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Ensure you have QIIP access
https://qiip.hsag.com.

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

Invite colleagues to register for the
entire quickinar series.
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OBJECTI)

e Describe the main categories
of the Care Transitions
Assessment.

e Discuss experiences,
challenges, and lessons learned
using the assessment.
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. Assessment: Complete the care transition
assessment and root-cause analysis (RCA)
to identify your program’s strengths and
opportunities for improvement.

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

. Implementation: Develop a strategy tree
and implement tactics.

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

. Learn: Attend HSAG Care Coordination
quickinar sessions to learn from subject
matter experts.

A journey together
to make a difference
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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).

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
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How Do You Know
Where to Start?
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e Assesses the
current status of
care transition
Initiatives

* |dentifies
actionable
Improvement
opportunities

* Measures
progress
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Acute Care Provider Care Transitions Assessment G i | S
Facility Name: CCN: Assessment Date: Completed by:
Work with your department leadership team to complete the following assessment. Each item relates to care transition elements that should be in place for a
program to improve care transitions within your facility. This Care Transitions Impl. ation A is supported by published evidence and best practices

including, but not limited to, the Joint Commission (TIC), National Quality Forum {NQF), Project RED (Re-Engineered Discharge from the Agency for Healthcare
Research and Quality [AHRQ]), Project BOOST (Better Outcomes to Optimize Safe Transitions from the Society of Hospital Medicine), and the Care Transitions
Model ([CTM®] also known as the Coleman Model). Select the level of implementation status on the right for each assessment item. Once this form is complete,
please go online and enter your answers.

Not Plan to Planto In place In place
Assessment [tems implemented/|implementino | implement! less than | B months or
noplan | start date set | start date set | 6 months more
A. Medication Management
1. Your facility has a pharmacy representative verifying the patient’s pre-admission |:| I:‘ l:‘ l:‘ I:‘

(current) medication list upon admission.'

2. For high-risk medications (anticoagulants, opioids, and diabetic agents), your facility

utilizes pharmacists to educate patients, verifying patient comprehension using an |:| D I:‘ [I |:|

evidence-based methodology.”

3. Your facility has a process in place to ensure patients can both access and afford

prescribed medications prior to discharge (e.g., Meds-to-Beds, home delivery of meds, |:| D |:| D |:|
for affordability verification).”

B. Discharge Planning

4. When patients meet high readmission-risk criteria, your facility focuses customized
care coordination efforts for:"
a. Social determinants of health (e.g., financial barriers, transportation, food
insecurities, social isalation, housing, safety, etc.).

]
]
]
]
]

b. Patient-centered care planning addressing potential transitional barriers
{continual process customized for each unigue patient focusing on optimal
outcomes while including the patient and caregivers in decision making).*

]
]
]
]
]
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Assessments have been

setting's specific needs.

Acute Care

Care Transitions

Guality improvement
Tm, |

E

developed to align with each

Skilled Nursing

Acute Care Provider Care Transitions

Facility Name: CCN: Assi
Work with your department leodership team to complete the fallowing assessment,

pragram (o improve cove transitions within youwr focility. This Care Tronsitions imgpleny
including, but not limited to, the foint Commission (TIC), Nationl Quality Forum (NCY
Resenrch and Quality [AHRG), Praject BOOST (Better Outcomes to Optimine Safi Trd
Nadel (CTM*] aise known as the Coleman Madel]. Select the level af implementatia
plecse go online and enter your answers,

Facility Name: CCN:
Work with your

Assessment Items

Research and Quality JAMRQY), Project BOOST (Better Outcomes Safe from
Mode! {[CTA*] also known os the Coleman Model). Select the level a! implementation status on the right for each oss|

Care Transitions
Emergency Department Care Transitions Assessment

Date: Con

) '

¢

ip team to complite the f

g Each item relates to core transitid
progrem fo improve care transitions within powr focility. This Core Tronsitions implementotion Assessment is supporto)
fnciuding, but not limited to, the Joint Commission (TAC), National Quality Forum (NQF), Project RED (Re-Engineered 0)

v of Heospy

Care Transitions
Skilled Nursing Facility [SNF) Care Transitions Assessment

Facility Name: CCN: Date: C by

Wark with your deportment leadership teom to complete the following assessment, Each item relates to core transition rre\mmls that should be in ploce for o
Progrom to improve care transitions within your focility. This Care by pubiished evidence and best practices
incluging, but not limited to, the Joint Commission (TIC), National Quolity Forum (NQF), Project RED (Re. Discharge from the Agency f

for affordability verification].®

¥our department has a menthly dashboard that tracks:”

A. Medication Management please go online and enter your answers. Research and Quality [AHRQ), Project BOOST (Better Out to Optimire Sofe from the Society of Hospital Medicine), and the Care Tronsitions
. vour — catiert’s pre-acimi] | Net | Plan Model ([CTM*] also known as the Coleman Modei). Select the level of implementation status on the right for each assessment item. Once this form is compiete,
¥ verifying the i
[ourrent) mmlunhlupunodmlgslun Assessment [tems please go online and enter your answers.
| moplan | startdat Net Planto | Plants | inpiace | Inpisce
2. Forhigh-risk medications (anticoagulants, opioids, and diabetic agents), ynu Assessment ltems implemented| implementing| implement! | lbess than | & manths or
utilizes pa verifying patient na plan | |6 manths mons
evidence-based methadology.* Your pmergency department [ED) conducts audits at least quarterly to verify the AL Care Contlamm
accuracy of medication histories for patients on high-risk medications [anticoagulants, D E - - e — -
3. Your facility has a process in place to ensure patients can both access and f) apiaids, and disbetic agents).” 1. Your facility uses a mechanism for bi-directional feedback with acute care partners to
prescribed medications prior o discharge (e.g., Meds-to-Beds, b deli addras: gaps of key clinical information during resident l:‘ l:‘ I:‘ l:l l:l

translers (e.g., discharge surmary, outstanding tests/lab results, medication list

