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How to Use this Change Package

This change package is intended for hospitals participating in the Hospital Improvement Innovation 

Network (HIIN) project led by the Centers for Medicare & Medicaid Services (CMS) and Partnership for 

Patients (PFP); it is meant to be a tool to help you make patient care safer and improve care transitions. 

This change package is a summary of themes from the successful practices of high performing health 

organizations across the country. It was developed through clinical practice sharing, organization site 

visits and subject matter expert contributions. This change package includes a menu of strategies, change 

concepts and specific actionable items that any hospital can implement based on need or for purposes 

of improving patient quality of life and care. This change package is intended to be complementary to 

literature reviews and other evidence-based tools and resources.
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Nationally Recognized Measures: Process and Outcome 

>> Required Outcome Measures

•• 30-day all-cause, all-payer hospital readmission rate

>> Required Process Measures

•• How many discharges received the transitional care service intended? This may be relevant for tracking 

the delivery of a “bundle” of transitional care best practices to “all” patients, or this may be the 

“enhanced” services you intended to deliver to a specific high-risk subgroup. For more information see 

pages 8-9 of this change package.

>>

PART 3: APPROACHING YOUR AEA

>> Suggested Bundles and Toolkits

•• ASPIRE — Designing and Delivering Whole Person Transitional Care, retrieved at:  
http://www.ahrq.gov/professionals/systems/hospital/medicaidreadmitguide/index.html 

•• Re-engineered Discharge (RED), retrieved at: http://www.bu.edu/fammed/projectred/index.html

•• The Care Transitions Program®, retrieved at: http://caretransitions.org/ 

•• Care Transitions Measure, retrieved at: 
http://caretransitions.org/wp-content/uploads/2015/08/CTM3Specs0807.pdf 

•• Transitional Care Model, retrieved at http://www.transitionalcare.info/ 

•• Better Outcomes by Optimizing Safe Transitions, retrieved at: http://www.hospitalmedicine.org/
Web/Quality_Innovation/Implementation_Toolkits/Project_BOOST/Web/Quality___Innovation/
Implementation_Toolkit/Boost/BOOST_Intervention/BOOST_Tools.aspx  

•• INTERACT — Interventions to Reduce Acute Care Transfers, retrieved at: https://interact2.net/

Investigate Your Problem and Implement Best Practices

DRIVER DIAGRAMS: A driver diagram visually demonstrates the causal relationship between your 

change ideas, secondary drivers, primary drivers and your overall aim. A description of each of these 

components is outlined in the table below. This change package reviews the components of the driver 

diagram to help you and your care team identify potential change ideas to implement at your facility and  

to show how this quality improvement tool can be used by your team to tackle new process problems.
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