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NURSING HOME AND PARTNERSHIP FOR COMMUNITY HEALTH:

12TH SCOPE OF WORK (SOW)

Overview

Alliant Health Solutions (AHS) is the Centers for Medicare & Medicaid Services (CMS) Quality Innovation Network-Quality Improvement
Organization (QIN-QIO) for Alabama, Florida, Georgia, Kentucky, Louisiana, North Carolina, and Tennessee. AHS provides direct technical
assistance and support to over 2000 nursing homes through its long-term care nursing home work and 88 communities impacting 9,755,541
Medicare Fee-for-Service (FFS) beneficiaries through Partnerships for Community Health (PCH).

The 12th Statement of Work, which began in November 2019, has evolved over the past four years in response to the COVID-19 public health
emergency and emerging priorities in the healthcare landscape. CMS has charged the QIN-QIOs across the nation to support nursing homes

and PCHs in the following categories:

Opioid Utilization and Misuse
Patient Safety

Chronic Disease Management
Care Coordination

COVID-19 and Infection Control
Immunizations

Training

AHS utilizes a data driven approach to identify providers
and PCHs with opportunities for improvement. Quality
improvement methodologies and behavioral science
to encourage the implementation of evidence-based
interventions and best practices to drive improvement
on the local level. Virtual educational events are

also developed and facilitated by AHS to bring on-
demand learning that provides continuing education
units directly to providers and community-based
organizations who are implementing the work in the
local area.

AHS provided an overall cost savings of $11.7 million
to CMS from June 2022 to August 2023 across work
in opioid misuse, chronic disease management, care
coordination, and immunization.
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CATEGORY 1 OPIOID UTILIZATION AND MISUSE

Overview

In an effort to reduce opioid misuse, AHS partnered with nursing homes and PCHs

to reduce opioid-related adverse drug events (ADEs) and implement opioid best
practices. Early in the 12th SOW, AHS provided naloxone training educational events

in each of its seven states. This included discussing the opioid overdose crisis with
special considerations amid the COVID-19 pandemic, understanding opioid overdose
prevention strategies, recognizing the signs and symptoms of an opioid overdose,
providing instructions on administering naloxone pre-packaged nasal spray, guidance
on where to obtain naloxone for commmunity use at no cost, and understanding specific
state laws regarding acquiring and administering naloxone.

AHS also created opioid specific resources for PCHs including the Naloxone Saves Lives,
Alternative Therapies and Non-Opioid Medications, Medication Storage Tip Sheet, and
the Medication Disposal Tip Sheet which were distributed at statewide and local PCH
meetings.

Regional Impact

AHS saw improvement across all Category 1 measures to decrease opioid utilization
and misuse. Opioid ADEs, including deaths, for high-risk nursing home residents
were decreased from 19.18 per 100,000 Medicare FFS nursing home resident days in
September 2020 to 14.86 per 100,000 Medicare FFS nursing home resident days in
November 2023.

Improvement in Opioid Adverse Drug Events in Alliant Region

Naloxone Saves Lives

What is naloxone?

Naloxone, also known as Narcan, is a life-
saving medication that can reverse an
overdose of opioids, including prescription
opioid medications, heroin, and fentanyl.
Often as a nasal spray, naloxone is safe and
easy to use.

Source: https://www.cdc.gov/
/i fi tml

How does naloxone work?

Naloxone can reverse an overdose within
three to five minutes of administering. If the
first dose does not revive the person who
overdosed, a second dose or more might

be necessary. Once the person is revived,
naloxone will stay in the body for about 30
0 90 minutes.

Are there side effects to naloxone?
Naloxone an opioid overdose. It does not
affect someone who does not have opioids
in their body, and any side effects would be
due to a fast withdrawal from an opioid.

Source: https://nida.nih.gov/publications/

drugfacts/naloxone

Why is my healthcare provider or
pharmacist giving me a prescription
for naloxone?

Prescribing naloxone with an opioid
prescription is important for your safety.
Using naloxone in case of overdose can save
your life.

Naloxone may be offered to you if

you have been prescribed opioids

and you:

- Have a health condition like sleep apnea
or COPD, or use supplemental oxygen that

IS NALOXONE FOR ME?

affects your lungs or breathing.

- Take higher doses of opioids daily, like
50 oral morphine milligram equivalents
(MME) or more, or have a continuous
opioid prescription for three months or
more.

 Have a new opioid prescription that might
be too strong, so a possible side effect
might be slowing down or stopping your
breathing, especially when sleeping.

« Take a medication that interacts with
opioids, for example, benzodiazepines
such as lorazepam or alprazolam, which
increases the risk of an opioid overdose
(lowers the ability to breathe).

« Have a history of opioid and/or substance
use disorder.

-« Are age 65 years or older.

Source: https://www.cdc.gov/opioids/

naloxone

REVERSE 0PIOID OVERPOSE
WITH NALOXONE

80% of overdose deaths
‘0"' occurred inside a home.
(Based on a CDC Vital Signs report)

In nearly 40% of overdose deaths, someone
else was present. Having naloxone available
allows bystanders to help prevent a fatal
overdose and save a life.

DOI: http://dx.doi.ora/10,

continued on next page
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https://quality.allianthealth.org/wp-content/uploads/2022/09/AHS-QIN-QIO-Naloxone-Saves-Lives_508.pdf
https://quality.allianthealth.org/media_library/aches-and-pains-non-opioid-options/
https://quality.allianthealth.org/wp-content/uploads/2022/04/Medication-Storage-Tip-Sheet-FINAL_508.pdf
https://quality.allianthealth.org/wp-content/uploads/2022/04/Medication-Disposal-Tip-Sheet-FINAL_508.pdf

AHS provided direct technical assistance to 88 PCHs on opioid best practice implementation. As a result, 100% of the PCHs have implemented
at least one best practice, and about 72% have implemented all four best practices.

Local Impact

In the Rocky Mount, NC PCH, AHS supported the Substance Use Education Series in Edgecombe County, NC by
supplying the Do's and Don'ts of Pain Medicines, Medication Storage Tip Sheets and Medication Bags. This was a three-
part series that included General Prevention Theory, EMS Narcan Administration Training, and Recovery Messaging
Training & Personal Narratives. Additionally, Edgecombe County has used opioid settlement funds to support the
Edgecombe County Community Paramedicine (CP) Program. This program, which started in June 2023, provides
mobile Medication Assisted Therapy (MAT) induction, naloxone distribution and training, mobile syringe exchange,
referrals to treatment, and screening for Social Determinants of Health (SDOH) and connections to resources. From
September 2023-February 2024, this program initiated 40 MAT inductions. From June 2023-February 2024, this

program had 332 CP visits.

(Photo Credit: Edgecombe County EMS)
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& Why It Matters
TIP SHEET

WHY PROPER STORAGE MATTERS
+ Keep medications safe and working properly

+ Prevent taking the medication incorrectly

+ Stop medications from getting into the wrong hands

HOW TO STORE YOUR MEDICATIONS

+ Follow all specific instructions for each medication

+ Keep in a cool, dry place (Do NOT store in the bathroom)

+ Place away from light, heat, humidity, and air

+ Store your medication in its original container

+ Use childproof caps (unless non-safety caps are needed)

+ Keep out of reach of children

+ Do not allow others access to your medication

+ Check expiration dates and dispose of expired medications properly

- Know your medicines: Talk to your doctor or + Don't take any medicine that was not

pharmacist about HOW and WHY you take prescribed to you, and don't share your
ea: medicine with others. y e s

ow the signs of overdose: Ask others in - Don't take any medicine left over from an
 home to help you watch out or: earlier treatment. =
- Don't change the dose or how often you Use this Bag to Bring Al
take your medicines without talking to your * Prescription Drugs
doetor. * Ovor the Counter Meds
« Don't take pain medicines with alcohol or * Vitaming & Herds
other drugs, and don't take them with other * Eye Drops

medicines without checking with your
doctor.

RECOMMENDATIONS FOR STORAGE OF CONTROLLED SUBSTANCES*
+ The same as listed above AND
+ Store in a locked cabinet, lockbox, or location with restricted access
(out of sight)
+ Keep track of how much medication you take and how much is left
+ Do not share your medication

* A controlled substance is a medication regulated by law because of its medical

+ Tell every member of your health care team:
use, potential for abuse and/or dependence, and safety issues.

Bring all of your medicines to every doctor or
hospital visit so they can be reviewed
REsoURCES:

GLOSSARY:
Opioid - A narcotic pain medicine that reduces th
Overdose - Your body's response to too much med
Medicine disposal - Throw away medicines i the t

f pain

: can be deadly
or talk to your pharmacist about other disposal options.
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In Louisiana, PCHSs collaborated across the state to make an impact on opioid ADEs. In December 2021, the relative improvement rate from
baseline of opioid ADEs was 4.3%. One of the human services authorities partnered with AHS to provide statewide naloxone administration
training. After the training, resources were disseminated to all PCH members across the state, and the topic of opioids continued to be
discussed during the PCH meetings. As a result of community partnership efforts, the relative improvement increased to 14.79% in November

2023 which translates to a reduction in opioid ADEs.



CATEGORY 2 PATIENT SAFETY

Overview

Patient safety in long term care has come to the forefront after the start of the COVID-19 public health emergency. Emphasis on
infection control, prevention and mandatory reporting has allowed AHS to do what it does best - meet providers where they are and
support them in their quality improvement journey. AHS worked directly with nursing homes to decrease hospitalizations due to
Clostridioides Difficile (CDI) and facility acquired infections and decrease ADEs.

