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Logistics – Zoom Webinar

To ask a question, click on the Q&A icon.

Raise your hand if you want to verbally ask a question.

Resources from today’s session will be posted in Chat.

You may adjust your audio by clicking Audio Settings.

You have been automatically muted with video turned off.
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What is the Guide? 

The evidenced-based tool is designed to complement individual 
nursing home ED transfers and readmissions. 

A CMP-funded initiative, Florida Atlantic University conducted 
research among 250 residents, caregivers, and staff in search of 
valuable information that helps make decisions on whether to stay 
and be treated or go to the hospital. 

Piloted in 12 states: 
• 95% of residents and families found it helpful
• 75% read it several times 
• 50% shared it with friends and family



Impact on Readmissions over One Year 

77%

18%

5%

Yes No Maybe
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Who Can Implement the Guide ?

Nursing 
Home

Hospital-led 
Readmission 

Strategy

Collaborative 
SNF-Hospital 

Initiative
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Addresses (Cross-Cutting) 
Care Coordination Measures

Focuses on ED Utilization

Addresses Avoidable Admissions and Readmissions

Builds a Hospital- Nursing Home Collaboration
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Today’s Objectives

• Use your transfer, admission, and readmission data to 
create a cross-continuum QI collaboration

• Discuss the Guide with your hospital partners
• Develop a strategy to reduce avoidable transfers using 

the Guide and INTERACT™
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Number of ED Visits within 30 days of hospital discharge per 1,000 
NH residents discharged from an acute care hospital. (KS, MO, SC, VA)
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Number of readmissions within 30 days of hospital discharge per 1,000 
NH residents discharged from an acute care hospital. (KS, MO, SC, VA)
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One More Tool in Preventing ED Transfers 
and Readmissions for Your Toolkit
The Guide provides information in an easy-to-read format about 
making decisions to stay and be treated at your facility.

It demonstrated a reduction in transfers and readmissions when 
implemented into your admission, care planning, and change in 
condition conversations with residents and family

Provides information about care that can be provided in the nursing 
home.



Phased Approach to Addressing ED Return to Hospital
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Polling Question #1

Does your facility have regular meetings to work on solutions for 
avoidable ED transfers and readmissions?

• Yes, on a regular basis with defined actions to reduce the 
frequency of transfer and readmissions.

• Yes, we have meetings, and discuss the transfers and 
readmissions, but no formal actions taken.

• No, we are not currently meeting.

• Not sure
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Polling Question #2

If you are meeting with your partners, have you seen a reduction in 
avoidable transfers and readmissions? 

• Yes, we are seeing a reduction in avoidable transfers and 
readmissions.

• No, we have not seen a reduction

• Not Sure
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Using Data to Target Specific Actions

Value-based program data- Where are we compared to others? 
Hospital- VBP and Pepper Reports
SNF – SNF Readmission Measure and Pepper Reports

Internal Data - qualitative analysis to determine the root cause for 
the transfer. (Both Hospital and SNF)
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Common Data Elements for an RCA

Day/Time

Reason for 
Return to 
Hospital

Factors 
contributing 

to the transfer

Early changes 
addressed

Diagnostic 
and Treatment 

Available
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Data Helps Flush Out the Priority



Interventions to Reduce 
Acute Care Transfers

INTERACT™

www.pathway-interact.com

http://www.pathway-interact.com/
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Building Strategy Together with the 
Decision Guide- Getting to the RCA

Resident/Family Insistence
Lack of treatment available
Condition unstable- needs 

higher of care

Transfer of Care
SNF Capabilities align

Severity or care options for 
progressive disease

Advanced Care Planning 



Interventions to Reduce 
Acute Care Transfers

INTERACT™

www.pathway-interact.com

http://www.pathway-interact.com/
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www.decisionguide.org

http://www.decisionguide.org/docs/latest/BestPractices_FINAL%20(1).pdf

http://www.decisionguide.org/
http://www.decisionguide.org/docs/latest/BestPractices_FINAL%20(1).pdf
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Decision Guide: Suggested Workflow

On 
Admission

Care Plan 
Session

Advanced 
Care Plan 
Discussion

Place at bedside and
review during the discussion
of care options

Admission Coordinator/Nurse, 
DON or ADON 

At every session/guide
questions about care 
for change in condition

DON/ADON/Social Worker 

As a reference during conversations

Physician/ANP, Social Worker



24

The Guide can facilitate your 
SNF/Hospital collaboration…
Review how the Decision Guide will flow across pre-admission, 
admission, and family meetings.- SNF 

Use the ED transfer and readmission drivers to laser-focus staff 
education. – Hospital/SNF

Share the INTERACT Capabilities list with staff. –Hospital/SNF

Discuss opportunities to improve care coordination communication
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Polling Question #3

Based on what you heard today, what do think will be most helpful 
in your hospital/SNF collaboration?

• Standardize our data review to determine top priorities of focus

• Utilize the SNF Capabilities List

• Implement the Guide from the hospital discharge through the 
SNF workflow  



https://www.ingentaconnect.com/contentone/aupha/jhae/2021/00000038/00000002/art00011#Refs


Join us for the final 
Affinity Group session:

March 15, 2023
1:00 p.m. EST

(separate session registration is required)

Sharing Implementation Best 
Practices and Successes

https://nam02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fhqin.us14.list-manage.com%2Ftrack%2Fclick%3Fu%3Dbcb2517ddbb0d4ba3a6ead088%26id%3D98ee96b52c%26e%3D1672a0a537&data=05%7C01%7Ccthomas%40hqi.solutions%7C241ca8387e554912ee5608daef4f02b0%7Cd2798d0f9fe24eacbdf166c9890342c9%7C0%7C0%7C638085419883470913%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=8RrsII%2FAbcvuUQwLPsDRmgQXEvJIEwBjndnhEG6Pod0%3D&reserved=0


CONNECT WITH US
Call 877.731.4746 or visit www.hqin.org

South Carolina - Karen Southard, ksouthard@thecarolinascenter.org

Virginia – Carla Thomas,  cthomas@hqi.solutions

Missouri – Dana Lammert, dlammert@hqi.solutions

Kansas – Brenda Groves bgroves@kfmc.org

HQIC Hospitals – Kendra Cooper, 

@HQINetwork

kcooper@hqi.solutions

Health Quality Innovation Network
This material was prepared by Health Quality Innovators (HQI), 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 an endorsement of that product or entity by CMS or HHS. 12SOW/HQI/QIN-QIO-0401-01/09/23
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