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A Leaders Guide: How to Incorporate the
INTERACT™ Quality Improvement
Process to Reduce Unnecessary
Readmissions

INTERACT

Lisa Thomson, Chief Marketing and Strategy Officer
Pathway Health
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Background

Government Unrest
Reform Initiatives
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Background

Increased Costs continue
Regulatory Changes
Performance Measures -
Continuum

External Oversight

Data = Quality
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Background

Quality/Value
Data
Collaboration
Evidenced Based Processes

1

Past PRESENT FUTURE
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Ultimate Goal
Global Payment
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Government Response
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IMPACT Act of 2014 \‘m
=
i NATIONAL
Mo d b ol gon
STRATEGY

Better Care.

Healthy Peopl y
Affordable Care.

AN ACT

Background

1in 4 patients admitted to a SNF are re-admitted to the hospital within
30 days at a cost of $4.3 billion

Figrure 3: Fraquancy of
Freside State, 2008
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Mor et al. Health Affairs 29: 57-64, 2010
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Background

ual Etigible Beneficiaries Living in Long

Poseariatly Avoidubie Howpitaliraiian Rates for

https://blog.cms.gov/2017/01/17/data-brief-sharp-reduction-in-avoidable-hospitalizations-
among-long-term-care-facility-residents/
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Background

National Quality Strategy

The Affordable Care Act (ACA) required the
Secretary of the Department of Health and Human
Services (HHS) to establish a national strategy
that will improve:

— The delivery of health care services T\ :
ver s b

\TION,
— Patient health outcomes TRUALITY

— Population health
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Background

Triple Aim
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PaORITES
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Reduce Readmissions

Readmission Measure - Top Priority

« All Cause, all Condition

» Expected Performance Outcomes
—Quality Measure

— SNF Total Performance Score
—Financial Impact

— Partnership and Sustainability Impact

M INTERACT
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Organizational Data

QUALITY
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Background

1 Quality

Current L IMPACT
s S sar MaE Reporting
Program

Prepared by Pathway Health
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Readmission Measure Legislative Initiative

VALUE BASED PURCHASING
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Background

SNF 30-Day All Cause Readmission
Measure (SNFRM)

» Readmissions to hospitals identified through Medicare
Claims

« Readmissions within that 30-day window are included even
if they had been discharged from the facility

» Risk adjusted (demographics, diagnosis in prior vep
hospitalizations, comorbidities, etc.)

« Excludes planned readmissions

« SNFRM will be used for the first year of the program (FY
2019)

IO INTERACT icton o oice Ao Tsers i PRI

Background

SNF Readmission Measure Exclusions:

» Residents with Cancer

» Residents who do not have Medicare Part A coverage for
the full 30 day window and those who do not have Part A
coverage for the 12 months preceding the prior hospital
discharge

VBP

m O h-and- i D 2016-09- {F- pdf
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Background

Exclusions continued:

SNF stays including:

« An intervening post-acute care admission within the
30-day window

* More than 1 day between hospital d/c and
SNF admission

* Resident discharged AMA

« Principal dx in prior hospitalization = rehabilitation,
fitting of prosthetics, device adjustments

« Prior hospitalization=pregnancy

VBP

3/28/2017
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Readmission Measure Legislative Initiative

FIVE STAR QUALITY RATING

PATHWAY
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Background

Five Star Quality Rating

Percentage of Short-Stay Residents Who Were Re-
Hospitalized After a Nursing Home Admission

Purpose of the Measure

* “If a nursing home sends many residents back to the
hospital, it may indicate that the nursing home is not
properly assessing or taking care of its residents
who are admitted to the nursing home from a
hospital.” -
S, cms.gov/Medic: El 1l d Star

Certification/Certifi M Technical
DRAFT-04-05-16-.pdf
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Background

Percentage of short-stay residents who were re-

hospitalized after a nursing home admission:

* Fee For Service Medicare part A

» Claims-based quality measure ;L‘:

* April 2016

» July 2016 - Integrated into the Five-Star Quality
Rating System

I INTERACT  itervertians 1o Feduce Acuts Care Transh (5 Py .

