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FMRNA Annual Residency Nursing Workshop
April 5-6, 2019
Sheraton Kansas City Hotel at Crown Center
Kansas City, MO
Room: Benton

Obtaining Nursing Contact Hours
• To obtain nursing contact hours, you must attend the entire program,
sign-in each day, and complete the evaluation form (after Saturday’s last session)*
Click here if viewing the PDF packet:

Click here if in the app:

Click here if on aafp.org/pdw-rps:

FMRNA Evaluation

* Evaluation includes questions about all six sessions and the FMRNA Workshop in general.

• Certificates verifying attendance and awarding 6 contact hours will be
emailed within 45 days after the event only to those participants who
meet the requirements.
fmrna.org
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Agenda
Friday, April 5

Saturday, April 6

•
•
•

•
•

1:30 – 2:00 p.m.: Registration/Networking
2:00 – 2:15 p.m.: Welcome Remarks
2:15 – 3:15 p.m.: Workshop 1
– Opioid Epidemic
– Alice Brown, RN

•
•

– What’s Your Emergency? Creating a Change to
Decrease Overuse of the Emergency Department
– Angela Fehr, RN

•
•

3:15 – 3:30 p.m.: Break
3:30 – 4:30 p.m.: Workshop 2

4:30 – 4:45 p.m.: Break
4:45 – 5:45 p.m.: Workshop 3
– Addressing Food Insecurity in the Family Medicine
Residency Program
– Kathy Morin, AD, RN; Mary Beth McLellan, BSN

•
•

5:45 – 6:00 p.m.: Closing Remarks
6:00 – 7:00 p.m.: Networking Reception

9:15 – 9:30 a.m.: Break
9:30 – 10:30 a.m.: Workshop 5
– Bridging the Gap: Combining Hospital and Clinic
Within a Transitions of Care Program
– Danielle Billings, RN, BSN; Jennifer Nolte, RN, BSN,
BA, CCCTM

– Barriers to Advance Directives and Integration into
the Family Practice
– Scott Lakin, MSN, RN

•
•

8:00 – 8:15 a.m.: Welcome Remarks
8:15 – 9:15 a.m.: Workshop 4

•
•

10:30 – 10:45 a.m.: Break
10:45 – 11:45 a.m.: Panel Discussion
– Kay Anderson, RN; Mary Beth McLellan, BSN; Alice
Brown, RN

•

11:45 a.m. – 12:00 p.m.: Closing Remarks

fmrna.org

Workshop 1
Fri, 2:15 – 3:15 p.m.

Opioid Epidemic
Alice Brown, RN
Smoky Hill Family Medicine Residency Program / Salina Family Healthcare
Salina, KS 67401

3/18/2019

Objectives
• Have an understanding of what brought on the opioid crisis in the
United States
• Describe the current state of the US regarding the opioid crisis with
the most recent statistics
• Identify changes implemented by various entities in an attempt to
fight the opioid crisis
• Have the knowledge of how to implement a comprehensive chronic
pain plan and ensure its longivity
• Have the tools and resources to be a supportive liason to the
patient and his/her healthcare team while promoting compliance
and providing quality care
fmrna.org

How did we get here?
• In the late 1990’s, pharamceutical companies reassured the medical
community that patients would not become addicted to prescription
opioid pain relievers.
– Ex. When OxyContin entered the market in 1996, the FDA approved its original
label which states that iatrogenic addiction was “very rare” if opioids were
legitimately used in the management of pain.
– A consistent feature in the promotion and marketing of Oxycontin was a
systematic effort to minimize the risk of addiction
• Prudue’s promotional campaign and it’s “Partners Against Pain” website, claimed the risk of
addiction from Oxycontin was extremely small.
• Trained their sales represenatives to carry the message that the risk of addiction was “less
than one percent”.
fmrna.org
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2001 Pain Management Standard

In 2001, the Joint Commission presented its Pain Management
Standards. This standard required healthcare providers to ask every
patient about their pain due to the perception that pain was being
undertreated.
fmrna.org

Impact prior to 2017
Since that time, the United States has experienced an HUGE increase in
opioid prescriptions, and subsequently, an increase in overdoses and
deaths tied to these medications.

– Opioid prescriptions:
1998 - 109 million
2006 - 215 million
2012 - over 255 million!
– Deaths related to opioid overdose: (1999) 4,030 - (2016) 63,632
fmrna.org
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The Opioid Epidemic / Crisis
• Identified by CDC as “public health epidemic”
– March 18, 2016 CDC released guidelines for the prescribing of opioids

• In October 2017, President Trump declares opioid crisis a
nationwide public health emergency.
fmrna.org
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The Opioid Epidemic / Crisis cont.
The Centers for Disease Control and Prevention (CDC) estimates
the total “economic burden” of prescription opioid misuse alone
in the United States is $78.5 billion a year.

fmrna.org

What we know…
• National Institute on Drug Abuse (NIDA) reports that:
– Roughly 21-29 percent of patients prescribed opiods for chronic pain
misuse them
• 4-6% who misuse prescription opioids transition to herion
• 80% of people who use heroin first misused prescription opioids

– Between 8 and 12 percent develop an opioid use disorder
– Opioid overdoses increased by 30% from July 2016 through Sept.
2017 in 52 areas in 45 states.
• Large cities increased by 54% in 16 states
fmrna.org
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What is being done?
• The U.S. Department of Health and Human Services (HHS) is focusing its
efforts on the following:
1. Improving access to treatment and recovery services
2. Promoting use of overdose-reversing drugs
3. Strengthening our understanding of the epidemic through better public health
surveillance
4. Providing support for cutting-edge research on pain and addiction
5. Advancing better practices for pain management

