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About Alliant Health Solutions



Where We Have Been

 Session 1: Facility Capabilities and Impact on Admissions, Re-Admissions, and ED Visits

 Session 2: Detecting and Communicating Change of Condition

 Session 3: Clinical Decision Support Tools and Advance Planning: Engaging the Patient and 
Care Partner

 Session 4: Managing Readmission Risk Managing Readmission Risk 

 Session 5: Engaging the Interdisciplinary Team

 Session 6: Engaging the Patient and Care Partner

https://www.youtube.com/watch?v=z2hZZyxYAVo


Learning Objectives

Ways to use technology to support the warm hand-off across the 
continuum.Identify

The importance of communication during micro-transitions.Explain

About one facility’s approach to incorporating patient education 
using the CHF Zone Tool across their continuum of care.Learn 



Lessons from Track and Field
“The best transition out of the hospital is only as good as 
the reception into the next setting of care.
Hospitals cannot improve care transitions in isolation. 
Consider the techniques of track and field athletes in relay 
races: each partner has practiced and has defined roles 
in either passing or receiving the baton.

Each athlete must iteratively adjust within those roles to 
ensure a completed handoff is successfully executed. At 
different times in the race, the athlete may be a sender or 
a receiver. Similarly, improving transitions in care involves 
clarifying roles, establishing norms of communication, 
practicing, and receiving feedback.”

Dr. Amy Boutwell and Marian Bihele Johnson
STAAR Issue Brief: Reducing Barriers to Care Across the Continuum -

Working Together in a Cross-Continuum Team
Amy Boutwell, MD, MPP and Marian Bihrle Johnson, MPH

This Photo by Unknown Author is licensed under CC BY-SA

https://universalforces.space/2019/07/30/our-current-relay-race-to-ascension/
https://creativecommons.org/licenses/by-sa/3.0/


Warm Hand-Off

Hospital to a skilled nursing facility (SNF) 

SNF to home health

SNF to assisted living

Warm Hand-Off Video 

https://echo360.org/media/b9af29d0-3a6b-4260-a0aa-a42d5ab195e0/public


Micro-Transitions
The existence of brief care transitions (usually of a few hours and definitely less than 24 
hours duration) that might include a change in location within a care setting or a brief 
outing from the care setting. These transitions: 

• Do not include hospital or ED transfers
• Can be non-medical 

• Attorney’s office to sign a paper
• Lunch outing with family
• Hair salon

How do we prepare patients and care partners for these micro-transitions?
How do we communicate care needs?

AMDA On-The-Go Micro-Transitions

https://podcasts.apple.com/us/podcast/amda-on-the-go/id1356253272?i=1000552466225


Communication to Reduce 
Harm
• Education tool that can assess, educate and re-

educate patients on their diseases, discharge 
plans and medication regimen. 

• Provide instructions on what to do if a problem 
arises

• Tool that can be used throughout the 
continuum is essential

• Same message
• Same verbiage
• Same document
• Simple
• consistent

Zone search - NQIIC (allianthealth.org)

https://quality.allianthealth.org/?s=zone


Hand Off to Our Guests

One facility’s approach to incorporating 
patient education using the CHF Zone Tool 

across their continuum of care



Use Tomorrow

Identify a partner facility to discuss a process 
for improved communications that engage 
residents/patients and care partners in 
transitions of care.



Questions?





CMS requested Alliant Health Solutions, your QIN-QIO, to work with select nursing homes to understand emerging 
healthcare needs in nursing homes. Alliant Health Solutions is engaging nursing home leadership in this key area to 

ensure plans are in place to achieve and maintain health quality and equity! 

Please scan the QR code below and complete the assessment.

Nursing Home 
Infection 

Prevention (NHIP) 
Initiative Training 

Assessment

https://bit.ly/NHIPAssessment

Scan the QR code or Click the Link to Complete the Assessments!

https://bit.ly/NHIPAssessment


Leighann Sauls 
Leighann.Sauls@AlliantHealth.org

Georgia, Kentucky, North Carolina and Tennessee

Julie Kueker
Julie.Kueker@AlliantHealth.org

Alabama, Florida and Louisiana

Program Directors
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Alliant Health Solutions

AlliantQIO@AlliantQIO

@AlliantQIO

This material was prepared by Alliant Health Solutions, 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. 12SOW-AHS-QIN-QIO TO1-NH--3558-04/12/23
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