Background

» Percentage of Short-Stay Residents who were
rehospitalized after a nursing home admission
— “The short-stay re-hospitalization measure
determines the percentage of all new admissions
or readmissions to a nursing home from a
hospital where the resident was re-admitted to a
hospital for an inpatient or observations

stay within 30 days of entry or reentry.” Five
Star
https:; .cm: 'Medicare i d-
Certification/Ce li D loads/New-Measures-Technical i i DRAFT-04-05-16-
.pdf
I INTERACT ietarvariions to Badisce Acut Cars Trarmh ;’_.-,:,»gmn,;

Background

» “Planned inpatient readmissions are excluded.
Note that higher values of the short-stay re-
hospitalization measure indicate worse
performance on the measure.”

Five
Star

https:, i id d:
Certification/Certifi omplianc/D M Technical-Specifications-DRAFT-04-05-16-
.pdf

M INTERACT adkncn Acaite Care Trameh ij&f‘s‘fﬁﬂ




Background

Key Point:

“Observation stays are included in the
measure regardless of their diagnosis”

Five
Star

3/28/2017
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Background

1. Planned Readmissions

— Pre-specified list of procedures took place or
readmissions for one of the following took
place: bone marrow, kidney, or other
transplants.

— Planned diagnosis categories include = .
maintenance chemotherapy and Star
rehabilitation.”

https: i id d

Certification/Certifi ‘omplianc/D M Technical-Specifications-DRAFT-04-05-16-
2df
oy e O PATHWAY
M INTERAC il Pdice Acutts Care Transh Sy BRI 29

Background

2. Admissions for acute illness or for
complications of care are not classified as
“planned.”
— Planned procedure performed during an
admission for an acute illness would not likely

have been planned.

Five
Star

https m:
Certification/C mplianc/D: M Technical- ions-DRAFT-04-05-16-

.pdf
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Background

Exclusions:

» Enrolled in a Medicare Advantage plan for any
part of the stay OR

» Was not enrolled in both Medicare Part Aand B
for any part of their stay

* Resident has Hospice claims that overlap with
the nursing home stay

3/28/2017

Five
Star
I INTERACT iesvertions o Aocice cute Care Traors i) AR
Background
Exclusions:
« Enrolled in hospice care during the nursing home
stay; OR

* MDS coded as Comatose (B0100 =[01]) or missing
data on comatose on the first MDS assessment after
the start of the stay; OR

» Data were missing for any of the claims or MDS
items used in the numerator or denominator; OR

« Did not have an initial MDS assessment to use = s
in constructing covariates for risk-adjustment e

M INTERACT e g__.,r‘.ﬂzlgmn':

Background

Risk Adjustment

GOAL: account for differences
— Patient demographic
— Clinical characteristics

» Covariates

Five
Star

— conditions/diagnoses that were present at the start of the nursing
home stay

— items from claims that preceded the start of the stay

— Information from the first Minimum Data Set 3.0 (MDS)
assessment with a target date within 14 days of the beginning of
the stay.
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Background

VBP IMPACT

Quality
Reporting
Program
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Information on the SNFVBP Program:

https:/A cm: lity-Initiatives-Patient:
Programs/Other-VBPs/SNF-VBP.htm|
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Background
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Readmission Measures

SNFRM AND SNFPPR

M INTERACT TPy T e Z D ;_-,ffggm; »

« Skilled Nursing Facilities Readmission Measure
(SNFRM)

* Measure used to evaluate SNFs in the SNF VBP
Program

« SNFVBP

— Ties portions of SNFs payments to their performance
on this measure

— Calculated by assessing the risk-standardized rate of
all-cause, unplanned hospital readmissions for
Medicare fee-for-service SNF patients within 30 days
of discharge from a prior proximal hospitalization

I INTERACT  stervertians 1o Reduce Acuts Care Transh ey ST 50
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* SNFRM tracks hospital readmissions, not
readmissions to the SNF

