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Agenda

• MAP framework step 4: Customize interventions

• Arnot Ogden Hospital presentation

• Next steps







Step 4: Customize interventions 

• Create an individualized for each patient 

• Coordinate a discharge plan with the MAP program team                         

• Engage emergency department staff in MAP program                          

• Ensure follow-up communication with post-discharge provider(s) 
occurs 

• Provide post-discharge support and follow up



Create an individualized plan for each patient  

• Create a patient-centered individualized transition plan for each 
MAP.

• Review and continue to customize patient-specific interventions 
post discharge at MAP program team meetings. 



Coordinate a discharge plan with the MAP 
program team                  

• The discharge or transition plan should 
include input from the patient and care 
partner.

• Review and address each of the risk factors 
for readmission and reasons for admission 
identified in the risk assessment and 
patient and care partner interview. 

• Any unexpected, patient-specific 
challenges may require additional research 
and outreach to a new type of CBO. 

Patient

Assess
Risk

Behavioral 

Social

Clinical



Link the patient to services and resources 

Link patient to outpatient and  
community services:

• Wound Care, IV therapy, ADLs: 
Home care services 

• Oxygen therapy: DME

• Food insecurity: Food banks, 
Office of the Aging

• Financial barriers, transportation: 
Social services

• Disease-specific programs: CHF, 
COPD, behavioral health and 
substance abuse 

Provide warm handoffs 

• In-person at bedside

• Bedside medication delivery

• Delivery of glucometers





About Us



The Challenges
HOSPITAL READMISSIONS

Patients with chronic 
health conditions and co-
morbidities frequented 
our Emergency 
Department, and 
discharged inpatients were 
readmitted, often under 
30 days  .

PATIENT COMPLIANCE
Lack of follow up at time 
of discharge often enabled 
patient non-compliance in 
their care.

FREQUENT ED VISITS
Due to a lack of support 
planning and community 
continuity, patients with 
high needs were 
frequenting our ED, at 
times twice in one day. 

DISJOINTED 
PLANNING
While community 
resources existed, 
opportunities for 
creating a cohesive plan 
for high utilizer patients 
wasn’t consistently 
occurring. 

COMMUNICATION
Planning and 
communication between 
inpatient and outpatient 
PCPs at time of 
discharge needed 
improvement.





ED Solutions 

GOAL
Identification of patient 
needs/high utilizer automated 
alerts. 

MEASURABLE OBJECTIVE
Identify who is the key community 
resources, needs and support. 
Engaging in an action plan of care 
for the patient to remain successful 
in the discharge plan.

GOAL
Presenting problem and barriers 
identified, leading to a 
collaborative community 
partnership.

MEASURABLE OBJECTIVE
Goals of care established: Acute 
inpatient vs. Discharge planning 
from ED. Provider meeting initiated 
to advocate, educate, guide and 
support the patient in their crisis.



ED Outcomes
IDENTIFY
PCP office/case manager
care coordination adding 
key resources/services for 
the patient.

IMPLEMENT
Initiate all 
resources/services.
Educate on next steps in 
the event another 
crisis/emergency occurs.

ORGANIZE
Establish community 
partnerships with 
needed support.

MAINTAIN
• Follow up
• Empowerment
• Self-determination
• Advocacy



This takes time, but does work

• 13 year old patient with history of 
seizures and psych/social challenges

• 70 year old female non-compliant 
medical patient (outside of our 
system)

ED Success Stories



Readmissions



Our Objectives
REDUCE READMISSIONS
• Developed robust analytics reporting
• Developed a standardized and 

systematic process for scheduling of  
hospital follow-up visits with PCPs

• Development of a Palliative Care 
program

• Utilized home visits through 
residency program

DEVELOP BETTER PLANS
• With higher post-hospital visit 

compliance, PCPs were able to have 
realistic plans

INVOLVE COMMUNITY
• Improved efforts to better align and utilize 

community resources



Outcomes



Success Stories

83 year old with history of 
COPD, CHF, Pulmonary HTN

61 year old female with a 
history of frequent admissions 
for evaluation of chest pain
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Engage ED staff in the MAP program

• Use MAP program notifications/flags created by IT  

• Share patient-specific MAP program discharge plans

• Educate ED staff and providers on alternatives to inpatient admission where medically 
appropriate 

• Create workflows including notifications/consultations on MAP program contact 
upon MAP presentation 

• Continue communication between the MAP program team regarding patient-specific 
support and continued or additional patient needs 

• Develop a feedback mechanism between CBOs and inpatient MAP team staff 



Ensure follow-up communication with post-
discharge provider(s)

Develop a feedback 
mechanism between CBOs 
and inpatient MAP team staff
• Consider data collection based on 

post-discharge follow up aimed at 
identifying trends in opportunities 
for improvement 

https://qualityimprovementcollaborative.org/focus_areas/readmissions/docs/mitigating_risk_factors_for_readmission.pdf

https://qualityimprovementcollaborative.org/focus_areas/readmissions/docs/mitigating_risk_factors_for_readmission.pdf


Provide post-discharge support and follow 
up 

• Conduct post-discharge follow-up calls to patients. Consider:
• a call to both patient and care partner;
• review of each patient-specific intervention and support arranged through 

the MAP program team; and
• using a patient and care partner interview tool or standardized risk 

assessment tool as a guide for these discussions. 

• Determine a feasible and appropriate post-discharge timeframe 
for follow up.



Tools and resources 

• EQIC Transitional Care Community Resource List

• EQIC Circle Back Interview Tool.

https://www.ahrq.gov/sites/default/files/wysiwyg/professionals/systems/hospital/medicaidreadmitguide/mcaidread_tool9_trans_care.docx
https://qualityimprovementcollaborative.org/focus_areas/readmissions/docs/2022-06-13_circle_back_interview_tool.docx


Questions



Next steps 

• Assess MAP patients’ risk for admission or readmission
• Create customized care transition plans and include identified risks 

• Engage the patient and care partner in the care plan

• Continue to build MAP team and CBO resources

• Evaluate EQIC tools and resources - adapt or adopt

• Engage the ED in the MAP program
• Develop readmission alerts for ED EMR
• Educate ED staff of alternatives to inpatient admission 

• Provide post-discharge follow up and support
• Develop communication feedback between hospital and CBO
• Provide post-discharge call to patient and care partner 



MAP program curriculum

Upcoming webinars 

November 17: Role of the emergency department - 15 years of 
ED case management: Lessons learned and benefits realized

December 15: Capstone 



Complete the survey



Thank you.

Brenda Chapman
bchapman@hanys.org

Maria Sacco
msacco@hanys.org
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