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Cruise ship to rowing boat:

How can we improve safety for older people
as they transition from hospital to home?

Rebecca Lawton
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Outline for the talk

« Why transitions, why older people, why
Involvement?

 \What we learnt about transitions of care for
older people (WP1 and 2)

* Developing a measure of quality and safety
of care at transitions (WP3)

« How we developed and pilot tested our Your
Care Needs You intervention (WP4)

* Feasibility testing (trial methods) and
developing our implementation package
Wixd)

 The cRCT (WP6): A trial within a trial
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Ethics — risk vs autonomy
Equity — and involvement
Experiences — of older people
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Partners at Care Transitions

* An NIHR funded programme grant (five years)

» Understand experiences of older patients and their
carers from admission to a few weeks post-discharge

» Understand how teams achieve success
* Develop a transitions measure (safety and experience)

* Develop an Intervention to support involvement of
patients and carers

* Pilot the intervention (Your Care Needs You) and refine

 Test the feasibility of the trial methodology and
Implementation

* Trial the intervention
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PACT Management Structure & timeline I

Programme Management Group (PMG)

Patient Advisory Panel

Trial Management Group

Operational Team

WP1 WP2 WP3 WP4 WP5 WP6
Patient Understanding Measure Intervention Trial feasibility cRCT & process evaluation
experience excellence development & development & study (40 wards)
testing pilot (2 wards) (10 wards)

2017 2023

Partners At Care Transitions




What is a ‘transition’?

Dizcharge
. d  mihis
Hospital Hospital care & Back horme: re-starting care &
Admission olanning for dischargze support, establishing a routineg,
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Transitional period
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Why focus on safety at transitions of care for
older people?

Unplanned Avoidable Safety events

Readmissions EELINISS S at transitions
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Earlier hospital discharge: a challenge for Norwegian municipalities

Heidi Gautun &d and Astri Syse

Hospital physicians’ views on discharge
and readmission processes: a qualitative
" 43 ¥ 307 study from Norway

pp 1-17 = 7 July 2017 = https://doi.org/10.7577/njsr.2204

Malin Knutsen Glette,” ' Tone Kringeland,” Olav Reise,>** Siri Wiig®

Abstract

Aim: In order to improve patient outcomes and minimize healt

ABSTRACT Strengths and limitations of this study
attempting to reduce the length of stay in hospitals by transferObiectives Toexplore hospital physicians' views on

| s R s A s o s, e 0o
primary care. In Norway, the Coordination Reform was implemues » unicipatites. hospital physicians' views on readmissions from the
lgn- Qualitative case study. primary healthcare service 1o the hospitals.
Setting The Norwegian healthcare system. » The sample consists of fellows and residents from
Participants Fifteen hospital physicians (residents and several specialties within the surgical and medical
We investigate the extent to which nurses in nursing homes am;:;s;z;ggw;ﬁ:fm’ ivohveed in the treatment fields, providing diverse perspectives on the ad-
dressed issues.
Results The results of this study showed that patients larger samp physicians
were being discharged earlier, with more complex b The nchrien of & k& of from
additional medical specialties, as well as other
healthcare personnel, patients and their next of kin,

medical conditions, than they had been previously, and
l_mat discharges sometimes were perceived as premature. id have provided valuable Insights into the is-

Insufficient capacity at the hospital resulted in pressure

a result, the number of patients discharged to the municipal he

adequate care for patients discharged from hospitals atter ther

Data: Altogether, 1,938 nurses representing around 80% of No

. sues identified in this study.
experiences of this reform. to discharge patients, but the primary healthcare
service of the area was not always able to assume care
of these patients. Communication between levels of
Results: An increase in the number of poorly functioning patie!he healthcare service was limited. The hospital stay such as nursing home personnel, homecare
reported. Regardless of place of work, concerns were raised about limited resources in terms of personnel,
N I H R Yorkshire and Humber
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What about more locally? o019 coc nips data)

NIHR

Befor When you left hospital, did you know what would happen next
inform: with your care? (Q55)
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Original Investigation

Preventing 30-D:s

Burke et al. BMC Health Services Research 2014, 14:423
http://www . biomedcentral.com/1472-6963/14/423
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A Systematic Revi