— Readmissions within 30-days after discharge from a
prior hospitalization

— Readmission window starts on the day of or up to 24
hours after discharge from a prior hospitalization

— Includes all unplanned readmissions
* Prior hospitalization
— Defined as an admission to an inpatient prospective

payment system (IPPS) hospital, critical access
hospital (CAH), or psychiatric hospital

3/28/2017
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SNFRM

» Readmission tracking
- Identified through Medicare claims - data is
collected from SNFs
- No additional reporting requirements for the
SNFRM
* Includes all Medicare fee-for-service Skilled Nursing
Facility patients, with the exception of certain measure
exclusions.
- Adjusted to account for patient differences, such
as comorbidities, when comparing facility
readmission rates

I INTERACT  tervent Packace Acarts G Tramsh ;,;»gggn,; .

SNFRM and SNFPPR

+ The SNFRM will form the basis for the SNF Performance
Score for the SNF VBP Program.

— Facilities’ scores under the program will be based on
performance on the measure, and value-based incentive
payments will be determined by comparing all SNFs’
performance scores.

* SNFRM performance information will be made available to
each SNF through confidential quarterly feedback reports.

« As required by the SNF VBP Program’s statute, CMS has
proposed to adopt the SNF 30- Day Potentially Preventable
Readmission Measure (SNFPPR). CMS will propose to
replace the SNFRM with the SNFPPR in future rulemaking.

M INTERACT adkncn Acaite Care Trameh ij&f‘s‘fﬁﬂ
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SNFRM vs. SNFPPR

July 29, 2016, CMS adopted the SNFPPR measure for

future use in the SNF VBP Program

» SNFPPR measure assesses the risk-standardized rate
of unplanned, Potentially Preventable Readmissions
(PPRs) for Medicare Fee-For-Service SNF patients
within 30 days of discharge from a prior hospitalization

* SNFPPR focuses on potentially preventable
readmissions rather than all-cause readmissions

* CMS will replace the SNFRM with the SNFPPR as

soon as practicable.

3/28/2017
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Scoring Methodology

» Achievement scoring compares a SNF’s
performance rate in a performance period
against all SNFs’ performance during the
baseline period

» Improvement scoring compares a SNF’s
performance during the performance period
against its own prior performance during the
baseline period For FY 2019.

— achievement scoring will compare SNFs’ 2017
performance to the performance of all facilities

during Calendar Year (CY) 2015. ]

M INTERACT e g__.,r‘.ﬂzlgmn':

Readmission Measure

ANTICIPATED UPDATES
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Background

« Additional Data for Consideration
— Emergency Room Ultilization
— Disease State/Specific

3/28/2017
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Background

Emergency Department Visits by Nursing Home Residents
= Representative sample of close to 4,000 ED visits during 2005-2010
= Represents close to 14 million visits during this time period
= 1.8 visits per NH resident per year nationally
= 54% did not result in admission or observation stay — of these:
* 63% had normal vital signs
* 19% had no diagnostic tests in the ED
= Two-thirds had at least one imaging test; 20% had CT of the head

= Most common diagnoses for visits that did not result in admission:
= Injury (45%; including superficial injuries and contusions)
= Infection (11%)

= Substantial proportion had potential for iatrogenic harm:
* 9% had a bladder catheterization

= Almost 15% received and 9% left the ED with a prescription for a CNS-acting drug
(anxiolytic/sedative, antipsychotic, and/or narcotic analgesic)

Burke et al. J Am Med Dir Assn, in press, 2015

[

M INTERACT Sy Rl a7

Causes of Potentially Avoidable
Hospitalizations are Multifactorial

Figure 1: Factors and Incentives that Influence the Decision to Hospitalize LTC Patients

Medicare Reimbursement Policies Patient and Availability of Individual Patient
for Hospitals, Nursing Homes, Family Advance Care Plans and Physician
Horme Health Agencies, and Physicians Preferences Onders for Palliative or Hospice Care

