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Patients who have multiple conditions and complex needs may require care across different health care settings (e.g., hospitals, family
physicians, etc.), which could potentially pose serious risks to their safety and quality of their care. Incomplete or inaccurate transfer of
information, lack of comprehensive follow up care, and/or medication errors at the time of transition could be very dangerous and
cause serious, preventable harm to patients. Furthermore, the impact of these risks may be intensified by patients and families who feel
unprepared for self-management, and are unsure of how to access appropriate health care providers for follow-up.

Figure 1 is an outline of innovative practices and evidence-informed best practices that are designed to improve transitions between
hospital and home.

The use of these practices varies significantly across the province. Teams are encouraged to prioritize the implementation of evidence-
informed best practices before adoption of the innovative practices outlined in this document. When considering the adoption of
innovations, recommended practices should be considered first, followed by promising practices, and finally emerging practices.
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. Innovative practices

Figure 1: Practices to Improve Transitions Between Hospital and Home

The material for Transitions Between Hospital and Home was developed in collaboration with Health Links and the Clinical Reference Group.



Description of this Innovative Practice

Ensuring that patients with multiple conditions and complex needs have a primary care provider visit pre-booked to take place within
seven (7) days post hospital discharge is a key enabler of a smooth transition. Therefore, before a patient is discharged from hospital,
their appointment should be scheduled and confirmed with the patient, thus improving communication and timely access to care.

This innovation is closely tied to a second innovative practice, whereby hospitals ensure that their primary care provider is aware and
able to access the discharge summary within 48 hours. It is recommended that both the pre-booking of a follow-up appointment within
seven days and the completion of the discharge summary within 48 hours be implemented together. As Flink and his team describe in a
2015 publication, “discharge information sent to primary healthcare cannot be considered as a means of securing continuity of patient
care. Healthcare providers need to be aware that neither their discharge notes nor their referrals will guarantee continuity of patient
care.”*

Innovative Practice Innovative Practice Clinical Reference Group Endorsement for
Assessment? Spread
Schedule primary care visit before leaving PROMISING Provincial spread with reassessment using the
hospital. Innovative Practices Evaluation Framework? in 1 year
(Sept 2017).
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+» This should be implemented in conjunction with
the innovative practice to have a discharge
summary available within 48 hours.

Implementation of the Innovative Practice

Steps for Implementation Tools and Resources Considerations

1. Obtain estimated date of discharge Some examples and options for standard | e  Prior to creating a

Work with the interprofessional team of clinicians to develop | work processes to pre-book standard work

the patient’s plan of care such that he/she can continue care | appointments may include: process for pre-

at home. As the patient progresses, estimate the date of booking

discharge and communicate the date with the care team, e |dentify a specific person at the appointments,

primary care provider and patient/caregiver. hospital to connect with the primary ensure the single
care practice (PCP) to book and consent form has

2. Consult with patient for booking preference confirm appointment. been implemented.

Consult with the patient prior to scheduling a follow-up o Example from the Field: See Coordinated

appointment since exceptions may occur, including situations St. Thomas Elgin General Care Management

where patients have post hospital plans (e.g., recovering at a Hospital engages the ward clerk Innovative Practices

friend’s home in another city or wanting to wait until an position to pre-book primary on Invite and Engage

informal caregiver is off work and able to join in the primary care follow-ups (see Appendix A the Patient:

care appointment). for sample standard operating http://www.hgontar

procedure) io.ca/Quality-

3. Identify and mitigate barriers that would prevent the e Engage the primary care provider Improvement/Our-

patient from attending the appointment office to pre-book the appointment Programs/Health-

In discussion with the patient about the appointment, while patient is in hospital. Links/Coordinated-

identify potential challenges that might prevent him/her

L Flink M, Bergenbrant GS, Airosa F, Ohlén G, Barach P, Hansaqi H, Brommels M, Olsen M. Patient-Centred Handovers Between Hospital and Primary
Health Care: An Assessment of Medical Records. Int J Med Inform. 2015 May;84(5):355-62.