Aaron L. Leppin, MD: Michael R. Gionfridd.
Frances 5. Mair. MD: Katie Gallacher, MBCh
Kasey Boshmer, BA: Henry H. Ting, MD, M
Victor M. Montori, MD

RESEARCH ARTICLE Open Access

Identifying keys to success in reducing
Author. Art IMPORTANCE Reducing early (<30 . . . . . . .
' improving health care quality. The d m h d I
capacity to enact burdensome sell fra e 0 r k
OBJECTIVE To synthesize the evid
hospital readmissions and identif . - _
o and on patiente'capacityt RODert E Burke'?", Ruixin Guo®, Allan V Prochazka'? and Gregory J Misky™*
Hos pi ¥ varying effects.
DATA SOURCES Wesearched Pubh |
adverse Scopus (1990 until April1, 2013), ¢ | Abstract
. | Background: Systematic attempts to identify best practices for reducing hospital readmissions have been limited
1 i STUDY SELECTION Randomized tri 9 Y J
effectiv P readmiﬁiﬂmwi'minﬂ '_'.-"'.fithDL.I'[ a com prehensive framewnrk fqr r_:ateg::nr_izing prior intewe_ntimﬂs. Our research ;jm was to categorize prior
_ medical or surgical causeformore | INterventions to reduce hospital readmissions using the ten domains of the Ideal Transition of Care (ITC) framework,
prever to evaluate which domains have been targeted in prior interventions and then examine the effect intervening on
DATA EXTRACTION AND SYNTHESE | these domains had on reducing readmissions.
and res  activity-based coding strategy toc

CINAH

authors. Blinded to trial outcomes

additional work on patients after ¢
accordance with the cumulative o

Methods: Review of literature and secondary analysis of outcomes based on categorization of English-language
reports published between January 1975 and October 2013 into the ITC framework.

Results: 66 articles were included. Prior interventions addressed an average of 3.5 of 10 domains; 41%
demonstrated statistically significant reductions in readmissions. The most common domains addressed focused on

to Sept, MAIN OUTCOMES AND MEASURES
without aut-of-hospital deaths at. | monitoring patients after discharge, patient education, and care coordination. Domains targeting improved
methoc communication with outpatient providers, provision of advanced care planning, and ensuring medication safety
RESULTS In42trials, the testedin' | \yare rarely included. Increasing the number of domains included in a given intervention significantly increased
random-effects relative risk, 0.82 : : N — : . : .
: . . success in reducing readmissions, even when adjusting for quality, duration, and size (OR per domain, 1.5, 95% Cl
readmi consistent across patient subgrou o ] ) ) ) o s _
that were 1.6 times more effective | 1.1 - 2.0). The individual domains most associated with reducing readmissions were Monitoring and Managing
S subgroup analyses, interventions\ | Symptoms after Discharge (OR 8.5, 1.8 - 41.1), Enlisting Help of Social and Community Supports (OR 4.0, 1.3 - 128,
IAEL  moreindividualsin care delivery (| 3ng Educating Patients to Promote Self-Management (OR 3.3, 1.1 - 10.0).
self-care (interaction P = 04) wen . , . . .
interve  interventions, respectively. A post Conclusions: Interventions to reduce hospital readmissions are frequently unsuccessful; most target few domains
providing comprehensive, postdis | within the |TC framework. The ITC may provide a useful framework to consider when developing readmission
- interventions.
ED VIST  concuusions anp ReLevance Te

but mare effective interventions a
Interventions tested more recentl

Keywords: Readmissions, Framework, Interventions




Starting position: Existing evidence on
readmissions interventions and gaps

* Many types of multi-component bridging interventions
* Many just not possible to implement in the current climate

* Patient education and/or patient involvement often cited
as an important component

- Patient involvement rarely explored as the sole focus
(except by a few including Karina Aase and team)

o Patients often feel excluded from their care

* How do patients experience the transition to and from
hospital?

* How do staff and services deliver excellent care at
transitions?
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Doing involvement: A qualitative study exploring the ‘work’ of
involvement enacted by older people and their carers during
transition from hospital to home

Dr. Natasha Hardicre PhD, Senior Research Fellow®? © |

Dr. Jenni Murray PhD, Programme Manager® |

Rosie Shannon MA, Research Fellow! | ge

Dr. Laura Sheard PhD, Principal Research Fellow? | afte r
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WP1:Patient experiences
of the transition of care

* Analysis — thematic (2 levels)
» Key findings:
 There isn’t a transition, rather an exit

« Patients experience a move from
being cared for to caring for oneself
with fewer skills to do so

* Patients often wanted to be, or
accepted being, passive or
uninvolved.