Regional Impact
How to Protect Yourself After providing CDI direct technical assistance and resources, AHS has seen
and Loved Ones from improvements in hospitalizations. Resources were not only targeted to front line
C. DIFFICILE INFECTIONS staff, but also residents and families to raise awareness of the importance of hand
hygiene to prevent CDI. Across the QIN-QIO region, the rate of hospitalizations &
What is . due to CDI in long and short-stay residents decreased from 105.69 per 10,000,000
S e T Medicare FFS residents in September 2020 to 71.52 per 10,000,000 Medicare FFS LIJ
S gy FESlElEls In ©Tie o5 2023, LL
g
Ber=oh fo per=oninpoce: AHS provided 406 instances of direct technical assistance for improvements in <E
ADEs to 231 nursing homes identified through a data review from November 2022 U)
it e through March 2024. AHS created tools to support direct technical assistance
g o ST Sy ey including ADE Nursing Home Checklists for Anticoagulants, Diabetes, and Opioids. |_
e The checklists provided nursing home guidance on risk factors, signs and symptoms, Z
o v i o s e clinical interventions, and probing questions when navigating ADEs. Technical
oo 2 e assistance included meeting with the ADE subject matter expert, performing Ll
femve i G e oy o yiin on ar s it root cause analysis and utilizing the PDSA method. AHS also shared resources to —
S s e sar b educate nursing home staff on high-risk medications and ADE resources for patient |—
e remmended and family education. In addition to technical assistance, AHS provided 35 ADE <E
o s e e e and medication safety live educational events from June 2020 through November D_
LS 2023. Topics included opioid, anticoagulant and diabetes ADEs, as well as general
— medication reconciliation and safety. A total of 1,335 nursing homes attended these
events in addition to numerous community partners.

Local Impact

In September 2023, the patient safety team was contacted by an Infection Preventionist (IP) at a nursing home facility in Georgia.
The IP had previously worked with AHS to control a COVID-19 facility outbreak a few months earlier in which she “found [Alliant
Health Solutions] to be an excellent resource of useful information.” Based on this experience, the |IP reached out to AHS again to
inquire about reference tools to educate staff on the appropriate steps for routine environmental cleaning and disinfection. The
patient safety team promptly responded with the necessary information to provide timely education and hard copies of resources




to support her facility IPC program. Following her receipt of the information and resources, the IP responded, “Thank you for your fast
and resourceful assistance. | must say every interaction with Alliant has been top notch. Five stars in my book.”

AHC Mt. Juliet in Tennessee received direct technical assistance from AHS related to opportunities for improvement in infection
prevention and control. A root cause analysis was conducted which identified a gap in knowledge in infection prevention practices
among staff members, including the use and application of standard and transmission-based precautions and personal protective
equipment (PPE) use. The facility received coaching fromm AHS over the course of several meetings, showing steady and sustained
improvements in infection-related hospitalizations among residents, with a relative improvement rate of 64.57%.

Improvement in Infection-related Hospitalizations in AHC Mt. Juliet, Tennessee
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Thank you for your fast and resourceful assistance. | must say every interaction with
Alliant has been top notch. Five stars in my book.

- Nursing home Infection Preventionist (IP) - Georgia



CATEGORY 3 CHRONIC DISEASE SELF-MANAGEMENT

Overview

According to the Centers for Disease Control and Prevention, 6 in 10 Americans live with at least one chronic disease.'In order

to support clinicians and other providers, AHS utilized federal programs such as the Million Hearts® Initiative and the Diabetes
Prevention Program to augment its local strategy to make improvements in adequately controlled blood pressure, participation

in cardiac rehabilitation, diabetes incidence, and chronic kidney disease (CKD) screening, diagnosis, and management among
Medicare beneficiaries. AHS has partnered with local initiatives, such as the Atlanta Hypertension Initiative, to support local clinicians
to support implementation of evidence-based guidelines and community-based organizations increase awareness of chronic
disease self-management.

Regional Impact

Improvement of adequately controlled blood pressure increased from 69.10% in September 2020 to
74.97% in December 2023 among Medicare beneficiaries in the 88 PCHs in the QIN-QIO region.

Increasing participation in cardiac rehabilitation was a focus of AHS during the 12th Statement of Work. The strategy included the
following:

« Direct technical assistance to clinicians who refer to cardiac rehabilitation programs

« Direct technical assistance to cardiac rehabilitation programs

» Beneficiary awareness campaign on the benefits of cardiac rehabilitation participation

« Active participation in the Million Hearts initiative and a member
of the Workplace collaborative in improving cardiac rehab
participation.

AHS used the Million Hearts® Cardiac Rehabilitation Change Package
to support clinicians implement systems and strategies to improve
the care of patients eligible for cardiac rehabilitation. Patient
awareness of benefits of cardiac rehabilitation was identified as a
barrier to improving rates of participation in cardiac rehabilitation,

so AHS developed many patient educational tools including “Joyce'’s
Testimony”, a testimonial from one of Alliant’'s Beneficiary and Family

Advisory Council members. It has more than 1,000 views on YouTube.
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https://www.youtube.com/watch?v=MwSDi6BlfOM
https://www.youtube.com/watch?v=MwSDi6BlfOM
https://www.youtube.com/watch?v=MwSDi6BlfOM

OO

Cardiac rehab has changed my life.
- Statement from “Joyce’s Testimony”

99

Local Impact

A community hospital in east central Florida identified issues within their cardiac rehabilitation referral process. Based on a root cause analysis,
it was determined that the referrals were not being printed. After correcting these formatting issues, referrals were received almost daily. They

also used the AHS-developed Quick Guide to Standards of Care for Chronic Disease Screening to identify referrals received with incorrect codes.
The cardiac rehab team used this to start reviewing appropriate diagnostic codes and required documentation during their hospital's quarterly
cardiology board meetings. They also used the Million Hearts® Cardiac Rehabilitation Change Package to improve socialization of their

patients. They hosted a Christmas party and Spring Fling, using both to encourage patients to discuss cardiac rehabilitation and participate in
physical activity.

The subcommittee of the Lumberton, NC PCH supported their community’'s residents by hosting health fairs and other events throughout
their county which included screening for hypertension, Hemoglobin AlC, and cholesterol. AHS support their efforts my providing “My

Meds” medication bags and patient-focused zone tools. During 2023, seven events occurred with 50% of the attendees receiving health
screenings. Eighty percent (80%) of their diabetes program participants maintained or improved their Hemoglobin AIC level. Over 1,700
residents participated in nine physical movement activities. This PCH's saw adequate control of hypertension increase among their Medicare
beneficiaries from 71.7% in September 2020 to 82.05% in December 2023.

10



CATEGORY 4 CARE COORDINATION

Overview

Hospitalizations and re-hospitalizations are costly, and sometimes avoidable, events.
They can impact the quality of life of a person and their family. AHS worked directly with
individual nursing homes and long-term care corporations to decrease preventable
emergency department visits and readmissions 30 days post hospital discharge

among nursing home residents. This work also extended into the broader healthcare
community through PCHs by implementing and spreading interventions to decrease
emergency department visits among “super utilizers” at short-term hospitals, critical
access hospitals, and inpatient psychiatric facilities, hospital utilization, and hospital
readmissions 30 days post hospital discharge.

Regional Impact

AHS created multiple affinity groups targeting nursing homes with opportunities

for improvement in emergency department visits and readmissions. Nursing home
staff resilience and addressing burnout also became topics of discussion during the
COVID-19 public health emergency. Tools that were provided to nursing homes and
PCH members during technical assistance encounters included the Hospital Decision
Guide, Nursing Home Readmission Tracking Sheet, Home Health Care Reducing
Readmissions Toolkit, and Transitions of Care: Re-ignite the Warm Handoff to Reduce
Readmissions.

Local Impact

Transitions of Care:
RE-IGNITE T

HE WARM HANDOFF

TO REDUCE READMISSIONS

Utilize a p: “warm
during every transition of care to reduce

i ication and omissions that can
result in medical errors and adverse events.

Key Information to Include for In-Person or Virtual

Warm Handoffs: Tips:

+ Medication lists and last doses given .
givenandi izations still due.

+ Goals of care and advance directives 2

+ Alliant Zone Tools

+ Readmission risks
+ To-do action list: appointments, tests, labs
+ Any special instructions

Best Practice Example:

Review Maury Regional Health System's Virtual Warm Handoff
Training on using a virtual warm handoff during transitions to 5
another level of care.

The training covers:
+ The “why" and the benefits of using a virtual warm handoff
+ Process steps for conducting virtual warm handoffs

+ Tips for videoconferencing

+ Maintaining telemedicine equipment

+ Ashort video demonstration of a hospital to skilled nursing
facility virtual warm handoff

Additional Resources

Joint Commission: 8 Tips for High-Quality Hand-Off Graphic

AHRQ Handoff Pocket Guide

1HI Person-Centered Care Self-Assessment

Alliant Zone Tools

Consider the health literacy of
each patient and care partner
participating in the handoff.
Consider using technology such

as tablets to engage care partners
who cannot be physically present,
provide a virtual introduction to
the next level of care, and promote
accountability between the
receiving and transferring nurse.
Use a standard report form. Where
appropriate, include scripted
elements.

Provide instructions for using
patient portals to access future
appointments, test results and
discharge instructions.

Include sending and receiving
clinicians and patient care partners
in the warm handoff conversation.
Also, consider including a social
worker or discharge planner who
can provide follow-up questions and
support.

For coaching and mentoring
support in re-igniting
or starting your warm
handoff initiative, contact
Melody.Brown@AlliantHealth.org.

(@N"qo) i a0 agency of i US, Depariment of
s, poicy of

s or s,

EIALLIANT

I
HEALTH SOLUTIONS
I

AHS has supported nursing homes on establishing a strong quality improvement foundation in order to effect change in quality
measures. After participating in four virtual educational events on the use of Quality Assurance Performance Improvement (QAPI)
to improve readmissions rates, an administrator of a nursing homes in Georgia followed up with AHS to assist with increasing staff

O

One thing | appreciate so much about this meeting is Alliant’s consistency. When
COVID happened, our meeting didn’t miss a beat with Alliant organizing and hosting
our virtual meetings and we have kept the virtual meetings for increased attendance

since then.