2 For more information about the Innovative Practices Evaluation Framework assessments, please go to the following link:
http://www.hqgontario.ca/Portals/0/documents/qi/health-links/innovative-practices-evaluation-framework-overview-en.pdf

The material for Transitions Between Hospital and Home was developed in collaboration with Health Links and the Clinical Reference Group.
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Implementation of the Innovative Practice

Steps for Implementation

Tools and Resources

Considerations

from attending the appointment (e.g., lack of transportation
to the appointment or lack of a support caregiver also
available to attend).

4. Book follow-up appointment with primary care to occur
within seven days of discharge

There are many potential standardized processes for booking
appointments with primary care depending on the practice
type. This process will require a collaborative approach
between hospital and primary care.

5. Confirm follow-up appointment with patient

Ensure the patient has copy of their appointment date, time,
and location in their information package to go home. (Some
organizations provide a fridge magnet to write appointments
on or also send a follow-up email reminder.)

6. Document appointment in both the discharge plan and
the Coordinated Care Plan

Document the date, time, and location of the follow-up
appointment in both the discharge plan and the Coordinated
Care Plan to ensure the entire care team is are of post charge
plans and to help ensure that the patient attends scheduled
appointments.

7. Ensure the primary care provider receives the discharge
summary within 48 hours

It is recommended that both practices of pre-booking
appointments to take place within seven days post discharge
and ensuring the discharge summary is available within 48
hours be implemented together to ensure optimum
information exchange.

(see Coordinated Care
Management Innovative
Practices on Update and Action
Care Plan):
http://www.hgontario.ca/Qualit
y-Improvement/Our-
Programs/Health-
Links/Coordinated-Care-
Management/Update-and-
Action-Care-Plan

o Example from the Field:
Peterborough Health Link &
Family Health Team (FHT)
maintains contact with the
patient throughout hospital stay
and the FHT staff own the
process of pre-booking the
primary care appointment and
sharing with the patient and
hospital staff.

o Hamilton Niagara Haldimand
Brant LHIN sends a discharge
alert to primary care teams that
requests a follow-up
appointment for the patient as
part of a Transitions Bundle (see
Appendix B)

Establish a completely electronic
process for booking PCP
appointment from the hospital
(including confirmation of
appointment).

Machealth E-Learning modules are
available to those interested in
learning more about the principles of
Advanced Access and Efficiency.
Machealth E-Learning modules are
available from:
http://machealth.ca/programs/adva
nced-access-efficiency-primary-care/

Care-
Management/Invite-
and-Engage-Patient

e Developing a
practice of pre-
booking
appointments
requires
collaboration
between hospital
and local primary
care providers.

e |tisimportant to
recognize that more
than one booking
process may be
required to meet
patient or primary
care provider needs.

The material for Transitions Between Hospital and Home was developed in collaboration with Health Links and the Clinical Reference Group.
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Measurement

Quality Improvement Measures are used to help with monitoring progress in implementation of a change and determining whether
that change is leading to improvement. Just as a health care provider may monitor heart rate or blood pressure to determine a patient’s
response to treatment, collecting information relating to processes for the improved provision of care allows the team to know whether
they are consistently moving towards a high reliability care environment. For more information on Quality Improvement and
Measurement please visit http://qualitycompass.hgontario.ca/portal/getting-started.

The following measures have been developed to help to determine: 1) if Innovative Practices for Transitions Between Hospital and
Home are being implemented; and 2) the impact of these practices on Health Links processes and the outcomes of care at the patient,
population, or systems level.

Health Links, organizations, and/or providers that elect to implement one or more of the Innovative Practices for Transitions Between
Hospital and Home are strongly encouraged to collect data on the associated measures and report them to Health Quality Ontario.
This will enhance analysis at the next review (Sept 2017), which will benefit all of the Health Links.

