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AdVancing

ExGellence Goals for Session 1

1. Understand how and why to register for the Campaign

2. Become familiar with the mechanics of the AE
Hospitalizations Tracking Tool (Excel), the specific data
required to complete the tool, how to enter data, and how

to check your data.

3. Know the kind of information produced by entering required
fields only and how to use it.
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Are you registered for the
Advancing Excellence in America’s
Nursing Homes Campaign?

°Yes
°NO
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About the Campaign

National, Voluntary, Aligned

Registered Participant
= Register/Update Profile
= Select Goals

Active Participant
= Submit Data

www.nhqualitycampaign.org
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Enter Data?

Only those who register and enter data can participate fully
in the Campaign:

= Instant access to trend graphs of your progress over
time

= Access to comparative data at state and national
level

= Let consumers know you’re dedicated to quality
care

www.nhqualitycampaign.org
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Quality Improvement Resources
for NINE Goals

Hospitalizations Staff Stability Pressure Ulcers

Infections
C. difficile

Consistent
Assignment

Medications
Antipsychotics

Person-
Centered
Care

Pain

Mobilit
ORIty Management
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Organizational Goals

Pressure Ulcers

Infections
C. difficile

Medications
Antipsychotics

Pain
Management

Mobility
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Today’s Goal

Hospitalizations Staff Stability Pressure Ulcers

Infections
C. difficile

Consistent
Assignment

Medications
Antipsychotics

Person-
Centered
Care

Pain

Mobilit
Ity Management



AdVancing
Excellence

Have you tried downloading or
using the AE Safely Reduce
Hospitalizations Tracking Tool yet?

°Yes
°NO
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The Campaign: Circle of Success

EXPLORE IDENTIFY YOUR
GOAL / BASELINE & SET
‘ YOUR TARGET

CELEBRATE
SUCCESS! EXAMINE
YOUR
PROCESS

MONITOR
PROGRESS
&

CREATING

SUSTAIN IMPROVEMENT
THE GAIN

LEADERSHIP
&
STAKEHOLDERS
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Excellence Data and the

Quality Improvement Process

Month 1

How do | know where | am?
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Pe(En o Required Fields

Month 1 Homework

For Residents Recently Discharged from Hospital
+ Resident name
« Date discharged from hospital
« Status on admission to nursing home from hospital (Part A, Other)

For Residents Transferred to Hospital
+ Resident name
« Purpose of nursing home stay
(PAC-type Care/Chronic Long Term Care)
« Date of transfer to hospital
« Outcome of transfer

For Your Home (or the group within your home you are tracking)

« ADC (or mid-month census) by purpose of stay
O (FN(
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Homework 1 Information

SteplSafelyReduceHospitalizationsTrackingToolxls [Compatibility Mode] - Microsoft Excel

Data Review View

Developer

Admitted with Recent Discharge

Today's Date: 06/25/2013
Step 3: Listall admissions to your fursing home from hospital or who \Watch these residents. They are at risk of re-hospialization within 30 days.
were discharged from a hospital ‘”'"“”_30 days of admission to your These residents wers re-admitted to hospital within 30 days of admission to NH: RCA Indicated.
nursing home. Fields with red aster|sk * are required. This information
will be used to calculate your 30-day rehospitalization rates. Which admissions should | record?
; L ,
A Resident Name™ Hospital Discharge Date™ Date Admitted to NH Automatic Status on Admission to Nursing Home™
Resident Date resident discharged from Date resident admitted toyour ~ Day of Week
Code hospital nursing home ::q;':r::‘;
_tu i include dizcharges from acute care include only residents who were admited
de-identify hospital, acute peychiatric hospital, and directly from hospital or who wers
your fie critical access hospital dizcharged from hospital within 30 days of
admission to your home
4 ri18 Gerardo Matton Chronic Long-term Care (Mot Medicare Part &)
2 r128 Haley Hiler Chronic Long-term Care (Mot Medicare Part A)
3 ri37 Janel Davila Fost-acute Care (Medicare Part A or managed care)
4 ri46 Jerald Rothschild Chronic Long-term Care (Mot Medicare Part &)
5 68 Darius Whithy 05/28113 Chronic Long-term Care (Mot Medicare Part A)
6 a7 Lizette Alderste 060213 Fost-acute Care (Medicare Part A or managed care)
7 rz227 lonty Ta 06/14/13 Post-acute Care (Medicare Part A or managed care)
8 T=
g Abel Bova Py
Abel Folmar =]
10 Adelaide Steeves =
11 Adelle Lamm
Adena Elann
12 Adena Rohkr
13 Alejandra Jumper
Aleshia Eqqebrect b
14
15
16
17
18
19
4 4 b M| Welcome .~ Common Qs&As -~ DropDownlists - Census | AdmittedwithRecentDischarge -~ Transferlog - ProcessTracking TremSummaries  ameiGiuraimsrlaqiam?  CustomizedItemsuy

