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Agenda 
 

• Introductions/housekeeping 

• The  Care Transitions Theme  

– Jane  Brock,  Chief  Medical  Officer,  Colorado  Foundation  for  Medical  Care  

(CFMC)  

–  Alicia  Goroski,  Care  Transitions  Project  Director,  CFMC  

• The  Atlanta Care Transition Initiative 
– Cathie  Berger,  Director,  Atlanta  Regional  Commission  Area  Agency  on  

Aging  

• Data  Sources to Target  your Efforts  

– Abigail  Morgan,  Social  Science  Analyst,  Office  of  Policy  Analysis  and  

Development,  Administration  on  Aging  

• Questions & Answers 
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The Care Transitions  Theme:
 

Experiences  from Community‐Based  Hospital
 

Readmission Reduction Initiatives 
 

Jane  Brock, MD, MSPH 
 

Alicia Goroski,  MPH
 

The  Colorado  Foundation  for  Medical  Care
 

Denver,  CO
 

http://www.cfmc.org/caretransitions
 

This material was prepared by CFMC (PM-4010-014 CO 2011), the Medicare Quality Improvement Organization for 
 

Colorado, 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. 
 

AoA Affordable Care Act Webinars
 



     

   

         

     

           
     

       

The  Care Transitions Theme 
 
• Define  a community  

• Identify  service patterns  associated  with  

readmission  

• Recruit  and  convene  providers/partners  

• To  reduce  unplanned  30  day  hospital  

readmissions  for  the community  

• Using  evidence‐based interventions  and  tools 
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CMS  Claims Data 
 
• Regional  readmission  rates and  care patterns 

– Very  helpful for  recruitment  

– Common  target  

– Common  language  

• Other  types  of  data 

–  Root  cause  analyses 
 

– Medical  records  reviews 
 

• Use  of  single stories  
–  Motivational  
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   Social Network  Analysis 
 



AoA Affordable Care Act Webinars 
7 

   

   
   

   

 

Root Cause Analyses
 
1)  Medical  record review  

– First  hospitalization discharge 
– Other services provided
 

– Readmission  admission 
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     Readmission Case Review Tool
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Root Cause Analyses
 
1)  Medical  record review  

– First  hospitalization discharge 

– Other services provided 

– Readmission admission  
2)  Readmission ‐ Admission  process  assessment  

– Direct  observation
 
– Process  owner interviews
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   Value Stream Mapping 
 
Current State Map 

Future State Map 
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Hospital  discharge  process 

Mapping 
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       Skilled  Nursing  Facility  Admission 
 
Process
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Root Cause Analyses
 
1) Medical record review 

–  First  hospitalization discharge 

–  Other  services provided 

– Readmission admission 

2) Process assessment 

–  Direct  observation 

–  Process  owner interviews 
3) Group discussion 

–  Focus  groups 

– Appreciative inquiry‐style  interviews 
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   Consumer Focus  Group 
 



 Community Engagement 
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Handing  Over Medical  Responsibility 
 

• Real time  communication  to  

Primary  Care Physicians  (PCPs)  

– <20%  at  time of  discharge 

– 33%  unaware of  discharge 

• Communication  to  Home Health  

Agencies  

– No  direct conversation  

– Need  signature from PCP 

• SNF  needs functional  status  

information  

– High  refusal rates 

– 3‐day stay rule 

•	 Discharge summaries  

– 86%  in 48  hrs 

– 33%  by the  time of  the follow‐up visit  
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     CMS  Table  of Interventions 
 

http://www.cfmc.org/caretransitions/files/Care Transition Article Remington Report Jan 2010.pdf
 



         Ways of  organizing  a  community  effort
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Where  a Motivated  Community Could  Start
 

•	 Identify your  community 

• 	
 

Call/visit  your QIO to see what  they can  do for you  

• 	
 

Value/promote  informal  social networking 
•	 Figure out who shares  patients in  your community 

• 	
 

Forum  for routine information exchange/discussion 

• 	
 

Routine  discussion of  readmission  cases among all involved 

providers  

• 	
 

Review  hospice/palliative care  providers/utilization/referral  

processes  

•	 Map/create handover  management processes  among providers 
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For more  information:
 
Visit our website: http://www.cfmc.org/caretransitions
 

Join our Care Transitions Learning Sessions: 

http://www.cfmc.org/caretransitions/learning sessions.htm
 

Contact Us:  

Jane  Brock – jbrock@cfmc.org 

Alicia  Goroski – agoroski@cfmc.org 



     

   
     
   

 

Atlanta Care Transition 
 

Initiative
 
Cathie Berger 
 

Area Agency on  Aging
 

Atlanta Regional Commission
 

Atlanta, GA
 

AoA Affordable Care Act Webinars
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Atlanta  Care Transitions  Workgroup 
 

•	 Build linkages  and partnerships  

• Share  best  practices  and results  

•	 Educate the medical  and social  

service  networks  

•	 Educate consumers  and families  

• 	 Promote  common  

understanding 

“….to plan and guide a regional 

approach to care transitions 

with a focus on how to 

collectively  and individually 
implement  the key principles  of  

transitions care into our daily 

work  processes.” 

