
Lessons 
Learned

D M C  S i n a i - G r a c e  H o s p i t a l 

Who We Are

Problem
Project Design

Project Aims

A national need to 
reduce avoidable 
readmissions

• �Community-based hospital
• �Academic and private practice 

physicians in 40 specialties 
• �8,108 average ED visits/month
• �2,601 average adj. discharges/month

• �To implement interventions that 
improve:

	 - �Self-management of chronic 
diseases by patient or caregiver 

	 - Post-discharge follow-up
	 - �Coordination of care between 

providers and across the 
continuum of care by promoting 
seamless transitions from the 
hospital to home, skilled nursing 
care, home health care or other 
providers to prevent avoidable 
readmission to the hospital 

	 - �Medication reconciliation and 
management

 •� �Goal is to decrease ALL 
readmissions by 20% from baseline

 •� �Initial focus on HF patients. Baseline 
readmission rate for  
HF= 33.2%; target readmission rate: 
20% or 26.57%

Employees . . . . . . . . . . . . . . . . . . . . . .                       2240
Beds . . . . . . . . . . . . . . . . . . . . . . . . . . . .                             404
Adult/Peds Patient Days . . . . . . . .        103,375
Adult/Peds Discharges . . . . . . . . . .          19,560
Births . . . . . . . . . . . . . . . . . . . . . . . . . .                          1,598 
Emergency Visits . . . . . . . . . . . . . . .               95,134
Average LOS . . . . . . . . . . . . . . . . . . . . . .                      5.6
Ambulatory/ 
Professional Visits . . . . . . . . . . . . . .              99,658 
Operating Profit  . . . . . . . . .          $14,794,000

MI STAHAR Collaborative

• �New programs need to be embraced 
from the top

• �Phone calls from discharge need to be 
front loaded in the first week

• �Build on what you have
• �Use EMR and other technologies to 

enhances processes

Four pillars to create an ideal transition home
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Pillar 2 

Provide Effective 
Teaching and Enhanced 
Learning

A. �Identify all learners on 
admission.

B. �Customize the patient 
education process for 
patients, family caregivers, 
and providers in community 
settings.

C. �Use “Teach-Back”  
daily in the hospital and 
during follow-up phone 
calls to assess the patient’s 
and family caregivers’ 
understanding of discharge 
instructions and ability to 
perform self-care.

Post Hospital Stay

Call Back Days

3, 8, 13, 25

Hand off to call center
for post DC calls 2-6

months 2x per month

Monthly Data Analysis of
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patients
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RN
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First Fill

Prescripts

Home phone number and

PCP verified

White Board info updated

MI STAAR Asthma, HF, Stroke Process

NP, CIP, SW, CM,

         RN, RT

RT, NP, RN

  P

  O

  S

  T

  D

   I

  S

  C

  H

  A

  R

  G

  E

NP, CIP

PM, NP, SW

PM, CIP,

      NP, RT

RT, PM, CIP,

NP, NM, SW

Corporate Nurse
Call center

Asthma, CHF, CVA pt

identified on admission or

during admission

Identification sheet placed on

chart

Medication Reconciliation history

and MR Admission completed

Patient given admission

packet

CIP, NP, CM, RN

NP, RN

RN, Housestaff,

PCP

PCA, RN

D

A

Y

S

2

3

&

4

Learner identified:

Patient  vs. care giver

Asthma, HF, Stroke  teaching

begins with teach-back

Asthma, HF, Stroke  rounds

 Stroke M & TH, HF M - Wed,

FR, Asthma TBD

CIP, NP, CM, RN

RN, PCA, SW, CM

CIP, NP, CM, RN

Housestaff, SW, NP,
             CM

D

A

Y

1

      

  D

  A

  Y

  O

  F

  D

   I

  S

  C

  H

  A

  R

  G

  E

Teach-back finalized,

documented

Teaching material given to

patient as needed for home

Core measures completed

& documented

Appointment with PCP

made 3-5 days after DC

Follow-up phone call days

3, 8, 13, 25 after DC

Med Reconciliation

completed at DC

CM, RN,

CM, SW

NP, CIP

SW, CM

Housestaff,

PCP

 RN, RT

 RN, RT

DC planning begins

Pillar 3

Conduct Real-Time 
Patient and Family-
Centered Handoff 
Communication

A. �Reconcile medications  
at discharge.

B. �Provide customized,  
real-time critical information 
to the next care provider(s).

Pillar 1

Perform Enhanced 
Admission Assessment 
for Post-Hospital  
Needs

A. �Include family  
caregivers and  
community providers  
as full partners  
in completing  
standardized  
assessments, planning 
discharge, and predicting 
home-going needs.

