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COACHING PACKAGE

Purpose: Use the evidence-based best practices and resources to create quality improvement action plans.

Facility/Hospital Name:

Date Completed:

Category

Best practice/Interventions

Links to resources, toolkits, webinars, etc.

Care Coordination

Navigator role utilized

Patient Navigator Program Leads to Better Understanding
of Medications (American College of Cardiology, 2019)

Care Coordination

Transitional care program or
department assists with post
discharge needs

Transition Coaches® Reduce Readmissions for Medicare
Patients With Complex Postdischarge Needs

Transitional Care Department (SUNY Upstate)

Care Coordination

Utilize palliative care for non-
hospice/end of life follow-up
and care

Minimizing Readmission Penalties with Palliative Care

(HEMA)

Five Key Insights on Hospital Palliative Care Programs

(CAPC, 2020)

What are Palliative Care and Hospice Care? (NIH)

Care Coordination

Discharge follow up appoint-
ment with PCP within seven
days & specialty care within
14 days

Improving Follow-Up Appointments Post Hospital
Discharge (University of Kansas Health System)

Care Coordination

Conduct discharge follow-up
calls within 48 hours of pa-
tient discharge, including ED

Re-Engineered Discharge (RED) Toolkit, How to Conduct a
Post-Discharge Follow Up Call (AHRQ)

Education

Use teach back methodology
for patients and family
education (e.g. discharge
instructions)

Health Literacy Universal Precautions - Teach Back Method

(AHRQ)

Always Use Teach Back! Toolkit

Leadership/Culture

Leadership engaged

in Meetings/teams to
review data and identify
improvement opportunities

Health Care Leader Action Guide to Reduce Avoidable
Readmissions (AHA)

Medication Safety

Medication reconciliation
at admission, transfer or
discharge

Medications at Transitions and Clinical Handoffs (MATCH)
Toolkit for Medication Reconciliation (AHRQ)

Medication Reconciliation Improvement Stories (I1HI)



https://www.acc.org/latest-in-cardiology/articles/2019/03/13/12/53/patient-navigator-program-leads-to-better-understanding-of-medications-among-patients-qs-2019
https://www.acc.org/latest-in-cardiology/articles/2019/03/13/12/53/patient-navigator-program-leads-to-better-understanding-of-medications-among-patients-qs-2019
https://psnet.ahrq.gov/innovation/transition-coachesr-reduce-readmissions-medicare-patients-complex-postdischarge-needs
https://psnet.ahrq.gov/innovation/transition-coachesr-reduce-readmissions-medicare-patients-complex-postdischarge-needs
https://www.upstate.edu/news/articles/2015/0716-upstate-creates-transitional-care-department.php
https://www.hfma.org/topics/hfm/2018/march/59772.html
https://www.hfma.org/topics/hfm/2018/march/59772.html
https://www.capc.org/blog/five-key-insights-hospital-palliative-care-programs/
https://www.capc.org/blog/five-key-insights-hospital-palliative-care-programs/
https://www.nia.nih.gov/health/what-are-palliative-care-and-hospice-care
https://www.khconline.org/files/02_haysmed.pdf
https://www.khconline.org/files/02_haysmed.pdf
https://www.ahrq.gov/patient-safety/settings/hospital/red/toolkit/redtool5.html
https://www.ahrq.gov/patient-safety/settings/hospital/red/toolkit/redtool5.html
https://www.ahrq.gov/health-literacy/improve/precautions/tool5.html
https://www.ahrq.gov/health-literacy/improve/precautions/tool5.html
http://www.teachbacktraining.org/home
https://www.aha.org/ahahret-guides/2010-01-01-health-care-leader-action-guide-reduce-avoidable-readmissions
https://www.aha.org/ahahret-guides/2010-01-01-health-care-leader-action-guide-reduce-avoidable-readmissions
https://www.ahrq.gov/patient-safety/resources/match/index.html
https://www.ahrq.gov/patient-safety/resources/match/index.html
http://www.ihi.org/resources/Pages/ImprovementStories/InnovationatItsBestMedRec.aspx

Category

Best practice/Interventions

Links to resources, toolkits, webinars, etc.

Monitor/Assess

Assess social determinants
of health (SDOH) upon
admission

PRAPARE (Protocol for Responding to and Assessing

Patients’ Assets, Risks and Experiences) Screening Tool

Monitor/Assess

Risk assessment conducted
properly upon admission

The 8P Screening Tool

LACE Scoring Tool

Patient and Family
Engagement

Engage patient and family in
discharge planning

IDEAL Discharge Planning

Patient and Family
Engagement

Engagement of family in
supporting care of patient
upon discharge

Tool 7: Understanding and Enhancing the Role of Family

Caregivers in the ReEngineered Discharge

Process
Optimization

Meds to Bed Program

Meds to Beds Program video

Meds to Beds Program (Journal of the American Pharma-

cists Association)

Professional Association/Other Websites

Guide to Reducing Disparities in Readmissions (CMS)

Caretransitions.org (Tools)

Hospital Discharge and Readmission (UpToDate)

American Hospital Association (AHA)

AHRQ

Institute for Healthcare Improvement (IHI)

Please visit the Alliant HQIC website for more resources, webinars and success stories

Alliant HQIC website

Subject Matter Expert

Melody Brown, MSM

Melody.Brown@AlliantHealth.org
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http://Quality.allianthealth.org
https://www.cms.gov/About-CMS/Agency-Information/OMH/Downloads/OMH_Readmissions_Guide.pdf
https://caretransitions.org/all-tools-and-resources/
https://www.uptodate.com/contents/hospital-discharge-and-readmission#H19
https://www.aha.org/
https://www.ahrq.gov/
http://www.ihi.org/
https://quality.allianthealth.org/topic/hospital-quality-improvement/
https://prapare.org/the-prapare-screening-tool/
https://prapare.org/the-prapare-screening-tool/
https://www.hospitalmedicine.org/globalassets/clinical-topics/clinical-pdf/8ps_riskassess-1.pdf
https://greatplainsqin.org/wp-content/uploads/2015/01/Lace-Index-Scoring-Tool.pdf
https://www.ahrq.gov/patient-safety/patients-families/engagingfamilies/strategy4/index.html
http://www.bu.edu/fammed/projectred/Project%20RED%20Revised%20Toolkit%209-2012/REDTool7FamilyCaregiversUnitedHospital%20Fund.pdf
http://www.bu.edu/fammed/projectred/Project%20RED%20Revised%20Toolkit%209-2012/REDTool7FamilyCaregiversUnitedHospital%20Fund.pdf
https://www.youtube.com/watch?v=Xn0A61CRRD0
https://www.japha.org/action/showPdf?pii=S1544-3191%2821%2900481-7
https://www.japha.org/action/showPdf?pii=S1544-3191%2821%2900481-7

