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Care Transitions 
Partnerships that 
Work for Patients

Alyce Brophy, President/CEO, Community Visiting 
Nurse Association
Alyssa Kizun, Director, Care Management, Somerset 
Medical Center
Stacey Wilbur, Administrator, Greenknoll Care and 
Rehabilitation Center

WHAT’S THE PROBLEM
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Rising Health Care Costs

Between 41.9 and 70% of MCR patients 
admitted to Hospital for care received 
services from an average of 10 or more 
physicians during their stay
On average patients 65 and older with 2 
or more chronic diseases see seven 
different physicians within one year and 
account for 95% of Medicare 
expenditures

Discharges and Readmissions

Nearly one in 5 discharges paid by 
Medicare Fee for Service is followed by 
another admission to a hospital within 30 
days and 34% are readmitted within 90 
days
Half of those readmitted had not seen a 
physician since their discharge
Unplanned readmissions cost Medicare 
over $18 Billion annually
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System Of Care - Failures
Practice in silos
Poor communication
Conflicting information
Little knowledge or experience with other 
settings
No standardized patient protocols across 
settings
Primary physician out of information loop
Competition limits sharing
Lack of support for patient self management

Self Management - Failures

Patient and Family not active participants
Unprepared to make their own decisions
Overwhelmed
Insufficient or conflicting information and 
support
Non compliance
High score on risk assessment
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Transfer - Failures

Communication
Medication Reconciliation
Medication Management
◦ Duplicative Meds
◦ Sub optimal Use

Patient and Caregiver Confusion
◦ Lack of follow through on Referrals
◦ Missed or redundant MD appointments
◦ Not active in own care
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Readmission Penalties

10
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Medicare 30 Day Readmission Rate by State

Q1 12 by County
21.4 to 24.0
20.6 to 21.3
20.0 to 20.5
19.0 to 19.9
17.4 to 18.9

New Jersey 30-Day Readmission Rate by County 
(Q1 2012)*

*Source: This material was prepared by HQSI, under contract with CMS. These statistics are HQSI 
internal analysis of Medicare FFS claims for eligible beneficiaries discharged from NJ hospitals.
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13

New Jersey State Ranking on 30-Day 
Readmission Rates (2010)*

30-Day Readmission Rates (2010)
State 

Ranking

All Readmissions (21.48%) 50 out of 
53

Readmissions of Patients Discharged to Home 
without Home Health Care (17.88%)

48 out of 
53

Readmissions of Patients Discharged to SNFs 
(26.87%)

53 out of 
53

Readmissions of Patients Discharged with Home 
Health Care (23.41%)

40 out of 
53

Readmissions of Hospice Patients (2.96%) 20 out of 
53

*Source: Post Acute Care Readmission Rankings as prepared by CFMC, 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.
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How Can We Help
Whose Responsibility is it?
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Purposeful Partnerships
Tools for group problem solving, decision 
making and action
Dynamic groups vs time eaters
Pool expertise, talents, energy and 
resources of members
Compelling community problem
Two main components
◦ Set aside personal agendas
◦ Come together to engage in public problem 

solving

Goal of Collaboration

Compelling reason for existing
Bring together the right mix
Represent multiple aspects of the 
problem
Bring potential solutions
Community Problem Solving
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Purposeful Partnerships in the 
Community Interest

1. Is the collaboration focused on an issue you 
feel passionate about?

2. Are others in the group passionate about the 
issue?

3. Are you willing to commit your resources –
money, time, and talents so this can succeed?

4. Does the partnership/collaboration have the 
community’s interest in mind?

5. Are the right people involved in the 
collaborative?

7 Keys for Sustaining Project Excellence

Project Management Processes
Organization Structure
Project Management Tools
Capable People
Involvement and Communication
Project Performance Management
Leadership
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Transitions in Care
“A set of actions designed to 
ensure the coordination and 
continuity of health care as 
patients transfer between 
different locations or 
different levels of care within 
the same location.”
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Home
Care
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The Models
-

Red

Boost

Transitional Care 
Model

Coleman Care Transitions 
Program

Project Red –
Re-engineered Discharge

Nurse Discharge 
Advocate
Patient Education
Comprehensive Discharge 
Planning
Post-Discharge Telephone 
Reinforcement