B. �Reconcile medications upon 
admission.

C. �Initiate a standard plan  
of care based on the  
results of the assessment.

Pillar 4

Ensure Post-Hospital 
Care Follow-Up

A. �High-risk patients: Prior to 
discharge, schedule a face-
to-face follow-up visit (home 
care visit, care coordination 
visit, or physician office visit) 
to occur within 48 hours 
after discharge.

B. �Moderate-risk patients: 
Prior to discharge, schedule 
follow-up phone call within 
48 hours and schedule a 
physician office visit within 
five days.

 

pls 09/30/09 Department of Medicine 

MI STAAR 

 

Name:  _________________________________________________ 

 
Birth Date: _____________________________________________ 

 
FIN: ____________________________________________________ 

 
Phone Number: _________________________________________ 

 
Identified Learner: ______________________________________ 

 
Relationship: ___________________________________________ 

 
Teach Back:   

Day 1: ________________________ 

Day 2: ________________________ 

Day 3: ________________________ 

Day 4: ________________________  

 
Educational Materials Provided: _________________________ 

 
Medication Reconciliation Completed: ____________________ 

 
PCP Identified: __________________________________________ 

 
Follow Up Appointment Arranged: _______________________ 

 
Core Measures Met: _____________________________________ 

 
Home Care Follow up/Agency: ___________________________ 

 
Discharge Instructions: __________________________________ 

 
Medication List at Discharge: ____________________________ 

 
Depart Completed: _______________________________________    

 

 

 

 

 

If you need any assistance please contact your manager or page either of these 

members of the MI STAAR Clinical Team:  

 
Juanita Marshall RN BSN Clinical Improvement Specialist: pager #94133 

Peggy Segura Nurse Practitioner: pager #6924 

pls Department of Medicine 10/2009  

 
 

5. Diet: A Cardiac and Low Sodium diet is designed to lower your blood cholesterol, help keep your blood    

    pressure under control, decrease swelling and promote a healthy heart. My weight goal is to maintain a  

    BMI of less than 29, knowing that an ideal BMI is less than 25. My current BMI is ____________. 

• I will follow the diet prescribed on my Discharge Instruction Record. 

• I will not add salt to my food when cooking or at the table.  

• I will choose fat free dairy products, low sodium and fat free sauces, gravies, and salad dressing, low 

sodium soups and broths, unprocessed, lean meats and no more than 4 eggs per week. Foods high 

in fat including margarine and desserts will be limited. To enhance flavor use a seasoning spice 

blend.  • I will keep the use of alcohol to a minimum. Alcohol affects the ability of my heart to pump. 

 

6. Routine Activities/Exercise. I understand that my activity must be monitored and modified to help me  

    return to normal daily activities.  

• I will alternate activity/exercise periods with rest periods and break up large activities into smaller  

       tasks. • I will stop any activity/exercise at the first sign of chest pain, heaviness, tightness or increased  

       shortness of breath. 

• I will follow the activity instructions as written on my Discharge Instruction Record. 

• I will monitor the way I feel based on the Heart Failure Zones and record that daily in my calendar. 

 

7. Follow-up with my doctor. 

• I know that I have follow up appointment (s) as written on my Discharge Instruction Record. 

• I will notify my physician immediately as written on the Discharge Instruction Record if I: 

• Have any heaviness in my chest and/or palpitations. 

• Have a sudden weight gain as indicated.  

 

8. Release/referral of name to the Detroit Wayne County Health Authority for assistance in obtaining  

    insurance.  • I understand that there is no guarantee that I will receive insurance. 

• I understand that referral is used to attempt to establish some type of assistance to better serve my 

medical and prescription needs.  

• I understand that if I have insurance that this referral may help establish additional coverage if 

needed.   
 

Patient/Significant Other (S.O.) Acknowledgement 

 

  
My doctor/nurse has reviewed this information with me and I will follow the guidelines that we have agreed upon. I 

understand that I need to follow the above directions in order to maintain my health.  

Patient / S.O. Signature   

Relationship to Patient 

RN Signature  

Date 

Time 

      

Please bring this Health Maintenance Agreement on your first follow up visit with you doctor.  