Suggested Measurements

(please see Appendix C for additional details)

Suggested Outcome Measures | Suggested Process Measures Additional Information

Percentage of patients who
have multiple conditions and
complex needs who see their
primary care provider within
seven days (7) after discharge
from hospital*

Percentage of patients with
multiple conditions and
complex needs who
experienced an unplanned
readmission to hospital within
thirty (30) days of discharge*

Percentage of patients with multiple conditions and
complex needs who have a primary care provider
appointment that was pre-booked prior to leaving the
hospital

Percentage of patients with multiple conditions and
complex needs identified as no-shows to their follow-
up appointment with their primary care provider
appointment that was pre-booked to occur within seven
(7) days post hospital discharge

Percentage of patients with multiple conditions and
complex needs who are unable to have an
appointment pre-booked within seven (7) days post
discharge due to primary care availability

Percentage of patients with multiple conditions and
complex needs who decline an offer for an appointment
within seven (7) days of discharge

Average number of days to primary care follow-up
appointment for patients who have multiple conditions
and complex needs post discharge

e Recommend that Health
Links collect and report
data for a minimum of
three (3) months.

e QI RAP templates will be
available if the Health Link
chooses to use them.

e All patients who are
receiving care through the
Health Link are included in
the sample.

e Consider stratifying
measures from an equity
lens.

*This suggested measure is closely aligned to the indicator in Quality Improvement Plans (QIP).

The material for Transitions Between Hospital and Home was developed in collaboration with Health Links and the Clinical Reference Group.
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Transitions Between Hospital and Home

Appendix A:
Sample Standard Operating Procedure for Pre-Booking Primary Care Visits

(St. Thomas Elgin General Hospital process, led by the ward clerk)

f’t Ontario

Health Quality Ontario

Released September 2016

STANDARD OPERATING PROCEDURE

[Revision Date: Jan 26715 i
[Dare of 1szme: )
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The material for Transitions Between Hospital and Home was developed in collaboration with Health Links and the Clinical Reference Group.
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Appendix B:

Sample Discharge Alert and Request for Follow-up Appointment
(Hamilton Niagara Haldimand Brant LHIN: Transitions Discharge Bundle) Released September 2016

Hamilton
He_alth
Sciences

Discharge Alert

Hospital Request for Follow-Up Appoimntment

Date:

Dear Dr.

I am discharging your patient

Patient’s Mame
on and | am reguesting a follow-up appointment in

business days from the date of discharge. | am recommending that the following be

addressed at this appointment :

Please note a copy of the Discharge Orders which includes Medication Reconciliation/ Prescription will be
faxed to your office on the day of discharge.

Prior to discharge from the hospital we would like to provide the patient with an appointment to see you_ If
wour office is not able to contact the hospital to provide an appeintment prior to the patient's discharge,
please contact the patient directly and provide the appointment.

Thank you!

Physician’s name (please print) and Pager # and Service

Hospital Mame/Telephone # Unit patient being discharged from/Extension

Please fax this form to the Family Dactor as soon as possible

The material for Transitions Between Hospital and Home was developed in collaboration with Health Links and the Clinical Reference Group.
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Appendix C:

Measurement Specifications for Scheduling a Primary Care Visit Before Leaving

Hospital

Released September 2016

1. Percentage of patients with multiple conditions and complex needs who see their primary care
provider within seven (7) days after discharge from hospital

Stage of Hospital Stay
Innovative Practice
Type of Measure
Definition/Description

Additional

Specifications

Reporting Period
Data Source

Comments

Close to the time of discharge

Schedule a primary care visit before leaving hospital

QOutcome Measure

Ensuring that patients with multiple conditions and complex needs have a primary care provider visit
pre-booked to take place within seven (7) days post hospital discharge is a key enabler of a smooth
transition. Therefore, before a patient is discharged from hospital, their appointment should be
scheduled and confirmed with the patient, thus improving communication and timely access to care.