• NIH (National Institutes of Health) is helping to discover new and better
ways to prevent opioid misuse, treat opioid use disorders, and manage
pain
fmrna.org

Changes in the clinical setting

Patient education – Chronic pain protocols
Pain medication agreements
Random Drug Screens – Prescription monitoring systems
Frequent follow-up appointments

fmrna.org
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Necessities of CP protocols
• Complete history including records from previous providers
– prescription drug monitoring system

•
•
•
•
•
•

Thorough exam including addressing mental health
Clear/concise expectations for both the patient and provider
Patient education
Random drug screens
Routine follow-ups
Staff education
fmrna.org

SFHC Chronic Pain protocol
• Created by a residents and implemented over 3 years ago
• Red Team / Orange Team
• Protocol initiated and “completed” by 88 patients
• Currently implementing on all new patients establishing w
ith chronic pain prescriptions and if established patients r
eceive Rx’s consistently for 3 months
• 3 current patients currently participating in protocol
fmrna.org
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Barriers to change - patient
• Prioritization
• Other medical conditions take precedence

• Insured vs Uninsured
• Feel they are being “picked on” or labeled
• Establish already on medications
• Withdrawal

fmrna.org

Barriers to change – medical staff
•
•
•
•
•
•

Time constraints “not enough time in appointment”
New providers/nursing staff unaware of CP protocol
Failure to implement or adhere to protocol
Obtaining records from previous providers in timely manner
Routine follow-up appointments not being ordered/scheduled
Drug screens
– electronic prescribing
– turn around time
– varying provider acceptance levels

• “Senioritis” by soon to graduate residents
fmrna.org
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Changes in prescription monitoring
• Interfaces being created between programs to share data
between states
• Patients being flagged if they apply to the 5-5-90 rule
– 5 prescribers and 5 pharmacies in the past 90 days
• Automatic calculation of daily and average MME usage
• Access to Treatment: Locates 30 closes MAT providers
• Education Resources
• NARxCheck report
– analyzes controlled substance data from PDMPs and provides
insight into a patient’s controlled substance use
– quantifies risk of unintentional overdose death
fmrna.org

NarxCheck Report
Narx Scores
• Narcotics, Sedative, Stimulant
– Narcotic and Sedative score
overlap
• Range from 000-999
• Last digit =‘s # of active Rx’s of that
drug type
Identifies additional risk indicators of:
• More than 5 providers in 365 days
• More than 4 pharmacies in 90 day
period
• More than 40MME per day average
and more than 100MME total

fmrna.org
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NarxCheck – Overdose Risk Score
Overdose Risk score
• Ranges from 000-999
• Risk of unintentional overdose approx. doubles for ever 100pt increase
• In some locations, a hx of previous overdose may be available
– Pt’s with a hx of overdose automatically get a 991 score unless multiple attempts (Ex.
3 prior overdoses = 993)
• Clinical guidance prompts providers to consider prescribing Naloxone for those with a
score of 450 and above
– 450-650 score is 50MME per day or more
– >650 is 90MME per day or more
Example:
Narcotic: 713 Sedative: 590 Stimulant:0
Overdose Risk Score: 740 Additional Risk Factors: 2
fmrna.org

Insurance changes
• Insurance Companies
– cover only for a limitied number of days or pills
– prior authoritizations
– requiring pharmacies to identify diagnosis associated with Rx
Example: Cigna
- May 2016, efforts started to reduce opioid us
e among its customers by 25% by 2019.
- June 2018, Cigna announced plans to reduce
opioid overdoses by 25% among their commer
icial customers by December 2021.
fmrna.org
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Pharmacy changes

– Establishing limits on maximum day supply for certain drugs
• Acute Rx’s, maximum 7 day supply (some state laws allow less)

– Patient counseling based on CDC guidelines
– Providing easily accessible drug disposal

fmrna.org

Pharmacy changes: Wal-Mart
2018 “Wal-Mart’s Opioid Stewardship Initiative” focuses on reducing opioid abuse and misuse
• Limiting initial acute opioid prescriptions
• No more than a 7-day supply nationwide, with up to 50MME maximum per day. Where state law for fills on
new acute opioid prescriptions is less than 7 days, the company will follow state law.
• Company pharmacists will provide patients with counseling using CDC guidelines
• Implement policies and tools that help pharmacists spot fradulent/inappropriate opioid prescriptions
• Pharmacists will have access to and use Narxcare in states where allowed
• Opioid training and education
• As of January 1, 2020, Wal-Mart and Sam’s Club will require e-prescriptions for all controlled substances
• Provide a free, accessible disposal solution
• Help reduce risk of death by overdose
• Naloxone stocked behind the counter and dispensed upon request where allowed by state law
• Support and provide education to customers
• Advocate for state and national policies aimed at curbing abuse and misuse
• Supports the development and implementation of a national prescription drug tracking database
fmrna.org
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Wal-Mart continued

fmrna.org

Has there been any improvement?

fmrna.org
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Opioid prescriptions
2006-2017
– Opioid prescriptions written by healthcare providers decreased from 72.4
per 100 persons to 58.5; 19.2% reduction
– Annual prescribing rate for high dosage opioid prescriptions
(>90MME/day) decreased from 11.5 to 5.0 per 100 persons; 56.5%
reduction
• Proportion of opioid prescriptions that were high dosage declined from 15.9% in
2006 to 8.5% in 2017.

