
Strategies to Support Care Partners 
and Improve Care Transitions

Welcome!
• All lines are muted, so please ask your 

questions in Q&A.
• For technical issues, initiate chat with 

the Technical Support panelist. 
• Please actively participate in polling 

questions that will appear on the lower 
right-hand side of your screen.

We will get 
started shortly!
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Ms. Kazdan is the senior director of health care quality improvement for IPRO, 
the Medicare Quality Improvement Organization for New York and 11 other 
states. Ms. Kazdan led IPRO’s work with Project ECHO® and serves as the care 
transitions and nursing home lead for Alliant Health Solutions. 

Ms. Kazdan previously led IPRO's work with the NYS Partnership for Patients and 
the Centers for Medicare & Medicaid Services (CMS) Special Innovation 
Project on Transforming End of Life Care in Nassau and Suffolk counties of New 
York State. Before joining IPRO, Ms. Kazdan was a licensed nursing home 
administrator and the interim regional director of operations in skilled nursing 
facilities and continuing care retirement communities in New York, 
Pennsylvania, Ohio and Maryland. 

Ms. Kazdan has served as a senior examiner for the American Healthcare 
Association’s National Quality Award Program. Currently, she serves on the NY 
State MOLST Statewide Implementation Team and Executive Committee and 
on PALTC’s Education Subcommittee. Ms. Kazdan earned a master’s degree 
in health services administration at The George Washington University.

Contact: ckazdan@ipro.org

“We live in a rapidly changing world, where we need to spend as 
much time rethinking as we do thinking” – Adam Grant

mailto:ckazdan@ipro.org
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adults as they transfer between settings and providers 
of healthcare. His prior studies have used 
epidemiological and case study approaches to 
describe health outcomes and services for transitioning 
older adults. 
In his current research, Dr. Toles continues to develop 
and test Connect-Home, a transitional care 
intervention for older adults transitioning from SNFs to 
home. Dr. Toles is also a co-investigator in studies of 
comfort care of older adults in nursing homes and 
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research and a senior research scholar with Scripps 
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Mullins has been a licensed social worker in Ohio for 25 
years. Her practice has included adult protective 
services, hospice, home- and community-based care 
management, skilled nursing, discharge planning, and 
assisted living. Her research includes exploring the 
experiences and roles of direct care workers; home 
care; person-centered care; communication and care 
coordination within caregiving families; dementia-
inclusive and capable communities; end-of-life 
decision-making; and program evaluation. 

Contact: hestonjl@MiamiOH.edu
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Objectives
Learn Today:

• Identify key elements of transitional care in skilled nursing facilities 
(SNFs).

• Identify barriers and facilitators to providing transitional care in 
SNFs.

• Define problems in family communication that can cause 
conflicts when discussing care and support.

• Introduce the Our Family, Our Way process and materials, how 
they work and how to access them.

Use Tomorrow:
• Implement a family-centered way to navigate transitional care 

both in and out of SNFs.



Mark Toles, PhD, RN
University of North Carolina at Chapel Hill

Transitional Care                  Skilled 
Nursing Facilities



Transitions: SNF to Home

9Background

Hospital Skilled nursing facility
Home or 

ALF



Acute care use after 
returning home

10Background

22% in 30 days
38% in 90 Days



11Transitional Care

Time-limited services, 
to ensure health care continuity and avoid preventable poor 
outcomes, 
among at risk populations, 
as they move between providers and settings of care.

Transitional Care



12Transitional Care

• Staff tend to ask, “Is the patient ready for 
discharge?”

• Help them learn a new question, “Is the 
patient ready for the first two weeks at 
home?”

Moving beyond the 
walls of the nursing 
home



13Transitional Care

1 Home safety and level of assistance

2
Surrogate decision makers and prior written 
advance directives

3 Symptom management

4 Medication reconciliation

5 Function (transfers, mobility and preventing falls)

6 Coordination of care

Addressing Key Care 
Needs



14Transitional Care

Identify 
transition risks and set 
goals for continuing care 

at home

Plan routines       for 
care at home, in a care 

plan meeting

Prepare for discharge, 
train caregivers, 

activate community 
support

Reinforce training at 
home,                call or 

visit
within 

72 hours at home 

1 2 3 4

Transitional Care Basics



Intervention Supports

Tools

• Schedule for delivering care

• EHR template, checklists

15Transitional Care

Staff training

• Transitional care

• Quality improvement

Technical Assistance

• Leadership

• Data monitoring



A Prepared SNF Patient

16Transitional Care

They have been watching my Dilantin levels here. They have adjusted 
that medicine and my levels will return to normal. My doctor knows 
about that too.



17Transitional Care 

Connect-Home
Existing SNF staff prepare patients and 

caregivers to manage the patient’s serious 

illness at home.