Follow up 
Appointments
Individualized 
instruction booklet
Pharmacist telephone 
follow-up
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Components of RED
Educate about diagnosis
Make appointments for follow up
Discuss test or study results
Organize post discharge services
Confirm the medication plan
Reconcile the discharge plan
Review what to do if problem arises
Expedite sending D/C summary to physician
Have patient explain in own words the plan
Written D/C plan
Telephone reinforcement 2-3 days post discharge

Boost –
Better Outcomes, Older Adults

Toolkit for hospital 
discharge
◦ Screening/Assessment Tool
◦ Discharge Checklist
◦ Transition Record
◦ Risk-specific interventions
◦ Written discharge instructions

Improvement of 
information flow
Identification of high 
risk patients
Teach back
Patient Education
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BOOSTing Care Transitions
TARGET
◦ Tool for identifying and addressing risk
◦ Universal checklist on discharge
◦ GAP – general assessment of preparedness
Transition Record (simpler version of PHR)
Interventions (on discharge)
◦ Meds reconciled with preadmission meds
◦ Med use/side effects with teach back
◦ Action plan for management of symptoms
Discharge communication provided post hospital providers
Direct communication with PCP at discharge
72 hour phone contact post discharge

Transitional Care Model – Mary Naylor

Multidisciplinary
Comprehensive in hospital 
planning
Transitional Care Nurse 
follows patient from 
hospital to home

Streamline plan of 
care
Interrupt patterns of 
emergency room use 
and re-hospitalization
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Standard Protocol
In Hospital Visits with Patients
◦ Comprehensive assessment of health status
◦ Defines priority needs and services
◦ Designs and Coordinates inpatient and follow-up care
Home Visits with Patients
◦ Visit within 24-48 hours post discharge
◦ 1 vs per week x 1 month then semi monthly until D/C
◦ Telephone calls on non visit weeks
◦ Plan for emergency care
Nurse visit with Physician
◦ TCN accompanies patient on first visit post D/C
Transition from Transitional Care Nurse
◦ Communicates with PCP
◦ Completes a transition summary for patient and physician

The Model

Trained Transition Coach
Hospital Visit
Home Visit
3 Follow-up Phone Calls

Four Pillars

Med Management
Med Reconciliation
Personal Health Record
MD Appt follow-up
Red Flags

Care Transitions - Coleman
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Pillar: Medication
Self
Management

Patient
Centered
Record

Follow-up Red Flags

Goal Patient
Knowledgeable 
about meds and has 
system

Understands and 
manages a PHR

Patient schedules 
and completes 
follow up MD visit

Knowledgeable
about indications 
that condition is 
worsening and how 
to respond

Hospital
Visit

Discuss importance 
of knowing meds

Explain PHR Recommend 
primary care 
provider follow-up 
visit

Discuss symptoms
and drug reactions

Home 
Visit

Reconcile pre and 
post hospital med 
list

Review/update PHR
Review D/C
Summary

Emphasize 
importance of FU 
visit

Discuss symptoms 
side/effects
meds

Follow up
Calls

Answer any 
remaining
Med
Questions

Discuss outcome of 
visit with PCP

Provide advocacy in 
getting appt if 
necessary

Reinforce when/if 
PCP should be 
called
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Case Study Utilizing 
The Coleman Model
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Community Partners:
Community Visiting Nurse Association
Somerset Medical Center
Arbor Glen Continuing Care Community
Bridgeway Care Center
Green Knoll Care and Rehabilitation Center
Greenbrook Manor Nursing and Rehabilitation Center
Raritan Health & Extended Care
Somerset Valley Rehabilitation & Nursing Center

“CARE”
A Collaborative Approach to         
Reach Patient Empowerment

BUILD, FACILITATE AND MAINTAIN A COLLABORATIVE
ENSURE SAFE AND EFFECTIVE DISCHARGES
IMPROVE SEAMLESS DELIVERY OF CARE
DEVELOP AND EMPLOY A CROSS INSTITUTIONAL 
MEDICATION RECONCILIATION FOR AND PROCESS
PROMOTE PATIENT EMPOWERMENT AND SELF MANAGEMENT
PROVIDE PATIENT AND FAMILY A VOICE IN THEIR CARE
INCREASE PATIENT ABILITY TO SELF MANAGE CHRONIC 
ILLNESS
ENSURE TRANSFER OF ADEQUATE AND COMPLETE PATIENT 
INFORMATION
SHIFT PARADIGM FROM ACUTE CARE TO SUPPORTIVE AND 
HOLISTIC APPROACHES AT END OF LIFE
ENSURE PHYSICIAN ALIGNMENT
PROMOTE HEALTH TECHNOLOGY

