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* Today’s topic
* Readmissions: Multiple-Admission Patients

Presenters:
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As You Listen, Ponder...

What information can you leverage to help expand
opportunities in your facilities and communities?

What impactful actions can you take as a result of the
information shared today?

Where can you begin with your facility to continue to ensure
safety, and a true patient-centered approach as you engage
collaboratively with others?

What activities do you have underway that will allow for you
to expand and push forward in action over the next 30, 60 or
90 days?
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EQIC Care Partner program

9. EQIC
Care Partner Framework a2 comuanry

EEE Commit

« Dedicate a program leader

= Establish a care partner program

= Broadly promote the care partner role

= Continuously evaluate and improve the program

Identify Identify

= Support patient to designate a care partner

= Introduce care partner to the medical team

= Identify a proxy care partner in special crcumstances

« Display name and contact information of care partner
in highly visible areas

= Provide a visual identifier for care partner Lo wear in the hospital Commit

1A Include Partner Hospital Care partneris a

member of the
healthcare team

Patients choose their
care partner

= Orient the care partner Lo the unit environment and routine

o Invite care partner Lo daily patient rounds and bedside huddies

= Involve care partner in discussions about the patient’s care plan
= Empower care partner 1o perform simple patient care activities

UL Prepare TS BRHst it

prepared for the

* Assess care partner’s education needs . next transition

« Educate care partner on essential care activities at home

= Allow care partner to demonstrate understanding using
teach-back

= Integrate care partner into discharge planning
* Discuss and plan for post-discharge medical care with care partner

9. EQIC
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Hospital priorities and goals

v’ Clinical quality

v’ Patient safety

v' HCAHPS

v" Reduce readmissions

v’ Decrease length of stay

v’ Value-based contracting payment
v’ External community reputation

v’ Clinician workforce satisfaction

Care Partner

v" Deliver care with health equity

v' Culture of safety and service excellence

It’s the right thing to do!
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How to engage the patient and care partner

\
.‘0

Leadership

Hospital

Stay

Discharge Post-
Planning

Hospital

| = Include
D = Discuss
E = Educate
A = Assess
L = Listen
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My Care Transition Plan

Patients with caregivers and/or care partners are asked to complete this
form, which lists their concemns on care needs at home. Hospital staff will
work with you to address concems on the list.

PATIENT NAME:

PHONE NUMBER(S):

CARE PARTNER:

PHONE NUMBER(S)

FOLLOW-UP APPOINTMENT:

MY PHARMACY:

Care Partners are SMART" and AWARE

Signs and symptoms to look for and who to call
Medication changes or specisl instructions
Appointments

Results on which to follow up

Talk with me about my concems

“2PZ20

Available

Writing notes

Alert me about changes

Receive information

Educate me about my home care needs

mo» 5>

Ahweaw ibi
(accessed August 20, 2021).

*"SMART Protacel.” The nstitute for Healthcare Impeovement.
hitp orgiresources/Pages/ Tooks/SMARTDischargeProtocol asp:

Care Partner Program '. EQIC
Implementation Checklist
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What is this tool?
A checklist ghes that can be

1o optimize care partner engagement in patient care.

Who should use this tool?
The care partner program implementation team at your hospital

How to use the tool:

1. Use the checklist with the EQIC Care Partner Program Implementation Guide to kientify and select which
strategies to implement Lo optimize processes st your hospital and enhance care partner engagement in
patient care.

2 Refer to the Guide for tools and strategies for implementation. Esch section of the checklist corresponds
to and expands upon a step in the Care Partner Framework (see diagram)
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MAP objectives

* |dentify what EQIC’s multiple-admission patient
program is and why implementing one will benefit
your facility.

* |dentify principles and methodology to develop a
multiple-admission patient program.

* |dentify tools and resources for evaluation.
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Evidence for a multiple-admission patient
program

Patients who are frequently admitted to hospitals are Patients who are frequently admitted to US
||kEIy to have mU|t|p|e Complex ChroniC Conditions. academic medical centers are ||ke|y to have

multiple complex chronic conditions and may
They also may have behavioral comorbidities that have behavioral comorbidities that mediate
mediate their health behaviors, all of which results in their health behaviors, resulting in acute
acute episodes requiring hospitalization. episodes requiring hospitalization.

Complex interactions between patients’ physical and This information can be used to identify

mental condition, attitude, values, social situation and solutions for preventing repeat

issues with care provision for both primary and hospitalization for this small group of patients

secondary care are all causes of multiple hospital who consume a highly disproportionate share

admissions. of healthcare resources.

