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KEY DRIVER DIAGRAM
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Employ rooming in or experiential activity to train parent and increase their comfort

Employ teach back methods to assure parental competency with medications, feeding plan, cardiac
status and home surveillance

Assign and train staff to coordinate discharge for this unique patient population

Create standardized discharge process for this unique patient population and utiize a checklist to
prompt and document hospital compliance and assure comprehensive parental preparation

Transition from Ing ! linical H
Improve survival and +  Provide parents/caregiver with culturally and language appropriate written (Red Flag) action plan
optimize quality of lif including:
e ok ife - Medications
= Nutrition /Feeding plan

- Home monitoring plan (02 sat, intake, weight)
- Red Flag plan - action and triggers for calling cardiology team v PCP.
- Prevention/immunization plan
Employ teach back methods to confirm parental competency at discharge
Evaluate family ability to obtain medications and refer for additional resources as needed
‘Schedule follow up appointments convenient to family and establish meaningful reminders for parents.

Goals (by June 30, 2011)

1 I Care to Ougpasient Clloical T
Measures Establish collaborative engagement of all Care Team members (family, Cardiologist, PCP/Medical Home,
R iy by 50% Home Heath et al)

Reduce readmissions from ‘Assess nutritional status and weight at every clinic visit
major events by 50% ‘Optimize caloric intake:
Discuss feeding/intake at each visit with parents to assess progress towards goals
Adjust target caloric intake goals at each diinic visit (daily Kcal; weight targets)
‘Consult nutritionist at every clinic visit
Reinforce nutritional plan to families and PCP/medical home as part of overall management plan (see
above)
Discuss feeding/intake at each visit with parents to assess progress towards goals
Assure family understanding and competency with Red Flag action plan and as applicable, home
‘monitoring of intake and weight

‘Continue Care Transition Strategies established at Care Transition outlined above
Use Interstage surveiliance of cardiovascular status (e.g. daily O2 sat, daily weight, caloric intake)
Establish Clinic communication process to proactively follow up, support and reinforce Red Fiag action
" plan with Care Team members as needed

Current measure does not « Review Red Flag action plan with famiy at every visi. Update as necessary
report communication to Provide updated written action plans to Care Team members at every visit
cardiologist « Estabiish Cardiology clinic system for rapid medical response to surveillance data or Red Flag events

feemgores (e.g. parents know when and whom to call; Cardiology prepared to act upon calls)

Fig. 1. Title: NPC-QIC key driver diagram.
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