Entering data the
first month
doesn’t JUST get
us our outcome
measures.

Enter data on a
daily basis, and
use this sheet to
identify residents
at risk for a 30-
day readmission.

Residents
highlighted yellow
are on your ‘Daily
Hospital Walking
Rounds.’
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Homework 1 Information

Entering data the first month doesn’t JUST get us our outcome measures for the first
month. Transfers highlighted in RED are 30-day readmissions. These deserve a special
look.

\ H "1 e T T SteplsafelyReduceHospitalizationsTrackingToolxls [Compatibility Mode] - Microsoft :ationsTrackingToolxls [Compatibility Mode] - Microsoft Excel

Home Insert Page Layout Farmulas Data Review View Developer

Jlence

£ Advancing Tra nSfe r Log

Step 4: Complete the detail for each resident Highlight indicates resident had an unplanned
transferred admission to the hospital within 30 days of discharge
from your nursing home to hospital in the arid below.  |from hospital. Mot all transfers resultin admission.
Include OMLY transfers to acute care hospitals or criticgdl access hospitals
*Red asterisk indicates required field.

bout this Resident .
How to Uze What is an unplanned transfer?
Automatic
Resident Resident Name* Purpose of Nursing Home Stay”* Payment Status at Date of Transfer T sfer | putcome of Transfer® Planned 1
Code example: Jane Brown Time of Transfer from to Hospital™ or Adn
to de-dentify Post-acute Type Care { Chronic Long Term Care Nursing Home to example: 72112 Unplanned‘ Hon
your fie Hospital

prepopulated: Only

select fromlist
record unplanned

3 r Abel Bova FPost-Acute Type Care (Rehab/Medical Management) 11013 Admitted, inpatient Unplanned
2 rog Darius Whithy Chronic Long-term Care Admitted, inpatient Unplanned
3 r146 Jerald Rothschild Chronic Long-term Care Admitted, inpatient Unplanned
4 87 Elden Longshore Chronic Long-term Care 112613 Admitted, inpatient Unplanned
5 1251 Raul Bonenfant Fost-Acute Type Care (Rehab/Medical Management) Admitted, ohservation Unplanned
i r22 Monty Ta Chronic Long-term Care Admitted, inpatient Unplanned
id 278 Tad Failla Post-Acute Type Care (Rehab/Medical Management) 5M1313 Admitted, inpatient Unplanned
3 | -] Unplanned
g Unplanned
10 Unplanned
1 Unplanned
12 Unplanned
13 Unplanned
14 Unplanned
15 Unplanned
16 Unplanned
i Unplanned

4 4 » M| Welcome . Common Qs8aés - DropDownlists - Census _+ AdmittedwithRecentDischarge | TransferLog - ProcessTracking IternSumimaries rge | Transferlog - ProcessTracking . ItemSummaries &«




Homework 1 Information How do |

know where | am?

1. 30-Day Readmission

February 2013

Rate Status at Time of Admission from Hospital
Post-Acute Care S Term i Al Residents
(non-Medicare)
. . . Number of Residents with Date of Dizcharge e 7 10
2. Hospltal Admlss'c“ from Hosptal in This onth : i
30-Day Readmission Rate
Rate percent of those readmited to hospital within 20 308% 29.4% 0%
days of the date of discharge from hospital
Purpose of Stay at Time of Transfer to Hospital
Post-Acute Care Chronic Long Term Care All Residents
Resident Days This Manth
3' Rate Of Tra nSfe rS to “Your ADC x the number of days in the menth 2 o sl
Hospital Admission Rate
E D O n Iy per 1000 resioent days a1 45 4
Rate of Transfers to
Emergency Department Only 27 23 24

