nursing 
Executive; 
Corry O'Neil, 
Director of 
Organizational 
Effectiveness 

"A Guidebook to 
Patient Safety 
Leading Practices: 
2010" – OHA, 
page 15 

10-15 minute 
meeting to 
discuss 11 
quality 
indicators 

 

http://www.oha.com/KnowledgeCentre/Library/Documents/Final%20-%20Patient%20Safety%20Guidebook.pdf
http://www.oha.com/KnowledgeCentre/Library/Documents/Final%20-%20Patient%20Safety%20Guidebook.pdf
http://www.oha.com/KnowledgeCentre/Library/Documents/Final - Patient Safety Guidebook.pdf�
http://www.oha.com/KnowledgeCentre/Library/Documents/Final - Patient Safety Guidebook.pdf�
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2.0 Daily Management 
 

Using standardized approaches to daily management processes may help improve accountability for patient care plans (e.g. 
bullet rounds and team meetings) and patient safety and quality (e.g. hand hygiene and medication reconciliation). 

Bullet rounds (Section 2.1.1) are a forum for Nursing, Allied Health, and members of the MRP Group to review the plan of 
care for patients on Medical and Surgical (Med/Surg) Units. The discussions facilitate communication of important 
information to the entire care team.  By developing a process for bullet rounds, the team is able to achieve better 
communication and positively impact the patient experience by decreasing unnecessary delay in investigation & treatment 
and reducing length of stay.  Bullet rounds may allow for earlier discharges, lower costs resulting from shorter lengths of 
stay, and may free up capacity for other patients. The following provides a sample of literature on bullet rounds: 

• “Patterns of Communication at Interdisciplinary Patient Care Meetings: Implications for the Use of Information 
Technology.” Vanessa Vogwill. Click here for link. 

Hand hygiene protocols (Section 2.1.2) are important to protect both patients and health care providers from the spread of 
infections. Although hand hygiene is only one component in the battle of cross infection, increasing hand hygiene alone can 
reduce the risk of patients acquiring infections. The following list provides a sample of literature on hand hygiene protocols: 

• “Implementing Effective Hand Hygiene Programs in Healthcare.” Dr. Allison McGreer. 
Click here for link. 

• “Effect of an Evidence-Based Hand Washing Policy on Hand Washing Rates and False-Positive Coagulase Negative 
Staphylococcus Blood and Cerebrospinal Fluid Culture Rates in a Level III NICU.” Paul J Sharek, et al. Click here for 
link. 

• “Outcomes of an infection prevention project focusing on hand hygiene and isolation practices.” Aragon D, Sole ML, 
Brown S. Click here for link. 

Medication reconciliation (Section 2.1.3) is a process by which patients and health care providers ensure accurate and 
complete medication information is transferred across the continuum of care (including admission and discharge from 
hospital).  The goal of the medication reconciliation process is to prevent adverse drug reactions. The following list provides 
a sample of literature on medication reconciliation. 

• “Clinical Outcomes of a Home-Based Medication Reconciliation Program After Discharge from a Skilled Nursing 
Facility.” Thomas Delate, Ph.D.; Elizabeth A. Chester, PharmD; Troy W. Stubbings, PharmD; Carol A. Barnes, MS. 
Click here for link. 

• “Clinical Outcomes of a Home-Based Medication Reconciliation Program: Results.” Drs. Delate, Chester and 
Stubbings, et al. Click here for link. 

• “Critical Elements of Transitions of Care Work: Medication Reconciliation and Management.” David Puttney, Pharm 
D. Click here for link. 

http://www.hft.org/HFT06/paper06/25_Vogwill.pdf
http://microbiology.mtsinai.on.ca/research/hand-hygiene/Hand%20Hygiene%20Focus%20Group%20Protocol.pdf
http://www.nature.com/jp/journal/v22/n2/full/7210661a.html
http://www.nature.com/jp/journal/v22/n2/full/7210661a.html
http://www.ncbi.nlm.nih.gov/pubmed/15876879
http://www.medscape.com/viewarticle/572704
http://www.medscape.com/viewarticle/572704_3
http://www.careforelders.org/html/Medication_Reconciliation_and_Management%5B1%5D%20%5BCompatibility%20Mode%5D.pdf
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2.1 Bullet Rounds and Team Meetings 
NAME OF TOOL DESCRIPTION OF QUALITY 

IMPROVEMENT INITIATIVE 
HOSPITAL OWNER / 

CHAMPION 
SOURCE DESCRIPTION 

OF TOOL 
LINK 

Patient safety 
leadership 
WalkRounds
™ 

Senior leaders wishing to 
demonstrate their commitment 
to safety and learn about the 
safety issues in their own 
organization can do so by 
making regular rounds for the 
sole purpose of discussing safety 
with the staff. 

Institute for 
Healthcare 
ImprovementC
ambridge, 
Massachusetts, 
USA 

n/a IHI Briefing 
 

 

Morbidity and 
mortality 
rounds 

In keeping with the current 
emphasis on quality 
improvement and patient safety, 
a Canadian division of general 
internal medicine began holding 
weekly morbidity and mortality 
rounds (M&MRs) with 
postgraduate trainees. 

Sunnybrook 
Health 
Sciences 
Centre 

Dr Edward 
Etchells, 
Sunnybrook 
Health 
Sciences 
Centre 

Centre for 
Patient Safety 

Study 
explaining 
how M&MR 
were used 

 
 

Advancing the 
Board's Patient 
Safety 
Competency 

UHN developed a program 
called "Snapshots of Safety", 
where the Patient Safety Officer 
highlights a current issue to 
facilitate discussion during 
monthly meetings. The 
discussion is scheduled at the 
beginning of meetings to engage 
members, and a time limit of 10 
minutes ensures a concise 
discussion. 

University 
Health 
Network 

Emily Musing, 
Patient Safety 
Officer; Dr. 
Charles Chan, 
VP Medical 
Affairs and 
Quality 

"A Guidebook 
to Patient Safety 
Leading 
Practices: 2010" 
– OHA, page 10 

Status 
meeting 
description 

 
 

 

2.2 Hand Hygiene Compliance 
NAME OF TOOL DESCRIPTION OF QUALITY 

IMPROVEMENT INITIATIVE 
HOSPITAL OWNER / 

CHAMPION 
SOURCE DESCRIPTION 

OF TOOL 
LINK 

Hand Hygiene 
Compliance 
Campaign 

Creating improvement strategies 
which focus on availability of 
alcohol based hand rub, 
increasing the number of audits 
and creating mandatory 
educational session for all health 
care providers. 

Timmins & 
District 
Hospital 

Jennifer Plant, 
Organizational 
Quality and 
Patient Safety 
Leader 

"A Guidebook 
to Patient Safety 
Leading 
Practices: 2010" 
– OHA, 
page 40-41 

2-page case 
study 
outlining 
campaign 
and results 

 

http://www.ihi.org/knowledge/Pages/Tools/PatientSafetyLeadershipWalkRounds.aspx
http://www.ncbi.nlm.nih.gov/pubmed/2060
http://www.oha.com/KnowledgeCentre/Library/Documents/Final%20-%20Patient%20Safety%20Guidebook.pdf
http://www.oha.com/KnowledgeCentre/Library/Documents/Final%20-%20Patient%20Safety%20Guidebook.pdf
http://www.ihi.org/knowledge/Pages/Tools/PatientSafetyLeadershipWalkRounds.aspx�
http://www.ncbi.nlm.nih.gov/pubmed/2060�
http://www.oha.com/KnowledgeCentre/Library/Documents/Final - Patient Safety Guidebook.pdf�
http://www.oha.com/KnowledgeCentre/Library/Documents/Final - Patient Safety Guidebook.pdf�
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2.3 Medication Reconciliation 
NAME OF TOOL DESCRIPTION OF QUALITY IMPROVEMENT 

INITIATIVE 
HOSPITAL OWNER / 

CHAMPION 
SOURCE DESCRIPTION 

OF TOOL 
LINK 

Best Possible 
Medication 
History 

The Best Possible Medication 
History program is for all patients 
admitted to a Hospital through the 
emergency room (ER). The BPMH 
is a complete list of all medications 
both prescribed and over the 
counter, which is confirmed by the 
patient if possible, and at least one 
other source. 

Ross 
Memorial 
Hospital 

Kim McGuire; 
Susan 
MacDonald 

"A Guidebook 
to Patient 
Safety Leading 
Practices: 
2010" – OHA, 
pages 32-33 

1-page case 
study on 
importance 
of med rec at 
admissions 

 

Admission 
orders for 
medications 
prior to 
admissions 

The template aims to capture a 
patient’s medication history prior to 
being admitted. It is kept separate 
from new medications initiated at 
admission. 

Emory 
Crawford 
Long 
Hospital 

n/a Society of 
Hospital 
Medicine 

1-page 
template 
indicating 
medications 
being taken 
prior to 
admissions 

Admission orders for 
medication prior to ad 

Trigger tool 
for measuring 
adverse drug 
events 

The Trigger Tool for Measuring 
Adverse Drug Events (ADE) 
provides instructions for conducting 
a retrospective review of patient 
records using triggers to identify 
possible ADEs. This tool includes a 
list of known ADE triggers and 
instructions for measuring the 
number and degree of harmful 
medication events. The tool 
provides instructions and forms for 
collecting the data you need to 
measure ADEs per 1,000 Doses and 
Percent of Admissions with an 
ADE. 

n/a n/a IHI Briefing 
 

MedRec at 
admissions 

Medication reconciliation (Med 
Rec) at admission is the process of 
obtaining the best-possible 
medication history (BPMH), and 
using this list to provide correct 
medications to patients at the time 
of hospital admission. 

Sunnybrook 
Health 
Sciences 
Centre 

Dr Edward 
Etchells, 
Sunnybrook 
Health 
Sciences 
Centre 

Centre for 
Patient Safety 

Description 
of case  

Medication 
Reconciliation 
resources from 
Safer 
Healthcare 
Now! 

Safer Healthcare Now! has 
compiled a list of Medication 
Reconciliation Canadian resources 
that include “Getting Started” 
guidelines, videos that outline Med 
Rec procedures at various Canadian 
hospitals including presentations 
and posters. 

Multiple Safer 
Healthcare 
Now! 

Safer 
Healthcare 
Now! 

Repository 
of Med Rec 
resources 

 

 

http://www.oha.com/KnowledgeCentre/Library/Documents/Final%20-%20Patient%20Safety%20Guidebook.pdf
http://www.ihi.org/knowledge/Pages/Tools/TriggerToolforMeasuringAdverseDrugEvents.aspx
http://qualitysafety.bmj.com/content/19/5/369.ext
http://www.saferhealthcarenow.ca/EN/Interventions/medrec/Pages/default.aspx
http://www.oha.com/KnowledgeCentre/Library/Documents/Final - Patient Safety Guidebook.pdf�
http://www.ihi.org/knowledge/Pages/Tools/TriggerToolforMeasuringAdverseDrugEvents.aspx�
http://qualitysafety.bmj.com/content/19/5/369.ext�
http://www.saferhealthcarenow.ca/EN/Interventions/medrec/Pages/default.aspx�
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2.4 Incident Reporting and Investigation 
NAME OF TOOL DESCRIPTION OF QUALITY IMPROVEMENT 

INITIATIVE 
HOSPITAL OWNER / 

CHAMPION 
SOURCE DESCRIPTION 

OF TOOL 
LINK 

Checklist for 
Disclosure of 
Incident 
Resulting in 
Significant 
Harm (for 
Care Providers 
and Quality 
Safety 
Facilitator) 

The Toronto East General 
Hospitaldrafted a checklist for 
providers and the Quality Safety 
Facilitator that highlights the 
appropriate steps that should be 
followed when handling an incident 
resulting in significant harm.  

Toronto 
East 
General 
Hospital 

n/a Site visit Checklist 
Checklist for 

Disclosure Guide for C   
 

 

Checklist for 
Disclosure Guide for O 

Conducting an 
Incident 
Investigation / 
Review 

This policy/procedure helps ensure that 
incidents are investigated in a timely 
manner, so that root causes for actual 
and potential events are identified and 
system improvements are 
implemented. Incident reporting 
provides a mechanism for reporting 
events that compromise safety and 
patient care.  

Toronto 
East 
General 
Hospital 

n/a Site Visit Policy and 
procedure 
document 

Conducting an 
Incident Investigation 

Critical 
Incident 
Reporting 
Diagram 

Illustrates the reporting process and 
required steps to take if a critical 
incident occurs at the hospital. Also 
provides the definition of a critical 
incident.  

Toronto 
East 
General 
Hospital 

n/a Site visit Reporting 
diagram Critical Incident 

Reporting Diagram.pd 

Reporting an 
Incident 
Including 
Critical 
Incidents 

The purpose of this policy/procedure is 
to ensure that hospital staff properly 
identify and report incidents in a timely 
manner.  

Toronto 
East 
General 
Hospital 

n/a Site visit Policy and 
procedure 
document 

Reporting an 
Incident including criti   
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3.0 Patient Flow 
 

Many hospitals and MRP groups are focusing their QI efforts on the patient journey not only within the hospital but also 
beyond its walls. Some of the key themes of the MRP QIPs include more effective discharge planning, increased follow-up 
communication with patients, improved communications with primary care providers, and improved linkages with other 
community supports – all of which have an impact on improving the patient’s continuity of care and enhancing the 
experience of the patient and the family. 

Patient flow within the hospital (Section 2.2.1) is an important area of focus for MRP groups, as it helps to facilitate patient 
handover from one provider to the next. This is especially important for patients who receive MRP care from multiple 
physicians during their stay at the hospital. Communication tools (e.g. handover notes) and guidelines for transfers of care 
are examples of initiatives that aim to improve the patient experience within the hospital. 

More effective discharge planning (Section 2.2.2) is another lever for improving patient flow.  Physicians often do not 
communicate the discharge plan until too late in the patient’s hospital stay, forcing the care team to scramble in order to get 
the necessary arrangements made. Time is lost if the discharge destination is a subsequent care facility such as a long-term 
care home or rehabilitation hospital, since these programs have eligibility requirements and the application process takes 
time. With very little notice of impending discharge, families are not able to arrange transportation in a timely manner and 
referrals to CCAC are often made late in the process, thereby creating bottlenecks. Effective discharge planning can help 
reduce the above issues. 

Patients being cared for by different physicians in the hospital and in the community require enhanced communication 
(Section 2.2.3) to ensure quality care is provided across the continuum. Specifically, transition from a hospital-based MRP 
to a community-based Primary Care Physician (PCP) is generally a non-standardized process that is often managed poorly. 
By enhancing the information flow from the hospital to the community patients are less likely to experience adverse events 
post discharge and will be less likely to be readmitted to the hospital. 

Dr. Coleman’s Care Transitions Program (http://www.caretransitions.org/) describes the key success factors to ensuring 
high quality transitional care.  These factors include fostering greater engagement of patients and family caregivers, 
elevating the status of family caregivers as essential members of the care team, implementing performance measurement, 
defining accountability during transitions, building professional competency in care coordination, exploring technological 
solutions to improving cross setting communication, and aligning financial incentives to promote cross setting 
collaboration.   

The following list provides a sample of literature on transitions in care and discharge protocols: 
• “Comprehensive Discharge Planning for the Hospitalized Elderly: A Randomized Clinical Trial.” Mary Naylor, et al. 

Click here for link. 

• “Discharge planning from hospital to home for elderly patients: a meta analysis. Preyde M., et al. 
Click here for link. 

• “Comprehensive discharge planning and home follow-up of hospitalized elders.” Naylor, M., et al. Click here for link. 

• “Transitions of Care for Frail Elders: A Research Review.” Meador, R., et al. Click here for link. 

http://www.annals.org/content/120/12/999.full.pdf+html
http://www.ncbi.nlm.nih.gov/pubmed/19431054
http://www.caregiver.org/jsp/content_node.jsp?nodeid=2324&chcategory=17&chitem=11
http://www.citra.org/wordpress/wp-content/uploads/transitions-research-review.pdf
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3.1 Patient Flow in the Hospital 
NAME OF 
TOOL 

DESCRIPTION OF QUALITY 
IMPROVEMENT INITIATIVE 

HOSPITAL OWNER / 
CHAMPION 

SOURCE DESCRIPTIO
N 
OF TOOL 

LINK 

EDUQuick: 
Nursing 
Handover 

A nurse must fill in a standardized 
form called a Nursing Handover 
Sheet when passing a patient over 
to the care of another nurse. The 
document outlines the various 
information the subsequent nurse 
should know before looking after 
the patient. 

Mount Sinai 
Hospital 

Salena 
Mohamme
d; Janet 
Narcisco, 

"A Guidebook to 
Patient Safety 
Leading Practices: 
2010" – OHA, 
pages 20-21 

2-page case 
study 
describing 
standard 
handover 
form 

 

The Patient 
Navigator 

The Patient Navigator was created 
to support the coordination between 
patient care and discharge planning. 
The tool is a bedside whiteboard 
which allows care providers, clients 
and their families to visually track 
the progress of their treatment. It is 
updated by healthcare professionals 
and is used to track the next episode 
of care, from admission to 
discharge. 

Hotel-Dieu 
Grace 
Hospital 

Jacqueline 
Andrew, 
Director, 
Quality and 
Professiona
l Practice 

"A Guidebook to 
Patient Safety 
Leading Practices: 
2010" – OHA, 
page 59 

1-page case 
study  

Hospitalist 
Handover 
Note 

Physicians complete a reporting 
template that highlights the various 
information that must be passed on 
to the subsequent Hospitalist. The 
template includes the patient's 
admission symptoms, their course 
in hospital, any active health care 
issues, pertinent labs/tests, a plan of 
action, etc. 

Guelph 
General 
Hospital 

n/a Site visit 2-page 
handover 
template 

Hospitalist Handover 
Note.pdf  

The disclosure 
toolkit 

The Disclosure Toolkit is organized 
by key principles for developing an 
organizational culture that supports 
respect, communications, and 
communication after an adverse 
event. It provides selected tools, 
literature, and other resources to 
help health care organizations 
establish an environment that 
supports open and effective 
communication with patients and 
families. 

n/a n/a IHI Briefing 
 

http://www.oha.com/KnowledgeCentre/Library/Documents/Final%20-%20Patient%20Safety%20Guidebook.pdf
http://www.oha.com/KnowledgeCentre/Library/Documents/Final%20-%20Patient%20Safety%20Guidebook.pdf
http://www.ihi.org/knowledge/Pages/Tools/DisclosureToolkitandDisclosureCultureAssessmentTool.aspx
http://www.oha.com/KnowledgeCentre/Library/Documents/Final - Patient Safety Guidebook.pdf�
http://www.oha.com/KnowledgeCentre/Library/Documents/Final - Patient Safety Guidebook.pdf�
http://www.ihi.org/knowledge/Pages/Tools/DisclosureToolkitandDisclosureCultureAssessmentTool.aspx�
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3.2 Improved Discharge Protocols 
NAME OF TOOL DESCRIPTION OF QUALITY IMPROVEMENT 

INITIATIVE 
HOSPITAL OWNER / 

CHAMPION 
SOURCE DESCRIPTION 

OF TOOL 
LINK 

Discharge 
Summary 

Once a patient is ready for discharge, 
the MRP/Hospitalist fills in the 
Discharge Summary and faxes it to 
the family physician. Information 
includes admit date, family physician 
name, main reason for 
admission,preadmit comorbidities 
and secondary diagnoses, conditions 
arising in the hospital, other issues 
and final comments. 

Guelph 
General 
Hospital 

n/a Site visit 1-page 
discharge 
summary 
template 

Discharge 
Summary.pdf  

Project RED 
(Re-
engineered 
Discharge) 

Dr. Brian Jack developed a 
standardized process for discharging 
patients to decrease hospital 
utilization (ED visits and 
readmissions). Project RED is 
founded on 11 discrete, mutually 
reinforcing components. Included in 
this presentation are documents and 
tools that the patient is to use to 
maintain their health after discharge. 

Boston 
University 
Medical 
Center 

Brian Jack, 
Boston 
University 
School of 
Medicine 

Readmissions 
Summit 

Multi-tiered 
discharge 
process 

Project RED 
(Re-Engineered Disch 

Suggestions 
for Hospitals 
(Re: 
Readmissions) 

To improve readmission rates, the 
American Hospital Association 
suggests 3 major initiates: 1) 
examine your hospital's current 
rate of readmissions; 2) improve 
communications to those caring 
for the patient after discharge; and 
3) adopt interventions that may 
reduce readmissions. The AHA 
recommends numerous actionable 
steps to achieve these initiatives. 
The steps are highlighted in the 
source provided. 

n/a n/a Readmissions 
Summit (via 
American 
Hospital 
Association) 

1-slide 
outlining 
suggestions 
to decrease 
readmissions 

Suggestions for 
Hospitals - Slide 7.pdf 

Rush 
Enhanced 
Discharge 
Planning 
Program 

The Rush Enhanced Discharge 
Planning Program was developed as 
short-term telephonic care 
coordination between a social worker 
and older adult at risk for adverse 
events after an inpatient 
hospitalization. The four steps of the 
program are included in the 
presentation such as referral, pre-
assessment, telephonic assessment 
and intervention. 

Rush 
University 
Medical 
Center 

Robyn 
Golden 

Readmissions 
Summit 

42-slide 
overview of 
discharge 
planning 
program 

Rush Enhanced 
Discharge Planning Pr     

Project 
BOOST 

Project BOOST (Better Outcomes for 
Older adults through Safe 
Transitions) is an initiative created to 
implement translational care best 
practices through the following 
elements: team communication, 
content of the discharge summary, 
patient education through teach back, 

Rush 
University 
Medical 
Center 

Robyn 
Golden 

Readmissions 
Summit 

42-slide 
overview of 
discharge 
planning 
program 

Rush Enhanced 
Discharge Planning Pr     
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NAME OF TOOL DESCRIPTION OF QUALITY IMPROVEMENT 
INITIATIVE 

HOSPITAL OWNER / 
CHAMPION 

SOURCE DESCRIPTION 
OF TOOL 

LINK 

medication safety and polypharmacy, 
symptom management and discharge 
and follow-up care. 

Ideal 
Discharge for 
the Elderly 
Patient 

The Society of Hospital Medicine 
HQPS Committee drafted a checklist 
of both mandatory and optional steps 
that should be followed when 
discharging an elderly patient. 

n/a n/a Society of 
Hospital Medicine 

3-page 
checklist for 
elderly 
patients 

Ideal Discharge for 
the Elderly Patient- H   

Heart Failure-
Specific 
Discharge 
Planning 
Checklist 

The Society of Hospital Medicine 
HQPS Committee drafted a checklist 
of both mandatory and optional 
information that must be shared 
during three processes: 1) discharge 
summary; 2) patient instructions; and 
3) communication to follow-up 
clinician on day of discharge. 

n/a n/a Society of 
Hospital Medicine 

4-page 
checklist for 
heart failure 
patients 

Heart Failure-Specific 
Discharge Planning Ch 

Discharge 
Patient 
Education 
Tool 

The Discharge Patient Education Tool 
is a form that the patient must fill out 
with the help of a nurse or physician. 
The form will help the patient 
understand their current health 
prognosis, the treatments and tests 
they received during their stay, future 
medications they must take and life 
style changes required. 

n/a n/a Society of 
Hospital Medicine 

3-page 
patient 
education 
template   

Discharge Patient 
Education Tool.pdf  

Discharge 
Knowledge 
Assessment 
Tool 

The Discharge Knowledge 
Assessment Tool is a quiz that the 
nurse should give to the patient to test 
their knowledge of their admittance. 
The facilitator should read the 
questions out to the patient and 
should write down exactly what the 
patient says. There is a scoring 
scheme outlined in the tool. 

n/a n/a Society of 
Hospital Medicine 

4-page 
template Discharge Knowledge 

Assessment Tool.pdf  

Discharge 
medication 
prescription 
form 

The template aims to help patients 
manage their medication(s) upon 
discharge. It also contains 
information regarding which 
medications they are meant to stop 
taking from a list of previously 
prescribed medications. 