No notable changes for 2017-2018
fmrna.org

Opioid misuse / disorder
2016
• 11,517,000 or 4.3% of persons aged 12 and older, reported
opioid miuse of prescription pain relievers in the past year
• 2,139,000 or 0.8% of persons aged 12 and older, reported
initiation of prescription pain reliever miuse in the past year
• 1,753,000 or 0.7% of persons aged 12 and older, reported a
substance use disorder in the past year involving misuse of
prescription pain relievers.
*Data unavailable for 2017-2018
fmrna.org
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Nonfatal opioid overdoses
2015 nonfatal opioid (all opioids) overdoses
• 78,840 hospitalizations
– payment source: 32.6% Medicaid, 30.5% Medicare, 23.9% private
insurance, and 10.4% uninsured

• 140,077 ED visits
– payment source: 36.7% Medicaid, 28.5% private insurance, 15.2%
Medicare, and 14.9% uninsured

*Data unavailable for 2017-2018

fmrna.org

Drug overdose mortality
2016: 63,632 deaths
• prescription opioid deaths 17,087
2017: 70,237 deaths
• Prescription opiod deaths 17,029
2025: projected deaths from opioid overdose projected 81,700
• Interventions targeting prescription opioid misuse may have a
modest effect, at best – possibly 3% reduction.
fmrna.org
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Is all this work worth it?
• If deaths reduce only by 3%, that would be a little over 500 lives
• YES – it’s better patient care!
– explores and potentially identifies reason of pain
• disease processes, mental health, poor self-care
• referrals for further treatment (therapies)

– treats/manages pain more appropriately
– assists in prevention of misuse and/or development of opioid use disorder
– promotes compliance
• identifies those at risk of misuse; opportunity for help if misusing

fmrna.org
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Questions?...

fmrna.org
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Workshop 2
Fri, 3:30 – 4:30 p.m.

Barriers to Advance Directives and
Integration into the Family Practice
Scott Lakin, MSN, RN
University of Indianapolis DNP Student
Board Member at Large, FMRNA
Cindy Bowers, DNP, RN
Doctorate Advisor
University of Indianapolis

Conflicts of Interest
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GOALS
• Define the term Advance Directive and
types of Barriers
• Review the recent literature for trends
• Provide suggestions for Family Medicine
Residency RN’s to improve the Advance
Directive success rate at their site.
• Discussion

This Photo by Unknown Author is licensed under CC BY-SA
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WHY STUDY AD’s:
• 20+ years in the Emergency Department, too many cases of
“why are we doing this?”
• Personal experience with family/friends
• Consistent financial pressures on our current system. End of
life care is the most expensive!
• At present, there are 47.6 million Americans over the age of
65 years, a number that is predicted to increase to 72.8 million
by the year 2030 (Stevens, Flanagan, & Pedroff, 2017).
This Photo by Unknown Author is licensed under CC BY-SA-NC
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WHY STUDY AD’s:
• In recent surveys of U.S. adults aged > 64 years, 67% reported
having a written plan naming a surrogate decision maker, 55%
reported having a written plan describing treatment they want
near the end of life, but only 27% reported discussing end-of-life
care with a physician
• (CMS) reported that from 2002-2010 medical spending for
patients 65 to 84 years old grew 36%, and for those older than 85
years old grew by 38%
also states that by 2050, the
number of people on Medicare who are 80 and older will nearly
triple; the number of people in their 90s and 100s will quadruple.
(Lum et al., 2017).

(Morrison, 2015). Morrison (2015)

fmrna.org

Define Advance Directives
MayoClinic.org
• Living wills and other advance directives are written, legal
instructions regarding your preferences for medical care if you
are unable to make decisions for yourself.
• Advance directives aren't just for older adults. Unexpected
end-of-life situations can happen at any age, so it's important
for all adults to prepare these documents.

fmrna.org
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Define AD…cont.
• By planning ahead, you can get the medical care you want,
avoid unnecessary suffering (CPR Facts) and relieve caregivers
of decision-making burdens during moments of crisis or grief.
• You also help reduce confusion or disagreement about the
choices you would want people to make on your behalf.
• Examples: Living Will, Healthcare Agent*, Organ Donation,
POST/POLST

fmrna.org

The Literature Review
• Completed in the summer of 2018 as a part of the Doctor of
Nursing Practice program at the University of Indianapolis
• Used CINAHL, reviewed research from 2012 to 2017
• Found 72 articles
• Reviewed 63

This Photo by Unknown Author is licensed under CC BY-SA
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Results:
Barriers to Advance Directives
• Cultural
• Personal Engagement
• Provider Practice
This Photo by Unknown Author is licensed under CC BY-SA-NC
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Cultural
• Culture will include age, race, sexual orientation, economic status
and mental status.
• Age was cited as a potential barrier for the utilization of on-line AD
programs
yet these barriers can be
overcome with additional resources
(Turner, Osterhage, Loughran, Painter, Demiris, Hartzler & Phelan, 2018)

(Sudore, Boscardin, Feuz, McMahan, Katen, & Barnes, 2017; Easter, M., Swanson, J.,

Robertson, A., Moser, L., & Swartz, M. 2017 )

• Race: white patients were more likely to have completed an AD
than minority patients
African American
South Asian Indian
Americans
American Indians/Alaska Natives
((Tjia, J., Dharmawardene, M., & Givens, J., 2018).

