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Illinois Readmissions Presentation

ED Recidivism 
Playbook

Enhancing 
Partnerships Playbooks 

Social Determinates 
of Health Screening



Introducing the Implementation Playbooks



August 20, 2020



Impact 
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https://health.dotankdo.com/illinois-health-and-hospital-association/

https://health.dotankdo.com/illinois-health-and-hospital-association/


Social Determinants of Health Screening in 
the Emergency Department

August 20, 2020



Phase One
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Phase Two
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Phase Three
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Implementation Tools 
1. Gap Analysis Tool 

• This tool is meant to  which steps of the SDoH Emergency 
Department screening process your facility has in place.

2. Action Planning Document
• This document is meant to help you lay out the tasks you need to 

complete in order to accomplish your project goals.
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Gap Analysis Tool
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https://www.alliance4ptsafety.org/IHAMAPS/media/media/SDOH-Screening-Gap-Analysis.docx

https://www.alliance4ptsafety.org/IHAMAPS/media/media/SDOH-Screening-Gap-Analysis.docx


Action Planning Document
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https://www.alliance4ptsafety.org/IHAMAPS/media/media/Action-Planning-Worksheet_1.docx



Enhancing Partnerships to Address Social 
Determinants of Health
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Phase One
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Screening Questions
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Opportunity Assessment
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Phase Two
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Merged Opportunity Assessment
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Mapping Referral Process

August 20, 2020

Hospital: 
• What kind of cases do you currently refer? 
• How is the identified need discovered? Via 

assessment, screen, other?
• Which discipline refers to the CBO?
• At what time of the individual’s admission 

do you refer?
• How do you refer (phone, fax, email)?
• What information do you provide with the 

referral?
• Which staff person at the CBO do you refer 

to? Choices for Care? Transitional Care? 
Main number?

• Is it a warm hand off? Does the individual 
know you referred them to the CBO?

CBO: 
• What kind of referrals do you currently 

obtain from the hospital?
• How do you receive the referral?
• What information do you receive with the 

referral?
• What do you do when you receive the 

referral?
• Outline timeframe for seeing the individual 

(is it at the hospital, SNF or home?)
• Do you currently provide any information 

back to the hospital and how?



Referral Process Maps
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Action Planning
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Phase Three
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Action Planning
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Emergency Department Recidivism & 
Unnecessary Hospital Admission & Readmission
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Innovation
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Advancing the Spread of Quality 
Improvement Innovations
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Michigan Readmissions Presentation

Readmissions 
Improvement 

Action Networks 
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Sepsis Readmission 
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Readmission 
Improvement 

Sprints

Fundamentals of 
Readmissions



Readmissions IANs
• 12-week quality improvement initiative, lead by LEAN expert 
• Helping clinical teams identify and address barriers to 

improvement 
• Driven by A3 problem solving methodology (LEAN)

• Assess current state problems
• Understand root causes
• Design, test and standardize countermeasures 

• Resources & handouts available on: “Keystone Center” 
community  “Event” folder “Keystone Center Improvement 
Action Network (IAN)” folder 

August 20, 2020

https://community.mha.org/communities/community-home/librarydocuments?communitykey=bb5d29b6-96ee-4ec0-a661-ed913794d48f&tab=librarydocuments&LibraryFolderKey=&DefaultView=&defaultview=folder&libraryfolderkey=8c678f3a-705b-4f16-bce3-e5a2365174de


Sepsis Readmission Regional Learning Sessions
• Strategies and best-practices to prevent sepsis and reduce 

sepsis related readmissions
• Sepsis is a leading cause of readmissions nationwide
• Led by two national experts - Pat Posa, Posa RN, BSN, MSA & Hallie 

C. Prescott, MD, MSc. 

 Strategies for prevention
 Best-practices at discharge
 Post-discharge management