Emory 
Crawford 
Long 
Hospital 

n/a Society of 
Hospital Medicine 

2-page 
template to 
be filled out 
by prescriber 

Discharge Medicaiton 
Prescription Form.pdf 
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3.3 Transitions in Care 
NAME OF TOOL DESCRIPTION OF QUALITY IMPROVEMENT 

INITIATIVE 
HOSPITAL OWNER / 

CHAMPION 
SOURCE DESCRIPTION 

OF TOOL 
LINK 

Post-Discharge 
Phone Call 
Program - 
Improving 
Transition 
Care 

Patients are called 24-48 hours after 
a hospital visit to ensure they 
understand and follow their 
discharge instructions, get 
medication counselling if needed, 
and have their follow up 
appointments scheduled. 

The Toronto 
East General 
Hospital 

Doreen 
Ouellette, 
Joanne 
Fulton 

"A Guidebook to 
Patient Safety 
Leading Practices: 
2010" – OHA, 
pages 6-8 

2-page case 
study 
describing 
post-
discharge 
call program 

 

External 
Hospital 
Request for 
Transfer / 
Repatriation / 
Referral 

This sheet is used by the receiving 
physicians when requested to accept 
patients for repatriation, transfer, or 
referral. The sending physician will 
comminute with the accepting 
physician and once the transfer is 
agreed upon, the accepting 
physician collects information 
regarding the patients pertinent 
information on this form. 

Guelph 
General 
Hospital 

n/a Site visit 1-page 
transfer 
template 

External Hospital 
Request for Transfer   

How-to Guide: 
Improving 
Transitions 
from the 
Hospital to 
Post-Acute 
Care Settings 
to Reduce 
Avoidable 
Rehospitaliza-
tions 

This resource guides IHI’s efforts to 
provide targeted technical 
assistance in select high-priority 
areas to address systemic barriers to 
reducing avoidable 
rehospitalizations. 
 Section One highlights four key 

changes to create an ideal 
transition home and specifies 
changes that can be tested. Key 
references and links to resources 
are included. 
 Section Two outlines a practical 

step-by-step sequence of 
activities to assist staff in testing 
and adapting many of the 
proposed changes described in 
Section One.  
 Section Three includes a 

bibliography, annotated list of 
resources, and worksheets.  
 Section Four includes case 

studies of two hospitals that 
implemented many of the key 
changes highlighted in this 
guide. 

n/a n/a IHI n/a 
 

http://www.oha.com/KnowledgeCentre/Library/Documents/Final%20-%20Patient%20Safety%20Guidebook.pdf
http://www.ihi.org/knowledge/Pages/Tools/HowtoGuideImprovingTransitionstoReduceAvoidableRehospitalizations.aspx
http://www.oha.com/KnowledgeCentre/Library/Documents/Final - Patient Safety Guidebook.pdf�
http://www.ihi.org/knowledge/Pages/Tools/HowtoGuideImprovingTransitionstoReduceAvoidableRehospitalizations.aspx�
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4.0 Admission 
 

There are a variety of challenges that arise from the existing admission protocols for patients admitted through the ED, 
which include: 

• Legibility of information in doctors’ notes and orders 
• Missing essential information (such as documentation of the Most Responsible Physician) 
• Doctor's orders may not be timely nor consistently written at admission 
• General lack of standardization for the patient plan of care 
• Lack of early notification to Allied Health regarding GM patients requiring referral (no ability to front-load orders of 

services upon admission) 
• Special requirements of Nursing or Allied Health teams require a specific written order (such as an activity order) 

prior to any care being provided to the patient which could delay the start of therapy 

Breakdown in the communication process for Nursing &Allied Health staff affects the patient’s length of stay, as 
assessments, investigations and treatments are delayed. In addition, a lack of communication about patient needs may result 
in inappropriate or inadequate referrals. Both of these issues limit throughput in the hospital and increase case costs. 

By facilitating more standardized and clear communication between and among physicians and Nursing and Allied Health 
professionals, we can expect quality & timeliness of care as well as patient satisfaction to improve. 

The following list provides a sample of literature on admission guidelines and standardized order sets: 
• “Before-after study of a standardized hospital order set for the management of septic shock.” Micek ST, et al. Click 

here for link. 
• “Hospital-wide impact of a standardized order set for the management of bacteremic severe sepsis.” Thiel, SW, et al. 

Click here for link. 
• “Impact of Standardized Admission Order Set Use On Drug Costs, Provider Communication, and Venous 

Thromboelism Incidence.” Michael H. Baumann, et al. Click here for link. 
• “Order Sets in Healthcare: An Evidence-based Analysis.” University Health Network. 

Click here for link. 
• “Improved Clinical Outcomes With Utilization of a Community-Acquired Pneumonia Guideline.” Nathan C. Dean, et 

al. Click here for link. 
• “Medical admission order sets to improve deep vein thrombosis phrophylaxis rates and other outcomes.” Chris 

O’Connor MD, et al. Click here for link. 
• “The Impact of Standardized Order Sets on Quality and Financial Outcomes.” David J. Ballard MD, et al. Click here 

for link. 
• “Standardized admission order set improves perceived quality of pediatric inpatient care.” ArpiBekmezian MD, et al. 

Click here for link. 
• “Impact of a standardized heart failure order set on mortality, readmission, and quality and costs of care.” Click here 

for link. 
• “Providing Consistent Care with Standardized Admission Orders.” Robert M. Wiprud MD. 

Click here for link. 

The remainder of this section provides QI supports for implementing admission guidelines and policies (Section 2.3.1) and 
standardized order sets (Section 2.3.2). 

http://www.ncbi.nlm.nih.gov/pubmed/16943733
http://www.ncbi.nlm.nih.gov/pubmed/16943733
http://www.ncbi.nlm.nih.gov/pubmed/19237883
http://meeting.chestpubs.org/cgi/content/abstract/134/4/p38002
http://www.ehealthinnovation.org/files/Patient%20Order%20Sets_Report_OHTAC_UHNHHF_Feb_10_Final.pdf
http://chestjournal.chestpubs.org/content/130/3/794.full
http://onlinelibrary.wiley.com/doi/10.1002/jhm.399/abstract
http://www.ahrq.gov/downloads/pub/advances2/vol2/Advances-Ballard_12.pdf
http://www.ahrq.gov/downloads/pub/advances2/vol2/Advances-Ballard_12.pdf
http://onlinelibrary.wiley.com/doi/10.1002/jhm.403/abstract
http://intqhc.oxfordjournals.org/content/22/6/437.abstract
http://intqhc.oxfordjournals.org/content/22/6/437.abstract
http://www.aafp.org/fpm/2006/0900/p49.html
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4.1 Admission Guidelines and Policies 
NAME OF TOOL DESCRIPTION OF QUALITY IMPROVEMENT 

INITIATIVE 
HOSPITAL OWNER / 

CHAMPION 
SOURCE DESCRIPTION 

OF TOOL 
LINK 

Notification of 
Admission 

Once a patient is admitted to a 
hospital, the Hospitalist or MRP 
fills in the "Notification of 
Admission" and immediately sends 
the form to the patient's family 
physician. 

Guelph 
General 
Hospital 

n/a Site visit 1-page 
admission 
form 

Notification of 
Admission.pdf  

Patient 
Referral 
Selection 
Guidelines for 
Admission 
from ED 

These guidelines have been 
developed to improve quality of 
care by clarifying and standardizing 
the selection criteria for patients 
who need possible admission to the 
hospital from the ER. These criteria 
are used as a general guide rather 
than definitive rules. 

Guelph 
General 
Hospital 

n/a Site visit 2-page 
document 
outlining 
referral 
guidelines 

Patient Referral 
Selection Guidelines fo     

Admission 
Guidelines - 
By 
Subspecialty 
of Service 

The following guidelines were 
developed to align each department 
with their corresponding diagnoses. 
This table is used to identify which 
department a patient should be 
admitted to given their initial ER 
diagnosis. 

Toronto East 
General 
Hospital 

n/a Site visit 1-page 
document 
outlining 
admission 
guidelines 

TEGH Admission 
Guidelines.pdf  

Admission 
Guidelines 

This policy outlines a referral 
process to ensure that patients with 
identified diagnoses or defined 
symptom or problem classifications 
in the ER are referred to the most 
appropriate service from which a 
consult may be obtained (or MRP). 

Thunder Bay 
Regional 
Health 
Sciences 
Centre 

n/a Site visit 8-page 
document 
outlining 
procedures 

Admission 
Guidelines.pdf  

After Hours 
Admissions 
Policies 

This form describes the policies 
associated with the admitting a 
patient during after-hours (2400-
0700h). The policy highlights that a 
patient is admitted under an ER 
physician (who then becomes the 
MRP) during those hours. Details of 
the "Morning handover" are also 
described. 

Guelph 
General 
Hospital 

n/a Site visit 1-page 
policy for 
after-hours 
admissions 

After Hours 
Admissions Policies.pd 
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4.2 Standardized Order Sets 
NAME OF TOOL DESCRIPTION OF QUALITY IMPROVEMENT 

INITIATIVE 
HOSPITAL OWNER / 

CHAMPION 
SOURCE DESCRIPTION 

OF TOOL 
LINK 

Standardized 
Admission 
Form 

When a patient is admitted, the 
party admitting the patient must fill 
in a standardized admission form. 
The physician/nurse must check the 
boxes that apply and fill in all other 
relevant information. The form 
includes information regarding the 
patient's diagnosis, weight, height, 
allergies, MRP, vital signs, 
consults, blood work and drug 
orders. 

Guelph 
General 
Hospital 

n/a Site visit 2-page adult 
admission 
form 

Standardized 
Admission Form.pdf  

Standardized 
Order Set: 
Febrile 
Neutropenia 

When a patient is admitted with 
Febrile Neutropenia, the party 
admitting the patient must fill in 
this standardized order set in 
addition to the standardized 
admission form. The following 
sheet prompts information that is 
specific to Febrille Neutropenia. 

Guelph 
General 
Hospital 

n/a Site visit 4-page 
standard 
order set 

Standardized Order 
Set Febril Neutropenia 

Standardized 
Order 
Set:Adult 
Insulin 
Subcutaneous 

When a patient is admitted with 
Insulin Subcutaneous, the party 
admitting the patient must fill in this 
standardized order set in addition to 
the standardized admission form. 

Guelph 
General 
Hospital 

n/a Site visit 1-page 
standard 
order set 

Standardized Order 
Set Adult Insulin Subc 

Standardized 
Order Set: 
Acute Stroke 

When a patient is admitted after 
experiencing an acute stroke, the 
party admitting the patient must fill 
in this standardized order set in 
addition to the standardized 
admission form. 

Guelph 
General 
Hospital 

n/a Site visit 2-page 
standard 
order set – 
stroke 

Standardized Order 
Set Acute Stroke.pdf  

Standardized 
Order Set: 
Alcohol 
Withdrawal 

When a patient experiencing 
alcohol withdrawal is admitted to 
the hospital, the party admitting the 
patient must fill in this standardized 
order set in addition to the 
standardized admission form. 

Guelph 
General 
Hospital 

n/a Site visit 2-page 
standard 
order set – 
alcohol 
withdrawal 

Standardized Order 
Set  Alcohol Withdraw 

Patient Short-
Term 
Admission 
Orders 

When a patient in the ER is to be 
admitted as a Hospitalist or MRP 
patient, the ED Physician must fill 
in the Patient Short-Term 
Admission Order document. 
Included are instructions of how the 
document is used and necessary 
steps that must be executed when 
admitting a patient for short-term 
admission. One page of the form is 
also submitted to the Chief of 
Hospital Medicine, which helps 
assess the hospital's admitting 
process. 

Guelph 
General 
Hospital 

n/a Site visit 4-page 
admission 
form 

Patient Short-Term 
Admission Orders.pdf 
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5.0 Treatment Protocols 
 

This section provides a list of QI supports for implementation of treatment protocols for specific diseases. 

Venous thromboembolism (VTE) (Section 2.4.1) comprises both deep vein thrombosis (DVT) and pulmonary embolism 
(PE) and is one of the most common and preventable complications of hospitalization. In particular, patients undergoing 
major surgical procedures have a substantially increased risk of developing VTE in the days and weeks following surgery.   

VTE is associated with substantial morbidity and mortality and is as a major preventable burden on the healthcare system. 
Every year, VTE is responsible for the death of more people than breast cancer, AIDS and motor vehicle crashes combined. 
A recent Canadian study of postoperative complications demonstrated that both hospital costs and median length of hospital 
stay doubled for patients who developed VTE after surgery (Khan et al, J Gen Intern Med. 2006 February; 21(2): 177–180). 

Thromboprophylaxis has unequivocally been shown to reduce symptomatic and fatal VTE as well as all-cause mortality, 
while at the same time, reducing health care costs. There are hundreds of randomized trials demonstrating that the use of 
thromboprophylaxis reduces DVT, PE and fatal PE.  

The remainder of this section provides supports for implementation of treatment protocols for Chronic Obstructive 
Pulmonary Disease (COPD) (Section 2.4.2) and Chronic Heart Failure (CHF) (Section 2.4.3). 
 

5.1 Best Practices for VTE 
NAME OF TOOL DESCRIPTION OF QUALITY IMPROVEMENT 

INITIATIVE 
HOSPITAL OWNER / 

CHAMPION 
SOURCE DESCRIPTION 

OF TOOL 
LINK 

Adult VTE 
prophylaxis 
order form 

The purpose of the tool is to 
increase the number of patients 
receiving appropriate prophylaxis. 
The tools are currently in paper 
form, but will be transitioning to 
computer in the near future. Form 
should be included when building a 
patient's chart. 

University 
of 
California, 
San 
Francisco 

Tom 
Bookwalter, 
Steve 
Kayser, Lisa 
Tong 

Society of 
Hospital 
Medicine 

2-page form 
and 
checklist, 
also contains 
resources for 
patients 

Adult VTE 
Prophylaxis Order For 

Carilion VTE 
prophylaxis 
order form 

The purpose of the tool is to list the 
risk factors for VTE, define 
exclusion criteria for VTE 
prophylaxis, list treatment options 
for VTE prophylaxis. The tool 
helps to train staff regarding VTE 
risk factors and appropriate 
interventions for VTE prophylaxis, 
and establishes a mechanism for 
addressing VTE prophylaxis in all 
adult patients admitted to the 
hospital. 

Carilion 
Medical 
Center 

James B. 
Franko, MD, 
FACP - 

Society of 
Hospital 
Medicine 

1-page word 
document 
combining 
instructions 
and 
checklists for 
VTE orders 

Carilion VTE 
Prophylaxis Order For 

VTE resources 
from Safer 
Healthcare 
Now! 

Safer Healthcare Now! has 
compiled a list of VTE Canadian 
resources that include “Getting 
Started” guidelines and a needs 
assessment survey. 

n/a Safer 
Healthcare 
Now! 

Safer 
Healthcare 
Now! 

Repository 
of VTE 
resources 

 

http://www.saferhealthcarenow.ca/EN/Interventions/vte/Pages/default.aspx
http://www.saferhealthcarenow.ca/EN/Interventions/vte/Pages/default.aspx�
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5.2 Best Practices for COPD 
NAME OF 
TOOL 

DESCRIPTION OF QUALITY 
IMPROVEMENT INITIATIVE 

HOSPITAL OWNER / 
CHAMPION 

SOURCE DESCRIPTIO
N 
OF TOOL 

LINK 

COPD 
Pathway: 
Order Set 

The COPD orderset allows for the 
standard application of evidence-
based best practice care for this 
common hospital admission 
diagnosis. 

Ochsner 
Clinic 
Foundatio
n 

Patrick J. 
Torcson, MD 

Society of 
Hospital 
Medicine 

2-page 
standardized 
physician 
order set 

COPD Pathway 
Order Set.pdf  

COPD 
Pathway: 
Observation/I
n-patient non 
ICU COPD 
pathway 

The checklist is used at the time of 
admitting to determine whether a 
patient should in fact be admitted or 
placed under observation for this 
common hospital admission 
diagnosis. 

Ochsner 
Clinic 
Foundation 

Patrick J. 
Torcson, MD 

Society of 
Hospital 
Medicine 

2-page 
checklist COPD Pathway 

Observation and Inpa    

COPD 
Pathway: 
GOLD 
suggested 
criteria for 
discharge 

These guidelines or suggested 
policies are used as the best practice 
standard for discharging patients with 
COPD to the home. 

Ochsner 
Clinic 
Foundation 

Patrick J. 
Torcson, MD 

Society of 
Hospital 
Medicine 

1-page 
suggested 
criteria 

COPD Pathway 
GOLD suggested.pdf  

 

5.3 Best Practices for CHF 
NAME OF TOOL DESCRIPTION OF QUALITY 

IMPROVEMENT INITIATIVE 
HOSPITAL OWNER / 

CHAMPION 
SOURCE DESCRIPTION 

OF TOOL 
LINK 

CHF diet Helps with the management of 
patients with heart failure. The tools 
are based on best practices, permit 
easy data gathering, are well received 
by physician and nursing alike, and 
are updated regularly. 

Boston 
University 
Medical 
Center 

Jeffrey L. 
Greenwald, 
MD; Deborah 
Whalen, NP; 
George 
Phillippides, 
MD 

Society of 
Hospital 
Medicine 

2-page 
description 
of diet 
changes 

CHF diet.pdf

 

CHF exercise Helps with the management of 
patients with heart failure. The tools 
are based on best practices, permit 
easy data gathering, are well received 
by physician and nursing alike, and 
are updated regularly. 

Boston 
University 
Medical 
Center 

Jeffrey L. 
Greenwald, 
MD; Deborah 
Whalen, NP; 
George 
Phillippides, 
MD 

Society of 
Hospital 
Medicine 

2-page 
document 
describing 
level of 
exercise 

CHF exercise.pdf

 

CHF pathway Helps with the management of 
patients with heart failure. The tools 
are based on best practices, permit 
easy data gathering, are well received 
by physician and nursing alike, and 
are updated regularly. 

Boston 
University 
Medical 
Center 

Jeffrey L. 
Greenwald, 
MD; Deborah 
Whalen, NP; 
George 
Phillippides, 
MD 

Society of 
Hospital 
Medicine 

2-page chart 
describing 
complete 
pathway for 
CHF 

CHF pathway.pdf

 

CHF patient 
information 

Helps with the management of 
patients with heart failure. The tools 
are based on best practices, permit 
easy data gathering, are well received 
by physician and nursing alike, and 

Boston 
University 
Medical 
Center 

Jeffrey L. 
Greenwald, 
MD; Deborah 
Whalen, NP; 
George 
Phillippides, 

Society of 
Hospital 
Medicine 

2-page 
document 
explaining 
heart failure, 
signs and 
symptoms, 

CHF patient 
information.pdf  
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NAME OF TOOL DESCRIPTION OF QUALITY 
IMPROVEMENT INITIATIVE 

HOSPITAL OWNER / 
CHAMPION 

SOURCE DESCRIPTION 
OF TOOL 

LINK 

are updated regularly. MD and methods 
CHF patient 
pathway 

Helps with the management of 
patients with heart failure. The tools 
are based on best practices, permit 
easy data gathering, are well received 
by physician and nursing alike, and 
are updated regularly. 

Boston 
University 
Medical 
Center 

Jeffrey L. 
Greenwald, 
MD; Deborah 
Whalen, NP; 
George 
Phillippides, 
MD 

Society of 
Hospital 
Medicine 

1-page 
description 
of pathway 
for patients 
to read 

CHF patient 
pathway.pdf  
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6.0 Other 
 

Supports for other potential QI initiatives are listed in this section. 
 

NAME OF TOOL DESCRIPTION OF QUALITY IMPROVEMENT 
INITIATIVE 

HOSPITAL OWNER / 
CHAMPION 

SOURCE DESCRIPTION 
OF TOOL 

LINK 

Indwelling 
Urinary 
Catheter 
Protocol 

Promotes early removal of unnecessary 
catheters, which increases patient 
mobility, speeds up discharge and 
helps prevent catheter associated 
urinary tract infections. The process 
includes assessing the need for the 
catheter on a daily basis and removes 
the catheter if its ongoing use does not 
meet at least one of seven best 
practices/evidence-based approved 
criteria. 

Trillium 
Health 
Centre 

Laura Robbs, 
Dr. Amir 
Ginzburg, 
Chair 

"A 
Guidebook 
to Patient 
Safety 
Leading 
Practices: 
2010" – 
OHA, pages 
22-23 

2-page case 
study 
describing 
clinical 
protocols 

 

NICU Human 
Factors 
Checklist 
Series   

As part of the Checklist Series, several 
checklists were created to allow 
NICUs to proactively assess, using 
HFE principles, whether or not their 
systems of care are optimally designed 
and to identify opportunities for 
improvement. Key topics include 
clinical alarms, lables and displays* 
(example provided), procedure 
following, device usability, alertness, 
warnings, paper forms, team 
performance, unit design, and physical 
ergonomics. 

Vermont 
Oxford 
Network 

n/a Centre for 
Patient 
Safety, 
pages 86-
103 

18-page 
academic 
paper on 
human factor 
engineering 

 

World Health 
Organization 
Anesthesia 
Checklist 

Contains the qualities of a good 
checklist: 
1. Status: desired status of item is 
stated 
2. Flow: map checklist to physical task 
geography 
3. Chunks: 5-10 items per chunk 
4. Priority: safety critical items 
(showstoppers) first 
5. Redundancy: safety critical items 
(showstoppers) repeated 
6. Completion call: call out/indicate 
when each chunk complete 

n/a n/a Centre for 
Patient 
Safety 

2-page 
surgical 
safety 
checklist 

World Health 
Organization Anesthe   

http://www.oha.com/KnowledgeCentre/Library/Documents/Final%20-%20Patient%20Safety%20Guidebook.pdf
http://www.oha.com/KnowledgeCentre/Library/Documents/Final - Patient Safety Guidebook.pdf�
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NAME OF TOOL DESCRIPTION OF QUALITY IMPROVEMENT 
INITIATIVE 

HOSPITAL OWNER / 
CHAMPION 

SOURCE DESCRIPTION 
OF TOOL 

LINK 

Full 
Disclosure and 
Transparency 
Policy 

The policy ensures that the hospital 
personnel properly and consistently 
disclose patient safety incident to 
affected patients, in a timely manner, 
with a view to improving patient 
safety. 
 

Toronto 
East 
General 
Hospital 

n/a Site visit Policy 
document Full Disclosure 

PolicyWKReview.pdf  

“Just Culture” 
– Encouraging 
an Open 
Culture to 
Improve 
System 
Weaknesses 

A formal policy that encourages all 
employees, including physicians, to be 
open and honest when identifying 
weaknesses in the system that have the 
potential to result in an error. A “Just 
Culture” is designed to identify system 
issues, gaps and deficiencies and 
implement the necessary 
improvements. 

