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evidence-based interventions and strategies to
improve patient safety, immunization rates and
reduce avoidable readmissions.

Email: DSeney@ipro.org



mailto:DSeney@ipro.org

Amy Daly, MA, LNHA, CHES

SENIOR QUALITY IMPROVEMENT SPECIALIST

Amy Daly is a licensed nursing home administrator with
over 20 years of leadership and long-term care
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a vice president of long-term care and facility
administrator, Amy has served on the boards of the
Genesee Health Facilities Association (as treasurer and
education committee member) and the Genesee Health
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Where We Have Been

v Session 1: Facility Capabilities and Impact on Admissions, Re-Admissions, and ED Visits
v Session 2: Detecting and Communicating Change of Condition

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

v Session 4: Managing Readmission Risk Managing Readmission Risk

v Session 5: Engaging the Interdisciplinary Team AHS Virtual Events
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https://www.youtube.com/watch?v=z2hZZyxYAVo
https://quality.allianthealth.org/virtual-educational-events/

Learning Objectives

« Learn about tools that engage patient and care partners starting at admission for
optimal discharge success.

» |dentfify strategies to engage the patient and care partner after discharge to mitigate
readmission risks.

« Learn about online resources to support goals of care conversations.
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It’s Brag Time!

Jamboard

What is one thing your facility does well to engage family and care partners in discharge
planninge




When to Begine

Begin at admission

Reinforce throughout the stay Engage the interdisciplinary tfeam

Follow-up at the next level of care
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What Matters Most

- Printable Guide or Interactive (S

Website % Welcome to My Health Priorities!

Through this process we will help you identify what matters most to you- your Health Priorities.

Why are Your Health Priorities Important?

What matters most in life and health is different for everyone. Managing your health may be particularly difficult if you have

® CliniCiGn TrC]iﬂing mOdUIeS multiple chronic conditions.

The more you and your health care team know about what matters most to you, the better you can work together to line up your
health care decisions with your Health Priorities.

« What Matters Most to the
Resident/Patient?e

Note: use the “next" and "go back" buttons to move to the next page or

previous page.

MyHealthPriorities
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What Matters Most

Stanford

MEDICINE

Letter Project

About Us Templates Bucket List

Letter

S

What Matters

Advance :
Directives Videos
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Stanford Letter Project
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Dear Doctor,
My Doctor's name
RE: What matters most to me at the end of my life

I have been reading and thinking about end-of-life issues lately. I realize how
important it is that [ communicate my wishes to you and my family. | know that you
are very busy.

You may find it awkward to talk to me about my end-of-life wishes or you may feel
that it is too early for me to have this conversation. So | am writing this letter to
clarify what matters most to me.

My name

What Matters Most to Me
Examples: Being at home, doing gardening, going to church, playing with my
grandchildren

My important future life milestones:
Examples: my 10th wedding anniversary, my grandson high school graduation, birth
of my granddaughter

|"'D( N —
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https://med.stanford.edu/letter/what-matters-letter.html

What Matters Most

Your Conversation
Starter Guide

How to talk about what matters to you
and have a say in your health care.

Institute for i 3 ¢
Healthcare the conversation P 'O_Ject
Improvement

Provides a guide for individuals to talk
to the important people in their lives
about what matters to them.

Quality of life wishes can help
determine decisions regarding
hospitalizations or other home care
planning as needs change.

Lists of example topics to initiate
discussions and topics to discuss are
provided with areas to make notes as
desired.

The Conversation Project: Conversation Starter Guide

As a patient, I'd like to know...

Only the basics

and my trealment

When there is a medical decision to be made, | would like...

My health care
team to do what
they think is best

‘What are your concerns about medical treatments?
O- O Q) -O-
| warry that

| wian't get
enaugh care

)

about my condition about my condition

care decision

| warry that
I'll get toa
much care

The Praje ject org eal H.arg
Ifl am diagnosed with a serious iliness that could shorten my life,

| would prefer to...

