
1 | P a g e  Washington State Hospital Association - Partnership for Patients, 3/7/2017  

 

 
 

Reducing Readmissions:  
Care Transitions Toolkit© 

 
Third Edition: January 1, 2017  

 

 

 
 

Right Care at the Right Time in the Right Setting 

 

   



2 | P a g e  Washington State Hospital Association - Partnership for Patients, 3/7/2017  

 
  

Reducing Readmissions:  
Care Transitions Toolkit© 

 
Carol Wagner 

Senior Vice President, Strategic Initiatives 
Washington State Hospital Association 

999 Third Ave, Suite 1400 
Seattle, WA 98104 

(206) 577-1831 
carolw@wsha.org 

 
Ryan Hosken 

Director, Quality and Performance Improvement 
Washington State Hospital Association 

999 Third Ave, Suite 1400 
Seattle, WA 98104 

 (206) 577-1821 
ryanh@wsha.org 

 
For more information, please contact readmissions@wsha.org 

 

 
projects/readmissions/ 

 

"This publication performed under Contract Number HHSM-500-2016-00077C entitled, "Hospital 
Improvement Innovation Network," sponsored by the Centers for Medicare & Medicaid Services, 
Department of Health and Human Services." 

  

mailto:carolw@wsha.org
mailto:ryanh@wsha.org
mailto:readmissions@wsha.org


3 | P a g e  Washington State Hospital Association - Partnership for Patients, 3/7/2017  

Table of Contents 
 

Contents 

TABLE OF CONTENTS ................................................................................................................................................................... 3 

OVERVIEW ................................................................................................................................................................................... 5 

WSHA READMISSIONS ORIGIN AND TIMELINE ........................................................................................................................................... 5 

WSHA READMISSIONS PROGRAM STRATEGIES .......................................................................................................................................... 6 

NATIONAL ALIGNMENT WITH BEST PRACTICES ........................................................................................................................................... 7 

LOCAL LEADERSHIP ............................................................................................................................................................................... 7 

AREAS OF FOCUS FOR COLLABORATION AND SYNERGY .............................................................................................................. 8 

INNOVATIONS IN COMMUNITY CARE – ADVANCING EQUITY ......................................................................................................................... 8 

INNOVATIONS IN ORGANIZATIONAL CARE ................................................................................................................................................. 9 

INNOVATIONS IN INDIVIDUAL CARE ........................................................................................................................................................ 10 

INNOVATIONS IN END-OF-LIFE CARE ...................................................................................................................................................... 11 

INNOVATIONS IN SEPSIS IDENTIFICATION AND EDUCATION.......................................................................................................................... 12 

RECOMMENDED CARE TRANSITION PROCESSES ........................................................................................................................ 13 

1. READMISSION RISK ASSESSMENT ................................................................................................................................................. 15 

2. OUTPATIENT PROVIDER COMMUNICATION .................................................................................................................................... 16 

3. PLAN OF CARE ......................................................................................................................................................................... 17 

4. MEDICATION RECONCILIATION .................................................................................................................................................... 18 

5. SOCIAL/RESOURCE BARRIERS ASSESSMENT .................................................................................................................................... 19 

6. PATIENT AND FAMILY/CAREGIVER ENGAGEMENT AND TEACH BACK ................................................................................................... 20 

7. ADVANCED CARE PLANNING AT THE END-OF-LIFE ........................................................................................................................... 22 

8. SCHEDULING THE FOLLOW-UP APPOINTMENT ................................................................................................................................ 23 

9. DISCHARGE COMMUNICATION – VERBAL HANDOVER/SEND DISCHARGE SUMMARY .............................................................................. 25 

10. FOLLOW-UP PHONE CALL ........................................................................................................................................................... 26 

11. FOLLOW-UP APPOINTMENT - PRIMARY CARE VISIT ......................................................................................................................... 28 

12. FEEDBACK TO HOSPITAL FOR IMPROVEMENT .................................................................................................................................. 28 