Frequently admitted patients may have some
distinguishing characteristics that require novel

solutions.
9. EQIC
" EASTERN US QUALITY Huang, M., van der Borght, C., Leithaus, M. et al. Patients’ perceptions of Szekendi, M. K., Williams, M. V., Carrier, D., Hensley, L., Thomas, S., & Cerese, J. (2015).
IMPROVEMENT COLLABORATIVE frequent hospital admissions: a qualitative interview study with older people The characteristics of patients frequently admitted to academic medical centers in the United

above 65 years of age. BMC Geriatr 20, 332 (2020). States. Journal of Hospital Medicine, 10(9), 563-568. https://doi.org/10.1002/jhm.2375
https://doi.org/10.1186/s12877-020-01748-9
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What is a multiple-admission patient?

EQIC definition:

An individual who has four or more admissions in a 12-month

period.
Designing and Delivering Whole-Person Transitional Care. Content last reviewed
June 2017. Agency for Healthcare Research and Quality, Rockville, MD.
https://www.ahrg.gov/patient-safety/settings/hospital/resource/guide/index.html
". EASTERN US QUALITY Braet, A., Weltens, C., Sermeus, W. and Vleugels, A. (2015), Risk factors for
IMPROVEMENT COLLABORATIVE

hospital re-admissions. J Eval Clin Pract, 21: 560-
566. https://doi.org/10.1111/jep.12320



https://www.ahrq.gov/patient-safety/settings/hospital/resource/guide/index.html
https://doi.org/10.1111/jep.12320

EQIC MAP program framework

Design your MAP program

[u] ﬂ?ﬂ [u]
STEP 2: Identify patients who meet 2 ooo .
MAP program criteria I1:
STEP 3: Assess readmission risk D

STEP 4: Customize interventions
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Multiple-admission Patient
Program Framework

1135 8 Design your MAP program

+ Create an internal multidisciplinary team

s Identify and invite commu nity-based organizations to collaborate with your team
s Define program geals and measures

« Evaluate and adopt MAP program tools and resources

s Develop staff education for the MAP program

1A' |dentify patients that meet MAP program criteria

« Develop data sources for reports

» Review and determine eligible patients

* Develop EMR notifications

+ Create a plan for healthcare team communication

8a EQIC

EASTERN US QUALITY
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13k H Assess readmission risk

+ Evaluate readmission risk using a standard assessment tool
s Gather information from patient and care partner
* Regularly review risk data to identify and mitigate risk trends

+ Identify and address any health equity and social determinants of health
concerns for the patient

113X H Customize interventions

» Create an individualized plan for each patient

+ Coordinate a discharge plan with the MAP program team

+ Engage emergency department staff in MAP program

» Ensure follow-up communication with post-discharge provider(s) occurs
* Provide post-discharge support and follow up
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MAP Program
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EQIC is pleased to offer our Multiple-admission Patient program, w
and engage community -based organizations to reduce unnecessar
program supports hospitals and systems in operationalizing patien
organizations during the hospital stay and beyond to improve outc

The MAP program provides the hospital, patients and care partners wi
patients at risk for frequent admission or readmission. The goalof the
commumty based ‘organizations, which can assist the patientand car

ofa is a successful discharge a
each patient. All of these interventions help EQIC hospitals reach thet

The sprint begins in June with the release of the MAP program mat
below. The first webinar features an overview of EQIC's MAP progr.
sprint, we will hear from various subject matter experts in impleme
identify, assess and customize.

To register for webinars, visit the EQIC Events page. For questic
the readmissions listserv, please contact Brenda Chapman.

MAP program
Calendar oblectives H
Introduﬂlon' What is the M;
MAP program m.nudhg the EQIC  Uponreceipt and n
: the MAP | materials, hospital:
;  program and reviewing the
| Thursday, * materials, participants willbe | * WOrk with the
June 16 able to: « identify muttidi
i« strategizeonh
* understand what the MAP o review da
program is;
« identify benefits of . |¢:m;y"g:|:ew:
implementing the
prograng and * evaluate existir
« identify your team and orinitiatives:
tools and resources for « identiy admiss
implementation. * evaluate EQIC
adaptation;

« evaluate currer
community-ba
develop tools 2
evaluate the cL
methods and t

 Toolsand resource
ECIQ High-risk
EQIC data repc

* AHRQ data tog
= EQIC Transitior

© 2022 Healthcare Assoc ation of New York State, Inc,
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MAP program

Calendar objectives

Hospital fol

Design your program and identify MA|

* Subject matter experts: Brenda Chapman, BS, RNC, Project Manager, EQIC; Maria Sacco,

Research and Innovation, HANYS; and Melissa Bauer, Principal Healthcare It

- Webinar 1 Bythe end of this session,  Following this webinar, particip
o participants will be able to: + understand the value of the
July 21 « describe the MAP implementation:
1-2pm. program; o use data to identify and
. + understand data « identfy the top characteristi
identifying trendsandrisk = patient-specific and enhanc:
factors asocated with  + build EMR notification for Mi

patients meeting the MAP ~ » develop internal education t
programcriteria;and - leaders, staff, physicians, nur
identify MAPs. plan MAP program team con
schedule routine MAP progr
develop a mechanism for pa
engaged MAP program orga

-
..

