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CCIP Focus Area – Promote
Effective Management of Chronic
Disease – Heart Failure (HF)
2018 – 2020 ( 3–yr. project)
Anticipated Outcomes:
 Slow disease progression
 Prevent complications/comorbidities
 Reduce preventable ER encounters
 Mitigate admissions and
readmissions
 Improve quality of life (QOL)
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*CCIP/QIP Reporting processes
Plan-Do-Study-Act (PDSA) Quality Model

Plan
Identify disease state, plan the
program and implement policy to improve
quality

Do
Implementation of the program, put
plan into action

Study
Data collection and analysis, check if
the plan has worked

Act
Next Steps, stabilize improvement or
determine why plan did not work
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Goal of the CCIP
Increase medication adherence and compliance with
Class 1 treatment for HF.
 TARGET GOAL – 80 % Proportion of Days Covered (PDC)

(percent in which the medication has the greatest clinical benefit)
 Adherence Measures – part of CMS 5-star rating
Proportion of Days Covered (PDC) is the preferred adherence methodology for medication
adherence. The threshold is 80 percent compliance rate to achieve optimal response to
medications. The Pharmacy Quality Alliance has endorsed PDC as its recommended
measure of adherence, and the US Centers for Medicare and Medicaid Services has
incorporated it into its plan ratings
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 Use of Clinical Practice Guidelines and algorithms:

to promote best practices.
 American College of Cardiology/American Heart Association
Clinical Guidelines for Heart Failure (updated 5/2016)
 Support team-based approaches:
 Care Management/MTM (Medication Therapy Management)
 Referral to specialist, HF education programs, Cholesterol
Management classes, lifestyle modification classes.
 Connect at-risk patients with community resources:

Referral to social worker or other community resources to
address barriers to adherence. Use culturally appropriate
education materials, to address barriers to care.
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ACTION PLANS
 Provide reports to practitioners/provider groups to flag

members who are missing care (labs/tests/rx) with
actionable interventions through care management,
disease management or 5-Star intervention team.
 Increase care coordination and engagement with members

and physicians.
 Promotion of clinical practice guidelines, HRA, LACE

 Collaboration with primary physicians, cardiologists,

CM/SW, educators including Provider Group partners and
wellness clinics to promote best practices.
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Quality Improvement
Program (QIP)
2018 - 2020
Reducing
Readmissions
and Promoting
Effective
Communication
and Coordination
of Care
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QIP FOCUS AREA – IMPROVE
HEALTH OUTCOMES
Title: Reducing Readmissions and

Promoting Effective Communication
and Coordination of Care
2018 – 2020 ( 3–yr. project)
Project Goals:
 Reduce re-admissions by 5%
 Improve provider follow-up care within 30
days of discharge by 5%
 Improve medication reconciliation postdischarge by 5%

 Part of 5- star CMS rating
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HEDIS MEASURES
A. Plan All Cause Readmission (PCR) which measures patients 18 years of age
and older, the number of acute inpatient stays during the measurement year that were
followed by an unplanned acute readmission for any diagnosis within 30 days and the
predicted probability of an acute readmission. Data are reported in the following categories –
1. Count of Index Hospital Stays (IHS) (denominator). 2. Count of 30-Day Readmissions
(numerator). 3. Expected Readmissions Rate.
B. Medication Reconciliation Post-Discharge (MRP) which looks at the
percentage of discharges from January 1–December 1 of the measurement year for
members 18 years of age and older for whom medications were reconciled the date of
discharge through 30 days after discharge (31 total days).
C. Transitions of Care (TRC)
The measure assesses percentage of inpatient discharges for Medicare members 18 years and
older who had each of the following during the measurement year:
 Notification of Inpatient Admission
 Receipt of Discharge Information
 Patient Engagement After Inpatient Discharge
 Medication Reconciliation Post-Discharge
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Care Management: Elements
 Population identification – HRA/LACE

TOOL
 Evidence based guidelines/best
practices
 Collaborative care – dedicated
Hospitalists Program, Inpatient CM
and Discharge Coordinators, After
Hours Support and Physician Champion
 Patient self-management – Self
Management classes, programs
 Process and outcome measures
 Routine reporting/feedback loop/care
coordination
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BEST PRACTICES
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BATHE TECHNIQUE
(brief counseling procedure)
Lieberman & Stuart 1993

 B: Background – What is going on in your life? And

what brings you here today?
 A: Affect – How do you feel about that?

 T: Trouble – What bothers you the most about this

situation?
 H: Handling – How are you handling that?
 E: Emphathy – That must be very difficult for you.
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California Hospital and Family Caregiver Law
Promotion of the California Hospital and Family
Caregiver Law (also known as “CARE Act”) which helps
family caregivers when their loved ones go into the hospital
and as they transition home. The law requires hospitals to:
 Provide patients the opportunity to designate a family
caregiver when admitted.
 Keep that caregiver informed of their loved one’s discharge
plans.
 Provide education and instruction, when appropriate, of
aftercare tasks—such as medication management,
injections, wound care, and transfers—that the family
caregiver will perform at home.
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The success of this QIP project depends on
clinical interventions and utilization
processes of both Provider Group partners
and Inter Valley Health Plan:
Comprehensive discharge planning- timely
communication between patients, Hospitalist, SNF
MD, CM/DC planners and PCP.
Having a strong transition plan- prompt postdischarge communication, and follow-up care
within 1-2 wks after discharge may significantly
reduce re-admissions.
Medication Reconciliation Post Discharge –
within 30 days after discharge.
Ancillary support such as home health evaluation
and a post-acute telephonic follow-up call by
coordinators or nurses are also proven beneficial.
14

 Post-discharge support. The strongest evidence is in the use
of more stringent follow-up after discharge.
 Telephonic outreach calls post-discharge by CM/coord.
 Follow-up appointment to PCP/Specialist within 1-2 wks
 Medication Reconciliation
 Home visit evaluation/programs
 Report findings to PCP/specialist
 Referral to SW – address barriers, community resources,
AD/POLST
 Patient education and self-management support.
 Referral to CM/DM programs
 Chronic self management program/classes and
promotion of preventive health measures – flu/pna vaccine,
Outreach such as – HF/Diab/COPD classes, wt. mgmt,
smoking cessation, exercise program, lifestyle
programs.

For questions: contact Ray Whitt, RN QM Dept.
(909) 623-6333 x 485 or e-mail at rwhitt@ivhp.com
Visit us at www.ivhp.com, to access training
materials/additional tools under PROVIDER RESOURCES
Thank You
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