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Quality Summit Performance improvemén& Project
ED Frequent users Collaboration Project

I Back ground and Data Reporting.

The project initially started in January 2015 with ED MD’s, ER Manager, Case Managers, Transitional Care Manager
and Behavioral Health, to create care plans for six most frequent ER users. Since February 2015 we have been
collaborating with CCFD, Sherriff Dept, FISH, Ron Wood "Health and Human Services" , Most and Fast Programs, Jail
Forensic psychologist, NVHC and Carson Mental Health meeting once monthly to exchange information.

il Indicators
Top six ER patients have been identified and data has been collected from 2014, and January through March 2015 on
admissions to ER. The latest data was manually collected from April 2015 to June 2015. See attached graphs. The
study will continue through 2015 and beyond if necessary.

. Finding / Conclusions

distributed to the ER and the Coalition. Spreadsheets have collected data during the progression of the Coalition.
Every participant in the Coalition can contribute data to the spreadsheet for accurate accounting and collective
communication, Significant improvements have been made in indentifying all the resources available in the
community as well as in the hospital. Attached is a successful patient experience navigating the system.

v, Recommendations / Actions

This coalition collaboration study will identify obstacles within the health care system and the team will continue to
meet to provided the best outcomes for ER frequent users of the community and the hospital

Y. Data Distribution

The Data will be provided to all Directors, Managers, Physicians, Quality Summit and the Board of Directors
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Patient Exp erience Ma p for Integrated Case Management .
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