4. Rate of Transfers o ettty

Rate of Transfers Resulfing in

Resulting in e
Observation Stay
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The Tracking Tool

< AE_SafelyReduceHospitalizationsTrackingTool.xls
am

PDF

%‘ AE_SafelyReduceHospitalizationsINSTRUCTIONS.xIs

www.NHQualityCampaign.org

17


http://www.nhqualitycampaign.org/
http://www.nhqualitycampaign.org/

Homework




Advancing
LxCellence Goals & Homework

omework 1 (due 7/18/13

Understand how and why to Register and select goals
register for the Campaign

Become familiar with the Download the Hospitalizations Tracking Tool.

mechanics of the AE

Hospitalizations Tracking Tool Enter ONLY required fields for each transfer

(Excel), the specific data required i.  Check count of residents admitted with recent
to complete the tool, how to discharge

enter data and how to check data ii. Check counts of residents transferred

entry.

Know the kind of information Look at your results each day.

produced by entering required i.  Whois yellow (At Risk)

fields only and how to use this. ii. Who is red (Readmitted)

iii. Outcomes
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Register & Select Goals

To register for the campaign, go to To select new goals, log in to the AE Website,

the AE Homepage: and click ‘Update My Goal Selection.
www.nhgualitycampaign.org

Click on the Enroll Now button, and
follow the instructions.

Advancing Excellence ... ™ welcome to Microsoft .

. [# campus pard
Search W 'elcome, Sunny Colorado Nursing Home (CO) Home | Feedback | Logout | Help

Adyancin
Excellence

) Advancing [xcellence in America’s Nursing Homes - Mozilla Firefox
o Gk Upw Hgoy Dwkmwde ok tep

1/ inbin (509) - ackierne ivelo@igmatien, « | || Agvancra Excatienze in Amerkss s % |
B petps e chaukycampagn.ongstr_nder s iconto—seicone

Making
nursing homes

betterplaces to live, work and visit.
| |49~ e runr Pl
(2 Most Vi G Getting Started [0 Supgeted Stas {3 Web Skcn Galery [~] cvandg Excellrca:

HOME PROGRESS

Welcome, G vet - FOR PARTICIPANTS

. ¢ - Enter My Data N
| .“ _'[‘u ' [ J Nursing Home UPDAT
Ee1c S ) Wiew Quality Measures

1. Review and updatgfrour profile below and chel the Update button.

Update My Profile

e 2. Select goals off the Update My Goal Selection §a
HOME ABOUT THE CAMPAIGH RESOURCES PROGRESS

The Asvancing Excellence in Ameriea's Nursing Hames

Update My Goal Selection

Please update your prifle on a regular basis and ens

E: that your infarmation displays correctly for

Long Tern Caré Collaborative. The Collaboratie assists al Logout the public. Change yourWgssword regularly, including«hen your contacts change, to maintain
S{aKENCIAErS OF 101 1ET ¢AIE SUDPOHS 310 SEMEES 0 Bchleve fidentiality of vour dale

the highest | mental, - Explore Goals canfi y of yi

well-elng for i indivicuals receiving long term care sarvicas —— Lxplore boals

e80000050000050000000, Process Goals: *indicates required fields
EXPLORE THE NEW GOALS [ UBMIT DATA- Consistent Assignment " "
0000000000000 0000000 Nursing Home Information

Hospitalizations

Fressure Ulcers

Nursing Home Website |

Nursing Home

REGISTER TODAY! Person Centered Care ?‘lame = |Sunny Colorado Mursing Home |
RE N

¥ - A
i g _S_‘aﬁ S Mailing Address * [23 Invemess Way East |
B35 (56.4%") 3 Preveme e Clinical Outcome Goals: Add Line2 | |

Pl conmners Sepusneson Iifections ress Line,
= Consisten Assionment
et - sy Medications City = |Eng|ewnnd |
- Iobilit State * [CO - Colorado |
sy n, ol star e sepTcont le=Pre ventoak 235ed 01 the

Tl T ; g Ean Zip * [a0112 |

Forgot your password?