OBJECTIVES
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PROGRAM
BREAK DOWN BARRIERS TO CARE
PATIENT EMPOWERMENT
REDUCE HOSPITAL READMISSIONS
TARGET POPULATION 
◦ 55 OR OLDER
◦ SOMERSET AND MIDDLESEX COUNTIES
◦ DIABETES, CHF, COMORBIDITIES
◦ COMPLEX SOCIAL CIRCUMSTANCES
◦ WHILE ON SERVICE UP TO 1 YR
COMMUNITY COLLABORATION
◦ HOSPITAL
◦ SUB ACUTE
◦ ASSISTED LIVING
◦ LONG TERM CARE
◦ HOMECARE
◦ HOSPICE
COLEMAN MODEL
◦ ADVANCED PRACTICE NURSE/PATIENT COACH

Enhancing Patient Outcomes

Patient
SELF 

MANAGEMENT

Collaboration 
among 

Healthcare 
providers

Transitional  
care team

Physician 
Interventions 

and parameters

Evidenced 
based 

guidelines

Medication 
Mgt.

Symptom 
Mgt.

Coaching/Self 
Care

State of the 
art technology

Joint Quality 
Outcomes
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Transition Coach and Personal Health Record 
central to patient empowerment and ability to 
self manage
Improving patient or family members comfort 
with taking a more active role in their care
Facilitates communication among providers, 
across settings and between patient/family and 
health care system
Improve care transitions by providing patients 
with tools and support that promote knowledge 
and self management of their condition

Principles of Coleman Model

Goal of Care

Independence
Transition from role of patient 
to self-care management

No ER visits
No Hospitalizations
No unscheduled home care visits
Improved Quality of Life
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Role of the Advanced Practice 
Nurse - Patient Focus

Introduce patient/family to the program
Provide patient support
Promote patient education
Role models behavior on how to play an active 
role
Models and facilitates new behaviors and 
communication skills
Helps patient with completion of Personal Health 
Record
Review patient progress with four pillars
Tailors content of visits/calls to needs and 
priorities of patient

Four Basic Segments of “activation” or Self 
Management Competency

Level 1

• Starting to take 
a role

• Individuals do 
not feel 
confident 
enough to play 
an active role 
in their own 
health.

• 10-15% of 
the 
population

Level 2

• Building 
knowledge and 
confidence

• Individuals lack 
confidence and 
an 
understanding 
of their health 
or 
recommended 
health regimen

• 20-30% of the 
population

Level 3

• Taking Action
• Individuals have 

the key facts 
and are 
beginning to 
take action but 
may lack 
confidence and 
the skill to 
support their 
behaviors

• 30-40% of the 
population

Level 4

• Maintaining 
Behaviors

• Individuals have 
adopted new 
behaviors but 
may not be 
able to 
maintain them 
in the face of 
stress or 
health crises

• 20-30% of the 
population

Increasing level of Activation
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Services, Tools and Assessments

Patient Coach
Risk Assessment
Readiness to Change
CTM – Care Transition 
Measure
Personal Health Diary (PHR)
Personal Activation 
Assessment
Red Flags/Heart Zones
Universal Transfer Form
Customized Education
Scales
Point Person at each Facility
Transition Room/Experience

Telemonitoring
Chronic Care Management
Outpatient Services
Staff Education
Support Groups
Shared Data Drive
Community Involvement
◦ Restaurants/MOW/Grocery Store

Readiness to change

My thoughts about changing 
my behaviors for this area:

I am thinking 
about it

I am ready to start 
making some 
changes

I recently started 
doing this

I have already been 
doing this for the 
past six months or 
more

Heart Failure Management 
Areas:
Weigh myself daily
Take my medicine regularly

Make healthy food choices

Be physically active on a 
regular basis
Keep my appointments
Stop smoking
Manage Stress
Check my blood sugar if 
diabetic

It is important for your healthcare team to know how ready you are to make changes to improve your
health. This information can help you, your family and your healthcare team.

•Know how ready you are to change your behavior
•Talk with you about steps you can take to help you change your behavior

Please take a few minutes to think about the following heart failure management areas. Then put
an “X” in the box that best describes how you feel about making any changes for each behavior.

