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Executive Summary 
Reducing preventable 30-day hospital readmissions is a priority for the Centers for Medicare & Medicaid 
Services (CMS). Prior research has shown that nearly one out of five hospital discharges resulted in a readmission 
within 30 days.1 Hospital readmissions are costly both financially and in terms of patient satisfaction. Recent data 
from Health Services Advisory Group (HSAG) indicates that averted hospital readmissions save the Medicare 
Trust Fund $12,831 per readmission.2  

Hospitals are not the only entity to receive financial penalties for readmissions. 
Skilled nursing facilities (SNFs) have recently been included in readmission 
penalties based on performance metrics as of October 1, 2018.3 Despite these 
penalties, readmission rates continue to be high. CMS views hospital 
readmissions as a quality indicator for care coordination.  

We know organizations like yours are committed to ensuring that patients 
have the necessary tools and care in place prior to discharge. These efforts 
provide patients the opportunity to heal in the home setting with loved ones 
while improving organizational quality metrics. 

As your CMS Quality Improvement Organization (QIO), HSAG is committed 
to improving the quality of care delivered in each state we serve. HSAG has 
met with providers across this state and nationally, identifying tools that will 
aid you in the work of improving care transitions and coordination across the 
continuum. Many of these tools have been included in this book to serve as a 
guide to readmission prevention. We hope this information will help you and 
your organization improve care coordination efforts and result in reduced 
avoidable hospital readmissions.  

For assistance or further information, please reach out to your HSAG care coordination office. You can also find 
additional helpful tools on each state’s webpage. 

State Telephone Tools Webpage 
Arizona 602.801.6916 www.hsag.com/care-coord-az-tools 
California 818.265.4672 www.hsag.com/care-coord-ca-tools 
Florida 813.865.3459 www.hsag.com/care-coord-fl-tools 
Ohio 614.360.2748 www.hsag.com/care-coord-oh-tools 

Find more about care coordination at:      www.hsag.com/care-coordination 

Nationally, 
readmissions cost 

Medicare  
$26 billion dollars 
annually, of which 

$17 billion are 
potentially 
avoidable.4

Sources: 
1. Jencks S, Williams M, Coleman E. Rehospitalizations among Patients in the Medicare Fee-for-Service Program. N Engl J Med 2009; 360:1418-1428.

DOI: 10.1056/NEJMsa0803563. Available at https://www.nejm.org/doi/full/10.1056/NEJMsa0803563. Accessed March 11, 2019. 
2. HSAG. Average cost of a readmission across Arizona, California, Florida, and Ohio for Medicare Fee-for-Service (FFS) beneficiaries. Data Source: CMS

Medicare FFS Part A data Q3 2017–Q2 2018. 
3. CMS. The Skilled Nursing Facility Value-Based Purchasing Program (SNF VBP). 2018. Available at https://www.cms.gov/Medicare/Quality-Initiatives-

Patient-Assessment-Instruments/Value-Based-Programs/Other-VBPs/SNF-VBP.html. Accessed March 11, 2019. 
4. Rau J. Medicare Fines 2,610 Hospitals In Third Round of Readmission Penalties. Kaiser Health News. 2014.

http://kaiserhealthnews.org/news/medicare-readmissions-penalties-2015/. Accessed March 11, 2019. 
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Organizational Assessment
This section provides guidance as you evaluate the current state of 
your organization’s readmission prevention strategies. It is crucial 
to understand the processes that are in place as readmission 
strategies are introduced. An essential primary step is to identify 
members of the team who will focus on reducing readmissions.  

This section provides guidance on evaluating the organization, as 
well as evaluating admissions and discharges to identify gaps that 
may be present.  

Overview of Resources 

Form Purpose Rationale Page 
Five Key Areas Known to 
Reduce Avoidable 
Readmissions  

This document provides an 
overview of the common causes of 
preventable readmissions.  

As each organization begins to look at 
readmission prevention, it is important to 
recognize common themes that have been 
proven to improve readmissions.  

2.1 

Typical Failures in Discharge 
Planning 

This document provides an 
overview of breakdowns that may 
lead to a preventable readmission. 

Readmissions often stem from breakdowns 
in discharge planning. Identifying these 
areas will ensure strategies may be 
implemented to improve care transitions 
and prevent readmissions.  

2.2 

Organizational Assessment 
Summary  
(Completed template 
included) 

This document provides an 
overview of current processes in 
place as well as the current state 
of readmission prevention 
strategies.  

Conducting a thorough assessment of the 
organization’s data and routine practices 
will aid in identifying areas that meet 
patient needs, and those that need 
improvement.  

2.3 

Admission Assessment 
Observation Tool  

This document provides 
guidance/evaluation of the 
admission process.  

Evaluation of the organization’s assessment 
practices will illuminate areas that need 
improvement.  

2.4 

Discharge Observation Tool This tool evaluates the discharge 
process.  

Evaluation of the patient’s hospitalization 
course will provide insight of sound clinical 
practices and areas of opportunity. 
Identifying areas of opportunity will provide 
a framework for readmission prevention 
work. 

2.5 

Find more care coordination tools at:   www.hsag.com/care-coord-tools 

Never trust to general 
impressions, my boy, 

 but concentrate 
 yourself upon 

details.” 
—Arthur Conon Doyle 

The Adventures of Sherlock Holmes
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Five Key Areas Known to Reduce Avoidable Readmissions 
Your organization and others across the care continuum are called upon to focus on five key areas 
known to reduce avoidable readmissions. By implementing and spreading these best practices, 
organizations can become more effective—more rapidly—in reducing avoidable hospital 
readmissions. You may choose to work on any of the following five key areas based on the priority 
area identified by your organization: 

1. Comprehensive discharge planning—Focus on ensuring that all of a patient’s
needs are considered and included in a comprehensive discharge plan with input
from the patient and family. Interventions may consist of written, visual, or recorded
discharge plans that include and consider follow-up appointments, medications,
nutritional needs, family support, transportation, health literacy, knowing whom to
call, social problems, and red flags.

2. Medication management—Focus on improving the use of medications for the
patient’s condition and ensuring that the patient understands the purpose of the
medications and is taking them in the correct manner at the correct time.
Interventions may include medication reconciliation, patient/family education on
medications, medication therapy management, and medication set-up simulations
for the patient/family.

3. Patient and family engagement—Focus on ensuring that processes are in place to
engage patients/family, elevate the status of family caregivers as essential members
of the team, and prepare the patient and family to manage care at home.
Interventions may include such methodologies as teach-back, collaborative
conversations and communication, and simulations with the patient and family
members.

4. Transition care support—Focus on ensuring that transition plans are in place
and followed so that the patient's care is coordinated between one caregiver
and another. Interventions may include the role of care coach, transition
coordinator, and post-transition follow-up care.

5. Transition communications—Focus on ensuring that effective communication
occurs between sending and receiving caregivers (e.g., hospital, home care, home,
primary/specialty care, skilled nursing facility or rehab). Interventions may include
processes for transferring information, providing discharge summaries in a timely
manner, defining accountability for care, communicating the plan of care, methods
for talking directly with sending or receiving caregivers, and definition of key
information—which may include current health status, follow-up needs, pending test
results, red flags, medications, and special patient needs.

This material was prepared by Health Services Advisory Group, the Medicare Quality Innovation Network-Quality Improvement Organization for Arizona, California, Florida, Ohio, and the U.S. Virgin 
Islands, under contract with the Centers for Medicare & Medicaid Services (CMS), an agency of the U.S. Department of Health and Human Services, from material originally prepared by the RARE 
Campaign. The contents presented do not necessarily reflect CMS policy. Publication No. QN-11SOW-C.3-03122019-01
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Typical Failures in Discharge Planning 
Comprehensive Discharge Planning 
• Failure to actively include the patient and family caregivers in identifying needs and resources

and planning for the discharge.
• Lack of understanding of the patient’s physical and cognitive functional health status that

may result in a transfer to a care setting that does not meet the patient’s needs.
• Not addressing the whole patient (underlying depression, etc.).
• No advance directive or planning beyond do-not-resuscitate status.
• Assuming the patient is the key learner and not including the family or a caregiver.
• Not reinforcing the need to make and keep a follow-up appointment and/or not scheduling a follow-

up appointment for the patient.
• Written discharge instructions that are confusing, contradictory to other instructions, or

not tailored to a patient’s level of health literacy or current health status.
• Poor understanding by providers that the patient’s social support is lacking.
• Lack of an emergency plan, including telephone number the patient should call first.
• Patient returns home without essential equipment (e.g., scale, supplemental oxygen).
• Lack of referral to community resources that can address social determinants of health.

Medication Management
• Medication errors and adverse drug events as a result of incomplete or inaccurate medication history.
• Multiple medications are exceeding the patient’s ability to manage them all.
• Medication reconciliation does not align with medications patient is taking when patient arrives

home.
• New medications not available on discharge; patient may have difficulty filling

prescriptions in a timely manner (e.g., financial limitations or lack of transportation).

Patient and Family Engagement 
• Failure to actively include the patient and family caregivers in identifying needs and resources

and planning for the discharge.
• Unrealistic optimism of patient and family to manage at home.
• Lack of understanding of the patient’s physical and cognitive functional health status that

may result in a transfer to a care setting that does not meet the patient’s needs.
• Multiple medications are exceeding patient’s ability to manage them all.
• Patient/family failure to ask clarifying questions on instructions and plan of care and teach back not

utilized to validate understanding.
• The care provided by the facility unravels as the patient leaves the hospital (i.e., poorly

understood cognition issues emerge).
• Multiple care providers; patient believes someone is in charge.
• Patient lack of adherence to self-care (e.g., medications, therapies, daily weights, or wound care)

because of poor understanding or confusion about needed care, transportation, how to schedule
appointments, or how to obtain or pay for medications.

2.2
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Transition Care Support 
• No follow-up appointment scheduled or not knowing who to follow up with when there are

multiple providers.
• No follow-up phone call from the discharging organization within the first few days after

discharge (reinforce follow up appointment, ensure medications are filled, answer questions about
discharge instructions).

• Follow-up is seen as solely the responsibility of the patient.
• Patient inability to keep follow-up appointments because of illness, financial limitations, or

transportation issues.
• Lack of an emergency plan, including telephone number the patient should call first.
• Lack of referral to community resources that can address social determinants of health.

Transition Communications
• Failure to use standard transition tools with critical information missing.
• Medication discrepancies and lack of one current medication list.
• Discharge plan not communicated in a timely fashion, or does not adequately convey important

anticipated next steps.
• Poor communication of the care plan to the hospital team, nursing home team, home health care

team, primary care physician, or family caregiver.
• Current and baseline functional status of patient rarely described, making it difficult to assess

progress and prognosis.
• Discharge instructions missing, inadequate, incomplete, or illegible.
• Patient returning home without essential equipment (e.g., scale, supplemental oxygen).

This material was prepared by Health Services Advisory Group, the Medicare Quality Innovation Network-Quality Improvement Organization for Arizona, California, Florida, Ohio, and the U.S. 
Virgin Islands, under contract with the Centers for Medicare & Medicaid Services (CMS), an agency of the U.S. Department of Health and Human Services, from material originally prepared by 
the RARE Campaign. The contents presented do not necessarily reflect CMS policy. Publication No. QN-11SOW-C.3-03122019-02
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Organizational Assessment Summary 
Organization: 

Team Lead: 

Team Members: 

Component Activities Completed Key Findings 
Population data—look 
at population-wide 
data related to patient 
transfers 

Observational work—
evaluate the current 
processes related to 
patient transitions 

Medical Record/ 
chart reviews—identify 
trends and patterns 

Individual and group 
interviews—
understand the voices 
of your patients and 
staff 

Financial review— 
understand the 
financial impact of 
avoidable readmissions 

2.3
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Analyze and discuss data with 
your readmission team to 
understand key findings 
related to primary causes of 
readmissions in your 
organization.  

Describe your organization’s 
priority areas for improvement 
using key findings.  

Tools available to support the 
discussion include: 

Questions for Reflective Team 
Summary Discussion  

List of Typical Failures in 
Discharge Planning 

SWOT Analysis Worksheet 

Focus Areas for Your Organization 
Prioritize the five key areas for your hospital (place a 1–5 next to the key area, with 1 being the highest priority). 

____ Comprehensive discharge plan 

____ Medication management 

____ Patient/family engagement 

____ Transition care support 

____ Transition communications 

Based on your organization’s priority areas, what are your next steps? 

This material was prepared by Health Services Advisory Group, the Medicare Quality Innovation Network-Quality Improvement Organization for Arizona, California, Florida, Ohio, and 
the U.S. Virgin Islands, under contract with the Centers for Medicare & Medicaid Services (CMS), an agency of the U.S. Department of Health and Human Services, from material 
originally prepared by the RARE Campaign. The contents presented do not necessarily reflect CMS policy. Publication No. QN-11SOW-C.3-03122019-03

mailto:elande@hsag.com
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Organizational Assessment Summary Sample 
Organization: Best Medical Center 

Team Lead: Nancy Sinclair 

Team Members: P. Davis, M. Jones, J. Davis

Component Activities Completed Key Findings 
Population data—look 
at population-wide 
data related to patient 
transfers 

1. Analyzed the HSAG hospital-
specific Readmission
Report.

2. Analyzed the HSAG hospital-
specific Adverse Drug Event
(ADE) Report.

3. Analyzed the internal report
of hospital readmission
rates for all-cause and each
condition.

1. Readmissions:

• All-cause discharges to home: 65 percent
without skilled services.

• All-cause readmissions from all discharge
settings: 36 percent return within the first 7
days.

• Heart failure (HF) has the highest discharge
and readmission volumes and readmission
rate (23.5 percent).

• Follow up appointments within 30 days of
discharge: 60 percent in 2016, a drop from
72 percent in 2015.

2. ADEs

• Anticoagulants have the highest ADE and
readmission rates.

• Warfarin is associated with 70 percent of
anticoagulant ADEs.

• Hypoglycemia is the top coded condition
associated with a diabetic agent ADE.

Observational work—
evaluate the current 
processes related to 
patient transitions 

1. Observed 3 different staff
nurses providing disease
and medication education
at discharge.

2. Observed 3 patients during
the discharge process
(Discharge Observation
Tool).

1. Patient education and discharge instructions are
often rushed by the patient eager to leave and
teach-back is not used consistently.