(Rhodes, R.,

Batchelor, K., Lee, S. & Halm, E., 2015; Huang, H., Crowther, M., Allen, R., DeCoster, J., Kim, G., Azuero, C., Ang, X., & Kvale, E., 2016),
(Radhakrishnan, Saxena, Jillapalli, Jang. & Kim, 2017),

(Gebauer

Korean patients (Kim, J., Kim, S., &
Hong, S., 2013) were found to have lower completion rates due to lack
of knowledge regarding AD’s and family dynamics.
S., Knox Morley, S., Haozous, E., Finlay, E., Camarata, C., Fahy, B., FitzGerald, E., Harlow, K., & Marr, L., 2016).

fmrna.org
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Cultural
• There is a relatively low level of awareness of these provisions
(AD’s) among Lesbian Gay Bisexual and Transgendered (LGBT)
people, and also a low level of experience using these
provisions.
• Transgender people were found to be even less prepared for
end-of-life; they were 50-70% less likely than their LGB
counterparts to have a will, a living will or to have appointed a
health care proxy
Hughes and Cartwright (2014)

(Kcomt & Gorey, 2017).

fmrna.org

Cultural
•

discussions between LGBT patients and their providers
were rare. Nearly 50% of (healthcare professionals) indicated a
lack of knowledge of advance directives, over 26% reported the
difficulties nurses face regarding advance directives are the same
for both lesbian, gay, bisexual and transgender and heterosexual
patients, and nearly 25% indicated difficulties including having to
decide who has the legal right to make decisions for the patient
Kcomt and Gorey (2017)

(Carabez & Scott, 2016).

fmrna.org
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Cultural
• Patients with higher economic resources were more likely to have
an AD
whereas homeless patients have
low availability to ACP
• Patients with dementia and their families were less likely to
engage in ACP conversations, and there was a lack of
understanding regarding AD’s
(McDonald et al., 2017; Tjia et al., 2017: Genewick et al., 2018)

(Sumalinog, Harrington, Dosani & Hwang, 2017).

(Brooke & Kirk, 2014).
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Personal Engagement
• Research has been conducted on the barriers to personal engagement
and the interventions that increase personal engagement to build an
AD.
• Easy-to-use, patient-facing ACP tools, without clinician and/or
system-level interventions, can increase planning documentation 25%
to 35%
• Low completion rates of advance directives (AD) have been found
among African Americans
yet
(2017) revealed
successful implementation of a brief intervention to increase ACP
engagement and willingness to complete an AD among African
Americans in the South. [lack of experience]
(Sudore et al., 2017).

(Huang et al., 2016),

McDonald et al

fmrna.org
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Provider Practice
• Physicians, interns, and nurses report a lack of comfort with
ACP conversations
• Research has identified the need for additional training of
clinicians on AD’s and how to conduct difficult conversations
which are billable by Medicare
(Rhodes et al., 2015; Litauska et al., 2013; Dube, McCarron, & Nannini, 2015).

(Dube et al., 2015; Smith, 2017; Rhodes et al., 2015; Litauska et al, 2013; Matthews

& Souther, 2013; Wright, 2018).
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Provider Practice
• Primary care interactions with patients regarding AD’s must be
multidisciplinary and sensitive to cultural biases to be
successful.
•
Thom et al. (2014) found that health coaching by providers increased the
trust level of their patients.

fmrna.org
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Research Findings
WEBSITE: built the PREPARE website which identified
the following needs for further research:
(1) Effective establishment and utilization of AD requires
a collaborative approach,
(2) Inpatient conversations regarding AD should be a
priority in care, and
(3) Provider education and on-going training should be
implemented to support providers in this practice.

Sudore et al.

(2017)

• ACP conversations could be considered health
coaching and should be a routine element in annual
visit conversations
fmrna.org

Call To Action!
• RN’s are uniquely prepared to lead this
work!
• Become involved in your community:
– Honoring Choices Indiana/Idaho (free)
– Respecting Choices (First Steps, Next Steps,
Last Steps*)
– The Conversation Project (free)
– Legislation (ex. POST in Indiana)

This Photo by Unknown Author is licensed under CC BY-NC-ND
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National Healthcare Decision Day

fmrna.org

My DNP Project
• Hypothesis: Adults who attend an educational session on
ACP are move likely to develop an AD within 60 days of
attending.
• Provide no cost ACP conversations, Respecting Choices FIRST
STEPS (six times)
• Measure the delta between the post conversation survey
and the 60 Survey Monkey survey regarding personal
engagement
fmrna.org
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Workshop 3
Fri, 4:45 – 5:45 p.m.

Addressing Food Insecurity in the Family
Medicine Residency Program
Mary Beth McLellan, BSN, Regional Health,
Rapid City, South Dakota
Kathy Morin, RN, Central Maine Medical Center,
Lewiston, Maine

Objectives
• Define “Food Insecurity” and what are the factors that
contribute to this.
• Review the potential complications of “Food Insecurity”.
• Discuss ways you can implement a “Food Insecurity” program
in your own residency
• Review the staff and resident education, workflows and
screening tools used in other programs.

fmrna.org

3/18/2019

Food Insecurity
USDA Definition: A household-level economic and social
condition of limited or uncertain access to adequate food;
a state in which “consistent access to adequate food is limited
by a lack of money and other resources at times during the
year.”

the lack of access to enou
gh food for a healthy, acti
ve life

fmrna.org

What’s the Health and Hunger Connection
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Stats from Healthy People 2020:
1. 31.6% of low income households were food insecure; national
average is 12.3%.
2. Black, non-Hispanic homes are 2 times more likely to be food
insecure than the national average (22.5% versus 12.3%).
3. Neighborhood conditions affect physical access to food – full
service markets versus “food deserts”.
4. Transportation issues; average 1.1 miles further.