*Try the automatic help on the login screen

¢+Contact your QIO (link from the log-in page to find your
QIO contact)

¢+ help@nhqualitycampaign.org



http://www.nhqualitycampaign.org/

AdVancing : :
xcellence Find Tracking Tool

From the AE Homepage:
www.nhgualitycampaign.org
Click on the marquee.

The Tracking Tools and instructions are located
in the Iden{ify Baseline area

Search = | Legin | Hel

. - . L dVancing
Find goal-specific material Excellence e

through the e
left-side navigation pane.

better places toliv. work and visi

HOME PROGRESS FOR PARTICIPANTS
Getting Started Hos\ talizations
Explore Goals
Explare Examine Improve Leadership  Maonitor &
Process Goals: Goal Frocess Sustain
‘Welcome, Guest Home | Feedback | Login | Help Consistent Assignment
- Celebrate
d Hospitalizations Moy that you know what you weant to improve, it's important to identify your starting
A(lva r[c [ r[ 1 Perzon Certered Care paint or baseling. Download the data tracking tool and collect data for & month or soto
EXC e 1 ] e I‘l C e " . 1 [ : Sttt Stabilt determine your starting paint.
[~ Clinical Outcome Goals: Safely Reduce Hospitalizations Tracking Tool
M. 3l .
nursing hot. _ Infections This tool calculates rates for 30-day Readmission, Hospital
better places to live, work and vish . i ' ¥ . Medications Admigsions, Transfers to Emergency Only, and Transters Resulting
— = s " in Ohservation Stay. This tool alzo hes features that allow you to track
ABOUT THE CAMPAIGI RESOURCES PROGRESS FOR PARTICIPANTS MR patterns and processes affecting your hospital transfers
Pain AE SatelyReduceHospitalizations TrackingTool w3.0 B-19-13.xls

The Advancing Excqllence in America's Nursing Homes
UPDATES BY STATE Campaign is a majo\initiative of the Advancing Excellence in Pressure Uicers

Long Term Care Collagorative. The Collaborative assists all M1 P 4
stakeholders of long teNgfl care supports and services to achieve
the highest practicable ™el of physical, mental, and psychosocial
well-heing for all individuals receiving long term care senvices,

Petiodically revizions and enhancements are made to the AE Safely
Reduce Hospitalizations Tracking Tool. If you would like to move your
dats to the most recent wersion, this 20-minute web-ex demonstrates
the process.

tawing your hospitalization data

000000000000 00000000
EXPLORE THE NEW GOALS A Guestions? Contact the AE Helpdesk: helpi@nhoualtycampsion.org

llustrated instructions for using the
_,,}* AE_SatelyReduceHosptalizations TrackingTool.
AFE SatelyReduceHospitalizationsIMSTRUCTIONS 1 15135 pdf

(\VEAVBIIAY r--'aq
LV UpDATES REGISTER TODAY!

[ wraiatomes ] conmmers | e ]
Participating nursing
homes: NEW Tracking Tools!
BAIE { 56.4%7) NEWS * Pressure Uleer
Participating consumers: - S"’EWR?(I".':E
3485 ® The new goals are herel - gos"“szhzr?\)“ it R 1 t i t 1 t t t i
onsistent Assignmer gh | k d I p hyp I k g h p g .
Participating nursing ® Advancing Excellence in Long-Term Care Collaborative * Staff Stability I C IC a n se ec o e n e r I n O O o Is a e *
home staff: (AELTCC) Mames Joseph C. Isaacs Executive Directar . .
2748 ® Mew Board Mermnbers & Officers Appointed |dent|fv Ba Sellne
rols=FreviewGaals 2358d an the ® On March 29 2012, CMS launched an Initiative to Improve CMS PARTNERSHIP



http://www.nhqualitycampaign.org/
http://www.nhqualitycampaign.org/star_index.aspx?controls=hospitalizationsidentifybaseline
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Excellence Download

