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OUTCOMES

• Handoff failures & poor communication result in inadequate treatment,
delays in care, & adverse events after hospitalization. (Arora &
Johnson, 2006; Desai, Popalisky, Simon, & Mangione-Smith, 2015).

Inpatient &PCC Care
Coordinators during the
0700-1700 M-F shifts
Any empaneled PCMH
patient discharged with
asthma as a first-listed
diagnosis during the above
hours from 11/1/161/13/17

Literature Review
• By using the I-PASS handoff mnemonic, the medical-error rate
decreased by 23% between the pre- and post-intervention periods and
the rate of preventable adverse events decreased by 30% (Starmer et al,
2014)

QI project created a link
between the inpatient &
PCMH setting
A handoff using the IPASS Tool occurred
between the Inpatient &
the PCC Care
Coordinators upon
discharge
The PCC Care
Coordinators placed a
follow-up phone call to
the patient/family within 1
week using the Project
RED Tool

I-PASS Handoff Tool
Project RED Follow-up
Phone Call Tool

Measures

• 2/3 of sentinel events are caused by communication errors with 1/2
involving handoff failures (Starmer et al, 2014).

Urban, not-for-profit
pediatric hospital; >14,000
admissions/year

Tools

• Asthma accounts for nearly 1/3 of pediatric asthma costs and upwards
of 40% of those are repeat admissions (Kenyon et al, 2014).

Design

MATERIALS & METHODS
Setting & Population

INTRODUCTION

All elements on both tools
The PCC Care
Coordinator assessed for
the following and
intervened as needed:
• Knowledge of the follow-up
appointment
• Barriers to attendance
• Knowledge of medications
• Ongoing medical and/or social
concerns

OBJECTIVE 3 MET: 73.7% increase in patients
successfully called using Project RED Tool after discharge

OBJECTIVE 4 MET: 100% of patients admitted during the
project timeframe were scheduled for post-hospital followup appointment

• For those children hospitalized with asthma, adherence to asthma core
measures & attendance at follow up appointments resulted in decreased
readmission rates (Bergert et al., 2014)

CONCLUSIONS
• All 4 objectives were met

• Follow-up phone allow families/patients to ask questions, troubleshoot
unforeseen problems and guide medical care (Harrison, Hara, Pope,
Young, and Rula, 2011)

PICOT & OBJECTIVES
For empaneled PCMH patients discharged with a first-listed diagnosis of
asthma (P), how does the use of a standardized handoff process by the care
coordinator (I) compared to a non-standardized handoff process (C) affect
the nurses ability to complete the post-discharge follow up call to assess
for medication adherence, self-care, scheduled follow-up appointments,
and/or patient/family questions, and, subsequently, readmissions and ED
follow up visits (O) over a three month period (T)?
Objectives
(1) 100% of Primary Care Clinic (PCC) care coordinators and Inpatient
care coordinators will be educated on the use of the I-PASS Tool and the
Project RED Tool by October 15, 2016;
(2) Between November 1, 2016, and January 15, 2017, 100% of
empaneled PCMH patients discharged with a first-listed diagnosis of
asthma, will have their important healthcare needs communicated to the
PCC care coordinators using the I-PASS Tool;
(3) Increase the number of PCMH empaneled patients, with asthma as a
first-listed diagnosis, who are successfully called using the Project RED
Tool to review the patient’s medications by 50% by January 15, 2017; and
(4) Increase the number of PCMH empaneled patients, with asthma as a
first-listed diagnosis, who are successfully scheduled for a post-discharge
follow-up appointment by 50% by January 15, 2017.

OBJECTIVE 2 MET: 100% empaneled PCMH patients
with first-listed diagnosis of asthma had important medical
needs communicated to PCC Care Coordinators using IPASS Tool

• What to do if a non-emergent
problem occurs

• 3 Children’s Asthma Care (CAC) core process measures linked the
family and the PCP to give the family support and follow-up treatment
(Bergert et al., 2014, Patel et al, 2013).

PICOT

OBJECTIVE 1 MET: 100% care coordinators educated on
the use of the tools

I-PASS Handoff Tool

Project RED Transitions of Care FollowUp Phone Call Documentation Form

RESULTS
• 19 empaneled PCMH patients admitted with first-listed diagnosis of asthma during the timeframe.
• 15.8% of patients admitted with asthma exacerbation diagnosis (n = 3), 26.3% admitted with status asthmaticus
diagnosis (n = 5), and 57.9% were admitted with asthma diagnosis (n = 11).
• There was no statistically significant difference in the reason for admission and asthma illness severity, χ2 (6) =
6.152, p = 0.41.
• The admitting diagnosis of status asthmaticus was a highly motivating factor in keeping post-hospital follow up
appointments, χ2 (2) = 6.116, p = 0.05, ϕ=0.6.
• Those admitted with general asthma were more likely to miss their follow up appointment, p = 0.05, ϕ=0.6.
• Some patients had other needs such as homelessness, home environmental concerns (mice and mold), and previous
history of not keeping appointments (51 previous no shows for clinic appointments).
• Compared to the same time frame in the previous year, there was a 73.7% increase in the number of patients who
were successfully called using the Project RED Follow-up Phone Call Tool after discharge.
• Anecdotally, the PCC care coordinators report of the nine patients who did not keep their follow-up appointment,
they were able to reach 8 via the phone; seven (77.7%) parents shared they were unaware there was a follow-up
appointment scheduled for their child.

Contact: ambn74@mail.missouri.edu

http://nursing.missouri.edu/index.php

• Project Limitations:
• Seasonal variation in illness
• Small Sample Size
-repeating this project during spring or fall to capture weatherrelated asthma exacerbations or
-expansion to include patients who see a primary care provider in
the West location, the Beacon (Complex) Clinic, and/or the Teen
Clinic
• There is interest in expanding this process to include all PCMH
patients admitted to the hospital or Emergency Department
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