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Goals for this project are:

To Reduce within Primary Diagnosis Codes
Which of these primary diagnoses codes
your facility could chose to work on interventions to
eliminate??

Improving Transitions of Care
Transitions of care refers to the movement of patients between
health care practitioners, settings, and home as their condition
and care needs change.
In the dialysis setting the most frequent transitions are between long term care facilities/
incenter hemodialysis units or in-center hemodialysis facilities and acute care hospitals.

Results of Poor Transitions in the ESRD community?
●
●
●
●

37% of ESRD patients are hospitalized
⅓ of those admitted will be readmitted in 30 days
Patient Outcomes deteriorate with each hospital and ER visit
Patients greater than 65 years readmitted for same diagnoses have a 10%
chance of dying in the same year.

Why are many transitions difficult for patients?
Patients Report
•
•
•
•
•

Lack of understanding of treatment plan
Not included in plan or goals
Overwhelmed by “one more thing”
Anger and depression
Lack of resources

•

Social Determinants of
Health/Health Equity

•
•
•
•

Receiving conflicting information
Distrust
Work and family needs
Denial of condition

Helping Patient with Transitions
A Part of the Life Plan
Find the Patients WHY to Motivate Patients to Reduce Their Hospitalizations
Frame your Communication in terms of how
Speak with Patient about his/her values.
the desired behavior will help support the
What Matters Most:
patients values and goals
• Longer life
• Better Quality of Life
• Spending more time with loved ones/
keeping a job
What can we work on to
I would

like to stay out
of the hospital so that I
can babysit my
grandchildren

prevent you from going back
to the hospital?

Transitions Champion Role Description
A Dedicated Person(s) who will manage transitions
Suggested Interventions

•
•
•

Interview each patient after discharge
from hospital or ER visit w/in 24 hours of
d/c
Assure medication reconciliation is
complete post d/c
Assist patient in understanding the
importance of follow-up

•

Manage dialysis schedule to
allow for visits

Transitions In Care: A Critical Review of Measurement
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5656252/

•
•
•
•

Identify with patient the important S/S to
report related to d/c diagnosis
Lead QAPI discussion
Mark patients unstable for 3
months post d/c
Identify and work with patient facility
representative to educate patients and
integrate them into work[

ESRD Forum Transitions of Care Toolkit
Assembled by Experts in Dialysis Transitions
•
•
•

Review of common RCA of difficulties with
Transitions between Hospitals and ICHD
Presents many common root causes for
increased hospital and emergency room
visits, accompanied with
strategies/interventions to correct
Guide Book for the Transitions Champion

•
•

Chapter 8
Very readable

https://media.esrdnetworks.org/documents/Transitions_of_Care_T
oolkit_2020_0319_combined.pdf

Performance Score Cards
New for 2022-2023!

RCA Review:
What other CC facilities are saying?
●
●
●
●
●

Frequent Flyers (super-utilizers) 56%
Missed treatments 29%
Poor communication between acute care hospitals and dialysis facilities 6%
Non-dialysis related comorbidities that lead to admissions 6%
Physicians routinely send all patients to ER for assessment 3%

Review Your Complete RCA to Create a PDSA

PLAN- Create a Plan to implement your change
DO- Begin to work your change
Study- What part of the change plan is working? If not
working reroute your plan
ACT- How will you incorporate the change in doing business
as usual: incorporate in staff training, patient education,
create a policy or standard of care?

Test the Change
PDSA Cycle

PDSA Cycle is a model to test change by planning it, trying it, observing the results and acting
on what is learned.
EXAMPLE

Plan
Identify 4 “Frequent
Flyers” in Facility and
work with them to
determine root cause of
misuse of hospital for
primary care
Focus on health equity:
PCP
Transportation
Homeless
Food resources

Do
IDT Root Cause Analysis
for frequent trips to
hospital for each patient
and work to mitigate
cause
Mark patient’s care plan
as unstable and review
patient monthly
Work to resolve health
equity issues for each
patient

Study

Act

Continue this for 5 months
every month selecting X
new patients each month
to complete the “DO”

If hospitalizations and ER
visits decrease in the
study population, institute
practice with all patients
discharged from ER and
hospital
If intervention planned or
steps of the DO are not
successful, apply what
you learned to update
PDSA
p.