Tool and Instructions

=earch |

Adyancing

Excellence

Making
nursing ho
better places to live, work and vis

HOME ABOUT THE CAMPAIGH RESOURCES PROGRESS FOR PARTICIPANTS

Getting Started Hospitalizations

Explore Goals

Explore E<zmime Irmprowe Leader=hip fonitor &
Process Goals: Goal Process Sustain
Consistert Assignment
— Celebrate
Hospitaliztions Moy that you know wehat you want to improve, t's important to idertify your starting . .
Perzon Certered Care paint ar baseling. Downlosd the data tracking tool and collect data for & manth or 2ato CI | C k O n th e b I u e fl I e n a m e
. determine your starting point.
Staff Stakility .
Clinical Outcome Goals: Safely Reduce Hospitalizations Tracking Tool to Open/download flle-
Infections F—| Thiz toal calculstes rates for 30-day Readmission, Hospital H
Medications IEE Admizsions, Transfers to Emergency Only, and Transfers Resulting SAVE t h e Excel fl Ie to yo u r
B = in Ohservation Stay. This tool alzo has features that allow you to track
bobility patterns and proceszes affecting your hozpital transfers. com p ute I.
Pain AE SafelyReduceHospitalizationsTrackingToal v3.0 §-158-135.xls h

Pressure Ulcers
webex  Periodically revisions and enhancements are made to the AF Safely

Reduce Hospitalizations Tracking Tool. If you would like to mowve your
data to the most recent version, this 20-minute wek-ex demonstrates
the process.

s hosplalasin sdta Print Instructions for easy
Guestions? Contact the AE Helpdesk: helpi@nhoualty campsicn.org . .

o reference while working
luztrated instructions far using the

AE_SafelyReduceHospitalizationsTracking Tool. H H
AE SafelyReduceHospializationsiNSTRUCTIONS 1 15-13 pdf < Wlth the Excel fl Ie-

Ve




O = R R} Y= SteplSafelyReduceHospitalizationsTrackingToolxls [Compatibility Mode] - Microsoft Excel

Home Inzert Page Layout Formulas Data Review WView Developer

AUVancing WEICO me

Safely Reduce Hospitalizations Tracking Tool v3.0
May @, 2013

This easy-to-use tool helps you track transfers of residents to the hospital along with
information needed for your quality improvement project and root cause analysis.
This tool also produces monthly summaries for you to enter on the
Advancing Excellence in America’s Mursing Homes wehsite where you will be able to access
trend graphs of your progress over time:

hitp e MIH G alityCampaign.org

Confidentiality is important. Flease do not transmit this form with resident-identifying information.
Instructions for de-identifying this tool are provided in the Commeon Qs & As tab.

This workbook contains twenty [22] worksheets to assist in
tracking and evaluating hospital transfers in your home.
Each worksheet can be accessed by clicking the tabs that appear at the bottom of this workbook

Welcome Table of contents and overview. Many sheets have hyperlinked names in
Instructions Step-by-step guide for using this tool is provi the table Of contents
Commaon 8Os & &g swers to commaonly asked questions. Pri

| ét

| CropDownlists ep 1: Create lists of your residents, hnspitl
= | |
Census Click to go to this sheetb Step 2: Record your average daily census ( 3 ;
hEecentDischarge

Admitte dwit Step 3: List admissions to your nursing home from hospital or with recent hospitalization, as they occur.

TransferLog Step 4: Track each
PracessTracking Trend charts ofyoul Click on the named tabs to move between
ltemsSummaries Summaries of sel 5 andtransfers.

worksheets. You must use this method to
access monthly outcome sheets.

CustomizedTracking Customize fora sp

CustomizediemZu aries Customize for a sp

Monthly Summaries Your fourg anthly tabs.

M4 r v | Welcome - Common Qs&#s - DropDownlists - Census < AdmittedwithRecentDischarge—  TransferLog - ProcessTracking - ItemSummaries  sseicy
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Home

Insert Page Layout Formulas Data Review View Develaper

AE _SafelyReduceHospitalizationsTrackingTool v2.0 1-15-13.xls [Compatibility Mode] - Micrasoft Excel -

DropDownLists

Step 1
In the columns below, type or paste lists of:
A Hospitals from which you receive admissions.
B Clinicians who order transfers to hospital from your nursing home.
C Names of residents in your nursing home.
D Your residents’ health care plans
These lists will create dropdown lists in subsequent sheets.
You may add to these lists at any time.

Instructions on Copving & Pasting Names from another
Excel workbook, Weord or ather document

Click to access, There are two responses
related to this topic,

Admitted from Clinicians
Beginning at row a5, add the names of
acute care hospitals from which you
receive admissions.