2. Your lacility regularly meets with acute care partners Lo identify and review care
transition plans of; ¢
a. Super-utilizers [residents with four in gne y i
department visits within one year].
b. 30-day acute care readmissions of residents an hlwld: medications.
(anticoagulants, opigids, antidiabetics, and anti

{continual process customized far each unique patient focusing an opty
outcomes while incluging the patient and caregivers in decisian making

4. Your department uses electronic health record {EHR) best-practioe alerts to:™

&, Identify patients that are taking or are newly prescribed high-risk medications

b. ity patients who both

and opicids.

e Motily case management of high-risk/high-need patients (e.g., homelessness,
financial need, access to care, food Insecurities, transportation needs, etc.).”

a. e of opsoids per l:‘ I:
B. Discharge Planning " ge of patients O I
4 :I:n pﬂt‘u::ﬂ h'ghﬂ,.h ission risk criteria, yaur facility Your has a process in p patients can bath access and affard D I:
3. Socal determinants of health (e g, financial barrers, d prior to dlscharge .. affardabilty verfication) -
insecurities, social isolation, housing, safety, etc.). 2. Discharge Planning
b. Patient-centered care planning potential

oog
0

3. Your facility monitors the timeliness of provider (medical director, SMFist, etc.)
respanse for resident change-of-condition events.”

4. Your lacility uses a risk stratilication taol Lo identily residents who are fisgh risk lor
readmission to the hospital.”

(| I
(|

8. Discharge Planning

5. Your facility prnuﬂes focused case mmpmenl far residents at high risk for

& Ability to pa\r(n( medications.
b. f physician follow-up visits.

Ood | |[O0o0oo
Ood | 00O o
I .

]
L]

e, Transportation to follow-up visits.
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Acute Care & Skilled Nursing
Emergency Department Facility
e Medication Management e Care Continuum
e Discharge Planning e Discharge Planning
e Care Continuum e Quality Improvement
e Facility Infrastructure of Care Transitions
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Not Plan to Plan to In place In place
implemented/ | implement/no | implement/ less than | 6 months or
no plan | start date set | start date set | 6 months more
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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

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
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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

Rachel Vance, BSN, RN, CPHQ
Quality Services Director
Parkview Community Hospital
Medical Center
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1 22 Utilize a multidisciplinary team when
completing the assessment.

225 Keep an open mind and consider
everyone’s input.

Prioritize opportunities for improvement

Qo
c‘ and focus on systems not individuals.

Start small and primarily focus on one
element from the assessment.
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e Provides a historical record—storing previous
assessment answers allows you to generate
reports for your Ql committees.

e HSAG can track and trend community progress
and share results.




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

e Now the team needs to get a better understanding
of the gap and its root causes.

HSAG has the tools to help you.
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bit.ly/cc-quickinars
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Guest speaker joining us!
Think Reliability: Your Trusted
Authority on Root-Cause Analysis
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Care Coordination During a Pandemic V Measuring Progress | QlIP Performance Dashboard
Tuesday, January 18, 2022 | 11:00-11:30 a.m. PT Tuesday, April 19, 2022 | 11:00-11:30a.m. PT

Care Transitions Assessment Overview V The Role of Health Equity in Care Coordination
Tuesday, February 1, 2022 | 11:00-11:30 a.m. PT Tuesday, May 3, 2022 | 11:00-11:30 a.m. PT

Gap Root-Cause Analysis (RCA) The Impact of Health Literacy

Tuesday, February 15, 2022 | 11:00-11:30a.m.PT  Tuesday, June 7,2022 | 11:00-11:30 a.m. PT
Strategy Tree Development and Implementation Teach-Back: A Strategy to Impact Health Literacy
Tuesday, March 1, 2022 | 11:00-11:30 a.m. PT Tuesday, July 5, 2022 | 11:00-11:30 a.m. PT
Readmission Super Utilizers Community Collaboration Meetings

Tuesday, March 15,2022 | 11:00-11:30 a.m. PT Tuesday, August 2, 2022 | 11:00-11:30 a.m. PT

Hot Spotting and Resources
Tuesday, April 5,2022 | 11:00-11:30 a.m. PT

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

—
18 HSAG %
e



Form a team and complete the
care transitions assessment.

Enter assessment results into QlIP
https://qiip.hsag.com.

Review an assessment reference
related to one of your gap areas.
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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.
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Thank youl!

Jenna Curran Michelle Pastrano
480.232.5433 818.731.2325
jeurran@hsag.com mpastrano@hsag.com
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- Organizations HEALTH SERVICES

‘% Sharing Knowledge, Improving Health Care, HSA ADVISORY GROUP
CENTERS FOR MEDICARE & MEDICAID SERVICES \—————

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-01272022-01
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