Cobb 

Douglas 

Fayette 

Clayton 

Henry 

Rockdale 

DeKalb 

Gwinnett 

Cherokee 

Fulton 
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Why  Is  This  Important
 

to the Aging  Network?
 
• Share  the goal of safe transitions 

—Prevent  experience  and  trauma of  readmission  

• Limited resources 

—Ensure  right  supports at the right  time  in  most efficient  

manner  

• Opportunity to bridge the gap 
—Between acute  care and  long‐term  care 

• Reduce healthcare cost 
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    Home  

Health  

Community 

Services 

4 Methods 

Community 

Outreach & 

Education 

Atlanta  Care Transitions  Framework
 

Personal Health Record
 Red Flags 

Follow-Up Medication Adherence 

Linkage to Support Services
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Coleman Approach: 
 

Key  Activities
 

• Medication Self Management 

•  Use  of a  Personal Health Record  
• Knowledge of warning signs and symptoms
 

• Follow‐up  visit with physician scheduled 

Clear communication – Teach  Back 



AoA Affordable Care Act Webinars 
27 

     

             
         

         

 

             
   

Participation: The Aging Network 
 

•  Beginning  when  older  adults  and  their  families  

first call  for  information  and  resources  

•  Providing  assistance  in  managing  their  care 

•  Delivering  services  

•  Ensuring  that  clients  and  their  families  know  

what  to  expect  
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I. Information Services ‐‐ ADRC 
 

•  Incorporating  care  transitions  protocols  into  

options  counseling  

– Asking the right questions  

– Providing options for support services  
– Providing educational  materials  
– Providing follow  up
 

– Tracking  calls
 

Responding to 70,000  calls per year  
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Care Transitions  Information  Counselor 
 
Protocols
 

1.  Tell  me  what  caused  your hospitalization.  

2.  Tell  me  what  you understand  about  your  discharge  plan.  
a) 	 If  the client  is  still  in  the hospital:  Are  you  working with a discharge  

planner?  

3. Do you have a follow  up  appointment  scheduled  with  your primary  care  

doctor?  (should  be  7‐10  days  following  discharge)  
a)  If  the client  is  already  home:  Did  you go  to your  follow  up  appointment?  

4. Do you understand  how  to take  your medications  and  what  side  effects  to  

watch  for  and  report? 
 

a)  Is  paying for  them  a problem? 
 
b)  If  the client  is  already  home:  Did  you get  your  medications  yet? 
 

5.	 Do you know  what  the  warning  signs  (or  red  flags)  are  for  your condition?  

a)  Tell  me  what  you  were  told  to  watch  for  and  report  
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II.  Care Management 
 
•  Incorporating  care  transitions  protocols  into  care 

management  

– Ensuring  the client and  caregiver(s) understand  the  

transition plan  

– Using the Coleman coaching approach 

– Complementing the transition plan with HCBS care  

plan  

– Facilitating communication among all concerned 

– Tracking  hospitalizations 
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VNHS Care Management
 
Readmission  Data
 

Medicaid  Waiver  CCSP FY  2010 
July  1,  2009 –  June  30,2010 

Total  Clients 2,622  
Clients hospitalized 823  31%  

Clients hospitalized 

more than  1x  

683  26%  

Clients readmitted  

w/in 30 days 

184  22%  
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III.  Service Delivery System
 
•  Support  services provided  under  Older  
Americans  Act,  State  and  Local  funding:  

– Home  delivered meals, in‐home, caregiver
 

support,  transportation, adult  daycare
 

• Services  provided  under  the Medicaid  Waiver  

Programs:  

– Adult  day health, skilled nursing,  personal support  

services, home  delivered meals, emergency 

response, alternative living 
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Service Delivery System:
 
DeKalb  Pilot Project 
 

•  Seven  day  pre‐arranged  support package 

– Home  delivered  meals ‐ 7 days  

– In‐home support  services ‐ 6 hours  

–  Transportation ‐ 4 One  way  trips 
 

– Case  management/coaching ‐ 30  days 
 
• 5  Hospitals 

• Average  cost: $500.00 

•  Readmission  rate: 16% 

•  Replicated  in  4 additional  counties 

Expanding to other counties
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DeKalb Preliminary  Results 
 