Toronto 
East 
General 
Hospital 

n/a Site visit Policy 
document Just Culture.pdf
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Summary and Directory of Proposed  
MRP QIP Initiatives in Ontario 



 

28 

Sorted by Initiative 
 

INITIATIVE TOPIC HOSPITAL NAME LEAD NAME 

Governance and Administration of 
MRP Programs 

Humber River Regional Hospital -Finch 
Street Site 

Dr. Jamie Spiegelman 

Norfolk General Hospital Dr. Mark Miller 
South Huron Hospital Association Dr. Linda Steele 

Bullet Rounds and Team Meetings Children's Hospital of Eastern Ontario Dr. Anne Rowan-Legg & Dr. W. 
James King 

North Wellington Health Care 
Corporation 

Hugh Perrin 

The Stevenson Memorial Hospital Dr. Kogan 
Tillsonburg District Memorial Hospital Dr. Barry Roth 

Hand Hygiene Compliance 
 

Alexandra Marine & General Hospital Dr. Michael Dawson 
Bluewater Health Dr. NashedRashed 
The Brantford General Site Dr. Craig Scott & Dr. Scott Elliott 
The Credit Valley Hospital Dr. Paul Philbrook 
Huron Perth Healthcare Alliance Dr. M. Gillett 
Mount Sinai Hospital Dr. Shital Gandhi & Dr. Yash Patel 
North Bay Regional Health Centre Dr. Carter 
Renfrew Victoria Hospital Dr. Steven Radke 
The Ottawa Hospital Alan Karovitch 
Thunder Bay Regional Health Sciences 
Centre 

Dr. Jon Johnsen& Dr. George 
Derbyshire 

Timmins & District Hospital Dr. Harry Voogjarv 
Medication Reconciliation 
 

Blind River District Health Centre Dr. C. Barnes 
Headwaters Health Care Centre Dr. Jeff McKinnon 
Lake of the Woods District Hospital Dr. Tim Wehner 
Lennox and Addington County General 
Hospital 

Dr. Kim Morrison 

South Huron Hospital Association Dr. Linda Steele 
St. Thomas Elgin General Hospital Dr. M. Hug 
The Toronto East General Hospital Dr. Raymond Fung 
Wingham and District Hospital Dr. Marie Gear 

Patient Flow in the Hospital Georgian Bay General Hospital - Midland 
Site 

Roy Hyslop 

Hamilton Health Sciences Dr. M. Roy 
Kemptville District Hospital Dr. Patrick Leahy 
Kingston General Hospital Dr. David Zelt 
Lennox and Addington County General 
Hospital 

Dr. Kim Morrison 

London Health Sciences Centre Sherri Lawson 
London Health Sciences Centre Carol Young-Ritchie 
London Health Sciences Centre Dr. David Leasa 
North York General Hospital David Baron & Lorraine Carrington 
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INITIATIVE TOPIC HOSPITAL NAME LEAD NAME 

St. Francis Memorial Hospital Dr. C.R.S. Dawes 
Patient Flow in the Hospital St. Joseph's General Hospital Elliot Lake Dr. M. Britton-Foster 

The West Nipissing General Hospital Dr. Richard Katsuno 
The Toronto East General Hospital Dr. Michael Warner 
The Toronto East General Hospital Dr. John Abrahamson 
University Health Network Dr. Howard Abrams 

Improved Discharge Protocols Arnprior and District Memorial Hospital Dr. Christine Schriver 
Bingham Memorial Hospital Dr. Stephen Chiang 
Cambridge Memorial Hospital Dr. Michael Lawrie 
Campbellford Memorial Hospital Dr. Paul Williams 
Chatham-Kent Health Alliance Dr. Gary Tithecott 
The Credit Valley Hospital Dr. Paul Philbrook 
Glengarry Memorial Hospital Dr. Lucie Lajoie 
Hawkesbury & District General Hospital Dr. Lynne Arsenault 
Joseph Brant Memorial Hospital Dr. Patrick Killorn 
Kingston General Hospital Dr. David Zelt 
Lakeridge Health Corporation Dr. Jonathan Eisenstat 
Markham Stouffville Hospital Dr. Khoa Le 
McCausland Hospital Dr. Lindsay McLeod 
Middlesex Hospital Alliance Dr. Paul Ferner 
Muskoka Algonquin Healthcare Dr. D. Mathies 
Orillia Soldiers' Memorial Hospital Nancy Reid & Tony Harris 
Ross Memorial Hospital Dr. Maria Cescon 
Rouge Valley Health System Dr. Gordon Bierbrier 
St. Joseph's Healthcare Hamilton Dr. J.P. McMullin 
The Stevenson Memorial Hospital Dr. Kogan 
The Scarborough Hospital Dr. VenuTadiboyina 
The West Nipissing General Hospital Dr. Richard Katsuno 
Tillsonburg District Memorial Hospital Dr. Barry Roth 
Trillium Health Centre Dr. Anil Gupta 
West Parry Sound Health Centre Dr. Terence Fargher 
Windsor Regional Hospital Dr. Wally Liang 

Transitions in Care Alexandra Hospital Dr. Marc Pariser 

Guelph General Hospital Dr. Cary Shafir 

Hospital for Sick Children Dr. Michael Weinstein 

Joseph Brant Memorial Hospital Dr. Keith Greenway 

Kingston General Hospital Dr. David Zelt 

Mount Sinai Hospital Dr. Allan Detsky 
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INITIATIVE TOPIC HOSPITAL NAME LEAD NAME 

Queensway Carleton Hospital Dr. Omer Choudhri 

St. Michael's Hospital Dr. Chaim Bell 

The West Nipissing General Hospital Dr. Richard Katsuno 

Tillsonburg District Memorial Hospital Dr. Barry Roth 

The Toronto East General Hospital Dr. Pieter Jugovic 

The Toronto East General Hospital Dr. John Abrahamson 

The Toronto East General Hospital Dr. Tia Pham 

West Parry Sound Health Centre Dr. Terence Fargher 
Improved Admission Protocols Blind River District Health Centre Dr. C. Barnes 

Collingwood General  and Marine 
Hospital 

Dr. M. Lewin 

Cornwall Community Hospital / 
Hôpitalcommunautaire de Cornwall 

Dr. R. Gatien 

Dryden Regional Health Centre Dr. Kerri Wilson 
Geraldton District Hospital Dr. Roy Laine 
Grand River Hospital Corporation Dr. Denise Wren 
Grey Bruce Health Services Brendan Mulroy 
Guelph General Hospital Dr. Cary Shafir 
Halton Healthcare Services Dr. Mira Backo-Shannon 
Headwaters Health Care Centre Dr. Jeff McKinnon 
Headwaters Health Care Centre Dr. Jeff McKinnon & Dr. 

KiriArunasalam 
Hotel-Dieu Grace Hospital Dr. Roxana Chow 
Humber River Regional Hospital -Finch 
Street Site 

Jamie Spiegelman 

Huron Perth Healthcare Alliance Dr. M. Gillett 
The Lady Minto Hospital Dr. Rita Affleck 
Lake of the Woods District Hospital Dr. Tim Wehner 
Leamington District Memorial Hospital Dr. Sheila Horen 
Mattawa General Hospital Dr. Mark Wilkins 
Orillia Soldiers' Memorial Hospital Dr. Kim McIntosh 
Pembroke Regional Hospital Inc. Dr. Larry Thorsteinson 
Peterborough Regional Health Centre Lisa Ruston 
Quinte Healthcare Dr. Robert Bates 
Quinte Healthcare Dr. Iris Noland 
Rouge Valley Health System Dr. JawadKhokhar 
Sault Area Hospital Dr. Robert Maloney 
South Huron Hospital Association Dr. Linda Steele 
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INITIATIVE TOPIC HOSPITAL NAME LEAD NAME 

St. Joseph's Health Centre (Toronto) Dr. Greg Sue-A-Quan 
St. Joseph's Healthcare Hamilton Dr. A Adili 
St. Joseph's Healthcare Hamilton Dr. S. O. Pugsley 
The Stevenson Memorial Hospital Dr. Ginzburg 
The West Nipissing General Hospital Dr. Richard Katsuno 
The Toronto East General Hospital Dr. Anita Dunn 
West Haldimand General Hospital Dr. Phillip Drijber 
West Parry Sound Health Centre Dr. Terence Fargher 
William Osler Health Centre Dr. ShariqLodhi 
York Central Hospital Dr. Victoria Chan 

Best Practices for VTE Anson General Hospital Dr. Phillip McGuire 
Mount Sinai Hospital Dr. MirekOtremba 
Niagara Health System Dr. D. Dooler 
Southlake Regional Health Centre Dr. B. Nathanson 

Best Practices for COPD Sault Area Hospital Dr. Gayle Yee 
Huron Perth Healthcare Alliance Dr. M. Gillett 
Woodstock General Hospital Dr. Robert Stern 

Best Practices for CHF Carleton Place & District Memorial 
Hospital 

Dr. Martin White 

Other - Central Line Associated 
Bloodstream infections Best 
Practices, Improved Admission 
Protocols 

Guelph General Hospital Dr. Cary Shafir 

Other - Bedsores Best Practices Humber River Regional Hospital -Finch 
Street Site 

Uri Sagman 

Other - Best Practices for Enteral 
and Parenteral Nutrition 

Humber River Regional Hospital -Finch 
Street Site 

David Moskovitz& Alexander 
Iskander 

Other - Best Practices for AMI Lake of the Woods District Hospital Dr. Tim Wehner 
Other - Reviewing the charts for 
inpatient deaths 

Manitoulin Health Centre Stephen Cooper 

Other - Improved Access to IT Mattawa General Hospital Dr. M. Wilkins 
Other - Reducing Falls Perth & Smiths Falls District Hospital R. Shaw 
Other - Patient Education for 
Diabetes 

Ross Memorial Hospital Dr. Maria Cescon 

Other - AF best practices The Royal Victoria Hospital of Barrie Dr. Anwar Parbtani& Dr. Stuart 
Murdoch 

Other - Individual initiatives 
spanning several topics 

Sunnybrook Health Sciences Centre Dr. Edward Etchells 

Other - Antibiotic Stewardship The Toronto East General Hospital Dr. Jeff Powis 
Other - Central Line Insertions The Toronto East General Hospital Dr. Michael Warner 
Other - Falls The Toronto East General Hospital Dr. Frank Kormendi 
Other - Global Trigger Tool The Toronto East General Hospital Dr. John Abrahamson 
Other - ICU Communication The Toronto East General Hospital Dr. Marcus J. Kargel 
Other - Post Surgical MI 
Optimization 

The Toronto East General Hospital Dr. George Rewa 

Other - Rapid Response Team The Toronto East General Hospital Dr. I.M. Fraser 
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INITIATIVE TOPIC HOSPITAL NAME LEAD NAME 
Adverse Events Preventions 
Other - CAUTIs best practices The Toronto East General Hospital Dr. James F. Downey 
Other - VAP The Toronto East General Hospital Dr. James F. Downey 
Other - Best Practices for AMI The West Nipissing General Hospital Dr. Richard Katsuno 
Other - Decreasing Mortality Rates University Health Network Dr. Howard Abrams 
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Sorted by Hospital 
 

HOSPITAL NAME INITIATIVE TOPIC MRP GROUP LEAD NAME 

Alexandra Hospital Transitions in Care Dr. Marc Pariser 
Alexandra Marine & General 
Hospital 

Hand Hygiene Compliance Dr. Michael Dawson 

Anson General Hospital Best Practices for VTE Dr. Phillip McGuire 
Arnprior and District Memorial 
Hospital 

Improved Discharge Protocols Dr. Christine Schriver 

Bingham Memorial Hospital Improved Discharge Protocols Dr. Stephen Chiang 
Blind River District Health Centre Improved Admission Protocols Dr. C. Barnes 

Medication Reconciliation Dr. C. Barnes 
Bluewater Health Hand Hygiene Compliance Dr. NashedRashed 
Cambridge Memorial Hospital Improved Discharge Protocols Dr. Michael Lawrie 
Campbellford Memorial Hospital Improved Discharge Protocols Dr. Paul Williams 
Carleton Place & District Memorial 
Hospital 

Best Practices for CHF Dr. Martin White 

Chatham-Kent Health Alliance Improved Discharge Protocols Dr. Gary Tithecott 
Children's Hospital of Eastern 
Ontario 

Bullet Rounds and Team Meetings Dr. Anne Rowan-Legg & Dr. W. 
James King 

Collingwood General  and Marine 
Hospital 

Improved Admission Protocols Dr. M. Lewin 

Cornwall Community Hospital / 
Hôpitalcommunautaire de Cornwall 

Improved Admission Protocols Dr. R. Gatien 

Dryden Regional Health Centre Improved Admission Protocols Dr. Kerri Wilson 
Georgian Bay General Hospital - 
Midland Site 

Patient Flow in the Hospital Roy Hyslop 

Geraldton District Hospital Improved Admission Protocols Dr. Roy Laine 
Glengarry Memorial Hospital Improved Discharge Protocols Dr. Lucie Lajoie 
Grand River Hospital Corporation Improved Admission Protocols Dr. Denise Wren 
Grey Bruce Health Services Improved Admission Protocols Brendan Mulroy 
Guelph General Hospital 
 

Improved Admission Protocols Dr. Cary Shafir 
Other - Central Line Associated 
Bloodstream infections Best Practices, 
Improved Admission Protocols 

Dr. Cary Shafir 

Transitions in Care Dr. Cary Shafir 
Halton Healthcare Services Improved Admission Protocols Dr. Mira Backo-Shannon 
Hamilton Health Sciences Patient Flow in the Hospital Dr. M. Roy 
Hawkesbury & District General 
Hospital 

Improved Discharge Protocols Dr. Lynne Arsenault 

Headwaters Health Care Centre Improved Admission Protocols Dr. Jeff McKinnon 
Improved Admission Protocols Dr. Jeff McKinnon & Dr. Kiri 

Arunasalam 
Medication Reconciliation Dr. Jeff McKinnon 

Hospital for Sick Children Transitions in Care Dr. Michael Weinstein 
Hotel-Dieu Grace Hospital Improved Admission Protocols Dr. Roxana Chow 
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HOSPITAL NAME INITIATIVE TOPIC MRP GROUP LEAD NAME 

Humber River Regional Hospital -
Finch Street Site 

Governance and Administration of MRP 
Programs 

Dr. Jamie Spiegelman 

Improved Admission Protocols Jamie Spiegelman 
Other - Bedsores Best Practices Uri Sagman 
Other - Best Practices for Enteral and 
Parenteral Nutrition 

David Moskovitz& Alexander 
Iskander 

Huron Perth Healthcare Alliance Best Practices for COPD Dr. M. Gillett 
Hand Hygiene Compliance Dr. M. Gillett 
Improved Admission Protocols Dr. M. Gillett 

Joseph Brant Memorial Hospital Improved Discharge Protocols Dr. Patrick Killorn 
Transitions in Care Dr. Keith Greenway 

Kemptville District Hospital Patient Flow in the Hospital Dr. Patrick Leahy 
Kingston General Hospital Improved Discharge Protocols Dr. David Zelt 

Patient Flow in the Hospital Dr. David Zelt 
Transitions in Care Dr. David Zelt 

Lake of the Woods District 
Hospital 

Improved Admission Protocols Dr. Tim Wehner 
Medication Reconciliation Dr. Tim Wehner 
Other - Best Practices for AMI Dr. Tim Wehner 

Lakeridge Health Corporation Improved Discharge Protocols Dr. Jonathan Eisenstat 
Leamington District Memorial 
Hospital 

Improved Admission Protocols Dr. Sheila Horen 

Lennox and Addington County 
General Hospital 

Medication Reconciliation Dr. Kim Morrison 
Patient Flow in the Hospital Dr. Kim Morrison 

London Health Sciences Centre Patient Flow in the Hospital Sherri Lawson 
Patient Flow in the Hospital Carol Young-Ritchie 
Patient Flow in the Hospital Dr. David Leasa 

Manitoulin Health Centre Other - Reviewing the charts for 
inpatient deaths 

Stephen Cooper 

Markham Stouffville Hospital Improved Discharge Protocols Dr. Khoa Le 
Mattawa General Hospital Improved Admission Protocols Dr. Mark Wilkins 

Other - Improved Access to IT Dr. M. Wilkins 
McCausland Hospital Improved Discharge Protocols Dr. Lindsay McLeod 
Middlesex Hospital Alliance Improved Discharge Protocols Dr. Paul Ferner 
Mount Sinai Hospital Best Practices for VTE Dr. MirekOtremba 

Hand Hygiene Compliance Dr. Shital Gandhi & Dr. Yash Patel 
Transitions in Care Dr. Allan Detsky 

Muskoka Algonquin Healthcare Improved Discharge Protocols Dr. D. Mathies 
Niagara Health System Best Practices for VTE Dr. D. Dooler 
Norfolk General Hospital Governance and Administration of MRP 

Programs 
Dr. Mark Miller 

North Bay Regional Health Centre Hand Hygiene Compliance Dr. Carter 
North Wellington Health Care 
Corporation 

Bullet Rounds and Team Meetings Hugh Perrin 

North York General Hospital Patient Flow in the Hospital David Baron & Lorraine Carrington 
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HOSPITAL NAME INITIATIVE TOPIC MRP GROUP LEAD NAME 

Orillia Soldiers' Memorial Hospital Improved Admission Protocols Dr. Kim McIntosh 
Improved Discharge Protocols Nancy Reid & Tony Harris 

Pembroke Regional Hospital Inc. Improved Admission Protocols Dr. Larry Thorsteinson 
Perth & Smiths Falls District 
Hospital 

Other - Reducing Falls R. Shaw 

Peterborough Regional Health 
Centre 

Improved Admission Protocols Lisa Ruston 

Queensway Carleton Hospital Transitions in Care Dr. Omer Choudhri 
Quinte Healthcare 
 

Improved Admission Protocols Dr. Robert Bates 
Improved Admission Protocols Dr. Iris Noland 

Renfrew Victoria Hospital Hand Hygiene Compliance Dr. Steven Radke 
Ross Memorial Hospital 
 

Improved Discharge Protocols Dr. Maria Cescon 
Other - Patient Education for Diabetes Dr. Maria Cescon 

Rouge Valley Health System 
 

Improved Admission Protocols Dr. JawadKhokhar 
Improved Discharge Protocols Dr. Gordon Bierbrier 

Sault Area Hospital 
 

Best Practices for COPD Dr. Gayle Yee 
Improved Admission Protocols Dr. Robert Maloney 

South Huron Hospital Association 
 

Governance and Administration of MRP 
Programs 

Dr. Linda Steele 

Improved Admission Protocols Dr. Linda Steele 
South Huron Hospital Association Medication Reconciliation Dr. Linda Steele 
Southlake Regional Health Centre Best Practices for VTE Dr. B. Nathanson 
St. Francis Memorial Hospital Patient Flow in the Hospital Dr. C.R.S. Dawes 
St. Joseph's General Hospital Elliot 
Lake 

Patient Flow in the Hospital Dr. M. Britton-Foster 

St. Joseph's Health Centre 
(Toronto) 

Improved Admission Protocols Dr. Greg Sue-A-Quan 

St. Joseph's Healthcare Hamilton 
 

Improved Admission Protocols Dr. A Adili 
Improved Admission Protocols Dr. S. O. Pugsley 
Improved Discharge Protocols Dr. J.P. McMullin 

St. Michael's Hospital Transitions in Care Dr. Chaim Bell 
St. Thomas Elgin General Hospital Medication Reconciliation Dr. M. Hug 
Sunnybrook Health Sciences Centre Other - Individual initiatives spanning 

several topics 
Dr. Edward Etchells 

The Brantford General Site Hand Hygiene Compliance Dr. Craig Scott & Dr. Scott Elliott 
The Credit Valley Hospital 
 

Hand Hygiene Compliance Dr. Paul Philbrook 
Improved Discharge Protocols Dr. Paul Philbrook 

The Lady Minto Hospital Improved Admission Protocols Dr. Rita Affleck 
The Ottawa Hospital Hand Hygiene Compliance Alan Karovitch 
The Royal Victoria Hospital of 
Barrie 

Other - AF best practices Dr. Anwar Parbtani& Dr. Stuart 
Murdoch 

The Scarborough Hospital Improved Discharge Protocols Dr. VenuTadiboyina 
The Stevenson Memorial Hospital 
 

Bullet Rounds and Team Meetings Dr. Kogan 
Improved Admission Protocols Dr. Ginzburg 
Improved Discharge Protocols Dr. Kogan 
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HOSPITAL NAME INITIATIVE TOPIC MRP GROUP LEAD NAME 

The Toronto East General Hospital 
 

Improved Admission Protocols Dr. Anita Dunn 
Medication Reconciliation Dr. Raymond Fung 
Other - Antibiotic Stewardship Dr. Jeff Powis 
Other - CAUTIs best practices Dr. James F. Downey 
Other - Central Line Insertions Dr. Michael Warner 
Other - Falls Dr. Frank Kormendi 
Other - Global Trigger Tool Dr. John Abrahamson 
Other - ICU Communication Dr. Marcus J. Kargel 
Other - Post Surgical MI Optimization Dr. George Rewa 
Other - Rapid Response Team Adverse 
Events Preventions 

Dr. I.M. Fraser 

Other - VAP Dr. James F. Downey 
Patient Flow in the Hospital Dr. Michael Warner 
Patient Flow in the Hospital Dr. John Abrahamson 
Transitions in Care Dr. Pieter Jugovic 
Transitions in Care Dr. John Abrahamson 
Transitions in Care Dr. Tia Pham 

The West Nipissing General 
Hospital 

Improved Admission Protocols Dr. Richard Katsuno 
Improved Discharge Protocols Dr. Richard Katsuno 
Other - Best Practices for AMI Dr. Richard Katsuno 
Patient Flow in the Hospital Dr. Richard Katsuno 
Transitions in Care Dr. Richard Katsuno 

Thunder Bay Regional Health 
Sciences Centre 

Hand Hygiene Compliance Dr. Jon Johnsen& Dr. George 
Derbyshire 

Tillsonburg District Memorial 
Hospital 

Bullet Rounds and Team Meetings Dr. Barry Roth 
Improved Discharge Protocols Dr. Barry Roth 
Transitions in Care Dr. Barry Roth 

Timmins & District Hospital Hand Hygiene Compliance Dr. Harry Voogjarv 
Trillium Health Centre Improved Discharge Protocols Dr. Anil Gupta 
University Health Network 
 

Other - Decreasing Mortality Rates Dr. Howard Abrams 
Patient Flow in the Hospital Dr. Howard Abrams 

West Haldimand General Hospital Improved Admission Protocols Dr. Phillip Drijber 
West Parry Sound Health Centre Improved Admission Protocols Dr. Terence Fargher 

Improved Discharge Protocols Dr. Terence Fargher 
Transitions in Care Dr. Terence Fargher 

William Osler Health Centre Improved Admission Protocols Dr. ShariqLodhi 
Windsor Regional Hospital Improved Discharge Protocols Dr. Wally Liang 
Wingham and District Hospital Medication Reconciliation Dr. Marie Gear 
Woodstock General Hospital Best Practices for COPD Dr. Robert Stern 
York Central Hospital Improved Admission Protocols Dr. Victoria Chan 
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Most Responsible Physician Care Program Expert Panel Membership 

MEMBER NAME TITLE/ORGANIZATION 

Miin Alikhan Director, Health Quality Branch, Ministry of Health and Long-Term 
 Don Atkinson Chief of Staff, Orillia Soldier’s Memorial 

Carolyn Baker President and CEO, St. Joseph’s Health Centre 
David Baron Chief of Medicine and Program Medical Director, North York General 

 Bob Bell (Chair) President and CEO (Expert Panel Lead), University Health Network 
Chaim Bell Adjunct Scientist, Institute for Clinical Evaluation Studies (ICES) 
Laith Bustani Chair of OMA Hospitalist Section, Ontario Medical Association 
Laurie Cabanas Consultant, Physician and Professional Issues, Ontario Hospital 

 David Clarke Director (Acting), Negotiations, Ministry of Health and Long-Term Care 
Bill Coke Executive of the OMA Section on Internal Medicine, OMA/UHN 
Rob Devitt President and CEO, Toronto East General Hospital 
Jennifer Everson Physician Lead Clinical Planning and Integration, HNHB LHIN 
Susan Fitzpatrick Assistant Deputy Minister, Negotiations and Accountability 

Management Division, Ministry of Health and Long-Term Care 

 

 

 

Mohammed Gaber Chief of Staff, Quite Health Care 
Michael Klar Medical Advisor, Medical Advisory Unit, Ministry of Health and Long-

Term Care 
Bob Lester Physician Consultant, Ontario Hospital Association 
Wendy Levinson Chair, Department of Medicine, University of Toronto 
Bill Macleod CEP, Mississauga Halton LHIN 
Ray Marshall President and CEO, Brockville General Hospital 
Simone Noble Manager of Negotiations and Implementation, OMA 
Gord Porter Chief of Staff, Thunder Bay Regional Health Sciences Centre 
David Price Chair of the Department of Family Medicine, McMaster University 
Jamie Robinson Negotiations Consultant, Negotiations Branch (Strategy and Alignment), 

Ministry of Health and Long-Term Care 

Garry Salisbury Senior Medical Consultant, Medical Consultant Unit, Ministry of Health 
and Long-Term Care 

Fredrika Scarth Manager, Quality Programs/HQO Liaison, Health Quality Branch, 
Ministry of Health and Long-Term Care 

Michael Schull Senior Scientist, ICES 
Ashok Sharma Chief of Staff, Grand River/St Mary’s 
Kaveh Shojania Director, University of Toronto Centre for Patient Safety 
Scott Wooder Chair Negotiations Committee, Ontario Medical Association 
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PROOF


Allergies: Drug/Foods
Reactions/Side Effects


Medication Orders on
Admission


(Check one box per drug)


Medications PRIOR to Admission (Med PTA)
(Include Pills, Patches, Inhalers, Eye Drops, Over the Counter Medications and Supplements*)


*Per hospital policy alternative medications can NOT be taken by inpatients; please check DO NOT ORDER


cgi proof #3 (01/25/06)


❑ NKDA


8510053085 1A/3085


Admission Orders for
Medications PRIOR to Admission


White - Medical Record          Yellow - Pharmacy 347 Orders 817 1/0650942


Prescriber Signature:


Before signing this form confirm medications prior to admission with the appropriate information source.