In the spaces below, list the clinicians
who order transfers to hospital from
your nursing home.

al Home - (&l
- ﬁfﬁ':ﬁj’\l For this first homework, only enter |
= 2" | resident names. Enter names of all s
- residents in house, and add any new :
- admissions during the month. You may :
al0 copy and paste this from another 10
ali r11
a1z source. 12
al3 3
al4 cl4 r14
als cls 15
alé clé r16
al7 ci7 7
ala cl8 r1g
alg c19 r19
a2 c20 r20
a1 62l r21

22

| IR

Look! Click here for
instructions on copying and
pasting your lists from
another source.

Residents

In the spaces below, list the residents

in your nursing home. This will ensure

that their names appear consistently
throughout this workbook.

Medicare Insurance Plan
regular feefor-service vs. 8 managed
care plan

Beqginning at row p2. list your residents’
managed care plans. This will ensure
that their names appear consistently

throughout this workbook.

pl Regular Medicare Fee-for-Service
p2
p3
pd
pa
pé
pl
pa
pd
pil
p1i
p12
pl13
pl4
pis

a2? © 22
M4 4 b M| Welcome . Common QsBAs | DropDownLists -~ Census < AdmittedwithRecentDischarge-— TransferLog . ProcessTracking . ItermSummaries




‘rn )= {"' = .53&. A TEST AE_SafelyReduceHospitalizationsTrackingTool_v3.0_5-8-13.xls [Compatibility Mo

Home Insert Page Layout Formulas Data Review Wiew Developer

Step 2

# At the end of each month, enter your average daily census (ADC)
for the month

# [fyou are tracking transfers for only part of your home and/or do not
have your ADC by stay type. you may use your census on the 15th
day of the month.

NOTE: Whether you use ADC or census, this number should reflect
the number of residents in the specified type of care during the month.
It is not the same as ‘paid beds '

Enter Average Daily | Enter Average Daily | Combined Average Daily | Days in this Month | Resident Days this Month
Census for Census for Census for the Month AB0C % The Mumber of Days
PAC-type Care™ |Chronic LTC-type Care™ R R Vo Ealciﬂ l‘;:‘ﬂ“‘;”f";"r‘ S

January 2013 37.0 112.0 149.0 31 4619

February 2013 39.0 110.0 149.0 28 4172

March 2013 38.0 105.0 143.0 31 4433

April 2013 40.0 110.0 150.0 30 4500
May 2013 0.0 31 0
June 2013 'r / 0.0 30 0
July 2013 | 0.0 31 0
At the end of each month, fill Eg :; ﬁ
in your average daily census 0.0 3 0
for Post Acute and Long- 0.0 30 0
Term 0.0 31 ]

4 4 » M| | Census - —AdmittedwithRecentDischarge— TransferLog -~ ProcessTracking - [femSummaries  semercsiyrd-anir e
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TEST AE_SafelyReduceHospitalizationsTrackingTool v3.0_5-8-13.xs [Compatibility Mode] - Microsoft Excel

Data Review View

Developer

Admitted with Recent Discharge

Step 3: List all admissions to your 1
were discharged from a hospital wi

nursing home. Fields with red aster]
will be used to calculate your 30-da

ursing home from hospital or who
thin 30 days of admission to your

sk * are required. This information
rehospitalization rates.

Today's Date: 05/07/2013

Watch these rezidents. They are at rigk of re-hospitalization within 20 days.

These residents were re-admitted to hospital within 30 days of admission to NH: RCA Indicated.

Which admissions should | record?

- — T

Automatic Resident Name” Hospital Discharge Date™ Date Admitted to NH Automatic Status on Admission to Nursing Home™

Resident Date resident discharged from  Date resident admitted to your ~ Day of Week

Code hospital nursing home :D ETFE
_t” ; include discharges from acute care include only residents who were admitted =
de-identify hospital, acute peychiatric hospital, and directty from hospital or who wers
your file critical access hospital dizcharged from hospital within 30 days of
A admigsion to your homs
1 r206 Gerardo Matton 04/01M13 Chronic Long-term Care (Mot Medicare Part A)
2 i34 Haley Hiler 04/04M3 Chronic Long-term Care (Mot Medicare Part A)
3 riob Janel Davila 04/22M13 Fost-acute Care (Medicare Part A or managed care)
4 8 Jerald Rothschild 041013 Chronic Long-term Care (Mot Medicare Part A)
5 29 Crarius Whithy 01/30M13 Chronic Long-term Care (Mot Medicare Fart &)
B 1+
7 T
8 Resident’s Name
Select from
g dropdown list ar
10 enter name exactly
t th . . . .