13. COMMUNITY FORUM ................................................................................................................................................................ 29 

TOOLS ....................................................................................................................................................................................... 31 

TOOL 1.2: THE 8PS: ASSESSING YOUR PATIENTS RISK FOR ADVERSE EVENTS AFTER DISCHARGE ....................................................................... 32 

TOOL 1.3.A: LACE READMISSION RISK ASSESSMENT TOOL ........................................................................................................................ 33 

TOOL 1.3.B: LACE READMISSION RISK ASSESSMENT TOOL (CONT.) ............................................................................................................ 34 

TOOL 1.4.A: MULTICARE HEALTH SYSTEM READMISSION RISK ASSESSMENT & STRATEGIES ............................................................................. 35 

TOOL 1.4.B: MULTICARE HEALTH SYSTEM READMISSION RISK ASSESSMENT & STRATEGIES (CONT.) ................................................................. 36 

TOOL 1.5.A: ROCKWOOD HEALTH SYSTEM CARE COORDINATION RISK ASSESSMENT ...................................................................................... 37 

TOOL 1.5.B: ROCKWOOD HEALTH SYSTEM CARE COORDINATION RISK ASSESSMENT (CONT.) ........................................................................... 38 

TOOL 2: PRIMARY CARE PROVIDER NOTIFICATION .................................................................................................................................... 39 

TOOL 3: PLAN OF CARE ....................................................................................................................................................................... 39 

TOOL 3: PLAN OF CARE (CONT.) ........................................................................................................................................................... 40 

TOOL 4: MY MEDICATION LIST ............................................................................................................................................................. 40 

TOOL 5: SOCIAL/RESOURCE BARRIERS ASSESSMENT ................................................................................................................................. 40 

TOOL 6: HARRISON MEDICAL CENTER TEACH BACK EDUCATION TOOL ......................................................................................................... 41 

TOOL 7: PHYSICIAN ORDERS FOR LIFE-SUSTAINING TREATMENT (POLST) .................................................................................................... 42 



4 | P a g e  Washington State Hospital Association - Partnership for Patients, 3/7/2017  

TOOL 8: SCHEDULING FOLLOW-UP APPOINTMENTS .................................................................................................................................. 42 

TOOL 9: DISCHARGE SUMMARY ............................................................................................................................................................ 43 

TOOL 10.1: FOLLOW-UP CALL BY CLINICAL STAFF .................................................................................................................................... 44 

TOOL 10.2: FOLLOW-UP CALL BY NON-CLINICAL STAFF ............................................................................................................................ 45 

TOOL 11: CHECKLIST FOR POST-HOSPITAL FOLLOW-UP VISITS .................................................................................................................... 46 

TOOL 12: PRIMARY CARE PROVIDER FEEDBACK TO HOSPITAL ..................................................................................................................... 47 

TOOL 13: HOSPITAL TO SKILLED NURSING FACILITY (SNF) WARM HANDOVER GUIDE ..................................................................................... 48 

TOOL 14: HOSPITAL TO SNF TRANSITION PROCESS, BEST PRACTICES AND TOOLS........................................................................................... 49 

TOOL 15: QUALIS HEALTH CARE TRANSITIONS ASSESSMENT (CTA) TOOL ..................................................................................................... 50 

REFERENCES .............................................................................................................................................................................. 51 

 



5 | P a g e  Washington State Hospital Association - Partnership for Patients, 3/7/2017  

 

OVERVIEW 
 

WSHA Readmissions Origin and Timeline 
 

WSHA has embraced the work of Dartmouth, which states that readmissions are a measurement of 

health care fragmentation. Based on this concept, we have set up community forums to implement the 

WSHA toolkit and to look at ways to integrate care. Much has been published on the fragmentation in 

care during transitions between hospital, home and other community-based care settings. It is clear that 

in our region, similar gaps exist at the intersections of care regardless of the type of providers. Together, 

providers in Washington, Alaska, and parts of Oregon are working to design effective processes for 

transitions. 