fmrna.org

Food Insecurity Increases the Risk of Developing
Chronic Illnesses
Lower food security is
associated with higher
probability of each of the
chronic diseases
examined
• hypertension
• coronary heart disease
(CHD)
• hepatitis
• stroke
• cancer
• asthma
• diabetes
• arthritis
• chronic obstructive
pulmonary disease
(COPD)
• kidney disease
fmrna.org
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Food Insecure Children
• Childhood obesity rates are higher.*
• Developmental problems are higher as compared to foodsecure children.*
• Reduced frequency, quality, variety, and quantity of consumed
foods may have a negative effect on children’s mental health.*
• Toxic Stress**
*Healthy People 2020
**Food Research & Action Center 12/2017
fmrna.org

We need a Food Pantry! Getting Started
• Assess your need.
• Determine who your community partners are.
• Define your space, and develop a budget.

fmrna.org
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Screening Questions
For each statement, please tell me whether the statement was “often true,
sometimes true, or never true” for your household:
• A. “Within the past 12 months we worried whether our food would run out
before we got money to buy more.”
□ Often true □ Sometimes true
□ Never true □ Don’t know, or refused
• B. “Within the past 12 months the food we bought just didn’t last and we
didn’t have money to get more.”
□ Often true □ Sometimes true
□ Never true □ Don’t know, or refused

fmrna.org

Tips and Tricks to Screening
• Be as discreet and respectful as possible
• Ensure that patients understand that their answers will not be
used against them. (Oftentimes, parents do not want to share their
experiences for fear that DHHS will be contacted)

• If patients are filling out the survey, make sure they can read
and understand the questions.
• Integrate the questions into standard workflow so patients do
not feel singled out (try to screen every patient).
fmrna.org
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Example Clinic Workflow
Patient Arrives
at Family
Practice
Residency

Provider conducts visit
with patient, discusses
HVS survey and
connects patient to
resources and/or food
bags

MA or LPN flags
for provider
follow up

Patient Checks
in at Front Desk

Yes

Patient
completes visit

MA or LPN
Rooms Patient
MA or LPN gives
patient the Hunger
Vital Signs Survey
(paper)

Patient Answers
‘Sometimes’ or
‘Often’ to one or
both questions

No

Proceed with
regular visit
procedure

fmrna.org

Tell Everyone about your Pantry

fmrna.org
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Residency Program’s Multidisciplinary Team
• Include everyone – Resident, Clinical Dietitian, Social Work,
Nursing Staff, Front Office, Pharmacist, Care Coordinator.
• Research project potential.
• Patient education – good food choices, meal prep, food safety,
recipes.
• “Food as Medicine”.

fmrna.org

Emergency Food Bag

fmrna.org
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RH RCH FMR Food Pantry

Agenda
Friday

Saturday

•
•
•

•
•

1:30 – 2:00 p.m.: Registration/Networking
2:00 – 2:15 p.m.: Welcome Remarks
2:15 – 3:15 p.m.: Workshop 1
– Opioid Epidemic
– Alice Brown, RN

•
•

3:15 – 3:30 p.m.: Break
3:30 – 4:30 p.m.: Workshop 2

– What’s Your Emergency? Creating a Change to
Decrease Overuse of the Emergency Department
– Angela Fehr, RN

•
•

4:30 – 4:45 p.m.: Break
4:45 – 5:45 p.m.: Workshop 3
– Addressing Food Insecurity in the Family Medicine
Residency Program
– Kathy Morin, AD, RN; Mary Beth McLellan, BSN

•
•

5:45 – 6:00 p.m.: Closing Remarks
6:00 – 7:00 p.m.: Networking Reception

9:15 – 9:30 a.m.: Break
9:30 – 10:30 a.m.: Workshop 5
– Bridging the Gap: Combining Hospital and Clinic
Within a Transitions of Care Program
– Danielle Billings, RN, BSN; Jennifer Nolte, RN, BSN,
BA, CCCTM

– Barriers to Advance Directives and Integration into
the Family Practice
– Scott Lakin, MSN, RN

•
•

8:00 – 8:15 a.m.: Welcome Remarks
8:15 – 9:15 a.m.: Workshop 4

•
•

10:30 – 10:45 a.m.: Break
10:45 – 11:45 a.m.: Panel Discussion
– Kay Anderson, RN; Mary Beth McLellan, BSN; Alice
Brown, RN

•

11:45 a.m. – 12:00 p.m.: Closing Remarks
fmrna.org
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Workshop 4
Sat, 8:15 – 9:15 a.m.

What’s Your Emergency?
Creating a Change to Decrease Overuse
of the Emergency Department
Angela Fehr, RN, Smoky Hill Residency, Salina, KS

Creating a change
• Why is Emergency Department overuse a problem?
• How do we identify the overuse?
• How do we create the change?

• How do we maintain the change?
fmrna.org
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How do we identify the overuse?
• Who is going to the emergency department?

• Why are they going?
• What are the alternatives?

fmrna.org

How do we create the change?
• Identify the patients
• Educate, educate, educate
• Follow up, follow up, follow up

fmrna.org
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How do we maintain the plan?
• Involve care coordinators

• Make care accessible
• Keep going

fmrna.org

Results
• Examples of common issues and how to keep up with the
change

fmrna.org
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Workshop 5
Sat, 9:30 – 10:30 a.m.

