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Please chat in…

• Who is on the webinar with us today,

• What organization you are with,

• Where are you located, and 

• Your role within your organization?
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Introducing Speakers

Ansje Gershkoff, BSN, MBA, CMC, CDOE, 
DVDOE Director, South County Home Health 

Nina M Laing, RN BSN CCM-Manager of Case 
Management Department, South County 
Health



Hospital Care Transition Initiative
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South County Hospital,  Wakefield RI 



2022
Strategic Plan

Readmission Reduction 
Initiative

Ansje Gershkoff RN, MBA,CMC
Nina Laing RN, BSN,CCM



Key Initiative Planning Matrix

Key Initiative

Achieve & Maintain Service Band of Excellence

Key Initiative measure of success:

Stabilize readmission rate at 10.5% 

Dedicated Core Team: 

Dr. Kornas, Elaine Desmarais, Nina Laing, Lynne Driscoll, Claudia 

Chighine, Brooke LaVallie
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Key Initiative Planning Matrix  

Strategies Implemented Successfully:

2021: Readmission Taskforce Team created to include: Dr. Kornas, Quality, Pharmacy, 
Case Mgmt., CHT, Respiratory, SCHH, Care Manager PCPs, Cardiology, Pharmacy (Now 
Dietary)

2021: Review past 3 years of discharges to identify factors correlating with readmissions

2021: Daily report auto generated on patients with LACE score >10 for case 
management follow up. 

 LACE is an acronym for LOS, Acuity of the admission, Co-morbidities, ED (was the pt
was in the ED in the past 6 months). 

 LACE scores range from 1-20 and predict how likely the patient is to be readmitted 
within 30 days of discharge. A score of 10 or above indicates a high risk of 
readmission.



Key Initiative Planning Matrix
Strategies Implemented Successfully (con’t):

Palliative care referral added to order sets

Standardize care – update 4 order sets

Community Health Referral in placed based on criteria before discharge or during home health 
intake as well as RIPIN referral and SCHH

Daily tracking of readmission

Awareness; discuss readmission at Leadership Safety Huddle

Strategy/Projects with performance gaps:

Follow up phone calls at 48 hours and 7 days. Pharmacy ( & soon to be dietary)

Follow up appointments with Cardiology/PCPs before discharge
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Readmission Tracking
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Pharmacy 
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Pharmacy Calls: Four Services Provided

Adverse drug events are the most common post-discharge complication

No focused medication review as part of the discharge process

1. Discharge med review and discrepancy/clinical problem resolution

2. One-on-one patient and caregiver medication education
a) Discussion of patient concerns
b) Overview of reason for each medication
c) Common side effects and how to alleviate them

3. Updated discharge medication list with pharmacist notes

4. 72-hour follow-up call to address any patient concerns



• Strong literature evidence that pharmacist-led discharge TOC programs 
reduce readmissions and improve patient experience

• Best-practice recommendation by several national organizations
• Favorable financial program profile, despite conservative impact 

projection; significant financial upside
• Pilot program demonstrated immediate results in overall readmissions, 

patient experience scores, and medication errors avoided

Planning
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Rhode Island Parent Information Network 
(RIPIN)
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RIPIN

• Non-profit organization in Warwick, RI
• Peer to peer model of support
• Lived experience
• CHW embedded in hospital setting
• Consults received by Case Management

2 year anniversary March 1st!
• 406 Referrals since the start
• Assisted with Medicaid, LTSS, SNAP

About
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Key Initiative Planning Matrix 

Key Initiative
Achieve & Maintain Service Band of Excellence

Key Initiative measure of success:

Stabilize readmission rate at 10.5%  ACHIEVED 

Dedicated Core Team: 
Dr. Kornas, Elaine Desmarais, Nina Laing, Lynne Driscoll, Claudia Chighine, 

Brooke LaVallie
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South County Home Health

Home Health Resources
To Prevent Rehospitalization
South County Home Health



Readmissions 



South County Home Health Data



Impact SCHH 

Planning Ahead VBP

60 Day Hospitalizations 35%

Community Provider Alignment

COPD CHF Diabetes Program

Pharmacy Program

Community Health Workers
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Community Health Team



Community Health Grant  

• Exciting news we now have CHW workers as part of our HH team 

• This includes ability to outreach to our population w social 
determinants of health

• Will work with clinical team, social workers, chronic condition health 
coaching- Integration into IDT meetings on mutual patients

• Streamlined referrals 

• BH referral 

• Reduction in hospital readmissions from increased resources



Why Add Community Health Workers?

• 3-year grant funded through Rhode Island Department of Health (RIDOH)

• Home Health is leveraging Community Health Workers to work working 
directly with patients and families, as an extension of the HH team. 

• BH Care Management resource through referral to LICSW for short term 
therapy in-home, community and office engagement.

• CHW work with patients to identify barriers to healthy living, provide 
linkages to community resources and develop plans to address long-term 
health needs.  



Team Members of Community Health

Cathy Vars Wilkerson: Certified CHW, Home Health

Saul Richman:  Certified CHW, Home Health

Nate Mazza:  LCSW  Behavioral Health Care Manager

Kylie Zoglio: BSW Certified CHW Lead/Supervisor

Liz Fortin: LICSW,  Director Community Health 



Pharmacy Pre-Pack Program  

• Pharmacists Demetria Malone & Julia Manning 

• Assists patients in improvement of med management at discharge 
are more independent this will improve STAR rating

• Target population patients with cognitive deficits

• Consultation via email for med pre packaging

• Medications separated by day of week and time of day that they need 
to be taken

• Increased compliance, medications consolidated 



Example

• Medications separated by day of week and 

time of day that they need to be taken

• “Morning, Noon, Evening, Bedtime”

• Increased compliance, medications 

consolidated  

• PRN medication in separate packet

• Controls can be in separate packet if 

provider prefers

• Medication name, dose, frequency listed on 

packet and sheet

• Perforated blister pack

• Medications separated by day of week and 

time of day that they need to be taken

• “Morning, Noon, Evening, Bedtime”

• Increased compliance, medications 

consolidated  

• PRN medication in separate packet

• Controls can be in separate packet if 

provider prefers

• Medication name, dose, frequency listed on 

packet and sheet

• Perforated blister pack

Greenline Apothecary

245 Main Street

Wakefield, RI 02879

905 North Main Street

Providence, RI 02904

Walgreens

500 Broad Street

Providence, RI 02907

SimpleDose (CVS owned)

White Cross Pharmacy

1057 Mineral Spring Ave.

North Providence, RI 02904

McQuade’s Pharmacy

106 Main Street

Westerly, RI 02891

10 Clara Drive

Mystic, CT 06355
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It Takes a Village !



Open Discussion
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Upcoming Best Practice Learning Circles

Date Time Activity

02/16/2023 12-12:30pm Medicaid Accelerated eXchange (MAX) Action Team-
NYC Health & Hospital/ Queens 
Improving Care for High Utilizers and Sustaining Change

02/23/2023 12-12:30pm

12:30-1pm

SmartCare- Massachusetts
Mobile Integrated Healthcare 

Wrap-up and Discussion
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