2. Patients on high-risk medications are not given
special instructions on how to avoid adverse
reactions, for example: bowel care when taking
opioids, avoiding nonsteroidal anti-inflammatory
drugs (NSAIDS) and aspirin while taking
anticoagulants, or validating patient’s
understanding of hypoglycemic management.
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Medical record/ 
chart reviews—identify 
patterns and trends 

1. Reviewed 5 charts of
patients readmitted with
HF.

2. Reviewed 5 charts of
patients discharged on
warfarin.

1. Physician follow-up appointments: 60 percent of
charts did not have an appointment
documented in the discharge instructions.

2. Medication reconciliation was incomplete in 40
percent of the charts from the index discharge.

3. Critical elements missing from 60 percent of
charts: indication for warfarin, date next INR
due, target INR range, duration of therapy, and
provider to manage warfarin therapy.

Individual and group 
interviews—
understand the voices 
of your patients and 
staff 

1. Discussed current discharge
summary workflow with
medical records staff
members.

2. Interviewed 5 patients
readmitted within 7 days of
discharge.

3. Completed 3 post-discharge
follow-up phone calls.

4. Interviewed 5 patients in
the emergency center
discharged within the
previous 3 days.

1. Discharge summaries auto-faxed to primary care
physician (PCP) and specialists between 0–30
days and patients without a PCP do not have a 
discharge summary sent anywhere. 

2. Patients reported they:

• have difficulty arranging follow-up
appointments with their PCP after discharge.

• struggle with dietary restrictions when they
return home, often due to financial reasons.

3. Patients are confused about discharge
instructions, specifically medications.

4. In the Emergency Center, patients interviewed
had some deficit with social support for food,
meds, and/or personal care and didn’t fill their
discharge prescriptions, preferring to continue
with meds they had at home to save money or
wanted to wait and review with their PCP first.

Financial review— 
understand the 
financial impact of 
avoidable readmissions 

1. Interviewed Chief Financial
Officer (CFO).

2. Reviewed publicly reported
data.

1. The CFO shared:

• Readmissions penalties have reduced
Medicare revenue by $375,000 over the past
2 years, primarily from excess heart failure
readmissions.

• Reducing penalties and getting full
reimbursement would help get additional
positions and care coordination program
expansion plans approved during budget
season.

2. Public reported data on Medicare Compare
indicates the hospital’s readmission rates are
higher than the state and national rates for most
conditions possibly impacting lower hospital
volumes.
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Analyze and discuss data with your 
readmission team to understand key 
findings related to primary causes of 
readmissions in your organization.  

Describe your organization’s priority 
areas for improvement using key 
findings.  

Tools to support the discussion: 

Reflective Discussion Questions 

SWOT Analysis Worksheet 

Typical Failures in Discharge 
Planning 

Key Findings: 

1. Patients with HF have confusion after discharge about how to self-
manage their disease and medications post-discharge.

2. Patients have unmet socio-economic needs and are not being linked to
appropriate social programs.

3. Patients have difficulty arranging follow-up appointments.

4. Staff members do not consistently evaluate patient comprehension
using teach back.

5. Staff members do not consistently educate patients about safety
precautions for high-risk medications at discharge.

Focus Areas for Your Organization 
Prioritize the five key areas for your organization (place a 1–5 next to the key area, with 1 being the highest priority). 

  1_ Comprehensive discharge plan 

  2_ Medication management 

  3_ Patient/family engagement 

  4__ Transition care support 

  5__ Transition communications 

Based on your organization’s priority areas, what are your next steps? 

1. Teach-back training and competency validation: for all clinicians at new hire and reinforce annually.
2. Community resource guide training: for care coordination staff members at new hire and reinforce

annually. Add documentation of patient linkages to resources in discharge instructions, upload
preferred resources to hospital SharePoint or intranet.

3. Patients discharged on warfarin: include the 5 essential elements in discharge instructions and
consider referral to an anticoagulation clinic and/or home health services.

4. Integrate the Quick Tips for Prescribers–Anticoagulants, Diabetic Agents, and Opioids, into the
clinical setting. For example: staff member reviews and signs when he or she has read the Quick Tips;
include the Tips in a staff meeting or daily huddle; and present the Tips during new-hire orientation.

This material was prepared by Health Services Advisory Group, the Medicare Quality Innovation Network-Quality Improvement Organization for Arizona, California, Florida, Ohio, and the U.S. Virgin Islands, 
under contract with the Centers for Medicare & Medicaid Services (CMS), an agency of the U.S. Department of Health and Human Services. The contents presented do not necessarily reflect CMS policy. 
Publication No.. QN-11SOW-C.3-03122019-09 

mailto:elande@hsag.com
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Admission Assessment Observation Tool 
Identify patients for observation during admission assessment and use this tool to discover the current process. 

Basic Information Collected by Whom? 
Where Recorded? Opportunities? 

Why, in the patient’s/family’s thinking, 
was the patient hospitalized?  
Were they asked? 

What information is available from 
community caregivers?  
Who should provide information for 
discharge planning? Were they asked? 

Are the family members identified? 
Who should be involved in: 
• Planning for going home?
• Helping with self-care activities?
• Learning with the patient?
• Available to learn with the patient?
• When?
Is admission medication reconciliation 
complete? 
• Medications, over-the-counter (OTC)

drugs
• Special diets

Cognitive and psychological status 

Current functional status 

Cultural and values needs 

What is the format in which patient 
and family caregivers learn best (e.g., 
written materials, verbal discussion, 
video)? 

Is access to social and financial 
resources, especially medications, 
assessed? 
Ability to perform self-care and 
monitor health status at home or in 
the community setting as needed  
(e.g., body weight, electrolytes)?  
Ability to restate vital information?  
If failure to restate, who needs to 
know? 

Are the above incorporated into the 
plan of care? 

July 2011. Adapted From:  Rutherford P, Nielsen GA, Taylor J, Bradke P, Coleman E. How-to Guide: Improving Transitions from the Hospital to Post- Acute Care Settings 
to Reduce Avoidable Rehospitalizations. Cambridge, MA: Institute for Healthcare Improvement. June 2011. 

This material was prepared by Health Services Advisory Group, the Medicare Quality Innovation Network-Quality Improvement Organization for Arizona, California, Florida, Ohio, and the U.S. 
Virgin Islands, under contract with the Centers for Medicare & Medicaid Services (CMS), an agency of the U.S. Department of Health and Human Services, from material originally prepared by 
the RARE Campaign. The contents presented do not necessarily reflect CMS policy. Publication No. QN-11SOW-C.3-03122019-05
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Discharge Observation Tool: 
Patient Observation on Last Day of Acute Care Hospitalization 
Spend time observing a patient on the last day of stay. Discover what went well and what did not 
work as planned and predicted. 

1. Identify a patient who has previously been admitted to the hospital in the past year.
2. Ask permission to spend time learning how the discharge process works by spending time with

the patient and family, if present.
3. Stay present in the room and accompany the patient on any tests or transfers (e.g., x-ray).
4. Analyze your results.

What did you learn? 

What surprised you? 

What are you curious about now? 

As a result of the findings, what steps do you plan to take next? 

July 2011. Adapted From: Rutherford P, Nielsen GA, Taylor J, Bradke P, Coleman E. How-to Guide: Improving Transitions from the Hospital 
to Post-Acute Care Settings to Reduce Avoidable Rehospitalizations. Cambridge, MA: Institute for Healthcare Improvement. June 2011. 

This material was prepared by Health Services Advisory Group, the Medicare Quality Innovation Network-Quality Improvement Organization for Arizona, California, Florida, Ohio, and the U.S. 
Virgin Islands, under contract with the Centers for Medicare & Medicaid Services (CMS), an agency of the U.S. Department of Health and Human Services, from material originally prepared by 
the RARE Campaign. The contents presented do not necessarily reflect CMS policy. Publication No. QN-11SOW-C.3-03122019-06
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Preparing for Change 
Facilitating and sustaining change requires thoughtful, purposeful intervention. Understanding the root cause of a 
problem is essential. Once the gaps have been identified by using the organizational assessment (previous 
section), process improvement tools can be used to identify the root cause. This section provides an overview of 
methods to facilitate change within your organization.  

Overview of Resources 

Form Purpose Rationale Page 
“Five Whys” Tool for Root 
Cause Analysis  

This guide will aid in identifying 
the root cause of the problem 
leading to preventable 
readmissions.  

This process uses an interactive technique 
to explore the cause and effect of a 
problem. Since issues may have several 
causes, this tool allows deeper 
investigation to the root of the issue.  

3.1 

Goal-Setting Worksheet This document guides creation of 
SMART goals: Specific, 
Measurable, Attainable, Relevant, 
Time-Bound 

SMART goals provide framework to goal 
setting, ensuring the task at hand is 
appropriate and able to be tackled in a 
defined timeframe.  

3.2 

Strategy Tree 
(Completed template 
included) 

This template can be used to map 
goals, strategies, tactics, and 
tasks to achieve improvement.  

This structure outlines the tactics and tasks 
needed to achieve a specific goal.  

3.3 

Find more tools for care coordination at: www.hsag.com/care-coord-tools 

Arizona: www.hsag.com/care-coord-az-tools 

California: www.hsag.com/care-coord-ca-tools 

Florida: www.hsag.com/care-coord-fl-tools 

Ohio: www.hsag.com/care-coord-oh-tools 

“To improve is to change; 
to be perfect is to change often.” 

—Winston Churchill    





Disclaimer: Use of this tool is not mandated by CMS, nor does its completion ensure regulatory compliance. 

Overview: Root cause analysis is a structured team process that assists in identifying underlying factors or 
causes of an event, such as an adverse event or near –miss.  Understanding the contributing factors or causes 
of a system failure can help develop actions that sustain corrections. 

The Five Whys is a simple problem-solving technique that helps to get to the root of a problem quickly. The 
Five Whys strategy involves looking at any problem and drilling down by asking: "Why?" or "What caused this 
problem?" While you want clear and concise answers, you want to avoid answers that are too simple and 
overlook important details. Typically, the answer to the first "why" should prompt another "why" and the 
answer to the second "why" will prompt another and so on; hence the name Five Whys. This technique can 
help you to quickly determine the root cause of a problem. It's simple, and easy to learn and apply.  

Directions: The team conducting this root cause analysis does the following: 

● Develops the problem statement. (See Step 1 of Guidance for RCA for additional information on
problem statements.) Be clear and specific.

● The team facilitator asks why the problem happened and records the team response. To determine if
the response is the root cause of the problem, the facilitator asks the team to consider “If the most
recent response were corrected, is it likely the problem would recur?” If the answer is yes, it is likely
this is a contributing factor, not a root cause.

● If the answer provided is a contributing factor to the problem, the team keeps asking “Why?” until
there is agreement from the team that the root cause has been identified.

● It often takes three to five whys, but it can take more than five! So keep going until the team agrees
the root cause has been identified.

Tips: 

● Include people with personal knowledge of the processes and systems involved in the problem being
discussed.

● Note that the Five Whys technique may not always help you to identify the root cause. Another
technique you might consider is the fishbone diagram. The fishbone diagram forces you to think
broadly across various categories that could be causing or contributing to the problem (See How to
Use the Fishbone Tool for Root Cause Analysis tool).

Five Whys Tool for Root Cause Analysis 



Disclaimer: Use of this tool is not mandated by CMS, nor does its completion ensure regulatory compliance. 

Problem 
statement 

One sentence description of event or problem 

Why?   

Why?   

Why?   

Why?   

Why?   

Root Cause(s) 1. 
2. 
3. 

To validate root causes, ask the following: If you removed this root cause, 
would this event or problem have been prevented? 

Example: 
Here is an everyday example of using the Five Whys to determine a root cause: 
Problem statement – your car gets a flat tire on your way to work. 

1. Why did you get a flat tire?
• You ran over nails in your garage

2. Why were there nails on the garage floor?
• The box of nails on the shelf was wet; the box fell apart and nails fell from the box onto the

floor.*
3. Why was the box of nails wet?

• There was a leak in the roof and it rained hard last night. (Root cause=leak in the roof)

*IF YOU STOPPED HERE AND “SOLVED” THE PROBLEM BY SWEEPING UP THE NAILS, YOU WOULD HAVE
MISSED THE ROOT CAUSE OF THE PROBLEM.

3.1



Disclaimer: Use of this tool is not mandated by CMS for regulatory compliance nor 
does its completion ensure regulatory compliance.

Goal Setting Worksheet 

Directions: Goal setting is important for any measurement related to performance improvement. This 
worksheet is intended to help QAPI teams establish appropriate goals for individual measures and also for 
performance improvement projects. Goals should be clearly stated and describe what the organization 
or team intends to accomplish. Use this worksheet to establish a goal by following the SMART formula 
outlined below. Note that setting a goal does not involve describing what steps will be taken to achieve 
the goal. 

Describe the business problem to be solved: 

Use the SMART formula to develop a goal:

SPECIFIC
Describe the goal in terms of 3 ‘W’ questions: 

What do we want to accomplish? 

Who will be involved/affected?

Where will it take place?

MEASURABLE
Describe how you will know if the goal is reached:

What is the measure you will use?

What is the current data figure (i.e., count, percent, rate) for that measure?

What do you want to increase/decrease that number to?

3.2



Disclaimer: Use of this tool is not mandated by CMS for regulatory compliance nor 
does its completion ensure regulatory compliance.

ATTAINABLE
Defend the rationale for setting the goal measure above:

Did you base the measure or figure you want to attain on a particular best practice/average score/ 
benchmark?

Is the goal measure set too low that it is not challenging enough?

Does the goal measure require a stretch without being too unreasonable?

RELEVANT

Briefly describe how the goal will address the business problem stated above. 

TIME-BOUND
Define the timeline for achieving the goal:

What is the target date for achieving this goal?

Write a goal statement, based on the SMART elements above. The goal should be descriptive, yet concise 
enough that it can be easily communicated and remembered.

 [Example: Increase the number of long-term residents with a vaccination against both influenza and 
pneumococcal disease documented in their medical record from 61 percent to 90 percent by  
December 31, 2011.]

Tip: It’s a good idea to post the written goal somewhere visible and regularly communicate the goal during 
meetings in order to stay focused and remind caregivers that everyone is working toward the same aim.

G
oal Setting W

orksheet



Strategy Tree to Address Challenge: ____________________________________________ 

  

  

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

Goal 

• 

Strategy 

Implement in the 
following areas: 

TA
CT

IC
S

1.

2. 

3. 

4. 

5. 