> monammit | -] The 3 required fields are marked with a red asterisk.
it
14 . .
15 Type in date, but use dropdown lists for name and
16 .
- status on admission.
18
19

W A » | | AdmittedwithRecentDischarge - TransferLog - PracessTracking .~ IfemSummaries ameicaiiairia il _CuscomizeditemSummaries

Ready |
/4 Start

& 2 micro A

& Hospitalizations

T Alabama k

B Microsoft Excel -

Search Desklop
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with recent discharge

Home Insert Page Layout Farmulas Data Review View Developer

Admitted with

Step 3: List all admissions to youn
who were discharged from a hospit]
o e oot et These numbers are the
B numerators for your
Ruto.mati{: Resident Name™ St::i:u‘:ed In::fnglim mo nt.h Iy- 30-d ay
“Coce Communication  Received from readmission rates.
de-idtiy Receive Information  AdcaUAte to
ez from the Hospital? R‘;‘:;’J:;
14
20
2221 This table is Iocated at This table populate!ltomaticallg
23 - from the HOSPITAL DISCHARGE DATES.
24 the fa r rlght of you r Pleasze use it to check the accuracy of your entries.,
25 “ o »” Admitted to Admitted to Total Di:scllalge Dates _z of all
i: Ad m |tted Ta b. . P.:C CLnTC This I:ontll Dls::]a;cges
28 February 2013 L] 1] 0 0.0
24 March 2013 1} 1} 0 (L0114
an April 2013 1} 2 2 28 63
# | There are two tables. = [EF] 1 2 : [
« | This is the lower one, T g o 5 .
35 . . . September 2013 1] L1} [1] 0.0z
= | and displays admissions Rovember 2913 : : 5 =
ecember 0.0z
o by date of DISCHARGE B 5 i :
40
« | from hospital. \
4z
4z

[
M4 4 » H| Welcome .~ Common Qs&&s -~ DropDownlists - Census | AdmittedwithRecentDischarge . TransferLog - ProcessTracking < ItemSummaries
Ready | 23 |

r:." start DFFi oft... Winds b Cffi R Cing " Search Desktop
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transferred

Step 4: Complete the detail for each resident

Transfer Log

Highlight indicates resident had an unplanned
admission to the hospital within 30 days of discharge

from your nursing home to hospital in the arid below.  |from hospital. Mot all transfers result in admission.

Include OMLY transfers to acute care hospitals or critical access hospitals

*Red asterisk indicates required field.

" How to Use

hout this Resident

What 2 an unplanned transfer?

Automatic
Resident Resident Name® Purpose of Nursing Home Stay” Payment Status at Date of Transfer Outcome of Transfer" Planned
Code suample: Jane Broun Time of Transfer from to Hospital® & )
to de-kientify Post-acute Type Care ! Chronic Long Term Care Nursing Home to enample: Tf21f12 Unplanned
your file Hospital prepopulated: Only
zelect from list recard UI'Ip|EI’1I’19d
1 r213 Abel Bova Post-Acute Type Care (Rehab/Medical Management) 110013 Admitted, inpatent Unplanned
B [ F Alvera Wire Post-Acute Type Care (Rehab/Medical Management) 11013 Admitied, inpatient Unplanned
3 274 Aurora Noblitt Chranic Long-term Care 21313 Admitted, inpatient Unplanned
4 94 Bryanna Damico Chronic Longterm Care 2213 Admitted, inpatient Unplanned
5 1203 Cedric Mcmasters Chronic Long-term Care 21313 Admited, inpatient Unplanned
B r273 Conception Aden Chronic Long-term Care 2113 Admitted, inpatient Unplanned
T r29 Darius Whithy Chronic Long-term Care 21513 Admitied, inpatient Unplanned
8 r249 Danny Mehl Chronic Long-term Care 21313 Admitted, inpatient Unplanned
9 r219 Elden Longshore Admitted, inpatient Unplanned
0 223 EmmettWcbride The 4 required fields are marked with a red asterisk. E Admited, inpatent Unglamed
" r153 Florine Shock t Admitted, inpatient Unplanned
12 r278 Georgiana Andres . . ¢ Admitted, inpatient Unplanned
13 1251 Glenda Cardella Type in date, but use dropdown lists for name and | Adited inpatent Unplanned
14 r247 lgnacio Retherford status on admission. & ED visit anly Unplanned
15 r245 Jo Raffield & ED visit anly Unplanned
16 193 Jonna Weitzman — ——— ED visit anly Unplanned
7 72 Julienne Mcalpine Chronic Lona-term pfe 21513 ED visit only Unplznned
4 ¥ W[ Census - AdmittedwithRecentDischarge—| Transferlog , ProcessTracking ~_ItemSummaries _ameiaivmmirlaqlom _Customizeditems usomeedtensurenes _ driirwiemas
Ready 7] pverage: 104 Average 142470101 Count 11263 Sum: 496744