Test the Change
PDSA Cycle

PDSA Cycle is a model to test change by planning it, trying it, observing the results and acting
on what is learned.
EXAMPLE

Plan

Do

Study

Act

Select a Transitions
Champion

Utilize Transitions
Champion Interview Tool
(or tool of organization)
24-48 hours post d/c

Continue this for 5 months
every month selecting
new patients each month
from performance
scorecard admissions to
complete the “DO”

If hospitalizations
decrease in the selected
population, institute
practice with all patients
discharged from ER and
hospital

p.

Consider the Patient Whys to Instances of Admissions, Readmissions
and ER Visits? Is it related to health equity?

Consider the patients that are your super-utilizers:
●
●
●
●
●
●
●
●

Do they have access to a primary care physician?
When do their admissions occur?
Is their primary language English?
Transportation issues that prevent them getting to follow up appointments?
Are they homeless?
Do they have a Medicaid spend down that prevents them from utilizing outpatient services or
refilling prescriptions until a certain among of medical expenses have accrued?
Are they accessing the hospital, at the end of the month when their food has run out
Are they socially isolated, or have no support from family, family or faith based groups?

Share Your Work with the Team
Goals that are shared are the ones that are made!

Use a Huddle Board or Bulletin Board
to share progress to goal, new
resources, strategies that are working or
need to be revise
• Have patient(s) facility representative
help you create a visual display
• You will be asked to upload to
IPRO Learn as an activity
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Share you work!
Include:
Resources
Interventions
Performance Score Cards

PRO TIP Include the patients concerns about increased hospitalization and
emergency room visist
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Available on IPRO Learn
•
•
•
•

Toolkit

Discussion Board

Each facility will be asked to share their
huddle/bulletin board
Post one best practice that they found that works in
their facility
Comment on another individuals post
Share how they are using their Patient Facility
Representative in the work
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Where Do I Start?
1. Gain Access to IPRO Learn

a. If you are unsure of the LOGIN please complete a Help Desk Ticket
b. https://help.esrd.ipro.org/support/tickets/new

1. AS a community Coalition you will be required to complete activities each month to
assist you make a change

1. If you have not done so, complete RCA (this is in IPRO Learn)
a. Consider using your last Hospitalization Performance Scorecard to guide you to
what measures you are not doing well in
b. Discuss with your QAPI team what action you will take

4. Select a Patient Facility Representative and complete required paperwork

Transplant Interventions/Resources
IPRO Learn
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Project Outline
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Patient Integration into the Work
● Multiple research studies have shown that patients and caregivers who take an
active role in their care have better outcomes.
● Patients bring a unique perspective to the challenges faced by a person living
with kidney disease.
● Facilities who are working on a Quality Improvement activity will designate a
minimum of one patient facility representative
● Healthcare that results in the BEST outcomes revolves around teamwork.

•

Patient Integration into the Work
Ways of engaging your PFR:
● Ask your PFR to assist you in distributing patient education materials
● Have your PFR participate in Huddle Board discussions
● Invite your PFR to QAPI meetings to report on progress of their work
● Integrate your PFR into wallet card roll out

Patient Facility Representative Recruitment

Identify a patient to fulfill the requirement by June 1,
2022

● Utilize the Redcap link to submit patient
information

– complete patient information and

participation and confidentiality form

https://redcap.ipro.org/surveys/?s=7L7FWP
TPE7

Let’s Get Started!
Deb DeWalt
IPRO ESRD Program, Quality Director
deborah.dewalt@ipro.us
216-755-3053
IPRO Help Desk: http://help.esrd.ipro.org/support/tickets/new
OPEN OFFICE HOURS: 12 noon-2pm Fridays to receive an appointment, fill out a help desk ticket
requesting a 30 minute time slot.

Health Equity? What’s That
Health equity means increasing opportunities for everyone to live the
healthiest life possible, no matter who we are, where we live, or how much
money we make.
Health equity is achieved when every person has the opportunity to “attain
his or her full health potential” and no one is “disadvantaged from achieving
this potential because of social position or other socially determined
circumstances.”
CDC Resources on Health Equity
https://www.cdc.gov/nccdphp/dch/programs/healthycommuniti
esprogram/overview/healthequity.htm
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