TA
SK

S

This material was prepared by Health Services Advisory Group, the Medicare Quality Improvement Organization for Arizona, California, Florida, Ohio, and the 
U.S. Virgin Islands, under contract with the Centers for Medicare & Medicaid Services (CMS), an agency of the U.S. Department of Health and Human Services. 
The contents presented do not necessarily reflect CMS policy. Publication No. QN-11SOW-C.3-03092018-01 
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Acute Readmission Strategy Tree Sample 

TA
CT

IC
S 

Observe three staff members per shift: RN, CM, DC call personnel, interventional suites, 
and PACU/recovery performing teach-back education 
Identify gaps in teach-back process 

TA
CT

IC
S 

Engage patient in setting up PCP/Specialist appointment within 3 days of discharge for 
targeted patient population 
Develop standardized scripting for importance of PCP appointment prior to DC and 
keeping PCP appointment  

Evaluate process effectiveness and change areas of concern as indicated 

Identify gaps and re-educate staff as indicated 

Re-observe to ensure solid process 
Use home health programs with telehealth or programs that make home visits with 
nurse practitioner/physician assistant/MD 

TA
CT

IC
S 

Develop post discharge calls for high-risk population within 24 hours of discharge, 
especially Friday-Sunday discharges 
Develop DC call scripting and educate staff around using teach-back/coaching methods 

Identify patterns and trends to improve hospitals DC process and share findings with key 
stakeholders 
Develop audits targeting high-risk patient populations and make corrections to 
processes as gaps are identified 

Establish workflow process as indicated 

This material was prepared by Health Services Advisory Group, the Medicare Quality Innovation Network-Quality Improvement Organization for Arizona, California, Florida, Ohio, and the U.S. Virgin Islands, under contract with the Centers for Medicare & Medicaid Services (CMS), an agency of the U.S. 
Department of Health and Human Services. The contents presented do not necessarily reflect CMS policy. Publication No. QN-11SOW-C.3-03122019-07 

Goals 
• Reduce two

readmissions a
week for targeted
cardiac population

• Develop internal
audits on high-risk
patient population
and develop action
plans based on
findings

• Implement teach-
back education

Strategy 2. 
Transitional Care 

Hand-Off 
Implement in the 
following areas:

Primary Care Physician 
(PCP)/Specialist Follow-up 

Appointments 

Post-Acute Partners: 
Home Health Agencies, 
Telehealth, Community 
Paramedicine programs 

Strategy 3.  

Discharge Calls (DC) 

Implement in the 
following areas: 

Post Procedural 

Strategy 1. 
Teach-Back Methods 

Implement in the 
following areas: 

Case Management (CM) 
Registered Nurses (RN) 

Interventional Suites 
PACU/Recovery SAMPLE 

Develop training plan and include HSAG’s teach-back starter sentences and practice 
using plain language tools 

Re-observe post training/education 

Target new staff members monthly to educate 

RN and care management staff identify high-risk patients: Age 70+, cardiac diagnosis or 
post cardiac intervention patient population and high-risk medications (HRM) 
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 Readmission Reviews 
Conducting chart reviews and interviews of patients 
who have recently been readmitted will aid the facility 
in identifying gaps or deviations from care standards 
that may have occurred. This helps in the discovery of  
the actual cause of the patient’s readmission. 
Interviewing patients and family members provides 
reference to the patient’s perspective of the care 
delivery system and may illuminate findings that differ 
from a chart review. Utilizing these reviews to track 
and trend occurrences will define common themes. 
Once these themes have been identified, strategies 
may be put in place to mitigate risk.  

Overview of Resources 

Form Purpose Rationale Page 

Interview With Patients, Family 
Members, and Care-Team 
Members   

This document guides the 
healthcare professional in 
conducting a comprehensive 
interview of the patient, 
family member or care team 
following a readmission.   

Identifying the patient’s perspective 
awards the healthcare provider with 
aspects associated with the readmission 
that may not be found or extracted from 
the medical record. Addressing these 
issues moves toward successful care 
transitions in the future.  

4.1 

7-Day Readmission Checklist and
Audit Tool Instructions

This document will guide the 
organization in conducting 
routine evaluations of  
0- to 7-day readmitted
patients.

Readmissions within the first 7 days of 
discharge are often linked to failures in 
care transitions. Identifying gaps in this 
population is essential in preventing 
future readmissions.  

4.2 

Find more tools for care coordination at: www.hsag.com/care-coord-tools 

Arizona: www.hsag.com/care-coord-az-tools 

California: www.hsag.com/care-coord-ca-tools 

Florida: www.hsag.com/care-coord-fl-tools 

Ohio: www.hsag.com/care-coord-oh-tools 
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Interviews with Patients, Family Members, and Care Team Members 
If possible, conduct the interviews on the same patients from the chart review. 
Use a separate worksheet for each interview. 

Ask Patients and Family Members 
How do you think you became sick enough to come back to the hospital? 

Did you see your doctor or the doctor’s nurse in the office before you came back to the hospital? 
Yes If yes, which doctor 

(primary care physician [PCP] 
or specialist) did you see?  

No If no, why not? 

Describe any difficulties you had getting an appointment or getting to that office visit. 

Has anything gotten in the way of you taking your medications? 

How do you take your medications and set up your pills each day? 

Describe your typical meals since you got home. 

4.1
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Other? 

Ask patients and Family Members 
What do you think caused this patient to be readmitted? 

Do you have any suggestions about how/if this patient’s readmission could have been avoided? 

After talking to the care team members about why they think the patient was 
readmitted, write a brief outline about the patient’s circumstances that 
contributed to the readmission. 

July 2011. Adapted From:  Rutherford P, Nielsen GA, Taylor J, Bradke P, Coleman E. How-to Guide: Improving Transitions from the Hospital to Post-Acute 
Care Settings to Reduce Avoidable Rehospitalizations. Cambridge, MA: Institute for Healthcare Improvement. June 2011. 

This material was prepared by Health Services Advisory Group, the Medicare Quality Innovation Network-Quality Improvement Organization for Arizona, California, Florida, Ohio, 
and the U.S. Virgin Islands, under contract with the Centers for Medicare & Medicaid Services (CMS), an agency of the U.S. Department of Health and Human Services, from 
material originally prepared by the RARE Campaign. The contents presented do not necessarily reflect CMS policy. Publication No. QN-11SOW-C.3-03122019-08



7-Day Readmission Checklist and Audit Tool Instructions

Purpose: To obtain insight into why a readmission within 7 days of a hospital discharge has occurred and how it 
could have been avoided. To identify patterns and trends among readmitted patients, existing gaps in the 
organization’s current discharge processes, and opportunities for performance improvement.   

Description: This one-page audit tool prompts clinical or quality staff members to review a list of factors 
commonly attributed to preventable hospital readmissions. The review can help you understand the kinds of 
barriers patients, families, and providers face during preparation of discharge to the post-hospital transitional 
care period and the circumstances leading patients to return to the hospital.  

Data Collection: The audit can be completed by performing a brief chart review of the first admission and the 
readmission, and/or through an interview of the patient, family member, or clinicians involved in the patient’s 
care.  Additional assessment can be obtained by contacting the patient’s primary care provider, home health 
agency, or mental health provider, for example, to gain their perspective. Another approach that you may want 
to consider is to use the audit questions as a start-point in conversation when conducting the 7-day huddle. 

Implementation: Each day, identify the patients in your care who were readmitted within 7 days of their last 
hospital discharge. Patients with a planned readmission are excluded from the audit. Complete the audit tool on 
each patient or use the questions as a start-point in conversation when conducting the 7-day huddle. Share 
these results with the interdisciplinary team, a readmission workgroup, or a daily 7-day readmission huddle.  

Performance Improvement: Aggregate the results of your audits each month to identify the common trends, 
patterns, and themes. Review current processes surrounding the pre-hospital preparation and post-hospital 
transitions of patients, and focus process improvement efforts that close the gaps found.   

Potential Gaps: 
1. Evaluation of patient self-management knowledge, skills, and confidence

2. Evaluation of health literacy and use of teach-back to validate comprehension

3. Focusing on patient’s reason for admission while ignoring chronic comorbid condition
management

4. Failure to obtain an accurate and comprehensive medication history and incomplete
medication reconciliation

5. Evaluation of social determinants of health, including food insecurity, lack of quality
housing, medical care, transportation, and financial and social resources

6. Failure to secure and communicate a timely follow-up appointment within the 7-day
period after discharge

7. Failure to provide a timely follow-up phone call to reinforce disease and medication
discharge orders and follow up care

8. Failure to identify and secure skilled services for patient needing higher level of care
support after discharge

This material was prepared by Health Services Advisory Group, the Medicare Quality Improvement Organization for Arizona, California, Florida, Ohio, and U.S. Virgin Islands under contract with the 
Centers for Medicare & Medicaid Services (CMS), an agency of the U.S. Department of Health and Human Services. The contents presented do not necessarily reflect CMS policy.  
Publication No. QN-11SOW-C.3-11062017-01
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7-Day Readmission Checklist and Audit Tool
Index admission dates ______through______ /Readmission dates ______ through______ 

1. Is this readmission related to the previous admission?  Y or N
2. Is this a hospital penalty related condition?

a. If yes, circle one:  Acute MI / HF / PN / COPD / CABG / Elective TKA/THA*
b. If no, is readmission reason listed as a comorbid condition on the index admission?  Y or N

3. What is the admission source (circle one)? Home / home health agency (HHA) / skilled nursing facility (SNF) /
hospice / long-term acute care / inpatient psychiatric / inpatient rehabilitation

4. How many days between discharge and readmission (circle one)?  0–1, 2–4, or 5–7
5. Is the patient on a high-risk medication? If yes, circle one: anticoagulant / diabetic agent / opioid
6. Discharged on seven or more medications? Y or N
7. Medication reconciliation completed in full on previous discharge? Y or N
8. What is the reason for readmission? Check all that apply:

 Chronic condition/exacerbation of disease process
 Post-operative complication (wound healing, infection, sepsis)
 Post-discharge challenges identified (lack of transport, finances, housing, medical care) but not

evaluated for or linked to available resources
 Patient/family/caregiver did not understand discharge instructions
 Patient/family/caregiver did not obtain medications/supplies
 Patient/family/caregiver did not agree with higher level of care recommended at previous discharge

(refused HHA or SNF)
 Discharge services arranged/made were not followed through by service provider.

If checked, add service(s) arranged here: ________________________________________
 Patient left against medical advice (AMA) from previous admission

9. Did patient have a validated primary care physician (PCP) assignment at previous discharge? Y or N
 If yes, was a follow-up appointment made with patient’s PCP or specialist at previous discharge and

documented in discharge instructions? Y or N
 Did patient keep scheduled follow up appointment? Y or N
 If no, why (circle one)? Felt better, did not show/cancelled, no transportation, financial barrier,

readmitted prior to the appointment, date, or other _________________ 
10. Did patient comply with medication orders after discharge? Y or N

 If no, why (circle one)? No transportation, financial barriers/lack of resources, did not want to fill, filled
but not taking, had something similar at home, or other_________________ 

11. To identify if other patterns or trends exist, indicate:
a. Discharge unit _______________
b. Hospitalist group _______________   Discharging physician ___________________
c. What day of the week was the patient discharged (circle one)?

Sun    Mon    Tues   Wed     Thurs      Fri    Sat
12. Was an evaluation of discharge needs documented by case management on the index admission?  Y or N
13. Were there emergency room or observation visits between the index admission and readmission?  Y or N

Completed by: ________________ Date: ____________ Follow-up action: ______________________________

Patient Label 

This material was prepared by Health Services Advisory Group, the Medicare Quality Improvement Organization for Arizona, California, Florida, Ohio, and U.S. Virgin Islands under contract with the Centers for Medicare & 
Medicaid Services (CMS), an agency of the U.S. Department of Health and Human Services. The contents presented do not necessarily reflect CMS policy. Publication No. QN-11SOW-C.3-10312017-01

* Myocardial infarction (MI), heart failure (HF), pneumonia (ON), chronic obstructive pulmonary disease (COPD),
coronary artery bypass graft (CABG), total hip/total knee arthroplasty (THA/TKA) 
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Medication Management 
Medication delivery is a complex process consisting of prescribing, transcribing, dispensing, and administering 
medications. During any step in these processes an error may occur which could lead to an adverse drug event 
(ADE), serious harm, hospitalization, rehospitalization, longer hospital length of stay, or higher overall cost to the 
health system. In many instances, these ADEs are preventable. 

The HSAG Medication History Toolkit is aimed at ensuring each patient has a high-quality, complete and 
accurate medication history when entering the hospital. 

Medication History Toolkit 

Best-practice elements of this toolkit include: 

• Tips for Screening High-Risk Patients
• Tips to Conduct the Medication History Interview
• Steps to Verify Medications (two-source verification)
• Documentation of the Medication History
• Tips for When to Escalate Need for Further Review and Action

Toolkit also includes: 

• Assessing health literacy
• Sample job description: medication history tech
• Sample competency of completing an accurate medication history
• Medication history patient interview checklist
• Medication history collection tool
• Staff/provider satisfaction evaluation

Medication Toolkit   
Access the complete 28-page resource at:  www.hsag.com/medication-history-toolkit 

A recent study published by the Journal of American  
Pharmacist Association revealed that 26 percent  

of readmissions were preventable and medication related.1 

1. Vaidya A. 26 Percent of Readmissions Are Medication Related, Study Shows. Journ. Amer. Pharm. Assn. Found at Beckers Healthcare. Aug 
21, 2017. Available at: https://www.beckershospitalreview.com/quality/26-of-readmissions-are-medication-related-study-shows.html. 
Accessed on March 11, 2019. 
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Reducing Adverse Drug Events (ADEs) 
High-risk medications (HRMs) that lead to an increased risk of 
readmission include opioids, anticoagulants, and diabetic agents. This 
section provides an overview of each of these medication classes, as 
well as preventive strategies to reduce risk.  

Overview of Resources  

Form Purpose Rationale Page 

Reducing Anticoagulants ADEs: 
Warfarin 

This document provides prescribers 
with tips to improve patient 
outcomes for those who are 
prescribed warfarin.  

Warfarin is one of the most common 
drugs leading to rehospitalization. Utilizing 
the tips provided will improve safety of 
this medication and aid in readmission 
reduction.  

6.1 

High-Risk Medications: 
Resource of the Month 
Warfarin: Why You Need It, 
How It Is Monitored, 
Interactions to Recognize  

This document provides 
information regarding the use, 
dosage, and interactions associated 
with warfarin. In addition, pocket 
cards can be created from this 
document. There is also a quiz and 
checklist that can be used for staff 
validation.  

Warfarin is prescribed for a variety of 
cardiovascular conditions. This medication 
has many interactions that can alter the 
pharmacokinetics of the medication. 
Improving staff knowledge and providing 
validation regarding this medication will 
aid in oversight of this high-risk 
medication.  