August 20, 2020

Presenter
Presentation Notes
Overview of strategies and evidence-based practices on sepsis, one of the leading causes of hospital readmissions. The seminar along with one post-session coaching call, provided an overview of national and Michigan-specific epidemiology of sepsis readmissions. The in-depth session covered strategies and best-practices to prevent sepsis and reduce sepsis related readmissions, including: •Strategies for Prevention (Early sepsis are, ABCD, Early Mobility, Dysphagia, De-resuscitation) •Best Practices at Discharge (Medication reconcile & titrate; Effective patient preparation and education on post-sepsis morbidity) •Best Practices Post-Discharge (Top preventable readmission diagnoses, Peer support, Functional rehabilitation) 



Sepsis Readmissions Regional Learning 
Session (cont.)
• Sepsis Readmissions Gap Analysis –identifying key best 

practices and strategies to address sepsis readmissions, provide 
your team with a better understanding of the areas of 
opportunities, identify gaps

• One-page Resource Guide - recommendations for key 
measures to track performance improvement and monitoring 
outcomes

• Resources & handouts available on: “Keystone Center 
community  “Events” folder “Sepsis Readmissions Regional 
Learning Session” folder

August 20, 2020

https://community.mha.org/viewdocument/sepsis-readmissions-regional-learni?CommunityKey=bb5d29b6-96ee-4ec0-a661-ed913794d48f&tab=librarydocuments


Readmission Improvement Sprints
• Rapid implementation program designed to amplify the impact 

of ongoing improvement efforts 
• Coaching webinars (3)
• Evidence-based tools, resources and guidelines to identify gaps &  

opportunities, operations and policy development and track progress
• Establishing a desired performance state
• Implementation planning

• Resources & handouts available on: “Keystone Center” 
community  “Events” folder  “Improvement Sprints” folder 
 ‘Readmissions” folder

August 20, 2020

Presenter
Presentation Notes
The readmission improvement sprints were led by two experts in performance improvement, Jeff Vlasic, MD, MS, and Michael Roth, who helped support organizations in addressing barriers, facilitating behavior change and driving measurable improvements in the identified areas of harm. The improvement sprints are rapid implementation programs designed to amplify the impact of efforts by addressing project drift.Composed of three learning webinars that coaches' organizations to implement robust learning and improvement systems to drive sustainable performance improvement.  Sharing contemporary evidence-based tools and educational resources to identify gaps, opportunities, and track progress.Highlighting concrete concepts, operations, guidelines and policy development, best-practices, and tactical steps to implement innovations at your hospital

https://community.mha.org/communities/community-home/librarydocuments?communitykey=bb5d29b6-96ee-4ec0-a661-ed913794d48f&tab=librarydocuments&LibraryFolderKey=&DefaultView=&defaultview=folder&libraryfolderkey=8c678f3a-705b-4f16-bce3-e5a2365174de


Retrospective 
assessment of 

cases to 
identify 

opportunities 
for process 

improvement

Presenter
Presentation Notes
This is an example of the process discovery tool for readmissions in the acute care setting. In this document, 5 to 10 charts are reviewed to look for trends or gaps in current systems of care. This tool is truly meant to be a quick review of real-data, so it is recommended to not spend more than 20-30 minutes per chart. During the chart review, areas of “fallout” have been highlighted in yellow. As you can see, 10 charts were reviewed, and our attention is turned to areas with the most yellow, in this case post-discharge appointments. 



August 20, 2020

Assess your current 
state, desired state, 
gaps that exist and 

the behavior 
changes needed to 
reach your desired 

goal

Presenter
Presentation Notes
This is an example of the desired performance statement in behavioral terms worksheet. This tool allows you to assess your current state, desired state, gaps that exist and the behavior changes needed to reach your desired goal. 
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Task: Describe the target behavior according to who needs to do what, when, where, 
how often and with whom 

Target behavior Case management department to call all patients identified as 
high risk of readmission within 48-72 hours of hospital 
discharge to ensure a safe transition of care.  
  

Who needs to perform 
the behavior?  

The case manager assigned to the patient.    