Date/Time Contact #


Person(s) Gathering Medication History:
Comment:


Date/Time
Date/Time


Original page ___ of ___ ❑ Amendment to Original


Patient has a latex allergy or sensitivity? ❑ Yes   ❑ No   ❑ Unsure Information Source(s): ❑ Patient   ❑ Caregiver
If yes, describe type of reaction:________________________ ❑ Medication List __________________ ❑ Facility MAR/Med List


Patient allergic to iodine? ❑ Yes ❑ No ❑ Acute Care Hospital MAR/Med List
Patient allergic to X-ray contrast? ❑ Yes ❑ No ❑ Other (Specify) _________________________________________
Patient pregnant or lactating? ❑ Yes ❑ No ❑ Medications here from home: ❑ Sent to Inpatient Pharmacy


Height: Actual _________ ft/in or Estimated _________ ft/in ❑ ❑ Sent home with Family/Friend_________________________
Weight:  Actual _________ kg or Estimated _________ kg ❑ ❑ Patient declined to surrender medications


Pneumovax within last 5 years: ❑ Yes ❑ No ❑ NA ❑ Unknown


Influenza vaccine this season:  ❑ Yes ❑ No ❑ NA ❑ Unknown


Immunization status of 2 mos.-12 years:
❑ Up to date  ❑ Referred to family physician to update immunizations


❑ Unable to Obtain Medication History -


❑ Reason:__________________________________________


This form is NOT for new medications. Medications initiated at admission need to be on separate order form.


Drug Name
(generic name preferred) Strength


# of Tabs /
Caps/mLs/units


&
Frequency


Route Indication/
Purpose


Last Taken:
Date/Time


or UK
(unknown)


Order
Unchanged


Change
(Use
Order
Sheet)


Do
NOT
Order❑ No Medication PTA


1


2


3


4


5


6


7


8


9


10


❑


❑


❑


❑


❑


❑


❑


❑


❑


❑


❑


❑


❑


❑


❑


❑


❑


❑


❑


❑


❑


❑


❑


❑


❑


❑


❑


❑


❑


❑


This form should be the BOTTOM sheet in the Physician Order Section – Do Not Remove from Chart








P&T Approved June 2002; Revised 1/10/2012                                           Adult Venous Thromboembolism Prophylaxis Order 
Form 
  


Adult Venous Thromboembolism Prophylaxis Order Form 
 
Questions? Call Comprehensive Hemostasis & Antithrombotic Service (CHAS) at 719- 
4023.                                           


DATE: TIME: ALLERGIES: 


 
RECOMMENDED REGIMENS FOR PROPHYLAXIS BASED ON RISK FACTOR ASSESSMENT 
 
1.  Assign risk score:  ___________ (see reverse side for risk assessment criteria) 
 
2.  Patient has contraindication to pharmacologic prophylaxis (circle one):   Y   or    N   
     (See reverse side for list of relative and absolute contraindications)           


 
3. Order for thromboprophylaxis (√  in box activates order) 


NOTE: Do not use these guidelines if the patient is receiving therapeutic anticoagulation. 
 


  
 


NON- 
PHARMACOLOGIC  


 
 


PHARMACOLOGIC  
(Send order to Pharmacy) 


 
 
 


 
 


 
 


Early  
Ambulation 


Only 


  
 


SCD 
(Knee 
High) 


 
 


 
Unfractionated 


Heparin 


 
Enoxaparin 


 
(Low Molecular Weight Heparin)  


                 
 
 
 
 


 
 


Risk Factor  
Score 


 
 
 


 
 


 
 


5,000   
Units 
SQ 


Q12H 


 
 


5,000 
Units  
SQ 


Q8H 


 
 
 


30 mg 
SQ 


Q12H 


 
  
 


40 mg 
SQ 


Q24H 


 
 
 


Other 


Contraindication to 
drug therapy 


        


Low (0)           
Moderate (1-2)        
High (3-4)        
Very High (>4)        


   
4.  Order for laboratory   
       (√  in box activates order) 


CBC with platelets every other day  
 if Heparin or Low Molecular Weight Heparin is used 


Daily INR 
if Warfarin is used 


        Other laboratory order (describe):  


SPECIAL CONSIDERATIONS: 
Renal impairment:  Use low molecular weight heparins with caution in patients with SCr>2 or CrCL <30 mL/min.  Use of 
fondaparinux is contraindicated in patients with a CrCL<30 mL/min. 
Patients <50kg: consider dose adjustments for pharmacologic prophylaxis in patients with a weight of < 50 kg.  
Fondaparinux should not be used in patients<50 kg. 
Obesity:  Appropriate dosing for obese patients is not well established.  Consider CHAS consult.  
 


Signature ______________________________ M.D.# _______________Time_______Date_______Pager ___________ 
 
FLAG CHART Checked by _____________________________R.N.  Time ______________Date__________________ 


 
Unit Number: 
 


Pt. Name:                    DRAFT 12 
 
Birthdate: 
 
 
Location:    Date: 
 
 
 
 







P&T Approved June 2002; Revised 1/10/2012                                           Adult Venous Thromboembolism Prophylaxis Order 
Form 
  


DEEP VEIN THROMBOSIS RISK FACTOR ASSESSMENT 
Check all pertinent thromboembolism risk factors (RFs) 


 
RFs with value of 1 point 
 Age 41-60 years 
 Prior history of postoperative DVT 
 Family history of DVT or PE 
 Leg swelling, ulcers, stasis, varicose veins 
 MI/CHF 
 Stroke with paralysis 
 Inflammatory bowel disease 
 Central line 
 Bed confinement / immobilization >12 hours 
 General anesthesia time >2 hours 
 Pregnancy, or postpartum<1 month 
 Obesity (>20% over IBW) 
 Hyperviscosity syndromes 
 Estrogen therapy 


RFs with value of 2 points 
 Age 61-70 years 
 Prior h/o unprovoked/idiopathic DVT 
 Major surgery 
 Malignancy 
 Multiple trauma 
 Spinal cord injury with paralysis 


RFs with value of 3 points 
 Age over 70 years 
 Prior history of PE 
 Inherited thrombophilia * 
 Acquired thrombophilia * 


 
TOTAL RISK FACTOR SCORE =                                                        Low =0      Moderate=1-2       High=3-4      Very High=>4 


* Thrombophilia includes Factor V Leiden, and prothrombin variant mutations; anticardiolipin antibody syndrome; antithrombin,   
protein C or protein S deficiency; hyperhomocysteinemia; myeloproliferative disorders. 


 
                                                          Abbreviations 


LDUH - low dose unfractionated heparin    
LMWH - low molecular weight heparin   
SCD - sequential compression device   


 
Low Risk (0 RFS) Moderate Risk (1-2 RFS) High Risk (3-4 RFS) Very High Risk (>4 RFS) 
• Early ambulation 
 


• LDUH (5,000 Units) q 8-12 h or  
• LMWH or  
• SCD  


• LDUH (5,000 Units) q 8h or 
• LMWH or 
• SCD  


• LMWH or 
• Warfarin, INR 2-3  
 


 
CONTRAINDICATIONS TO PHARMACOLOGIC PROPHYLAXIS 


Relative  
 History of cerebral hemorrhage 
 Craniotomy within 2 weeks  
 GI, GU hemorrhage within the last 6 months 
 Thrombocytopenia 
 Coagulopathy (PT >18 sec) 
 Active intracranial lesions/neoplasms/monitoring devices 
 Proliferative retinopathy 
 Vascular access/biopsy sites inaccessible to hemostatic control 


Absolute  
 Active hemorrhage  
 Heparin or warfarin use in patients with heparin-induced 


thrombocytopenia 
 Warfarin use in the first trimester of pregnancy 
 Severe trauma to head, spinal cord or extremities with 
   hemorrhage within the last 4 weeks 
 Epidural/indwelling spinal catheter – placement or removal 


  
 


Recommendations for the Use of Antithrombotic Prophylaxis in Patients with Epidural Catheters 
 
For patients receiving low-dose SQ unfractionated heparin (5,000 units Q12h) 


• Wait 4-6 hours after a prophylactic dose of unfractionated heparin before placing or removing a catheter. 
• Initiate unfractionated heparin thromboprophylaxis 1-2 hours after placing or removing a catheter. 
• Concurrent use of epidural or spinal catheter and SQ low-dose unfractionated heparin is not 


contraindicated. 
For patients receiving prophylactic-dose Low Molecular Weight Heparin 


• Wait 24 hours after a prophylactic dose of low molecular weight heparin before placing a catheter or 
performing a neuraxial block. 


• Wait 12-24 hours after a prophylactic dose of low molecular weight heparin before removing a catheter. 
• Initiate low molecular weight heparin thromboprophylaxis 2-4 hours after removal of the catheter. 
• Initiate low molecular weight heparin thromboprophylaxis 24 hours after a “single shot” spinal procedure. 
• Concurrent use of an epidural catheter and low molecular weight heparin thromboprophylaxis needs to 


be approved by the pain service 
For patients receiving fondaparinux 


• Extreme caution is warranted given the sustained antithrombotic effect, early postoperative dosing, and 
"irreversibility."  







P&T Approved June 2002; Revised 1/10/2012                                           Adult Venous Thromboembolism Prophylaxis Order 
Form 
  


• Until further clinical experience is available, an alternate method of prophylaxis should be utilized. 





		DATE:

		ALLERGIES:



		3. Order for thromboprophylaxis ((  in box activates order)

		Signature ______________________________ M.D.# _______________Time_______Date_______Pager ___________

		RFs with value of 1 point

		RFs with value of 2 points

		For patients receiving prophylactic-dose Low Molecular Weight Heparin
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GOLD٭ Suggested Criteria For Discharge to Home For COPD 
 


• Inhaled ß 2 -agonist therapy is required no more 
frequently than every 4 hrs. 


• Patient, if previously ambulatory, is able to walk 
across room. 


• Patient is able to eat and sleep without frequent 
awakening by dyspnea. 


• Patient has been clinically stable for 12-24 hrs. 
• Patient (or home caregiver) fully understands correct 


use of medications and have prescriptions/refills. 
• Follow-up and home care arrangements have been 


completed (e.g., visiting nurse, oxygen delivery, 
meal provisions) 


• Patient, family, and physician are confident patient 
can manage successfully 


• Appointment with PCP and/or Pulmonary Clinic (504-842-4055), in 14-28 
days 


 Global Initiative for Chronic Obstructive Lung Disease, Executive Summary 2001 ٭


 


 
These recommendations may not be appropriate for all clinical situations.  Decisions must be based on the professional judgment of 
the clinician and consideration of the individual patient circumstances and available resources.                                                                                        








 
  Ochsner Clinic Foundation 


Observation/In-patient Non ICU COPD Pathway  
 
Date:_____________________Time of Day: __________________________ 
 


      � Place in Observation status 
  OR 


� Admit as inpatient to (choose one)  
� Med/surg floor with telemetry 
� Med/surg floor without telemetry 


  Service__________________      Staff ________________ 
        
1. Diagnosis: Acute COPD Exacerbation 


    Other diagnoses:  ___________________________________ 
2. Condition:  __________________ 
3. Vital Signs:  q 4 hours X 48 hours then routine. 
4. Allergies (Note Reactions): ______________________________________ 
5. Diet:  � Regular  � Other: _________________________ 
6. Activity: � As tolerated   � Bed rest with bathroom privileges  � Other: _________________________ 
7. Nursing:  I & O, Pulmonary assessment q shift and as needed 
                        Special precautions: ____________________________________ 
8. IV:    �  Saline lock 
                 � IVF: _________________________________________________ 
 
9.  DIAGNOSTICS: (If not done in the ED) (check all needed) 


Labs: 
� CBC 
� BMP, Mg, Phosphorus 
� 12 lead EKG 
� ABG 
� Brain Naturetic Peptide 
 


Chest Radiograph: (check one of the following) Must fill out radiology request form 
� PA & Lateral 
� Portable AP 


 
10. RESPIRATORY: 


� Albuterol 2.5 mg & Atrovent 0.5 mg in 3 cc NS q 2 hours  (decrease frequency, as tolerated)  
� Albuterol 2.5 mg & Atrovent 0.5 mg in 3 cc NS q 4 hours  (decrease frequency, as tolerated) 
 


Oxygen: If pO2 < 60 or SaO2 < 89%, add O2 to maintain SaO2 ~ 90% (check one) 
� Nasal cannula @ ____________________ 
� Venturi mask @ ____________________ 
� ABG in 30 minutes after initiation of O2 therapy 
 


              � Consult Pulmonary for initiation of NIPPV therapy:  See following criteria 
 


                    NIPPV: Consider, if no contraindications and two of following three present 
• Moderate to severe dyspnea with accessory muscle use or paradoxical breathing 
• Moderate to severe acidemia (pH 7.30 – 7.35), and hypercapnia (PaCO2 > 45 – 60 mm Hg) 
• RR > 25 
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Observation/In-patient Non ICU COPD Pathway 
                             Page 2 
 


 
 
 


� Consult Critical Care (If severe persistent dyspnea, confusion, lethargy, coma; and/or Persistent or severe hypoxemia (PO2 < 50 
mm Hg), and/or severe/worsening hypercapnia (PaCO2 > 70 mm Hg), and/or severe/worsening acidemia (pH < 7.30) despite 
supplemental oxygen and NIPPV 


 
               � COPD Education, per RT 
 
               � Smoking Cessation advice, if needed. 
 


11. MEDICATIONS: (check all needed) 
                           � Prednisone 40mg PO QD X 10 days 


            � Pneumovax, if needed 
            � Influenza vaccine, if needed 
 


12. ANTIMICROBIALS:   (If increased sputum production & purulence) Must fill out AMOF (Total duration 7-10 days) 
(check one) 


� Gatifloxacin 400mg  PO Q24 hours 
 OR 
� Gatifloxacin 400mg IV Q24 hours (if unable to tolerate PO medications or high respiratory rate) 
 OR 
� Augmentin 875mg PO BID 
 OR 
� Other _______________________________ 
 


13. OTHER MEDICATIONS: (check if needed)  
      � Heparin 5000 units SubQ, Q8 hours for DVT prophylaxis. 
 
    __________________________________  _________________________________ 
 
 __________________________________  _________________________________ 
 
 __________________________________  _________________________________ 
 
 __________________________________  _________________________________ 
 
 __________________________________  _________________________________ 
 
 __________________________________  _________________________________ 
 
14.  Miscellaneous Orders:  Add below 
 


       
 


 
 
 
 
 


 
 
      ______________________________________________ 


             Print Name / Signature / Beeper # 
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		Ochsner Clinic Foundation

		Observation/In-patient Non ICU COPD Pathway

		NIPPV: Consider, if no contraindications and two of following three present








      Ochsner Clinic Foundation 
ED Physician’s Orders for Adult COPD 
 
 
Date:_____________________Time of Day: __________________________ 
 
 


1. RESPIRATORY (check all indicated) 
� ABG  
� O2 Saturation 


                                                                                                                      
Respiratory Treatment: (check one of the following) 


� Albuterol Nebulizer treatment 2.5mg and Atrovent 0.5 mg in 3cc NS Q 20 minutes x 3, followed by Albuterol 2.5 mg & 
Atrovent 0.5 mg in 3 cc NS q 2 hours  (decrease frequency, as tolerated) 
                OR 
� Albuterol nebulizer treatment 5mg and Atrovent 0.5 mg in 3cc NS Q 30 minutes x2, followed by Albuterol 2.5 mg & 
Atrovent 0.5 mg in 3 cc NS q 2 hours  (decrease frequency, as tolerated) 
 


Oxygen: If pO2 < 60, add O2 to maintain SaO2 ~ 90% (check one of the following) 
� Nasal cannula @ ______________________  


 � Venturi mask @ ______________________ 
 
 ABG in 30 minutes, after initiation of O2 therapy       


 
NIPPV: Consider, if no contraindication and two of following three present 


• Moderate to severe dyspnea with accessory muscle use or paradoxical breathing 
• Moderate to severe acidemia (pH 7.30 – 7.35), and hypercapnia (PaCO2 > 45 – 60 mm Hg) 
• RR > 25 


                         � Initiate CPAP of 5 cm H2O and titrate CPAP as tolerated to patient comfort. Bleed in O2 to maintain SaO2 ~ 90% 
 


2. DIAGNOSTICS: 
Labs: (check all needed) 


� CBC 
� BMP, Mg, Phosphorus 
� 12 lead EKG  
� Brain Natriuretic Peptide 


Chest Radiograph: (check one of the following) 
� PA & Lateral 
� Portable AP 
 


3. MEDICATIONS: 
Prednisone 40 mg QD x 10 days  
 


             ANTIMICROBIALS: (If increased sputum production &purulence) Must fill out AMOF 
          � Gatifloxacin 400mg PO QD  
         OR 


                 � Amoxicillin/clavuanate 875mg PO BID 
   OR 
           � Azithromycin 500mg PO QD 
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ED Physician’s Orders for Adult COPD 


                              Page 2 
 
 
 
4. MISCELLANEOUS: 


Medical records to ED 
 (check one of the following) 
� Saline IV lock 
� IVF: 
     Type: 
     Rate 


 
 


5. ED disposition: (check one of the following) 
� Admit 
� Place on Observation 
� Discharge  


A. Patient (or home caregiver) fully understands correct 
  use of medications and have prescriptions/refills. 


                         B. Follow-up and home care arrangements have been 
  completed (e.g., visiting nurse, oxygen delivery, 
  meal provisions) if applicable 


C. Patient, family, and physician are confident patient 
   can manage successfully. 


D. Appointment with PCP and/or Pulmonary Clinic (504-842-4055), in 14-28 days 
 


Page 2 o
 


 
 


 


 
 
 
 
 
 
 
 


  
  

GOLD٭ Suggested Indications for Admission Criteria: 
 
OBSERVATION/MED-SURG FLOOR: 


• Severe background COPD 
• Marked increase in intensity of symptoms 
• New physical signs (e.g. cyanosis, peripheral edema) 
• Failure to improve after initial medical therapy  
• Significant co-morbidities 
• Newly occurring arrhythmias 
• Diagnostic uncertainties 
• Insufficient home support 
• Older age 


 
CRITICAL CARE:  


• Severe persistent dyspnea 
• Confusion, lethargy, coma 
• Persistent or severe hypoxemia (PO2 < 50 mm Hg), and/or severe/worsening hypercapnia (PaCO2 > 70 mm Hg), and/or 


severe/worsening acidemia (pH < 7.30) despite supplemental oxygen and NIPPV 
 
 Global Initiative for Chronic Obstructive Lung Disease ٭
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		OR

		NIPPV: Consider, if no contraindication and two of following three present
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PATIENT IDENTIFICATION 
 
 
 
 


 


 


MED/SURG SERVICES   
VENOUS THROMBOEMBOLIC (VTE) PROPHYLAXIS ORDERS (ADULT) 


 


ORDER NUMBER: MS-27.0 LAST REVIEWED/REVISED: PILOT 11/03 
DATE OF ORIGIN: 08/03 APPROVED:  
 


DATE/TIME: ___________________________________Height/Weight:______________________ 
DIAGNOSIS: ____________________________________________________________________ 
ALLERGIES: _____________________________________________________________________ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
   
 
 
 
 
LAB: CBC with diff every 2 days while on Heparin or LMWH (Low Molecular Weight Heparin) 
TREATMENTS: (please check appropriate boxes for patient) 
For patients with three or more risk factors or any two risk factors with one risk factor being stroke/paralysis, cancer, major 
surgery, trauma, or prior VTE, consider using Enoxaparin every 12 hours or the higher dose of Dalteparin.  
 


1.   Intermittent Sequential Pneumatic Compression Device (SCD) bilateral for the leg/calf  
PHARMACY: (please check appropriate boxes for patient)  


2.   Heparin 5000 units subcutaneously every eight hours  
3.   Enoxaparin (Lovenox) injection 40 milligrams subcutaneously daily or 


 Enoxaparin (Lovenox) injection 30 milligrams subcutaneously every 12 hours  
4.   Dalteparin (Fragmin) injection 2500 units subcutaneously daily or 


 Dalteparin (Fragmin) injection 5000 units subcutaneously daily 
5.   No VTE Prophylaxis at this time 


 
 


Risk Factors:       
Any two or more is an indication for VTE prophylaxis  
▶ Age over 40 years       
▶ Obesity       
▶ ICU admission      
▶ Presence of a central venous line      
▶ Prolonged immobility, more than 24 hours 
▶ Past history of Chronic Lung Disease or an inflammatory 
disorder 
▶ Admitted with or a history of heart failure, pneumonia or 
serious infection, varicose veins, nephrotic syndrome, sickle 
cell disease, pregnancy or estrogen use 
 


“High” Risk Factors: 
Any One is an indication for VTE prophylaxis 
 
▶ Major trauma (abdomen, pelvis, hip or leg) 
▶ Ischemic (non hemorrhagic) stroke or paralysis 
▶ Malignancy 
▶ Any prior history of deep vein thrombosis or 
pulmonary embolism 


Anticoagulant prophylaxis exclusion criteria: 
▶ Significant renal insufficiency (affects low molecular weight heparin only!)  
▶ Uncontrolled hypertension 
▶ Presence or history of heparin induced thrombocytopenia 
▶ Recent intraocular or intracranial surgery 
▶ Spinal tap or epidural anesthesia within the previous 24 hours 
▶ Any active bleeding 
▶ Coagulopathy or thrombocytopenia 
▶ Current treatment with anticoagulants 
▶ Hypersensitivity to unfractionated heparin or low molecular weight heparin  
 





		DATE/TIME: ___________________________________Height/Weight:______________________






Checklist for Disclosure of Incident Resulting in 
Significant Harm: A Guide for Care Providers 
 
 
IMMEDIATE RESPONSE  


 Ensure that the immediate patient care needs are met. 
 Ensure patient, staff and other patients are protected from immediate 


harm. 
 
DISCLOSURE PROCESS PLAN 


 Gather existing facts. 
 Establish who will be present and who will lead the discussion. 
 Determine when the initial disclosure will occur. 
 Formulate what will be said and how effective disclosure will be 


accomplished. 
 Locate a private area to hold disclosure meeting, free of interruptions. 
 Be aware of your emotions and seek support if necessary. 
 Anticipate patient’s emotions and ensure support is available including 


who the patient chooses to be part of the discussion such as family, 
friends or spiritual representatives. 


 Contact Organizational Quality and Safety (ext.6261) or Patient Relations 
(ext.6096) to assist with disclosure if uncertain on how to proceed. 
 


INITIAL DISCLOSURE MEETING 
 Introduce the participants to the patient, functions and reasons for 


attending the meeting. 
 Use language and terminology that is appropriate for the patient. Be 


sensitive to cultural and language needs. 
 Make eye contact with the patient/SDM. 
 Ask the patient/SDM to tell their story and to discuss the event from their 


point of view. Listen first, and then talk if required. 
 Describe the facts for the patient safety incident and its outcome known at 


the time. 
 Avoid speculation or blame. 
 Apologize using the words “I’m sorry.”   
 Inform the patient of the process for analysis of the event and what the 


patient can expect to learn from the analysis, with appropriate timelines. 
 Provide time for questions and clarify whether the information is 


understood. 
 Offer to arrange subsequent meetings along with sharing key contact 


information. 
 Offer emotional support such as spiritual care services, counseling and 


social work, as needed. 
 Arrange practical support patient/SDM such as meals and transportation. 
 Facilitate further investigation and treatment if required. 