Bridging the Gap
Combining Hospital and Clinic Within a Transitions
of Care Program
Danielle Billings, RN, BSN
Jennifer Nolte, RN, BSN, BA, CCCTM
Fort Collins Family Medicine Residency, Fort Collins, CO

Learning Objectives
• Provide an example of a transitions of care program that spans
between hospital and outpatient clinic.
• Illustrate potential gaps between resident expectations
regarding hospital discharge and patient reality at home.
• Describe methods to identify patients who would benefit from
additional care management services in the clinic setting.
fmrna.org
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Fort Collins Family Medicine Residency Program
• 9 Physician Faculty, 21 Residents, 2 Care Manager RNs, 3
Transitional Care RNs
• Community clinic serving mostly at-risk population
• 41,256 clinic visits per year
• 1,341 hospital adult admissions per year (based on 2017
statistics)
• UCHealth-Poudre Valley Hospital, 300 beds

fmrna.org

A little background…
• In 2013, hospital readmission rates were as high as 56%.
• There were no hospital or clinic programs in place to address
this.
• Patients who discharged from the hospital frequently did not
have or make follow up appointments.
• Patients frequently were lost to follow up.

fmrna.org
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Literature Review-What do we know?
• “Experiencing post-hospital medication discrepancies at home was
shown to be a significant predictor of 30-day hospital readmission.”
Costa, Byon 2019

• “Medication teaching completed at discharge does not ensure the
patient will understand the required regimen when returning home.”
Costa, Byon 2018

• “Missing pieces” for the post discharge recovery plan include functional
limitations, social isolation, and challenges from poverty/environment.
Greyson, et al. 2014
fmrna.org

Overview of Hospital Transitional Care Program
• Began in 2013 w/ 2 Transitional Care RNs
• Expanded in 2018 to 3 Transitional Care RNs
Adult Medicine Service hospitalized patients receive:
• bedside risk assessment (utilize modified BOOST tool)
• comprehensive medication reconciliation at discharge
• personalized diagnosis teaching based on health literacy needs
• follow up appointment facilitation
• community resources for at risk patients (Rx assistance, transportation, etc.)
• post discharge phone call
• referrals for ongoing outpatient support when needed
fmrna.org
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TCRN Curriculum for Residents
Adult Medicine Service resident education includes:
• Guidance for developing sustainable plan of care for discharge.
• Promotion of holistic view of patient by utilizing risk
assessment tool documentation.
• Coaching for effective communication techniques for
interacting with challenging patients.
• Facilitation of resident/nurse shadow experience to enhance
collaboration and understanding.
fmrna.org

Overview of Clinic Care Management Program
• Began in 2015 w/ 1 RN Care Manager
• Expanded in 2018 to 2 RN Care Managers
Care Management Program includes:
• transitions of care management
–
–
–
–

post discharge phone calls (ER, hospital, skilled facility, etc.)
involvement in clinic follow up visits
30 day care management monitoring for high risk patients
coordination/communication with clinic providers

• episodic coordination of care
• longitudinal care management
fmrna.org
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The Gap: Hospital to Home
Provider Expectations versus Patient Reality
Provider Mindset
• “The patient must be taking their
medications as instructed. We went
over it with them”.
• “They haven’t called to say they are
having problems so everything must be
fine”.
• “The patient has a follow up
appointment. We can see how they
are doing then”.

Patient Thinking
• “I was confused so I didn’t take
anything [medications]”.
• “I don’t feel good but I just got out of
the hospital so I thought it was
normal”.
• “I don’t have a ride so I can’t go [to my
appointment]”.
• “I don’t know my Medicaid ID to
schedule a ride”.
fmrna.org

Case Study
• 58 y.o. male admitted with COPD exacerbation and PNA, recent
ETOH abuse, readmission from <1 month prior.
Hospital Setting
• Seen by TCRN in hospital; risk assessment tool revealed
polypharmacy, socioeconomic and transportation challenges –
resources provided by TCRN.
• Patient observed to be easily overwhelmed during review of
discharge medications.
• TCRN provided lengthy verbal and written review of discharge
instructions and medications.
fmrna.org
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Case Study
• Medications were delivered from hospital pharmacy to
patient’s room.
• Home physical therapy was set up before discharge.
• Patient verbalized understanding of discharge plan.
• Ride facilitated from hospital to home.
• Discharge plan forwarded to patient’s Medicaid Accountable
Care Collaborative case worker.

fmrna.org

Case Study
Outpatient Clinic Setting
• Patient contacted by CM via phone day after hospital
discharge.
• Patient states “I am not feeling too good”.
• Further discussion revealed ongoing confusion regarding
medications.
• Patient states “I can’t come, can you cancel my appointment?”
• Medicaid taxi arranged and appointment rescheduled.
fmrna.org
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Case Study
• Discharge phone call findings routed via EHR to provider
scheduled to see patient for hospital follow up.
• Provider now aware that patient adherence to prescribed
medication regimen is unknown/inconsistent.
• Obtained emergent order from provider to add home health
nurse for home medication reconciliation and management.

fmrna.org

Case Study
Clinic Follow Up Appointment
• Patient was taking prescribed medications from pill box
prepared by home health RN.
• Patient was still unfamiliar with medication regimen, “I am
taking what the nurse is giving me.”
• Next follow up appointment scheduled by CM before patient
left.
• Ongoing transportation barriers were addressed.
fmrna.org
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Sound familiar?

fmrna.org

Benefits of Coordinated Care
1st intervention - in hospital – patient seen by TCRN, risk assessment/discharge
planning, teaching, and resources provided – documented in EHR.
– Documentation viewed by nurse calling patient for discharge phone call (aware
of potential concerns, etc.).
2nd intervention - discharge phone call made to identify knowledge gaps, medication
compliance, confirming post discharge services have been provided.
– Provider notified of real time problems that should be addressed during or prior
to follow up appointment.

