Oregon Transitional Care & Pressure Ulcers Project
Convening an Advisory Panel
Findings of the Advisory Panel


Findings of the Advisory Panel

The following findings were generated from responses to questions posed to the Advisory Panel in July and August 2007; the responses were disseminated to stakeholders in October 2007 via an emailed project progress report.
Comments related to Best Practices for pressure ulcers

· Respondents were almost unanimous in their support of having the same Best Practices in place across all settings of care.

· In actual practice, there appears to be wide variation in the extent to which Best Practices are in place across and within the settings.

· Some settings have activities underway to improve pressure ulcer care (e.g., investing in new equipment, educating direct care staff, increasing access to wound care experts).

Comments related to transitional care—definition

· Respondents were nearly unanimous in agreeing with the American Geriatric Society’s definition of transitional care:
“A set of actions designed to ensure the coordination and continuity of health care as patients transfer between different locations or different levels of care within the same location.”

Comments related to transitional care—issues with core elements
The American Geriatric Society definition also identifies core elements of transitional care. 
In actual practice, gaps in each core element of transitional care may contribute to adverse pressure ulcer outcomes. Respondents shared the following comments and suggestions. 

Comprehensive plan of care
· The current care plan is often not adequately communicated to the next provider.

· Transfer forms may not capture all the critical data.

· Verbal communication may be incomplete.

· The receiver may not trust the accuracy of the sender’s assessment.

· The patient’s or resident’s healthcare benefits often drive the care plan at lower levels of care.

Well-trained healthcare professionals

· Oregon needs more wound care “experts” across all settings of care.

· Direct caregivers (staff nurses, CNAs, physicians) need constant updating and education about pressure ulcer care.

· Staff turnover in nursing homes adds to the challenge.

· We need more multidisciplinary wound care teams (include physical therapists, nutritionists, discharge planners/care coordinators, physicians).

Current information about the patient/resident
· The patient’s or resident’s goals and preferences may be ignored in the care plan.

· Some are unwilling to engage in preventive care.

· There may be palliative care issues related to the person’s overall quality of life.

Educated patient/resident and family/caregiver

· We may not adequately assess the extent of the patient’s/family’s 

· knowledge about pressure ulcer prevention and care

· readiness, willingness, or ability to assume caregiver role

· ability to pay for noncovered supplies and equipment

Coordination/communication among all the players

· We can do better at getting the right information to the right person at the right time.

June 2009

Endorsed by the Advancing Excellence and Oregon IHI Network Joint Committee.
1
2