Mot knaw how quickly Understand how quickly
it is progressing or my itis progressing and my
doctor's best estimation doctor's best estimation
for how long | have o live far how long | have to live
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https://theconversationproject.org/wp-content/uploads/2020/12/ConversationStarterGuide.pdf

Alliant Health Solutions March LAN Event
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Making
Health Care
Better Together

National Health Decisions Day

. . JN UR UPCOMING LIVE EDUCATIONAL EVENT!
ATTe n d Th e Al | IO nT H eG H-h SOl U TIO ns *ANCC Contact Hours & NAB Credits Awarded*

Learning Event
March 23, 2023

Ideas for National Health
Care Decisions Day and
Beyond: LOOKING AT

HOPE IN A NEW WAY %

CARE
COORDINATION

k L]
Speakers: Thursday, March 23, 2023
Executive Director, Institute for Innovation, and N +
Dr D e i rd re Myl O d P h D Senior Vice Dresigent ncf Research & Analytics 12:30 p-m. ET/TI'SO a.m.CT
. e SUMMARY:
Few interactions are as satisfying as helping patients identify
P O TTy We bs .I- e r M P H and then attain their goals. Join us as we learn about giving
’ hope as a high-reliability function of health care. You'll also
learn how you can partner in this year's National Healthcare

Decisions Day campaign to promote advanced health care
decision conversations.

IN THIS SERIES, ATTENDEES WILL:

Patty Webster, MpH 1. Learn how a new framework makes it possible to reliably
Community Engagement Leader create hope for patients even—and especially—as goals of
The Conversation Project care change over time.
R G2 0~ i s o R 2. Learn about NHDD and available resources, tools and tips to

help you plan.
3. Walk away with concrete, simple ways to participate in

NHDD.
REGISTER HERE:

https://bit.ly/CCNHLANEvent_March23

PARTNERSHIP FOR
COMMUNITY HEALTH

ldeas for NHDD and Beyond @

This material was prepared by Alliant 3 Quality Innovation Network - Quality Improvemnent

QIN-QIO
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https://quality.allianthealth.org/wp-content/uploads/2023/02/Ideas-for-NHCD-and-Beyond-LAN-Mar-23_508-v2.pdf

Plan for Discharge at Admission

MY CARE TRANSITION PLAN

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

» Designed to help patients and
families document and keep track
of questions to ask before
discharge from the hospital or
skilled nursing/rehab.

« Helps providers proactively
implement care plan interventions
in areas that have the potential to
raise the risk of readmission.

« Have a copy available as soon as
possible before discharge.

Name:

Follow-up Appointmen’,

Care Partner:

Follow-Up Medical Care

My Pharmacy:

Having all the information | need when | leave

Phone Number(s):

Follow-up care after leaving

Case Manager:

Scheduling follow-up appoi and/or tests

Care Partners are
SMART' and AWARE

about my home care needs

EALLIANT -
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Wheo to call with questions or concerns

How | will get to my doctor's follow-up appointment

Whether | will need home nursing, therapists,
nutritionists

CARE PARTNERS
Taking care of yourself can

The type of medical equipment | will need (e.g.,
walker, crutches, insulin pump, axygen)

especially when you are sic
help.

Managing my wound care

Paying for the care | need

Care Partners can be family

Medications

neighbors, or paid help. Th
daily activities, such as dre:

Which medications | should take at home

or cooking a meal.

When to take my medications

Care Partners can also help
information—such as your

Taking my medications as prescribed {e.g.
swallowing)

health histary, or home car

Understanding the side effects of my medications

doctor or nurse.

Paying for my medications

Care Partners can listen to

Getting my medications from the pharmacy

others for you, and ensure

Activities of Daily Living

information you need and

Getting help with personal care (e.g,, bathing,
dressing)

Cooking meals

Getting help with grocery shopping

Using medical equipment, changing a bandage, or
giving an injection

Care Partner

How my family or other caregivers will help me when |
am at home

How my family or other caregivers will manage my
iliness

Losing contact with friends and family, and feeling
isolated or left behind

Culture

Whether | will be able to keep my core beliefs and
walues despite my illness
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What Do We Need?
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« Some families need help
deciding who will do what,
where and when it will
happen, and how it will be
accomplished

* Includes:

o Videos, fip sheets, checklists, _—
FOmlly meeﬂng mO-I-ericlsl Environmental Considerations Environmental Considerations

This tool helps you and your family think about your current living _ . . ) o - .
column. If you generally disagree with the category, check the “Ne This tool helps you and your family think about your PWCN'’s current living environment. If you generally agree with the category,

M 1] . . : check the “Yes” column. If you generally disagree with the category, check the “No” column. If you're not sure, check the “I'm not sure”
C O | e n d O r, O n d O S e C TI O n O | | category is not applicable (for example, there are no stairs), check column. If the category is not applicable (for example, there are no stairs), check the “N/A” column.
" M The neighborhood... )
O O U | I l e O r e p O I e n is safe The neighborhood... N/A Yes

is convenient. is safe.

o Tools for the patient aswell Qs oty niorrencs

Other. Please describe. is near family and/or friends.