Dimensions: Effective, Patient Centered, Safe, Timely

Direction of Improvement:

Calculation Methods: Numerator/Denominator*100

Numerator: Number of patients who have multiple conditions and complex needs who attend an
appointment with their primary care provider within seven (7) days of hospital discharge

Denominator: Total number of discharged patients who have multiple conditions and complex needs

Exclusions: Patients who are deemed “no show”; patients who are rehospitalized within the given time
period; patients who die before the time of the scheduled appointment

Recommend that Health Links collect and report data for a minimum of three (3) months. QI RAP
templates will be available if the Health Link chooses to use them.

Manual data collection by participating primary care, hospital and community care providers within the
Health Link.

Selected outcome measures will help to evaluate the impact of the efforts to introduce innovative
practices into transitions between hospital and home.

The material for Transitions Between Hospital and Home was developed in collaboration with Health Links and the Clinical Reference Group.
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2. Percentage of patients with multiple conditions and complex needs who experienced an unplanned
readmission to hospital within thirty (30) days of discharge

Stage of Hospital Stay
Innovative Practice

Type of Measure

Definition/Description

Additional
Specifications

Reporting Period
Data Source

Comments

Close to the time of discharge

Schedule a primary care visit before leaving hospital

Outcome Measure

Ensuring that patients with multiple conditions and complex needs have a primary care provider visit
pre-booked to take place within seven (7) days post hospital discharge is a key enabler of a smooth
transition. Therefore, before a patient is discharged from hospital, their appointment should be
scheduled and confirmed with the patient, thus improving communication and timely access to care.

Dimensions: Effective, Patient Centered, Safe, Timely

Direction of Improvement: |,

Calculation Method: Numerator/Denominator*100

Numerator: Number of patients who have multiple conditions and complex needs who are readmitted
to an acute care hospital within thirty (30) days of discharge

Denominator: Total number of patients who have multiple conditions and complex needs who are
discharged from hospital

Exclusion Criteria: Patients who meet the criteria but who are not offered access to the Health Link
because they have moved beyond Health Link catchment area, have died, transferred to a different
facility or signed out

Recommend that Health Links collect and report data for a minimum of three (3) months. QI RAP
templates will be available if the Health Link chooses to use them.

Manual data collection by participating primary care, hospital and community care providers within the
Health Link.

Selected outcome measures will help to evaluate the impact of the efforts to introduce innovative
practices into transitions between hospital and home.

The material for Transitions Between Hospital and Home was developed in collaboration with Health Links and the Clinical Reference Group.
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3. Percentage of patients with multiple conditions and complex needs who have a primary care
provider appointment that was pre-booked prior to leaving hospital

Stage of Hospital Stay
Innovative Practice
Type of Measure

Definition/Description

Additional
Specifications

Reporting Period

Data Source

Comments

Close to the time of discharge

Schedule a primary care visit before leaving hospital

Process Measure

Ensuring that patients with multiple conditions and complex needs have a primary care provider visit
pre-booked to take place within seven (7) days post hospital discharge is a key enabler of a smooth
transition. Therefore, before a patient is discharged from hospital, their appointment should be
scheduled and confirmed with the patient, thus improving communication and timely access to care.

Dimensions: Effective, Patient Centered, Safe, Timely

Direction of Improvement:

Calculation Method: Numerator/Denominator*100

Numerator: Number patients who have multiple conditions and complex needs who are hospitalized
and who have an appointment pre-booked for follow-up with their primary care provider within seven
days of discharge prior to leaving the hospital

Denominator: Total number of discharged patients who have multiple conditions and complex needs
Exclusion Criteria: Patients who are not offered a pre-booked appointment. Patients who meet the

criteria but who are not offered access to the Health Link because they have moved beyond Health
Link catchment area, have died, transferred to a different facility or signed out

Recommend that Health Links collect and report data for a minimum of three (3) months. QI RAP
templates will be available if the Health Link chooses to use them.

Manual data collection by participating primary care, hospital and community care providers within
the Health Link. The sample total of indicators 3-6 should equal 100%.