6.2 

Reducing Diabetic Agents ADEs This document provides a 
comprehensive overview of best 
practices surrounding patients 
prescribed diabetic agents.  

Diabetic agents are common causes of 
readmission. The complexity of these 
medications and medication management 
lead to poor compliance. Increasing 
awareness of risk will improve compliance. 

6.3 

High-Risk Medications: 
Resource of the Month 
Diabetics Education: Use 
Teach-Back to Help Patients 
Successfully Manage Their 
Insulin 

This document targets practitioners 
caring for the diabetic population, 
providing best practices 
surrounding education delivery.  

Teach-back has been established as a best 
practice regarding education delivery. 
Using this strategy for all insulin teaching 
will help improve compliance and reduce 
readmissions associated with insulin.  

6.4 

Reducing Opioid ADEs This document provides 
considerations/best practices for 
patients who are prescribed 
opioids.  

Opioid administration may have 
detrimental side effects. These practices 
have been identified to reduce the risk 
associated with high-risk medications.  

6.5 

High-Risk Medications: 
Resource of the Month 
Opioids: Center for Disease 
Control and Prevention (CDC) 
Prescribing Guidelines for 
Clinicians  

This document provides an 
overview of the opioid crisis and 
available resources.  

The number of opioid-related deaths has 
been on the rise. Ensuring patient safety is 
essential when prescribing these high-risk 
medications.  

6.6 

Find more tools for medication management at:    www.hsag.com/med-management 





Page | 1 

Reducing Anticoagulants Adverse Drug Events—Warfarin 

Prescriber Tips:   
• Before prescribing anticoagulants, providers should weigh the risk of thrombosis against the risk of

bleeding (CHA2DS2-VASc score to assess stroke risk, HAS-BLED score to quantify hemorrhage risk).1, 2

• Patients may be referred to an anticoagulation clinic (AC) at any point during anticoagulation therapy.3, 4, 5

‒ Studies have shown ACs lead to better anticoagulation control and outcomes.
‒ Treatment should be individualized and based on shared decision making. Each patient’s values and

preferences should be addressed to help improve adherence.1, 5 
• Record indication for warfarin therapy; target International Normalized Ratio (INR) range and duration of

treatment for every patient.
‒ Most common therapeutic range for treatment with warfarin is 2.0–3.0.3

• With each visit: assess for significant drug and dietary interactions, evaluate patient’s warfarin therapy
understanding, and incorporate patient education as necessary, as well as communicate INR results and
dosing decisions.
‒ Monitoring is influenced by INR results, patient’s compliance, changes in health status,

addition/discontinuation of medications, changes in diet, and/or dose adjustment decisions. 
‒ Assess patient’s anticoagulant therapy knowledge by interviewing the patient or having the patient 

complete a warfarin questionnaire. 
‒ Provide methods for alerting others that the patient is anticoagulated (i.e., medical alert bracelet, 

Coumadin user card). 

Managing Challenging Situation5 Recommendations: 

Patients who miss scheduled INR tests Reminders delivered via telephone, text message, email, or 
regular mail can help patients remember appointments. 

Patients who struggle with following 
warfarin dose instructions 

Use of pillboxes, calendars, electronic reminders, and 
written instructions can help patients remember to take 
medications as prescribed. 

• With each visit: patients should be given a written dosing schedule for their anticoagulation therapy which
takes into account:
‒ Brand/generic name, dosage adjustments, tablet strength, tablet color, INR results, and next 

appointment date, as well as a telephone number to call with questions or problems. 
• Avoid concomitant treatment with:3

‒ Non-steroidal anti-inflammatory drugs (NSAIDs).  
‒ Antiplatelet agents (except in situations where benefit is known or is highly likely to be greater than 

harm from bleeding, such as patients with mechanical valves, acute coronary syndrome, and recent 
coronary stents or bypass surgery). 

‒ Warfarin interacting drugs are included in Table 1. 

6.1
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Table 1: Preventing Warfarin-Associated ADEs 
Warfarin Recommendations: 

Patient Education 3, 5 • Explain the reason for starting warfarin, how warfarin works, and duration of therapy.
• Explain the need for routine INR testing and discuss INR target range.
• Discuss side effects of warfarin, drug and food interactions, signs/symptoms of bleeding or

clotting, and any necessary lifestyle changes.
• Explain when to take warfarin and what to do if the patient misses a dose.
• Discuss when to contact provider, AC, or when to go to the emergency department.
• Stress the importance of notifying all healthcare providers of warfarin treatment.
• If the patient has extended travel plans, ensure a sufficient supply of warfarin is available and

arrangements have been made for ongoing INR monitoring.

Drug Interactions 3, 4 Potentiation of Drug Effect (Increased INR): 
Amiodarone, amoxicillin, aspirin, cephalosporins, cimetidine, ciprofloxacin, citalopram, 
clarithromycin, Clopidogrel, cotrimoxazole, entacapone, erythromycin, fenofibrate, fish oil, 
fluconazole, fluvastatin, gemcitabine, gemfibrozil, levofloxacin, lovastatin, metronidazole, 
miconazole (suppository, gel), NSAIDs, propafenone, propranolol, simvastatin, selective serotonin 
reuptake inhibitors (SSRIs), trimethoprim/sulfamethoxazole (TMP-SMX), tetracycline, tramadol, 
voriconazole 

Inhibition of Drug Effect (Decreased INR): 
Barbiturates, bosentan, carbamazepine, cigarette smoking, chlordiazepoxide, ginseng, griseofulvin, 
mercaptopurine, multivitamin supplement, nafcillin, phenobarbital, rifampin, secobarbital, St. 
John’s Wort 

Warfarin 
Management 3, 4, 5

• Validated decision support tools are recommended for dosing decisions (i.e., nomograms or
computerized dosing programs).

• Warfarin dose should be adjusted based on INR measurements.
• Prior to making a dose adjustment, assess dietary changes, drug interactions, missed doses,

changes in health status, or other possible explanations for out of range INRs.

References:  
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High-Risk Medications: 
Resource of the Month 
Warfarin: Why You Need It, How It’s 
Monitored, Interactions to Recognize 
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So, what can we do about this? 
1. Ensure your staff members have a strong knowledge about warfarin. Once

they are knowledgeable about warfarin, they can confidently provide patient
education. To assist you in this, Health Services Advisory Group has provided
Warfarin Pocket Cards on the following page for the following three topics:

a. Indications for warfarin
b. Medication interactions for warfarin
c. High-risk food interactions for warfarin

2. Another excellent resource for warfarin is “A Patient’s Guide to Taking
Warfarin,” which can be found on the AHA website at this link:
AHA's Patient Guide to Taking Warfarin.1

3. Once you have provided these pocket cards to your staff members, reviewed
the content, and shared the AHA’s patient education resource, validate the
knowledge of your clinicians by administering a test (page 3), and/or observe
how they provide warfarin patient education by using the competency
validation tool (page 4).

Anticoagulants and 
 Adverse Drug Events 

Anticoagulants have been 
consistently identified as the 
most frequently implicated drug 
class in adverse drug events 
(ADEs) that contribute to 
emergency room visits and 
hospital admissions. Warfarin 
(also known by its brand name 
Coumadin) is the most commonly 
used oral anticoagulant in the 
U.S. Nationally, and among older 
adults, warfarin has been 
implicated in an estimated  
17 percent of emergency 
department visits and 33 percent 
of emergent hospitalizations for 
ADEs annually.3 

How does warfarin work?  
According to the American Heart Association (AHA)1 in their “Patient's Guide to 
Taking Warfarin,” the formation of a clot in the body is a complex process that 
involves multiple substances called clotting factors. Warfarin decreases the 
body’s ability to form blood clots by blocking the formation of vitamin K—
dependent clotting factors. Vitamin K is needed to make clotting factors and 
prevent bleeding. By giving a medication that blocks the clotting factors, the 
body can stop harmful clots from forming and prevent clots from getting larger. 
The goal of warfarin therapy is to decrease the clotting tendency of blood, not to 
prevent clotting completely. Therefore, the effect of warfarin must be monitored 
carefully with blood testing. 

How does a patient know how much warfarin to take? 
Dose adjustments are made by a physician order based on the results of a blood 
test. The daily dose of warfarin is adjusted to keep the clotting time within a 
targeted range. The blood test used to measure the time it takes for blood to clot 
is referred to as a prothrombin time test, or protime (PT). The PT is reported as 
the international normalized ratio (INR). It is important to monitor the INR—at 
least once a month and sometimes as often as twice weekly—to make sure that 
the level of warfarin remains in the effective range. If the INR is too low, blood 
clots will not be prevented, but if the INR is too high, there is an increased risk of 
bleeding. This is why those who take warfarin must have their blood tested so 
frequently. For nurses, it is important to know when the PT is to be drawn, that 
the physician receives the lab results timely, and that dose adjustments are 
made per the physician orders.  
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Warfarin is the most 
commonly used oral 

anticoagulant in  
outpatient settings. 2 
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Warfarin Pocket Cards 
(Clip and Save) 
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Staff Member Exam for Warfarin 

       Staff Member Name (Please Print): ______________________________         Facility/Unit: ________________________

Question Answer Correct? 
Y/N 

1. What is the brand name commonly
known for warfarin?

2. Briefly explain how warfarin works.

3. The blood test used to make warfarin
dose adjustments is called: (circle one) 

A. CBC B. INR C. BUN and Creatinine

4. Identify three medical conditions for
which warfarin is indicated.

1. 

2. 

3. 

5. Identify three antibiotics that may
cause an interaction with warfarin.

1. 

2. 

3. 

6. 
Identify three over-the-counter (OTC) 
products that may cause an interaction 
with warfarin. 

1. 

2. 

3. 

7. 

Identify three other medication 
categories (besides antibiotics and 
OTCs) that may cause an interaction 
with warfarin. 

1. 

2. 

3. 

8. 
Eating an increased amount of foods 
rich in Vitamin K may:  
(Circle one answer)  

A. Increase the PT and INR making warfarin more effective and
potentially decreasing the risk of blood clots.

B. Lower the PT and INR making warfarin less effective and
potentially increasing the risk of blood clots.

C. Has no effect and this is just an old wives’ tale

9. Identify three foods high in
Vitamin K.

1. 

2. 

3. 

10. 

True or False: On the basis of the results 
of a blood test, the daily dose of 
warfarin will be adjusted to keep the 
clotting time within a target range. 

A. True B. False

There are 20 correct answers. Suggested pass rate is 16/20 or 80%.       Total Correct:  

 Answers to questions 3, 8, and 10 are on the Warfarin Pocket Cards 

This material was prepared by Health Services Advisory Group, the Medicare Quality Improvement Organization for Arizona, 
California, Florida, Ohio, and U.S. Virgin Islands, under contract with the Centers for Medicare & Medicaid Services (CMS), an 
agency of the U.S. Department of Health and Human Services. The contents presented do not necessarily reflect CMS policy. 
Publication No. QN-11SOW-C.3.6-11062017-01 
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         Providing Warfarin Patient Education: Competency Validation Checklist 

To be used by preceptors to evaluate personnel providing warfarin patient education. This checklist evaluates performance and 
competency using both direct and indirect observations. Include in employee’s personnel file when completed. 

Name: _________________________________________                Facility/Unit: ______________________________ 

Key: S = Satisfactory U = Unsatisfactory  NP = Not Performed 

Direct Observation S U NP Comments 
1. Reviewed medical record for most recent medication orders.
2. Gel in/wash out (observed other contact precautions, as

indicated.
3. Acknowledged patient and used two patient identifiers upon

entry.
4. Introduced himself/herself to patient and/or

caregiver/family member and explained intent of visit.
5. Used teach back method to validate patient’s understanding

for why they take warfarin (should identify the medical
condition, such as A-fib, pulmonary embolism, stroke, etc.
The answer should not be “because my Dr. told me to”).

6. Explained how warfarin works to benefit the patient.
(A resource for this information can be found at “A Patient’s
Guide to Taking Warfarin” section, “How Does Warfarin
Work?” on the American Heart Association (AHA) website:
(To access, click here.)

7. Used teach-back method to validate patient’s understanding
for at least 3 drug categories that could cause potential drug
interactions. (A resource for this information can be found
on the Warfarin Pocket Cards on page 2).

8. Used teach back method to validate patient’s understanding
of foods and drinks to avoid. (A resource for this information
can be found on the Warfarin Pocket Cards on page 2).

9. Reinforced the importance of regular INR monitoring and
physician follow up. “A Patient’s Guide to Taking Warfarin”
section, “Monitoring and Dosing Tips” on the AHA website:
To access, click here.)

10. Thanked the patient and/or caregiver and asked if there
were any questions before leaving.

Initials Name of Validator Initials Name of Validator 

ACTION PLAN (If necessary) 

⃝   Employee meets basic competency. No action plan needed.  

Employee: _______________________________________________________________________  Date: ___________________________  

Supervisor:  ______________________________________________________________________  Date: ___________________________  

This material was prepared by Health Services Advisory Group, the Medicare Quality Improvement Organization for Arizona, 
California, Florida, Ohio, and U.S. Virgin Islands, under contract with the Centers for Medicare & Medicaid Services (CMS), an 
agency of the U.S. Department of Health and Human Services. The contents presented do not necessarily reflect CMS policy. 
Publication No. QN-11SOW-C.3.6-11062017-02 
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Reducing Diabetic Agents Adverse Drug Events 
Prescriber Tips:  

• Patients should be referred for diabetes self-management education (DSME). DSME has been shown to
improve patient self-management and blood glucose (BG) control.1, 2, 3

• A team approach to care and a comprehensive assessment is essential to optimal diabetes management.1, 2

• Patient adherence should be addressed. Barriers may include:2

‒ Patient factors such as remembering to obtain or how to appropriately take medications, fear, 
depression, and/or health beliefs. 

‒ Medication factors such as complexity, multiple daily dosing, cost, and/or side effects. 
‒ System factors such as inadequate follow-up and/or support system. 

• Insulin education should include distinguishing insulin types, minimizing insulin mix-ups by storing rapid-
acting and long-acting agents in different locations, and correctly timing insulin administration.4

Hypoglycemia Awareness:  
• Providers should carefully evaluate hypoglycemia risk.