Mark Toles, PhD, RN
https://transitional.care

https://transitional.care/


A Communication and Care Coordination 
Resource for Caregiving Families

Jennifer Heston-Mullins, PhD, LISW



National Alliance for Caregiving & AARP Public Policy Institute (2020)

Assistance with Medical/Nursing Tasks

Help with Other Key Activities



National Alliance for Caregiving & AARP Public Policy Institute (2020)



Communication Problems in 
Caregiving Families

 Not seeing eye-to-eye about what’s needed, wanted and possible

 Failing to acknowledge that each family member’s decisions affect 
other family members

 Doing without talking or without actually deciding

 Excluding some family members from the process



Goals of Our Family, Our Way

 Improve communication between family members about care and 
support

 Ensure that the person with care needs is included in 
conversations and decisions about care and support

 Increase the involvement of family members and others so that 
one caregiver is not responsible for all care and support



Our Family, Our Way 
Family Meeting Materials

 Individual tools 

 Family meeting

 Shared assessment 

 Family care and support plan

 Follow-up plan 



Individual Tools



Shared Assessment



Family Care and Support Plan



Additional Resources for Families

 Instructions and video for downloading and printing materials

 Videos 
 What can a family meeting do for us?
 How do we hold a family meeting?

 Tip sheets
 Who should be included in our family meeting?
 Should the person with care needs attend the family meeting?
 Preparing for your family meeting
 General communication tips for your family meeting
 How do we deal with major differences in our family meeting?
 How can I provide meaningful support from a distance?

 Helpful Caregiving Resources booklet

 Sample agenda for follow-up meetings



Beyond the Physical



OFOW Guide for Professionals

» Families who do not have access to a 
computer, Wi-Fi or printer.

» Families who can use OFOW as a self-
guided resource

» Families who are skeptical about the 
helpfulness or usefulness of holding a 
family meeting

» Families who are not sure how to get 
started

» Families who need coaching to stay 
accountable

» Families who need facilitation during 
their family meeting





www.MiamiOH.edu/ScrippsAging/OFOW

Give us your feedback!



Our Family, Our Way was made possible with support from: 

RRF Foundation for Aging 
and 

The Ohio Long-Term Care Research Project

Jennifer Heston-Mullins
hestonjl@MiamiOH.edu

(513) 529-1858

For a deeper dive please check out Jennifer’s 
Bite Sized Learning Session:
https://youtu.be/O0RjsGAj_P4

https://youtu.be/O0RjsGAj_P4


Objectives Check-In

How will this change what you do? Please tell us in the poll.

Learn Today:
• Identify key elements of transitional care in SNFs.
• Identify barriers and facilitators to providing transitional care in SNFs.
• Define problems in family communication that can cause conflicts 

when discussing care and support.
• Introduce the Our Family, Our Way process and materials, how they 

work, and how to access them.

Use Tomorrow:
• Implement a family centered way to navigate transitional care both 

in and out of SNFs.



35

Closing Survey

• Please turn your attention 
to the poll that has 
appeared in the lower 
right-hand side of your 
screen.

• Completion of this survey 
will help us ensure our 
topics cater to your needs. 

Help Us Help You!



CMS 12th

SOW Goals

Behavioral Health 
Outcomes & Opioid 

Misuse

Patient 
Safety 

Chronic Disease 
Self-Management 

Quality of Care 
Transitions

Nursing Home 
Quality

 Promote opioid best practices
 Decrease high dose opioid prescribing and opioid 

adverse events in all settings
 Increase access to behavioral health services

 Reduce risky medication combinations
 Reduce adverse drug events
 Reduce C. diff in all settings

 Increase performance on ABCS clinical quality measures (i.e., aspirin use, blood 
pressure control, cholesterol management, cardiac rehab)

 Identify patients at high-risk for developing kidney disease & improve outcomes
 Identify patients at high risk for diabetes-related complications & improve outcomes

 Convene community coalitions
 Identify and promote optical care for super utilizers
 Reduce community-based adverse drug events

 Improve the mean total quality score
 Develop national baselines for health care related infections in nursing homes
 Reduce emergency department visits and readmissions of short stay residents



Leighann Sauls 
Leighann.Sauls@AlliantHealth.org

Georgia, Kentucky, North Carolina and 
Tennessee

Julie Kueker
Julie.Kueker@AlliantHealth.org

Alabama, Florida and Louisiana

Program Directors

mailto:Leighann.Sauls@AlliantHealth.org
mailto:Julie.Kueker@AlliantHealth.org


Alliant Health Solutions

AlliantQIO@AlliantQIO

@AlliantQIO

This material was prepared by Alliant Health Solutions, a Quality Innovation Network – Quality Improvement Organization (QIN – QIO) and 
Hospital Quality Improvement Contractor (HQIC) 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. 12SOW-AHSQIN-QIO TO1 - NH TO1 - CC--2065-05/23/22

http://www.linkedin.com/company/alliant-quality
http://www.linkedin.com/company/alliant-quality
https://www.facebook.com/alliantqualityorg/
https://www.facebook.com/alliantqualityorg/
https://twitter.com/alliantquality
https://twitter.com/alliantquality
https://www.youtube.com/channel/UC9mITtil3mHpVNd87vaxD6w
https://www.youtube.com/channel/UC9mITtil3mHpVNd87vaxD6w
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