April  1  – June  30, 2010
 

• 	 Number  of  clients  served  

– Meals  and  

homemaker:  14  

– Meals  only:  30 

– 	 Transportation:  9 

– 	 Transportation  and  

escort:  2 

Service  Units  Without 

Escort 
With 

Escort 

Transportation 4 one way  trips $ 55.00  $110.00  

In‐Home 6 hours  $139.00  $139.00  

Meals 7 meals/14 meals $ 51.00  $102.00  

Coaching $143.00  $143.00  

Subtotal $388.00  $494.00  

20%  overhead  $ 77.60  $  98.80  

Total $465.60 $592.80 



   

             
 

 
           
               

           
             

 
         

   

   
   
 

IV. Consumer Education 
 
•	 Incorporating care transitions into the AAA  Volunteer  

Outreach/Community Education 

– 	 Retired  Professionals  

–	 How to  Navigate the  Health  Care System  

o How to  prepare  for a hospital stay and  discharge 
o Importance of  maintaining a Personal  Health Record  

o Why  complete a  Georgia Advance Directive for Healthcare 

o Medication Management 

o Information about Medicare and related benefits 

–	 Materials for  Distribution 

• In  past year  

– 40  trained  volunteers  
– 77  presentations  

AoA Affordable Care Act Webinars 
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For more  information:
 
Contact: 

Cathie Berger  
404‐463‐3235 

cberger@atlantaregional.com 



         

 

         

   

Data  Sources to Target  Your 
 

Efforts
 
Abigail Morgan
 

Office of Policy Analysis and Development
 

Administration on  Aging
 

AoA Affordable Care Act Webinars
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Definitions for Partnership
 
• Hospitals  

– High  readmission rates 

•  Community‐based  organizations 
 

– Providing care  transition services 

– Representative governing body
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Learning  More  About  Local Hospitals 
 

• Hospital  Compare  

–  http://www.hospitalcompare.hhs.gov 

•  Medicare.gov  Database  Download  

–  http://www.medicare.gov/Download/DownloadDB. 

asp  
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Summary: Downloading 
 

Hospital  Compare
 
• Use  Hospital  Compare  CSV Flat  Files—Revised  

Format  

• Target  five  files  

– Hospital_Revised_Flatfiles.pdf
 

– Hospital_Data.csv 
 

– Outcome  of Care Measures.csv (three files)
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Summary: Outcome of  Care Measures 
 

•  National,  State  and  local  files 

– 30  Day  Mortality and Readmission Rates 

– Heart  Attack,  Heart Failure, Pneumonia 

• Sort  by  state,  city  and  county  
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Resources: For  Hospitals
 
• Eldercare  Locator  

– Public service of US Administration on Aging 

– Listings  for local Area Agencies on Aging, Aging 

and Disability Resource Centers (ADRC),  local 

aging service providers and programs 

–  http://www.eldercare.gov 
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Resources: Care  Transitions
 
• 	 http://www.cfmc.org/caretransitions/Default.htm 

(Care Transitions Quality Improvement Organization 

Support  Center) 

• 	 http://www.cms.gov/DemoProjectsEvalRpts/MD/ite  

mdetail.asp?itemID=CMS1239313 (Community‐
based Care Transitions Program) 

•	 http://www.adrc‐tae.org/tiki‐
index.php?page=CareTransitions (AoA’s  Aging and 

Disability Resource Centers and care  transitions) 
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Resources: Data  Sources
 
• http://www.hospitalcompare.hhs.gov (U.S. Department of  

Health  & Human  Services’  consumer‐oriented  website  that 

provides  information on how well  hospitals provide 

recommended  care to their patients) 

– For  Professionals:  

http://www.hospitalcompare.hhs.gov/staticpages/for‐
professionals/poc/data‐collection.aspx  

• http://www.medicare.gov/Download/DownloadDB.asp 

(Medicare’s  downloadable databases) 

• https://www.cms.gov/DemoProjectsEvalRpts/downloads/CCT 

P FourthQuartileHospsbyState.pdf (Data by state on high 

readmission  rate hospitals)  
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Resources: Affordable Care  Act 
 

• 	 http://www.aoa.gov/Aging Statistics/Health care r 

eform.aspx (AoA’s  Health Reform web page) 

•  http://www.healthcare.gov (Department of Health
 

and Human  Services’ health care  reform web site)
 

• 	 http://www.thomas.gov/cgi‐
bin/bdquery/D?d111:1:./temp/~bdsYKv::|/home/Le  

gislativeData.php?n=BSS;c=111| (Affordable Care 

Act  text and related information) 
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Next  Training
 

• Care Transitions: Making the Business  

Case 

–Wednesday,  February  23,  2:00‐3:30  pm  EST  

–Watch  your  email  for  registration  

information  
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Questions/Comments/Suggestions 
 
for  Future  Webinar Topics? 
 

Send them to: 

AffordableCareAct@aoa.hhs.gov  
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