— Hillary Kaylor, Regional Ombudsman for Mecklenburg County, NC
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buy-in and selecting projects for QAPI. After meetings with the administrator, the interdisciplinary team was brought together for a QAPI
training where the process, available data sources, QAPI mini-self assessment, and the Institute for Healthcare Improvement Diagnostic Tool for
Safe Reliable Effective Care were reviewed. Following the meeting, each member of the interdisciplinary team completed the self-assessment
and the Five Component of the IHI tool to better understand where each team member identified gaps.. Following the training, buy-in and
engagement among staff increased. With assistance from AHS, the interdisciplinary team requested to work on one root cause analysis and
Plan Do Study Act (PDSA) that was identified during the first training. AHS continues to support this nursing home with direct technical

assistance.

Results of QAPI Mini Self-assessment

Performance Improvement Projects

0% 5% 10% 15% 20% 25% 30% 35% 40% 45%

7%

8. For each performance improvement project: a. We create a project charter to
provide the project team with a clear understanding of the project’s scope and
objectives.

b. We testchangeson asmall scale before implementing them broadly. For
example, we pilot changeswith one nurse, one resident, or one unit, review the
results, and decide whether to trya different testorexpand the testing. This helps
usaccurately me

c.We have a process fordocumentingwhat we have done, including highlights,

0
progress and lessonslearned. A5

d. We use data to determine if changes to systemsand processes were effective
and sustained overtime.

9. Thereis a processfor covering frontline staff to actively participate in

0/
improvement teams. 29%

m Not Started  mJust Starting mOurWay mAlmostThere mDoingGreat

12

b6

As an administrator during this climate
of change, through the pandemic and
changes with the MDS and regulatory
expectations, it is of great value to have
a QIO such as Alliant to provide support
with processes and systems review

to assist with overall compliance. Our
corporate office has great processes
and provides great training, but
sometimes hearing things from an
outside independent perspective, is
value added to what we already have.

- Keisha Ryals, Administrator

99



In the western Alabama PCH, one health system identified
high readmission rates amongst those with end-stage renal
disease. Based on their root cause analysis findings, they
requested a weight log be added to the AHS-developed
Health Failure Zone Tool to support patient education and
self-monitoring. The enhanced zone tool was inserted

into the current discharge process in November 2023 with
acute care patients. The case manager reviews the purpose
of the tool and patients are encouraged to take it with
them to their follow-up primary care appointment. Clinical
navigators in the emergency department have also been
made aware of this tool and are using it as well. The case
management team are tracking adherence via telephone
follow-up. Improvements have been seen in medication
adherence and home health visits.

ZONE TOOL | Heart Failure

Remember:
/ Keep your doctor appointments.
 Take all of your medications to each doctor’s appointment.
 Ask your doctor about getting a pneumonia vaccine.
 Geta flu shot and COVID vaccine every year.

GREEN Zone: Great Control

+ No shortness of breath
- No weight gain more than 2 pounds
(it 101

[ GREEN Zone Means | Should:

+ Continue to weight yourselfin the morning before
breakfast and write it down

- Eat foods

days) - Continue to balance activity and rest periods
+ Noswelling of your feet, ankles, legs - Continue to check to swelling in your feet, ankles,
r mamach legs and stomach
- No chest pain 4
- Continue taking all of your medications as prescribed
YELLOW Zone: Caution YELLOW Zone Means | Should: A
Call You Physiciant Contact my doctor.

-+ Weight gain of 3 poundsin1 day or a
weight gain of § pounds or more in1 Wite down my lst of symptoms that I need
week totellthe doctor about

- More swelling of your feet, ankles,legs

i Physician Contact:

* Difficuly breathing when bing down LI

eeling the need to sleep upina Doctor:.
char
+ Feeling uneasy; you know something
Bnchiioht Phone:

+ No energy or feeling more tired
- More shortness of breatl

- Dryhacking cough

- Dizziness

RED Zone: Medical Alert!

- Ahard time breathin
- Unrelieved shortness of breath while
sitting still

S)

[ RED Zone Means | Should:
+ Act Fast... Heart Failure is Serious!
+ Call 911 and request an ambulance to the
Emergency Department

Chest pain
- Confusion or can't think clearly

Zone Tool Start
11/06/2013

SEV ‘

Were Taklng Rxs Appruprlately Compliant With Diet

79% 789, 79%

53%

| I I 39%

Logging Dally weight HHC Had Visited

= Nov-23 84%
Dec-23 74% 53% 48% 53%
Jan-24 85% 79% 46% 38%
WFeb24 94% 78% 42% 79%
EmNov23 mDec-23 ®Jan-24 ®Feb-24

“The information d herein is
limited to Code of Alabama (1975) Sections 6-5-333 and 22-21-8.”

90%

41%

Medical follow-Up Visits

39%
41%
90%
44%

ial and protected from disclosure or discovery under applicable state law including but not

Patient Adherence After Zone Tool Implementation

13

Based on root cause analysis findings in one western
Alabama PCH health system, it was requested to
have a weight log added to the AHS-developed
Health Failure Zone Tool to support patient
education and self-monitoring.

Take this with you D 'I W = h L Goal/Dry
When yougoto ailly Weight Log ]
thedoctar _ et s
Sunday Monday Tuesday ‘Wednesday | Thursday Friday Saturday

Dote: Zone| pater Zone| pater Zone| pater Zone| pater Zone| pate: Zone| pate: Zonel
o o o o o
weight: O |weight ~ © |weight O |weight O |weight O |weignt O |weighe O
o o o o o o
Date: Zone| pate: Zone| pate: Zone| pate: Zone| pate: Zone| pate: Zone| pate: Zone|
o o o o o
weight O |weight O |weight O |weight O |weight O |weight O |weight O
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CATEGORY 5 COVID-19 AND INFECTION CONTROL

Overview

The COVID-19 public health emergency surfaced the need to be prepared for viral outbreaks and emergencies. These needs, among
others, became priorities for CMS and QIN-QIOs across the nation assisted with this effort. AHS utilized national resources from CMS,
CDC and local resources from state government to ensure nursing homes and PCHs had the current guidance to protect the over

9 million Medicare beneficiaries in its region. Collaboration was also important to ensure messaging was consistent and spread
rapidly, so AHS worked with each of its seven state departments of health or public health and other state teams to disseminate
information.

Emergency Preparedness Plan Status for PCHs

5.5 PCH PHEPP Status
Record Count Physical State/Province
0 50 100 150 200 250 300 350 400 450 500 Alabama
E e _ . '
% Georgia B
=
j Lousiana @
om
6 : _ " o -
I Georgia
2 Tennessee B
o
W
N Kentu‘:ky _
M
: _
[ = +
S Louisiana
2
o
2
8 ;
‘5‘:—" Tennessee ?ﬁ{
Apr 12, 2024 5:55 PM - Viewing as Natalie DeLaGuardia

Regional Impact

AHS worked with over 2,000 nursing homes to ensure 100% had a safe visitor and cohorting policy to protect nursing home
residents, staff, and families during the public health emergency. If a policy was not in place, AHS provided technical assistance in
the creation of one. AHS also reviewed the elements of 100% of its enrolled nursing homes’ emergency preparedness plans (EPP)
to ensure they sufficiently covered needed elements such as training, national public health emergencies and weather-related
disasters. PCHs received technical assistance to ensure their EPPs were also sufficient. AHS received 901 individual requests for
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additional resources and coaching support. Information was further classified into 3 subcategories
—weather-related, emergency preparedness plan and additional plan resources. Trauma-informed @
care requests were highest at 525 and additional training was developed.

Emergency Preparedness Plans (EPP)
A GUIDE TO RESOURCES AND TEMPLATES
FOR NURSING HOMES

The Department of Homeland Security (DHS) defines preparedness as a “continuous
cycle of planning, organizing, training, equipping, exercising, evaluating, and taking

Local Impact ol P BT L e I S R T

The Centers for Medicare and Medicaid Services (CMS) Emergency Preparedness

In July 2022, Eastern Kentucky residents experienced torrential rain which caused massive flooding Resuirements for Meclicare and Medlcad Partcipating Proviiersand Suppiers

stresses the importance of all organizations having a plan that addresses the four core

elements of preparedness:

and the loss of 45 lives. At the center of this tragedy was Appalachian Regional Healthcare (ARH), % Pl e Eriersh e PR

who participated in an emergency preparedness Learning and Action Network event hosted by - communieations

AHS and the IPRO HQIC in September 2023. They shared experiences and highlighted lessons

learned from this weather event. ARH shared their stories of courage, compassion and resilience Comprehensie emergency prepareanessplan (PR, Remember 1o heck Ik when euewing A1y

plans as guidance may change frequently.
as they continued to support patients, employees and the community to recover and rebuild. Tips for EPP plans:

Engage the community and/or county emergency prep: " [ nnel in loping your

Seventy-nine (79) nursing homes and over 100 individuals participated in the hour-long event. Maw
. Ensure your plan is accessible in offsite locations, such as the administrator's or director of nursing's

Feedback from facility personnel included them gaining a better understanding of planning and \ EnomliginatofiLfiyeapehasmgrgamaiifamel Sosmmnriy s monssinglnsiodld
. . . . . . include an assessment of each potential evacuation site for elopement risks as well as plans to
managing a large-scale event, leveraging relationships during such an event, and collaborating e I T e T
Include the signs and symptoms of trauma or post-traumatic stress disorder (PTSD) in clinical alert

with community partners through an extended recovery period. rograms,such o= Sop and Watch

. If utilizing contract labor, ensure the onboarding process includes plan locations and key elements.

Policies and Procedures

I

. Training and Testing

N

vehicle, in the event your facility has to be evacuated with extreme haste.

w

IS

o n

Utilize your resident and family councils to obtain input into various components of your disaster plan.
An ad hoc group of families and care partners can be corvened when a formal family council is not in
place. Patients, residents and families can provide invaluable input into many aspects of EPP plans and

In April 2020, a local physician with the county health department in Tennessee recognized that

- Identify trusted messengers in the community.

nursing homes were Strugg“ng to obtain PPE to he|p - Review prepared messaging in languages spoken in your community.