 
SUBSEQUENT AND POST-ANALYSIS DISCLOSURE 


 If additional factual information regarding the incident becomes available, 
contact the Safety Specialist (ext. 6818). 


 Ensure that the Quality & Safety Department is notified of any actions that 
are taken as a result of internal analyses such as system improvements. 


 Contact Organizational Quality & Safety if you would like additional 
supports after disclosure has taken place. 
 


DOCUMENT the disclosure discussions in the progress notes of the Personal 
Health Record: 


 Date, time and place of discussion. 
 Individuals present and relationship to patient. 
 Evidence of discussion of the incident including the reaction/questions 


by the patient/SDM and family members. 
 Evidence of the discussion regarding any treatment proposed to 


remedy the incident, and relevant consents. 
 Evidence that the patient/SDM will be kept informed of new facts as 


they become known.  Confirm contact information for SDM. 
 Documentation of offers of assistance and the patient/SDM’s 


response. 
 Documentation of the patient’s refusal to receive information regarding 


the incident, if patient expresses this choice. 
 The patient/SDM’s expression of intent to follow up with legal counsel. 
 The patient/SDM’s request to review the patient medical record (refer 


also to Health Records policy re: Requesting access, Correction or 
Disclosure of Personal Health Information 14.05.03). 
 








Checklist for Disclosure of Incident Resulting in 
Significant Harm: A Guide for Organizational Quality and 
Safety Facilitator  
 
 
DISCLOSURE PROCESS PLAN 


 Gather existing facts. 
 Establish who will be present and who will lead the discussion. 
 Determine when the initial disclosure will occur. 
 Formulate what will be said and how effective disclosure will be 


accomplished. 
 Locate a private area to hold disclosure meeting, free of interruptions. 
 Anticipate patient’s emotions and ensure support is available including 


who the patient chooses to be part of the discussion such as family, 
friends or spiritual representatives. 
 


INITIAL DISCLOSURE MEETING 
 Introduce the participants to the patient, functions and reasons for 


attending the meeting. 
 Use language and terminology that is appropriate for the patient. Be 


sensitive to cultural and language needs. 
 Ask the patient/SDM to tell their story and to discuss the event from their 


point of view. Listen first, and then talk. 
 Describe the facts for the patient safety incident and its outcome known at 


the time. 
 Avoid speculation or blame. 
 Apologize using the words “I’m sorry.”   
 Inform the patient of the process for analysis of the event and what the 


patient can expect to learn from the analysis, with appropriate timelines. 
 Provide time for questions and clarify whether the information is 


understood. 
 Offer to arrange subsequent meetings along with sharing key contact 


information. 
 Offer emotional support such as spiritual care services, counseling and 


social work, as needed. 
 Arrange appropriate practical support for the patient/SDM such as meals 


and transportation. 
 Facilitate further investigation and treatment if required. 
 


SUBSEQUENT AND POST-ANALYSIS DISCLOSURE 
 Continued practical and emotional support as required for both the 


patient/SDM and the care provider involved in the incident. 
 Reinforcement or correction of information provided in previous meetings. 
 Collect further factual information as it becomes available. 







 Prepare a follow-up letter with a further apology which might include an 
acknowledgement of responsibility for what has happened. The letter 
should outline the nature, severity, cause (if known) of the patient safety 
incident, any facts surrounding the incident, improvement plan and 
apology. 


 Describe any actions that are taken as a result of internal analyses such 
as system improvements. 
 


DOCUMENT the disclosure discussions as per organizational and practices and 
include: 


 The time, place and date of disclosure. 
 The names and relationships of all attendees. 
 The facts presented. 
 Offers of assistance and the response. 
 Questions raised and the answers given. 
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Guiding Principles:  
Toronto East General Hospital (TEGH) is committed to promoting and maintaining a safe environment for patients, 
visitors, staff, physicians and volunteers. Incident reporting provides a mechanism for reporting actual or potential events 
that compromise safety and patient care. Reporting these events can help identify hazards and risks, and provide 
information as to where the system is breaking down.  This can help target improvement efforts and systems changes to 
reduce the likelihood of injury to future patients.1 Toronto East General Hospital will use a systems approach in managing 
and analyzing critical incidents promptly. 
   
Purpose: 
The purpose of this policy is to ensure that incidents are investigated in a timely manner, so that root causes for actual and 
potential events are identified and systems improvements are implemented.  
 
Policy: 
Once an incident has been identified, an investigation will be conducted based on the level of severity.  All critical and 
severe incidents must be reported to the Manager, Quality and Safety at the time of the incident and managed and reviewed 
as per the procedures outlined below.  
 
Scope: 
This policy applies to all staff, physicians, residents, students, interns and volunteers at TEGH. 
 
Definitions: 
 
Critical Incident:  any incident that results in a serious, undesirable, and unexpected patient outcome including 
complication, injury, death or major permanent loss of a limb or function, directly associated with the health care provided  
or due to errors of commission or omission with the health care provided and not to the natural course of the patient’s 
illness or underlying condition. 
 
Examples of Critical Incidents: 


i. Incident resulting in an actual or potential serious patient outcome 
ii. Any patient death, paralysis, coma or other major permanent loss of function associated with an error 


iii. Medication error resulting in serious patient outcome 
iv. Blood transfusion error resulting in serious patient outcome 
v. Wrong site surgery or wrong surgery performed 


vi. Equipment malfunction or failure resulting in serious patient outcome 
vii. Suicide of a patient 


viii. Disruption in power or any other essential service which results in serious patient(s) outcome 
 


                                                           
1 World Health Organization. (2005) Draft Guidelines for Adverse Event Reporting and Learning Systems 
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Root Cause: An underlying organizational systemic and procedural issue, gap or deficiency that allows an adverse event or 
critical incident to occur and that can be altered to reduce the likelihood of a failure in the future and to protect patients, 
visitors and staff from harm when a failure does occur.2   
 
Systems Approach: This approach identifies environmental factors related to the patient, individual, team, workplace 
and/or organization that negatively influence the actions of the caregivers, and focuses on identifying opportunities for 
improvement and changes to the system to prevent recurrence of the critical incident.3  
 
Procedure for Investigating/Reviewing a Reported Incident    
 
The unit manager is responsible for the investigation and follow-up of all events/incidents reported in their area.  The staff 
member filing the incident report will determine the severity level based on the criteria listed below: 
 
Severity Scale 
 


Severity Scale Description 
Type 1 - Critical A critical incident results in a undesirable and unexpected 


outcomes or involves actual or potential loss of life, limb or 
function, or has a significant potential to adversely affect public 
perception and confidence in TEGH 


Type 2 – Severe An incident where these is a potential harm (not immediate) to a 
patient/visitor. An actual adverse event with successful 
intervention and outcome. 


Type 3 – Moderate An incident where there is no harm to a patient/visitor. A minor 
self-limiting adverse outcome with minor intervention required. 
X-ray and lab tests, if performed, remain normal or unchanged. 


Type 4 – Minor – No Harm An incident where there is no harm to the patient/visitor. No 
clinical significance or no known adverse outcome. 


Type 5 – Good Catch/Near Miss When an error was caught and remedied before any harm/loss 
was suffered by a patient/visitor and any disruption to the normal 
TEGH operations occurred. 


 
For those incidents assigned a severity rating of: 
                                                           
2 Mount Sinai Critical Incident Policy  
3 Quality and Risk Department. The Hospital for Sick Children, Toronto, Ontario 
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 Near Miss/Good Catch – Type 5 
 Minor No Harm – Type 4 
 Moderate – Type 3 


The unit manager will lead the investigation and follow up.  Once the investigation is complete and follow-up has been 
inputted into the electronic system, the manager will indicate in the follow-up that the “Manager/Director Review 
Complete” which will automatically alert Risk Management to review and close the file if appropriate. 
 
For incidents assigned a severity rating of: 


 Severe –Type 2 
 Critical – Type 1 


If a severity level 1 or 2 has been determined and submitted, the most appropriate Director and the Sr. Team will be alerted 
of the incident.  The unit manager will do a brief assessment of the incident and provide the Director, Sr. Team and Risk 
Management an update.  Subsequently the manager will work collaboratively with the Manager, Quality and Safety on the 
investigation and follow up. The Manager, Quality and Safety will determine in collaboration with the unit manager when 
the investigation and follow up are complete.  
  
Severe incidents will be investigated as a moderate or critical incident as determined by the Manager, Quality and Safety.   
 
Critical Incidents: 
 
The objective of the investigation is to identify the procedural or systemic issues involved so that effective corrective action 
can be taken to:  


 Prevent further similar occurrences 
 Improve the quality of the hospital’s response 
 Improve the quality of patient care, if implicated. 


 
The Manager, Quality and Safety will work collaboratively with the Program Director/Chief of Service (or delegate) to: 


 Review the preliminary information on the critical incident 
 Determine the scope of the investigation 
 Determine additional resources needed to carry out the investigation 
 Identify who will provide leadership during the investigation 
 Identify the key players who will be part of the of the debriefing meeting 
 Determine the date for the debriefing meeting 
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The Debriefing Meeting: 
The purposes of the debriefing meeting are: 


 To meet with the key players, as soon as possible, to review the chronology of events. This should occur within 10 
working days of the occurrence. 


 To review the health record and other relevant documents related to the occurrence and any relevant policies, 
procedure and/or protocols. 


 To identify possible system issues/concerns that may have played a role in the critical incident. 
 To discuss potential root causes.  


 
The debriefing meeting proceeds based on the following assumptions: 


 Safety is a priority at TEGH. 
 Reporting will be non-punitive. 
 Improving safety requires fixing systems not affixing blame. 
 All discussions in the debriefing meeting are confidential; none of the discussions should be further discussed 


outside the meeting. 
  Risk Management will bring the chart or any other relevant documentation for reference. 
 


Review and Follow-Up 
An external review may be conducted for any Critical Incident. An external review will be initiated at the discretion of the 
Chief of Staff, Medical Director (or designate), the VP Program Supports and the Manager of Quality and Safety. 
 
If an external review is required, the Chief of Staff, Medical Director and Program Director will select the appropriate 
candidate to provide the review. 
 
External Review Process: 
A Memorandum of Understanding will be prepared in advance, clearly outlining the requirements of the review and will 
include: 


 The scope of the review 
 The expectation that TEGH will receive a written summary of the findings, including any recommendations and   


evidence that supports these recommendations 
 Timelines for completion 
 Payment arrangements 


 
The Manager, Quality and Safety will prepare an improvement plan which will include identification of underlying causes 
with specific quality improvement actions using such tools as RCA and FMEA where applicable. 
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Any individual or teams, who have been assigned tasks with respect to any critical incident, are responsible for providing 
the Manager, Quality and Safety with a status update and/ or a completion report outlining their action plans and 
established timeframes. 


 
Dissemination of Information to Relevant Hospital Parties 
The Manager, Quality and Safety will be responsible for completing the briefing note template in Appendix A with the 
most up-to-date information regarding the critical incident and sharing it with specific committees and groups of the 
organization. The briefing note will be shared with the following parties in the schedule of meetings described below:  


 
1. The Executive Team on a weekly basis at their Executive Team meeting on Tuesday of every week.   
2. The Medical Quality and Patient Safety Committee (MQPSC) at their monthly meeting held every 4th Thursday of 


the month.  
3. The Medical Advisory Committee (MAC) at their monthly meeting held every 2nd Tuesday of the month.  
4. The Performance Improvement Council (PIC) at their monthly meeting held every 4th Tuesday of the month.  
5. A summary of the critical incidents will be presented to the Performance Monitoring Committee (PMC) of the 


Board on a quarterly basis at their scheduled quarterly meetings.  
 


In the event that the monthly MQPSC, MAC, and/or PIC meetings are cancelled due to vacation-related or any unavoidable 
circumstances, the Manager, Quality and Safety will share the briefing note with the Chief Executive Officer (CEO), the 
Chief of Staff (Chief), and Chairs of the MQPSC and the PIC. The CEO, Chief, and Chairs will subsequently be 
responsible for distributing the briefing note to the appropriate individuals.  The briefing note will be followed by a more 
thorough report once more information has been gathered and analyzed. 
 
The above stated reporting structure reserves the right to be modified based on the level of severity of the critical incident. 
For significant critical incidents requiring immediate attention, the Manager, Quality and Safety will notify the VP of 
Program Support, VP of Programs and Chief Nursing Officer, and the Director of Organizational Quality, Safety, and 
Wellness of the incident. An appropriate plan of action for communication and resolution of the incident will subsequently 
be developed in collaboration with the relevant parties. 
 
Who can I go to for advice? 
The following are available for advice and consultation:  


Director, Quality and Organizational Safety:    ext. 6330 
Manager, Quality and Safety:     ext. 6261 
Patient Relations      ext. 6096 
Bioethicist        ext. 7969 


Urgent after-hours inquiries should be directed to the Administrator-on-call through Locating 
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Cross Reference: 
Just Culture Policy 7.46.01 
Full Disclosure and Transparency Policy 7.45.01 
Reporting an Incident including Critical Incident 7.46.02 
QCIPA Policy 7.46.04 
 
Sources/Acknowledgements: 
TEGH acknowledges Women‘s College Hospital and Mount Sinai Hospital for its generous contribution to the 
development of this policy. 
 
Canadian Patient Safety Institute 
 
College of Physicians and Surgeons of Ontario. (2008). Disclosure of Harm. Accessed via the World Wide Web. 
www.cpso.on.ca 
 
Canadian Healthcare Association (2008). Study Guide Unit 5  
 



http://www.cpso.on.ca/





 
 


 
 
 


Appendix A: Critical Incident Reporting Briefing Note Template 
 
 
Briefing Note:   
 


DATE 
 
 
Issue:  
 
 
 
Background: 
 
 
 
Current Situation:   
 
 
 
 
Next Steps: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Executive Team Notified  Date: 
MQPSC Notified  Date: 
MAC Notified   Date: 
PMC Notified   Date: 


7 





		Root Cause: An underlying organizational systemic and procedural issue, gap or deficiency that allows an adverse event or critical incident to occur and that can be altered to reduce the likelihood of a failure in the future and to protect patients, visitors and staff from harm when a failure does occur.  

		Briefing Note:  






Incident Occurs


Notify Unit Manager
(Charge Nurse if overnight/weekends)


Conduct own review
NOT protected by QCIPA.


Incident
Reporting Form must 


be completed and sent to Risk


Does the incident meet the definition of a critical incident? 
AND


• Is the answer YES to any of the following questions?
1. Does the incident result in treatment and/or 


intervention and temporary patient harm?
2. Did the incident result in permanent harm of


a patient or caused a near death event?
3. Did the incident result in death of a patient?


NOTIFICATION SECURE AREAPATIENT CARE STAFF SUPPORT DISCLOSUREDOCUMENTATION


Attending 
Physician and
Care team
-Ensure the 
patient is safe 
and receives 
appropriate 
medical care
-Appropriate 
hospital supports 
should be 
offered to patient 
and/or family


ONGOING


Unit Manager notify:
• Attending Physician 


or MRP
• Department Director
• Risk Manager


Attending Physician
notify:
• Division Chief
• Coroner (as 


appropriate


Dept. Director
notify:
• Admin on call
• Security if necessary


Unit Manager:
Isolate and secure all 
meds, supplies or
Equipment involved


Unit Manager:
Mark all Equipment with
“DO NOT USE” sign


Unit Manager:
• Biomedical


Engineering
Manager


* In case of death, 
contain Area for Quality
and Risk Management


Staff Member involved:
- Complete incident 
reporting form and 
forward to risk
- Document incident in 
Patient Health Record 
but do not indicate that 
an incident report was 
filed
-Complete Biomedical
Engineering Service
Request Form


ONLY document Facts, 
NOT opinions


Dept. Director:
• Notify Director of 


HR if EAP is 
needed


• Delegate coverage
arrangement if 
needed


ONGOING


As per TEGH’s
Full Disclosure 


and 
Transparency


Policy
7.45.01


REPORTING AN INCIDENT INCLUDING A CRITICAL INCIDENT FRAMEWORK
(NOTE: Critical Incidents must be reported to Risk within 24 hrs)


NO


YES


CRITICAL INCIDENT
Any incident that results in a serious,
undesirable, and unexpected patient


outcome including complication, injury,
death or major permanent loss of a limb
or function, directly associated with the
health care provided or due to errors of
commission or omission and not to the


natural course of the patient’s illness or 
underlying condition
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Discharge Knowledge Assessment Tool©


Name:


Admission Date:_______________Discharge Date: ________________  Days in the Hospital: _____ 


DIAGNOSIS
What did the doctors say was wrong with you that required you to stay in the hospital? 
(WRITE EXACTLY WHAT THE PATIENT SAYS; IF THE PATIENT USES MEDICAL TERMINOLOGY ASK 
THEM TO EXPLAIN WHAT THIS MEANS) 


___________________________________________________________________________________________________


___________________________________________________________________________________________________


IF THE PATIENT USES LAY TERMINOLOGY FOR THIS ASK --What medical words did they use to describe 
this?
_________________________________________________________________________________________


IS THE PATIENT CORRECT? 
            YES........................................................................................................................... 1 


            NO ............................................................................................................................ 2 


            PARTIALLY CORRECT ......................................................................................... 3 


TESTS
While you were in the hospital what tests 
did you have? 


Correct? 
 Y         N 


What did those tests show? Correct? 
 Y         N 


 1 2  1 2 
 1 2  1 2 
 1 2  1 2 
 1 2  1 2 


IS THE PATIENT CORRECT? 
            YES........................................................................................................................... 1 


            NO ............................................................................................................................ 2 


            PARTIALLY CORRECT ......................................................................................... 3 


TREATMENT
While you were in the hospital how did 
they treat you to get you better? 


Correct? 
 Y         N 


What was the purpose of this 
treatment?


Correct? 
 Y         N 


 1 2  1 2 
 1 2  1 2 
 1 2  1 2 
 1 2  1 2 


IS THE PATIENT CORRECT? 
            YES........................................................................................................................... 1 


            NO ............................................................................................................................ 2 


            PARTIALLY CORRECT ......................................................................................... 3 
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FOLLOW-UP APPOINTMENTS
What primary care doctor were you scheduled to see after leaving the hospital? 
__________________________________________________________________________________ 
When (are) were you supposed to see this doctor? 


DATE: ______________, ___ ___, 200__ TIME: ____:____    __m 


Were you supposed to see any other doctors after discharge? 
            YES..............................................................................................................1 


            NO ...............................................................................................................2 
If Yes, What other doctors were you supposed to see besides the Primary Care Doctor?


Name?________________________     Specialty? ____________________________________     


When (are) were you supposed to see this doctor? 


DATE: ______________, ___ ___, 200__ TIME: ____:____    __m 


Name?________________________     Specialty? ____________________________________     


When (are) were you supposed to see this doctor? 


DATE: ______________, ___ ___, 200__ TIME: ____:____    __m 


IS THE PATIENT CORRECT? 
            YES........................................................................................................................... 1 


            NO ............................................................................................................................ 2 


            PARTIALLY CORRECT......................................................................................... 3


FOLLOW-UP TESTS
After leaving the hospital, were you scheduled for any other tests as an outpatient? 
            YES..............................................................................................................1 


            NO ...............................................................................................................2 
IF YES 
What is the name of the test? Correct? 


  Y        N 
What was the purpose of this test? Correct? 


  Y        N 
 1 2  1 2 
 1 2  1 2 
 1 2  1 2 
When are (were) you scheduled for 
the(se) test(s)? 


TESTS LOCATION DATE TIME Correct? 
 Y        N 


___________, ___ ___, 200__ ____:____  __m 1 2 
 ____:____  __m 1 2 
 ____:____  __m 1 2 


IS THE PATIENT CORRECT? 
            YES........................................................................................................................... 1 


            NO ............................................................................................................................ 2 


            PARTIALLY CORRECT ......................................................................................... 3 
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LIFE STYLE CHANGES
What lifestyle changes were you 
supposed to make after leaving the 
hospital?


Correct? 


  Y         N 


What was the reason for this lifestyle 
change?


Correct? 


  Y         N 
1 2 1 2 
1 2 1 2 
1 2 1 2 


IS THE PATIENT CORRECT? 
            YES........................................................................................................................... 1 


            NO ............................................................................................................................ 2 


            PARTIALLY CORRECT ......................................................................................... 3 
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Discharge Medication Prescription Form


Original - Patient’s prescription Yellow - Medical Records        Make Copy for Patient RECOR50944 2/07


Prescriber (print): _______________________________________________ Prescriber SIGNATURE:__________________________________________


DEA # (optional): ______________________________________________ GA LIC # (Physician Assistant only):_____________________________


Prescriber Contact #: ____________________________________________


❑ Patient has been given a copy of this prescription form. Print name: _______________________________________________


Date: Time:                           Allergies: ___________________________________________________


Patient Name: ________________________________________ Address: ________________________________________________


Medication /
Dose or Concentration / Dosage Form / Route / Schedule


USE LAY LANGUAGE to allow this form to be used for patient education
PLEASE PRINT and PRESS HARD


Indication /
Purpose


New
Medication
or Changed


Dose/
Frequency


Dispense
If patient does
NOT require a


new prescription
enter ZEROs


❑ Yes  ❑ No Dispense __________


Refill x __________


❑ Yes  ❑ No Dispense __________


Refill x __________


PHYSICIAN ASSISTANT PRESCRIPTIONS AUTHORIZED THROUGH _________________________________ M.D. __________________________________


Dispense __________


Refill x __________
❑ Yes  ❑ No


Dispense __________


Refill x __________
❑ Yes  ❑ No


Dispense __________


Refill x __________
❑ Yes  ❑ No


Dispense __________


Refill x __________
❑ Yes  ❑ No


Dispense __________


Refill x __________
❑ Yes  ❑ No


Dispense __________


Refill x __________
❑ Yes  ❑ No


Dispense __________


Refill x __________


Dispense __________


Refill x __________


Dispense __________


Refill x __________


Dispense __________


Refill x __________


❑ Yes  ❑ No


❑ Yes  ❑ No


❑ Yes  ❑ No


❑ Yes  ❑ No


❑ Yes  ❑ No


❑ Yes  ❑ No


ATTENDING PHYSICIAN (print) MD CO-SIGNATURE


Emory Crawford Long Hospital
550 Peachtree Street, NE, Atlanta, GA 30308


Hospital 404-686-4411


50944


Prescription and Non-Prescription Medications (NOT Controlled Substances) to Take after Discharge


See back for Instructions to Prescribers, Nurses, Patients, and Community Pharmacists.


Controlled Substances (Not a valid prescription, see separate prescription)


Medications PRIOR to Admission to Stop Taking after Discharged from the Hospital (include dose)
Stop:


Stop:


Stop:


Stop:
STOP


Page ___ of ___







PROOF
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Instructions to Prescribers:


1) PLEASE USE LAY LANGUAGE


2) Use the Admission Orders for Medications Prior to Admission Form and current MAR at discharge for optimal medication
reconciliation.


3) Indicate on this form ALL of the patient’s discharge medications.  


• Non-controlled prescription and non-prescription medications on the top portion of the form – this portion of the form serves
as the prescription for these medications.


• Controlled substances on the lower portion of the form – this portion serves as documentation of the complete medication
regimen.


• Medications that the patient was taking PRIOR to admission that should be discontinued post-discharge should be documented
on the bottom portion of the form. 


4) To document a prescription medication that the patient is to continue to take at home, but NOT write a new prescription for that
medication please place a ZERO in the dispense quantity field and the refill quantity field. 


5) Controlled Substances (Schedule II, III, IV, and V) must be documented on the middle portion of this form AND must be written
on a separate pink prescription or a computer generated prescription by an authorized prescriber with an approved DEA number to
be a legal prescription. 


6) In those situations where the brand name drug must be dispensed, you must write “Brand Necessary” on the prescription line.


7) Cross through unused lines on the prescription form.


8) If a medication order is incorrectly written or needs to be changed, a line must be drawn through the order and then initialed. Any
change to an order must be written on a new line.


9) Physician Assistants using this prescription form must indicate which Attending Physician the prescriptions are authorized through
in the space provided.  