~ 1 v

HOS ALIZATION
/\ K

Concerns about Legal Liability and Regulatory Availability of Trained MDs, NPs, PAs,
Sanctions for Attempting to Manage Acute RN, and Personal Care Assistance in
Hlinesses in a Non-Hospital Setting Home and LTC Insiitutional Setings
Emergency Department (ED) Time Availability of Diagnostic and
Pressures and Availability of Community- | | Pharmacy Services in Home and
Based Care Options After ED Discharge LTC Institutional Settings
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Background — AHRQ Medicare

M INTERACT vardions o Radice: Acte Care Tramsi .g__,,'_;*g;m; 49

Background — AHRQ Medicaid

http://www.hcup-us.ahrg. 172-Conditi i Payer.pdf
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Evidenced Based Practice for Positive Outcomes

PROVIDER STRATEGY
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Readmission Focus

CMS Expectations

Performance Outcomes
Collaboration and Care Transition
Partners and Payer Expectations
— Evidenced based process

3/28/2017
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Background

What is Needed for Success ?

QI Programs Incentives

. INTERACT .

Tools

Infrastructure

Acute Care Transfers

RN

| T Quality }——»‘ | Costs ‘

Safe Reduction in Unnecessary |

PATHWAY

O INTERACT setervaritions ko Raduce Acuts Care Transh ,';-,HEALTH

Is a quality improvement program designed to
improve the care of older people with acute
changes in condition in nursing homes, assisted
living facilities, and home health care

INTERACT

Several studies suggest that effective

implementation of components of INTERACT are

associated with reductions in hospitalizations
http://interact.fau.edu

PATHWAY
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INTERACT

QUALITY IMPROVEMENT
PROGRAM
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HEALTH

INTERACT

Is a quality improvement program
designed to improve the care of long-term
care residents with acute changes in
condition

W INTERACT e ; PATHWAY

= HEALTH

INTERACT

» Can help your facility safely reduce hospital transfers by:
1. Preventing conditions from becoming severe enough to
require hospitalization through early identification and assessment of
changes in resident condition
2. Managing some conditions in the NH without transfer when this
is feasible and safe
3 il dy ing and the use of palliative care

P g carep
plans when appropriate as an alternative to hospitalization for some
residents

4 paTHwAY
WY HEALTH 57
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Where it all began...

Joseph G. Ouslander, M.D. is Professor and
Senior Associate Dean for Geriatric Programs at
the Charles E. Schmidt College of Medicine, and
Professor at the Christine E. Lynn College of
Nursing of Florida Atlantic University in Boca
Raton Florida. He is a past-President of the
American Geriatrics Society and is the Executive
Editor of the society's Journal. He is a co-author
of Essentials of Clinical Geriatrics and Medical
Care in the Nursing Home, and an editor of
Hazzard's Textbook of Geriatric Medicine and
Gerontology.

Dr. Ouslander’ s work is now focused on
improving the quality of care and quality of life for
older people, and reducing unnecessary health
care expenditures through programs such as
INTERACT.

R Y-

Overview of the INTERAC

INTERACT is One of | Evid Based Care Tr.
Interventions
(Better Outcomes for Older Adults. v .
Through Safe Transitions) Bridge Model’
i hospiamedicne oy . hioJvmransiionsicare orge-bridge-model
“Project RED” + Social Worker coordinating Aging Resource
(Re-Engineered Discharge) Center Services at hospital discharge
s /vy bu.edufemmediprojected g
+ Enhanced hospital discharge planning A A

. N . “Transitional Care Model”
“Care Transition Program” ---. | High Quality Care " hip s ransionalcare.nfofndexhiml

hitpjwww.carelransitions.org Transitions for

+ APN coordinates care during and after
discharge
« Home, SNF, and diiic visits

+ Tranaon coach
Tained vountoers
- Empowered patients and caregivers, .« Older Adults &

P Caregivers

“POLST” (or “MOLST”)

(Physician (or Medical) Orders

For life Sustaining Treatment)
sy edulpolst

+ Advance care planning

“INTERACT”

