
Key

Linked Resources=

Data System 
Needs

Identify trends 
for improvement

Optimize the use of 
electronic information

Identify readmissions 
concurrently

Post-Acute 
Partnering Needs

Skilled Nursing Facility (SNF)/
Home Health (HH)/

Rehabilitation/Primary Care 
Offices/Clinics

Disease Networks

Community-based 
organizations (CBOs) for 

example: nutrition 
or transportation

Patient/Family 
Activation Needs

Know worsening symptoms 
and who to call

Knowledge and use 
of medications

Teach-back for diagnosis/
goals and change

Administrative Support 
Needs

Ongoing staff 
member education

Nursing/CM collaboration

Adequate case 
management (CM)/social 

work staffing

Multidisciplinary 
performance improvement 

(PI) workgroup

Hospital System 
Needs

Outpatient clinics/
emergency department 

(ED) transition plans

Assure appropriate 
medication 

available and provided

Patient and family 
education/activation

Effective handoff practices

Immediate Discharge 
Needs

User friendly patient 
education handout

Ensure durable medical 
equipment (DME) delivery

72 hour post discharge call 
for high-risk (LACE)

Follow-up appointment 
made and confirmed

Problem 
Statement

Readmissions
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https://www.hsag.com/en/hiin/
https://www.hsag.com/en/medicare-providers/nursing-home/care-coordination/
https://www.hsag.com/contentassets/302c34c41f384d65b44d000c352f62b1/hsaghiinreadmissionsdeckfnl508.pdf
https://www.hsag.com/contentassets/9f71226914424551b2c4eb1baa985c3a/communitybasedorgfinal508.pdf
https://www.hsag.com/contentassets/5b5dc37ff4a54b3995e6e515e20107d4/redflagtoolsfinal508.pdf
https://www.hsag.com/en/medicare-providers/care-coordination/medication-management/
https://www.hsag.com/en/hiin/events/2018/november-2018/reducing-readmissions-with-patient-and-family-engagement-pfe-using-teach-back/?date=11/1/2018
https://www.hsag.com/contentassets/4c09057238b64951b51eecdcfeed63a0/effectivehandoffpractices508.pdf
https://www.hsag.com/en/medicare-providers/patient-and-family-centered-care/health-literacy/
https://www.calhospital.org/sites/main/files/file-attachments/cantrill_-_final_-_improving_emergency_department_transitions_of_care_-_1_up_0.pdf
https://www.hsag.com/en/medicare-providers/home-health-agency/care-coordination/
https://www.hsag.com/en/medicare-providers/physician-offices/
https://www.hsag.com/en/medicare-providers/physician-offices/
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