 

Washington State Care Transitions Improvement Initiative began in 2005 as a regional initiative to foster 

safe, timely, effective and coordinated care as patients move between settings. Several initiatives have 

helped advance this work including a five-year partnership between the Washington State Hospital 

Association, the Institute for Healthcare Improvement, and the Commonwealth Fund as Washington was 

one of three states selected to participate in the STate Action on Avoidable Readmissions (STAAR) 

initiative. The work was also strengthened through Qualis Health’s care transitions community coalition 

efforts initiated in 2008 with the Centers for Medicare & Medicaid Services (CMS) pilot community.  

Since then many local communities have begun or continued cross-continuum collaborations intended 

to improve and standardize care transitions processes and prevent avoidable readmissions on a 

community level. It is coordinated and synergistic with the work that is happening through efforts such 

as Aging and Long Term Support Administration (ALTSA) trainings in Care Transitions Intervention (CTI) 

coaching and Community-based Care Transitions Programs (CCTP) in many Northwest communities.  

In 2011, the Washington State Legislature established the Dr. Robert Bree Collaborative so that public 

and private health care stakeholders would have the opportunity to identify specific ways to improve 

health care quality, outcomes, and affordability in Washington State. These stakeholders are appointed 

by the Governor as Collaborative members and represent public health care purchasers for Washington 

State, private health care purchasers (employers and union trusts), health plans, physicians and other 

health care providers, hospitals, and quality improvement organizations. 

From May 2012 to March 2013, the Bree Collaborative convened a workgroup to address potentially 

preventable hospital readmissions. This body reconvened with new membership from April to June 2014. 

The Washington State Hospital Association participated as a member of this workgroup. In November of 

2013, a report titled “30-day, All-cause Rehospitalization Rates at Washington Hospitals from 2011 CHARS 

Data” was published and in July of 2014, a follow-up report was published titled “Potentially Avoidable 

Hospital Readmissions Report and Recommendations.”   

Together, these working collaborations provide a powerful foundation for reducing potentially 

preventable readmissions throughout the Northwest region. 
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WSHA Readmissions Program Strategies  
 

The Washington State Hospital Association has seen a paradigm shift with facilities and providers 
acknowledging and understanding the importance of working together as a community to ensure 
patients experience seamless, safe care transitions. Recognizing the complexity of preventing avoidable 
readmissions, WSHA has focused on care transition processes from the time a patient visits the 
Emergency Department or is admitted to the hospital to the time the patient is discharged home or to a 
skilled nursing facility. 

 
In February of 2016, our Steering Committee met to identify the areas of focus for 2017 that would result 
in the greatest value through collaboration and synergy. Strategies central to our work moving forward 
will include:  

 
1. Advancing equity by identifying and mitigating disparities in care. Disparities within 

readmissions will be identified based on race, ethnicity, age, and language (or REAL) data. 
 

2. Highlighting system-level innovations, including continued education and the dissemination of 
tools designed to decrease fragmentation and improve care coordination around transitions of 
care. As well as maintaining support for utilization of the Warm Handover Tool as a means to 
standardize transitions of care and discharge planning.  

 
3. Highlighting individual interventions for high utilizers of care, including the coordination of 

social support services, medication reconciliation, provider communication, case management, 
and clinical care planning.  

 
4. Aligning with Honoring Choices Pacific Northwest and other organizations that seek to honor 

patients’ wishes in end-of-life care through culture change that includes normalizing advance 
care planning conversations, documentation, and review of values and goals of care, as well as 
supporting initiatives to increase identification of health care proxies for individuals who may 
be unable to communicate in the future. 

  
5. Supporting education around sepsis diagnosis, treatment, and innovative care within 

readmissions. 
 
All of these areas will develop in alignment with and include Person and Family Engagement.  
 