The selected process measures are designed to help Health Links draw on the fields of Improvement
Science and Implementation Science as these practices are implemented. Process Measures are used
to assess:
1. Progress in implementation components such as reach (how often the practice is being
used);
2. Adherence (fidelity) to the specifications of the steps that must be in place for a program
or practice to operate; and
3. Sustainability of the process as designed so that it will continue once the initial attention
has waned.

The material for Transitions Between Hospital and Home was developed in collaboration with Health Links and the Clinical Reference Group.
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4. Percentage of patients with multiple conditions and complex needs identified as no-shows to their
follow-up appointment with their primary care provider appointment that was pre-booked to
occur within seven (7) days post hospital discharge

Stage of Hospital Stay
Innovative Practice
Type of Measure

Definition/Description

Additional
Specifications

Reporting Period
Data Source

Comments

Close to the time of discharge

Schedule a primary care visit before leaving hospital

Process Measure

Ensuring that patients with multiple conditions and complex needs have a primary care provider visit
pre-booked to take place within seven (7) days post hospital discharge is a key enabler of a smooth
transition. Therefore, before a patient is discharged from hospital, their appointment should be
scheduled and confirmed with the patient, thus improving communication and timely access to care.

Dimensions: Effective, Patient Centered, Safe, Timely

Direction of Improvement: |,

Calculation Method: Numerator/Denominator*100

Numerator: Number of patients who have multiple conditions and complex needs who have an
appointment booked with their primary care provider prior to hospital discharge but do NOT arrive to
the appointment

Denominator: Total number of discharged patients who have multiple conditions and complex needs

Exclusions: Patients who are re-hospitalized; patients who die before the time of the scheduled
appointment; patients who reschedule the appointment

Recommend that Health Links collect and report data for a minimum of three (3) months. QI RAP
templates will be available if the Health Link chooses to use them.

Manual data collection by participating primary care, hospital and community care providers within
the Health Link. The sample total of indicators 3-6 should equal 100%.

The selected process measures are designed to help Health Links draw on the fields of Improvement
Science and Implementation Science as these practices are implemented. Process Measures are used
to assess:
1. Progress in implementation components such as reach (how often the practice is being
used);
2. Adherence (fidelity) to the specifications of the steps that must be in place for a program
or practice to operate;
3. Sustainability of the process as designed so that it will continue once the initial attention
has waned.

The material for Transitions Between Hospital and Home was developed in collaboration with Health Links and the Clinical Reference Group.
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5. Percentage of patients with multiple conditions and complex needs who are unable to be pre-
booked within seven (7) days post discharge due to primary care availability

Stage of Hospital Stay Close to the time of discharge

Innovative Practice Schedule a primary care visit before leaving hospital

Type of Measure Process Measure

L= (o] VA IS 1o} 8| Ensuring that patients with multiple conditions and complex needs have a primary care provider visit
pre-booked to take place within seven (7) days post hospital discharge is a key enabler of a smooth
transition. Therefore, before a patient is discharged from hospital, their appointment should be
scheduled and confirmed with the patient, thus improving communication and timely access to care.

Dimensions: Effective, Patient Centered, Safe, Timely

Direction of Improvement: |,

Additional Calculation Method: Numerator/Denominator*100

Specifications

Numerator: Number of patients who have multiple conditions and complex needs who are unable to
have an appointment pre-booked within seven (7) days of discharge due to lack of primary care
availability.

Denominator: Total number of discharged patients who have multiple conditions and complex needs

Exclusions: Patients who are re-hospitalized; patients who die before the time of the scheduled
appointment

Reporting Period Recommend that Health Links collect and report data for a minimum of three (3) months. QI RAP
templates will be available if the Health Link chooses to use them.

Data Source Manual data collection by participating primary care, hospital and community care providers within
the Health Link. The sample total of indicators 3-6 should equal 100%.