.

 Toolsand resources:
+ EQIC Highvrisk B
+ AHRQ data tool
+ EQIC Transitional Care Com

Assess pati at risk for al
Subject matter experts: Brenda Chapman and Maria ¢
Webinar 2  By'the end of this session, Following this webinar, particif
.  participants will be able + gather information from pat
a‘:‘;"' + determine the causes of interviews;
1 3em readmission and identify -+ deploy a standardized readr
MAPs: + evaluate results of interview:
o use astandardized identfy trends.
readmission risk
tool, and - Tool
o determinethe ~+ EQIC Patientand Care Partn
reason for admission ©  « ECIQ High-risk Factors for R
orreadmission + EQIC Transitional Care Com
from the patient
and care partner's
perspective; and

+ engage MAP program
team members to
mitigate risks,

© 2022 Healthcare Assacation of New York State, Inc.
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MAP program

Calendar objectives

Webinar3

The impact of health disparities and soc
Subject mal

By theend of this session, Followi
: participants will:
Thursday, + understand how health ::'
Sept. 15 equity and SDoH .
1-2pm. contribute to MAPs; =
« identify community .-
services 10 support health | |
equity; and H—
« collaborate with
community-based
organizations to address
SDOH
Im-nunllcm fa
Subject matter experts: Bra
| Webinar 4 | By the.end of this session,
participants will be able to:
| Thursday. » describeinterventions to par
Oct. 20 use with MAPs; . em
‘1-2pm. i+ enhance communication | ¢

and handoffs with
community-based i ¢
organizations; and ; ¢

« describestrategiesto e ide
improve transitions S e enl
across the continuum of org
care. i ¢

© 2022 Healthcare Assaclation of New York State, Inc,

MAP Program Syllabus
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MAP program N
Calendar objectives Hospital follow up and tools
Role of the emergency department — 15 years of ED case management:
Lessons learned and benefits realized
Subject matter expert: Casey Grover MD, FACEP. Chair, Division of Emergency Medicine; and Vice Chief of Staff, Community

Hosplfil of the Monbeeypmmdi Monterey, CA

| Webinar 5 Bytheendof thissession,  Following this webinar, participants will:
participants will e sbls te + make the ED staff aware of the MAP program;
| Thursday, + understand strategies « identify patients that frequently utilze the ED and develop a
Nov.17 10 engage ED case notification alert in the ED EMR:
1-2pm. management for serices | the role of case: in the ED;
for high-risk ~ + uti when appropriate to avoid admission and
patients; readmission; and
+ educate ED physicians, « utilize care plans for the multi-admission patient; engage the patient -
providers and staff on the and care partner in post-hospital follow-up calls.
MAP program; and ;
+ identily strategies Tools and Resourees:
for the ED to reduce » EQIC Transitional Care Community Resource List
readmissions. + EQIC Patient and Care Partner Interview Tool
Capstone
Sutjsctmatier epars; Brances Chupiman and Mara Sacco
Webinar 6 In this webinar, we will: Following this webinar, participants will: H
: i« celebrate program 4 conthuei nd determine of the
Thursday, implementation and MAP program; and
| Dec.15 success stories; and + describe various ways of with
1-2pm. + consider promoting the based organizations on the MAP program.
MAP program in yaur
hospital.

HQIC
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Step 1: Design your program

* Create an internal multidisciplinary team

* |dentify and invite community-based organizations
to collaborate with your team

* Define program goals and measures

e Evaluate and adopt MAP program tools and
resources

* Develop staff education for the MAP program

EEEEEEEEEEEEEEEE



Step 1 tools

e Unit-Based Safety Quality Improvement Toolkit

* Locating your QIO-QIN
https://qualityimprovementcollaborative.org/focus areas/r
eadmissions/tools resources

e EQIC Transitional Care Community Resource List

e AHRQ Cross-Continuum Collaboration Tool

EEEEEEEEEEEEEEEE


https://qualityimprovementcollaborative.org/focus_areas/readmissions/tools_resources/

Unit-Based Patient Safety and Quality
Improvement Toolkit

Introduction

The Centers for Medicar
Bhvsivaill  Chapter 1. Getting Started: How to Improve
(HACs) and readmission{
Greater New York Hospil
NYS) in collaboration wi
with hospitals since 201

duce HACs and readmis NYSPFP suggests that hospital teams use the “M
of these efforts is lever mended by the Institute for Healthcare Improveme]

Chapter 2. Planning and Implementing Your QI Project

Study-Act (PDSA) cyde. Additional tools, resource

Frontine care givers ohg tials toolkit‘ are also included in the NYSPFP toolk

crease the occurrence of

ots oo .
efforts, hospital leaders Hospital teams should review the Model for Impro

harm prevention strateg| those that best suit their needs.