Please give this complete form to your Nurse or Nurse Practitioner during your visit today.
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Know Your Heart Failure Zones

Zones
◦ Everyday – Things to monitor
◦ Green Zone – All Clear
◦ Yellow Zone – Caution

This is where we can make a difference with 
interventions

◦ Red Zone - Emergency

CARE TRANSITIONS MEASURE (CTM-3)

Patient Name: ____________________ Date: ___________________

1. The hospital staff took my preferences and those of my family or 
caregiver into account in deciding what my health care needs would be 
when I left the hospital?

2. When I left the hospital, I had a good understanding of the things I was 
responsible for in managing my health.

3. When I left the hospital, I clearly understood the purpose for taking each 
of my medications.
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Problem High Risk medications
(anticoagulants, insulin, digoxin, narcotics)

Psychological
(depression screen positive or h/o depression diagnosis)

Principal diagnosis (cancer, stroke, DM, COPD, heart failure)

Polypharmacy
(5 or more routine meds)

Poor health literacy
(inability to do Teach Back)

Patient support (absence of caregiver to assist with discharge and home care)

Prior hospitalization
(non-elective; in last 6 months)

Palliative care
(Would you be surprised if this patient died in the next year? Does this patient 
have an advanced or progressive serious illness?)  Yes to either:

Risk Assessment

Name: Patient ID # :                  Age:
Sex:         M             F

Primary Language: English Spanish Other:
Primary Diagnosis: 
Other Related Diagnosis:
Hosp. Admit Date: Hosp. D/C Date: 30 Days:

D/C to Sub-acute: Y N
D/C to Home Care/Hospice: Y N
D/C to Home No Services: Y N
Hospital Readmit Date: # Days From 
D/C to Readmit:
Readmission Diagnosis:
Identified as High Risk for Readmission: Y N
• Fall Risk
• Polypharmacy
• Prior Hospitalization within 6 mths.
• Non English Speaking/English Second Language

Symptoms Prior to Readmission:
Related to CHF: Y N
Related to Diabetes: Y N
Patient seen by Physician Prior to Readmission: Y N           U

Sub-Acute/SNF: Seen by physician within 7 days of D/C: Y N          U

Seen by physician within 14 days of D/C: Y
N          U

Home No Services: Pt saw physician within 7 days of D/C: Y N          U

Pt saw physician within 14 days of D/C: Y
N          U

Homecare/Hospice: Pt saw physician within 7 days of D/C: Y N          U

Pt saw physician within 14 days of D/C: Y
N          U

Patient Utilizing Health Record: Y N
Patient Weighing Self Daily: Y N
Patient Monitoring Blood Sugar: Y           N
Patient follows prescribed diet:              Y           N
Patient follows Medication Regimen:    Y           N
Patient record evidences understanding/teachback of Red flags: Y N
Patient record evidences understanding/teachback of when to call Agency/MD: Y N

Patient on high risk Meds: Y N      Record evidences understanding/teachback of meds:   
Y       N       N/A
Any changes in patient status reported to MD on same day: Y N
Documented communication provided to all members of team in regard to patient status change: Y

N
Physician/Family requested/insisted on transfer: Y N

Any interventions prior to transfer:

Was this ACH preventable: 

Care Collaborative Chart Review
Please complete and email within 3 days of readmission.
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CHF Visit Protocol

Vital Signs – B/P, Pulse, Resp.
Weigh patient on every visit – encourage 
patient to weigh self daily. (Same time each 
day)
Check for Edema - Measure
Breath Sounds
Heart Sounds
SOB - observe
SP02
Heart Zones
◦ Looking for changes from visit to visit
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LISTEN TO YOUR NURSE!

TRANSITION SATISFACTION – CTM3
REHOSPITALIZATION RATES (30,60,90 DAYS)
EMERGENCY ROOM VISITS
MD FOLLOWUP VISITS WITHIN 2 WEEKS OF 
DISCHARGE
PERCENTAGE OF ELIGIBLE PATIENTS ENROLLING IN 
PROGRAM
ADDITIONAL RISK DATA
READINESS TO CHANGE SCORES
FOLLOW UP PHONE CALLS
AVERAGE LOS
PATIENT ACTIVATION ASSESSMENT
CLINICAL OUTCOMES

DATA POINTS
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Collaboration
Eight Partners Strong
Weekly/Bi Weekly Meetings
Open Forum for Discussion
Understanding that Partnership 
development takes time
Buy in from key organization stakeholders
Community investment

WHY I’M  A PARTNER WHAT IT DOES FOR ME

Mission
Better Connection to 
Hospital
Need to Participate
Commitment to Service
Strength in Numbers
Serve same Patients