What do they need to do 
differently to achieve the 
desired change? 

Perform a scripted post-discharge call.  
  

When do they need to 
do it? 

Within 48-72 hours after discharge.  
  

Where do they need to 
do it? 

In the case management office.   

How often do they need 
to do it? 

Once, unless unable to reach the patient or further follow-up 
needs are assessed.  
 
 
 

With whom do they need 
to do it? 

In collaboration with the patient and/or designated caregiver.   
 
 

 

Presenter
Presentation Notes
To achieve your desired performance state, the worksheet asks you to describe the target behavior according to who needs to do what, when, where, how often, and with whom. 



Fundamentals of Readmissions 
• Packet of information providing a high-level overview of 

fundamental readmission practices

• Visual model provides content in a concise and 
actionable format

• Assists with program development/sustainability 

• Available on: “Keystone Center” community  “Preventable 
Harms Resources” folder  “Readmissions” folder 
“Readmissions Resource” folder

August 20, 2020

https://community.mha.org/viewdocument/fundamentals-of-readmissions-care?CommunityKey=bb5d29b6-96ee-4ec0-a661-ed913794d48f&tab=librarydocuments&LibraryFolderKey=dd80959b-fa2d-42fb-9836-7fc0fffa6158&DefaultView=folder
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Eliminating Disparities to Advance Health 
Equity and Improve Quality – Guide 

August 20, 2020

• Designed to provide practical guidance for healthcare 
organizations seeking to eliminate disparities in care to 
advance health equity

• Organizations are encouraged to use the guide to 
evaluate the current level of hospital implementation 
around key strategies aimed at reducing disparities to 
achieve equity and improving quality for better patient 
outcomes. This resource will guide organizations to 
prioritize and act on identified gaps so that thoughtful 
and focused action is taken to ensure that the 
outcomes across all patient populations are equitable



Diversity, Inclusion and Cultural Competency: 
Strategies for Advancing Health Equity

Key strategies and resources to develop a 
comprehensive and coordinated strategy to 
reduce healthcare disparities (workshop)
- Unconscious bias impact on different stages of the 

healthcare delivery cycle in serving unique and 
vulnerable populations 

- Business case for the identification and reduction of 
health disparities

- Identify the health outcome disparities among 
patients served

- Build a comprehensive and coordinated strategy to 
reduce health disparities 
• Identify and track key metrics on patients, staff 

and community
• Promote a culture of inclusion to advance health 

equity
• Engage community stakeholders to reduce health 

disparities

Advancing the Work of Diversity, Inclusion 
and Cultural Competence to Achieve Health 
Equity (webinar series build upon the 
learnings and topics covered in the Diversity, 
Inclusion and Cultural Competence 
workshops) 

1. Creating Leadership Buy-In for Cultural 
Competency.
2 Establishing an Internal Health Equity Council or 
Task Force
3 Collecting REAL, SO/GI and SDoH Data Effectively
4 CLAS and Cultural Competency--Getting Started



Diversity, Inclusion and Cultural 
Competency: Strategies for 
Advancing Health Equity
• Comprehensive Resource Guide

• Section 1: Key handouts to support discussions 
and insights presented throughout the workshop

• Section 2: Additional resources and references or 
links that may be useful for your hospital’s effort 
to advance health equity

• Section 3:The slide note pages from workshop 

August 20, 2020

All resources, handouts and webinar recordings 
available on: “Keystone Center” community  “Health 

Disparities – Foundational Concepts” folder 
“Resources” folder 

https://community.mha.org/communities/community-home/librarydocuments?communitykey=bb5d29b6-96ee-4ec0-a661-ed913794d48f&tab=librarydocuments&LibraryFolderKey=&DefaultView=&defaultview=folder&libraryfolderkey=8c678f3a-705b-4f16-bce3-e5a2365174de
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Coordination of 
Care Communities