From 2011 through 2015 our region has achieved a 27.9% reduction in readmissions per 1,000 eligible 
Medicare beneficiaries – resulting in 23,459 fewer patients being readmitted, saving $223.8 million. 
Transforming the culture of patient care by erasing the borders between conventional hospital care to 
patient-centered care in the community has enhanced this work. Engaging health care providers, 
organizations, and stakeholders in collaborative initiatives is an important element in sustaining this 
work. Partnering with national leaders such as the Institute for Health Care Improvement and the Centers 
for Medicare and Medicare Services, we are building upon national best practices. 
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National Alignment with Best Practices  
 
Our work is aligned with recommendations by the IHI, AHRQ, CMS, Support and Alignment Networks 
(SANs), and Practice Transformation Networks (PTNs) and our network is guided by Community Coalition 
Action Theory (CCAT) CCAT or Community Coalition. This is a type of Interorganizational Relationship 
approach used to build consensus and actively engage diverse organizations and constituencies in 
addressing community issues or problems. This approach allows our steering committee to know the 
community, establish positions and strategies, build and sustain networks, and mobilize constituencies. 
Our Regional Readmissions Steering Committee is comprised of the WA (DOH), Qualis Health (QIN-QIO), 
payors, providers, representatives from hospitals and skilled nursing facilities, home health, area centers 
on aging, and various other regional stakeholders to coordinate and advance reduction in potentially 
preventable readmissions. 
 

Local Leadership  
 

This work is being guided by the WSHA Regional Readmissions Steering Committee. This committee, 
organized by the Washington State Hospital Association, is comprised of providers throughout the 
continuum, insurance companies, governmental agencies, and groups representing hospitals, physicians, 
and purchasers. 

 

 
Thank you to the many national and local organizations that contributed to this work. 
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Areas of Focus for Collaboration and Synergy 
 

Innovations in Community Care – Advancing Equity  
 

Advancing equity by identifying and mitigating disparities in care. Disparities within readmissions will 
be identified based on race, ethnicity, age, and language (or REAL) data. 
 

 
There are several excellent resources for identifying and mitigating disparate populations within 
readmissions. Primary resources should include the Guide to Preventing Readmissions among Racially 
and Ethnically Diverse Medicare Beneficiaries produced by the Disparities Solution Center for the Centers 
for Medicare & Medicaid Services (CMS) Office of Minority Health. This report can be found at 
https://www.cms.gov/About-CMS/Agency 
information/OMH/Downloads/OMH_Readmissions_Guide.pdf 
 
Another set of resources include the Qualis Health Community Performance Reports. These reports use 
Medicare Part A Fee for Service claims data to assess hospital readmission rates and healthcare utilization 
for Medicare beneficiaries residing in the defined community. These are intended to support efforts 
within each community to improve care transitions and reduce rehospitalizations. These community 
reports can be found at http://medicare.qualishealth.org/projects/care-transitions/news-and-
progress/specific-communities/performance-reports 
 

Additionally, the Qualis Health report on Readmission Disparities is an essential guide allowing each 

community to identify unique opportunities in addressing equity of care. This report can be found at 
http://medicare.qualishealth.org/sites/default/files/medicare.qualishealth.org/CommunityDisparities_

WA.pdf  

 

While the racial disparities may be due to numerous reasons, it should be remembered that there is at 

least one constant across all the patients included in these data: everyone has the same insurance 

coverage—Medicare. Numerous studies have shown that even when issues such as income are 

accounted for, racial disparities in healthcare are apparent nationwide. As of January 1st, 2017, our 

region’s 30-day readmission rate of 31.3 per 1,000 Medicare beneficiaries is better than the national 

average (52.5 per 1,000).  

https://www.cms.gov/About-CMS/Agency-information/OMH/Downloads/OMH_Readmissions_Guide.pdf
https://www.cms.gov/About-CMS/Agency-information/OMH/Downloads/OMH_Readmissions_Guide.pdf
http://medicare.qualishealth.org/projects/care-transitions/news-and-progress/specific-communities/performance-reports
http://medicare.qualishealth.org/sites/default/files/medicare.qualishealth.org/CommunityDisparities_WA.pdf
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Innovations in Organizational Care  
 

Highlighting system-level innovations, including continued education and the dissemination of tools 
designed to decrease fragmentation and improve care coordination around transitions of care. As well 
as maintaining support for utilization of the Warm Handover Tool as a means to standardize transitions 
of care and discharge planning.  