‒ Less stringent glycemic goals may be appropriate for individual patients.2, 5 

Less Stringent Glycemic Goals 

Elderly patients History of severe hypoglycemia 

Long-standing diabetes Life-limiting comorbid illnesses 

Substantial cognitive or 
functional impairments 

Patients who are less motivated, nonadherent, and/or have limited 
resources/support system 

• Adapt interviewing approaches that guide the patient to a correct identification of the precipitating factors
of hypoglycemic episodes.5

‒ Ask patient to document frequency of hypoglycemic episodes and circumstances surrounding it. 
o Factors to consider prior to the event: skipped or inadequate meal, unusual exertion,

alcohol ingestion, and/or insulin dosage mishaps.5
• At each visit, assess patient’s hypoglycemia knowledge by interviewing the patient or having the patient

complete a hypoglycemia questionnaire.
‒ Opportunity to inform patients of hypoglycemia signs and symptoms and how to treat it. 

o Patients on any hypoglycemia-inducing medication should be instructed to carry
carbohydrates at all times to treat hypoglycemia.5

Hypoglycemia Signs and Symptoms 

Shakiness/trembling     Nervousness/anxiety    Sweating/chills/clamminess     Irritability 

Confusion Rapid heartbeat    Lightheadedness/dizziness Hunger 

Weakness/fatigue    Blurred/impaired vision Lack of coordination    Headaches 

6.3
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Preventing Hypoglycemia: 
Situation Recommendation 

Patient education: 
1, 2, 3, 4, 5, 6

• Self-monitoring of blood glucose (SMBG): allows patients to evaluate their individual response
to therapy and assess if glycemic targets are being achieved. Provide education and evaluate
patient’s monitoring technique, testing frequency, target range, and recording of daily results.

• Hypoglycemia: allows patients to understand the signs and symptoms of hypoglycemia and how
to treat and prevent it.

• Insulin: allows patients to understand the proper insulin administration, insulin/meal timing, and
insulin adjustment.

• Diet: all patients with diabetes should receive individualized medical nutrition therapy (MNT),
preferably provided by a registered dietitian. Patients taking insulin should receive
carbohydrate-counting education to assist with effectively modifying insulin dosing from meal
to meal and improving glycemic control.

• Physical activity: for patients taking insulin, physical activity may cause hypoglycemia if the
medication dose or carbohydrate consumption is not adjusted (adjustment depends on the BG
results and type/length of the activity).

Provide patient 
education on 
treatment of 
hypoglycemia: 1, 2, 5

Mild to moderate hypoglycemia: providers should counsel patients to treat hypoglycemia with 
fast-acting carbohydrates (BG alert value of 70 mg/dL [3.9 mmol/L] or less). 
• Ingestion of 15–20g carbohydrate (glucose tablets/gel or carbohydrate containing juice, soft

drink, candy, other snacks).
• Dose can be repeated in 15 minutes, if necessary.
• Once the glucose returns to normal, patients should be counseled to consume a meal or snack to

prevent recurrence of hypoglycemia.

Severe hypoglycemia: requires assistance of another person to actively administer glucagon. 
• Glucagon should be prescribed for all patients at increased risk for developing severe

hypoglycemia (BG <54 mg/dL [3.0 mmol/L]).
• Caregivers or family members should be instructed on the use of glucagon kits, including where

the kit is and when and how to administer glucagon.

Insulin Safety: 4, 5, 6 • Whenever possible, simplify insulin regimens.
• At each visit, reiterate the importance of BG monitoring to prevent hypoglycemia.
• Insulin administration education (e.g., supplies, dose preparation, injection procedures, selection

and rotation of site, needle disposal, storage). Assess the patient’s insulin injection technique to
identify errors and to improve technique.

• Encourage patients who use multiple types of insulin to verify each product prior to
administration to prevent mixing up insulin products.

• Confirm patient’s knowledge regarding appropriate insulin/meal timing, as well as insulin
adjustment in the presence of reduced caloric intake to prevent meal-related misadventures.
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High-Risk Medications: 
Resource of the Month 

Diabetes Education: Use Teach-Back to Help 
Patients Successfully Manage Their Insulin 

 

So, what can we do about this? 
To help ensure patients have the knowledge, skills, and confidence needed to 
adhere with the management and follow-up care required, effective education 
and ongoing evaluation of the patient’s understanding must occur. Providers can 
accomplish this by using the teach-back method. Teach-back is a way to confirm 
that the patient understands the information that he or she needs to know 
because it is taught-back to the provider in the patient’s own words. The teach-
back method is an evidence-based patient-centered communication technique 
and it is endorsed by the National Quality Forum as one of 34 proven “safe 
practices.” By asking a patient to repeat back and say the information in their 
own words, the chances of a patient remembering the information increases by 
50 percent.   

For example, John Smith, a 66-year-old male with insulin-dependent Type 2 
diabetes is admitted with low blood sugar. John is weak and staff members 
frequently walk with him around the unit to build up his strength. Here is your 
teach-back opportunity! While staff members are walking with him, they can use 
this time as an educational opportunity. “I know the doctors have been telling 
you a lot about insulin and I want to help you remember all the things you need 
to know. As we walk, can you tell me, for the type of insulin that you take, what is 
the onset, peak, and duration of action for this insulin?” Regardless of their 
credentials or setting, any and all staff members can help set the patient up for 
success by always using teach-back.  

To give you a jump-start on teach-back questions, Health Services Advisory Group 
has provided teach-back prompts (see page 2) to ensure your staff members do 
not miss an opportunity to increase a patient’s self-management ability. If teach-
back reveals a misunderstanding, explain things again using a different approach. 
One tactic is to use plain language terms to assist. Low and very low health 
literacy insulin education materials have been developed by the Association of 
Clinicians for the Underserved and the Nurse Practitioner Healthcare Foundation 
and are available at:  
http://clinicians.org/our-issues/acu-diabetes-patient-education-series/   

This material was prepared by Health Services Advisory Group, the Medicare Quality Innovation Network-Quality Improvement 
Organization for Arizona, California, Florida, Ohio, and the U.S. Virgin Islands, under contract with the Centers for Medicare & 
Medicaid Services (CMS), an agency of the U.S. Department of Health and Human Services. The contents presented do not 
necessarily reflect CMS policy. Publication No. QN-11SOW-C.3.6-02272019-02 
 

People Remember… 
• 10% of what they read
• 20% of what they hear
• 30% of what they see
• 50% of what hear and

see
• 70% of what they say or

write
• 90% of what they do4

1. American Diabetes Association. Insulin & Other Injectables. http://www.diabetes.org/living-with-diabetes/treatment-and-care/medication/insulin/?loc=lwd-slabnav.
2. Ostling S, Wyckoff J, Ciarkowski S, et al. The relationship between diabetes mellitus and 30-day readmission rates. Clinical Diabetes and Endocrinology 20173:3.
https://clindiabetesendo.biomedcentral.com/articles/10.1186/s40842-016-0040-x 
3. Daniel S. Budnitz, MD, MPH, Maribeth C. Lovegrove, MPH, Nadine Shehab, PharmD, MPH, and Chesley L. Richards, MD, MPH. Emergency Hospitalizations for Adverse 

Drug Events in Older American. http://www.nejm.org/doi/full/10.1056/NEJMsa1103053 
4. Dale, Edgar. Cone of Experience. 1946. Treichler, DG. Film and Audio-Visual Communications. 1967. Glaser, R. (1983, June). Education and Thinking: The Role of 

Knowledge. Technical Report No. PDS-6. Pittsburgh, PA: University of Pittsburgh, Learning and Development Center. And Thalheimer, Will. Will at Work Learning. May 
1, 2016 . http://www.willatworklearning.com/2006/05/people_remember.html 

Did you know that there are more than 20 types of insulin sold in the United 
States? Insulin can be difficult to manage since each insulin type differs in the way 
it is made, how it works in the body, and how much it costs.1 Diabetes is a 
complex disease in itself and, when adding learning how to prepare insulin doses, 
select and rotate sites, injection procedures, needle disposal, storage, and more it 
can make this overwhelming for the patient to manage. Due to the complex 
nature of the medication and disease, it is no surprise that insulin continues to be 
one of the most common drugs associated with adverse drug events. 

It is estimated that 9.3% of the 
population (29.1 million people) 

in the United States have 
diabetes, of which 28% are 

undiagnosed.2 
Insulin is the second most 

common drug associated with 
emergencyroom visits  

for adverse drug events  
in the nation.3 
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Insulin Education: Teach-Back Prompts 

 Insulin Basics 
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• It is important that we are on the same page about your care. Can you tell me in your own word why you are
taking insulin?

• Insulin is a complex drug and it is important that you are able to explain to your family and other providers what
type of insulin you are taking. Can you tell me in your own words: (proceed to sentences A–D)

A. What type of insulin do you take?
B. How long does it take for this insulin to start lowering your blood sugar? (onset)
C. When is the effect of this insulin the strongest? (peak)
D. How long does this insulin effect last? (duration)

• How would you explain to your wife what the normal blood sugar ranges are for you before and after meals?
• We covered a lot today and I want to make sure that I didn’t miss anything. Can you tell me how you will keep

track of your blood sugar results and when is it time to call your doctor for help?
• We discussed a lot today and I know it can be overwhelming, so let’s review what we talked about. Can you

describe three things that affect your blood sugar?

http://www.diabetes.org/living-with-diabetes/treatment-and-care/medication/insulin/?loc=lwd-slabnav 
 

Insulin Injection 

• I want to make sure I have clearly explained all the information you need to know to be successful when injecting
your insulin at home. Can you tell me in your own words what steps you will take before injecting your insulin?

• If your husband asks you where is the best place on your body to inject your insulin what would you say?
• Let’s say one day you are feeling sick and you ask a family member to help you out by injecting your insulin for you.

How would you explain the procedure?
• I’ve noticed that many people have trouble remembering to take their insulin. Can you tell me what your daily

schedule looks like?

Storing Insulin 

• We discussed a lot of information today about insulin and I want to make sure we covered all our bases. Can you
tell me in your own words when you get home today where you are going to keep your insulin?

• We covered a lot today and it is important that you properly store your insulin at home. Can you tell me two places
where you should never store your insulin?

• What will you look for to make sure your insulin is still safe for injection?
• If you were to buy more than one bottle of insulin at a time where will you store the extra bottle and why?

Syringe Disposal 

• We reviewed a lot of information about insulin needles. In your own words can you describe when you need to
dispose of a needle?

• It is important whenever using sharp instruments like needles, to safely dispose of them, I want to make sure you
feel confident disposing your injection needles. Can you tell me in your own words: (proceed to sentences A–B)

A. Where will you dispose the needles?
B. What will you do when the disposal container gets full?

http://www.diabetes.org/living-with-diabetes/treatment-and-care/medication/insulin/?loc=lwd-slabnav
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Reducing Opioid Adverse Drug Events 
Prescriber Tips: 
• Nonpharmacologic therapy (physical therapy, exercise, cognitive behavioral therapy) and nonopioid

pharmacologic therapy (non-steroidal anti-inflammatory drugs [NSAIDs], tricyclic antidepressants [TCAs],
serotonin and norepinephrine reuptake inhibitors [SNRIs], anticonvulsants) are preferred for chronic pain.1

• Before initiating opioid therapy, it is essential to perform a comprehensive assessment:2

‒ Pain condition, general medical history, psychosocial history, functional history, psychological evaluation,
substance use history, addiction risk screening, assessment of previous therapy 
o Screening tools to assess patient’s risk for opioid misuse or addiction: Screener and Opioid Assessment

for Patients with Pain-Revised (SOAPP®-R); Current Opioid Misuse Measure® (COMM); Opioid Risk
Tool (ORT); and Diagnosis, Intractability, Risk, Efficacy (DIRE)3

• Review prescription drug monitoring program (PDMP) database and consider use of urine drug testing (UDT)
and risk assessment tools to assess opioid misuse.1, 2

‒ PDMP assists in making informed clinical decisions regarding the appropriateness of a controlled substance
prescription by assessing data of previously filled controlled substance prescriptions.

‒ UDT assesses for prescribed medications and for other controlled prescriptions and illicit drugs.
• Establish realistic and measurable treatment goals with all patients with regard to pain relief and improvement

in function.1, 2

‒ Discuss risks, benefits, and limitations of treatments.
• When initiating opioid therapy, immediate-release instead of extended-release/long-acting opioids should be

prescribed using lowest effective dose for the shortest duration.1

• Routine monitoring and vigilance are critical to ensure effective and safe use of opioids.1, 2

‒ At each visit, assess and document patient pain and function using validated tools and assess
appropriateness of opioid regimen.

‒ Advise patients about common effects of opioids such as constipation.

Situation Recommendation 

Assessing 
Function 
and  
Pain1, 2, 4, 5

• 3-item PEG Assessment Scale: to assess Pain intensity, interference with Enjoyment of life, and
interference with General activity

• 2-item Graded Chronic Pain Scale: to assess pain intensity and pain interference
• Numeric rating scale pain (0–10 scale), functional assessment using the Oswestry Disability Index (0–50

scale), Neck Disability Index (0–50 scale), employment status, and/or improvement in activity status
• Clinically meaningful improvement has been defined as a 30% improvement in scores for both pain and

function
Monitoring1 Evaluate benefits and harms with patients: 

• Starting long-term opioid therapy or dose escalation: within 1 to 4 weeks (lower end of range when
extended release/long acting (ER/LA) opioids are started/increased or when total daily dose of opioid is
> 50 MME.

• Continued therapy: every 3 months or more frequently.
Note: If benefits do not outweigh harms of continued opioid therapy, optimize therapies and work with
patients to taper opioids to lower dosages or to taper and discontinue opioids.

• Avoid prescribing opioids and benzodiazepines concurrently.1
• Calculating the total daily dose of opioids helps identify patients who may benefit from closer monitoring,

reduction or tapering of opioids, or prescribing of naloxone.1, 6

‒ Morphine milligram equivalents (MME) conversion table (Table 1)
• Refer patient, as clinically indicated, for additional evaluation to achieve treatment goals (e.g., pain

management consultation).2
• Consider offering naloxone when prescribing opioids to patients at increased risk of overdose:1, 6

‒ Patients taking benzodiazepines with opioids
‒ Patients taking higher dosages of opioids (≥50 MME/day)
‒ Prior opioid-related emergency department visits

6.5
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Table 1: Calculating morphine milligram equivalents (MME)1, 6 

Opioid  
(Doses in mg/day except where noted) 

Conversion 
Factor 

Codeine 0.15 
Fentanyl transdermal (in mcg/hour) 2.4 
Hydrocodone 1 
Hydromorphone 4 
Methadone 

1–20 mg/day 4 
21–40 mg/day 8 
41–60 mg/day 10 
≥ 61–80 mg/day 12 

Morphine 1 
Oxycodone 1.5 
Oxymorphone 3 

These dose conversions are estimated and cannot account  
for all individual differences in genetics and pharmacokinetics 

1. Determine the total daily amount
of each opioid the patient takes.

2. Convert each to morphine
milligram equivalents (MME).
‒ Multiply the dose of each

opioid by conversion factor 
(see table). 