 

Welcome to Sinai Grace Hospital 

 

 What you need to know before you go home… 

 
 
 

  The medications you should take at home and    

  the reasons you are taking them. 

 

  The side effects of the medications you are  

  taking. 

 

 The signs and symptoms that would need you to  

  call your doctor. 

 

 When you need to follow up with your doctor. 

  

 

If you have any questions or concerns please 

ASK your Nurse 

 

pls Department of Medicine 10/2009  

 
                       HEART FAILURE MAINTENANCE AGREEMENT 

I know that I have Heart Failure, and I need to do the following: 

 

Heart Failure is a condition in which the heart cannot pump strongly enough to meet the needs of the body. 

It is usually due to a weak heart muscle and causes you to feel weak, tired and short of breath. This may 

lead to water build up (swelling), especially around the feet and ankles. There is no cure for heart failure, 

only measures to relieve my symptoms, slow progression of the disease, improve my exercise capacity and 

improve my quality of life.  

 

I know that I have a heart problem and I need to do the following: 

 

1. Take my Medicine: I understand that taking all of my mediations is important in controlling my heart    

    problems as well as any other medical conditions I may have. I will keep a record of my medication and    

    bring my list with me to each of my doctor appointments. I understand that if I run out of medications or     

    skip a dose of medication that my heart failure may become worse.  

    My doctor has prescribed: 

• ACE Inhibitor and/or ARB: this medication makes it easier for my heart to pump, improves the  

       symptoms of heart failure, protects the heart from getting bigger and is used for the treatment for     

       high blood pressure.  

              Yes  Name:__________________________  N/A  Because:_____________________________ 

• Aspirin: used to reduce the chance of heart attack and stroke.  

Yes  Name:__________________________   N/A  Because:_____________________________ 

• Beta Blocker: used to treat high blood pressure, makes it easier for my heart to pump, and protects 

my heart from getting bigger. 

Yes  Name:__________________________   N/A  Because:_____________________________ 

• Diuretic (“Water Pill”): helps my body release extra water and reduces swelling, helps control heart 

failure and is used for the treatment of high blood pressure. 

          Yes  Name:__________________________   N/A  Because:_____________________________ 

• Statin: lowers cholesterol. 

              Yes  Name:__________________________  N/A  Because:_____________________________ 

 

2. Quit Smoking: I understand that smoking makes the symptoms of heart problems worse, increases the    

    chance of having a heart attack and causes other illnesses, which may shorten my life or decrease my    

    quality of life. • I should not smoke or use tobacco products. 

• If I smoke, I will talk with my doctor about ways to quit.  

• Smoking Cessation classes, please contact 1-888-DMC-2500 or further information.  

 

3. Blood Sugar control (If Diabetic): I understand that keeping my blood sugar under control affects my  

    overall health. • I will check my blood sugar _____ times a day 

• I will call my Doctor if my blood sugar is above _____ or below _____ twice in a row.  

 

4. Daily Weight: I know that weighing myself daily helps me monitor for swelling.  

• I will weigh myself daily and record my weight in my calendar. 

• If I gain more that 2-3 pounds overnight or 5 pounds in 5 days I will call my doctor. 

• My current weight is  __________ pounds. 

 
 

 

     

DMC DETROIT MEDICAL CENTER 

Maintenance  
Agreement

DMC Transportation  
Service

Sinai-Grace  

Living with Heart Failure 

Heart Failure Support Group 

 

Healthy Heart Club Agenda 

 
Get Acquainted Session 

• Who are you? 
• Why are we here? 

 
Understanding Heart Failure Part 1 

• What is heart failure? 

• What causes heart failure? 

• What are the symptoms of heart failure? 

 
Understanding Heart Failure Part 2 

• What Increases my Risk for heart failure? 

• When do I need to see my doctor? 

• Who is affected by heart failure? 

 
Being Diagnosed with Heart Failure 

• How will my doctor diagnose heart failure? 

• What is an echocardiogram? 

• What are the different types of heart failure? 

• Do I need to see a specialist? 

 
Getting Treatment 

• How is heart failure treated? 

• Which medicines do I need to take? 

• Importance of keeping my physician appointments 

 
 

 
 

Other Concerns • How will my heart failure be monitored? 

• What is an acute flare-up and how is it treated? 

 
Living with Heart Failure Part 1 

• How do I take my medicine properly? 

