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BACKGROUND OUTCOMES
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- A leading cause is poor communication
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44% of patients had one or more 3 of 4 communication errors related to
medications or durable medical equipment.

errors reguiring Intervention.

PROJECT AIM

To evaluate the care transition errors

LESSONS LEARNED

identified during videoconferences through - Occurrence of communication and medication-related errors is high in hospital to skilled
the multi-disciplinary review and discussion ~ nursing facility (SNF) transitions. | | |
of cases. - Regular telehealth videoconference post-discharge rounds with hospital-based and

SNF-based care teams provide systematic opportunities for identifying and managing
patient-related transitions errors.

- These transitional errors are important targets for system-wide care improvement
strategies.
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