 

 
 
Additional resources exist for decreasing fragmentation and improving care coordination around 
transitions of care at and between organizations of care delivery. Primary resources should include the 
Agency for Healthcare Research and Quality (AHRQ) Re-Engineered Discharge (RED) Toolkit. The RED 
Toolkit can be found at http://www.ahrq.gov/sites/default/files/publications/files/redtoolkit.pdf and a 
companion resource, the AHRQ Guide to Reducing Medicaid Readmissions Toolbox, can be found at 
http://www.ahrq.gov/sites/default/files/publications/files/medread-tools.pdf 

 

While a newer version is available for purchase, The Society of Hospital Medicine offers a free project 

BOOST (Better Outcomes for Older Adults through Safe Transitions) Toolkit, which is found at 

http://tools.hospitalmedicine.org/Implementation/Workbook_for_Improvement.pdf 
  
The Institute for Healthcare Improvement (IHI) offers tips on Process Improvement and SMART Discharge 
Protocols.  
 
Look for these resources at: 
http://www.ihi.org/resources/Pages/HowtoImprove/default.aspx  
http://www.ihi.org/resources/Pages/Tools/SMARTDischargeProtocol.aspx 
https://www.ncqualitycenter.org/wp-content/uploads/2013/01/staar-readmissions-diagnostic-
tools.pdf  
 
IHI also offers a structure for chart reviews and interview questions for readmitted patients to identify 
probable causes for readmissions. Utilization of standardized tools creates a framework in which 
innovations in organizational care can be built on best practices.  

http://www.wsha.org/wp-content/uploads/warmhandover_guide_revised_May_2016.pdf
http://www.ahrq.gov/sites/default/files/publications/files/redtoolkit.pd
http://www.ahrq.gov/sites/default/files/publications/files/medread-tools.pd
http://tools.hospitalmedicine.org/Implementation/Workbook_for_Improvement.pdf
http://www.ihi.org/resources/Pages/HowtoImprove/default.aspx
http://www.ihi.org/resources/Pages/Tools/SMARTDischargeProtocol.aspx
http://www.ihi.org/resources/Pages/Tools/SMARTDischargeProtocol.aspx
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Innovations in Individual Care  
 

Highlighting individual interventions for high utilizers of care, including the coordination of social 
support services, medication reconciliation, provider communication, case management, and clinical 
care planning.  

 
The Robert Wood Johnson Foundation (RWJF) has partnered with several other organizations including 
the Camden Coalition of Healthcare providers (CCHP) in coordinating enhanced care for those who need 
it, as evidenced by their utilization of emergency and hospital services. This work is based on observations 
made by Dr. Jeffrey Brenner, MD, who pioneered a model for improving care while reducing costs for 
complex patients who are "super-utilizers" of the health care system. After using claims data to identify 
these patients, teams offered personalized care management. Please visit the Camden Website 
(https://www.camdenhealth.org/) for more information.  
 