Comments The selected process measures are designed to help Health Links draw on the fields of Improvement
Science and Implementation Science as these practices are implemented. Process Measures are used
to assess:
1. Progress in implementation components such as reach (how often the practice is being
used);
2. Adherence (fidelity) to the specifications of the steps that must be in place for a program
or practice to operate;
3. Sustainability of the process as designed so that it will continue once the initial attention
has waned.

The material for Transitions Between Hospital and Home was developed in collaboration with Health Links and the Clinical Reference Group.
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6. Percentage of patients with multiple conditions and complex needs who decline an offer for an
appointment within seven (7) days of discharge

Stage of Hospital Stay
Innovative Practice

Type of Measure

Definition/Description

Additional
Specifications

Reporting Period
Data Source

Comments

Close to the time of discharge

Schedule a primary care visit before leaving hospital

Process Measure

Ensuring that patients with multiple conditions and complex needs have a primary care provider visit
pre-booked to take place within seven (7) days post hospital discharge is a key enabler of a smooth
transition. Therefore, before a patient is discharged from hospital, their appointment should be
scheduled and confirmed with the patient, thus improving communication and timely access to care.

Dimensions: Effective, Patient Centered, Safe, Timely

Direction of Improvement: |,

Calculation Method: Numerator/Denominator*100

Numerator: Number of patients who have multiple conditions and complex needs who decline having
an appointment pre-booked with their primary care provider within seven days of discharge

Denominator: Total number of discharged patients with multiple conditions and complex needs

Exclusions: Patients who are re-hospitalized; patients who die before the time of the scheduled
appointment

Recommend that Health Links collect and report data for a minimum of three (3) months. QI RAP
templates will be available if the Health Link chooses to use them.

Manual data collection by participating primary care, hospital and community care providers within
the Health Link. The sample total of indicators 3-6 should equal 100%.

The selected process measures are designed to help Health Links draw on the fields of Improvement
Science and Implementation Science as these practices are implemented. Process Measures are used
to assess:
1. Progress in implementation components such as reach (how often the practice is being
used);
2. Adherence (fidelity) to the specifications of the steps that must be in place for a
program or practice to operate;
3. Sustainability of the process as designed so that it will continue once the initial attention
has waned.

The material for Transitions Between Hospital and Home was developed in collaboration with Health Links and the Clinical Reference Group.
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7. Average number of days to follow-up appointment for patients with multiple conditions and
complex needs post discharge

Stage of Hospital Stay
Innovative Practice

Type of Measure

Definition/Description

Additional
Specifications

Reporting Period
Data Source

Comments

Close to the time of discharge

Schedule a primary care visit before leaving hospital

Process Measure

Ensuring that patients with multiple conditions and complex needs have a primary care provider visit
pre-booked to take place within seven (7) days post hospital discharge is a key enabler of a smooth
transition. Therefore, before a patient is discharged from hospital, their appointment should be
scheduled and confirmed with the patient, thus improving communication and timely access to care.

Dimensions: Effective, Patient Centered, Safe, Timely

Direction of Improvement: |,

Calculation Method: Numerator/Denominator

Numerator: Sum of the total number of days from discharge to the follow-up appointment

Denominator: Total number of discharged patients who have multiple conditions and complex needs

Exclusions: Patients who are discharged without a follow-up appointment with primary care

Recommend that Health Links collect and report data for a minimum of three (3) months. QI RAP
templates will be available if the Health Link chooses to use them.

Manual data collection by participating primary care, hospital and community care providers within
the Health Link.

The selected process measures are designed to help Health Links draw on the fields of Improvement
Science and Implementation Science as these practices are implemented. Process Measures are used
to assess:
1. Progressin implementation components such as reach (how often the practice is being
used);
2. Adherence (fidelity) to the specifications of the steps that must be in place for a program
or practice to operate; and
3. Sustainability of the process as designed so that it will continue once the initial attention
has waned.

The material for Transitions Between Hospital and Home was developed in collaboration with Health Links and the Clinical Reference Group.
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