. Provide insights into preferred communication channels.

protect staff from COVID-19. He contacted AHS to et e resmptie v vl
Making facilitate conversations between the long-term care

EALLIANT

HEALTH SOLUTIONS

=

Revised 6/2024

Telecommunications Service (GETS) program.
" “Hea_;_lth E’a're community and the health department, and a task
: _ ummefrog“ eer force was created. Weekly meetings were held for the
JOIN OUR UPCOMING LIVE EDUCATIONAL EVENT! 31 nursing homes in the area and included COVID-19 data review, cohorting and visitation policy
THIS IS NOT A DRILL: planning, and PPE and testing supply availability. There was also time for meeting attendees to

Speaker: ) ) e . :
aty Responding to the July 2022 discuss barriers and mitigation strategies they were facing.
A . Eastern Kentucky Flooding

Wednesday, September 20, 2023

Appalachian Regional Healthcare Tam.-12 p.m. EST

*This event awards credits!
REGISTER HERE: SUMHARY

Last summer, residents of Eastern Kentucky experienced the
ly/3KTr6WU ‘torrential rains caused massive flooding, swept away
cars and homes and claimed 45 lives, At the center of the tragedy was
E . E Appalachian Regional Healthcare (ARH).
] Join Alliant Health Solutions and IPRO for this webinar. ARH
i will share their i \d lessons learned. You
. will also hear thelr stories of courage, compassion and resilience as they
continue to support patients, employees, and the community at large in
E recovery and rebuilding.

IN THIS SESSION ATTENDEES WILL:
L impact of

the impact of i
status on planning and managing event response and community
resiliency
Recognize the value of leveraging relationships and innovative
approaches to event management.

PARTNERSHIP FOR 3 y i i
‘COMMUNITY HEALTH through an extended recovery period.

partners

PRA Category | Creci
others may apply th

Health Sol
(ACCME)

tould claim only the credit

NURSING
HOMES

L
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CATEGORY 6 CATEGORY 6 IMMUNIZATION

Overview

Immunization rates for adults remain low although they are shown to prevent illness,
hospitalization, and even death. AHS focused on improving the assessment and
uptake of seasonal influenza and pneumococcal vaccines in long-stay nursing home
residents, as well as increasing up-to-date COVID-19 vaccination rates among nursing
home residents and staff. Also, there was a community focus of improving seasonal
influenza, pneumococcal and up-to-date COVID-19 vaccination through PCH work in

AHS’ seven state region.

EA

LLIAN
HEALTH SOLUTIONS &

Seasonal

Immunization

Campaign Calendar
2024-2025

Use this tool as a planning guide to increase both influenza and pneumococcal vaccination rates during
your 2024-2025 seasonal immunization campaign.

While influenza is often the primary focus of seasonal campaigns, this campaign is also a great
opportunity to focus on the pneumococcal vaccine as part of your overarching wellness strategy. As
you work through the calendar touchpoints, consider opportunities to impact the rates of all seasonal
and non-seasonal vaccinations.

Regional Impact
AHS implemented the Ready, Set, Go Immunization Campaign in May 2023 to
promote Influenza and Pneumococcal vaccines in nursing homes and PCHs. This

This calendar contains targeted activities with a timeline to assist your teams wnh p\anmng
implementing, and evaluating your facility's seasonal campaign. Utilize the

resource to assess current processes related
to your campaign.

campaign included a vaccination calendar that was distributed to all enrolled
participants and was supported by monthly milestone emails demonstrating how
to start a vaccination campaign. They also received individual coaching support

INITIATE THE PLANNING PROCESS AND PLAN THE CAMPAIGN

« Review and evaluate prior year campaign
results:
1. Consider if adjustments are needed to
the facility methodology for establishing

+ Assemble a seasonal vaccination campaign

team. Include representatives from all shifts, all
departments and all categories (full-time, part-
time, per diem). Consider:

vaccine quantities and supply par levels

ith foll AHS al d [ d Ikit for | i \V; i i R f to meet this year's anticipated demand. R eventlonstl (el Rocordy e
Wit ollow-up. alsO aeveloped a toolkKit for Increasi Nng vaccli nation Rates for 2. Identify and list missed opportunities and Physician i . iy
. . . . trends related to vaccination declinations RNILPN/CNA Business Office
i i i Information Technoloy
Respiratory Diseases in Nursing Homes. e N o e
encourage immunization. Malotehdned
3. Identify strategies and opportunitiesfor .+ Schedule and host a campaign team Kick-

innovation to increase immunization off meeting. Define your bold purpose for
rates for your patients/residents, the meeting. Drill down beyond the surface
employed and contracted staff and reason for your meeting. “Every time you get
volunteers in all departments. to another, deeper reason, ask why again.

« Identify key team members, including vaccine Keep asking why until you hit a belief or value”

To assist resident and family councils and other groups of older adults understand
immunizations, AHS created beneficiary-facing materials. These materials et s oeratoala e (Perier 2050
were developed to be engaging and used in a group setting while encouraging gt
conversation about the benefits of immunization.
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NURSING HOME

The graphics are very helpful! I'll share the immunization one
on our social media channels to encourage our health focus.
- Kentucky PCH Member

MMUNZATON 9
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CATEGORY 7 TRAINING

Overview
AHS supported nursing homes in establishing and sustaining infection prevention and control training programs for management
and front line staff.

Regional Impact

An assessment was created to review the current state of training in each nursing home and direct technical assistance was
provided based on assessment results. Success stories were obtained from those nursing homes with higher rates of training
completions. As of April 16, 2024, 1,796 have had at least 75% of their management and front-line staff complete infection prevention
and control training.

NURSING HOME INFECTION PREVENTION (NHIP) TRAINING IMPLEMENTATION GUIDE

SECTION 1: BUILDING YOUR NHIP TRAINING TEAM

ANHIP Training Team is comprised of key team members that play a role in reducing infections in
the nursing home. The purpose of a NHIP Training Team is to provide skill development for front-
line direct care staff and ensure the health and safety of all employees and residents. Below are
three actions to take when building a NHIP Training Team.

Nursing Home Infection T identify Key staff

9,
N
<
<
ad
—

The first step in implementing an IP training program is to build a NHIP Training Team. The team is
° o o ideally comprised of:
Prevention (NHIP) Training 1.” A Nureing Home Administrator
- - 2. An Infection Preventionist
Implementation Guide 5 A'Staff Development Coordinator
August 2023 4. An Assistant / Director of Nursing
5. Front-Line Direct Care Staff

'

\ /

N \“  Training Tip: Consider adding an additional training-related staff member who has
‘completed nursing home training on time, consistently. Having their input in the

implementation plan may be beneficial in launching the training program.

2. Determine Team Roles
The second step is to determine the roles and responsibilities for each team member. An example
of a training team roster is below:

Team Member Team Role(s)

EALLIANT

HEALTH SOLUTIONS

tions LLC. and mosi ity uaity
Nedicaid Sarvicos CMS). of e i

Solu
% M

nacessarly rofiect the offcalviews or palcy of CMS o HisS, and an

"GN QIO.TOTNH 4231 08103/25

o)
dorot
G o1 HHS, Publication No. TZSOW AHS.
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Nursing Home Administrator

Oversight of IP Training Program
Set and Monitor Training Budget

Infection Preventionist

Conducts IP Training
Evaluates Staff Competency in IP Training

Staff Development Coordinator

Coordinate Staff Training Schedule for IP Training

Director of Nursing/ Assistant

Ensure Staff Training Attendance
Maintain Training Records
Validate Training Reports

Front-Line Direct Care Staff

Share Training Feedback
Provide Barriers and Lessons Learned to Training Team







QUALITY IMPROVEMENT INITIATIVES

Overview

Quality Improvement Initiatives (Qlls) are formal activities designed to support quality improvement using proven methodologies
to achieve improvement. Beneficiary and Family-Centered Care Qlls continue to address improvement in processes focused on an
identified quality of care concern. The 12th Statement of Work established a new type of Qll, the targeted response Qll, designed to
be in rapid response to a CMS-identified priority. In 2020, targeted response (TR) Qlls began to improve infection prevention and
control practices to prevent COVID-19 outbreaks and COVID-19 vaccination uptake among nursing home residents. The process
underwent a process improvement, incorporating behavioral science to decrease the number of refusals received from nursing
homes.

Regional Impact

By the BFCC Qlls referrals
Numbers received since 2019

4 Z'I COVID-19 Outbreak TR-QII 4 132 COVID-19 Vaccine TR-QII
referrals received since 2020 ? referrals received since 2022

As the TR-QII process evolved due to the number

of referrals received, a need to track and monitor gE'AIM KPI - DCO Examples

data regarding technical assistance and tasks that omain

staff perform, tools being shared and adopted, and Reach Percentage of COVID-19 Vaccine TR-QIl referred facilities

. P ) eac :

link to activities and outcomes was essential. The engaged with AHS

AH,S opgratlons ar?q gnalytlc e ESEDERE e . Average up-to-date COVID-19 vaccination rate percentage in-
to identify key activities. The RE-AIM framework Effectiveness crease

to organize key performance indicators (KPI) was

used and data sources, frequency, and reporting Adoption Adoption percentage by COVID-19 vaccination tool
methods were established. As a result, an increase

in the average up-to-date COVID-19 vaccination Implementation | Percentage of COVID-19 vaccination tools shared by tool type
rate was greater among QIl “COVID-19 Vaccine TR-

Qll-referred nursing homes that tools compared to Imblementation | Percentage of standardized tasks conducted during encounters
nursing homes that did not received any tool. plementation 1 \ith referred facilities
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HEALTH EQUITY

Regional Impact

AHS created and launched an interactive map displaying four (4) Social Determinants of Health (SDOH) variables and one composite
score. The data came from accredited publicly available data sources. This tool allows PCH members to see a clear picture of where
the greatest disparities lie and can help inform priority SDOH needs for their patients.