 Patients who wanted to be
Involved found it difficult a

Yorkshire and
Patient Safety
Research Cent

NIHR




Another way of looking at It

Self care Self-care
needs

Going into In hospital Going
hospital home

Yorkshire and Humber
Patient Safety Translational
Research Centre

NIHR




Baxter et al. BMC Health Services Research (2020) 20:780

Delivering exceptionally safe transitions of ®

Check for

ONEINEINE care to older people: a qualitative study of
we)snsarndesta Multidisciplinary staff perspectives
Ruth Baxter' @, Rosemary Shannon’, Jenni Murray', Jane K. O'Hara”, Laura Sheard®, Alison Cracknell* and
Rebecca Lawton

Abstract

Background: Transitions of care are often risky, particularly for older people, and shorter hospital stays mean that
patients can go home with ongoing care needs. Most previous research has focused on fundamental system flaws,
an d M arsh h:;:-wE-fer. care generally goes right far.rn-:ue Uften than it goes wrong. '-!'-Ie.e.xplured staff perceptions of how high
performing general practice and hospital specialty teams deliver safe transitional care to older people as they

transition from hospital to home.
Methods: We conducted a qualitative study in six general practices and four hospital specialties that demonstrated
. . exceptionally low or reducing readmission rates over time. Data were also collected across four community teams
Key flndln ¢ that wmhed_ into or with '_h_e-ae h!gh-peﬁurrrnng [gams. In [_:::al. 15? multidisciplinary staff participated m_-aerrn-

€ | structured focus groups or inteniews and 9 meetings relating to discharge were observed. A pen portrait approach
was used to explore how teams across a variety of different contexts support successful transitions and overcome
challenges faced in their daily roles.

Results: Across healthcare contexts, staff perceived three key themes to facilitate safe transitions of care: knowing the
patient, knowing each other, and bridging gaps in the system. Transitions appeared to be safest when all three themes
were in place. However, staff faced various challenges in doing these three things particularly when crossing
boundaries between settings. Due to pressures and constraints, staff generally felt they were only able to attempt to
overcame these challenges when delivering care to patients with particularly complex transitional care needs.
Conclusions: It is hypothesised that exceptionally safe transitions of care may be delivered to patients who have
particularly complex health and/or social care needs. In these situations, staff attempt to know the patient, they exploit
existing relationships across care settings, and act to bridge gaps in the system. Systematically reinforcing such
enablers may improve the delivery of safe transitional care to a wider range of patients.

Trial registration: The study was registered on the UK Clinical Research Network Study Portfolio (references 35272 and
36174).

Keywords: Patient safety, Transitions of care, Hospital discharge, Elderly care, Health care professionals, Qualitative,
Focus groups, Positive deviance




So, what do transitions look like?

Jane K. O'Hara™ , Ruth Baxter ", Natasha Hardicre "

? Eetwool of Healticare, Baines Wing, University of Leeds, Lesds, LS2 QIT, UK
* Bruvford Instinete for Health Research, Brodford Teaching Hospitals NHS Foundotion Tnst, Bradford Ropol Infirmary, Duckworth Lone, Bradford, BO9 681, UK

Contents lists available at ScienceDirect

Applied
Ergonomics

Applied Ergonomics

journal homapages: httpaivwwew.alsavier.com/flocate/apergo

‘Handing over to the patient’: A FRAM analysis of transitional care
combining multiple stakeholder perspectives

ARTICLE INFOD ABSTRACT

Keywords: feroduction: The period following discharge can present risks for older adults. Most research has focused on
Furctional Resonance Analysis Method hospital discharge with less attention paid to on-going care needs. Despite evidence that patients undertake
Teaagitionsd case “‘invisible work" to improve care safety, their reported willingness to be involved in care, and the consensus that
successful transitions interventions include patient involvement, in reality, this is wvariable. Further, little
Safety 11 research has wiewed transitional care as a ‘system’, with gaps, interdependencies and variability sacross settings,
Patient involvement nor the role of patients and families in supporting the system resilience.
Huspital discharge Feseqrch objecrives: 1) model transitonal care from multiple perspectives using the Functional Resonance
Analysis Method (FRAM]: 2) use the model to develop a theory of change to support intervention developmeni.

