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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 on each of these key 

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

Please scan the QR codes below and complete the assessments.

Nursing Home 
Emergency 

Preparedness 
Program (NH EPP) 
Self-Assessment 

Nursing Home 
Infection 

Prevention (NHIP) 
Initiative Training 

Assessment

https://bit.ly/NHIPAssessmenthttps://bit.ly/AHS_NHEPPAssessment

Scan the QR codes or Click the Links to Complete the Assessments!

https://bit.ly/SafeVisitorVerification

Nursing Home Safe 
Visitor Policy and 

Cohorting Plan 
Verification
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Learning Outcome:
Following this activity, we expect learners to share their plans to do differently when back at work in the post-
activity poll.

Nursing Professional Development: ANCC Contact Hours & Accreditation Statement
This nursing continuing professional development activity was approved by the Ohio Nurses Association, an 
accredited approver by the American Nurses Credentialing Center’s Commission on Accreditation. (OBN-001-91)
This activity (each event) awards 0.5 contact hours and 0 hours of pharmacology.

National Association of Long-Term Care Administrator Boards
This program has been approved for Continuing Education for 1.5 total participant hours by NAB/NCERS—Approval 
#20230815-1.50-A86674-DL.

Disclosure of Financial Relationships
No one with the ability to control the content of this activity has a relevant financial relationship with an ineligible 
company.

Instructions for obtaining credit
At the conclusion of the event, learners will be invited to complete an assessment. Those who complete the 
assessment will receive a certificate for contact hours to the email address provided. For NAB, you will receive a 
certificate at the conclusion of the last event this year.

Continuing Education Information - LIVE



Learning Objectives
1. Identify tools and resources for decision support, advance care planning and engaging 

patients and care partners

2. Learn the impact of utilizing decision support, ACP and patient and family engagement tools 
on readmissions.

Use Tomorrow:

 Review your most recent six months of readmissions (high-level for trends, adjust months based 
on facility census)

 Review your current resident population and flag residents with similar conditions/risk
 Identify which decision support tool(s) align with your highest readmission cause/condition
 Identify your team members

 Think about all shifts and line staff that have an interest in the condition and/or advancing to 
a leadership role

 Frontline staff, medical staff, patients and families
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Reducing Avoidable ED Visits and Readmissions
Session 1: 
• Overview of Interact® as a Quality Improvement Initiative
• Quality Measures Related to Re-Admissions and Emergency Department Visits
• Facility Capabilities and Impact on Admissions, Re-Admissions, ED Visits

Session 2: 
• Detecting and Communicating Changes in Condition
• Impact Communication Can Have on Reducing Admissions and Emergency Department Visits
• Use of Tools like Stop & Watch,  SBAR, Communication Checklists and Clinical Management

Session 3: 
• Clinical Decision Support Tools and Advanced Care Planning
• Involving the Resident/Patient Voice in Care Decisions
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The Readmission/ED Visit Cycle

Change in 
condition

Communication 
with family

Communication 
with physician

ED Visit 
Readmission

Stable 
long- term 

resident
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Interact® 4.5 Decision Support Tools

Interact Decision Support Tools

How to Operationalize
• Readmission Root Cause identifies the high rate of CHF readmissions
• Review the Care Path with the facility medical director
• Develop high-level order sets or order bundles that can be 

individualized for person-centered care
• Build into the electronic medical record 
• Education: staff, medical staff, patients and families 

• Include the role of the patient and family in the pathway 
• Ongoing monitoring 10

https://pathway-interact.com/interact-tools/interact-tools-library/interact-version-4-5-tools-for-snfs-nursing-homes/


Zone Tools

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

Incorporating Zone Tools 

 Provide at admission.
 Educate on the zones during the stay to 

reduce ED visits and hospitalizations at 
discharge.

 Engage the therapy team with the use of 
zone tools.

 Hang in visible areas for all care team 
members to reinforce incorporation into 
routines.

 Use to guide communication and care.
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Interact® 4.5 Advance Care Planning Tools

Consider:
• Clinician comfort in having the CPR discussion
• Scope of practice
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Opportunities to Impact the Cycle or Decision
Decision Guide links 

and resources:

Alliant Health 
Solutions Brief Video 

Overview of the 
Decision Guide and 

Resources

http://www.decisio
nguide.org/
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https://www.youtube.com/watch?v=fyHayXfd00A
http://www.decisionguide.org/


What Matters
 “Asking about—and acting on—What Matters to older 

adults means knowing and aligning care with each 
older adult’s specific goals and preferences across 
settings of care. This includes, but is not limited to, care 
through the end of life.”-IHI, Age-Friendly Health 
systems.

 This can be used by anyone, at any time, with anyone 
in any setting, because it is important to have that 
person’s voice heard and included.

 Includes prompt to:
 Plan the conversation—location, what you will say, 

how to express what you want to say
 Reflect—what was the impact on the individual 

following the conversation? Were the results of the 
conversations shared with the care team?

https://www.ihi.org/Engage/Initiatives/Age-Friendly-
Health-Systems/Pages/Resources.aspx
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Our Family Our Way (OFOW)

 A communication and care coordination process was developed to help individuals and care 
partners think and discuss a plan.