Social Determinants of Health (SDOH) Composite Score Map

\§u
Q\

\\Qp
©

=
A3

St. Louis
Q

Haoosier
National
Forest

Charleston
o

Evansville
Q

Greenville
o

Culturally and Linguistically Appropriate Services, or CLAS. AHS e
developed a CLAS self-assessment tool for PCH members to evaluate
their current state, resulting in 85 unique CLAS assessments
completed by facilities. As a follow-up to the assessment, CLAS
implementation PDSAs with identified action steps were developed
to help guide PCH members through the improvement process.
Evidence-based recommmendations for which CLAS actions steps
each PCH member should implement were shared.

Hoalth Literacy with . s
s

Health literacy was another focus through the implementation of ‘ Health Literacy
\ (i o
| -]

Iris Feinberg, PhD, CHES

einberg, PhD, CHES
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BENEFICIARY & FAMILY ADVISORY COUNCIL

Overview

Vision: Beneficiary and family advisors represent the collective voice of all Medicare beneficiaries and their families and provide their
perspective and experience to improve health and healthcare for Medicare beneficiaries through quality improvement efforts in
Alabama, Florida, Georgia, Louisiana, Kentucky, North Carolina, and Tennessee.

The Alliant Health Solutions Beneficiary & Family Advisory Council (BFAC) was chartered in August of 2015 after participation in a
national training program funded in 2014 by CMS. This learning initiative directed each Quality Improvement Organization (QIO) to
establish a process to include the input of beneficiaries and families in the CMS aims for improvement.

Alliant originally set up this council as an advisory board comprised of Medicare beneficiaries and family members from Georgia and
North Carolina. In 2019, Alliant’'s QIO contract expanded to seven southeastern states (Alabama, Florida, Georgia, Louisiana, Kentucky,
North Carolina, and Tennessee) and additional council members were recruited to ensure that each state was represented.

The monthly meeting focus of the BFAC is to drive the spread of successful interventions across the Alliant region and ensure broad
collaboration on engagement and communication. Alliant staff provide guidance, oversight, and support for the BFAC. BFAC
leadership and governance is accomplished by the officers who serve for a minimum of one year, with the option of renewing their
role. This includes a chair, co-chair, historian, secretary and timekeeper. Alliant provides an organizational liaison to assist with
virtual meeting facilitation and the recruitment and orientation of new members.

The BFAC maintains monthly meeting agendas, minutes, and participation records. Suggestions for the BFAC agenda may
originate from anyone seeking the feedback of this council. The QIO leadership presents ideas, share opportunities for project

workgroups, and solicit feedback on

any materials developed to support

the healthcare education needs for the
beneficiaries. BFAC members complete an
annual evaluation for process improvement
in April of each year.
During the 12th
Statement of Work,
46 resources were
reviewed by the BFAC
members. They have
also participated in
AHS's beneficiary-
facing resources such as “A Smoking
Cessation Story-Meet Peg.”

EALLIANT

Melogy Brown

EMIANT

§-\lll\l\l

JEnnifer Massey

]
@
S
Charlotte Ingram, QQ‘\ ¥ Jen Hurl
£

Leighann Sauls
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https://youtu.be/rgqSfDJAdgk?si=nBf4ZSw96mmMVbV-
https://youtu.be/rgqSfDJAdgk?si=nBf4ZSw96mmMVbV-




RESOURCE LIST

Category 1 Category 7

Naloxone Saves Lives Nursing Home Infection Prevention (NHIP) Training
Alternative Therapies and Non-Opioid Medications Implementation Guide

Medication Storage Tip Sheet

Medication Disposal Tip Sheet Beneficiary & Family Advisory Council

Do's and Don'’ts of Pain Medicines A Smoking Cessation Story-Meet Peg

Category 2 Health Equity

Anticoagulant Nursing Home Adverse Drug Event Checklist Bite-Sized Learning: CLAS 101

Nursing Home Diabetes ADE Checklist Bite-Sized Learning: CLAS Implementation

Opioid Nursing Home Adverse Drug Event Checklist Health Literacy with Dr. Iris Feinberg, PhD, CHES

Bite-Sized Learning: Using Teach-Back

Category 3

Overview Statement

Joyce's Testimony

Quick Guide to Standards of Care for Chronic Disease Screening
Million Hearts® Cardiac Rehab Change Package

Category 4

Heart Failure Zone Tool with weight log

QAPI Mini Self-Assessment

IHI Diagnostic Tool for Safe Reliable Effective Care
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Category 5
Emergency Preparedness Plans (EPP): A Guide to Resources and
Templates for Nursing Homes

Category 6

Seasonal Immunization Campaign Calendar: “Ready. Set. Go.”

Immunization Jeopardy

Immunization Jeopardy Facilitator’'s Guide

Toolkit for Increasing Vaccination Rates for Respiratory Diseases in Nursing Home

27



https://quality.allianthealth.org/wp-content/uploads/2022/09/AHS-QIN-QIO-Naloxone-Saves-Lives_508.pdf
https://quality.allianthealth.org/media_library/aches-and-pains-non-opioid-options/
https://quality.allianthealth.org/wp-content/uploads/2022/04/Medication-Storage-Tip-Sheet-FINAL_508.pdf
https://quality.allianthealth.org/wp-content/uploads/2022/04/Medication-Disposal-Tip-Sheet-FINAL_508.pdf
https://quality.allianthealth.org/wp-content/uploads/2022/08/NQIIC-Dos-and-Donts-of-Pain-Medicine_508.pdf
https://quality.allianthealth.org/media_library/nursing-home-anticoagulant-ade-checklist/
https://quality.allianthealth.org/media_library/nursing-home-diabetes-ade-checklist/
https://quality.allianthealth.org/media_library/opioid-nursing-home-adverse-drug-event-checklist/
https://www.cdc.gov/chronicdisease/index.htm
https://www.youtube.com/watch?v=MwSDi6BlfOM
https://quality.allianthealth.org/media_library/quick-guide-to-standards-of-care-for-chronic-disease-screening/
https://millionhearts.hhs.gov/tools-protocols/action-guides/cardiac-change-package/index.html
https://quality.allianthealth.org/media_library/zone-tool-heart-failure-with-weight-log/
https://quality.allianthealth.org/media_library/quality-assurance-performance-improvement-qapi-mini-self-assessment/
https://www.ihi.org/resources/white-papers/framework-safe-reliable-and-effective-care
https://quality.allianthealth.org/media_library/emergency-preparedness-plans-epp-a-guide-to-resources-and-templates-for-nursing-homes/
https://quality.allianthealth.org/media_library/emergency-preparedness-plans-epp-a-guide-to-resources-and-templates-for-nursing-homes/
https://quality.allianthealth.org/media_library/seasonal-immunization-campaign-2024-2025/
https://quality.allianthealth.org/media_library/immunization-jeopardy/
https://quality.allianthealth.org/media_library/immunization-jeopardy/
https://quality.allianthealth.org/media_library/immunization-jeopardy-facilitator-guide/
https://quality.allianthealth.org/media_library/immunization-jeopardy-facilitator-guide/ 
https://quality.allianthealth.org/media_library/increasing-influenza-vaccination-rates-in-nursing-homes/
https://quality.allianthealth.org/media_library/nhip-training-implementation-guide/
https://quality.allianthealth.org/media_library/nhip-training-implementation-guide/
https://youtu.be/rgqSfDJAdgk?si=nBf4ZSw96mmMVbV-
https://youtu.be/hf4meBotqHE?si=i08TYMzGAkIpeGDE
https://youtu.be/Rbc5Cxqc9L4?si=GXsFH8-BRHSSQtbN
https://youtu.be/QClPKsH1MAM?si=TMgAtU8fNbEkOX5v
https://youtu.be/QUY1GxbU0E4?si=EMmG4HppQIR8Zxke
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Quality Improvement Organizations

H EALTH SOLUT] ON S CENTERS FOR MEDICARE & MEDICAID SERVICES

iQUALITY IMPROVEMENT & INNOVATION GROUP

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-TO1-PCH-5812-05/29/24
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	Overview
	Overview
	Overview

	Alliant Health Solutions (AHS) is the Centers for Medicare & Medicaid Services (CMS) Quality Innovation Network-Quality Improvement 
	Alliant Health Solutions (AHS) is the Centers for Medicare & Medicaid Services (CMS) Quality Innovation Network-Quality Improvement 
	Organization (QIN-QIO) for Alabama, Florida, Georgia, Kentucky, Louisiana, North Carolina, and Tennessee.  AHS provides direct technical 
	assistance and support to over 2000 nursing homes through its long-term care nursing home work and 88 communities impacting 9,755,541 
	Medicare Fee-for-Service (FFS) beneficiaries through Partnerships for Community Health (PCH).
	 
	  

	The 12th Statement of Work, which began in November 2019, has evolved over the past four years in response to the COVID-19 public health 
	The 12th Statement of Work, which began in November 2019, has evolved over the past four years in response to the COVID-19 public health 
	emergency and emerging priorities in the healthcare landscape.  CMS has charged the QIN-QIOs across the nation to support nursing homes 
	and PCHs in the following categories:

	·.
	·.
	·.
	·.

	Opioid Utilization and Misuse 
	Opioid Utilization and Misuse 


	·.
	·.
	·.

	Patient Safety
	Patient Safety


	·.
	·.
	·.

	Chronic Disease Management
	Chronic Disease Management


	·.
	·.
	·.

	Care Coordination
	Care Coordination


	·.
	·.
	·.

	COVID-19 and Infection Control
	COVID-19 and Infection Control


	·.
	·.
	·.

	Immunizations
	Immunizations


	·.
	·.
	·.

	Training
	Training
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	Kentucky

	Tennessee
	Tennessee

	North Carolina
	North Carolina

	Georgia
	Georgia

	Alabama
	Alabama

	Louisiana
	Louisiana

	Florida
	Florida



	AHS utilizes a data driven approach to identify providers 
	AHS utilizes a data driven approach to identify providers 
	AHS utilizes a data driven approach to identify providers 
	and PCHs with opportunities for improvement. Quality 
	improvement methodologies and behavioral science 
	to encourage the implementation of evidence-based 
	interventions and best practices to drive improvement 
	on the local level.  Virtual educational events are 
	also developed and facilitated by AHS to bring on-
	demand learning that provides continuing education 
	units directly to providers and community-based 
	organizations who are implementing the work in the 
	local area. 
	 