ransitiong
Resilience engineering

Hﬂ Method: We drew data from two studies: i) exploring the perspective of older adulis across transitional care, and l"lt

fun

NIHR

ii) exploring how health services experience transitional care. We employed the FRAM o develop a model of
transitional care, with a system boundary spanning an older patient's admission to hospital, through to thirty JVS
days post-discharge.

Findings: Modelling transitional care from multiple perspectives was challenging. 27 functions were identified

with interdependencies between hospital-based functions and patient-led functions once home, the success of
which may impact on transitions ‘outcomes’ (e.g. safety events, readmissions]). The model supparted develop-

ment of a theory of change, to guide future intervention development.

Conclusions: Supporting certain patient-facing upsiream hospital functions (e_g. encouraging mobility, supporting

A better understanding of medication and condition), may lead to improved outcomes for patients following
hinspital discharze.

Research Centre



Using FRAM to understand what the
Intervention needed to do?

Manage Manage Manage Manage
take home ongoing health and activities of Escalate care
medications medications wellbeing daily living

N I H Yorkshire and Humber
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W) &F ¥ £ Theintervention target

Practising in hospital to manage at home

_ Supporting patients to know
Patients need to do four , _
things at home: more & do more by ‘reaching
in’

Manage health

Patient-

centred
care

Manage
medications

Supporting staff to help patients

Manage daily to know more & do more by
activities , ] , .
reaching out’ so as to bridge
gap

Escalate care




Measuring patient experience and safety at
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Research article | Open Access | Published: 01 July 2020

DEV‘31_0Pj Validation of the Partners at Care Transitions Measure
transitio (PACT-M): assessing the quality and safety of care

O S R, | Lun“-ﬁtL:A“‘- IAI.. ,-..I‘l.-.l- _._-‘.._-I._- =“. LLA lll.f
1. Patient involvement
3 mutual L
) e » 2. Medication management
Compaonents: 30 componen 3. Discharge arrangements
Literature review: Compared
23 to CTM
1. Coordination with other providers
2. Information & guidance to
tient,/famil
S not in patient/family _ PACT-M: 8
. s . * 3. Psychological and social support —
Early findings of Identified similar commaon 4 Anticioation & tion components
other work —=| componentsand % 11 Components - ANHCIREtion & preparstion 1or
) . emergencies/deterioration
streams: 3 removed duplicates ,
5. Feeling of safety 7
PPI focus groups: 4

1. Quality of life assessment
3 Rejected »| 2. Post- discharge maonitaring
3.  Inhospital assessments

We used an es We administered the PACT-M over the phone and by mail, within one week post discharge

oo,y ™S g® = g T 47T T I e g7 . _ g+ e 4 LT 4 T




WP4: Piloting the intervention

No way
of
showing
the film
so staff

rarely |
bothered time for o staff didn’t

weewemnens Difficulty communicating

 hovwa Thia

meeeseinformation in a patient friendly

Booklet to encourage patients
to know and do more [yt TN

always receive
booklet

When they did
they liked the
content and
found it useful

Staff felt uneasy about putting
complex grey information into
black and white

Doctors already completing
discharge summary felt that this
was an extra job they didn’t have

often refer to it
Il and it got left

on the side

way

Ward teams to encourage patients to know more and to
practice in relation to four functions — left to vary



What we knew going into WP5 (the feasibility
study)

 Co-design is not a neat linear process. A lot happens
In between workshops and patients and staff involved
outside of the co-design process (4 workshops)

« Some refinement of intervention components
themselves necessary (going back to patients and
carers)

« Staff are at capacity so intervention needs to align with
goals and fit within current practice

* More work needed to raise awareness, generate
motivation, remind and support staff to deliver
Intervention

 The PACT-M measure of experience and safety at
transitions was reliable and had good construct validity

N I H Yorkshire and Humber
Patient Safety Translational
Research Centre



Trial feasibility study: ward level randomisation

\

‘r 180/200 patients

Can we recruit Trusts and wards & follow-up patients in
timely way?