fmrna.org
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Benefits of Coordinated Care
3rd intervention - CM “huddles” with provider and their nurse day of patient appointment.
– Patient needs communicated to all care team members.
4th intervention - if needed, CM attends appointment with patient
– Serve as patient advocate to verbalize needs/concerns that were brought up during
discharge phone call.
5th intervention - if needed, extended care management support for duration of 30 day transition
of care period.
– Potential prevention of readmission for high risk patients.
[CM]“Presence at the hospital follow-up visit provides insight into the discharge management plan
and continuity for both the resident and patient who may be meeting for the first time.”
Kreckman, et al. 2018
fmrna.org

Identification of Patients Needing Ongoing CM Support
What do we do if someone has ongoing needs after their 30 day
transition of care period?
Patients are evaluated based on the following criteria:
• Risk score
• Social determinants
• Chronic condition management
• High complexity
fmrna.org
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Readmission Rates 2014-2018
Hospital Monthly Readmission Rate 2013-2018

2015

2016

2017

2018

January

2013
unavailable

2014

16%

15%

26%

17%

February

unavailable

24%

25%

16%

22%

March

unavailable

20%

16%

19%

19%

April

unavailable

17%

23%

15%

18%

May

39%

13%

17%

17%

13%

June

59%

17%

24%

23%

16%

July

33%

12%

24%

19%

26%

August

48%

18%

10%

27%

22%

September

39%

20%

18%

25%

15%

October

unavailable

33%

10%

26%

16%

17%

November

unavailable

39%

15%

25%

24%

14%

December

unavailable

38%

20%

25%

19%

17%

fmrna.org

Readmission Rates 2014-2018
Hospital Monthly Readmission Rate 2014-2018
70%

60%

Re-Admission Rate

50%

40%

30%

20%

10%

0%

January

February

March

April

2014

May

June

July

August

September

October

November

December

39%

59%

33%

48%

39%

33%

39%

38%

2015

16%

24%

20%

17%

13%

17%

12%

18%

20%

10%

15%

20%

2016

15%

25%

16%

23%

17%

24%

24%

10%

18%

26%

25%

25%

2017

26%

16%

19%

15%

17%

23%

19%

27%

25%

16%

24%

19%

2018

17%

22%

19%

18%

13%

16%

26%

22%

15%

17%

14%

17%
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Subjective Cues for Longitudinal Needs
Provider cues:
• “I don’t even know where to begin
with this patient”.
• “Maybe you can give it a try”.
• “This patient is a walking train
wreck and they need all of the help
they can get”.
• “I can’t seem to get them to do
anything that I ask or suggest”.

Patient cues:
• “My doctor keeps telling me I have
diabetes but I know that’s not true”.
• “I take a red pill, a green pill, and a
white pill. If the pharmacy gives me
something else, I just don’t take it”.
• “I have a good system for my
insulin. If 5 units doesn’t work, I
just double it”.

fmrna.org

Individualized Care Planning
• Completion of comprehensive CM assessment to reveal
potential needs and issues.
• Building of rapport with patient and caregivers.
• Setting of both medical and social goals based on provider,
patient, and caregiver priorities.
• Routine reassessment and adjustment of goals.
• Eventual graduation when goals are met and care is optimized
or continued efforts for complex patients with evolving needs.
fmrna.org

3/18/2019

Conclusion
• Hospital readmission rates decreased in 2018 to an average 18.1%.
• Collaborative approach established to guide patients from hospital
to home to clinic.
• Follow up appointments in place before hospital discharge.
• Clinic CM involvement ensures patients are not lost to follow up.
“TCM is a promising delivery model innovation that has the potential to
improve health outcomes and costs [for patients] discharged to the
community from medical facilities.”
JAMA 2018

fmrna.org
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Questions?
Danielle Billings, RN, BSN
Clinic Care Manager
Danielle.billings@uchealth.org
Jennifer Nolte, RN, BSN, BA, CCCTM
Transitional Care Case Manager
Jennifer.nolte@uchealth.org
fmrna.org

Panel Discussion
Sat, 10:45 – 11:45 a.m.

Panel Discussion
Kay Anderson, RN, Methodist Charlton Family Medicine Center Dallas, Texas
Mary Beth McLellan, RN, BSN, RHRCH Family Medicine Residency, Rapid City, South Dakota
Alice Brown, RN Salina Family Health Care, Salina, Kansas
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Clinic Performed Retinal Screening
Exam
Kay Anderson, RN,
Methodist Charlton Family Medicine Center
Dallas, Texas

CHRONIC DISEASE MANAGEMENT PROTOCOL
PATIENTS: Patients with A1c >9 and not completed their ophthalmology screening
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

PREVISIT:
Office Chief reviews the report and identifies her patients and then her team members.
Review chart and update HM for ophthalmology exam( media, notes)
Send message to schedulers ( Kelly and Princess ) for scheduling for the CDM visit
CDM VISIT:
Review Vitals: BMI, BP, Tobacco / Drug and alcohol
Update PMH, FH and PSH.
Assess Barriers to Care
Depression Screening: PHQ-2/PHQ-9
Medication Reconciliation ( Focus, ASA, Statin, ACE Inhibitors and OTC medications)
Physical Exam: Comprehensive including dental exam, diabetic foot exam
Labs: A1c, Lipids, CMP/BMP, Urine Microalbumin/ Creatinine, Vitamin B12 for patients on metformin
Assess ASCVD Risk
Immunizations: Influenza, Prevnar 13 and PPSV23, Hepatitis B and Tdap ( not reimbursed in Medicaid and Traditional Medicare patients)
RetinaVue: Eye exam per protocol
Diabetic Education: Brief focused discussion of diabetes management, Diabetes Supplies
Clinical Pharmacist: Discuss/reconcile medications
Social Work: Prescription assistance, home needs
ACO: Transportation, Nutrition, Pharmacist, Social Work , Behavioral health
Bill 99215, Faculty must see the patient during the visit

fmrna.org
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CHRONIC DISEASE MANAGEMENT PROTOCOL
PATIENTS: Patients with A1c >9 and not completed their ophthalmology screening
•