	 

	AHS provided an overall cost savings of $11.7 million 
	AHS provided an overall cost savings of $11.7 million 
	to CMS from June 2022 to August 2023 across work 
	in opioid misuse, chronic disease management, care 
	coordination, and immunization.


	Alliant QIN-QIO Region
	Alliant QIN-QIO Region
	Alliant QIN-QIO Region


	Sect
	Figure

	OPIOID UTILIZATION AND MISUSE
	OPIOID UTILIZATION AND MISUSE
	OPIOID UTILIZATION AND MISUSE


	CATEGORY 1 OPIOID UTILIZATION AND MISUSE
	CATEGORY 1 OPIOID UTILIZATION AND MISUSE
	CATEGORY 1 OPIOID UTILIZATION AND MISUSE
	 

	 
	 
	Overview

	In an effort to reduce opioid misuse, AHS partnered with nursing homes and PCHs 
	In an effort to reduce opioid misuse, AHS partnered with nursing homes and PCHs 
	to reduce opioid-related adverse drug events (ADEs) and implement opioid best 
	practices. Early in the 12th SOW, AHS provided naloxone training educational events 
	in each of its seven states.  This included discussing the opioid overdose crisis with 
	special considerations amid the COVID-19 pandemic, understanding opioid overdose 
	prevention strategies, recognizing the signs and symptoms of an opioid overdose, 
	providing instructions on administering naloxone pre-packaged nasal spray, guidance 
	on where to obtain naloxone for community use at no cost, and understanding specific 
	state laws regarding acquiring and administering naloxone.
	 

	AHS also created opioid specific resources for PCHs including the 
	AHS also created opioid specific resources for PCHs including the 
	Naloxone Saves Lives
	Naloxone Saves Lives

	, 
	Alternative Therapies and Non-Opioid Medications
	Alternative Therapies and Non-Opioid Medications

	, 
	Medication Storage Tip Sheet
	Medication Storage Tip Sheet

	, and 
	the 
	Medication Disposal Tip Sheet
	Medication Disposal Tip Sheet

	 which were distributed at statewide and local PCH 
	meetings.

	Regional Impact
	Regional Impact

	AHS saw improvement across all Category 1 measures to decrease opioid utilization 
	AHS saw improvement across all Category 1 measures to decrease opioid utilization 
	and misuse. Opioid ADEs, including deaths, for high-risk nursing home residents 
	were decreased from 19.18 per 100,000 Medicare FFS nursing home resident days in 
	September 2020 to 14.86 per 100,000 Medicare FFS nursing home resident days in 
	November 2023.

	 
	 
	Improvement in Opioid Adverse Drug Events in Alliant Region

	 
	 
	 

	AHS provided direct technical assistance to 88 PCHs on opioid best practice implementation.  As a result, 100% of the PCHs have implemented 
	AHS provided direct technical assistance to 88 PCHs on opioid best practice implementation.  As a result, 100% of the PCHs have implemented 
	at least one best practice, and about 72% have implemented all four best practices.

	Local Impact
	Local Impact

	In the Rocky Mount, NC PCH, AHS supported the Substance Use Education Series in Edgecombe County, NC by 
	In the Rocky Mount, NC PCH, AHS supported the Substance Use Education Series in Edgecombe County, NC by 
	supplying the Do’s and Don’ts of Pain Medicines, Medication Storage Tip Sheets and Medication Bags. This was a three-
	part series that included General Prevention Theory, EMS Narcan Administration Training, and Recovery Messaging 
	Training & Personal Narratives. Additionally, Edgecombe County has used opioid settlement funds to support the 
	Edgecombe County Community Paramedicine (CP) Program. This program, which started in June 2023, provides 
	mobile Medication Assisted Therapy (MAT) induction, naloxone distribution and training, mobile syringe exchange, 
	referrals to treatment, and screening for Social Determinants of Health (SDOH) and connections to resources. From 
	September 2023-February 2024, this program initiated 40 MAT inductions. From June 2023-February 2024, this 
	program had 332 CP visits. 
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	WHY PROPER STORAGE MATTERS  • Keep medications safe and working properly• Prevent taking the medication incorrectly• Stop medications from getting into the wrong hands HOW TO STORE YOUR MEDICATIONS• Follow all specific instructions for each medication• Keep in a cool, dry place (Do NOT store in the bathroom)• Place away from light, heat, humidity, and air• Store your medication in its original container• Use childproof caps (unless non-safety caps are needed)• Keep out of reach of children• Do not allow oth
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	In Louisiana, PCHs collaborated across the state to make an impact on opioid ADEs. In December 2021, the relative improvement rate from 
	In Louisiana, PCHs collaborated across the state to make an impact on opioid ADEs. In December 2021, the relative improvement rate from 
	In Louisiana, PCHs collaborated across the state to make an impact on opioid ADEs. In December 2021, the relative improvement rate from 
	baseline of opioid ADEs was 4.3%. One of the human services authorities partnered with AHS to provide statewide naloxone administration 
	training.  After the training, resources were disseminated to all PCH members across the state, and the topic of opioids continued to be 
	discussed during the PCH meetings. As a result of community partnership efforts, the relative improvement increased to 14.79% in November 
	2023 which translates to a reduction in opioid ADEs.


	CATEGORY 2 PATIENT SAFETY
	CATEGORY 2 PATIENT SAFETY
	CATEGORY 2 PATIENT SAFETY
	 

	Overview
	Overview

	Patient safety in long term care has come to the forefront after the start of the COVID-19 public health emergency.  Emphasis on 
	Patient safety in long term care has come to the forefront after the start of the COVID-19 public health emergency.  Emphasis on 
	infection control, prevention and mandatory reporting has allowed AHS to do what it does best - meet providers where they are and 
	support them in their quality improvement journey.  AHS worked directly with nursing homes to decrease hospitalizations due to 
	Clostridioides Difficile
	 (CDI) and facility acquired infections and decrease ADEs.

	Regional Impact
	Regional Impact

	After providing CDI direct technical assistance and resources, AHS has seen 
	After providing CDI direct technical assistance and resources, AHS has seen 
	improvements in hospitalizations.  Resources were not only targeted to front line 
	staff, but also residents and families to raise awareness of the importance of hand 
	hygiene to prevent CDI.  Across the QIN-QIO region, the rate of hospitalizations 
	due to CDI in long and short-stay residents decreased from 105.69 per 10,000,000 
	Medicare FFS residents in September 2020 to 71.52 per 10,000,000 Medicare FFS 
	residents in October 2023.

	AHS provided 406 instances of direct technical assistance for improvements in 
	AHS provided 406 instances of direct technical assistance for improvements in 
	ADEs to 231 nursing homes identified through a data review from November 2022 
	through March 2024. AHS created tools to support direct technical assistance 
	including ADE Nursing Home Checklists for Anticoagulants, Diabetes, and Opioids. 
	The checklists provided nursing home guidance on risk factors, signs and symptoms, 
	clinical interventions, and probing questions when navigating ADEs. Technical 
	assistance included meeting with the ADE subject matter expert, performing 
	root cause analysis and utilizing the PDSA method. AHS also shared resources to 
	educate nursing home staff on high-risk medications and ADE resources for patient 
	and family education.  In addition to technical assistance, AHS provided 35 ADE 
	and medication safety live educational events from June 2020 through November 
	2023. Topics included opioid, anticoagulant and diabetes ADEs, as well as general 
	medication reconciliation and safety. A total of 1,335 nursing homes attended these 
	events in addition to numerous community partners.
	 

	 
	 
	Local Impact

	In September 2023, the patient safety team was contacted by an Infection Preventionist (IP) at a nursing home facility in Georgia. 
	In September 2023, the patient safety team was contacted by an Infection Preventionist (IP) at a nursing home facility in Georgia. 
	The IP had previously worked with AHS to control a COVID-19 facility outbreak a few months earlier in which she “found [Alliant 
	Health Solutions] to be an excellent resource of useful information.” Based on this experience, the IP reached out to AHS again to 
	inquire about reference tools to educate staff on the appropriate steps for routine environmental cleaning and disinfection.  The 
	patient safety team promptly responded with the necessary information to provide timely education and hard copies of resources 
	to support her facility IPC program. Following her receipt of the information and resources, the IP responded, “Thank you for your fast 
	and resourceful assistance. I must say every interaction with Alliant has been top notch. Five stars in my book.”

	AHC Mt. Juliet in Tennessee received direct technical assistance from AHS related to opportunities for improvement in infection 
	AHC Mt. Juliet in Tennessee received direct technical assistance from AHS related to opportunities for improvement in infection 
	prevention and control.  A root cause analysis was conducted which identified a gap in knowledge in infection prevention practices 
	among staff members, including the use and application of standard and transmission-based precautions and personal protective 
	equipment (PPE) use.  The facility received coaching from AHS over the course of several meetings, showing steady and sustained 
	improvements in infection-related hospitalizations among residents, with a relative improvement rate of 64.57%.

	Improvement in Infection-related Hospitalizations in AHC Mt. Juliet, Tennessee
	Improvement in Infection-related Hospitalizations in AHC Mt. Juliet, Tennessee
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	Thank you for your fast and resourceful assistance. I must say every interaction with 
	Thank you for your fast and resourceful assistance. I must say every interaction with 
	Thank you for your fast and resourceful assistance. I must say every interaction with 
	Thank you for your fast and resourceful assistance. I must say every interaction with 
	Alliant has been top notch. Five stars in my book.

	   
	   
	– 
	Nursing home Infection Preventionist (IP) - Georgia



	CATEGORY 3 CHRONIC DISEASE SELF-MANAGEMENT
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	Overview
	Overview

	According to the Centers for Disease Control and Prevention, 6 in 10 Americans live with at least one chronic disease.
	According to the Centers for Disease Control and Prevention, 6 in 10 Americans live with at least one chronic disease.
	1 
	In order 
	to support clinicians and other providers, AHS utilized federal programs such as the Million Hearts
	®
	 Initiative and the Diabetes 
	Prevention Program to augment its local strategy to make improvements in adequately controlled blood pressure, participation 
	in cardiac rehabilitation, diabetes incidence, and chronic kidney disease (CKD) screening, diagnosis, and management among 
	Medicare beneficiaries. AHS has partnered with local initiatives, such as the Atlanta Hypertension Initiative, to support local clinicians 
	to support implementation of evidence-based guidelines and community-based organizations increase awareness of chronic 
	disease self-management.
	 