This chapter contains tools to use in planning and implementing an improvement project and tracking

| The following section de: progress to maintain desired changes

develop a culture of safel

The following tool summarizes the Model for Impr

The tools are organized to correspond with different stages of the start of a QI project. Unit-based teams

9, EQIC

EASTERN US QUALITY
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1.1 Model for Improvement can use all of the tools or select the specific tools that best match their needs.
NYSPFP Unit-Based Safety|
| What s the tool?
The Unit-Based Safety Developed by the Associates in Process Improvement, 2.1 Selecting your Team
active leaming and bringing the Model for Improvement is the framework used by the Suggested Tools for Each Planning and
bedside and is IHI for accelerating process change. A simple but trans- Implementation Phase of a QI Project Whatis the tool?

formative model, it is not intended to replace existing

Selecting an effective team prior 1o starting the QI

Each quality initiative should have a dedicated team of

Awareness and involvem¢ change models adopted by organizations. initiative individuals with defined roles who are responsibie for
A mmw S _— 21 Selecting your Team planning, implementing, and measuring results. This tool
premr model parts. Gabsig dees o lecvenkonichange and den is a guide for identifying and selecting core team mem-
for interven an -
bers and te roles.
practices (e.g., bedside + Three fundamental questions, which set the overall tifying opportunites for improvement R R e
patient safety checkists) plan for the improvements 22 Brainstorming The team should be comprised of individuals interested
Education and developme + PDSA cycle, which could be used Io test changes 2.3 Obtain and Use Frontline Knowledge in the improvement subject who will function well together
to-date knowledge on selected by the team 24 Engage Patients and Family Caregiv- and have some subject-specific expertise to contribute to
and the of the
principles 13 in your Qi Project the intative. Team members' roles should include but not
When should the tool be used? 25 Flowcharting

The Model for Improvement tool can be used by the
team when it is charged with improving a process. The

Planning and preparing for chalienges 1o the

be limited to the following:

* Executive sponsors
model provides direction on how the team should set sucoess of your Qi project - Day-to-day leaders
the project aim, select measures and changes, and test, 26 Organizational Readiness Tool + Technical experts
implement, and spread. Using the model will lead the 25 Flowcharting « Clinical leaders

27 Developing Measures + Unit-based champions

Tools to plan and roll out your QI project
28 Action Planning Tool
29 PDSA

Tools o track the success of the project

210 Displaying and Sharing your QI data

2.11 Holding an Effective HAC Team/QI
Meeting

When should the tool be used?

It should be used at the beginning of the initiative to
create a cohesive team. Quality improvement at the unit
level benefits from input from individuals who work with
the processes every day. Participation by various stake-
holders will ensure that consideration is given from many
viewpoints and that new ideas are available for the team
to consider.

https://qualityimprovementcollaborative.org/focus areas/readmissions/tools resources/
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Multiple-admission Patient Program

What is this tool?
A document ta collect a

{ of the hehavioral, 1 and sosial service resources available in the community. The list is an opportunity for hospitals to identify local
services to promptly meet the transitional care needs of patients o help reduce readmissions.

_" EQIC

EASTERN US QUALITY
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‘Who should use this tool?
The MAP program team at your hospital

How to use this tool?
Use this document to gather contact information and cstablish available scrvices of local ce

Multiple-admission Patient Program

EQIC Transitional Care
Community Resource
List

facilitates timely post-discharge follow up and monitoring.

Provider or agency

Type of resource
P name/phone number

Care servic
Description of serv
geographi

A Provider or agency
Type of resource

name/phone number
Adull protective services
Clinical services

e se
Description of service, capacity and

geographic area

me/number;

Office for the Aging
Behavioral health providers

Aging and disabilitics
services

Behavioral health clinics

EQIC

Assisted living faci

Primary care providers

Housing authority
Mental health providers

EASTERN US GUALITY
IMPROVEMENT COLLABORATIVE

Multiple-admission Patient Program

Housing with scrvices (i.c..
Meals on Wheels)

Type of resource

Housing and rent assistance

Adult protective services

Home health agencics

‘Community health Homeless shelters

Provider or agency
/phone number

na

Care services provided
Description of service, capacity and
geographic aren

Office for the Aging

centers/Federally qualified

health centers

Emergency housing

Aging and disabilitics
services

Health homes
Food banks

Assisted living facilities

Hospice homes -
Faith-based food pantry

Housing authority

Palliative care providers

Mabile food pantry

Housing with scrvices (i.c.
Meals on Wheels)

Supplemental Nutrition

2022 Healibe - Stte, Ine ‘Assistance Program Housing and rent assistance Taxi services
Home Encrgy Assistance - -
Homeless shelters Rideshare services (i
— Progrm Uber, Lyft)
Legal aid Emergency housing Other services
Faith-bascd organizatiens Food banks Financial assistance

Service
Agency contact person

(towns ar
Name/numberfax/email

ZIP codes)

Multiple-admission Patient Program

.‘ EQIC
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Transportation organizations