(Interventions to Reduce
Acute Care Transfers)
hitos/interact fau.cou/

+ Communication Tools, Care Paths,
Advance Care Planning Tools, and QI
tools for nursing homes and SNFs

I INTERACT tervertions s o

PATHWAY
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COMPONENTS

M INTERACT

4L parHway
=P HEALTH 60

20



Overview of the INTERACT™ QIP

INTERACT

B
e
B
e
B

3/28/2017

B0 INTERAGT oo ance et Core s Qg S

Overview of the INTERACT™ QIP

The INTERACT 4.0 Tools
are meant to be used
together in your daily work

in the nursing home

B8 INTERACT coetors o e et core s g S

Overview of the INTERACT™ QIP

INTERACT Strategies

1. Prevent conditions from becoming severe enough to require

changes in resident condition

and programs, and between LTC and acute care

5. Integrate into ongoing QI initiatives (e.g. QAPI)

hospitalization through early identification and evaluation of

2. Manage some conditions without transfer when this is feasible and safe

3. Improve advance care planning and the use of palliative care plans
when appropriate as an alternative to hospitalization for some residents

4. Improve communication and documentation within LTC facilities

6. Embed in Health Information Technology across care settings

4L parHway
-y HEALTH

M INTERACT
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COMMUNICATION TOOLS
I INTERACT iesvertions o Aocice cute Care Traors i) AR

Communication Tools

Stop and Watch -
Early Waming Tool -

0 INTERACT isrvertans o Rocice At Cars Traters g FADKAY

Communication Tools

SBAR Communication Form - The Purpose Of the
SBAR
* Improve communication

« Consistent language
« Standardized criteria
« Clear guidelines

« Communication that is

5 efficient
S - « Communication that is
s effective

IO INTERACT vt s et Cors Y (i FREESS
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Communication Tools

Medication Reconciliation Worksheet
for Post-Hospital Care INTERACT

Pt 12 Hingatl e eetoera hedd Machcatiorn Nowding Clasfication

I8 INTEFAGT wvertons o o st Cors Trmiers 5y ATIORY

Communication Tools

T I Nursing Home
Capabilities List

= * Hangitin the ED

I« Giveitto case

managers

Give it to hospitalists

Give it to on-call

primary care clinicians

e in your facility

PATHWAY

W0 INTERACT rorertrs e o o s 3 TR0

Communication Tools

Hussing Home to Hospital -
+ Foem '

« Engaging your
Hospitals —Tip sheet

« NH - Hospital Data
List

« Acute Care Transfer
Checklist

« Hospital - Post Acute
Transfer Form

* Hospital - Post Acute
Data List

O INTERACT rvertons o e et core romivs (i ERE

3/28/2017
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DECISION SUPPORT TOOLS

B0 INTERAGT oo ance et Core s Qg S

Decision Support Tools

« Criteria for Immediate Notification
« Criteria for Non-immediate notification

» Agreement and buy-in from Medical Director and
Administration

— Vital Signs
— Lab results
— Common signs and symptoms

3/28/2017

PATHWAY
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Decision Support

Signs and Symptom: °
s e |

M INTERACT Piadixcs Acuhe Cars Transh l‘-___,fi“s':m‘,; 61
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Decision Support Tools

« All structured the same way

» Provide guidance on when to notify the
MD/NP/PA consistent with File Cards

» Suggest evaluation strategies

* Provide recommendations for
management and monitoring in the facility

B0 INTERAGT oo ance et Core s Qg S

Decision Support

O INTERACT setervaritions ko Raduce Acuts Care Transh SRl 62

ADVANCED CARE PLANNING
TOOLS

O INTERACT etsrvertions so Rediuce Acute Care Transh gy pampny
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Advanced Care Planning Tools

» Advanced Care Planning Tracking Tool

» Advanced Care Planning Communication Guide

» Guidance on how to identify residents
appropriate for hospice or palliative care