	Regional Impact
	Regional Impact

	 
	 
	Increasing participation in cardiac rehabilitation was a focus of AHS during the 12th Statement of Work. The strategy included the 
	following:
	 

	•
	•
	 Direct technical assistance to clinicians who refer to cardiac rehabilitation programs

	•
	•
	 Direct technical assistance to cardiac rehabilitation programs

	•
	•
	 Beneficiary awareness campaign on the benefits of cardiac rehabilitation participation 

	•
	•
	 Active participation in the Million Hearts initiative and a member 
	of the Workplace collaborative in improving cardiac rehab 
	participation. 

	AHS used the Million Hearts
	AHS used the Million Hearts
	®
	 Cardiac Rehabilitation Change Package 
	to support clinicians implement systems and strategies to improve 
	the care of patients eligible for cardiac rehabilitation. Patient 
	awareness of benefits of cardiac rehabilitation was identified as a 
	barrier to improving rates of participation in cardiac rehabilitation, 
	so AHS developed many patient educational tools including 
	“Joyce’s 
	“Joyce’s 
	Testimony”

	, a testimonial from one of Alliant’s Beneficiary and Family 
	Advisory Council members. It has more than 1,000 views on 
	YouTube
	YouTube

	.

	Local Impact
	Local Impact

	A community hospital in east central Florida identified issues within their cardiac rehabilitation referral process. Based on a root cause analysis, 
	A community hospital in east central Florida identified issues within their cardiac rehabilitation referral process. Based on a root cause analysis, 
	it was determined that the referrals were not being printed.  After correcting these formatting issues, referrals were received almost daily. They 
	also used the AHS-developed Quick Guide to Standards of Care for Chronic Disease Screening to identify referrals received with incorrect codes.  
	The cardiac rehab team used this to start reviewing appropriate diagnostic codes and required documentation during their hospital’s quarterly 
	cardiology board meetings.  They also used the Million Hearts® Cardiac Rehabilitation Change Package to improve socialization of their 
	patients.  They hosted a Christmas party and  Spring Fling, using both to encourage patients to discuss cardiac rehabilitation and participate in 
	physical activity.

	The subcommittee of the Lumberton, NC PCH supported their community’s residents by hosting health fairs and other events throughout 
	The subcommittee of the Lumberton, NC PCH supported their community’s residents by hosting health fairs and other events throughout 
	their county which included screening for hypertension, Hemoglobin A1C, and cholesterol. AHS support their efforts my providing “My 
	Meds” medication bags and patient-focused zone tools. During 2023, seven events occurred with 50% of the attendees receiving health 
	screenings. Eighty percent (80%) of their diabetes program participants maintained or improved their Hemoglobin A1C level. Over 1,700 
	residents participated in nine physical movement activities. This PCH’s saw adequate control of hypertension increase among their Medicare 
	beneficiaries from 71.7% in September 2020 to 82.05% in December 2023.
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	Improvement of adequately controlled blood pressure increased from 69.10% in September 2020 to 74.97% in December 2023 among Medicare beneficiaries in the 88 PCHs in the QIN-QIO region.
	Improvement of adequately controlled blood pressure increased from 69.10% in September 2020 to 74.97% in December 2023 among Medicare beneficiaries in the 88 PCHs in the QIN-QIO region.
	Improvement of adequately controlled blood pressure increased from 69.10% in September 2020 to 74.97% in December 2023 among Medicare beneficiaries in the 88 PCHs in the QIN-QIO region.
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	Cardiac rehab has changed my life.
	Cardiac rehab has changed my life.
	Cardiac rehab has changed my life.
	Cardiac rehab has changed my life.

	       
	       
	– 
	Statement from “Joyce’s Testimony”
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	CATEGORY 4 CARE COORDINATION
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	CATEGORY 4 CARE COORDINATION
	 

	Overview
	Overview

	Hospitalizations and re-hospitalizations are costly, and sometimes avoidable, events.  
	Hospitalizations and re-hospitalizations are costly, and sometimes avoidable, events.  
	They can impact the quality of life of a person and their family. AHS worked directly with 
	individual nursing homes and long-term care corporations to decrease preventable 
	emergency department visits and readmissions 30 days post hospital discharge 
	among nursing home residents.  This work also extended into the broader healthcare 
	community through PCHs by implementing and spreading interventions to decrease 
	emergency department visits among “super utilizers” at short-term hospitals, critical 
	access hospitals, and inpatient psychiatric facilities, hospital utilization, and hospital 
	readmissions 30 days post hospital discharge.

	Regional Impact
	Regional Impact

	AHS created multiple affinity groups targeting nursing homes with opportunities 
	AHS created multiple affinity groups targeting nursing homes with opportunities 
	for improvement in emergency department visits and readmissions.  Nursing home 
	staff resilience and addressing burnout also became topics of discussion during the 
	COVID-19 public health emergency.  Tools that were provided to nursing homes and 
	PCH members during technical assistance encounters included the Hospital Decision 
	Guide, Nursing Home Readmission Tracking Sheet, Home Health Care Reducing 
	Readmissions Toolkit, and Transitions of Care: Re-ignite the Warm Handoff to Reduce 
	Readmissions.

	Local Impact
	Local Impact

	AHS has supported nursing homes on establishing a strong quality improvement foundation in order to effect change in quality 
	AHS has supported nursing homes on establishing a strong quality improvement foundation in order to effect change in quality 
	measures. After participating in four virtual educational events on the use of Quality Assurance Performance Improvement (QAPI) 
	to improve readmissions rates, an administrator of a nursing homes in Georgia followed up with AHS to assist with increasing staff 
	buy-in and selecting projects for QAPI.  After meetings with the administrator, the interdisciplinary team was brought together for a QAPI 
	training where the process, available data sources, QAPI mini-self assessment, and the Institute for Healthcare Improvement Diagnostic Tool for 
	Safe Reliable Effective Care were reviewed.  Following the meeting, each member of the interdisciplinary team completed the self-assessment 
	and the Five Component of the IHI tool to better understand where each team member identified gaps.. Following the training, buy-in and 
	engagement among staff increased.  With assistance from AHS, the interdisciplinary team requested to work on one root cause analysis and 
	Plan Do Study Act (PDSA) that was identified during the first training.  AHS continues to support this nursing home with direct technical 
	assistance. 

	 
	 
	Results of QAPI Mini Self-assessment 


	Figure
	One thing I appreciate so much about this meeting is Alliant’s consistency. When 
	One thing I appreciate so much about this meeting is Alliant’s consistency. When 
	One thing I appreciate so much about this meeting is Alliant’s consistency. When 
	One thing I appreciate so much about this meeting is Alliant’s consistency. When 
	COVID happened, our meeting didn’t miss a beat with Alliant organizing and hosting 
	our virtual meetings and we have kept the virtual meetings for increased attendance 
	since then.

	  
	  
	– Hillary Kaylor, Regional Ombudsman for Mecklenburg County, NC
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	As an administrator during this climate 
	As an administrator during this climate 
	As an administrator during this climate 
	of change, through the pandemic and 
	changes with the MDS and regulatory 
	expectations, it is of great value to have 
	a QIO such as Alliant to provide support 
	with processes and systems review 
	to assist with overall compliance. Our 
	corporate office has great processes 
	and provides great training, but 
	sometimes hearing things from an 
	outside independent perspective, is 
	value added to what we already have.

	      
	      
	 
	– Keisha Ryals, Administrator


	In the western Alabama PCH, one health system identified 
	In the western Alabama PCH, one health system identified 
	In the western Alabama PCH, one health system identified 
	high readmission rates amongst those with end-stage renal 
	disease. Based on their root cause analysis findings, they 
	requested a weight log be added to the AHS-developed 
	Health Failure Zone Tool to support patient education and 
	self-monitoring.  The enhanced zone tool was inserted 
	into the current discharge process in November 2023 with 
	acute care patients. The case manager reviews the purpose 
	of the tool and patients are encouraged to take it with 
	them to their follow-up primary care appointment. Clinical 
	navigators in the emergency department have also been 
	made aware of this tool and are using it as well. The case 
	management team are tracking adherence via telephone 
	follow-up.  Improvements have been seen in medication 
	adherence and home health visits.


	Figure
	Based on root cause analysis findings in one western 
	Based on root cause analysis findings in one western 
	Based on root cause analysis findings in one western 
	Alabama PCH health system, it was requested to 
	have a weight log added to the AHS-developed 
	Health Failure Zone Tool to support patient 
	education and self-monitoring.
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	“The information contained herein is confidential and protected from disclosure or discovery under applicable state law including but not 
	limited to Code of Alabama (1975) Sections 6-5-333 and 22-21-8.”




	Patient Adherence After Zone Tool Implementation
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	Patient Adherence After Zone Tool Implementation
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	COVID-19 AND INFECTION CONTROL
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	CATEGORY 5 COVID-19 AND INFECTION CONTROL
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	Overview
	Overview

	The COVID-19 public health emergency surfaced the need to be prepared for viral outbreaks and emergencies. These needs, among 
	The COVID-19 public health emergency surfaced the need to be prepared for viral outbreaks and emergencies. These needs, among 
	others, became priorities for CMS and QIN-QIOs across the nation assisted with this effort. AHS utilized national resources from CMS, 
	CDC and local resources from state government to ensure nursing homes and PCHs had the current guidance to protect the over 
	9 million Medicare beneficiaries in its region.  Collaboration was also important to ensure messaging was consistent and spread 
	rapidly, so AHS worked with each of its seven state departments of health or public health and other state teams to disseminate 
	information.