tools for the care partner/
: ebome. |
family win | ves Lo | ot |

has non-skid rugs. has rooms and hallways clear of clutter.
has safe stairways (clutter free, handrails, clearly marked, well lit] | has non-skid rugs.
has easy to use furniture. ;I“ me — !.r-luranrT handraile rlaarhs markad wall lit) ‘

Qur Family Our Way Recording
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https://www.youtube.com/watch?v=O0RjsGAj_P4

Communication and Education on Medications

“Patients are most at risk to return to the hospital immediately following discharge. Often
new medication routines or lifestyle changes after being sent home can increase the
chance of returning to the hospital. Access to community resources and family support
can impact the chances that a patient returns to the hospital.” Hospital Readmissions |
Patient Safety & Quality at Johns Hopkins Medicine

ESALLIANT o
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https://www.hopkinsmedicine.org/patient_safety/readmissions.html

Reducing Medication Confusion

* Admissions, fransfers, and discharges often MEDICINE REVIEW: TIPS FOR YOU
result in medication changes that are k R e S R
confusing for patients, care partners and EVERY MEDICIME: EVEWY THo%

Keeping track of your medications will help keep you safe and healthy.
families.

Reviewing your medications at doctor visits is the best way to make
sure your doctor knows all of the medicines that you take. Your doctor
also wants to make sure that you take the correct medicine in the

o R . O correct amount at the correct time.
) Medlcc'l'lons hcve brO nd nO mes, generlc ;@ :::r?:.s? an accurate list helps avoid problems that could hurt you,
names and over-the-counter names. aringto - BrvgInieracions

- Missing Medications
+ Duplicate Medications
+ Incorrect Dose

« Explaining to your patients and their care SR B
porfners Or mei“eS' in p|CIiﬂ |OngUOge' ThOT Bring all of your medications to doctor visits, including:
they should bring all their medications to their O —

- Any prescriptions you no longer take

next appointment is one way to enable the {asriyrinluai il ainlen bin b ininnts

- Eye drops, creams, patches and inhalers

patient and care partner to manage their B e P
h e O |-I-h O n d We | | n ess . After your doctor has reviewed all of your medicines, ask for a printout

of the updated medicine list and share it with your other doctors and
pharmacy.

Talk to your doctor or pharmacist about ANY medicine question or
concern, especially if you cannot read the name of a medicine or

AHS Medicoﬂon Re\/iew TiD Shee'l' d :;ﬁ:;s;.:z?él:tiirr.ectians MEVER stop taking medicine without

Order Medication Bags



https://quality.allianthealth.org/media_library/my-medication-bags-bite-sized-learning-and-medication-review-tip-sheet/
https://quality.allianthealth.org/topic/medication-safety/

Follow-Up

Provides a framework for follow-
up discharge calls to patients
identified as high risk for
rehospitalization.

Share the results from this with
primary care physicians and other
providers as part of care transition
communication.

This tool addresses topics such as
food insecurity, medication
orders, equipment, fransportation
and understanding of discharge
instructions.

AHS Discharge Follow UP Call Script

Post Discharge

Follow-Up Call Script

Tips for Using This Tool:
The tool iz one elerment of a transitional care services program and provid:
follow-up discharge calls to patients identified as high risk for rehospitaliz
discharges from multiple levels of care, including hospital to home, skillec
or hospital to hospice.
The tool can be madified for specific high-risk conditions or align with you
up protocol
The tool can be madified to include your institution's logo.
It is recommended that this toal jor a summary of information and readm
post-discharge calls) be shared with primary care physicians and other pn
post-discharge care as part of care transitions communication.
Establish a process to review unanticipated call findings or trends with Qu
leadership for engoing process improvernent. Trends could be by topic |fc
equipment) by discharging unit or provider.
In communities where ED alert systems are in place for multi-visit patient
information gleaned from follow-up calls.

Pre-Call Checklist

Patient Name: Date of birth: Fh
Individual that the patient has asked to be called on their behalf,
Marme: Phone Mumber:

Language Interpreter needed? ] Mo [ Yes:

Review the following to gather pertinent background
- Discharge summarny
Case management or social services notes (pay particular attention to rea
health literacy and references to other social detenminants of health)
Patient discharge instructions
Zone tools I circle zone tools given to patient on discharge: (i.e., CHF, €
UTI, anticosgulation, other)
Current vaccination status T Flu [0 Pneumnocoocal [ Shingles
CCOMID #1______#2 Baoster______
Referral to Home Health made: [Jves — [Mame of Agency)
[ Mo (declined or did not meet criteria) -
Current or newly added high-risk medications

Upcoming

High-Risk Medication | Medication Name T

Dose/Frequency

Antibiotic

Anticoagulants

Antipsychaotics

Diabetic Medications

Opioids

Crther |patient-specific)

Notes/Follow-Up Guidance

Medications

What medications and supplements are you
currently taking?