Business – Referrals
Cost Containment
Good Business Decision
Quality Outcomes
Standardization
Patient Satisfaction
Marketing Edge
Remain on Cutting Edge
Development
ACO’s
Chance to get Published

Partner Organizations
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Partners Role in System of Care

Voice in design and implementation
Development of policies and procedures
Maintaining fidelity to model
Fostering communication
Designate point person at each facility
Program support
Liaison to Advanced Practice Nurse
Educate staff
Provide and update statistical data
Monthly meetings for program and data review and 
evaluation
Continuous program improvement

System Support
Educates staff on new model
Champions program
Supports change in practice
Communicates progress between facilities
Ensures fidelity to model In their facility
Acts as liaison with physicians
Oversees system of care
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Patient Admitted
to SMC

ER Coor determines
eligibility – Risk

Assessment

APN visits in Hospital
Med Rec

Readiness to Learn

Receives patient 
education booklet, 

personal health record

4 Pillars Education and 
response

Patient Coaching
Disease Education

Transition Utilizing
Universal Transfer 

Form
Patient D/C checklist

Med Rec

Follow up Phone Calls 
if

D/C  home without
services

Better Choices
Chronic Care

Program 
Telemed

Outpatient 
Services

Facility 
Home Care

Hospice
APN Transition visit

CTM-3
Med Rec

Continue 4 Pillars
Disease Education

Transition Room or
Experience 
Pre D/C

APN visits prior to and
after any  D/C or

transfer

Home 
Self Managed

THE “CARE” MODEL

Medication Self 
Management

Educational 
Booklet
Personal Health 
Record
Coaching

Patient  
Empowerment

Transition 
Mgmt

Medication 
Reconciliation Tool
Teach Back Process

Reduced medication 
errors or 
discrepancies
Decreased Patient
Complications

Diet  management Educational 
Booklet
Nutritional 
Counseling
Coaching

Patient 
Empowerment

Transition 
Mgmt

Hospital 
Readmission Data

Reduction in ED 
admissions for 
Diabetes /CHF and/or 
Complications of

Weight 
Management

Daily Weights
Pt Responsibility
PHR, Coaching

Patient 
Empowerment

Transition
Mgmt

Increased self care
Knowledge of red 
flag

Reduction in ED 
admissions for CHF

B/S management Daily B/S  monitor 
Pt Resp/PHR
Coaching

Patient 
Empowerment

Transition
Mgmt

Increased self care
Knowledge of red 
flag

Reduction in ED 
admissions for 
Diabetes

Increased 
understanding of 
risk factors

Coaching
Role Playing

Patient 
Empowerment

Transition
Mgmt

Pt Empowerment
Increased self resp 
for health care

Reduced avoidable ED 
visits and Hospital 
Readmissions
Decreased adverse 
events

Transitions/Patient Empowerment
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Transitions/Patient Empowerment

Improved patient 
satisfaction

CTM-3 Patient 
Empowerment

Transition 
Mgmt

Press Ganey/Other 
format

Improved Patient 
Satisfaction

Improved perception 
of quality of life

Increased ability 
to manage own 
health

Patient 
Empowerment

Transition
Mgmt

Increased skill 
among health care 
workers

Improved 
Community Health

More active 
participation in 
transitions

Provide caregiver 
with tools and 
support

Patient 
Empowerment

Transition
Mgmt

Provide caregiver 
with  tools and 
support

Improvement in care 
transitions

Patient able to 
communicate needs 
effectively

Personal Health 
Record
Continuity of care 
plan across 
providers and 
settings

Patient 
Empowerment

Transition 
Mgmt

Enhanced ability of 
health technology to 
promote 
information 
exchange across care 
settings

Improved 
Communication 
Structure

Increased self 
responsibility and 
understanding of 
health care

Empowerment
Support Groups
Coaching
Follow up MD

Patient 
Empowerment

Transition
Mgmt

Follow Up MD visit Reduced avoidable 
ED visits and 
Hospital 
Readmissions
Decreased adverse 
events

Tracking and Sharing 
Tools and Activities

Teach-Back Process
Medication Discrepancy Tool
Excel Spread Sheet for Data Tracking/Move to Access
◦ Determined What, When, Who and How
◦ Determined two alternatives for Data Sharing
Chart Review Worksheet for Readmissions
Set Monthly Meetings for Data Review
Developed Goals, and System, Patient and Community 
Level Outcomes and Developed Methods to Capture 
Data
Set Education Strategy
Constructed Communication Strategy
Diagnostic Tool for Evaluating Group Function
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Health Status 