	Emergency Preparedness Plan Status for PCHs
	Emergency Preparedness Plan Status for PCHs

	 
	 

	Regional Impact
	Regional Impact

	AHS worked with over 2,000 nursing homes to ensure 100% had a safe visitor and cohorting policy to protect nursing home 
	AHS worked with over 2,000 nursing homes to ensure 100% had a safe visitor and cohorting policy to protect nursing home 
	residents, staff, and families during the public health emergency.  If a policy was not in place, AHS provided technical assistance in 
	the creation of one.  AHS also reviewed the elements of 100% of its enrolled nursing homes’ emergency preparedness plans (EPP) 
	to ensure they sufficiently covered needed elements such as training, national public health emergencies and weather-related 
	disasters. PCHs received technical assistance to ensure their EPPs were also sufficient. AHS received 901 individual requests for 
	additional resources and coaching support.  Information was further classified into 3 subcategories 
	– weather-related, emergency preparedness plan and additional plan resources. Trauma-informed 
	care requests were highest at 525 and additional training was developed.

	Local Impact
	Local Impact

	In July 2022, Eastern Kentucky residents experienced torrential rain which caused massive flooding 
	In July 2022, Eastern Kentucky residents experienced torrential rain which caused massive flooding 
	and the loss of 45 lives.  At the center of this tragedy was Appalachian Regional Healthcare (ARH), 
	who participated in an emergency preparedness Learning and Action Network event hosted by 
	AHS and the IPRO HQIC in September 2023. They shared experiences and highlighted lessons 
	learned from this weather event. ARH shared their stories of courage, compassion and resilience 
	as they continued to support patients, employees and the community to recover and rebuild.  
	Seventy-nine (79) nursing homes and over 100 individuals participated in the hour-long event.  
	Feedback from facility personnel included them gaining a better understanding of planning and 
	managing a large-scale event, leveraging relationships during such an event, and collaborating 
	with community partners through an extended recovery period.

	  
	  

	In April 2020, a local physician with the county health department in Tennessee recognized that 
	In April 2020, a local physician with the county health department in Tennessee recognized that 
	nursing homes were struggling to obtain PPE to help 
	protect staff from COVID-19.  He contacted AHS to 
	facilitate conversations between the long-term care 
	community and the health department, and a task 
	force was created.  Weekly meetings were held for the 
	31 nursing homes in the area and included COVID-19 data review, cohorting and visitation policy 
	planning, and PPE and testing supply availability. There was also time for meeting attendees to 
	discuss barriers and mitigation strategies they were facing.
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	CATEGORY 6 CATEGORY 6 IMMUNIZATION
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	Overview
	Overview

	Immunization rates for adults remain low although they are shown to prevent illness, 
	Immunization rates for adults remain low although they are shown to prevent illness, 
	hospitalization, and even death.  AHS focused on improving the assessment and 
	uptake of seasonal influenza and pneumococcal vaccines in long-stay nursing home 
	residents, as well as increasing up-to-date COVID-19 vaccination rates among nursing 
	home residents and staff.  Also, there was a community focus of improving seasonal 
	influenza, pneumococcal and up-to-date COVID-19 vaccination through PCH work in 
	AHS’ seven state region.
	 
	 

	Regional Impact
	Regional Impact

	AHS implemented the Ready, Set, Go Immunization Campaign in May 2023 to 
	AHS implemented the Ready, Set, Go Immunization Campaign in May 2023 to 
	promote Influenza and Pneumococcal vaccines in nursing homes and PCHs.  This 
	campaign included a vaccination calendar that was distributed to all enrolled 
	participants and was supported by monthly milestone emails demonstrating how 
	to start a vaccination campaign.  They also received individual coaching support 
	with follow-up.  AHS also developed a toolkit for Increasing Vaccination Rates for 
	Respiratory Diseases in Nursing Homes.
	 

	To assist resident and family councils and other groups of older adults understand 
	To assist resident and family councils and other groups of older adults understand 
	immunizations, AHS created beneficiary-facing materials.  These materials 
	were developed to be engaging and used in a group setting while encouraging 
	conversation about the benefits of immunization.  
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	The graphics are very helpful!  I’ll share the immunization one 
	The graphics are very helpful!  I’ll share the immunization one 
	The graphics are very helpful!  I’ll share the immunization one 
	The graphics are very helpful!  I’ll share the immunization one 
	on our social media channels to encourage our health focus.

	     
	     
	– Kentucky PCH Member
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	Overview
	Overview

	AHS supported nursing homes in establishing and sustaining infection prevention and control training programs for management 
	AHS supported nursing homes in establishing and sustaining infection prevention and control training programs for management 
	and front line staff.

	Regional Impact
	Regional Impact

	An assessment was created to review the current state of training in each nursing home and direct technical assistance was 
	An assessment was created to review the current state of training in each nursing home and direct technical assistance was 
	provided based on assessment results.  Success stories were obtained from those nursing homes with higher rates of training 
	completions. As of April 16, 2024, 1,796 have had at least 75% of their management and front-line staff complete infection prevention 
	and control training.
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	Quality Improvement Initiatives (QIIs) are formal activities designed to support quality improvement using proven methodologies 
	Quality Improvement Initiatives (QIIs) are formal activities designed to support quality improvement using proven methodologies 
	to achieve improvement.  Beneficiary and Family-Centered Care QIIs continue to address improvement in processes focused on an 
	identified quality of care concern. The 12th Statement of Work established a new type of QII, the targeted response QII, designed to 
	be in rapid response to a CMS-identified priority.  In 2020, targeted response (TR) QIIs began to improve infection prevention and 
	control practices to prevent COVID-19 outbreaks and COVID-19 vaccination uptake among nursing home residents.  The process 
	underwent a process improvement, incorporating behavioral science to decrease the number of refusals received from nursing 
	homes.
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	As the TR-QII process evolved due to the number 
	As the TR-QII process evolved due to the number 
	As the TR-QII process evolved due to the number 
	of referrals received, a need to track and monitor 
	data regarding technical assistance and tasks that 
	staff perform, tools being shared and adopted, and 
	link to activities and outcomes was essential.  The 
	AHS operations and analytic team was engaged 
	to identify key activities.  The RE-AIM framework 
	to organize key performance indicators (KPI) was 
	used and data sources, frequency, and reporting 
	methods were established. As a result, an increase 
	in the average up-to-date COVID-19 vaccination 
	rate was greater among QII “COVID-19 Vaccine TR-
	QII-referred nursing homes that tools compared to 
	nursing homes that did not received any tool.
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	AHS created and launched an interactive map displaying four (4) Social Determinants of Health (SDOH) variables and one composite 
	AHS created and launched an interactive map displaying four (4) Social Determinants of Health (SDOH) variables and one composite 
	score. The data came from accredited publicly available data sources. This tool allows PCH members to see a clear picture of where 
	the greatest disparities lie and can help inform priority SDOH needs for their patients.
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	Health literacy was another focus through the implementation of 
	Health literacy was another focus through the implementation of 
	Culturally and Linguistically Appropriate Services, or CLAS.  AHS 
	developed a CLAS self-assessment tool for PCH members to evaluate 
	their current state, resulting in 85 unique CLAS assessments 
	completed by facilities. As a follow-up to the assessment, CLAS 
	implementation PDSAs with identified action steps were developed 
	to help guide PCH members through the improvement process.  
	Evidence-based recommendations for which CLAS actions steps 
	each PCH member should implement were shared.
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	Vision:
	Vision:
	 Beneficiary and family advisors represent the collective voice of all Medicare beneficiaries and their families and provide their 
	perspective and experience to improve health and healthcare for Medicare beneficiaries through quality improvement efforts in 
	Alabama, Florida, Georgia, Louisiana, Kentucky, North Carolina, and Tennessee. 

	The Alliant Health Solutions Beneficiary & Family Advisory Council (BFAC) was chartered in August of 2015 after participation in a 
	The Alliant Health Solutions Beneficiary & Family Advisory Council (BFAC) was chartered in August of 2015 after participation in a 
	national training program funded in 2014 by CMS. This learning initiative directed each Quality Improvement Organization (QIO) to 
	establish a process to include the input of beneficiaries and families in the CMS aims for improvement. 

	Alliant originally set up this council as an advisory board comprised of Medicare beneficiaries and family members from Georgia and 
	Alliant originally set up this council as an advisory board comprised of Medicare beneficiaries and family members from Georgia and 
	North Carolina. In 2019, Alliant’s QIO contract expanded to seven southeastern states (Alabama, Florida, Georgia, Louisiana, Kentucky, 
	North Carolina, and Tennessee) and additional council members were recruited to ensure that each state was represented.  

	The monthly meeting focus of the BFAC is to drive the spread of successful interventions across the Alliant region and ensure broad 
	The monthly meeting focus of the BFAC is to drive the spread of successful interventions across the Alliant region and ensure broad 
	collaboration on engagement and communication. Alliant staff provide guidance, oversight, and support for the BFAC.  BFAC 
	leadership and governance is accomplished by the officers who serve for a minimum of one year, with the option of renewing their 
	role.  This includes a chair, co-chair, historian, secretary and timekeeper.  Alliant provides an organizational liaison to assist with 
	virtual meeting facilitation and the recruitment and orientation of new members. 

	The BFAC maintains monthly meeting agendas, minutes, and participation records.  Suggestions for the BFAC agenda may 
	The BFAC maintains monthly meeting agendas, minutes, and participation records.  Suggestions for the BFAC agenda may 
	originate from anyone seeking the feedback of this council.  The QIO leadership presents ideas, share opportunities for project 
	workgroups, and solicit feedback on 
	any materials developed to support 
	the healthcare education needs for the 
	beneficiaries. BFAC members complete an 
	annual evaluation for process improvement 
	in April of each year. 
	During the 12th 
	Statement of Work, 
	46 resources were 
	reviewed by the BFAC 
	members.  They have 
	also participated in 
	AHS’s beneficiary-
	facing resources such as 
	“A Smoking 
	“A Smoking 
	Cessation Story-Meet Peg.”
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