» Comfort Care Order Set

» Deciding on going to the hospital guidance

» Education on CPR

» Education on tube feeding

I INTERACT tetervertions ta Redice Acute Gare Trasst g U

Advanced Care Planning Tools

I INTERACT  toterveriians 1o Recuce Acute Gare Trars# SRl

QUALITY IMPROVEMENT
TOOLS
I INTERACT ieaarvartions 1 Radusce Acua Care Trassh :‘ir,:;g;mn,;
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Quality Improvement Tools

* Hospitalization Rate Tracking Tool
* Quality Improvement Review Tool
* Quality Improvement Review Summary

3/28/2017

M INTERACT

£ ) PATHWIY
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Overview of the INTERACT™ QIP

Uhing the INTERACT Teok

The INTERACT Version 4.0
Tools are meant to be used

together in everyday care in

the nursing home

Quality Improvement Tools ‘ —-—:l_;:;- EE

M INTERACT

&5z

Quality Improvement Tools

» Hospitalization Rate Tracking Tool
* Quality Improvement Review Tool

* Quality Improvement Review Summary

0 INTERACT £y
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Quality Improvement Tools

Hospitalization Rate Tracking Tool

Highlighting identifies residents
at risk for 30-day readmission

an " 0
hospital within 30 days

for data entry

3/28/2017
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Quality Improvement Tools

Calculating [} Cabeulating [ ]
Hospitalization Rates L T Hospitalization Rates ’

I INTERACT ieaarvartions 1 Radusce Acua Care Trassh [+51ve 83

Quality Improvement Tools

INTERACT

Transfers that occur within 30 days

of admission from the hospital are
Dropdown lists for easy data highlighted
entry

I INTERACT ttervertians to Radisce Acuis Gars Trarmé g BT 8
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Quality Improvement Tools

Fates rended by month = in this
graph 30-day readmessicns from
PAC, LTC, and total

I INTERACT ieaarvartions 1 Radusce Acua Care Trassh Sy nm 85

Sample Reports

Resigent Conditons that Increas Rlsk for Hoeplialtzaton
K

% 1t

R o Transs [genamnator

Hotes:
Parcant may tota mare han 100% becatse 3 restnt may
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Sample Reports
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)
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-
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=
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= | —
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Quality Improvement

Quality impeveneat Tool

Review of Acute Care
Transfers

B0 INTERAGT oo ance et Core s Qg S

Quality Improvement Tools

+ Designed to assist you in CHEE Jabrovessine

summarizing and identifying
trends in QI Reviews of
individual transfers in order
to focus care improvement
and educational activities

» Template Excel
spreadsheet will be
available that ists in
summarizing and identifying
common factors and trends

PATHWAY

O INTERACT setervaritions ko Raduce Acuts Care Transh ,';-,HEALTH

Using the Tools

INTERACT-ING WITH ACUTE
CARE

O INTERACT etsrvertions so Rediuce Acute Care Transh gy pampny
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Communication Tools:

INTERACT-ing with Your Local Hospitals

o S i Facility Leaders

+ Be prepared

« Initiate contact

« Know your data

« Share your story

« Know what
tools/data/information
you want to share

« Set date for next
meeting

oy e % ) PATHWAY
W INTERALC veriticns 1o Badice Adute Civa Transh &9 HEALTH 91

Communication Tools:
INTERACT-ing with Your Local Hospitals

Hospital Communication
Tools

The INTERACT Version 4.0 Tools
are meant to be used together in
everyday care in the nursing home

PATHWAY

I INTERACT ietarvariions bo Radisce Acuts Cars Tramsh s"_.-,ﬁzm.q B

Communication Tools:

INTERACT-ing with Your Local Hospitals

Hursing Homae -
Capabilities List .

Hang it in the ED
e | e ttocase
e = managers

=S = Give it to hospitalists
] © « Giveit to on-call
primary care
clinicians in your
facility

IO INTERACT wtrverton o ke v Core s (g FEERY o
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Communication Tools:

INTERACT-ing with Your Local Hospitals

Nursing Home to Hespital »

Transter Farm w The NH to Hospital
= Transfer Form has two
pages.