Transitions of Care 
Road Map

Patient and Family 
Engagement Community



Coordination of Care 
Communities

Presenter
Presentation Notes
Through a grant Stratis Health 9 Coordination of Care communities across MN, eastern North Dakota and Western Wisconsin



Coordination of Care 
Initiative Goals

• Improve quality of care for Medicare beneficiaries who 
transition among care settings

• Reduce 30-day hospital readmission rates and admission 
by 20%

• Increase the number of days at home
• Establish sustainable, transferrable transition practices 

across the spectrum of care

Presenter
Presentation Notes
Stratis Health partnered with MHA to assist in 



Success Stories Webinar Series

•Successful Strategies for Sustained 
Community Improvement
•Tuesday, January 22, 2019, 12–1:00pm – More

•At Your Service: Benefits of Home 
•Health Agencies Working with their QIN
•Tuesday, February 26, 2019, 12–1:00pm – More

•Using Data to Drive Community 
Quality Improvement Efforts
Tuesday, March 26, 2018, 12–1:00pm – More

•Home-based Innovative Strategies 
to Prevent Readmissions
Tuesday, April 23, 2019, 12–1:00pm – More

•Changing the Culture: Improving 
Recognition and Management of Sepsis
Thursday, May 30, 2019, 12–1:00pm – More

•Achieving Community Goals by Partnering 
with Aging and Disability Resource Centers
Tuesday, June 25, 2019, 12–1:00pm – Register

This six-webinar series highlights the innovative work the Lake Superior QIN 
COC partners have done across care settings and in the community to 
improve transitions of care and reduce readmissions.

Download the webinar series flier

https://www.lsqin.org/event/success-stories-strategies-for-sustained-community-improvement/
https://www.lsqin.org/event/success-stories-benefits-of-home-health-agencies-working-qins/
https://www.lsqin.org/event/success-stories-using-data-to-drive-community-quality-improvement/
https://www.lsqin.org/event/success-stories-home-based-strategies-to-prevent-readmissions/
https://www.lsqin.org/event/success-stories-changing-culture-improving-sepsis-recognition-and-management/
https://qualitynet.webex.com/mw3300/mywebex/default.do?nomenu=true&siteurl=qualitynet&service=6&rnd=0.3723726602398806&main_url=https://qualitynet.webex.com/ec3300/eventcenter/event/eventAction.do?theAction%3Ddetail%26%26%26EMK%3D4832534b000000041d7c4204ded10f6682c2da6f20a249fdc8a0ed6e93dcf626474839d4dc11de3b%26siteurl%3Dqualitynet%26confViewID%3D109966055922775945%26encryptTicket%3DSDJTSwAAAASvCcnFAON4FablRc4p_d0HZZ9FOzjZY0s3Z14W_V4x4w2%26
https://www.lsqin.org/wp-content/uploads/2018/11/COC-Success-Stories-Webinar-Series-Save-the-Date.pdf


Transitions of Care Road Map

August 20, 2020

https://www.mnhospitals.org/quality-patient-safety/quality-patient-safety-
improvement-topics/readmissions-safe-transitions#/videos/list

https://www.mnhospitals.org/quality-patient-safety/quality-patient-safety-improvement-topics/readmissions-safe-transitions#/videos/list


Transitions of Care Road Map

August 20, 2020

Presenter
Presentation Notes
Created by subgroup of MHA’s Quality & Patient Safety CommitteeStructure: categories, FUND/ADV elements/recommendations, operational definitions, resources
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Presenter
Presentation Notes
Core pillars



Transitions of Care & PFAC

August 20, 2020

Presenter
Presentation Notes
???Both myself as the readmissions topic specialist and the MHA PFE specialists set up regional meetings to share learnings, barriers and solutions for the many factors that can affect a readmission
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Presenter
Presentation Notes
Regional meetings held with hospital discharge coordinators and members of PFACPurpose: Impact rate of readmissions through collaboration between hospital social workers and members of PFAC