Medical Center Statistics Sept 2011

CFH Re-Admissions 2010 
(March-October)
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OUTCOMES

One Year of Program Data



10/12/2012

33

30 Day Hospitalization Data 

March Trends
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Reasons for March Readmissions

GI Bleed
Fever, Shortness of Breath
Anemia
Sepsis
COPD
Hypoglycemia
Seizures
CHF
Urinary Tract Infection
Respiratory distress
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Table 4. Physician Follow‐up Visit among Program Patients
# patients with follow‐up % patients with follow‐up

Hospital Discharge Month # of patients 7‐Day 14‐Day 30‐Day 7‐Day 14‐Day 30‐Day
Sep‐11 4 3 4 4 75.00 100.00 100.00
Oct‐11 7 6 6 6 85.71 85.71 85.71
Nov‐11 18 11 17 17 61.11 94.44 94.44
Dec‐11 11 8 10 10 72.73 90.91 90.91
Jan‐12 24 20 20 20 83.33 83.33 83.33
Feb‐12 31 22 24 27 70.97 77.42 87.10
Mar‐12 21 18 18 18 85.71 85.71 85.71
Total 116 88 99 102 75.86 85.34 87.93

Readmission Rates for Program Participants
30/60/90 Days
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Patient Activation Assessment
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CTM 3 SCORES – 9/12/11 – 4/30/12

Length of stay
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Patient Education

◦ Customized CHF Booklets

◦ Diabetic Booklets

Hiring of APN within 45 days

Patient Scales

Customized Personal Health Diary

Staff Education

Physician Education

Community Education

◦ Diabetes/CHF

Diabetes Education Modules

Shared Data Drive

Universal Transfer Form

Practice Tip Sheets

Medication Availability/Facilities
Coleman Training
Partner Collaboration
Monthly Meetings
◦ Good Attendance
◦ Roundtable Discussions
Standardized Protocols
Standardized Education
Improved Patient Care
Improved Documentation
Best Practices
Standardized Data Collection
Collaboration HQSI
Community Presentations
Reduction in Re-hospitalizations

Accomplishments

Progress towards Objectives 
BUILD, FACILITATE AND MAINTAIN A COLLABORATIVE
ENSURE SAFE AND EFFECTIVE DISCHARGES
IMPROVE SEAMLESS DELIVERY OF CARE
DEVELOP AND EMPLOY A CROSS INSTITUTIONAL MEDICATION 
RECONCILIATION FORM AND PROCESS
PROMOTE PATIENT EMPOWERMENT AND SELF MANAGEMENT
PROVIDE PATIENT AND FAMILY A VOICE IN THEIR CARE
INCREASE PATIENT ABILITY TO SELF MANAGE CHRONIC ILLNESS
ENSURE TRANSFER OF ADEQUATE AND COMPLETE PATIENT 
INFORMATION
SHIFT PARADIGM FROM ACUTE CARE TO SUPPORTIVE AND 
HOLISTIC APPROACHES AT END OF LIFE
ENSURE PHYSICIAN ALIGNMENT
PROMOTE HEALTH TECHNOLOGY
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Challenges
Change from the outside in
Multiple partners
◦ Follow through
◦ Same message
◦ Same Processes and Protocols
Data Collection – Monitor up to 1 year
◦ Excel
◦ Access
◦ Changing Data

Challenges
Patient Identification
◦ Cerner Tabs
Physician Buy In
◦ Increased Competition with Other 

Programs
Medication Reconciliation
◦ Partnering with Community 

Organizations
Maintaining the Momentum – Effecting 
and Sustaining Change
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Over Time
Demonstrate program success through measurable 
results
Support continuous quality improvement
Build finance model to identify needs to sustain 
activity
Support change to a patient centered care system
Patient Coach as the change agent over time 
becomes train the trainer so that everyone knows 
and is comfortable with the coaching model
Multiplication effect – proven program utilized by all 8 
partners increasing the positive impact we are able to 
make for the populations we are serving and the 
organizations

Where to Start
Join or Initiate a group
Identify high risk patients for re-hospitalization
◦ Historical
◦ Current Data and CMS Initiatives
Start discussions on admission and discharge 
processes
Look at best practices and evidence based 
models
Determine what will work for the group and 
get started – small is okay
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