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The IPRO QIN-QIO
The IPRO QIN-QIO 
• A federally-funded Medicare Quality Innovation 

Network – Quality Improvement Organization 
(QIN-QIO) 

• 12 regional CMS QIN-QIOs nationally

IPRO:
New York, New Jersey, and Ohio

Healthcentric Advisors:
Connecticut, Maine, Massachusetts, New Hampshire, 
Rhode Island, and Vermont  

Qlarant:
Maryland, Delaware, and the District of Columbia

Working to ensure high-quality, safe healthcare for 
20% of the nation’s Medicare FFS beneficiaries
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Today’s Discussion

• CMS Areas of Concern

Review CMS QSO 23-16- Hospital Memorandum

Impact of Missing or Inaccurate Patient Information

Hospital Discharge Planning Requirements - CMS (42 CFR §482.43) Conditions of Participation

Partner with Post-Acute Care Providers to Create Seamless Care Transitions

Resources to Facilitate Accurate and Timely Information Sharing with Post-Acute Care Providers

IPRO QIN-QIO Region Quarterly Care Transitions Data Reports
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Memorandum QSO 23-16-Hospitals Summary

CMS is committed to ensuring that the health and safety of patients is 
protected when discharges from hospitals and transfers to post-acute 
care providers occur.
• Reminding state agencies (SAs), accrediting 

organizations (AOs), and hospitals of the regulatory 
requirements for discharges and transfers to post-
acute care providers

• Highlighting the risks to patient’s health and safety 
that can occur due to an unsafe discharge

• Sharing recommendations that hospitals can leverage 
to improve their discharge policies and procedures and 
protect patients’ health and safety

This Photo by Unknown Author is licensed under CC BY-NC
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CMS Areas of 
Concern
Missing or Inaccurate Patient 
Information

https://www.cms.gov/files/document/qso-23-16-hospitals.pdf
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Impact of Missing or Inaccurate Patient Information

This Photo by Unknown Author is licensed under CC BY-SA-NC

• Increased readmissions
• Puts patient’s health at risk
• Providers may not be equipped or trained 

to care for certain conditions
• Complications
• Adverse events
• Patient may receive treatments that are 

unnecessary or inconsistent with their 
wishes
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CMS Areas of Concern - Hospital Discharges to Post-Acute Care Providers
Ref: CMS QSO-23-16-Hospitals

Serious Mental 
Illness (SMI), 

Complex 
Behavioral Needs, 
and/or Substance 

Use Disorder (SUD) 

Underlying 
diagnosis of SMI 
and/or SUD not 

included

Were there 
special 

treatments such 
as additional 
supervision 
during the 

hospital stay, or 
discontinued 

prior to discharge 
(24-48 hrs. before 

discharge)

Medications

Incomplete 
comprehensive 

list of all 
medications

Patient diagnoses 
or problem lists, 

clinical 
indications, lab 

results, clear 
orders for post-

discharge 
medication 

regimen

Omissions for 
psychotropic 

medications and 
narcotics (i.e., 
provided on 

paper vs. 
electronic (as 

required by law)

Skin Tears, 
Pressure Ulcers, 

Bruising, or 
Lacerations

Conditions noted 
upon hospital 

admission and/or 
acquired during 
hospitalization

Orders or 
instructions for 

cultures, 
treatments, or 

dressings

Skin healing 
equipment: 

mattress, wound 
vacuum machine

Other wound 
products needed 

for healing

Durable Medical 
Equipment

CPAP/BiPap or 
high-flow oxygen 

(respiratory 
treatments)

Mattresses, 
wound vacuum 

machine, surgical 
wounds, pressure 

ulcers, diabetic 
ulcers               

(skin healing 
equipment)

Patient’s 
Preferences

Patient choices for 
treatment

Advance 
directives for  

end-of-life care

Communication

Patient’s needs at 
home

Home 
environment    

(fall risk, home-
lessness, family/ 

caregiver 
involvement 
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CMS Code of Federal Regulations (42 CFR §482.43) 
Conditions of Participation - Hospital Discharge Planning Process

Discharge Planning Evaluation

The discharge planning process and the discharge plan must be consistent with the patient’s 
goals for care and his/her treatment preferences, ensure an effective transition of the patient 
from hospital to post-discharge care, and reduce the factors leading to preventable readmissions.
• Must be made on a timely basis to ensure appropriate arrangements for post-acute care are made before 

discharge
• Must include an evaluation of a patient’s likely need for appropriate post-hospital services
• Must be included in the patient’s medical record and the results must be discussed with patient (or 

representative)
• Must require regular re-evaluation of the patient’s condition to identify changes that need modification/ 

updating of the discharge plan
• Must include a determination of the availability of the appropriate services as well as patient’s access to 

those services
• Must assess its discharge planning process on a regular basis
• Hospital must assist patients and their families in selecting a post-acute care provider and share data that 

includes quality measures
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CMS Code of Federal Regulations (42 CFR §482.43) 
Conditions of Participation - Hospital Discharge Planning Process 

Transmission of Patient’s Medical Information
All necessary medical information pertaining to the patient must be provided to post-acute care providers, including:
• Patient’s current course of illness and treatment

• Past medical history
• Code status
• Assessment (vitals, labs, neurological status, behavioral/mental health, skin/pressure ulcers)

• Post-discharge goals of care
• Discharge plan
• Pending tests/consults
• Follow-up appointments
• Education – patient/family using teach back
• Case management/social service needs
• SDOH indicators
• Durable Medical Equipment (DME) needs
• Risk assessment/prevention (infection, falls)

• Medication management
• Patient’s treatment preferences at the time of discharge
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CMS Code of Federal Regulations (42 CFR §482.43) 
Conditions of Participation - Hospital Discharge Planning Process  