EQIC

EASTERN US QUALITY
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(charitable funds)

based food pantry

Domestic violence shelters

Mobile food pantry

Counscling centers

Supplemental Nutrition
Assistance Program

YMCA

Home Encrgy Assistance
Program

Legal aid

Faith-based organizations
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Step 2: Identify patients who meet

MAP criteria

* Develop data sources for reports
* Review and determine eligible patients
* Develop EMR notifications

* Create a plan for healthcare team
communication
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Step 2 tools

e EQIC data reports
 AHRQ data tool
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EQIC multiple-admission patient data

\Hospitalwide All-Condition, All-Payer, Readmission Analysis Age 18+ \

EQIC-Wide Results

Table 6. High Utilizer Population Al

# of patients hospitalized 4 or more times in the past year 4771

# of discharges by patients hospitalized 4 or more times in the '
t o5 DY pAENS 059 %971 a EQIC

paS year — : — : : ' EASTERN US QUALITY

# of readmissions by patients hospitalized 4 or more times in the 4 081 IMPROVEMENT COLLABORATIVE

past year ’

% of readmissions by patients hospitalized 4 or more times in the

past year 21%

Readmission rate of patients hospitalized 4 or more times in the

past year 1%

9. EQIC _ o
"' EEEEEEEEEEEEEEEE The frameyvork of this report was mqqeled after The Agency f_or Healthcare Rt_agearch anq Quallty_Medlcald

EEEEEEEEEEEEEEEEEEEEEEEE Readmissions tool. It has been modified and pre-populated with hospital-specific data for informational purposes.



Top discharge DRGs leading to the highest
number of readmissions

|Hospitalwide All-Condition, All-Payer, Readmission Analysis Age 18+
EQIC-Wide Results 9. EQIC

'. EASTERN US QUALITY

IMPROVEMENT COLLABORATIVE

Table 3. Top Discharge DRGs # . Read?nRisGsions
Leading to Highest Number of Top 10 Discharge DRGs Resulting in Readmissions ~ Discharges as % of AL
Readmissions Readmission Readmissions
871 SEPTICEMIA OR SEVERE SEPSIS WITHOUT MV >96 HOURS V 3,908 30,847 5%
291 HEART FAILURE AND SHOCK WITH MCC 2,932 18,330 4%
177 RESPIRATORY INFECTIONS AND INFLAMMATIONS WITH MCC 2,886 34,348 4%
885 PSYCHOSES 2,284 20,643 3%
999 UNGROUPABLE 2,201 3,569 3%
897 ALCOHOL, DRUG ABUSE OR DEPENDENCE WITHOUT REHAE 1,624 11,866 2%
189 PULMONARY EDEMA AND RESPIRATORY FAILURE 1,144 7,043 2%
872 SEPTICEMIA OR SEVERE SEPSIS WITHOUT MV >96 HOURS 943 9,812 1%
190 CHRONIC OBSTRUCTIVE PULMONARY DISEASE WITH MCC 894 5,542 1%
392 ESOPHAGITIS, GASTROENTERITIS AND MISCELLANEOUS Dl 852 9,591 1%
~ Total, Top 10 19,668 —
Total, All Readmissions 71,556 [ 27%

9. EQIC

" EASTERN US QUALITY

IMPROVEMENT COLLABORATIVE



Data by discharge disposition

\Hospitalwide All-Condition, All-Payer, Readmission Analysis Age 18+

EQIC-Wide Results

Table 5. Discharge Disposition Details All

# of discharges to home (without home health) 394 905
# of discharges to home health 113,705
# of discharges to skilled nursing facility (SNF) 82,976
# of discharges to other 63,278
% of discharges discharged to home (without home health) 60%
% of discharges discharged with home health 17%
% of discharges discharged to SNF 13%
% of discharges discharged to other 10%
# of readmissions following discharge to home (without home health) 32,522
# of readmissions following discharge to home health 16,018
# of readmissions following discharge to skilled nursing facility (SNF) 10,931
# of readmissions following discharge to other 12,085
Readmission rate following discharge to home (without home health) 8%
Readmission rate following discharge to home health 14%
Readmission rate following discharge to skilled nursing facility (SNF) 13%
Readmission rate following discharge to other 19%

s EQIC

EASTERN US QUALITY
IMPROVEMENT COLLABORATIVE

V. EQIC
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Target populations to consider

Hospitalwide All-Condition, All-Payer, Readmission Analysis Age 18+

0. EQIC

EASTERN US QUALITY
IMPROVEMENT COLLABORATIVE

EQIC-Wide Results

Table 9. Target Populations To Consider

What is the hospital's overall readmission rate, and which groups of patients have higher than
average readmission rates? Which group experiences the most readmissions? Are there any high-
risk DRG's to consider?

