Readmissions Quality Collaborative QI Project Action Plan
Psychiatric Services and Clinical Knowledge Enhancement System (PSYCKES)
	
	Hospital / Health Home Name:
	     
	Date Form Completed:
	[bookmark: Text2]     

	Clinical Service(s) Participating:
	     
	Date(s) Form Updated:
	     


[bookmark: _GoBack]
	Start-Up Action/Task
	How Will It Be Done?
	How Will It Be Tracked? 
	Individual(s) Responsible
	Start
Date
	Target
End Date
	Actual
End Date

	Assemble Readmissions Project Team with representation from all behavioral health (BH) services and settings at your institution and medical representation. 
	     
	     
	     
	     
	     
	     

	Implement a process for regularly obtaining patient consent and reviewing Medicaid/ PSYCKES data. Ensure that PSYCKES access is granted to the project team and staff in ER, inpatient, outpatient and health home settings.  
	     
	     
	     
	     
	     
	     

	Conduct a Root Cause Analysis – using internal and PSYCKES data, and patient/ family interviews – to understand drivers of readmissions among your patients.
	     
	     
	     
	     
	     
	     

	Brief leadership and staff of all relevant departments on project goals and activities, and on the importance of their involvement.
	     
	     
	     
	     
	     
	     

	Develop a Care Transitions Committee that meets monthly and includes internal and community partners.
	     
	     
	     
	     
	     
	     

	Implement a system for documenting and tracking your target population, project activities, and outcomes.
	     
	     
	     
	     
	     
	     

	Complete any needed changes to paper forms or Electronic Medical Record (EMR)
	     
	     
	     
	     
	     
	     

	Intervention/Task
	How Will It Be Done?
	How Will It Be Tracked?
	Individual(s) Responsible
	Start
Date
	Target
End Date
	Actual
End Date

	Emergency Department (ED)
	
	
	
	
	
	

	Identify and flag potential readmissions (patients discharged from BH inpatient within the past 30 days)
	     
	     
	     
	     
	     
	     

	Consultation / “2nd Opinion” before readmitting (inpatient team at your hospital comes to ED to assess, or consult with other provider as appropriate) 
	     
	     
	     
	     
	     
	     

	Provide care coordination in the ED for high-utilizing / high-need patients
	     
	     
	     
	     
	     
	     

	Inpatient Unit (for all patients)
	
	
	
	
	
	

	Assess your current discharge instructions and, if necessary, implement a user-friendly discharge plan in format of Project Re-Engineered Discharge (RED) After Hospital Care Plan, which includes specific items such as phone#, BH and medical appointments, etc.
	     
	     
	     
	     
	     
	     

	Use teach-back method to educate patients and caregivers about the After Hospital Care Plan (appointments, meds, what to do if a problem arises), to assess their under-standing, and to ensure feasibility of plan
	     
	     
	     
	     
	     
	     

	Arrange a warm hand-off of patient to outpatient BH provider and/or care manager (whenever feasible)
	     
	     
	     
	     
	     
	     

	Obtain and verify pre-certification for medications (including medical) before discharge
	     
	     
	     
	     
	     
	     

	Fill prescriptions at discharge: medical and psychiatric (patient leaves with 30-day supply in hand)

	     
	     
	     
	     
	     
	     

	Intervention/ Task
	How Will It Be Done?
	How Will It Be Tracked?
	Individual(s) Responsible
	Start
Date
	Target
End Date
	Actual
End Date

	Post Discharge (May be done by Inpatient team or other (e.g. health home, managed care case manager). If other, inpatient team should develop procedures for close collaboration- e.g., alert care manager when patient is discharged, communicate discharge plan, remain available to answer patient/caregiver clinical questions, etc.)

	Make in-depth follow-up phone call to patient/caregiver within 72 hours of dis-charge to reinforce the plan, review meds, and address any potential barriers.
	     
	     
	     
	     
	     
	     

	Communicate Discharge Plans, including detailed medication information, to receiving providers (or to case managers to be passed on).
	     
	     
	     
	     
	     
	     

	Provide or ensure the provision of short-term case management for highest-need / highest-utililzing patients.
	     
	     
	     
	     
	     
	     

	Verify attendance at first post-discharge BH appointment and if missed, make new appointment.
	     
	     
	     
	     
	     
	     

	Outpatient Setting and Health Homes 
	
	
	
	
	
	

	Identify and flag patients discharged to you from any BH inpatient unit. 
	     
	     
	     
	     
	     
	     

	Provide a warm hand-off whenever possible: in-person visit with the patient before or at discharge from the inpatient unit.
	     
	     
	     
	     
	     
	     

	Provide a first appointment within 3-5 days of discharge.
	     
	     
	     
	     
	     
	     

	Remind patients prior to the first post-discharge appointment and first post-discharge prescriber appointment, and reschedule if missed.

	     
	     
	     
	     
	     
	     

	Contact discharging hospital or case manager to inform of missed appointments or if the patient does not engage in treatment.

	     
	     
	     
	     
	     
	     



Please identify the 2 main barriers you anticipate to successful initiation of the Readmissions Quality Collaborative QI Project, and two strategies for overcoming each of these barriers:

	Barrier #1:
	     

	
	
	

	
	Strategy #1a:
	     

	
	
	

	
	Strategy #1b:
	     




	Barrier #2:
	     

	
	
	

	
	Strategy #2a:
	     

	
	
	

	
	Strategy #2b:
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