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Objectives

• Discover how to access the 
performance dashboard in the 
HSAG Quality Improvement 
Innovation Portal (QIIP).

• Review the features and data 
available in the dashboard.

• Identify how to use the dashboard 
to guide and measure your 
readmissions progress.

2



2022 Care Coordination Journey

1. Assessment: Complete the care transition 
assessment and root cause analysis to identify 
your program’s strengths and opportunities for 
improvement. 

2. Strategy Selection: Evaluate findings, review 
resources, and select the most appropriate 
strategy to address your gap.

3. Implementation: Develop a strategy tree and 
implement tactics.

4. Monitor Results: This is how you 
can determine if the strategy is 
working and make adjustments to 
your intervention accordingly. 

5. Learn: Attend HSAG Care Coordination 
quickinar sessions to learn from subject 
matter experts. 
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Let’s Do Data!
But First…



Do You Have Access to the QIIP?
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4.     Email completed form to QIIP@hsag.com

https://www.hsag.com/cc-quickinars

mailto:QIIP@hsag.com


Do You Have Access to the QIIP?
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Registration form 
instructions:
1. Download form.

2. Complete facility 
information.

3. Include staff you 
wish to have access 
to the data portal.

4. Email completed form to QIIP@hsag.com.



QIIP
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Access the QIIP here: https://qiip.hsag.com  



Scenario Part I

Hospital A wanted to get started on a performance 
improvement project but was unsure where to start.
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Performance Dashboards

9



Performance Dashboards
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Landing Page
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Summary View
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Summary View (cont.)
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Scenario Part II

• Readmissions have been 
increasing over the last 
year among patients who 
are prescribed diabetic 
agents.

• To start addressing the 
care needs of patients 
who are on diabetic 
agents, the hospital takes 
a deeper dive into their 
readmission data.
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Readmissions: Diabetic Agent

Diabetic Agents
Baseline Rate (2019): 16.47%
Goal Rate: 15.65%
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Readmissions: Diabetic Agent (cont.)

Diabetic Agents
Baseline Rate (2019): 16.47%
Goal Rate: 15.65%
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Comparisons Tab
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Readmissions by Discharge Distribution
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Demographics on the Summary Tab
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Scenario Part III

• Targeting readmissions 
from the nursing home 
is a good place to start 
since 43.5% came back 
to the hospital within 
30 days of discharge.

• Measure progress 
over time.

• Use the data to tell 
a story.
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Comparisons Over Time
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Measures Tab
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Tabular Data—Quarterly and Monthly View
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Tabular Data—Quarterly and Monthly View (cont.)
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Readmission Measures Include:

• All-Cause
• All-Cause 

Excluding COVID
• AMI
• Anticoagulant
• Behavioral Health
• CABG
• COPD

• COVID
• Diabetes
• Diabetic Agent
• Heart Failure
• Opioid
• Pneumonia
• Sepsis
• THA/TKA
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AMI = acute myocardial infarction, CABG = coronary artery bypass graft, 
COPD = chronic obstructive pulmonary disease, THA/TKA = total hip/total knee arthroplasty 



Skilled Nursing Facility Data

Nursing home data coming soon in early summer!
COVID run chart reports are available now.
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Additional Features

• You can download the data in an image, 
tableau, crosstab, PDF, or PowerPoint. 

• You can submit your assessments and track 
progress over time.
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Continuing the Care Coordination Journey

Next Steps …
The Role of Health Equity 

in Care Coordination
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Our Next Care Coordination Quickinar
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The Role of Health Equity in Care Coordination
Tuesday, May 3, 2022 | 11 a.m. PT

bit.ly/cc-quickinars



Care Coordination Quickinar Series
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REGISTER NOW! More info at:  https://www.hsag.com/cc-quickinars 



Please Take 5 Seconds and Let Us Know

31

We want this call to be meaningful 
to you, so we need your input.

At the end of the webinar, you will 
be asked one question to 
determine if this call equipped 
your organization to begin 
implementing care coordination 
practices.



Thank you!

Michelle Pastrano
818.265.4648 

mpastrano@hsag.com

Jenna Curran
480.232.5433

jcurran@hsag.com

Lindsay Holland
818.813.2665

lholland@hsag.com



This material was prepared by Health Services Advisory Group (HSAG), a Quality Innovation Network-Quality Improvement 
Organization (QIN-QIO) under contract with the Centers for Medicare & Medicaid Services (CMS), an agency of the U.S. 
Department of Health and Human Services (HHS). Views expressed in this material do not necessarily reflect the official 

views or policy of CMS or HHS, and any reference to a specific product or entity herein does not constitute endorsement of 
that product or entity by CMS or HHS. Publication No. QN-12SOW-XC-04142022-01
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