Compare to discharge instructions

Hawe you called in and picked up the new
prescription(s) given to you at discharge?
Are you taking all of the new prescriptions
given to you?
What is your plan for getting refills?

Do you have medication(s) you were taking
before hospitalization that you have been
instructed to continue taking?
Do you have a supply of these medications, or
do you need refills?

interviewer Guidonce: If the patient is unabie
to answer questions about medications or does
not have o plan for obtaining refills

- Contact the patient's pharmacy to determine delivery
options, medication reconciliation ascistance or patient
education.

- Ask the patient for permission to involve care partner or

family in coming up with a plan to obtain medications

Contact the horme care pravider to emgage in care

planning and medication reconciliation.

i Care

Has the home care provider seen you since you
returned from the hospital (or SNFJ?
15 the hame care provider using your 2one
ool IRl with you during each visit, or do you
tell thern which color zone IlByou are in?

Consider follow-up with the home care provider if the
zone tool is not being wused during each visit or call.

Has a physical, cccupational and/or speech

therapist been to your home?

- Hawe they made any suggestions about
furniture, rugs, etc?

- Hawe you been able to do what they suggest?

Consider contacting the horme health care social worker
or community agency if the patient needs assistance
with implementing recormmendations.

Are you able to do personal care and bathing
without assistance?

Haonee are you getting food?
- Who is preparing your meals?
- What did you eat yesterday?

Have you received all of the equipment and
supplies ordered for you?
medical equipment
Tloxygen / nebulizer treatmenty/CRapP
C1 W or feeding tubing/Supplies
Clwound or incisional care supplies [dressings,
tape, packing]
Ol ostormy supplies
Ol other:

Has your primnary care provider been contacted
to schedule a follow-up appointment?

- When is your appointment?

ESALLIANT
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https://quality.allianthealth.org/?s=+discharge+follow+up+call+script

Bridge the Gap

« Text messaging is another method for staying
connected with patients and care partners after
discharge to ensure questions and concerns are
addressed.

« Consider creating text messages to send at
regular intervals to follow up on discharges with
prompts for responses.

January 2023 LAN: Leveraaing Technology
to Support Safer Transitions of Care

Post-Discharge

Text Messaging WORKS!

Text messaging is a convenient, familiar and effective transition management ool when implemented as pare of an overall
readmissions improvernent strategy by hospitals, skilled nursing facilities, physicisn practices, home health agencies and
mare,

For example, home health agencies can uze text mesaging to remind bereficiaries to contact them if challenges arise
between scheduled doctor visits

Read on for valuable tips on implementing a post-discharge text messaging program

Additional informiation and example consent Ir.r m:and Processes, Iugk. dlagramd and versdar

formiation can be found in the
Textirg Batter Care Toolkit: https: j

Health Insurance Portability and Accountability Act (HIPAA), C and Comipli; Considerations

Irvobve the Facility or health systern compliance officer to review the pilot or rollout to ensure compliance with HIPAA,
the Telephone Consumer Protection Act [TCPA] and other pertinent federal, state or local regulations.

Considerations include:

= Process for obtaining and
docurmenting consent

= Process for opt-out at any time,
honored immediately and

communicated during each
message

» Controls that ensure no marketing is
pErceived

- Tirme of day restrictions

- Controls to ensure that messages
go only to numbers authorized to
receive these specific messages

o 1 © Tk i

+ Keep messages clear and concise

+ Clearly state your opt-oul process

+ Ensure messages are culturally appropriate

- Corsider the health literacy of enrolled recipients

» Establizh and publish anticipated response times to replies

- Create messages for enroliment, appaintrment cheack-inffollow-up and
closing message

- Utilize patient advizors to obtain feedback on proposed message cantent,
delivery schedulestimes and rmessage frequency

Vendor Selection Considerations

- Security

» Convenience

- Text rmessage feesioost

- Ability to integrate with existing systems

+ Level of internal IT suppaort and external suppart reeded

- Degree of customization available/needed [eq., utilizing group texting when
patients conment o inclusion of & care

= Restrict health information to
extent posible

= Record retention

Operational Considerations:

- Teating schedule

+ Response tirme frames

Care Partner engagement

» Text monitarineg, response ard
Eackup processes

» Dawntime processes

+ Inclusion of process in facility

or health system emergency
preparsdress plan

additional resources:
1 Texting Beotter Care Toolkit fittpsyf

This toodkit
M:umon-cﬂ in part through the LCSF
Cantar for vulrerabic Populations (CVE) and
Publec Hoalthoane Evedien ce Natwork and
INROVETion eXchange [FHOEND), suppartad
by thio Agancy for Healthcare Rascarch and
Cuialty [AHRO] grant numbar RE4HS0ER04T,
Z Bressman E, Lang 34, Honilg I, Zos
McClaughiin N, Jombar © Asch D, Burke
BE, Morgan Al Evaduation of an Automated
Tast Message-Based Program o Reduce
Lse of Acute Health Care Pesournces Aftar
Heospital Descharge. 1AMA Mot Cpan
22 Oct TE02ZTA23E. dod: 100001/
Jamaretakopan 2022 SH295. BMICE
IEIETEES; PMCIC: PMCSE0EEL S

I 2AMA Study: https famanetwork,
comournalsiamanetssorkopen/
Bullarticle :ZPITTIG
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https://www.youtube.com/watch?v=GZhYmv831sY

Keys to Success

Check For
Understanding

Use Plain
Language

Incorporate
Patient/Care
Giver Feedback

Use Technology

mmmmmmmmmmmmmmmmmmmmmmm




Use Tomorrow

 Have your team select one tool from tfoday’s presentation to
review.

» Discuss how and where in your discharge planning process you
can implement a small fest of change with this tool at your facillity.

(IIN =31
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Questions?
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Nursing Home and Partnership
for Community Health:

CMS 12th SOW GOALS

OPIOID
UTILIZATION
AND MISUSE

Promote opioid
best practices

Reduce opioid
adverse drug events
in all settings

PATIENT
SAFETY

Reduce hospitalizations
due to c. diff
Reduce adverse
drug events
Reduce facility
acquired infections

CHRONIC DISEASE

SELF-
MANAGEMENT

Increase instances of
adequately diagnosed
and controlled
hypertension
Increase use of cardiac
rehabilitation programs
Reduce instances of
uncontrolled diabetes
Identify patients at high-
risk for kidney disease
and improve outcomes

CARE
COORDINATION

Convene community
coalitions
Reduce avoidable
readmissions,
admissions to hospitals
and preventable
emergency department
visits
Identify and promote
optimal care for super
utilizers

COVID-19

Support nursing
homes by establishing
a safe visitor policy
and cohort plan
Provide virtual events
to support infection
control and prevention
Support nursing
homes and
community coalitions
with emergency
preparedness plans

IMMUNIZATION

Increase influenza,
pneumococcal,
and COVID-19

vaccination rates

TRAINING

Encourage completion
of infection control and
prevention trainings by

front line clinical and

management staff

QIN=-QIO
E AL L IAN | Quality Innovation Netwark -

Quality Improvement Organizations
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Scan the QR codes or Click the Links to Complete the Assessments!

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

S—— Assessment

Encourage completion

of Infectlon control and ovule o *
praventlon tralnings by . .
fromt line clinlcal and 1l
management staff " aw
ERJ .y PN
a -

Lfge

https://bit.ly/NHIPAssessment

ESALLIANT
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https://bit.ly/NHIPAssessment

4 Making Health Care Better Together

Julie Kueker
Julie.Kueker@AlliantHealth.org
Alabama, Florida and Louisiana
p

Leighann Sauls
Leighann.Sauls@AlliantHealth.org
Georgia, Kentucky, North Carolina and Tennessee

Program Directors ESALLIANT S
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Making Health
Care Better
Together

@AlliantQIO

Alliant Health Solutions

@AlliantQIO u 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. QIN=-QIO
Department of Health and Human Services (HHS). Views expressed in this material do not necessarily reflect the official views or policy of CMS or EALLIANT Quality Innovation Network -

HHS, and any reference to a specific product or entity herein does not constitute endorsement of that product or entity by CMS or HHS. HEALTH SOLUTIONS o e pvicEs
Publication No. 12SOW-AHS-QIN-QIO TO1-NH--3359-02/27/23
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http://www.linkedin.com/company/alliant-quality
https://www.facebook.com/alliantqualityorg/
https://twitter.com/alliantquality
https://www.youtube.com/channel/UC9mITtil3mHpVNd87vaxD6w
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