% of patients with behavioral health comorbidities 63%

Readmission rate among patients discharged to home (without home health) 8%
Readmission rate among patients discharged to SNFs 13%

% of readmissions from high-utilizing patients 21%




Step 3: Assess readmission risk

e Evaluate readmission risk using a standard
assessment tool

e Gather information from patient and care
partner

* Regularly review risk data to identify and
mitigate risk trends

* |dentify and address any health equity and
social determinants of health concerns for the
patient

EEEEEEEEEEEEEEEE




Step 3 tools

e EQIC High-risk Factors for Readmission Tracking
Tool

* EQIC Patient and Care Partner Interview Tool
* EQIC Readmission Discovery Tool

* EQIC Health Equity Tools and Resources

* AHRQ ED Care Plan

EEEEEEEEEEEEEEEE




High-risk Factors for Readmission Patient Tracking Tool

MITIGATING RISK FACTORS FOR READMISSION | HIGH-RISK FACTO

- EQIC FOR READMISSION PATIENT TRACKING TOOL

EASTERN L5 QLIALITY
IMPROVEMENT COLLABORATIVE

Mitigating Risk Factors for Readmission
High-risk Factors for Readmission

Patient Tl-acking Tod RISK FACTOR CATEGORY RISK FACTOR(S) IDENTIFIED
(more than fiv
Medications o p than five
Patient name: o
Medical record #: Date admitt, d o unlt: 0w ves
) Patient lacks care partner support
Psychosocial barriers [ Requires assistance for activities of dally living
rlor to unit sdmm iz OED OCrmcalcane [0 Requires home care or LTC services/equipment
) Home Osnr [0 Environmental challenges at home (Le., stairs)
(O Physician office O otner
E [ uninsured
Ow;rngéhcx.ns OMDtemnﬂsmursaﬂeranmmn ’ [ Limited or no medication coverage
O Within 48 hours Orio record . [ Post-hospital care placement or services
O Affordability of food and basic goods
Cives OiNe [ Requires extensive education
C t Clinicall plex ultiple g = o
ontact ] ly complex (e.g.. m
chronic diseases or treatments) 0] Disease
[ Requires specialty services
0] Four or more hospital admissions within a 12-month period
DISCIPLINES WAS A TIMELY WAS THE RISK o 98 Y
RISK FACTOR | RISK FACTORIS) RESPONSIBLE FOR | REFERRALMADETO | FACTOR O Language barriers
CATEGORY IDENTIFIED ADDRESSING THE THE RESPONSIBLE ADDRESSED AS Limited patient understanding and/ [ Hearing, vision, speech limitations
RISK DISCIPLINE? PLANNED? or health literacy [ Heatth iteracy limitations
[ Cognitive problems
(OPTIONAL: PURPOSE young old
©F REFERRAL) Ovey ket
e N T — [ Diet restrictions
Nutritional limitations [ Fuid management
O O O 0 [0 History of non-adherence
Mental health or substance [ Currentty in for mental abuse ssues
15 8 Yex No abuse history [m] ly received for mental abuse issues
] Currently receiving palliative care services
Palliative
s . cace [ Potentilly eligible for palliative care services
Yes Mo
o 0O 00
oo 58
Tha the Healthcars York Statw, Inc . & Honpitel Cusbty improversend
o Eartars for N Serwcas, an T —
HQIC | S, S ot st i e o ot
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9. EQIC il abrieon Petiert Progeem

[What is this tool?

In the case of a multiple-admission patient or readmission within 30 days of last discharge, this tool helps hospitals gather
information from the patient. care partner and/or family member on non-medical factors that may have contributed to the
admission or readmission. The questions are designed so the answers provide a deeper understanding of the patient’s and
care partner’'s perspectives, challenges and barriers. With this information. hospitals can identify commonly recurring
opportunities for improvement in current discharge processes and better optimize discharge plans.

Who should use this tool?

This tool should be used by designated MAP team members. such as quality improvement. nursing. case management or
other designated staff. This tool is ot designed to be given to a patient or care partner to complete and return to staff; it
should be completed by a hospital team member.

How to use this tool:

¢ Identify patients in the hospital who have been readmitted within 30 days of discharge from the hospital and/or
patients that meet your facility’s MAP criteria.

¢ Ask the patient and/or care partner if they are willing to have a short (10- to 15-minute) discussion about their
recent admission or readmission.

o The interviewer will ask the below questions and record the answers

¢ Analyze responses for insight on why patients have returned to the hospital so soon after their discharge.

¢ EQIC encourages you to conduct the interview when the patient’s care partner or family member is present to

provide more robust information.

FOR INTERNAL USE ONLY

Patient Name:
Medical record number:
Date of admission (current admission):
If applicable, admitted from which community-based organization?
‘Who 1s responding to this survey or being mterviewed?
" Patient
(~ Care partner or family member
" Both
" Other

If other, please explain:

Name of the care partner, family member or other person present:
Relationship to patient:

Name of interviewer:

Date:

Section 1: General admission or readmission

© 2022 Healthcare Association of New York State, Inc.