 
 

“In many regions across the country, robust ‘super-utilizer’ programs that provide intensive outpatient 
care management to high-need, high-cost patients are beginning to emerge. The term ‘super-utilizer’ 
describes individuals whose complex physical, behavioral, and social needs are not well met through the 
current fragmented health care system. As a result, these individuals often bounce from emergency 
department to emergency department, from inpatient admission to readmission or institutionalization 
— all costly, chaotic, and ineffective ways to provide care and improve patient outcomes.” More 
information: Robert Wood Johnson page on super-utilizers (http://www.rwjf.org/en/library/collections/ 
super-utilizers.html) and Improving Management of Health Care Super-utilizers (http://www.rwjf 
.org/en/library/articles-and-news/2014/02/improving-management-of-health-care-superutilizers.html)  
 
A local organization engaged in this model of care is CHI Franciscan Health. Visit their website for 
information about Highline Health Connections (https://www.chifranciscan.org/Highline-
Foundation/Current-Fundraising-Initiatives/Care-Navigation-for-Vulnerable-Populations). 
  

Care planning is also an effective method for streamlining care and decreasing fragmentation of care, as 
well as a component of the RWJF and CCHP models. A care plan is a succinct yet detailed physician’s note 
summarizing the medical, behavioral, social, and other issues that make this patient’s care complex with 
evidence-based provider consensus and recommendations specific to those issues which may be driving 
unnecessary or inappropriate care. Samples of care plans are available from Swedish Medical Group and 
the University of Washington Medical Center.  
 
Furthermore, Providence has developed a Transition of Care (TOC) Pharmacy program designed to 
facilitate safe, smooth and effective transitions from one setting of care to the next through high risk 
medication reconciliation services. The goals of this program are to (1) reduce readmissions, (2) reduce 
financial penalties to hospitals, (3) increase compliance with CMS and JACHO requirements, and (4) 
increase the quality of care for patients. Please contact WSHA for more information about any of these 
innovations.  

https://www.camdenhealth.org/
http://www.rwjf.org/en/library/collections/super-utilizers.html
file://///server9/home/MeganB/Improving%20Management%20of%20Health%20Care%20Super-utilizers
https://www.chifranciscan.org/Highline-Foundation/Current-Fundraising-Initiatives/Care-Navigation-for-Vulnerable-Populations/
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Innovations in End-of-Life Care  
 

Aligning with Honoring Choices Pacific Northwest and other organizations that seek to honor patients’ 
wishes in end-of-life care through culture change that includes normalizing advance care planning 
conversations, documentation, and review of values and goals of care, as well as supporting initiatives 
to increase identification of health care proxies for individuals who may be unable to communicate in 
the future. 

 
Careful planning for end-of-life care is essential for making sure patients receive care that aligns with 

their wishes and values. Many patients are admitted or readmitted towards the end of their life for care 

that is not consistent with their wishes or care planning. Honoring Choices Pacific Northwest (HCPNW) is 

engaged in moving the important conversation of advance care planning upstream to healthy individuals 

or those with well managed chronic illnesses. In doing so, HCPNW is helping to change the culture of 

health care and make having this conversation a part of routine care. HCPNW can be found at the 

Honoring Choices Pacific Northwest Website (http://www.honoringchoicespnw.org/) 

  

 
 

HCPNW is a joint venture between the Washington State Hospital Association (WSHA) and the 

Washington State Medical Association (WSMA). Additional resources for starting the conversation and 

end-of-life planning are available from the Honoring Choices website.  

(http://www.honoringchoicespnw.org/get-started/start-the-conversation/)  

 

 
 

The Washington State Hospice & Palliative Organization (WSHPCO) is also involved in improving end-of-

life care through education and advocacy efforts. WSHPCO is dedicated to promoting and maintaining 

quality, compassionate care for those facing life-threatening illnesses. They do this by providing 

information and referral services to the public and by providing professional services for Washington 

State’s hospice and palliative care programs. (https://wshpco.org/). 

  

http://www.honoringchoicespnw.org/
http://www.honoringchoicespnw.org/get-started/start-the-conversation/
https://wshpco.org/
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Innovations in Sepsis Identification and Education  
 

Supporting education around sepsis diagnosis, treatment, and innovative care within readmissions. 