3. Add them together.

Preventing and Managing Opioid Side Effects: 
Side Effect Description 

Constipation:1, 2, 7, 8 Common side effect. Tolerance rarely develops to this effect. Constipation must be closely monitored 
and a bowel regimen should be initiated as soon as deemed necessary (e.g., stool softener and 
stimulant).  
– Consider bowel regimen initiation before the development of constipation.

Nausea and 
vomiting:7, 8

More commonly seen at initiation or when switching agents. Usually transient, however, treatment 
should be made available if substantial nausea and vomiting develop. Slow dose titration, decrease of 
opioid dose, switch to another analgesic and/or routes of administration may help. If antiemetic is 
necessary, drug treatment should be tailored specifically to the source of the problem. 

Sedation:7, 8 Commonly presents with initiation of opioid therapy or with dose increases. Most of the central 
nervous system (CNS) adverse effects are transient; however, some patients may require additional 
therapy. Suggested treatments are opioid dose reduction, opioid rotation, discontinuing or reducing 
doses of sedating medications, and use of psychostimulants.  

Lack of pain 
relief:1, 7

Alternative drug therapy may be necessary due to individual variability in genetics and 
pharmacokinetic /pharmacodynamic tolarance. Side effects can contribute to under-dosing and 
inadequate analgesia. When opioids are used, combine them with nonpharmacologic or nonopioid 
pharmacologic therapy, as appropriate, to provide greater benefits to patients. 
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  High-Risk Medications: 
Resource of the Month 
Opioids: Centers for Disease Control and Prevention 
(CDC) Prescribing Guidelines for Clinicians

Since 1999, the amount of prescription opioids sold in the U.S. has nearly quadrupled 
and as many as one in four people who receive prescription opioids long term in a 
primary care setting struggles with addiction.1 In October 2017, the president of the 
United States made the opioid epidemic a national public health emergency.2 The 
CDC is asking healthcare providers for increased diligence in prescribing and 
monitoring patients on opioids.  

So, what can we do about this? 
Four main actions are identified: 
1. Download the Opioid Guide mobile app to your phone to assist you in prescribing

and caring for patients on opioids (Box 1). The CDC indicates increased
monitoring and evaluation is needed when prescribing more than 50mg morphine
milligram equivalents (MME) per day.

2. Spend one hour this month watching one of the training webinars. Available
topics are listed (Box 2).

3. Become familiar with the patient education materials that are available and have
them bookmarked on your tablet or laptop. Review with patients so they can
self-monitor as well and manage their medications as best as possible while
understanding the risks of addiction (Box 3).

4. Before prescribing, verify the patient’s opioid prescription fill habits by using the
Prescription Drug Monitoring Programs (PDMP) (Box 4).

1. Opioid Guide Mobile App Features 2. Webinars/Videos
• MME calculator: Calculating total daily dose of opioids helps

identify patients who may benefit from closer monitoring,
reduction or tapering of opioids, or prescribing naloxone.

• Prescribing guidance: Review summaries of key
recommendations to help make informed clinical decisions
for your patients.

• Motivational interviewing (MI): Use the interactive MI
feature to practice effective communication skills and
prescribe with confidence.

• Access mobile app fact sheet at: https://www.cdc.gov/
drugoverdose/pdf/App_Opioid_Prescribing_Guideline-a.pdf

• Seven educational/training webinars for staff members:
‒ Overview of CDC Guidelines
‒ Non-opioid Treatments for Chronic Pain
‒ Assessing Benefits and Harm
‒ Dosing Titrations of Opioids
‒ Assessment of Opioid Use Disorder and Referral to

Evidence-Based Treatment
‒ Risk Mitigation Strategies
‒ Effective Communication With Patients About Opioid Therapy

• Access CDC webinars at:
https://www.cdc.gov/drugoverdose/training/webinars.html

3. Patient/Partner Tools 4. PDMP Database
• Establish realistic goals and discuss risks, benefits, and

limitation of treatments. Access CDC What You Need to Know
fact sheet at: https://www.cdc.gov/drugoverdose/pdf/AHA-
Patient-Opioid-Factsheet-a.pdf

• When initiating opioid therapy, immediate release instead of
extended release opioids should be prescribed using lowest
effective dose for shortest duration. https://www.
cdc.gov/drugoverdose/pdf/Guidelines_Factsheet-a.pdf

• Improve doctor and patient communication about opioids.
https://www.cdc.gov/drugoverdose/pdf/Guidelines_
Factsheet-Patients-a.pdf

• Before prescribing an opioid, review Prescription Drug
Monitoring Programs (PDMPs) to assess opioid misuse.

• PDMP assists in making informed clinical decisions regarding
the appropriateness of a controlled substance prescription by
assessing data of previously filled controlled substance
prescriptions.

• The PDMP has real-time data that are easy to use and access.
Learn more about PDMPs and how to get enrolled at:
https://www.cdc.gov/drugoverdose/pdf/PDMP_Factsheet-
a.pdf

More than 2 million 
American had an 

addiction to prescription 
or illicit opioids in 2016.3

6.6

1.
2. https://www.whitehouse.gov/opioids/
3. National data are obtained from the Integrated Care for Populations and Communities (ICPC) Quarterly Scorecard and the most recent data available are through June 30, 2018

Centers for Disease Control and Prevention. www.cdc.gov/drugoverdose/prescribing/guideline.html
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Teach-Back 
Teach-back has been proven to be the most successful teaching strategy associated with improving comprehension 
of discharge instructions. Teach-back is especially successful for patients with low health literacy. This section 
provides an overview the components of teach-back and provide tools to improve the quality of teaching.  

Overview of Resources 

Form Purpose Rationale Page 

Teach-Back Can Help This document provides a high-
level overview of the teach-back 
strategy.  

Low health literacy is a common issue that 
may hinder comprehension and compliance 
of prescribed treatment. Teach-back has 
been shown to improve retention and 
comprehension, including those with low 
health literacy.  

7.1 

Practice Using Plain 
Language 

This tool asks staff members to 
identify medical jargon 
commonly used and translate 
those terms into plain language. 

Patients often do not comprehend common 
medical jargon. Translating these elements 
to plain language aids in comprehension and 
compliance of material.  

7.2 

Teach-Back Sentence 
Starters 

This document is used by staff 
members as they become 
familiar with using the teach-
back strategy.  

Incorporating questions into plain language 
may be difficult for staff. Practicing this 
strategy will help hardwire the delivery.   

7.3 

Teach-Back Methodology for 
Patient Education: Employee 
Competency Validation 
Checklist  

This template may be used as a 
validation tool when 
implementing teach-back within 
an organization.  

Ensuring each staff member preforms teach-
back approp0riatly is essential.  

7.4 

Find more teach-back resources and information at:     www.hsag.com/teach-back 

Additional teach-back materials are also available from the Agency for Healthcare Research and Quality at: 
https://www.ahrq.gov/professionals/quality-patient-safety/quality-resources/tools/literacy-toolkit/healthlittoolkit2-
tool5.html 

Practice Experiences 

“I decided to do teach-back on five patients. With one mother and her child, I concluded the 
visit by saying, ‘So tell me what you are going to do when you get home?’ She could not tell 

me what instructions I had just given her. I explained the instructions again and then she was 
able to teach them back to me. I had no idea she did not understand—I was so wrapped up in 

delivering the message that I did not realize it wasn't being received.” 





Did You Know. . . ?
??? 

+ 

...40–80% of the medical information patients receive 
is forgotten immediately, 

and nearly half of the information retained is incorrect.1 

Limited health literacy is associated with 
medication errors, increased healthcare costs, 

and inadequate knowledge and care 
for chronic health conditions.2 

Teach-Back Can Help! 
The teach-back method, also called the “show me” method, is a communication confirmation method used by healthcare 
providers to confirm whether a patient (or caregiver) understands what is being explained to them. If a patient understands, he 
or she is able to “teach-back” the information accurately. 

WHO  should use teach-back? 
Any and all healthcare providers 

(physicians, nurses, pharmacists, etc.) 

WHEN should we ask for teach-back?
Early in the care process, and at the end of each visit 

Additional information and resources about teach-back can be found at 
www.hsag.com/teach-back. 

HOW  does it work?
• Teach-back is a way to make sure you, the healthcare provider, explained the information clearly.
• It is NOT a test or quiz of the patient.
 
 
 

1. In a caring way, ask the patient or family member to explain, in their own words,
what they need to know or do.

2. Check for understanding, and if needed, re-explain and check again.

WHAT should patients teach-back?
Information about their diagnosis, treatment plan,  medications, 

risks and benefits for treatment, etc. 

WHY is it important?
Many patients have difficulty understanding medical information.  

Teach-back helps providers to see the disconnect and correct it! 

This material was prepared by Health Services Advisory Group, Inc., the Quality Improvement Organization for Arizona, California, Florida Ohio, and U.S. Virgin Islands, under contract with the Centers for Medicare 
& Medicaid Services (CMS), an agency of the U.S. Department of Health and Human Services. The contents presented do not necessarily reflect CMS policy. Publication No. QN-11SOW-C.3-06262018-01 

1NC Program on HeAlth Literacy (2007). NC Health Literacy. University of North Carolina at Chapel Hill. Retrieved December 1, 2015, from http://nchealthliteracy.org. 
2 www.ahrq.gov/sites/default/files/wysiwyg/professionals/quality-patient-safety/quality-resources/tools/literacy-toolkit/healthliteracytoolkit.pdf. 

Over 1/3 of the adult population 
has limited health literacy.2 

www.hsag.com/teach-back
http://nchealthliteracy.org
http://www.ahrq.gov/sites/default/files/wysiwyg/professionals/quality-patient-safety/quality-resources/tools/literacy-toolkit/healthliteracytoolkit.pdf




P a g e | 1 

Practice Using Plain Language 

Clinical or Formal Term Plain Language Examples 

Acute 

Consistent 

Contraindicated 

Coping skills 

Court-ordered evaluation 

Decompensation 

Development 

Diagnosis 

Discharge 

Effectiveness 

Emergency 

Ethnicity 

Frequent 

General mental health 

Generic 

Homicidal ideation 

Hygiene 

Impulsivity 

Inpatient 

Intermittent 

Intervention 
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Clinical or Formal Term Plain Language Examples 

Intrusive 

Lethal 

Oral 

Outpatient 

Persistent 

Prior 

PRN 

Provider 

Psychotic 

Recovery 

Reliability 

Resources 

Restricted 

Serious mental illness 

Side effects 

Stressors 

Suicidal ideation 

Support system 

Symptom 

Tolerance (to a substance) 

Triggers 

Withdrawal 

This material was prepared by Health Services Advisory Group, the Medicare Quality Improvement Organization for Arizona, California, Florida, Ohio, and U.S. Virgin Islands under contract with the Centers for Medicare 
& Medicaid Services (CMS), an agency of the U.S. Department of Health and Human Services. The contents presented do not necessarily reflect CMS policy. Publication No. QN-11SOW-C.3-06112018-02 



Teach-Back Starter Sentences 
I want to be sure that I explained _________________ thoroughly because it is so important to help you stay healthy/ 
continue to get better/stay independent in your home as long as possible.  

In your own words… 

1. What is this medication used for; what does it help with?

2. When is it recommended to take this medication?

3. What is not recommended when you are on this medication?

4. When you are home with your son, what would the schedule be for you to give him his medication?

5. What is likely to happen if you stop taking your medications?

6. Why is testing your blood sugar and writing down the results so important?

7. What would the schedule for testing your blood sugar look like if we wrote it down?

8. Where are a few places you could call or go to for help with your diabetic supplies?

9. How will you keep track of your blood sugar and when would it be time to call your doctor or a helpline (e.g.,
NurseWise) for help?

10. Where are a few places or who are a few people you could call if you started to feel like cutting on yourself?

11. What are a few ways you can reduce sodium in your food intake?

12. How can you keep track of the amount of fluids you drink through the day?

13. Why is the daily routine of weighing yourself at certain times so important?

14. What would the schedule for weighing yourself look like if we wrote it down?

15. What are some things you can do to remember appointments?

16. Who can you call and what steps do you have to follow to ask for a ride to your appointments?

17. What are a few reasons the emergency department doctor is asking you to follow up with your regular doctor?

18. What are the benefits you will receive from participating in the home health services the doctor has recommended?

19. What kind of physical feelings (symptoms) might mean that you should call your doctor?

20. What kind of thoughts mean that you should call someone on your support list?

21. When do you know you should call 911?

22. What information is the most important for you to tell the ambulance crew if you ever have to call 911?

This material was prepared by Health Services Advisory Group, the Medicare Quality Improvement Organization for Arizona, California, Florida, Ohio, and U.S. Virgin Islands, under contract with the Centers for Medicare & Medicaid Services 
(CMS), an agency of the U.S. Department of Health and Human Services. The contents presented do not necessarily reflect CMS policy. Publication No. QN-11SOW-C.3-06132018-01 





Teach-Back Methodology for Patient Education 
Employee Competency Validation Checklist 

Employee Name: _________________________________ Facility/Unit: ______________________ 

Observer:  _______________________________________ Date: _____________________________ 

Y = Yes        N= No        N/A = Not Applicable 

Direct Observation Y N N/A Comments 
1. Did employee introduce self to patient and

family when entering the room?
2. Did employee sit down and have positive body

language and use caring tone of voice?
3. Did employee include family members and

caregivers, if present?

4. Did employee use plain language?

5. Did employee use acronyms? If so, were the
acronyms explained?

6. Did employee create a comfortable environment
where the patient did not feel like he or she was
being quizzed?

7. Did employee ask open-ended questions and
avoid asking yes or no questions?

8. Did employee ask the patient to “explain in their
own words” when validating understanding?

9. Did employee provide the opportunity to
confirm understanding before providing new
information?

10. Did employee document in the chart the content
of education and teach-back method was used?

ACTION PLAN (If necessary) 

⃝ Employee meets basic competency. No action plan needed. 