EQIC Patient and Care
Partner Interview Tool
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Inthe section below, please enter an "y" or "n" for each patient being tracked to indicate if the following elements were completed. Note: All fields must be filled in. D I S C Ove ry TO O I
Dates being tracked: Please enter th nk period being tracked t
B P b Patie
1 3 4 5 7 8 g 10 n 1]
, _ T | T T | | | T | |
Patient ID# (optional)
2atient and care partner )
Patient identified as a sducation Patiort v care pairw echcaled
s o 4 on
readmission Patient readmitte
Diagnosis{es) Discharge planning ohochirge i evaomodtwilf
patient and care partner
Readmitted from Worsening signs and symptoms|
(red flags) Follow-up appointment made
within 7 days after discharge
Mudti-visit patienl Promptly reporting worsening| ~ =
inpetient admis b Care transitions Verbel hendoff to nest provider o
(or hospital criter| care
. Self care management (monitoring %
If the answer is y Written discharge summary
above three #ymphoms; acharence lo eskmerd forwarded to nex! provider of care
irs i plan, diet, exercise, smoking) within 24 hours
completed
Post-discharge follow-up phone
Care partner High-risk medications call (48 - 72 hours after)
Care partrer ider -
Post-hospital care
Consultwith pharmacist for patient senvices (as appropriate) |Heme care services arranged
Preferred contacl education prior to discharge for
partner documer] patients on high-risk medications Durable medical equipment
ordered
—— ;. emmneccg Palient and care patner educated
Readmissions o Referral to food banks or meals on
wheels
The importance of taking| s - -
" " Referral to social services or other
preacribed mecicaion agency to address social
How to take anticoagulants, insulin, determnants o h“"h [I'n_mng,
opicids medications (dosage and fransportalion, hed, financial o
fr ) insurance assistance)
Referral to disease management
Medication side effects| grams (COPD, CHF, diabetic
educator)
Safety risks| Other personal care or services
Readmissions @
Other
Readmissions ®
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Home  WhoWeAre  FocusAreas  Events  NewsandUpdates  elearning  DataPortal  ContactUs

Health Equity:

Health EQUIty

Top Prevention Highlights This work targets equity in the care of all patients regardless of their race, ethnicity,

socioeconomic status and literacy level. Recognizing the impact all of these aspects

Tools and Resources . . : )
and the associated social determinants have on the health outcomes of specific
Webinars populations, we strive to accurately collect race, ethnicity and language data, and
effectively target efforts to improve care for the unique patient populations served by
Focus Areas

hospitals and health systems in EQIC states.

We focus on:

+ building and sustaining an organizational response to eliminating disparities
and achieving health equity,
+ making health literacy and cultural competency an institutional priority; and

« addressing social determinants of health and preventing readmissions.

8 Top Prevention Highiights

Health Equity

BN (cMmSs

@ Stop Share

The Accountable Health Communities
Health-Related Social Needs Screening Tool

What'’s the Accountable Health Communities (AHC)
Health-Related Social Needs (HRSN) Screening Tool?

We at the Centers for Medicare & Medicaid Services (CMS) Center for Medicare and Medicaid
Innovation (CMMI) made the Accountable Health Communities (AHC) Health-Related Social
Needs (HRSN) Screening Tool to use in the AHC Model.' We're testing to see if systematically
finding and dealing with the health-related social needs of Medicare and Medicaid beneficiaries
has any effect on their total health care costs and makes their health outcomes better.

Why is the AHC HRSN Screening Tool important?

Growing evidence shows that if we deal with unmet HRSNs like homelessness, hunger, and
exposure to violence, we can help undo their harm to health. Just like with clinical assessment
tools, providers can use the results from the HRSN Screening Tool to inform patients’ treatment
plans and make referrals to community services.

What does the AHC HRSN Screening Tool mean for me?
Screening for HRSNs isn't standard clinical practice yet. We're making the AHC HRSN
Screening Tool a standard screening across all the communities in the AHC Model. We're
sharing the AHC HRSN Screening Tool for awareness.

What'’s in the AHC HRSN Screening Tool?

In a National Academy of Medicine discussion paper,? we shared the 10-item HRSN Screening
Tool. The Tool can help providers find out patients' needs in these 5 core domains that

+Unitad States, US (2017, September 05). Accourtable
#Bilous, A, MD, DPL Veriander, K MPH, Anthony, S., DrPH, & Aley., 0., PRO. (2017) Standardized Screening for Meath Related Social Needs in
Todk [Py

il Newd o O

Center for Medicare and Medicaid Innovation 1

8a EQIC
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Step 4: Customize interventions

* Create an individualized plan for each patient

* Coordinate a discharge plan with the MAP program
team

* Engage emergency department staff in MAP
program

* Ensure follow-up communication with post-
discharge provider(s) occurs

* Provide post-discharge support and follow up

EEEEEEEEEEEEEEEE



Step 4 tools

e EQIC Circle Back Interview Tool
e EQIC Transitional Care Community Resource List