There are two tables on each monthly tab. For now, we just want to check
the numbers — numerators and denominators — on the lower table.

Mumerators and Denominators

Status at Time of Admission from Hospital
Chronic Long Term Care
(non-Medicare)
MNumber of Residentz with Date of Dizcharge 5 0 2

from Hos=pital in Thiz Month

Fumber of Residents Discharged from

Post-Acute Care All Residents

Hospital this Month Who were Readmitted 0 n/a 0
to Hospital within 20 Days of the Date of '
Discharge
Purpose of Stay at Time of Transfer to Hospital
FPost-Acute Care Chronic Long Term Care All Residents
Resident Days This Manth 0 0 0
“our ADC x the number of dayzs in the moenth

Numper ufTrE_lns_fers* Resulting_in n/a n/a n'a
Inpatient Admission to the Hospital
Mumber of Transfers Re;u_ltmg in nia nia n'a
Emergency Department Yisit Cnly
Mumber of Transfers® Resulting in n/a n/a n'a

Ohservation Stay

* Unplanned transfers only

M 4 » M CustomizedItemSummaries Tanuany 2013 . February 2013 o March 2013 & ADil 2012 7 Moy 2013 MR kW July 2013 7 F

t “~

Monthly outcome data are on individual
tabs to the far right of the workbook.
Use these arrow buttons to scroll across
tabs until you can see them.

You will be checking
numbers in both the June
and July tabs.
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The Tracking Tool

mp—
E_': AE_SafelyReduceHospitalizationsTrackingTool.xls
o

Live
Demo.

30


http://www.nhqualitycampaign.org/

AdVancing
Excellence

help@nhqualitycampaign.org
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Resources

www.nhQualityCampaign.org Exfégﬁc’gggg

Making
nursing homes

. . places to live, work and visit. 4 |
Click Resources, and then Webinars ABoUT - RESOURCES e
Webinars
. . . Overview of the AE Website: Changes and
Ca m pa |g n a n d We bS Ite Ove rVI eW > ;Ia:al*;ew Goals (webinar recarded January 24, Having trouble viewing the
webinars?

@ Getting Started Handout

Try using the Internet Explarer browser
Circle of Success Handout

Consistent Assignment and Staff Stability
Goals (webinar recorded February 7, 2013)

@ Consistent Assignment & Staff Stability Handout
@ NHGQCC Consistent Assignment & Staff Stabiliny Handout
H OS p ita I i Zati O n G Oa I Ove rVi eW Hospitalization Goal (wehinar recorded February 21, 2013)

.@ Hospitalization Tracking Tool Handout

Safely Reducing Patentially Preventable Hospitalizations Slides (presentation by Dr
[T —

Carol J. Scott Adrienne Mihelic, PhD
Field Operations Manager Advancing Excellence HelpDesk
Advancing Excellence CFMC

cscott@leadingage.org help@nhqualitycampaign.org
816-830-0094



mailto:cscott@leadingage.org
mailto:help@nhqualitycampaign.org
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Thank You
For making our nursing homes
better places to live, work, and
visit!
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