Employee Signature: _________________________________________________________  Date: __________________  

Supervisor Signature:  ________________________________________________________  Date: __________________  

This material was prepared by Health Services Advisory Group, the Medicare Quality Improvement Organization for 
Arizona, California, Florida, Ohio, and the U.S. Virgin Islands, under contract with the Centers for Medicare & Medicaid 
Services (CMS), an agency of the U.S. Department of Health and Human Services. The contents presented do not 
necessarily reflect CMS policy. Publication No. QN-11SOW-C.3-05032018-01 
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Patient Education Tools 
Health Services Advisory Group (HSAG) recently developed downloadable zone tools for 
patients, created to assist patients and caregivers in managing a variety of common health 
conditions. Zone tools help patients recognize and understand the symptoms of their disease and 
how to respond at various stages, with sections for: Green Zone—All Clear; Yellow Zone—
Caution; Red Zone—Medical Alert. 

These one-page self-management tools, each in English and in Spanish, can be used across all 
healthcare settings, in or out of the hospital, in nursing homes, and with home health agencies. 
The tools help patients understand their symptoms and how they should respond to them, 
especially “red zone” symptoms. The tools can be used while teaching patients and given to the 
patient or caregiver to take home.  

Overview of Resources 

Form Purpose Rationale Page 

Heart Failure Self-
Management Plan 

This handout provides 
comprehensive interventions 
to symptoms that may arise 
associated with heart failure.  

Heart failure is a chronic disease process, requiring 
patients to adhere to a complex treatment plan. 
This tool guides the patient as signs and symptoms 
of exacerbation occur. Patients can then take the 
appropriate measures.  

8.1 

My Plan to Identify 
Infection and/or Sepsis 

This handout provides 
comprehensive interventions 
to symptoms that may arise 
associated with infection.  

Patients who are diagnosed with sepsis or infections 
typically continue healing post discharge. Sepsis is 
associated with high rates of readmissions. This tool 
guides patients as issues may arise.  

8.2 

Chronic Obstructive 
Pulmonary Disease 
(COPD) Self-
Management Plan  

This handout provides 
comprehensive interventions 
to symptoms that may arise 
associated with COPD.  

COPD is a chronic disease requiring ongoing 
treatment. Many factors may trigger breathing 
issues. This tool helps guide the COPD patient after 
discharge and alerts the patient when they need to 
seek medical treatment.   

8.3 

Zone tool topics available at:       www.hsag.com/zone-tools
Asthma Kidney Health Sepsis 
COPD Medications Stroke 
Diabetes Mood and Health Total Hip Replacement 
Heart Disease Pain Total Knee Replacement 
Heart Failure Pneumonia Urinary System 

The information found in the zone tools is intended for educational purposes only. HSAG does not represent or 
guarantee that this information is applicable to any specific patient’s care or treatment. The content does not 
constitute medical advice from a physician and is not to be used as a substitute for treatment or advice from a 
practicing physician or other healthcare provider. 





Heart Failure Self-Management Plan
Name  _____________________________________________________ Date  _______________________________
Every day:        Weigh yourself in the morning            Take your medications            Eat low salt foods            Balance activity with rest periods

Green Zone: All Clear
If you have:

No shortness of breath
Weight gain less than two pounds  
(although a 1–2 pound gain may occur some days)
No swelling of your feet, ankles, legs, or stomach
No chest pain
Ability to do usual activities

Yellow Zone: Caution
 If you have any of the following:

A weight gain of two or more pounds in one day or 3–5 
pounds in one week
Increased shortness of breath
Increased swelling of your feet, ankles, legs, or stomach
Fatigue or lack of energy
Dry hacking cough

 Dizziness
An uneasy feeling—you know something is not right
Difficulty breathing when lying down or you sleep sitting 
up with extra pillows
New or frequent chest pain or tightness

Red Zone: Medical Alert! Stop and Think
If you:

Are struggling to breathe or have unrelieved 
shortness of breath while sitting still
Have chest pain not relieved or reoccurs after 
taking three nitro tablets
Have confusion or can’t think clearly

What this could mean:
Your symptoms are under control
Continue to take your medications as ordered
Follow healthy eating habits
Keep all physician appointments

What this could mean:
Your symptoms may indicate that you need an adjustment of your 
medications 

 Call your home care nurse or primary care doctor and your cardiologist
Doctor:  _____________________________________________
Phone:  ______________________________________________
Instructions:  __________________________________________
Cardiologist:  _________________________________________
Phone:  ______________________________________________
Instructions:  __________________________________________

What this could mean:

  You need to be evaluated by a healthcare 
professional immediately

 Call 9-1-1 
  Notify your healthcare provider’s office

If you notice a Yellow Zone Caution, work closely with your healthcare team

This material was prepared by Aging and Disabilities Services and adapted for use with permission by Health Services Advisory Group, the Medicare Quality Innovation Network-Quality 
Improvement Organization for Arizona, California, Florida, Ohio, and the U.S. Virgin Islands, under contract with the Centers for Medicare & Medicaid Services (CMS), an agency of the U.S. 
Department of Health and Human Services. The contents presented do not necessarily reflect CMS policy. Publication No. QN-11SOW-C.3-11062018-048.1 8.1





My Plan to Identify Infection and/or Sepsis
Name  _____________________________________________________ Date  _______________________________

Green Zone: No Signs of Infection
My heartbeat and breathing feel normal for me.
I don’t have chills or feel cold.
My energy level is normal.
I can think clearly.
Any wound or IV site I have is healing well.

Yellow Zone: Caution
My heartbeat feels faster than usual. 
My breathing is fast, or I’m coughing.
I have a fever between 100.0°F and 101.4°F.
I feel cold and am shivering—I can’t get warm. 
My thinking is slow—my head is “fuzzy.”
I don’t feel well—I’m too tired to do things.
I haven’t urinated in 5 hours or it’s painful or 
burning when I do.
Any wound or IV site I have looks different.

Red Zone: Medical Alert!
I feel sick, very tired, weak, and achy.
My heartbeat or breathing is very fast.
My temperature is 101.5°F or greater.
My temperature is below 96.8°F.
My fingernails are pale or blue.
People say I’m not making sense.
My wound or IV site is painful, red, smells, or has pus.

Green Means I Should:
Watch every day for signs of infection.
Continue to take my medicine as ordered, especially if I’m 
recovering from an infection or illness.
Keep my doctor and other appointments.
Follow instructions if I’m caring for a wound or IV site.
Wash my hands and avoid anyone who is ill.

Yellow Means I Should:
Contact my doctor, especially if I’ve recently been ill or 
had surgery. 
Ask if I might have an infection or sepsis.

Physician Contact:

Doctor:  _________________________________________

Phone:  _________________________________________

Red Means I Must:

 Act fast … Sepsis is serious!
Call 9-1-1 and say, “I need to be evaluated immediately.
I’m concerned about sepsis.”

Journal of the American Medical Association (JAMA) Network, JAMA Patient Page: Sepsis. October 2010. Available at: https://jamanetwork.com/journals/jama/fullarticle/186795. Accessed on June 8, 2018.
Centers for Disease Control and Prevention. Sepsis. Basic Information. How Can I Get Ahead of Sepsis? Available at: https://www.cdc.gov/sepsis/basic/index.html. Accessed on June 8, 2018.
Mayo Clinic. Mayo Foundation for Medical Education and Research: Disease Conditions Information: Sepsis. Available at: https://www.mayoclinic.org/diseases-conditions/sepsis/symptoms-causes/syc-20351214?p=1. Accessed on June 8, 2018.
The Sepsis Alliance. General Information and Resources. Sepsis Symptoms. Available at: https://www.sepsis.org. Accessed on June 8, 2018.

This material was prepared by Health Services Advisory Group, Inc., the Quality Improvement Organization for Arizona, California, Florida, Ohio, and the U.S. Virgin Islands, under contract 
with the Centers for Medicare & Medicaid Services (CMS), an agency of the U.S. Department of Health and Human Services. The contents presented do not necessarily reflect CMS policy. 
Publication No. QN-11SOW-C.3-06082018-01
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COPD Self-Management Plan
Name  _____________________________________________________ Date  _______________________________

Green Zone: In Control 
I breathe easily without a cough or shortness of breath.
I am not wheezing.
I	am	not	experiencing	chest	tightness.
I	do	not	need	to	decrease	my	activity	level	as	I	am	able	to	
maintain	my	normal	activity	level.

Yellow	Zone:	Caution	
I	have	an	increased	cough	and/or	sputum	and	symptoms.	
I	have	an	increase	in	shortness	of	breath	with	my	usual	 
activity	level.
I	have	increased	the	amount	of	quick	relief	medications	used.
I	have	had	a	change	in	my	usual	energy	level—increase	in 
either	tiredness	or	restlessness.
I need more pillows to sleep.
I	have	swollen	ankles	more	often	than	usual.
I	have	chest	tightness.

Red	Zone—Medical	Alert!	
I	have	unrelieved	shortness	of	breath,	chest	pain,	or	chest	
tightness.
I	have	shortness	of	breath,	wheezing,	or	chest	tightness	at	a	
rest state.
I	have	an	increased	or	irregular	heartbeat.
I	have	a	fever	or	shaking	chills.
I	need	to	sleep	sitting	up	or	in	a	chair.
I	have	changes	in	the	color	of	my	skin,	nail	beds,	or	my	lips	are	
gray or blue.
I am experiencing confusion or I am coughing up blood.

Green	Means	I	Should:
Continue	to	take	my	medicine	as	ordered.
Continue	regular	activity	as	tolerated.
Follow a low salt diet.
Wear	oxygen,	if	prescribed.
Keep all physician appointments. 

Yellow	Means	I	Should:
Continue	taking	daily	medications.	
Use	oxygen,	if	prescribed.
Contact	my	physician,	nurse,	or	home	health	nurse	to	 
discuss my change in symptoms and possible adjustment  
of	medication.
Physician Contact:
Doctor:  _________________________________________

Phone:  _________________________________________

Red	Means	I	Must:

 Take action!
Go to the Emergency Room or call 9-1-1 
immediately!

This material was prepared by Aging and Disability Services, and adapted for use by Health Services Advisory Group, the Quality Improvement Organization for Arizona, California, Florida, Ohio, 
the U.S. Virgin Islands, under contract with the Centers for Medicare & Medicaid Services (CMS), an agency of the U.S. Department of Health and Human Services. The contents presented do not 
necessarily reflect CMS policy. Publication No. QN-11SOW-C.3-10312018-01
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Skilled Nursing Facility 

Skilled nursing facilities (SNFs) play a vital role in the 
healthcare continuum. As healthcare practices shift to 
achieve improved care with lower cost, these 
organizations’ patient populations may shift to more 
acutely ill patients.  

On October 1, 2018, CMS began linking the return of acute 
patients directly to reimbursement strategies. Improving 
readmission rates in SNFs is vital for financial stability, 
quality metrics, and patient experience. This section 
contains tools specifically tailored to improving quality 
within the skilled setting.  

Overview of Resources 

Form Purpose Rationale Page 

Skilled Nursing Facility 
Resident Rehospitalization 
Tip Sheet 

This document provides a high-level 
overview of readmission prevention 
strategies in the SNF setting.  

This document can be disseminated to 
staff members to increase knowledge 
surrounding readmission prevention.  

9.1 

Guidelines for Customizing 
the Nursing Home Brochure 
“Frequently Asked 
Questions Guide”  

This document provides an overview 
of the process to customize the 
brochure template provided.  

Customizing the document to your 
facility allows unique characteristics of 
your organization to shine, and 
increases patient knowledge.  

9.2 

Skilled Nursing Facility 
Brochure Template  

This template provides key elements 
to include in an effective SNF site 
brochure.  

Patients may not be familiar with the 
care practices within the SNF setting. 
Creating a brochure to help inform  
patients helps facilitate this education 
and acts as a resource for patients.   

9.3 

Pre-Admission Huddle This checklist provides an overview 
of potential needs of the incoming 
resident.  

Reviewing and evaluating each element 
of the checklist helps to ensure that 
proper services and resources are in 
place prior to the resident’s arrival.  

9.4 

Find more tools for care coordination at:    www.hsag.com/care-coord-tools 





Skilled Nursing Facility Resident 
Rehospitalization Tip Sheet

Measure Overview
• The	skilled	nursing	facility	(SNF)	readmission	measure	estimates	risk-
standardized	rate	of	all-cause,	unplanned	hospital	readmissions	of
Medicare	SNF	beneficiaries	within	30	days	of	discharge	from	their	prior
proximal	acute	hospitalization.

• Hospital	readmissions	are	identified	through	Medicare	claims.
Readmissions	within	a	30-day	window	are	counted	regardless	of	whether
the	beneficiary	is	readmitted	to	the	hospital	directly	from	the	SNF	or	has
been	discharged	from	the	SNF.

• These	are	risk-adjusted	based	on	patient	demographics,	principal
diagnosis	in	prior	hospitalization,	comorbidities,	and	other	health	status
variables	that	affect	probability	of	readmission	and	excludes	planned
readmissions	since	these	are	not	indicative	of	poor	quality.

• This	measure	will	be	a	part	of	the	new	Value-Based	Purchasing	program
from	Medicare.	For	more	information,	visit:	https://goo.gl/JBMSjn

• Hospitals	and	other	acute	care	providers	currently	track	SNF
rehospitalization	rates	to	ensure	quality	of	life/care	during	transfers	from
one	care	setting	to	another.

• The	State	Survey	and	Certification	Agency	pays	attention	to
rehospitalization	under	Ftag	483.12:	Admission,	Transfer,	&	Discharge.

How to Find Your Measure
• Contact	Health	Services	Advisory	Group
(HSAG)	for	an	in-depth	analysis	of	your
resident	rehospitalization	score.

• Keep	a	running	log	of	your	discharges/
hospitalizations.	Remember	this	data	is	not
official	nor	risk-adjusted.	If	you	like	you	can
use	the	Interventions	to	Reduce	Acute	Care
Transfers	(INTERACT)	Transfer	Log.

• You	can	access	your	rehospitalization	score
through	the	CASPER	system.	Use	HSAG’s
Accessing Official Rehospitalization Data
Tip Sheet	to	help	you	determine	your	rate.
Available	at:	https://goo.gl/voeVr4

Ask These Questions ...
In the pre-admission process:
• Do	you	have	a	listing	of	services/capabilities	to	ensure	your	facility	meets	the

specific	acuity	level	of	the	resident?
• Are	the	hospital	discharge	instructions	complete	and	include	advance	directives?
• Does	your	facility	have	a	process	in	place	to	ensure	readiness	for	admissions?

In the post-admission process:
• Are	you	doing	quality	rounding	for	at	least	the	first	7	days?	Is	upper	management	involved?
• Are	nurses	proficient	in	clinical	assessment	skills?	How	do	you	educate	your	staff	members?
• Are	you	using	Situation,	Background,	Assessment,	Recommendation	(SBAR)	or	an	equivalent

system	to	ensure	proper/informed	communication?