 AHRQ RED toolkit: How to Conduct a Post-discharge
Follow-up Call

* AHRQ Whole-Person Transitional Care Planning

« AHRQ IDEAL Discharge Process

EEEEEEEEEEEEEEEE
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EQIC Circle Back Interview Tool

Multiple-admissior

Circle Back Inter

EQIC i

IMPROVEMENT COLLABORATIVE

Patient name (For intemal use only) Medical record #:

Name of community-based medical provider:
Date of admission’ referral to the community-based medical provider, or, if admitted, admit dat

Date of hospital index admission: [/

Name of interviewer: _Dateofeall: /1

Who is providing the information from the community-based medical provider?

" Nurse " Nursing supenisor ¢ Social worker " Other
If Other, please describe:

1. Did transportation of the patient from the hospital to the facility for inpatient stay occur wit

CYes CNo (" NA
1f no, what was the issue?

2. Did transportation issues exist for attending appointments?

CYes CNo O NA
1 yes, what was the issue?

3. Wereall materials included in admission/ transfer /referral packet?

 Yes  No

If no, what was missing?

4. Werethere any discrepancies with the:
a.  medication orders?

CYes ( No
medication reconciliation forms?

=

T Yes (" No  Form not present
¢ marcotic prescriptions?

“Yes CNo - NA

d. If narcotics were ordered, was Naloxone ordered?

© 20122 Healtheare Association of New York State, Inc.

=
¥, EQIC -
.. = e Il'.',f Multiple-admission Patient Program
IMPROVEMENT COLLABORATIVE s Circle Back Interview Tool
CYes CNo NA
1f yes for any of the above, describe the discrepancies
—_—_—

5 W ient’s cli i
as the patient’s clinical Presentation the same as the information received from the hospital?
pital?

CYes o
I oo, please describe:

-

6. If the patient required foll .
v e Folloup ey Y ST, was ] sy nformtion rovided o cure they

TYes CNo A
1F no, what services orappointments need clarification?

7. Didthe paticnt or carc partner VG aRY concerns or issues with the mnsition from the hospital i ?
" b =
; "
ipitalto your services?

I yes, what were the concems?

8 l\lbmmnhmg:hlmldhweboewlhmd rently to help you to provide exc it care to the patient?
ifferently to helj "
10 provide excelje i
?
I eserit . " diff

Ele i i
rents included in this tool were adapied from Emily Skinner's work on Cirele Back
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Preventable Readmissions:

Preventable Readmissions

Top Prevention Highlights EQIC offers education and interventions to assist hospitals with implementing

strategies to identify patients at risk for preventable readmissions and improve care

Tools and Resources . . . . . . . :
transitions. This work is designed to assist hospitals with a wide range of targeted

Webinars interventions addressing the complex and multi-factorial nature of readmissions and

implementing focused interventions related to those areas. EQIC addresses a wide
Focus Areas

variety of issues, including SNF and home care readmission, high-utilizer readmission,

specific diagnostic or delivery of care readmission, health equity implications and the
most important aspect of empowering the patient and family through a Care Partner

Program.

Goal: Reduce hospital readmissions by 5%.

{@}v Top Prevention Highlights

9. EQIC

" EASTERN US GUALITY https://qualityimprovementcollaborative.org/focus areas/readmissions
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https://qualityimprovementcollaborative.org/focus_areas/readmissions

Discussion

What information can you leverage to help expand
opportunities in your facilities and communities?

What impactful actions can you take as a result of the
information shared today?

Where can you begin with your facility to continue to ensure
safety, and a true patient-centered approach as you engage
collaboratively with others?

What activities do you have underway that will allow for you
to expand and push forward in action over the next 30, 60 or
90 days?

38



Final Thoughts
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Join Us for the Next Community of Practice Call!

‘‘‘‘

Join us for the next
Communlty of Practice Call on September 15, 2022
from 1:00—-2:00 p.m. ET

.......

We invite you to register at the following link:
https://zoom.us/webinar/register/WN ASI [3p TEyx VY YYFFeA

You will receive a confirmation email with login details.

HQIC
40

C M s Hospital Quality Improvement Contractors
CENTERS FOR MEDICARE & MEDICAID SERVICES
CENTERS FOR MEDICARE & WEDICAID SERV

" " | iQUALITY IMPROVEMENT & INNOVATION GROUP


https://zoom.us/webinar/register/WN_ASl_l3p_TEyx_VY_YYFFeA

Thank You!

Your opinion is valuable to us. Please take 4 minutes to
complete the post assessment.

We will use the information you provide to improve
future events.

HQIC

C M s Hospital Quality Improvement Contractors
CENTERS FOR MEDICARE & MEDICAID SERVICES
CENTERS FOR MEDICARE & WEDICAID SERV
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https://www.surveymonkey.com/r/YJ7NVYQ
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