10) Since this form is not used for prescribing controlled substances, the DEA number field is optional, but can be helpful to the
community pharmacy in submitting prescriptions to a patient’s insurance company. 


11) Reminder: patients who use mail order may need a separate prescription.


12) Print, press hard, and include the indication for each medication.  


Instructions to Nurses:


1) Provide the patient with a copy of the prescription form. The nurse giving a copy to the patient must print their name on the line
next to “Patient has been given a copy of this prescription form.”


2) Provide the lay equivalents to any abbreviations the prescriber has used in the medication regimen on the patient’s copy.


3) Clarify for the patient which medications they will need to self-administer the day of discharge.


Instructions to Patients:


1) Please give the original white page of this prescription form to your pharmacy. This original form is your prescription for new
medications and information for your pharmacist. 


• NOTE:  All medications that you are to take at home are listed on this form, but some may not require a new prescription.


• NOTE:  Prescriptions for controlled medications (Example: narcotic/pain medication) will be provided to you as a separate 
prescription.  


2) Please keep a copy of the original white prescription form for your reference at home. It is important to take this duplicate with you
to your next doctor’s appointment.


3) Please keep an up-to-date list of the medications that you take with you at all times. The Universal Medication Form is available
on the internet at http://www.emoryhealthcare.org/patient_guide/health_record_intro.html or at the Emory Clinics.


Instructions to Community Pharmacists:


1) This form can be used as a legal prescription for non-controlled substances only.  


2) All medications that the patient is to take at home are listed on this form, but some may not require a new prescription.  Please
refer to the Dispense column for instructions.
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Name:_____________________________            Phone Number:______________________________   
 
Admission Date:_______________Discharge Date: ________________  Days in the Hospital: _____ 
 
Primary Care Doctor: __________________________      Phone Number: ______________________ 
 


Hospitalist Doctor: _____________________________ Phone Number: ______________________ 
 
Other Doctor:_________________________ Specialty: _____________________________ 
Other Doctor:_________________________ Specialty: _____________________________ 
Other Doctor:_________________________ Specialty: _____________________________ 
 
DIAGNOSIS 
I had to stay in the hospital because: _________________________________________________________ 
 
The medical word for this condition is: _________________________________________________ 
 
I also have these medical conditions:__________________________________________________________ 
 
__________________________________________________________________________________________ 
 
TESTS 
While I was in the hospital I had these tests: which showed: 
  


  


  


  


 
TREATMENT 
While I was in the hospital I was treated with: The purpose of this treatment was: 
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FOLLOW-UP APPOINTMENTS 
______After leaving the hospital, I will follow up with my doctors. 
(initials) 


Primary Care Doctor: ________________________     Phone Number: ______________________ 


DATE: ______________, ___ ___, 200__ TIME: ____:____    __m 
 
Specialist Doctor: ________________________         Phone Number: ______________________ 


DATE: ______________, ___ ___, 200__ TIME: ____:____    __m 
 
FOLLOW-UP TESTS 
______After leaving the hospital, I will show up for my tests. 
(initials) 


TESTS LOCATION DATE TIME 
  ___________, ___ ___, 200__ ____:____  __m 
   ____:____  __m 
   ____:____  __m 
 
Call your Primary Care Doctor for the following: 
Warning signs 
1) 
 


4) 


2) 5) 


3) 6) 


 
LIFE STYLE CHANGES 
______After leaving the hospital, I will make these changes in my activity and diet. 
(initials) 
 


Activity:________________________________________, because ________________________________ 
 
Diet: __________________________________________, because ________________________________ 
 
Smoking: 


 Non-smoker 
 Smoker- Plan for quitting: __________________________________________________________________ 


 
Follow-up Phone Call DATE: ______________, ___ ___, 200__ TIME: ____:____    __m 
 
Patient Signature:_______________________________          
 
Doctor or Nurse Case Manager Signature:_____________________________ Date: _____/_____/ 200__ 
 
If you have any problems or questions about your health after leaving the hospital, please call (404) 778-6382. 
If you have any questions about your participation in this research study, please call (404) 686-6769. 
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MEDICATIONS 
When I leave the hospital and go home, I will be taking the medicines on my Prescription Form. 
______I understand which medicines I took before I came to the hospital and will now STOP. 
(initials) (If applicable) 


______I understand the medicines I will continue taking and new medicines I will take. 
(initials) 


______I understand why and when I need to take each medicine. 
(initials) 


______I understand which side effects to watch for. 
(initials) 


Please bring all of your medicines to your follow-up appointments. 
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Purpose  Toronto East General Hospital is committed to delivering safe, 
competent and compassionate care. Despite this, patients are 
sometimes harmed. This harm can be unavoidable, such as when a 
patient suffers a serious, previously unknown allergic reaction to 
medication.  Sometimes the harm is a result of system failure or a 
result of human error. When things go wrong, patients and families 
need to know what happened.  They need to know what changes have 
been or will be made to prevent a similar event in the future.  TEGH is 
committed to disclosing a patient safety incident with openness, 
honesty and compassion. 


 


Building a Foundation for Disclosure 


Supporting Disclosure through a Just Culture 


 TEGH has a policy supporting a Just Culture (7.46.01).  A 
patient safety culture is vital to encourage and sustain safer 
patient care.  Disclosure of harmful incidents and reporting of 
incidents are enabling steps in the learning and prevention 
process.   


 


Supporting Patients 


 Every effort will be taken to keep patients apprised of the 
actions taken in response to a Patient Safety Incident.  
Patients will be made aware of any new facts identified in the 
analysis of an incident, the conclusions as to the reason for 
the clinical outcome, and any steps that have been 
implemented to improve the provision of care for others.   


 


Supporting Healthcare Providers 


 Patient Safety Incidents can have an effect on healthcare 
providers.  Feelings of sadness, failure to heal and 
overwhelming guilt can erode healthcare providers’ self-
esteem and drain them emotionally and physically.  
Disclosure and apology can help them heal and preserve 
relationships with their patients.  Emotional and practical 
support can be arranged when needed through Occupational 
Health and Safety or by Employee Assistance Program 
(EAP). 


 


The purpose of the Full Disclosure and Transparency  policy is twofold: 


 To ensure that the hospital personnel properly and consistently 
disclose patient safety incident to affected patients, in a timely 
manner, with a view to improving patient safety  


 To promote a “Just Culture” and to facilitate the creation of a transparent 
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environment at TEGH, in which all patient safety incidents resulting in 
harm are reported. 


  


Policy Statement  Toronto East General Hospital respects the rights of patients to be 
treated with dignity and respect.  All patients and their families or 
“substitute decision-makers” (SDMs) will be informed of patient safety 
incidents involving the patient. Deliberate non-disclosure of patient 
safety incident will result in disciplinary action.   


 


Definitions   


 Healthcare 
Associated 
Harm 


Harm arising from or associated with plans or actions taken during the 
provision of healthcare, rather than an underlying disease or injury. 


 


 Patient Safety 
Incident 


An event or circumstance which could have resulted, or did result, in 
unnecessary harm to a patient. 


 Harmful incident: A patient safety incident that resulted in harm 
to the patient 


 No harm incident: A patient safety incident which reached a 
patient but no discernable harm resulted. 


 This policy does not require the reporting of near misses, 
however following the principles of a “Just Culture”, TEGH 
strongly encourages the reporting of any near misses. 


 


 Critical Incident  The most severe type of patient safety incident is a Critical Incident 
(see policy 7.46.03).  Any incident that results in a serious, undesirable, 
and unexpected patient outcome including complication, injury, death 
or major permanent loss of a limb or function, directly associated with 
the health care provided or due to errors of commission or omission 
with the health care provided and not to the natural course of the 
patient’s illness or underlying condition. 


Examples of Critical Incidents: 


i. Any patient death, paralysis, coma or other major 
permanent loss of function associated with an error 


ii. Medication error resulting in serious patient outcome 
iii. Blood transfusion error resulting in serious patient outcome 
iv. Wrong site surgery or wrong surgery performed 
v. Equipment malfunction or failure resulting in serious patient 


outcome 
vi. Disruption in power or any other essential service which 


results in serious patient(s) outcome 


A formal disclosure process involving the Organizational Quality and 
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Safety Department will be initiated where a critical incident has 
occurred. 


Procedures  


 Immediate 
Response 


The most important action in responding to patient safety incident is to 
ensure immediate patient care needs are met. When a clinician 
discovers patient safety incident, he/she should take the following steps 
immediately. 


 


 


 Reporting the 
Incident 


 Inform your immediate supervisor and the most responsible 
physician. 


 File an electronic incident report located on iCare.  


 Document the incident in the patient’s chart in an objective, factual 
and narrative manner; include the circumstances leading up to it, 
and sequelae for the patient. 


 When a Critical Incident has been identified, review the “Checklist 
for Disclosure” to be clear on the next steps of disclosure process. 


 


 Disclosure to 
patient or 
substitute 
decision-maker 


 


 When a non-critical patient safety incident has been identified, initial 
disclosure should take place at the bedside and occur when the patient is 
stable and/or able to comprehend the information.  If the patient is not 
capable of understanding, disclosure is to the patient’s substitute decision-
maker (SDM), as set out in the Health Care Consent Act. This initial 
disclosure should include an acknowledgement, a brief factual explanation 
of the incident and an apology. 


 In cases involving significant harm to the patient, the Organizational 
Quality & Safety department should be notified prior to disclosure to the 
patient or SDM. 


 The person responsible to make the disclosure should be the individual 
involved in the incident and/or the person most responsible for the 
individual involved in the incident (i.e. Supervisor, Manager, Chief).  The 
care team may discuss and determine the most appropriate approach for 
disclosure.  The patient’s physician may wish to disclose depending on 
the seriousness of the situation.   
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 Meeting with the 
patient or 
substitute 
decision-maker  


What should be said to the patient? The Organizational Quality & 
Safety Department will organize a meeting with the patient and/or SDM 
(See Checklist for Disclosure for Organizational Quality & Safety 
Facilitator) 


Prior to meeting with the patient and/or SDM, the health care team 
associated with the patient safety incident, including the Manager of 
Organizational Quality & Safety and /or Quality Specialist should meet 
to review the facts surrounding the event. 


 


The type and nature of the discussion will depend on the event. 
i. The priority of the initial meeting with the patient and/or SDM will 


be to listen to the patient and/or SDM and hear their perspective 
on the incident. Once the patient/SDM has had an opportunity to 
express themselves, the following should be presented: 


 Nature, severity and cause (if known) of the incident.  
Limit discussion to a straightforward review of the 
known facts; avoid blame, conjecture and judgment.  


 An explanation that all the facts may not yet be known, 
but will be disclosed to the patient when they are. 


 The individual leading the discussion should offer to 
answer any questions raised. Unanswered questions 
should be noted and prompt and thorough responses 
sought.  


 Describe what can be done, if anything, to correct the 
consequences of the incident. Explain any treatment 
proposed to correct or lessen the effects of the 
incident and seek consent to proceed with the 
treatment. Patients may also be offered a second 
opinion, the involvement of outside assistance, or 
transfer of care to another practitioner.  


 An apology or expression of remorse or sorrow should 
be offered, and is not necessarily an admission of 
guilt. It can help promote confidence in hospital staff, 
resolve disagreements, help rebuild trust, and prevent 
unnecessary formal proceedings.  


 The patient should be assured that the hospital is 
taking steps to investigate the event and to apply 
corrective measures to ensure patient safety.  


ii. The Manager of Organizational Quality & Safety and /or Quality 
Specialist will write a letter for the patient and/or SDM outlining 
the nature, severity, cause (if known) of the patient safety 
incident, any facts surrounding the incident, improvement plan 
and apology.  The letter will also contain contact information if 
there are any questions for the team in the future. 
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Documentation  


The following information must be documented in the progress 
notes of the Personal Health Record: 


i. Date, time and place of discussion 
ii. Individuals present and relationship to patient 
iii. Evidence of discussion of the incident including the 


reaction/questions by the patient/SDM and family members 
iv. Evidence of the apology and discussion regarding any treatment 


proposed to remedy the incident, and relevant consents 
v. Evidence that the patient/SDM will be kept informed of new facts 


as they become known 
vi. Documentation of offers of assistance and the patient/SDM’s 


response 
vii. Documentation of the patient’s refusal to receive information 


regarding the incident, if patient expresses this choice 
viii. The patient/SDM’s expression of intent to follow up with legal 


counsel 
ix. The patient/SDM’s request to review the patient medical record 


(refer also to Health Records policy re: Requesting access, 
Correction or Disclosure of Personal Health Information 
14.05.03) 


 


 


 Key contacts for 
Care Providers 


The hospital is committed to providing meaningful support to staff 
involved in a patient safety incident. Staff should seek support 
throughout the disclosure process. The Department of Quality and 
Safety along with Patient Relations are available for advice and 
consultation:  


 


Director, Quality and Organizational Safety:   ext. 6330 


Manager, Organizational Quality & Safety  ext. 6261 


Quality Specialist      ext. 6818 


Director, Professional Practice    ext. 6576 


Patient Relations      ext. 6096 


Bioethicist                  ext. 3364 


Manager, Clinical Documentation    ext. 2644 
                


Urgent after-hours inquiries should be directed to the Administrator-on-
call through Locating. 
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Appendix B  


 Visual Representation of Patient Safety Incidents 


 



http://www.cpso.on.ca/
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Source: Canadian Disclosure Guidelines: Being Open with Patients and Families (July 2011) 


 


Appendix B  


 Checklist of Incident Resulting in Significant Harm: A Guide for Organization Quality 
and Safety Facilitators 


 Checklist of Incident Resulting in Significant Harm: A Guide for Care Providers 
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Ideal Discharge for the Elderly Patient:  A Hospitalist checklist 


 


Checklist 


Element 


Particulars Must Keep Optional 


Medication 


Education  


• Written schedule of medication  


• Include Purpose (reason) and (if apt) Cautions(s) for 


each medication  


• Clinical Pharmacist involvement (especially if 


cognitive impairment, or ≥ 3 Medication changes  


x 


x 
 


 
 


 


 


 


 


x 


Cognition Rather than a Folstein score, some description mention of 


mental capacity such as:  


• Lucid (full capacity for understanding and 


executive function, such as being able to follow 


instructions)  


• Forgetful (some senescence or impairment of 


memory)  


• Dementia (or "Brain Failure" - incapable of reliable 


recall and/or executive function)  


 


 


 


 


 


 


 


 
 


 


 


x 


 


 


x 


 


x 


Discharge 


Summary  


Needs to be written with the receiving caregiver in mind, 


including:  


• Presenting problem(s) that precipitated 


hospitalization  


• Primary and secondary diagnoses  


• Key findings and test results  


• Brief hospital course  


• Discharge Med Reconciliation (see above)  


• Condition at discharge (including functional status 


and cognitive status, if relevant)  


• Discharge Destination (and rationale if not obvious)  


 


 


x 


 


x 


x 


x 


x 


 


 


x 


 


 


 


 


 


 


 


 


Cognitive status 
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• Any anticipated problems and suggested 


interventions.  


• Follow-up appointments with suggested 


management plan 


• Pending labs or tests  


• Recommendations of any sub-specialty consultants  


•  Documentation of patient education and 


confirmation of patient understanding through 


teach-back  


 


 


x 


 


x 


x 


 


x 


 
 


 


X 


 


 


Patient 


Instructions 


ε     Provide instructions written at 6
th


 grade level  


ε     Any anticipated problems(s) and suggested 


intervention(s)  


ε     24/7 call-back number 


ε     Teach-back to confirm patient understanding 


X 


X 


 


X 


x 


 


Hazardous 


Medications 


(Forster et al)  


Plans for proximate follow-up (about one week) tests 


and/or visits for patients taking (new or changed):  


ε        Warfarin 


ε        Electrolyte-disturbing medications (diuretics)  


ε        CV drugs 


ε        Corticosteroids, or Hypoglycemic agents 


ε        Narcotic analgesics 


x 


 


 


 


 


 
 


 


 


Med specific 


management 


Providers Identify referring and receiving providers  


• Record in summary 


• Contact them and communicate immediate follow-


up issues  


 


X 


X 


 


Follow-up Plan:  2 weeks generally, or sooner if hazardous medication or 


fragile clinical condition.  


Include any testing and/or provider visit appointments 


X 


 


x 


 







June 2005 


Developed by SHM HQPS Committee, 2005 
©2005 Society of Hospital Medicine (SHM). All rights reserved. 


ε        Date 


ε        Name 


ε        Address 


ε        Phone number 


ε        Visit purpose or  


Responsible person to whom a pending test will be sent.  


x 


x 


x 


x 


x 


x 


Medication List:  


ε        Pruned 


ε        Reconciled 


ε        Explained 


ε        NO TEARS Tool 


ε        Indication(s) required for Continuing Care (Nursing 


Home, etc).  


•        Designate:  


•        "Meds you should no longer take" (R.Resar MD-IHI) 


•        New Meds 


•        Modified Meds 


•        Unchanged Meds 


 


x 


 


 


x 


x 


x 


x 


x 


Code Status Code status (and any other pertinent end-of-life issue 


stipulations) discussed with patient and included in the 


Summary.  Including at the least one of the following 


designations:  


• Full code (unrestricted full therapy)  


• DNR (Do not resuscitate)  


• Hospice-type care, or "Comfort measures only"  


  


  


  


  


  


  


  


  
 


X 


 


 


 


X 


X 


X 


 


Disease-specific 


Checklist 


Disease specific checklist targeting evidence-based practice 


• Pneumonia (immunizations, smoking cessation) 


• Heart failure (LVEF, ACEI or ARB, Patient 


instructions, smoking cessation, discharge weight) 


• Myocardial infarction ( ASA, beta-blocker, ACEI, 


smoking cessation) 


X 


X 


X 


 


X 
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‘JUST CULTURE’  


 
Background: 
 


In health care, as in other industries, a safety culture is essential, meaning that individuals, teams and organizations 
need to have a constant and active awareness of the potential for things to go wrong.  In a safety culture, 
organizations are able to learn from mistakes.  Good system design and good behavioural choices of staff together 
produce good results.1   Human error is inevitable and the system needs to be continually monitored and improved. 
The term “Just Culture” was coined to describe organizational practices and processes that promote reporting of 
error in order to ensure safe patient care. In a Just Culture, the duty to avoid causing unjustifiable risk or harm is 
the highest duty. The goal of a Just Culture is to improve organizational performance through recognition and 
management of risk. 


 
Policy Statement:   
 
TEGH promotes a Just Culture, where individuals are encouraged to be open and honest when identifying 
weaknesses in the system that result or have the potential to result in an error. A Just Culture is not designed to 
affix blame, but rather to identify system issues, gaps and deficiencies and implement the necessary improvements 
following incidents and adverse events.  Staff and others will not be punished for actions, omissions or decisions 
taken by them that are in keeping with their experience and training, but where gross negligence, wilful violations 
and destructive acts are not tolerated.    
 
 
Scope: 
This policy applies to all staff, physicians, residents, students, interns and volunteers at TEGH. 
 
Definitions: 
 
Human error- is when there is general agreement by a recognized expert, that the individual should have done 
something other than what they did.  In the course of that conduct where they inadvertently caused (or could have 
caused) an undesirable outcome, the individual committed an error.  
 
 


                                                           
1 Dekker, Sidney. Just Culture: Balancing Safety and Accountability. Ashgate Publishing Ltd. England, 2007. 
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Plan for TodayPlan for Today


I.I. The ProblemThe Problem
II.II. NQF NQF ‘‘Safe PracticeSafe Practice’’
III.III. Is Is ‘‘Safe PracticeSafe Practice’’ Safer?Safer?
IV.IV. Risk Factors for RehospitalizationRisk Factors for Rehospitalization
V.V. Barriers to ImplementationBarriers to Implementation
VI.VI. RollRoll--out out 
VII.VII. Can Health IT Deliver?Can Health IT Deliver?







The hospital discharge is nonThe hospital discharge is non-- 
standardized and frequently standardized and frequently 
marked with poor quality.marked with poor quality.


In 2006, there were 39.5 million In 2006, there were 39.5 million 
hospital discharges with costs hospital discharges with costs 
totaling $329.2 billion!totaling $329.2 billion!


““Perfect StormPerfect Storm”” 
of Patient Safetyof Patient Safety







““Perfect Storm" of Patient SafetyPerfect Storm" of Patient Safety


Loose Ends Loose Ends 
Communication Communication 
Poor Quality Info Poor Quality Info 
Poor Preparation Poor Preparation 
Fragmentation Fragmentation 
Great VariabilityGreat Variability


•• 20% of Medicare patients readmitted within 30 days20% of Medicare patients readmitted within 30 days1 1 


•• Only half had a visit in the 30 days after dischargeOnly half had a visit in the 30 days after discharge1


•• The hospital discharge is nonThe hospital discharge is non--standardized and standardized and 
frequently marked with poor quality.frequently marked with poor quality.


Jenks NEJM 2009.  Jenks NEJM 2009.  







A Real Discharge Instruction SheetA Real Discharge Instruction Sheet







But it is More than Patient SafetyBut it is More than Patient Safety


"Hospitals with high rates of readmission will "Hospitals with high rates of readmission will 
be paid less if patients are readmitted to the be paid less if patients are readmitted to the 
hospital within the same 30hospital within the same 30--day period saving day period saving 
$26 billion over 10 years" $26 billion over 10 years" 


Obama Administration Budget DocumentObama Administration Budget Document


MedPACMedPAC recommends reducing payments to recommends reducing payments to 
hospitals with high readmission rates                     hospitals with high readmission rates                     


MEDPAC Testimony before Congress March MEDPAC Testimony before Congress March ‘‘0909


http://http://www.hospitalcompare.hhs.govwww.hospitalcompare.hhs.gov//







Two QuestionsTwo Questions


We asked:We asked:
Can improving the discharge process Can improving the discharge process 
reduce adverse events and unplanned reduce adverse events and unplanned 
hospital utilization?hospital utilization?


Grant reviewer asked:Grant reviewer asked:
What is the What is the ““discharge processdischarge process””??







Principles of the RED: 
Creating the Toolkit


Readmission Within
6 Months


Hospital
Discharge


Patient 
Readmitted 


Within 
3 Months


Probabilistic 
Risk 


Assessment


Process 
Mapping


Failure Mode 
and Effects 


Analysis


Qualitative
Analysis


Root Cause
Analysis







RED ChecklistRED Checklist


Eleven mutually reinforcing components:Eleven mutually reinforcing components:


Medication reconciliation Medication reconciliation 
Reconcile dc plan with National GuidelinesReconcile dc plan with National Guidelines
FollowFollow--up appointmentsup appointments
Outstanding tests Outstanding tests 
PostPost--discharge servicesdischarge services
Written discharge planWritten discharge plan
What to do if problem arisesWhat to do if problem arises
Patient educationPatient education
Assess patient understandingAssess patient understanding
Dc summary to PCPDc summary to PCP


> > Telephone ReinforcementTelephone Reinforcement


Adopted by 
National Quality Forum
as one of 30 
"Safe Practices" (SP-11)







Enrollment
N=750 Randomization


RED Intervention
N=375


Usual Care
N=375


30-day 
Outcome Data
•Telephone Call
•EMR Review 


MethodsMethods-- 
Randomized Controlled TrialRandomized Controlled Trial


Enrollment CriteriaEnrollment Criteria::
••English speakingEnglish speaking
••Have telephone Have telephone 
••Able to independently consentAble to independently consent
••Not admitted from institutionalized settingNot admitted from institutionalized setting
••Adult medical patients admitted to Boston Medical Center Adult medical patients admitted to Boston Medical Center 
(urban academic safety(urban academic safety--net hospital) net hospital) 







After Hospital
Care Plan


for:
Maria Johnson


Discharge Date: October 25, 2005


After Hospital Care PlanAfter Hospital Care Plan







What time of day do 
I take this 
medicine?


Picture
(the medication from 


the pharmacy may not 
look exactly like this)


Medication
name


Amount
# of pills


How do I take 
this medicine?


Why am I taking 
this medication?