 Included are checklists for the care partners and individuals regarding health considerations, 
environment, and what care/support is needed as well as materials to assist with planning and 
guiding a meeting with all individuals involved.

 Our Family Our Way can help reduce ED visits and hospitalizations by assisting with planning the 
details in advance or allowing individuals and their care partners the opportunity to determine 
that discharge is not the best decision.

https://www.miamioh.edu/cas/academics/centers/scripps/research/ofow/index.html
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My Care Transition Plan
 Helps patients/residents 

and care partners 
document their 
questions and concerns 
throughout their stay.

 Use of this tool in either 
brochure or portrait 
versions can help facility 
teams proactively 
implement mitigation 
strategies.

 Use of this tool helps 
reduce ED visits and 
hospitalizations by 
planning for the 
unexpected in 
advance.

https://quality.allianthealth.org/wp-content/uploads/2020/12/AQ_NYSPF-Portrait_FORM_508-1.pdf
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The Readmission/ED Visit Cycle

Change in 
condition

Communication 
with family

Communication 
with physician

ED Visit 
Readmission

Stable 
long- term 

resident

Review of the Cycle

 With this series, we have discussed the 
areas your facility could potentially 
focus on to improve and reduce ED 
visits, readmissions and hospitalizations.

 Resources and tools have been 
provided to assist you in your efforts.

 Alliant Health Solutions has Quality 
Advisors who would be happy to work 
with you to develop an action plan or 
process regarding ED visits or 
readmissions.
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Learning Objectives
1. Identify tools and resources for decision support, advance care planning and engaging 

patients and care partners.

2. Learn the impact of utilizing decision support, ACP and patient and family engagement tools 
on readmissions.

Use Tomorrow:

 Review your most recent six months of readmissions (high-level for trends, adjust months based 
on facility census)

 Review your current resident population and flag residents with similar conditions/risk
 Identify which decision support tool(s) align with your highest readmission cause/condition
 Identify your team members

 Think about all shifts and line staff that have an interest in the condition and/or advancing to 
a leadership role.

 Frontline staff, medical staff, patients and families
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Learning Outcome:
Following this activity, we expect learners to share what they plan to do differently when back at work in the post-
activity poll.

Nursing Professional Development: ANCC Contact Hours & Accreditation Statement
This nursing continuing professional development activity was approved by the Ohio Nurses Association, an accredited 
approver by the American Nurses Credentialing Center’s Commission on Accreditation. (OBN-001-91)
This activity (each event) awards 0.5 contact hours and 0 hours of pharmacology.

National Association of Long-Term Care Administrator Boards
This program has been approved for Continuing Education for 1.5 total participant hours by NAB/NCERS—Approval 
#20230815-1.50-A86674-DL.

Disclosure of Financial Relationships
No one with the ability to control the content of this activity has a relevant financial relationship with an ineligible 
company.

Instructions for obtaining credit
At the conclusion of the event, learners will be invited to complete an assessment. Those who complete the assessment 
will receive a certificate for contact hours at the email address provided. For NAB, you will receive a certificate at the 
conclusion of the last event this year.

Expiration Date: The credit claiming system for the recording expires 30 days after the last event.

Continuing Education Information - RECORDING
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https://bit.ly/NAB_ANCC_ClaimCredit
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Questions?
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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 on each of these key 

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

Please scan the QR codes below and complete the assessments.

Nursing Home 
Emergency 

Preparedness 
Program (NH EPP) 
Self-Assessment 

Nursing Home 
Infection 

Prevention (NHIP) 
Initiative Training 

Assessment

https://bit.ly/NHIPAssessmenthttps://bit.ly/AHS_NHEPPAssessment

Scan the QR codes or Click the Links to Complete the Assessments!

https://bit.ly/SafeVisitorVerification

Nursing Home Safe 
Visitor Policy and 

Cohorting Plan 
Verification
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Leighann Sauls 
Leighann.Sauls@AlliantHealth.org

Georgia, Kentucky, North Carolina and Tennessee

Julie Kueker
Julie.Kueker@AlliantHealth.org

Alabama, Florida and Louisiana

Program Directors 24
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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) 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-AHS-QIN-QIO TO1-NH TO1-PCH--2692-10/05/22

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

	Clinical Decision Support Tools and Advance Planning: Engaging the Patient and Care Partner
	About Alliant Health Solutions
	Danyce Seney, RN, BSN, IP, RAC-CTA
	Amy Daly, MA, NHA
	Slide Number 5
	Slide Number 6
	Learning Objectives
	Reducing Avoidable ED Visits and Readmissions
	The Readmission/ED Visit Cycle
	Interact® 4.5 Decision Support Tools
	Zone Tools
	Interact® 4.5 Advance Care Planning Tools
	Opportunities to Impact the Cycle or Decision
	What Matters
	Our Family Our Way (OFOW)
	My Care Transition Plan
	The Readmission/ED Visit Cycle
	Learning Objectives
	Slide Number 19
	https://bit.ly/NAB_ANCC_ClaimCredit�
	Questions?
	Slide Number 22
	Slide Number 23
	Program Directors
	Making Health Care Better Together



