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Work with your department leadership team to complete the following assessment. Each item relates to care transition elements that should be in place for a program to improve care transitions within your
facility. This Care Transitions Implementation Assessment is supported by published evidence and best practices including, but not limited to, The Joint Commission (TJC), National Quality Forum (NQF),
Project RED (Re-Engineered Discharge from the Agency for Healthcare Research and Quality [AHRQ]), Project BOOST (Better Qutcomes to Optimize Safe Transitions from the Society of Hospital
Medicine), and the Care Transitions Model ([CTM®] also known as the Coleman Model). Select the level of implementation status on the right for each assessment item.

To understand the rationale and references for each question, click

A. Care Continuum
B. Discharge Planning
C. Quality Improvement of Care Transitions

Open Response

iti Quality Improvement
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Skilled Nursing Facility (SNF) Care Transitions Assessment ey
Facility Name: CCN: Assessment Date: Completed by:
Work with your department leadership team to complete the following assessment. Each item relates to care transition elements that should be in place for a
program to improve care transitions within your facility. This Care Transitions Imp ion A is supported by published evidence ond best practices
including, but not limited to, the Joint C ission (TJC), National Quality Forum (NQF), Project RED (Re-Engineered Discharge from the Agency for Healthcare

Research and Quality [AHRQ]), Praject BOOST (Better Outcomes to Optimize Safe Transitions from the Society of Hospital Medicine), and the Care Transitions
Model {[CTM®] also known as the Coleman Model). Select the level of implementation status on the right for each assessment item. Once this form is complete,
please go online and enter your answers.

Not Plan to Plan to In place In place
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A. Care Continuum

1. Your facility uses a mechanism for bi-directional feedback with acute care partners to
address transition communication gaps of key clinical information during resident
transfers (e.g., discharge summary, outstanding tests/lab results, medication list
discrepancies).’

2. Your facility regularly meets with acute care partners to identify and review care
transition plans of:

a. Super-utilizers (residents with four admissions in one year—or—six emergency
department visits within one year).

b. 30-day acute care readmissions of residents on high-risk medications
(anti ilants, opioids, antidiabetics, and antipsychotics)

3. Your facility monitors the timeliness of provider (medical director, SNFist, etc.)
response for resident change-of-condition events.™

4. Your facility uses a risk stratification tool to identify residents who are high risk for
readmission to the hospital.”

B. Discharge Planning

5. Your facility provides focused case management for residents at high risk for
readmissions to coordinate care addressing: ¥
a. Ability to pay for medications.
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b. Scheduling of physician follow-up visits.

c. Transportation to follow-up visits.

Care Transitions | Skilled Nursing Facility Care Transitions Assessment Pagelafs
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Thank you!

Lindsay Holland
lholland@hsag.com
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Disclaimer

This material was prepared by Health Services Advisory Group (HSAG), 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. QN-12SOW-XC-02292024-01

p e
HSAG
T



	Improving Communication and Teamwork Around Antibiotic Decision Making
	Quality Improvement Innovation Portal (QIIP): Assessments and Data Dashboard
	QIIP Monthly Infection and Readmission Data
	QIIP Care Transitions Assessment
	Our Next Care Coordination Quickinar
	Questions?
	Thank you!
	Disclaimer