 
Sepsis has been identified as a major contributor to readmissions, as well as a frequent diagnosis in end-

of-life care. Various toolkits are available online, including the WSHA Sepsis Safety Action Bundle found 

at WSHA (http://www.wsha.org/quality-safety/projects/infections/sepsis/). Additional resources, 

including a Sepsis Card, Badge, and Clock are available from the University of Washington.  

 

  

Sepsis Resources  

 

Agency for Healthcare Research and Quality (AHRQ) Healthcare Cost and Utilization project (HCUP)  

 Readmissions Trends High Volume Conditions (https://www.hcup-

us.ahrq.gov/reports/statbriefs/sb196-Readmissions-Trends-High-Volume-Conditions.jsp)  

 National Inpatient Hospital Costs: The Most Expensive Conditions by Payer, 2011 

(http://www.hcup-us.ahrq.gov/reports/statbriefs/sb160.jsp)  

 

Health Research and Educational Trust (HRET) Change Package  

(http://www.hret-hen.org/topics/sepsis/13-14/2014-SEPSISChangePackage.pdf) 

 

News 2015 – Sepsis survivors return to hospital for preventable reasons  

(http://www.infectioncontroltoday.com/news/2015/03/sepsis-survivors-return-to-hospital-for-

preventable-reasons.aspx) 

 

News 2016 – Number one cause of readmissions (Sepsis)  

(http://www.sepsis.org/news/2016/number_one_cause_of_readmissions/) 

 

 

http://www.wsha.org/quality-safety/projects/infections/sepsis
https://www.hcup-us.ahrq.gov/reports/statbriefs/sb196-Readmissions-Trends-High-Volume-Conditions.jsp
https://www.hcup-us.ahrq.gov/reports/statbriefs/sb196-Readmissions-Trends-High-Volume-Conditions.jsp
http://www.hcup-us.ahrq.gov/reports/statbriefs/sb160.jsp
http://www.hret-hen.org/topics/sepsis/13-14/2014-SEPSISChangePackage.pdf
http://www.infectioncontroltoday.com/news/2015/03/sepsis-survivors-return-to-hospital-for-preventable-reasons.aspx
http://www.sepsis.org/news/2016/number_one_cause_of_readmissions/
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RECOMMENDED CARE TRANSITION PROCESSES  
FOR EMERGENCY DEPARTMENT VISITS AND INPATIENT ADMISSIONS 

 

 
I’ve got 10 doctors and 20 nurses. You’re all wonderful. Could you please talk with each other? 

 

American patients see an average of 18.7 different doctors in their lifetime.i Patients need care providers 

to communicate and coordinate care with the patient and with each other. Lack of standardized 

processes within settings in a community, lack of patient/family activation, and poor communication 

often result in unplanned readmissions. It is important that the care transition improvement work begins 

with standard processes being implemented within settings in the community and then extends to cross-

setting work. This toolkit is intended as a resource for hospitals and all other organizations involved in 

care transitions to support your efforts to reduce unplanned readmissions and to improve the quality of 

care transitions for patients and families.  

 

The flow map on the next page summarizes the recommended care transition processes as patients 

transition across the care continuum. The flow map was developed through collaboration between 

hospitals, physicians, ambulatory care, pre- and post-acute care, and payors. These processes are 

applicable if the patient received care in the Emergency Department or was admitted to the hospital. The 

recommended processes are listed below and described in the following pages of this toolkit.  

1. Readmission Risk Assessment 

2. Outpatient Provider Communication  

3. Plan of Care 

4. Medication Reconciliation 

5. Social/Resource Barriers Assessment 

6. Patient and Family/Caregiver Engagement and Teach Back 

7. Advanced Care Planning at the End-of-Life  

8. Scheduling the Follow-up Appointment 

9. Discharge Communication – Verbal Handover/ Send Discharge Summary 

10. Follow-up Phone Call 

11. Follow-up Appointment – Primary Care Visit 

12. Feedback to Hospital for Improvement 

13. Community Forum 

 


