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To Do’s by Today (Feb. 1, 2022)
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1 Ensure you have QIIP access  
https://qiip.hsag.com.

2 Visit the care coordination website
www.hsag.com/cc-resources.

3 Invite colleagues to register for the 
entire quickinar series.



Objectives

• Describe the main categories 
of the Care Transitions 
Assessment.

• Discuss experiences, 
challenges, and lessons learned 
using the assessment. 
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2022 Care Coordination Journey

1. Assessment: Complete the care transition 
assessment and root-cause analysis (RCA) 
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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Care Coordination Question

What are some areas your organization needs to work 
on related to care coordination? (Select all that apply).
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A. Collaborating with community partners
B. Identifying patients at high risk for readmission
C. Obtaining an accurate medication history
D. Tracking and reviewing data on transitional care support
E. Starting patient education on the day of admission
F. Other
G. I don’t know



How Do You Know 
Where to Start?



Care Transitions Assessment
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• Assesses the 
current status of 
care transition 
initiatives

• Identifies 
actionable 
improvement 
opportunities

• Measures 
progress



Who Are the Assessments For?

Assessments have been developed to align with each 
setting's specific needs.
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Acute Care Emergency Department Skilled Nursing



Assessment Format
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Acute Care & 
Emergency Department
• Medication Management
• Discharge Planning
• Care Continuum
• Facility Infrastructure

Skilled Nursing 
Facility

• Care Continuum
• Discharge Planning
• Quality Improvement 

of Care Transitions



Levels of Implementation
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Sample Implementation Question

Category: Discharge Planning
Your facility provides focused case management for 
residents at high risk for readmissions to coordinate 
care addressing:

a) Ability to pay for medications.
b) Scheduling of physician follow-up visits.
c) Transportation to follow-up visits.
d) Availability of family/friends to assist 

patient/resident at time of discharge.
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Evidence-Based Strategies
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Every question on the assessment is supported by scientific 
evidence found in literature. Rationales and references can 
be found at the end of each of the assessments. 

Rationale: Residents at high risk for readmission require increased care 
coordination planning to address social determinants of health. Focused 
coordination efforts for this population reduces the probability for 
subsequent rehospitalization.
References: 

1. https://www.ahrq.gov/patient-safety/settings/hospital/red/toolkit/index.html
2. http://tools.hospitalmedicine.org/Implementation/Workbook_for_Improvement.pdf
3. https://www.cms.gov/About-CMS/Agency-Information/OMH/resource-center/hcps-

and-researchers/quality-improvements-and-interventions

https://www.ahrq.gov/patient-safety/settings/hospital/red/toolkit/index.html
http://tools.hospitalmedicine.org/Implementation/Workbook_for_Improvement.pdf
https://www.cms.gov/About-CMS/Agency-Information/OMH/resource-center/hcps-and-researchers/quality-improvements-and-interventions


A Hospital Perspective

Rachel Vance, BSN, RN, CPHQ 
Quality Services Director 
Parkview Community Hospital 
Medical Center 
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Tips for Completing the Assessment

Utilize a multidisciplinary team when 
completing the assessment.

Keep an open mind and consider 
everyone’s input.

Prioritize opportunities for improvement 
and focus on systems not individuals.

Start small and primarily focus on one 
element from the assessment.
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Why Document Assessment Results in QIIP

• Provides a historical record—storing previous 
assessment answers allows you to generate 
reports for your QI committees.

• HSAG can track and trend community progress 
and share results.
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https://qiip.hsag.com



Continuing the Care Coordination Journey

• The assessment is the first tool required to identify 
and prioritize opportunities for improvement. 

• Now the team needs to get a better understanding 
of the gap and its root causes.
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HSAG has the tools to help you.



Our Next Care Coordination Quickinar
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Gap Root-Cause Analysis (RCA)
Tuesday, February 15, 2022 | 11 a.m. PT

bit.ly/cc-quickinars

Guest speaker joining us!
Think Reliability: Your Trusted 

Authority on Root-Cause Analysis



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



To Do’s by the Next Quickinar (Feb. 15, 2022)
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1 Form a team and complete the 
care transitions assessment.

2 Enter assessment results into QIIP
https://qiip.hsag.com.

3 Review an assessment reference 
related to one of your gap areas.



Please Take 5 Seconds and Let Us Know
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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!

Jenna Curran
480.232.5433

jcurran@hsag.com

Michelle Pastrano
818.731.2325

mpastrano@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. 
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