* The first page has
information that ED
physicians and nurses
identified as essential to
make decisions about the
resident.

3/28/2017

B0 INTERAGT oo ance et Core s Qg S

Communication Tools:

INTERACT-ing with Your Local Hospitals

Transier Gata i ™. The NH to Hospital
Transfer Data List has
recommended contents for
- transfer forms for

= B incorporation into standard
= = = forms and electronic

= = S sharing of data

I INTEFIAGT iobarvesiions ko Fachsce Aest Gars Transd Eprmms

Communication Tools:

INTERACT-ing with Your Local Hospitals

Acute Care Transfer -
o 1

Dourmen Chuchlist , This Transfer Checklist
can be printed or taped
onto an envelope, and is
meant to compliment the
Transfer Form by indicating
which documents are
included with the Form

4L parHway
-y HEALTH
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Key Resource for Leadership

INTERACT

Implementation
Guide
Version 4.0 Tools

ITERACT%20Version%204.0%20Tools/INTERACT: Guide%20

fau
Dec%2010.pdf

3/28/2017

PATHWAY

M INTERACT Rnduce Acute Cane Trans z’_.-',HEAL'IH

Next Steps

PREPARE. PLAN. IMPLEMENT.

I INTEFIAGT iobarvesiions ko Fachsce Aest Gars Transd Eprmms

Prepare

Assess Organization Systems
— Corporate Programs and Outcomes
— Facility specific protocols

Assess need to change

Benchmark internal systems for review
— Current status ——
— Industry standards -
— Best practice approach

Identify opportunities

=

O INTERACT etsrvertions so Rediuce Acute Care Transh gy pampny
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Implementation Guide

e Team

e Educate

* Process

*  Monitor

I INTERACT svertons o Roctce e Cors T ) AR

PLAN - KNOW YOUR DATA

M INTERACT veriticns 1o Badice Adute Civa Transh ;.-’:;ggm; 101

Data Elements

i ( Quality
[ by
aws () feste (5 veP (] Reporing sy IVPACT
Program /
v v

Prepared by Pathway Health

O INTERACT rvertons o e et core romivs (i ERE

3/28/2017

34



3/28/2017

INTERACT Ed
implemaentation Checklist ;

B0 INTERAGT oo ance et Core s Qg S

QAPI for Internal and External Data

Together, Quality Assessment and Process
Improvement provide the model for:

— effective problem identification

— root cause analysis

—system and culture changes

Establish care delivery improvements to
realize healthcare consumer defined goals.

I INTEFIAGT iobarvesiions ko Fachsce Aest Gars Transd Eprmms

It all comes back to quality

M INTERACT Pt Atk CSir T "-__.,E;‘E';m‘,; 105
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INTERACT

= Includes evidence and expert-recommended
clinical practice tools, strategies to implement
them, and related educational resources

= The basic program is located on the internet:

http://interact.fau.edu/

3/28/2017

INTERACT iotervertions 1o Faciuce Acute Gare Tranesé g U

In Summary:

Prepare ALL staff now
Look at your data
Develop an Action Plan

Consider a QAPI, PIP ©
Involve the ENTIRE team
Ongoing re-evaluation |NTERACT

Monitor Data

Ongoing Communication
Always Follow up

Position Yourself
Successfully for the Future

NTERACT wsvertons o oice At G Tt i PSR!

-

INTERACT Updates

. INTERACT Version 4.0 Tools are on the INTERACT
website; the program and tools have been extensively
updated, and INTERACT Il tools are no longer supported

. INTERACT Version 1.0 Tools for assisted living facilities
and home care are being pilot tested and should be available
in a few months

. INTERACT Version 1.0 Tools for health systems and
ACOs are in development

eINTERACT Specifications are being developed in
collaboration with and the support of PointClickCare

NTERACT Hnduce Acute Care Trans$ "'.1:!‘5':&‘!;
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INTERACT

Thank You

Lisa Thomson, CIMT
Chief Marketing and Strategy Officer
www.pathwayhealth.com
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