MorningMorning


Motrin© (Ibuprofen) 
800mg 1 pill


by mouth with 
food pain


Zestril© (Lisinopril) 
10mg 1 pill by mouth blood 


pressure


Apresazide© (HCTZ) 
25mg 1 pill by mouth blood 


pressure


Nifedical XL© (Nifedipine) 
30 mg 1 pill by mouth blood 


pressure


Protonix© (Pantoprazole) 
40 mg 1 pill by mouth indigestion


EACH DAY follow this schedule:
Medication Schedule for Maria Johnson







Noon


Motrin© (Ibuprofen) 
800mg 1 pill


by mouth with 
food pain


Flovent© (Fluticasone) 
44mcg/puff 2 puffs


by inhalation
through mouth


help 
breathing


Evening


Motrin© (Ibuprofen) 
800mg 1 pill


by mouth with 
food pain


Folic Acid
1mg 1 pill by mouth vitamin


Bedtime


Flovent© (Fluticasone) 
44mcg/puff 2 puffs


by inhalation
through mouth


help 
breathing


If you need it
for anxiety


Ativan© (Lorazepam) 
0.5 mg 1 pill


by mouth
1x each day 


if needed
anxiety


Problem with anything in this packet?


Serious health problem?


Call your Doctor, Chris Manasseh:  (617) 825-3400


Call Your Discharge Advocate, RN – Lynn, Michael, or Mary: (617) 414-6822







Monday, October 31st


at 1:30pm
Friday, November 4th


at 10:00am
Wednesday, November 


9th at 9:30am
Tuesday, November 


15th at 11:00am
Dr. Chris Manasseh
Primary Care Physician 
(Doctor)


Dr. Sheilah Bernard
Consultant (Cardiologist)


Nutritionist Cardiac Stress Test


at Harvard St. Community 
Health Center


John will drive


at Boston Medical Center; 
Doctor’s Office Building - 
642


Take cab, use cab 
voucher


at Boston Medical Center
Take #1 bus


at  Boston Medical Center
850 Harrison Ave
4th floor – Cardiac 


Station     
John will drive; take 


parking sticker
For a Follow-up 
appointment


For a heart appointment To help with food plan To check your heart


Office Phone #: 617-825- 
3400


Office Phone #: 617-638- 
7490


Office Phone #: 617-555-1234 Office Phone #: 617-555- 
2345


Lab test/ study name Date done Name of clinician to 
review/location


Day/Date subject will see clinician to discuss 
results?


Stomach biopsy from 
endoscopy (stomach 
test)


October 24, 
2005


Dr. Manasseh at Harvard Street CHC Dr. Manasseh will talk to you about results at your 
appointment with him on October 31, 2005.


Tests:
Lab test/Studies done in hospital.  Waiting for results.


MAIN PROBLEM:


After Hospital Care Plan Maria Johnson 10/11/05
***Bring this Plan to each Appointment***


APPOINTMENTS:


Chest Pain







November 2005
Sunday Monday Tuesday Wednesday Thursday Friday Saturday


1 2 3 4
Call cab at 
9:15am
Dr. Bernard 
at 10:00am 
at BMC


5


6 7 8
Cardiac Stress 
Test 
at 11:00 am 
at BMC
John will drive


9
Nutritionist 
at 9:30am 
at BMC
Take #1 bus


10 11 12


13 14 15 16 17 18 19


20 21 22 23 24
BMC will call at 
10am for study


25 26


27 28 29 30


***Bring this Plan to each Appointment***







What did we find?







Primary Outcome: Primary Outcome: 
Hospital Utilization within 30d after dcHospital Utilization within 30d after dc


Usual Care 
(n=368)


Intervention 
(n=370)


P-value


Hospital Utilizations *
Total # of visits 
Rate (visits/patient/month)


166
0.451


116
0.314 0.009


ED Visits
Total # of visits
Rate (visits/patient/month)


90
0.245


61
0.165 0.014 


Readmissions
Total # of visits 
Rate (visits/patient/month)


76
0.207


55
0.149 0.090


* Hospital utilization refers to ED + Readmissions







Cumulative Hazard Rate of Patients Experiencing Cumulative Hazard Rate of Patients Experiencing 
Hospital Utilization Hospital Utilization 


30 days After Index Discharge30 days After Index Discharge
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p = 0.004







SelfSelf--Perceived Readiness for Perceived Readiness for 
DischargeDischarge 


(30 days post(30 days post--discharge) discharge) 
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Outcome Cost AnalysisOutcome Cost Analysis


Cost (dollars)
Usual Care


(n=368)
Intervention 


(n=370) Difference


Hospital visits 412,544 268,942 +143,602


ED visits 21,389 11,285 +10,104


PCP visits 8,906 12,617 -3,711


Total cost/group 442,839 292,844 +149,995


Total cost/subject 1,203 791 +412


We saved $412 in outcome costs for each patient given We saved $412 in outcome costs for each patient given 
REDRED







ImplicationsImplications


The components of the RED should beThe components of the RED should be
provided to all patients as recommendedprovided to all patients as recommended
by the National Quality Forum, by the National Quality Forum, 
Safe Practice.Safe Practice.







Who is at risk of 
Rehospitalizations?


Frequent Fliers
Health Literacy
Depression
Men
Substance Abuse
Elderly
LOS
Co-morbidity 







RED Effectiveness for Risk RED Effectiveness for Risk 
Stratified GroupsStratified Groups


Risk factors included in the analysis are: gender, marital status, depression status, 
hypertension/diabetes/asthma status, “frequent flier” status, and homelessness







Embodied Conversational AgentEmbodied Conversational Agentss
•• Emulate faceEmulate face--toto--face communicationface communication
•• Develop therapeutic alliance using empathy,     Develop therapeutic alliance using empathy,     
gaze, posture, gesturegaze, posture, gesture
• Teach RED 
• Determine Competency
• Can drill down
• Maps of CHCs
• High Risk Meds


Lovenox
Insulin 
Prednisone taper


Using Health IT to Overcome Using Health IT to Overcome 
Challenge of RN TimeChallenge of RN Time


Characters: Louise (L) and Elizabeth (R)







Studies of Nurse-Patient 
Interaction







Automated Discharge Workflow







Patient Interacting with LouisePatient Interacting with Louise







Embodied Conversational Agent 
http://relationalagents.com/red_demo_4545.wmv



http://relationalagents.com/red_demo_4545.wmv





Who Would You Rather Receive 
Discharge Instructions From?


Agent 74%


Nurse 10% Either 16%


“I prefer Louise, she’s 
better than a doctor, she 


explains more, and 
doctors are always in a 


hurry.”


“It was just like a nurse, 
actually better, because 
sometimes a nurse just 
gives you the paper and 


says ‘Here you go.’ 
Elizabeth explains 


everything.”







Current Work: Online LouiseCurrent Work: Online Louise


PostPost--discharge webdischarge web--based system designed to based system designed to 
emulate the postemulate the post--hospital phone callhospital phone call
Multiple interactions in the days between Multiple interactions in the days between 
discharge and first PCP appointmentdischarge and first PCP appointment
Designed to Designed to 
–– Enhance adherenceEnhance adherence
–– Monitor for adverse eventsMonitor for adverse events
–– Prevent adverse eventsPrevent adverse events


Identifying postIdentifying post--dc dc ““confusionconfusion”” and rectifyand rectify
Screening system for who needs 2 day phone callScreening system for who needs 2 day phone call


Beginning a trial of this system Beginning a trial of this system 







ConclusionsConclusions
Hospital Discharge is low hanging fruit for Hospital Discharge is low hanging fruit for 
improvementimprovement
RED is NQF Safe PracticeRED is NQF Safe Practice
RED:RED:
–– Can be delivered using Can be delivered using AHCP toolAHCP tool
–– Can decreased hospital use Can decreased hospital use 


30% overall reduction30% overall reduction
NNT = 7.3NNT = 7.3
Saves $412 per patientSaves $412 per patient


Health IT Could HelpHealth IT Could Help
–– could could improve deliveryimprove delivery
–– further improve cost savings and build the further improve cost savings and build the 


business case business case 







Thank you! Thank you! 


Brian Jack   Brian Jack   brian.jack@bmc.orgbrian.jack@bmc.org


Project RED WebsiteProject RED Website
http://www.bu.edu/fammed/projectred/http://www.bu.edu/fammed/projectred/


Engineered Care WebsiteEngineered Care Website
info@engineeredcare.cominfo@engineeredcare.com



mailto:brian.jack@bmc.org

http://www.bu.edu/fammed/projectred/

mailto:info@engineeredcare.com
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Guiding Principles:  
Toronto East General Hospital (TEGH) is committed to promoting and maintaining a safe environment for patients, 
visitors, staff, physicians and volunteers. Incident reporting provides a mechanism for reporting actual or potential events 
that compromise safety and patient care. Reporting these events can help identify hazards and risks, and provide 
information as to where the system is breaking down.  This can help target improvement efforts and systems changes to 
reduce the likelihood of injury to future patients.1  
 
TEGH supports a ‘just culture’ where all staff are encouraged to be open and honest when identifying weaknesses in the 
system, that result or have the potential to result in a critical incident, without fear of negative repercussions.  The hospital 
recognizes that human performance is greatly influenced by environmental or system factors.  
   
Purpose: 
The purpose of this policy is to ensure that hospital staff properly identify and report incidents in a timely manner, to the 
appropriate people, so that root causes for actual and potential events are identified and systems improvements are 
implemented.  
 
The intent is not to affix blame, but to identify system issues, gaps and deficiencies and implement the necessary 
improvements. 
 
This policy deals specifically with incidents related to patients, visitors and volunteers.  For staff incidents please refer to 
Occupational Health and Safety.  
 
Policy: 
It is the responsibility of every employee, physician, volunteer or student at TEGH, who witnesses or discovers an incident, 
to inform their appropriate supervisor/manager in a timely manner. Deliberately withholding information about an 
incident or not reporting an incident to the appropriate supervisor/manager will result in disciplinary action. 
 
All incidents will be investigated promptly and consistently with the aim of identifying the root cause and implementing 
appropriate system improvements.  
 
As per Regulation 423/07  “Disclosure of Critical Incidents to Patients” an amendment to the Public Hospitals Act 
Regulation 965,  Toronto East General Hospital will encourage all healthcare providers to comply with the legislation (refer 
to policy 7.45.01 Full Disclosure and Transparency) 
 
Scope: 
 
This policy applies to all staff, physicians and volunteers at Toronto East General Hospital.   
 
                                                           
1 World Health Organization. (2005) Draft Guidelines for Adverse Event Reporting and Learning Systems 
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Definitions: 
Incident: “Incidents are outliers, events that may be outside of the expected range of operational or clinical occurrences”.2  
 
Harm: “An outcome that negatively affects a patient’s health and/or quality of life.”3


 
Reporting: When appropriate hospital authorities are informed about an actual/potential AE and/or medication 
discrepancies. 
 
Adverse Event (AE): “An event which results in unintended harm to the patient, and is related to the care and/or services 
provided to the patient rather than to the patient’s underlying medical condition.”4  
 
Examples of AEs 


i. An abdominal roll is left in a patient’s abdomen during surgery.  
ii. Patient fails to receive ordered medication, or is given the wrong medicine and suffers serious deterioration of 


their condition. 
iii. Patient returning from the OR falls from bed after rails have been left down, fracturing hip. 
iv. A dementia patient wanders from the unit and/or away from the hospital resulting in a code yellow. 


 
Near Miss or Good Catch: An unplanned sequence of events that could have caused harm if conditions were different or is 
allowed to progress, but did not in this instance. 
 
Critical Incident:  any incident that results in a serious, undesirable, and unexpected patient outcome including 
complication, injury, death or major permanent loss of a limb or function, directly associated with the health care provided 
or due to errors of commission or omission with the health care provided and not to the natural course of the patient’s 
illness or underlying condition. 
 
Examples of Critical Incidents: 


i. Incident resulting in an actual or potential serious patient outcome 
ii. Any patient death, paralysis, coma or other major permanent loss of function associated with an error 


iii. Medication error resulting in serious patient outcome 
iv. Blood transfusion error resulting in serious patient outcome 
v. Wrong site surgery or wrong surgery performed 


vi. Equipment malfunction or failure resulting in serious patient outcome 
vii. Suicide of a patient 


viii. Disruption in power or any other essential service which results in serious patient(s) outcome 


                                                           
2 Canadian Healthcare Association (2008). Study Guide Unit 5; p3 
3 The Canadian Medical Protective Association (2008) Communicating with your Patient about Harm: Disclosure of 
Adverse Events 
4 Canadian Patient Safety Institute(2008). Canadian Disclosure Guidelines; p30. 
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ix. A near miss that had the potential to lead to a critical incident causing serious harm to the patient if it had not been 
detected before the occurrence 


 
Just Culture: An atmosphere of trust in which staff are encouraged to provide essential safety-related information and are 
clear about where the line must be drawn between acceptable and unacceptable behaviour.5


 
Root Cause: An underlying organizational systemic and procedural issue, gap or deficiency that allows a adverse event or 
critical incident to occur and that can be altered to reduce the likelihood of a failure in the future and to protect patients, 
visitors and staff from harm when a failure does occur.6   
 
Procedure for Incident Management   
 
Immediate Steps (These steps may occur simultaneously): 


• Ensure the patient (family member/volunteer) is safe and receives appropriate medical care 
• Report the incident to the Supervisor/PCC/Charge Nurse   
• In consultation with the Supervisor/PCC/Charge nurse, determine if the incident is a critical incident  (see criteria 


below) 
• If the incident is deemed to be critical, or if staff are unsure, notify the unit manager immediately 
• Document the facts of the incident in the patient’s chart  
• Complete an incident report 
• Disclosure (see policy 7.45.01 Full Disclosure and Transparency) 
 


Is the incident a Critical Incident?  
If the answer is yes to any of the following questions, the incident is a critical incident. 


-Did the incident result in temporary harm to the patient, requiring treatment and /or intervention? 
-Did the incident result in permanent harm to the patient or did it cause a near death event? 
-Did the incident result in the death of a patient? 


 
Once an incident has been brought to the attention of the unit manager, he/she will review the critical incident criteria and 
confirm the decision.  If the incident is determined to be a critical incident, see Process for Managing a Critical Incident 
below.   


 
If the unit manager is not sure if the incident meets the criteria of a critical incident, he/she will contact Risk 
Management to seek advice.  


 
 
 


                                                           
5 Ruchlin, H. et. al. (2004) The Role of Leadership in Instilling a Culture of Safety. Journal of Healthcare Management; 49:1. 
6 Mount Sinai Critical Incident Policy  
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Process for Managing AEs/Incidents (Non-Critical):    
The attending physician and the rest of the care team will see that the immediate needs and safety of the patient and/or 
family are met.   
Appropriate hospital supports should be offered to the patient and/or family (i.e. pastoral care, social worker, patient reThis 
should be ongoing 
 
Documentation will occur in the patient’s health record and will include the specific facts and/or treatment delivered and 
the immediate follow-up actions that pertain to patient care. The chart should reflect all assessments and care provided to 
the patient. All interactions with the patient/family are to be documented, including an outline of any conversations, the 
patient/family’s issues or concerns and a summary of the responses to their queries. Document facts only, do not include 
personal comments or opinions. 
 
The staff member having the most knowledge of the incident will complete an Incident Reporting Form and submit it to 
their supervisor/manager. Once reviewed by the supervisor/manager, the incident report is sent to the Risk Management 
Office. The Incident Reporting Form should only contain facts and no opinions.  Staff should not document in the patient’s 
health record that an incident reporting form has been completed.  
 
Where personal injury is incurred by a visitor, a hospital staff member should offer to have the visitor taken to the 
Emergency Department for assessment, if necessary. If the visitor refuses to be accompanied to the Emergency Department, 
this should be documented in the report. 
 
The unit manager may conduct his/her own review with the assistance of the Risk Manager (see Policy 7.46.03) 
 
Process for Managing Critical Incidents: 
Once a critical incident has been reported, the following steps, depending on the nature of the critical incident, must be 
completed within 24 hours.  These steps may occur simultaneously:  
 
• Patient Care 
• Notification 
• Secure Area 
• Documentation 
• Staff Support 
• Disclosure (see policy 7.45.01 Full Disclosure and Transparency) 
• Data Collection 
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Patient Care  
The attending physician and the rest of the care team will see that the immediate needs and safety of the patient and/or 
family are met.   
Appropriate hospital supports should be offered to the patient and/or family (i.e. pastoral care, patient representative) 
This should ongoing 


 
Notification 
Notification of a critical incident must be communicated to the appropriate person personally (i.e. phone, face to face) and 
not using electronic sources (i.e. Email, fax etc.)   


 
The Unit Manager should immediately notify the: 


• Attending physician 
If the attending physician is the individual involved in the critical incident, than report to the MRP (Most 
Responsible Physician) 


• Department Director  
• The Risk Manager - The Risk Manager will act as the point person for the remainder of the Critical 


Incident Management Process. 
 


The Attending Physician should immediately notify or leave messages for: 
• Coroner when the critical incident involves death (As per the Coroner’s Act)  
• Division Chief 
 


 The Department Director should immediately notify:  
• Administrative person on call if after business hours  
• Security, depending on the nature of the critical incident 


o Security – follow Departmental Policies re. Police Notification (e.g. Suspected criminal activity) 
 


The Risk Manager, in Collaboration with the Medical Director(s) and Attending Physician(s) involved should 
decide: 


• Is the root cause(s) of the critical incident identifiable and does it need to be dealt with 
immediately?  Gas Leak  (Examples:, Abduction of patient) 


 
• If YES, the Risk Manager will notify the Quality and Organization Safety Director and Executive 


Team immediately to implement an immediate solution 
o If necessary, the Executive Team will Notify: 


 The Corporate Communications Director  
 Legal Representation 
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If no, depending on the severity of the critical incident, the Quality and Organization Safety Director will notify 
the: 


o Chief of Staff if Physician Related 
o Chief Nursing Officer if Nursing Related 
o Director of Pharmacy if medication error 
o Director Professional Practice if incident involved Allied Health Professional  
o Director of Facilities Services if incident involved an Food Services or equipment issue 
o Corporate Communciations, Patient Relations and/or Pastoral Care if necessary 
o Legal Representation if necessary 


 
Secure Area 
The Unit Manager should ensure all medication or supplies involved in the critical incident are isolated and secure.  


 He/she should notify and send this material to the Risk Manager for safekeeping. 
 


If a disposable/single use device is involved in the incident, save all pieces for the investigation. If possible, obtain the lot 
number and expiry date, if applicable. 
 
If the critical incident involved equipment, the unit manager should ensure the equipment (including cables, adapters or 
peripheral parts of the equipment) is isolated, marked with a “Do Not Use” sign and locked in a secure area.  


• He/she should notify the Biomedical Engineering Manager and Risk Manager about what equipment has 
been isolated and secured. 


*In the case of patient death, the unit manager should ensure the area is contained for the Quality and Risk Management 
Department. 


 
Documentation 
Documentation will occur in the patient’s health record and will include the specific facts and/or treatment delivered and 
the immediate follow-up actions that pertain to patient care. The chart should reflect all assessments and care provided to 
the patient. All interactions with the patient/family are to be documented, including an outline of any conversations, the 
patient/family’s issues or concerns and a summary of the responses to their queries. Document facts only, do not include 
personal comments or opinions. 
The following principles must be adhered to: 


• All entries in the patient record will include date, time, legible name and signature of the recorded. 
• All monitoring strips (cardiac, fetal, etc) labelled appropriately and securely locked away.  
• Late entries should be identified with “Late Entry” and include date, time, legible name and signature of the 


recorder. 
 
Any documents related to the incident, including those that do not form a part of the health record (such as emails, 
schedules, work sheets, fax confirmation sheets, etc) should be provided to Risk Management; nothing should be discarded. 
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The staff member having the most knowledge of the incident will complete an Incident Reporting Form and submit it to 
their supervisor/manager. Once reviewed by the supervisor/manager, the incident report is sent to the Risk Management 
Office. The Incident Reporting Form should only contain facts and no opinions.  Staff should not document in the patient’s 
health record that an incident reporting form has been completed. 


 
If the critical incident involved medical equipment, the staff member involved should complete a Service Request Form for 
Biomedical Engineering. The Service Request Form should only contain facts and no opinions. 
 
Where personal injury is incurred by a visitor, a hospital staff member should offer to have the visitor taken to the 
Emergency Department for assessment, if necessary. If the visitor refuses to be accompanied to the Emergency Department, 
this should be documented in the report. 
 
If the Attending Physician notified the Coroner, the Attending Physician should document this. 
 
Staff Support 
The attending physician and the rest of the care team will see that the immediate needs and safety of the staff involved in 
the incident are met.   


• Appropriate hospital supports should be offered to staff members (i.e. pastoral care, social worker, Occupation 
Health and Safety)  


• The Department Director should notify Human Resources (X6323) if Employee Assistance Program is 
required. 


• The Department Director and/or the Unit Manager will make coverage arrangements if staff member(s) involved 
in the critical incident is/are unable to work immediately after the incident and/or thereafter if required 


This should be ongoing 
 


Disclosure  
As per TEGH’s Full Disclosure and Transparency Policy (7.45.01) 


 
Data Collection  
The Risk Manager will: 


• Lock up the patient health record and associated films 
• List all staff involved in the incident and staff involved in the patient’s care 
• List of all other individuals present at the time of the incident (patients, family, visitors) 
• Secure all equipment and/or medicines, supplies labelled by the unit manager 
• Obtain a copy of all related policies and procedures 
• Obtain copies of staff rotation and assignments 
• Obtain copies of documentation such as Kardex and medication records. 


 
If the Risk Manager suspects criminal conduct, he/she will take appropriate legal action and contact Security.   
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Refer to Appendix 1 for “Reporting an Incident Including Critical Incidents Framework” 
 
For information regarding “Conducting an Incident Investigation/Review” refer to Policy 7.46.03 
 
Who can I go to for advice? 
 
The Department of Quality Assessment, Risk Management and Patient Relations is available for advice and consultation:  


 
Director, Quality and Organizational Safety:    ext. 6330 
Risk Manager:      ext. 6261 
Director, Professional Practice     ext. 6576 
Patient Relations      ext. 6096 
Bioethicist        ext. 7969 
Manager, Clinical Documentation    ext. 2644                 
  


Urgent after-hours inquiries should be directed to the Administrator-on-call through Locating 
 
 
Cross Reference: 
Just Culture Policy 7.46.01 
Full Disclosure and Transparency Policy 7.45.01 
Conducting an Incident Investigation/Review 7.46.03 
Progressive Discipline Policy 5.05.04 
Reporting of  Employee Incidents 12.01.02 
 
 
Sources/Acknowledgements: 
 
TEGH acknowledges Sunnybrook and Women’s College Health Sciences Centre (S&WCHSC) and Mount Sinai Hospital 
for its generous contribution to the development of this policy. 
 
Canadian Patient Safety Institute 
 
College of Physicians and Surgeons of Ontario. (2008). Disclosure of Harm. Accessed via the World Wide Web. 
www.cpso.on.ca
 
Canadian Healthcare Association (2008). Study Guide Unit 5  
 
 
 



http://www.cpso.on.ca/



		Root Cause: An underlying organizational systemic and procedural issue, gap or deficiency that allows a adverse event or critical incident to occur and that can be altered to reduce the likelihood of a failure in the future and to protect patients, visitors and staff from harm when a failure does occur.   






Readmissions Tools: 
An Enhanced Discharge 
Planning Program and 
Project BOOST


Robyn Golden, LCSW
Director of Older Adult Programs
Rush University Medical Center
Chicago, Illinois







“The hospital of the future 
will be a health center, not 
just a medical center…the 
hospital will offer valuable 
resources to the community 
on matters of health and 
well-being, and will be held 
increasingly accountable for 
the community’s health 
status.”