Can we collect data (primary outcome — unplanned
hospital readmissions and patient level)?

What can we learn about trial set-up? — _

What can we learn about the intervention & it’s
implementation?
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PACT

> 1 C : PACT@bthft.nhs.uk
*2( l&’) @% .Q Qs ontact us thft.nhs.u

Your Care Needs You! Quality and Satety

Preparing in hospital to manage at home

Wire

® A\
W &7 % &

Preparing in hospital to manage at home

Helping you to help patients prepare for managing at home

O Introducing Your Care Needs You! o Welcome to the site

Welcome to Your Care Needs You!

INIFIIK | patient Safety Translational
Research Centre




Up to 12 participating hospitals

Wards which routinely care forolder people aged 75+. Randomisation
at ward level (n=40}

Our c-RCT

Timings Trust
dependent

Intervention wards (n=20) Control wards (n=20)

Staff training. Y CNY becomes usual care Care-as-usual

Screening patients for eligibility. Recruited on ward admission and baseline
data collected.

Approx. 25 pts per ward recruited to Approx. 25 pts per ward
the Trial. (Pts receive the recruited to the Trial. (Pts
intervention) (n=500) receive usual care) (n=500)

Pts discharged to own home (inc via
mtermedlate care)

1 Routine data g Post.discharge ,:- 1 p |
on unplanned follow-up: EQS5D-5L, rocess evaluation
r_eadmissic-ns PACT-M, CTM3 and » Assessment of fidelity across
(30. 60, 50 days health economics at all intervention wards and in-
post-discharge) discharge, 30 & 90 depth ethnographic research
days post-discharge on & wards
(includes self-report re- » Qualitative work with
~ admission data) _ patients/carers and staff
— - » Assessment of changes in
~, care on control wards akin to

4. Routine data (sample of 5440) on unplanned intervention components
readmissions at 30, 60 and 90 days post-discharge.

Timings Trust dependent
(approx. 3m recruitment period per site)

N I H Yorkshire and Humber
Patient Safety Translational
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®

Prepare in hospital to manage Film about Frank and Florence
at home going home from hospital

|

= (nl

Advice to help when getting Other sources
home of help

https://pact.yqsr.org/patient/

Patient Safety Translational
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YCNY Training package

Understanding what is meant by involvement

Understanding what is looks like in hospital and
what the staff role is in this

Discussion of what staff can develop to support
patient involvement in the four activities

THEN...introduce the materials (avoid
taskification)

Ongoing support

L]

Yor e an b
Pati Sf lational
rch Cen

Res



cRCT (2021-2023)

s o
e
Your Care Needs You!

Preparing in hospital to manage at home

11 NHS acute Hospital Trusts with 39 wards

Follow-up, patient
experience data

Routine
readmission data

N I H R Yorkshire and Humber
Patient Safety Translational
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Your Care Needs You!

FiIndings

Preparing in hospital to manage at home

* Risk (odds) of readmission at 1, 2 & 3 months, not
significantly different but all IN FAVOUR of intervention

» Total number of readmissions significantly lower in
Intervention group across 3 months (13% lower)

 Significant reduction in safety events at 1 month (not
at other times)

* |ntervention IS cost effective
 Fidelity to intervention — low (pandemic)

* 77%-88% of patients found intervention useful / very
useful

Yor mb r
Pati S f nslational
Research Ce t
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Your Care Needs You!

Preparing in hospital to manage at home

Learning

» Patient involvement can improve safety of transitions for
older people

* |t needs patients/families and staff

* We need a different way of thinking in which we plan for a
safe return home

 Experience — patients experience an exit, not a transition

 Ethics - risk management in hospital (VISIBLE) vs risk
management at home (INVISIBLE)

 Equity - not all patients want to or can be involved and
capacity for involvement changes over time

Yorkshire and Humber
Patient Safety Translational
Research Centre

NIHR
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Thanks for listening 4

on behalf of the PACT team — Jenni

Murray, Laura Sheard, Catherine
Hewitt, Jane O’Hara, Ruth Baxter,
Robbie Foy..........

Contact me:

A Np, Find out more about our work at
4
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mailto:r.j.Lawton@leeds.ac.uk
https://yqsr.org/
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