• How do I use oxygen? 

• Living with a pacemaker 

 
Living with Heart Failure Part 2 

• How can I cut back on salt? 

• How do I watch my fluids? 

• How do I check my weight? 

• What type of exercise is safe? 

 
Communicating with Family  

• How do I tell my family about my condition? 

• What do they need to know about my condition? 

 
Heart Friendly Foods 

• Can I still eat out? 

• Preparing healthy foods 

• Cooking Demonstration 

 
Pacemaker • What is a pacemaker? 

• Will I need surgery?

 
 

 

Healthy Heart  
Group Class 
Agenda

DMC  
First Fill  
Program

Admission  
Check List

Admission  
Packet

Nurse Practitioner 
Peggy Segura using 
teach-back process

Nurse Practitioner 
Peggy Segura making 
follow-up phone calls

Dr. Craig Bailey teaching 
Healthy Heart Support 
Group

Heart Failure Booklet
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This book tells you about: 
Page 

About Heart Failure  
 

Signs and Symptoms of Heart Failure     

                   Causes of Heart Failure 
 

Tests for Heart Failure 
 

Things You Can Do to Help Yourself 

•  The Importance of Daily Weights 

•  Diet 
•  Food Guide 
•  Limiting Fluids •  How to Read a Food Label 

•  Medications 
•  Smoking 
•  Activity 
•  Follow-up  

Devices for Heart Failure 

 

Heart Failure Zones 
 

Weight Chart  

Heart Failure Maintenance Agreement 
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27 
 

29 
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Living with Heart Failure 
A guide for people with Heart Failure 

 

 
Heart failure is a chronic health problem that requires life-long treatment.  The symptoms 

can change from week to week.  You can take control over your heart failure, stay out 

of the hospital and live longer, by monitoring yourself every day, taking your 

medications as instructed, and limiting the amount of salt in your diet. 

 
People with heart failure who have learned to take good care of themselves, live full and 

meaningful lives. It may take time to adjust, but it is worth it.  

 

This booklet can help you understand heart failure and how to manage it.  Share this 

booklet with family and friends so they can understand and help you. Make notes in the 

margins of any questions you have to ask your doctor or healthcare provider. 

 
This Booklet is not intended to replace your Doctor’s treatment plan. It is intended only for 

education and informational purposes. Always check with your Doctor if you have any 

questions about your treatment. 
 
 

DMC - Outpatient Support Services Nurse Triage 
 

The nurse triage outpatient program is a free service from the Detroit Medical Center. This 

is a service that is available to all patients with or without insurance provided they have a 

personal phone.  It is available 24 hours, 7 day a week. 

 

Our Goals Are To: • Improve your ability to take care of yourself. 

• Teach you about your condition and support your progress. 

• Work with your doctor, our nurses, and you to make a plan for your care. 

 

 
Our nurses are always available for any questions, direction or concerns you may have 

related to your care at 1-888-DMC-2500. 

 
 
 
 
 

 

Developed by the DMC STAAR Education Committee 7/12/2010 

 

 
 

 

  Living with Heart Failure 
A guide for people with Heart Failure 

 

 

 

 
 

 

 

 
Compliments of  Sinai-Grace Hospital  

Detroit Medical Center – Sinai Grace (MI)
PILOT UNIT: Patient Experience/Discharge Readiness
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Detroit Medical Center – Sinai Grace (MI)
PILOT UNIT: Teach Back

Month
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Enhanced Teaching
and Learning

Detroit Medical Center – Sinai Grace (MI)
PILOT UNIT: Percent of Patients with Follow-up Appointment Before Discharge
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Post-Acute Follow-Up

Detroit Medical Center – Sinai Grace (MI)
PILOT UNIT: Reconciled Med List – Series 1

Month
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Detroit Medical Center – Sinai Grace (MI)
HOSPITAL: Patient Experience HCAHPS Q 19

Month
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Detroit Medical Center – Sinai Grace (MI)
HOSPITAL: Patient Experience HCAHPS Q 20

Month

goal = 95.00
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Patient Experience

Kim Parker, NP 
Stroke
Regina Mailey, MSN CNS  
Stroke
Roy Williams, RT  
Director, Respiratory Therapy
Sal Morrone,  
RT Case Manager, Respiratory 
Liz McDowell, RN CNS ICU
Karen Moore, RT 
Clinical Information Specialist

Four pillars to create an 
ideal transition home