Requirements Related to Post-Acute Care Services

For patients transferred to home and referred for HHA services, or those 
transferred to a SNF, IRF, or LTCH for specialized hospital services

•Must include in the discharge plan a list of available providers available to patient 
and who are participating in Medicare program, with documentation in the 
patient’s medical record

•The hospital must document in the patient’s medical record that this list was 
presented to patient or to the patient’s representative
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Hospital Discharge 
Organizational 
Assessment Tool
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https://qi.ipro.org/2024/03/14/overview-
of-cms-requirements-for-hospital-
discharges-to-post-acute-care-providers/

https://qi.ipro.org/2024/03/14/overview-of-cms-requirements-for-hospital-discharges-to-post-acute-care-providers/
https://qi.ipro.org/2024/03/14/overview-of-cms-requirements-for-hospital-discharges-to-post-acute-care-providers/
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Partner with Post-Acute Care Providers to Create 
Seamless Care Transitions

 Engage patient and care partner in discharge planning 
throughout the care continuum

 Improve cross setting partnerships and communication for 
care coordination and management

 Focus on reducing unplanned readmissions and emergency                                  
department utilization

 Establish 24-7 hospital and facility point-of-contact list,                                               
including off hours and weekends

 Create streamlined and standardized cross-setting handover 
processes, information transfer, and circle back

 Know the clinical capabilities of your post-acute care providers 
to ensure fit between patient’s needs and facility’s capacity to 
provide care

 Conduct cross-setting medication reconciliation

 Provide cross-setting staff education
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Resources To Facilitate Accurate and Timely Information 
Sharing with Post-Acute Care Providers
• Project RED (Re-Engineered Discharge) – Role of Discharge Advocates

• Project BOOST (Better Outcomes by Optimizing Safe Transitions)

• Key Clinical Services Tool

• Nurse-to-Nurse Report Tool

• SNF Transfer to ED Process Map

• Hospital/Post-Acute Provider Readmission Case Review

• Quality Improvement Initiative (PDSA) Worksheet

• Care Transitions Warm Handoff Report

• Hospital Contact Information for Post Acute Providers

• Improving Care Transitions: Resource Guide

• FAST FACTS for ED from Post Acute Care Providers

• SNF/NF to Hospital Transfer Form

• Discharge Medications: Nurse-to-Nurse Warm Handoff Guidance
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Additional Resources
The Caregiver Advise, Record, Enable (CARE) 
Act, developed by AARP, has been enacted 
in 40 states. 

The United Hospital Fund has developed a toolkit to 
help administrators, nurses, discharge planners, 
social workers, and others integrate the legislation's 
requirements into hospitals' daily practice, with step-
by-step guidelines for engaging family caregivers in 
the discharge process. 

You can find this resource here: Implementing New 
York State's CARE Act: A Toolkit for Hospital Staff
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https://media.uhfnyc.org/filer_public/34/37/3437f79b-3949-4d88-a105-8d346e432bc1/careacttoolkit_final_1.pdf
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IPRO QIN-QIO Region Care Transitions Report
Hospital Utilization by 
Select Demographics

Source: IPRO QIN-QIO Region Care Transitions Report 
(Oct-22 – Sep 23) – CMS Claims Paid Data 16



IPRO QIN-QIO Region Care Transitions Report 
All Cause 30-Day Hospital Readmissions
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IPRO QIN-QIO Community Care Transitions Report
Readmissions by Discharge Status – Stratified by Days to Readmission
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IPRO QIN-QIO Region Care Transitions Report  
Top Index and 
Readmission Diagnosis 
Categories
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IPRO QIN-QIO Region Care Transitions Report   
Emergency Department (ED) Visits per 1,000 Medicare Beneficiaries

Emergency Department (ED) 
Top Diagnosis Categories

This measure looks at the rate of ED visits for the entire Medicare Fee-For-Service population in the community. ED visits are defined as a visit to the 
emergency department that does not result in a hospital admission or observation stay. ED visits per day are also provided, this number is 
calculated by dividing the number of ED visits by the number of days in each quarter.
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IPRO QIN-QIO Region Care Transitions Report    

Observation Visits per 1,000 Medicare Beneficiaries

Observation Visit Top Diagnosis 
Categories

This measure looks at the rate of observation visits for the entire Medicare Fee-For-
Service population in the community.  Observation visits are defined as an observation 
as a visit that does not result in a hospital admission. Observation visits per day are also 
provided, this number is calculated by dividing the number of observation visits by the 
number of days in each quarter. 21



We Want to Hear From You! 

Provide your feedback on our Jamboard (comments are anonymous)!
https://jamboard.google.com/d/1Znf7p4MXAunWJ5bUfI721yn5LUa1vxQyoj5OcFQ0QOk/viewer?f=0
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Questions or Comments
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Patrick Archambeault MS, RN, CCM
Assistant Director
parchambeault@ipro.org
518-320-3514

Sara Butterfield, RN, BSN, CPHQ
Assistant Vice President
sbutterfield@ipro.org
518-320-3504

Gail Gresko (OH)
Senior Quality Improvement Specialist
ggresko@ipro.org
216-755-3067

Cindy Stark, MSN, BS, RN (NY/NJ)
Senior Quality Improvement Specialist
cstark@ipro.org
518-320-3597

Fred Ratto, Jr. (NY/NJ)
Senior Quality Improvement Specialist
fratto2@ipro.org
518-320-3506

Shannon Wolanin, MPH (NY/NJ)
Quality Improvement Specialist
swolanin@ipro.org
518-320-3501

Connect With Our Team
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Follow IPRO QIN-QIO 

@IPRO QIN-QIO IPRO QIN-QIO@IPROQINQIO@IPROQINQIO

About Us

https://qi.ipro.org/ 
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