In the discharge planning process:
• Are	you	starting	the	discharge	process	upon	admission?	Is	it	interdisciplinary?
• Are	you	properly	discharging	residents	with	clear/concise	instructions?
• Is	social	services	completing	a	post-discharge	follow-up	to	ensure	resident	well-being?

Should I reference the INTERACT program to help me address these questions?  
INTERACT	is	a	quality	improvement	program	that	focuses	on	the	management	of	acute	change	in	resident	condition.	It	
includes	clinical	and	educational	tools	and	strategies	for	use	in	every	day	practice	in	long-term	care	facilities.	

For more rehospitalization resources, visit the HSAG website at www.hsag.com/snf-cc-resources

This material was prepared by Health Services Advisory Group, Inc., the Medicare Quality Improvement 
Organization for Arizona, California, Florida, Ohio, and the U.S. Virgin Islands, under contract with the Centers 
for Medicare & Medicaid Services (CMS), an agency of the U.S. Department of Health and Human Services.  
The contents presented do not necessarily reflect CMS policy. Publication No. QN-11SOW-C.2-12042017-02

9.1

www.hsag.com/snf-cc-resources




Page | 1 

Guidelines for Customizing the Nursing Home Brochure 
“Frequently Asked Questions Guide” 

We often hear from nursing homes that the transition a patient and their family members experience from hospital 
to nursing home can be quite dramatic. Hospitals have more staff members, physicians are visiting the patient 
often, and the change in setting can often lead to anxiety. Perhaps this anxiety even leads to unnecessary 
readmissions as the family members may insist on the transfer.  

An intervention that a nursing home may want to consider is providing written information about nursing homes 
to the newly admitted patient and their loved ones at the onset of admission or one day prior to arrival. 

If this interests you, we have provided a template document to help fast-track this work. Of course, you need to 
customize this for your facility, so please make notation of the following guidelines: 

1. Add your logo.
To brand this material as your own, please add your organization’s logo where the text boxes suggest “Logo
Here.”

2. Review the questions.
The specific questions in the frequently asked questions (FAQ) document can be edited. You may find that
you want other questions listed. If so, simply delete the ones you do not want and add the ones you do want.

3. Change the highlighted text.
The text that is highlighted in yellow serves as a prompt that the information must be changed from its current
state to reflect your specific information. Please go to those areas and change accordingly. This is also a good
time to read the text of each FAQ and verify that the content aligns with your facility’s policies and
procedures. If they differ, please edit the text so it is accurate.

We hope this document assists you in your work and leads to a greater understanding for the patient and their 
loved ones. If you have any questions, please contact your Health Services Advisory Group (HSAG) Quality 
Improvement Specialist listed below:  

Name  _______________________________ 

Phone _______________________________ 

Email  _______________________________ 

This material was prepared by Health Services Advisory Group, the Medicare Quality Improvement Organization for Arizona, California, Florida, Ohio, and the 
U.S. Virgin Islands, under contract with the Centers for Medicare & Medicaid Services (CMS), an agency of the U.S. Department of Health and Human Services. 
The contents presented do not necessarily reflect CMS policy. Publication No. QN-11SOW-C.3-07192018-01 
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9. When are meal times? Breakfast occurs
from XXXXXXXXX. lunch is from XXXXXXX
and dinner is from XXXXXXXXXX.

10. I am particular about my food...can I
have input on my meals? Absolutely!
Shortly after you are admitted the
dietitian will visit you and discuss your
preferences. That information will be
conveyed to the kitchen and we will do
our best to meet your requests.

11. If I become sicker what will happen?
Your nurse will notify your physician that
you have had a change in condition.
Depending on the change, you may be
treated right at the facility. However, in
some cases, your medical changes may
require we transfer you to a hospital in
the community.

12. If I have a concern who do I talk to? At
any time you may ask to speak with the
director of nursing for the (Facility or
Unit Name). Just let a staff person know
and they will convey this request to the
Director. Also, the Director’s contact
information is on the back page of this
pamphlet should you want to contact
him directly. If your concerns are not
addressed to your satisfaction, please
feel free to contact the administrator at
(XXX) XXX‐XXXX.

For Questions or Concerns 
please contact: 

Name 
Facility Administrator 

Phone Number  
Email address 

XXXXXXX, RN 
Director of Nursing, TCU 

Phone number 
Email address 

Facility Name 
Location 

City, State, ZIP 

Main Tel: XXX.XXX.XXXX 

QN‐11SOW‐C.3‐07162018‐01 

Welcome 
to the 

(Your Facility 
Name Here) 

Care Unit 

PLACE LOGO HERE PLACE LOGO HERE PLACE LOGO HERE 

A 
“Frequently 

Asked Questions” 
Guide 

to assist you  
during your stay at 

Facility Name. 

PLACE PICTURE HERE 
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Frequently Asked Questions 

The following is a compilation of the most 
frequent and common questions we are asked 
by those who have been recently admitted. Of 
course, if this does not answer your questions, 
please feel free to contact the administrator 
or director of nursing. The contact information 
is on the back panel of this brochure. 

1. What, exactly, is a SNF? A SNF stands for
skilled nursing facility. SNFs exist because
additional step‐down care may be
necessary for a patient to meet their full
recovery potential and achieve a safe
return to home. When a patient no longer
needs the intensity of acute hospitalization,
but still requires nursing care,
rehabilitation, and other services, the
patient is often admitted to (Name of
Facility). In doing so, the patient will
transition from a higher level of care (the
hospital) to a lower level of care (the SNF).

2. What is my plan of care? Your plan is
developed by a team of healthcare
professionals, along with you and your family.
Typically, your physician leads the direction of
the plan and communicates that to the nurses
and discharge planners. This information will
be shared with you frequently, so you can
participate in it as well.

3. When will I see my doctor? In a hospital a
physician is required to see a patient every
day. However, in a SNF, the requirement
changes because the patients are considered
medically stable. The physician will see his or
her patients typically within three days of the
admission, when a significant change in
condition occurs, and at least monthly
thereafter. Of course, your nurses are always in
communication with the physician and can
reach him or her daily by phone, if needed.

4. How many nurses are there? SNFs are staffed
differently than a hospital because patients are
considered medically stable. Staffing varies day
to day based on the care requirements for that
day. However, typically there will be 3–4
nurses per shift for the unit. There also will be
about 4–5 certified nursing assistants to assist
with care. And of course, there is a director of
nursing, who is in charge of all the nursing care
for the unit.

5. Can I have my family and children visit
me? Yes, visiting hours are from 8 a.m. to
8 p.m. Children age five and older are
allowed but require supervision. We ask
that visitors who are not feeling well not
visit as we want to prevent the spread of
all infections, no matter how minor.

6. My family members do not always get off
work before 8 pm. Can they visit after
8 p.m.? We do have the ability to make an
occasional exception to the routine
visitation hours. For after hours, there is a
doorbell outside the main entrance door
that you ring—this calls to the nurses’
station— although, if they are caring for
patients, you may have to wait a few
minutes for a response.

7. Can my loved one spend the night? On a
case by case basis this can be considered.
Check with the director of nursing.

8. Can family bring in
food for me? Yes,
provided you are not
under dietary
restrictions. Please
check with your nurse
to know if there are
any restrictions.

PLACE PICTURE HERE 

PLACE PICTURE 
HERE 



PRE-ADMISSION HUDDLE—EQUIPMENT/SPECIAL CARE NEED FOR SKILLED NURSING FACILITY (SNF) RESIDENT 

Resident Name   ________________________________        Anticipated SNF Admission Date _________________ 

       

Respiratory Therapy 

_____ Oxygen concentrator/supplies  

_____  Suction machine   

_____  Mask rebreather 

_____  C-Pap/B-Pap settings needed  

_____ Trilogy/settings needed 

_____ Trach/supplies 

_____ Nebulizer machine  

Wound Care 

_____ Wound vac and supplies 

_____ Special-order wound dressings 

_____ Date of last dressing change and measurements  

_____ Special mattress/bed 

_____ Other special orders items 

Infection  

_____ Culture results. Note any pending for f/u  

_____ Isolation room if needed 

Bowel/Bladder   

_____ Foley catheter     ____ Check diagnosis and need 

_____ Suprapubic 

_____ Colostomy             ____ Ileostomy  

_____ Rectal tube 

_____ Peg-tube or J-tube  

Orthopedic 

_____  CPM machine 

_____ Ortho brace __________________________     

_____ Special appliance ______________________ 

Medication Management  

_____ Current medication list/diagnosis/comorbidities 

_____  Pain management (scripts sent) 

_____ Start and stop dates for short term medications  

_____ Psychotropic (scripts sent)  

Bariatric Equipment  

_____ Bed   ____    Chair     ____   BSC 

Fall Management  

_____ Number of falls in hospital 

_____ Sitter        _____  Alarm 

_____ Other equipment __________________ 

_____ Restraint/type  ____________________ 

_____ Behavior _________________________ 

IV/TPN 

_____ Kangaroo pump 

_____ IV pump  

_____ PICC Line  

  Date inserted  ___________ 

         Measurement ___________ 

_____ Central line 

  Date inserted  ___________ 

Comment/special needs identified  

_______________________________________________
_______________________________________________ 

_____________   Date checklist completed  

_____________   Date preadmission huddle 

This material was prepared by Health Services Advisory Group, the Quality Improvement Organization for Arizona, California, Florida, Ohio, and U.S. Virgin Islands, under contract with the 
Centers for Medicare & Medicaid Services (CMS), an agency of the U.S. Department of Health and Human Services. The contents presented do not necessarily reflect CMS policy. 
Publication No. QN-11SOW-C.3-06182018-02 
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Behavioral Health 

Patients with behavioral health (BH) needs experience unique challenges leading to hospital readmissions that 
may differ from the general population. These patients are not treated solely in BH facilities. Acute care facilities 
often treat these patients for medical issues and may not effectively treat the psychological conditions present.  

HSAG has developed the Top 10 Intervention Series 
aimed at reducing psychiatric readmissions.  
This series includes topics such as:  

• Post-discharge follow-up phone calls
• Anticipating risk factors
• Family/caregiver meetings
• Aftercare
• Following up with care partners
• Verifying medication coverage
• Improve communication between providers
• Increasing referrals
• Case review of readmissions
• Filling medications at discharge

 For the full series and additional BH resources, visit:      www.hsag.com/bh-resources 

HSAG behavioral health videos: 

Jane Chapter One:   https://youtu.be/pz1_7ssdXZU 

Jane Chapter Two:    https://youtu.be/CRfANRvzJwU 

Jane Chapter Three:   https://youtu.be/urvR4Tdzf6E 

1. CMS Medicare Fee-for Service claims data for California and Arizona, Q4 2015–Q3 2016. 

Patients with  
dual-eligibility 

(Medicare/Medicaid) 
consistently account for 

more than  
50 percent of the  
behavior health 
readmissions.1
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Behavioral Health—National Resources
Crisis Lines: 

• National Suicide Hotline: 800.273.TALK (8255)
• www.suicidepreventionlifeline.org
• Teen Lifeline: 1.877.YOUTHLINE (968.8454)
• Crisis Text Line: Text “help” to 741741 for any crisis situation
• Poison Control: 1.800.222.1222

Online Resource/Benefit Guides: 
1. Aunt Bertha: National search and referral platform for free and reduce cost social programs.

https://www.auntbertha.com/works
2. Benefits Checkup: Online tool that searches through over 2,500 federal, state, and private benefit

programs to match a person’s unique needs to benefits programs for which he or she is likely to qualify.
https://www.benefitscheckup.org

3. 2-1-1: This community information and referral service lists resource websites for all populations
throughout every state. http://www.211.org

4. Psychology Today—Find a Therapist: Use this online tool to find mental health providers and their
contact information in your area. https://therapists.psychologytoday.com/rms/

5. Substance Abuse and Mental Health Services Administration: Substance Abuse and Mental Health
Services Administration (SAMSHA) offers an online treatment tool with a list of mental health facilities in
a specific area, including a summary of the type of services and insurance accepted at each facility.
https://findtreatment.samhsa.gov/locator?sAddr=8

Additional Training Opportunities/Advocacy Organizations with Educational Opportunities: 
1. Teen Mental Health First Aid (MHFA): The teen MHFA Course teaches high school students in years 7−9

and 10−12, how to provide mental health first aid to their friends.
https://mhfa.com.au/courses/public/types/teen

2. Psychological First Aid (PFA) Online: This professionally-narrated course is for individuals new to
disaster response who want to learn the core goals of PFA, as well as for seasoned practitioners who
want a review. https://learn.nctsn.org/course/index.php?categoryid=11

3. Mental Health First Aid: Mental Health First Aid is a public education program that introduces
participants to risk factors and warning signs of mental health problems, builds understanding of their
impact, and provides overviews of appropriate supports. https://www.mentalhealthfirstaid.org/cs/

4. National Mental Health Association/Mental Health America: The National Mental Health Association,
now known as Mental Health America (MHA), is a community-based nonprofit dedicated to addressing
the needs of those living with mental illness. The website offers screening tools for several issues,
including depression, anxiety, PTSD, substance abuse, and more. http://www.mentalhealthamerica.net/

5. Health Services Advisory Group Behavioral Health Webinars: A series of six community-developed
webinars intended to help translate the often confusing and even foreign world of behavioral health.
The target audience is anyone who wants to better understand and navigate behavioral health.
https://www.hsag.com/medicare-providers/collaborative-improve-behavioral-health-screenings-care-
transitions/inpatient-psychiatric-facility-resources/webinars/

6. American Psychiatric Association: Learn about common mental disorders, their symptoms, risk factors,
and treatment options. https://www.psychiatry.org/patients-families

7. ASIST: Applied Suicide Intervention Skills Training (ASIST) is a two-day interactive workshop in suicide
first aid. https://www.livingworks.net/programs/asist/

8. National Hospice and Palliative Care Organization: This program of the National Hospice and Palliative
Care Organization, Caring Info, provides free resources to help people make decisions about end-of-life
care and services before a crisis. http://www.caringinfo.org/

This material was prepared by Health Services Advisory Group, the Medicare Quality Improvement Organization for Arizona, California, Florida, Ohio, and the U.S. Virgin Islands, under 
contract with the Centers for Medicare & Medicaid Services (CMS), an agency of the U.S. Department of Health and Human Services. The contents presented do not necessarily reflect 
CMS policy. Publication No. QN-11SOW-XC-02052018-02 
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