Appropriate Referrals: Referral for Behavioral Health, Dental Care, Ophthalmology, Podiatry

•
•
•
•
•

AFTER VISIT:
Provide AVS with Updated Goals and Care Plan( A1c, BP, BMI, SMBG, Insulin, Natural Supplements and therapies )
Patient Hand outs: DASH diet, SMBG, Diabetic Diet, meal plans
Return visit: 1 month with PCP and Diabetic education
Monthly report of scheduled CDM visits, No shows and visits completed, ophthalmology reports completed

fmrna.org

PROTOCOL FOR RETINAVUE
Diabetic Visit

Eye Exam
completed

Update Health
Maintenance

Retinavue

Upload Images
Verify Billing

Refer to
Opthalmology

H/O of cataract
Surgery
Glaucoma?
fmrna.org
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PROTOCOL FOR RETINAVUE
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Pre-visit:
Review Health Maintenance for ophthalmology exam
Review Media /Notes for scanned ophthalmology reports or encounter notes from ophthalmology. Update HM with date completed and results ( Normal
/abnormal, mild retinopathy etc.)
During Visit:
Have you had an eye exam within last 1 year or have an ophthalmologist?
If yes, update the Health Maintenance with results and date.
If no, proceed with Retinavue examination.
Advise patient to stay in dark room (No cell phones or electronic devices) for eyes to dilate for 5 minutes. Patients does not have to remove the contacts if
we are not dilating the eye. Set timer
Enter patient information: ( Name, DOB, MHD #, Sex )
If unable to obtain images use 1 drop of Tropicamide Opthalmic solution ( 0.5%) in each eye. (Council patients it can cause mild eye irritation, minimal
redness, sensitivity to light and inability to focus up close,)
Obtain following information from patient: Type of DM, duration and treatment regimen
Upload images to portal.
Check for billing in the chart. Billing code: 92250 PR Fundal Photography. Link to diagnosis of Diabetes Mellitus from the problem list
Provide patient with eye protection wear if they do not have sunglasses
After Visit:
Check portal daily
Download results and print and scan to the order thru the media manager and complete order to final in enter edit results.
Update Health Maintenance with results.
Route results to the provider for discussion of results with patients.
Keep the scanned printouts for monthly review for billing.
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RetinaVue Network - Animated Imaging Fundamentals Video

• https://www.youtube.com/watch?v=JfstiBjyBGw

fmrna.org
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CLER Visits
Mary Beth McLellan, RN, BSN
RHRCH Family Medicine Residency, Rapid City,
South Dakota

What is CLER?
• CLER = Clinical Learning Environment Review – Provided to the
institution as a quality improvement tool, and to the Institutional
Review Committee (IRC) as a “continuous data” element
• 2 - 3 Site Visitors usually
• Will require meetings with:
–
–
–
–

CEO, COO, DIO, GMEC Resident Representative
peer selected residents,
Resident “Rounds”
Selected Program Directors and Faculty
fmrna.org
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CLER Focus Areas
CLER visits assess the integration of residents- along with
demonstration of impact - into 6 key areas:
1. Patient Safety Programs
2. Quality Improvement Programs/ Reduction of Disparities in Health
Care Delivery
3. Supervision
4. Transitions in Care
5. Duty hours policy, fatigue management and fatigue mitigation
6. Professionalism (including Honest and Accurate Reporting of
Information, Scientific Integrity and Issues of Mistreatment)
fmrna.org

CLER Focus Areas: Examples of each area.
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Improving Working Relationships
Between Nurses and Residents
Alice Brown, RN
Salina Family Health Care, Salina, Kansas

Building Good Work Relationships
• Develop People Skills- How well do you collaborate,
communicate and deal with conflict?
• Identify Your Relationship Needs-Look at your own needs.
What do you need from others? What do they need from you?
• Emotional Intelligence- Recognize your own emotions and
know what they are saying.
• Appreciate Others- Genuinely compliment people around you.
• Be Positive- No one wants to be around negativity all the time.
fmrna.org
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Building Good Work Relationships
• Manage Boundaries- Having friends at work is a nice way to
enjoy yourself while working, but be mindful of ‘playtime’ vs
‘worktime’.
• Avoid Gossiping- DON’T…
• Active Listener- Focus on the talker not on things that distract
(cell phone, computer)

fmrna.org

Questions?
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THANK YOU for attending the 2019 FMRNA
Annual Residency Nursing Workshop!

Remember…

Obtaining Nursing Contact Hours
• To obtain nursing contact hours, you must attend the entire program,
sign-in each day, and complete the evaluation form*
Click here if viewing the PDF packet:

Click here if in the app:

Click here if on aafp.org/pdw-rps:

FMRNA Evaluation

* Evaluation includes questions about all six sessions and the FMRNA Workshop in general.

• Certificates verifying attendance and awarding 6 contact hours will be
emailed within 45 days after the event only to those participants who
meet the requirements.
fmrna.org