Objectives
• Hospitals readmissions regional data 
• Strategies to reduce readmissions
• Engaging the community- resources and barriers
• Stakeholder engagement and collaboration 
• Identify and respond to top local readmissions risks 
• Transition of Care Road Map 
• Developing an action plan

August 20, 2020

Presenter
Presentation Notes
Reviewed data. SME Presentation on “Strategies to reduce readmissions”. Know and engage your community Develop local action plan for next steps- i.e., engage community All potentially preventable readmissions (PPR) from 2016 – 2019 in MN • Obtained diagnosis-related groups (DRG) that had PPRs • Analysis of incidence of PPR by DRG • From ICD-10 Data How many times does each DRG show up with a potentially preventable readmission?Highest PPR



Know Your Region and Community 

• Demographics
• Health markers
• Social determinants of health 
• Regional data
• State data
• USA data

Where are our strengths and our opportunities? 
Where should we focus attention?
What are our vulnerabilities?



Percent of people in poverty 
by region

Region 1 Region 2 Region 3 Region 4 Region 5 Region 6



Diabetes Mortality Trends



Surveyed attendees
Hospitals
• What are the biggest challenges in reducing readmissions?
• What has been successful to reduce readmissions?

Patients
• Difficulty of tasks in days after discharge

August 20, 2020



What are the biggest challenges in reducing 
readmissions?

August 20, 2020

Presenter
Presentation Notes
Are patients termed “noncompliant”? Think of it as a RCA- 5 why’s



What has been successful in reducing 
readmissions?

August 20, 2020



Survey Questions
Difficulty of tasks in days after discharge

Grocery shopping and making meals

Getting laundry and other housework done

Making follow up appointment with doctor

Getting answers to questions about health concerns

Filling prescriptions

Understanding how to take medications

Presenter
Presentation Notes
Reveiwed Surveys were sent out to hospitals and patients prior to the meeting2. What are the biggest challenges in reducing readmissions? #1 Patient factors;  # 2 Resources3. What has been successful to reduce readmissions? # 1 Discharge planning & patient educ;  # 2 F/U phone calls & Appts�



Next steps
• Develop Action Plan with next steps

• Potential partners
• Key stakeholder analysis
• Identify resources
• Community collaboration

• Measure small tests of change

August 20, 2020

Presenter
Presentation Notes
Potential Partners Worksheet • Solidifies the strategy for outreach • Stakeholder Analysis Worksheet • What is important to the potential partner? Use to develop the outreach message • How will I know I’m making progress? Think about your measures at the beginning



Resource Links
• MHA Transitions of Care Road Map
• Broadstreet
• Community Commons

Presenter
Presentation Notes
BroadstreetCommunity Commons can provide data and resourceshttps://www.mnhospitals.org/Portals/0/Documents/patientsafety/transitions/Transitions%20in%20Care%20Road%20Map.pdf

https://www.mnhospitals.org/Portals/0/Documents/patientsafety/transitions/Transitions%20in%20Care%20Road%20Map.pdf
https://www.broadstreet.io/board/signin
https://www.communitycommons.org/


Final Questions for Presenters

Illinois: Jenny Winkler, MPH, CIC, CPPS |jwinkler@team-iha.org 
Adam Kohlrus, MS, CPHQ, CPPS|akohlrus@team-iha.org

Michigan: Ewa Panetta, CPPS |epanetta@mha.org
Minnesota: Tracy Radtke, MHA | tradtke@mnhospitals.org

August 20, 2020



Upcoming GLPP &  MN HIIN Sustainability 
Webinars/Events 

• Sept. 17: Pressure Ulcers
• Oct. 1: Sepsis Symposium

Previous recorded webinars are available on the 
You Tube Page

August 20, 2020

Presenter
Presentation Notes
Here is the information for future GLPP & MN Sustainability presentations with links to register

https://register.gotowebinar.com/register/7916053117180406028
https://umich-health.zoom.us/webinar/register/WN_d2dxRv1pRiK54rfI76xe9A
https://www.youtube.com/user/MIHospitalAssoc
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