--Shi & Singh, 2004
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Objectives


•
 


Present the process by which Rush 
developed a transitional care program


•
 


Present how Rush provides transitional 
care to older adults and other at-risk 
populations
–


 
Enhanced Discharge Planning Program


–
 


Project BOOST
–


 
Other projects


•
 


Present the future of transitional care at 
Rush and in Illinois
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… in the heart of Chicago


Rush University Medical Center


Rush is located


 


minutes from 
downtown Chicago in the West Side 


Medical District
•


 


676 staffed beds (72 rehab)
•


 


27 patient care units
•


 


495 ADC
•


 


2,276 births
•


 


30,012 admissions
•


 


5.3 ALOS
•


 


169,547 patient days
•


 


19,929 surgeries
•


 


49,773 emergency department 
visits
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Care Coordination Principles at Rush


•
 


Commitment to improving patient outcomes 
through the adoption of best practices
–


 
Data driven and evidence based


–
 


In consideration of regulatory and publicly 
reported measures


–
 


Sensitive to human and financial resources
–


 
With patient and family involvement


•
 


Accountability and communication across 
disciplines
–


 
Maximize each disciplines’


 
role in care 


coordination
–


 
Spirit of openness and willingness to look at things 
differently and change
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Rush Enhanced Discharge Planning Program


•
 


Short-term telephonic care coordination
•


 
Provided by Master’s-prepared social workers


•
 


For older adults at risk for adverse events 
after an inpatient hospitalization
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Rush EDPP: History


•
 


Collaboration between 
Rush Older Adult 
Programs and Case 
Management Department
–


 
Performed between March 
2007 and May 2009


–
 


Piloted on 4 units at RUMC
•


 
Created to address a 
need seen by hospital 
staff


©


 


2010 RUSH University Medical Center







Rush EDPP: Goals


•
 


Promote patient safety and quality of life
•


 
Improve health outcomes and the patient 
experience


•
 


Reduce unnecessary healthcare costs for 
older adults
–


 
Target major causes of preventable readmissions


•
 


Create a bridge between the hospital and the 
community
–


 
Ensure the direction provided by the medical team 
is not lost


–
 


Provide referrals to important community services 
for older adults
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Rush EDPP: Vision


•
 


Develop discharge standards 
of care
–


 
Identify gaps in service for 
policy and systems change


–
 


Encourage community 
involvement and support for 
older adults at risk for 
rehospitalization


–
 


Determine issues requiring the 
most assistance after discharge
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Rush EDPP: Key Components


•
 


Follows a basic protocol
–


 
Biopsychosocial and 
environmental framework to 
determine patient needs


–
 


Evaluation of patients’
 expectations and ability to follow 


the discharge plan of care
–


 
Intervention around issues 
arising as a result of a 
complicated transition


–
 


Collaboration with existing 
providers to promote better 
health outcomes and quality of 
life
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Rush EDPP: Systems Framework
Healthcare Services & Policies


Rush EDPP: 
Short-term 


Care Coordination


Aging 
Network Services & Policies


Adapted from  Sheafer, B.W., Harejsi, C.R., and Horejsi, G.A. (2000). Techniques and Guidelines for Social Work Practice. Fifth ed. New Jersey: Allyn


 


and Bacon.


The Client EDPP 
Social Worker


Healthcare problem or 
change


Personal characteristics
Professional background


Helping roles
Practice frameworks
Practice principles


Bio/psycho/social 
characteristics
Environmental factors


Client 
abilities, 
activities, 


and 
decisions


Worker 
Skills and 


Techniques
+







Rush EDPP: Research


•
 
Created to test EDPP’s impact


•
 
In response to national imperative


–
 
30-day readmissions


–
 
Health care reform


•
 
Required standardization of EDPP 
model


–
 
Referral procedure


–
 
Assessment


–
 
Intervention
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EDPP Step 1: Referral


Rush EDPP Referral Criteria
Must meet all the following criteria:
Aged 65+ 
Speak English 
Discharged to home or home with assistance 
7+ medications prescribed 
Without a primary diagnosis of transplant


Must also meet one additional 
criterion:  
Lives alone 
Without a source of emotional support
Without a support system for care in place
Discharged with a service referral 
High falls risk
Inpatient hospitalization in past 12 months
Identified in-depth psychosocial need
High risk medication prescribed


•
 


Eligible patients referred 
through electronic report


•
 


Eligibility criteria based 
upon:
•


 
Review of literature


•
 


Trends observed 
during program’s pilot


•
 


Feedback from Rush 
case managers
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EDPP Step 2: Pre-assessment


•
 


Upon receiving an electronic referral, the 
EDPP Social Worker:
–


 
Reviews the patient record and case management 
notes for relevant medical and psychosocial 
information


–
 


Investigates previous hospitalizations as required
–


 
Identifies potential problem areas requiring in-


 depth assessment
–


 
Generates a list of questions addressing potential 
problem areas


–
 


Seeks information about and clarification 
of patient situation from inpatient 
case manager as necessary
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•
 


The EDPP Social Worker 
calls the patient or caregiver 
within 2 working days of 
discharge 
–


 


Performs a basic 
biopsychosocial assessment


•
 


Goals of the initial post-
 discharge assessment


–


 


Stabilize existing post-discharge 
situation


–


 


Ensure the patient and family 
follow up with medical providers 
and are receiving appropriate 
health care and community 
services


EDPP Step 3: Telephonic Assessment
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•
 


Next, the EDPP Social Worker asks 
targeted questions 
–


 
Questions regarding potential problem 
areas suspected during the pre-assessment 


–
 


Questions regarding issues identified during 
the assessment


For example, if a patient is identified as having potential 
transportation difficulties:


How do you get around outside your home?  
Who assists you in getting to appointments?


EDPP Step 3: Telephonic Assessment
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•
 


EDPP Social Worker intervenes around 
identified issues


•
 


EDPP Social Worker completes the 
intervention loop until issues resolved


For example, if a patient has transportation difficulties:
Provide information, literature, and/or resources related to 


transportation programs
Refer to community-based, faith-based, and/or aging 


network resources that can provide the service


EDPP Step 4: Intervention
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Is follow 
up with service 


providers, caregivers, 
healthcare professionals, 


community resources 
necessary?


EDPP Step 4: Intervention


Yes: EDPP social worker 
provides contact 


information for necessary 
parties to patient/caregiver


EDPP social worker performs 
telephonic biopsychosocial 


assessment


Intervention Loop


EDPP social worker provides 
emotional support; education; self- 


management, medication, and 
community resource information


Yes: 
Can patient or 


caregiver contact 
necessary


parties?


No: EDPP social 
worker contacts 
necessary third 


parties on 
patient’s behalf


Does 
patient and/or 
caregiver need 


more information 
or support?


Yes: Patient and/or 
caregiver reconnects with 


EDPP social worker


EDPP Social Worker 
reconnects with 


patient


No: Provide local aging resource 
center’s contact information for 


future consult, close case







EDPP Randomized Controlled Trial


•
 


Randomized controlled trial between June 
2009 and February 2010


•
 


720 participants
–


 
360 intervention group
•


 
Receiving full EDPP intervention upon discharge


–
 


360 control group
•


 
Receiving usual care upon discharge
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Prevalence of Unmet Needs


•
 


82.8% of intervention group patients 
had issues identified by an EDPP 
clinician upon discharge
–


 
For 73.5% of these individuals, problems 
did not emerge until post-discharge


•
 


On average, resolving issues identified 
during the initial assessment required:
–


 
7.57 days 


–
 


5.36 calls
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EDPP RCT: Utilization


•
 


Intervention Group participants are more 
likely to make and keep follow-up 
appointments


•
 


Readmission, emergency department usage, 
and nursing home placement currently under 
analysis
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Physician Follow-Up
Intervention Usual Care


No 27 34
Yes 239 205
Rate 89.8% 85.6%
χ²=9.88, p=.001







EDPP: Most Common Problem Areas


0% 5% 10% 15% 20% 25% 30% 35% 40%


Transportation services


Understanding medication instructions


Medication reconciliation


Understanding the discharge plan


Management of new treatment or diagnosis


Coordinating care among providers


Follow-up needed with home health care


Obtaining community services


Management of post-discharge medical care


Caregiver burden or stress


Coping with change


©


 


2010 RUSH University Medical Center







EDPP: Most Common Interventions


•
 


Link patient to Rush services, 95.0%
•


 
Provide emotional support, 85.3%


•
 


Coach on patient advocacy, rights, and 
responsibilities, 71.4% 


•
 


Provide information, literature, and/or resources 
around identified issue, 58.7%


•
 


Facilitate communication between patient/caregiver 
and service provider, 55.8%


•
 


Facilitate transfer of information, 53.3%
•


 
Communicate with and support identified caregiver, 
50.6%


•
 


Assist in decision-making, 50.0%
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Rush EDPP: Patient Satisfaction


“I may need more resources, but now I 
know where to call.  There’s so much 
out there I didn’t know, but I’m now 
aware thanks to the social worker…I’m 
so happy with the quick attention I 
received after I left the hospital.”
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Other Programs at Rush


•
 


Other programs are happening 
simultaneously at Rush to improve 
transitional care for patients
–


 
Project BOOST


–
 


Collaborative Care Model
–


 
Conjestive Heart Failure Program


–
 


Anticoagulation Program
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Project BOOST


•
 


Project BOOST: Better Outcomes for Older 
Adults through Safe Transitions
–


 
Society of Hospital Medicine initiative to create 
and implement transitional care best practices


–
 


Improves the transition process by improving care 
across the continuum through the following 
elements:


•
 


Team communication
•


 
Content of the discharge summary


•
 


Patient education through teach back
•


 
Medication safety and polypharmacy


•
 


Symptom management
•


 
Discharge and follow-up care
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Project BOOST: Principal Tool


•
 


TARGET: Tool for Adjusting Risk: A Geriatric 
Evaluation for Transitions
–


 
7P Risk Scale


•
 


Prior hospitalization
•


 
Problem medication


•
 


Punk (Depression)
•


 
Principal Diagnosis


•
 


Polypharmacy
•


 
Poor health literacy


•
 


Patient support


–
 


Risk specific checklist
–


 
GAP: General Assessment of Preparedness
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Project BOOST: GAP


•
 


At admission:
–


 
Caregivers and social support circle for 
patient identified 


–
 


Functional status evaluation completed 
–


 
Cognitive status assessed 


–
 


Abuse/neglect presence assessed 
–


 
Substance abuse/dependence evaluated 


–
 


Advanced Care Planning documented
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Project BOOST: GAP


•
 


Prior to discharge:
–


 
Functional status evaluation completed 


–
 


Cognitive status assessed
–


 
Ability to obtain medications confirmed


–
 


Responsible party for ensuring medication 
adherence identified and prepared (if not patient)


–
 


Home preparation for patient’s arrival (eg, medical 
equipment, safety evaluation, food)


–
 


Financial resources for care needs assessed 
–


 
Transportation home arranged


–
 


Access (eg, keys) to home ensured 
–


 
Support circle for patient identified
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Project BOOST: GAP


•
 


At discharge:
–


 
Understanding of diagnosis, treatment, 
prognosis, follow-up, and post-discharge 
warning signs and symptoms confirmed 
with teach-back


–
 


Transportation to initial follow-up arranged
–


 
Contact information for home caregivers 
obtained and provided to patient
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Project BOOST: Teach Back


Schillinger, D., et al. Closing the loop: physician communication…Arch Intern Med. 2003; 163:83-90.


New Concept:
Health Information, 


Advice, Instructions, or 
Change in Management


Clinician Clarifies & 
Tailors Explanation


Adherence/ 
Error Reduction


Clinician Assesses 
Patient Recall & 
Comprehension/
Asks Patient to 
Demonstrate


Clinician Re-assesses 
Recall & Comprehension/ 


Asks Patient to Demonstrate


Clinician Explains/ 
Demonstrates New 


Concept


Patient Recalls and 
Comprehends/ 


Demonstrates Mastery







Project BOOST: Patient Pass
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Rush Collaborative Care Model


•
 


Pilot to identify best practices for improving 
patient outcomes from the point of admission 
through post-discharge
–


 
Interdisciplinary team holds daily rounds to identify 
and intervene around high-risk patients


–
 


Provides EDPP transitional care coordination to 
high-risk patients upon discharge


•
 


Collaboration of multiple initiatives at Rush, 
including EDPP and Project BOOST
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Care Coordination Requirements


•
 


Processes, tools and technology developed 
for consistent care across all shifts and 
weekends


•
 


Applicable to changing trends, payer mixes, 
and patient populations


•
 


Replicable
•


 
Preserve the strengths of being a Magnet 
Hospital


•
 


Leverage existing resources
–


 
Personnel


–
 


Expertise
–


 
Technology
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Care Coordination Key Components


•
 


Patient risk screening on admission
•


 
Daily interdisciplinary rounds


•
 


Written interdisciplinary plan of care
•


 
Patient and family involvement in care 
planning


•
 


Interdisciplinary patient teaching
•


 
At-risk patient post-discharge follow-up


•
 


Outcome metrics
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Care Model Interdisciplinary Rounds


•
 


Participants
–


 
Case manager


–
 


Direct care nurse
–


 
Physician


–
 


Pharmacist
–


 
EDPP Social Worker


•
 


Information Shared
–


 
Plan of care


–
 


Goal for day/stay
–


 
Treatment decisions


–
 


Patient status
–


 
Concerns/issues


–
 


Discharge plans
–


 
Risk factors and 
interventions


–
 


Reasons for potential 
readmissions
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Other Care Coordination at Rush


•
 


Congestive heart failure program
–


 
Patients discharged with a history of congestive 
heart failure


–
 


Reinforces need for and identifies barriers to 
appropriate medical follow-up


–
 


Interdisciplinary team identifies systemic issues 
contributing to poor patient outcomes and 
rehospitalizations


•
 


Anticoagulation program
–


 
Patients discharged new on anticoagulants


–
 


Reinforces patient education 
–


 
Ensures patients understand medications and 
medical treatment 
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Illinois Transitional Care Consortium


•
 


Central issues of ITCC collaboration:
–


 
Lack of coordination between medical 
services and long-term care systems


–
 


Illinois’
 


Community Care Program (CCP) 
lacks direct link to the medical care system


–
 


Poor coordination of care consistently 
leads to problematic health outcomes and 
increased health care costs


•
 


Goal to establish a state-wide 
Transitional Care Model
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ITCC Members


•
 


Rush University Medical Center
•


 
Health and Medicine Policy Research Group


•
 


Aging Care Connections
–


 
Adventist LaGrange Memorial Hospital


•
 


Solutions for Care (formerly Berwyn-Cicero)
–


 
MacNeal


 
Hospital


•
 


Shawnee Alliance for Seniors
–


 
Carbondale Memorial and Herrin hospitals


•
 


UIC School of Public Health
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ITCC Today


•
 


Received funding from the Harry and 
Jeanette Weinberg Foundation


•
 


Implementing the Bridge Program, a state-
 wide social worker driven transitional care 


model with built-in geographic flexibility
–


 
Utilizes universal transitional care principles to 
bridge silos of care


–
 


Will be applied and evaluated in urban, suburban 
and rural hospitals


–
 


Will incorporate a health IT component 
coordinated by a social work Care Manager
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Thanks to…


•
 


Our funders and supporters:
–


 
Community Memorial Foundation


–
 


Sanofi
 


Aventis
–


 
New York Academy of Medicine


–
 


Harry and Jeanette Weinberg Foundation
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Conclusion


“Nothing will change unless or until those who 
control resources have the wisdom to venture 
off the beaten path of exclusive reliance on 
biomedicines as the only approach to health 
care.”


--George Engel, 1977
©
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Readmissions
Issue: Reducing Readmissions


• About 18% of Medicare patients discharged 
from hospitals are readmitted within 30 days


– $15B/yr cost to Medicare 


• MedPAC, CBO, President’s budget outline
– Senate Finance Committee
– Ways and Means Committee
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AHA Actions


• Discussed with member hospitals
• Analyzed data
• Assembled advisory panel of 


clinicians
• Developed framework, principles, 


strategies 
• Continue to provide assistance to 


hospitals to help them understand 
and prevent unnecessary 
readmissions







AHA Perspective







The Reasons Behind Unplanned Related 
Readmissions Are Complex


• Hospitals have responsibilities, but they 
are not alone


• Readmissions occur when:
– Patients don’t understand or can’t comply with 


discharge instructions
– Patients in some communities lack access to 


primary care, post acute care, pharmacies
– Patients have different home environments 
– Patients have multiple diagnoses that make 


them more vulnerable to complications.







Other Insights


• Different frameworks can be used to classify 
readmissions. 


• Some readmissions need to be excluded from 
public policies. 


• Administrative data mask many important 
issues – clinical and environmental 
information is necessary. 


• Different types of hospitals have different 
types of readmissions.


• Before changing policy, a deeper examination 
is necessary. 







Suggestions for Hospitals
1) Examine your hospital’s current rate of readmissions. 
Examine readmission rates by diagnosis and significant co-morbidities, and look for correlation with the patient’s 
severity of illness and co-morbidities
Examine the relationship between readmission source (e.g., home, nursing home) and readmission rate to 
determine the setting from which patients are most often readmitted
Examine the relationship between readmission rates, mortality rates and length of stay 
Convene staff around these data to better understand the reasons for the patterns uncovered and identify areas for 
additional study or action


2) Improve communications to those caring for the patient after discharge. 
Examine whether or not readmitted patients have access to a primary care physician 
Improve the timeliness of discharge summaries to referring physicians to minimize confusion regarding the 
continuing care regimen recommended and identified issues
Develop standard actions for transitions from the hospital to the next level of care, including home with follow-up 
from the patient’s PCP, skilled nursing facility, long-term care hospital, nursing home, or rehabilitation facility


3) Adopt interventions that may reduce readmissions.


Provide post-discharge follow-up phone calls by nurses, physicians, pharmacists, or other providers
Connect patients to a PCP if they do not already have one
Ensure essential discharge information is transmitted to the next provider of care, patient and caregiver 
within 24-48 hours
Improve in-hospital transition processes and communication 
Actively engage patients and families to realistically assess discharge potential, participate in 
discharge planning and achieve successful care continuity when the patient returns home
Identify end-of-life issues earlier during an inpatient admission and address them prior 
to discharge, including connecting patients to available community-based end-of-life 
care services







Senate Finance Committee Readmissions 
Proposal


• Combines readmissions policy with post- 
acute bundling to encourage care 
coordination


• Focus on hospitals with high Medicare 
readmission rates for 8 high volume, high 
readmission conditions


• National average re-admission benchmark for 
each condition excludes readmissions that 
are not “potentially preventable”


• FY 2013: hospitals above 75th percentile 
subject to 20% withhold for selected 
MS-DRGs (based on prior year)


• Full payment restored in 2013 if patient not 
re-admitted within 30 days


• Readmission policy phases out in FY 2019







AHA Position on Readmissions


• Select “paired” conditions to start
• Exclude readmissions that are not 


preventable
• Timeframe of 30 days is too long
• Reduce hospital payments only after a 


readmission occurs
• Withhold amount (20%) is too high
• Require CMS to release Medicare 


claims data







Public Policy Is In Flux


• More coordination
– Work with other providers to manage care 


across episodes
• More financial risk


– Opportunity to benefit from efficient care 
management


• More Transparency
– Continued reporting of important quality 


measures to the public


What Will Be Expected of Hospitals?
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Admission Guidelines 


Date Developed: July 1, 2005   
Revised / Reviewed: Sept 2011 Page 


Number 
1 


Next Review Date:    Approved:  Nov. 7, 2011 


 
Admitting diagnosis by subspecialty or service  
 


Call Group Admitting Diagnosis 


Cardiology 
Acute cardiac disease, MI, arrhythmia, CHF, ACS, pericardial disease, chest 
pain (to rule out acute coronary syndromes), endocarditis, aortic dissection, 
? syncope, not AF or CHF as part of multiple system disease presentation 


Respirology 


Age > 18 years old 
Major diagnostic groups (acute exacerbation of COPD, Asthma, 
undiagnosed neoplasia, hemoptysis, restrictive lung disease, confirmed 
diagnosis of PTE, pneumonia, etc.) 
N.B. All adult patients with acute febrile respiratory illnesses will be admitted 
to H7 Level 3 Isolation under Respirology, regardless of age, unless 
requiring ICU care for respiratory failure or telemetry monitoring for an 
unstable cardiac condition.  Consultation for transfer to Hospitalist Medicine, 
or Oncology service can occur when the patient no longer requires Level 3 
isolation. 


Geriatrics Patients admitted from nursing home, "Geriatric depression syndrome" (not 
eligible for direct psychiatric admission), cognitive impairment, placement. 


GI   UGI & LGI Bleed, Hepatic Failure, Abdo pain NYD, Decompensated 
Cirrhosis, Pancreatitis, Acute Biliary Disease   


Oncology  


Patients with confirmed diagnosis of malignancy, with active treatment, with 
complication of treatment (post-obstructive pneumonia, febrile neutropenia) 
and with palliative care needs.  Patients from another hospital with clear 
oncologic diagnosis).  Acute hematologic emergencies (e.g. Severe ITP, 
hemolytic anemia) Not acute MI or requiring ICU admission. 


Nephrology 


Acute renal failure, acute worsening of chronic renal failure, nephrotic 
syndrome, severe  
hyper/hypokalemia, dialysis-related complications, severe arterial 
hypertension, N.B. acute renal failure requiring dialysis will be transferred to 
regional dialysis center at Scarborough General. 


ICU  OD’s requiring ventilation, septic shock, GI bleeds requiring ICU admission, 
Intubated/Ventilated patients 


Hospitalist Medicine 


lower limb cellulitis and diabetic foot infections, acute musculoskeletal 
disease (e.g gout), acute strokes, seizures, neuromuscular  and other 
neurologic disease, general internal medicine problems including 
fever/sepsis NYD requiring level 3 isolation, complex multisystem 
undifferentiated illness, meningitis, pyelonephrits,  HIV disease and 
complications, overdoses including those requiring telemetry, tylenol OD, 
delirium NYD, alcohol withdrawal, DKA, thyrotoxicosis, hyperosmolar state, 
hypoglycemia, nonoperative fractures 
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Call Group Admitting Diagnosis 
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Acute cardiac disease, MI, arrhythmia, CHF, ACS, pericardial disease, chest 
pain (to rule out acute coronary syndromes), endocarditis, aortic dissection, 
? syncope, not AF or CHF as part of multiple system disease presentation 


Respirology 


Age > 18 years old 
Major diagnostic groups (acute exacerbation of COPD, Asthma, 
undiagnosed neoplasia, hemoptysis, restrictive lung disease, confirmed 
diagnosis of PTE, pneumonia, etc.) 
N.B. All adult patients with acute febrile respiratory illnesses will be admitted 
to H7 Level 3 Isolation under Respirology, regardless of age, unless 
requiring ICU care for respiratory failure or telemetry monitoring for an 
unstable cardiac condition.  Consultation for transfer to Hospitalist Medicine, 
or Oncology service can occur when the patient no longer requires Level 3 
isolation. 


Geriatrics Patients admitted from nursing home, "Geriatric depression syndrome" (not 
eligible for direct psychiatric admission), cognitive impairment, placement. 


GI   UGI & LGI Bleed, Hepatic Failure, Abdo pain NYD, Decompensated 
Cirrhosis, Pancreatitis, Acute Biliary Disease   


Oncology  


Patients with confirmed diagnosis of malignancy, with active treatment, with 
complication of treatment (post-obstructive pneumonia, febrile neutropenia) 
and with palliative care needs.  Patients from another hospital with clear 
oncologic diagnosis).  Acute hematologic emergencies (e.g. Severe ITP, 
hemolytic anemia) Not acute MI or requiring ICU admission. 


Nephrology 


Acute renal failure, acute worsening of chronic renal failure, nephrotic 
syndrome, severe  
hyper/hypokalemia, dialysis-related complications, severe arterial 
hypertension, N.B. acute renal failure requiring dialysis will be transferred to 
regional dialysis center at Scarborough General. 


ICU  OD’s requiring ventilation, septic shock, GI bleeds requiring ICU admission, 
Intubated/Ventilated patients 


Hospitalist Medicine 


lower limb cellulitis and diabetic foot infections, acute musculoskeletal 
disease (e.g gout), acute strokes, seizures, neuromuscular  and other 
neurologic disease, general internal medicine problems including 
fever/sepsis NYD requiring level 3 isolation, complex multisystem 
undifferentiated illness, meningitis, pyelonephrits,  HIV disease and 
complications, overdoses including those requiring telemetry, tylenol OD, 
delirium NYD, alcohol withdrawal, DKA, thyrotoxicosis, hyperosmolar state, 
hypoglycemia, nonoperative fractures 
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