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CHAPTER 7 
QUALITY  

 
The Affordable Care Act has many provisions aimed at improving quality and patient safety. 
This is an important goal for the health of the country and for the health of North Carolinians. In 
1999, the Institute of Medicine of the National Academies released its seminal report, To Err is 
Human, which estimated that preventable medical errors led to between 44,000-98,000 deaths 
per year.1 A more recent study suggests that adverse events occur in one-third of all hospital 
admissions.2 In addition to medical errors which can affect patient safety in and outside of 
hospitals, there are also studies which show that people, on average, only receive about half of 
all recommended ambulatory care treatments.34  
 
North Carolina has been a leader in trying to improve patient safety and quality within a hospital 
setting. The North Carolina Center for Hospital Quality and Patient Safety (NCCHQPS) is run 
through the North Carolina Hospital Association.5,5 NCCHQPS captures quality measures from 
North Carolina hospitals and makes these data available to the public. In addition, NCCHQPS 
has several different initiatives designed to improve hospital quality and patient safety.  
 
Community Care of North Carolina (CCNC)6 has led to significant improvements in quality of 
care provided to Medicaid recipients with chronic health problems. When compared to other 
commercial managed care plans using the Healthcare Effectiveness Data and Information Set 
(HEDIS) performance measures, CCNC is in the top ten percent for diabetes, asthma, and heart 
disease. HEDIS is a tool consisting of 75 measures across eight domains of care. It is used by 
more than 90% of America’s health plans to measure and compare performance and to identify 
areas where improvement is needed.  
 
The North Carolina Healthcare Quality Alliance (NCHQA)7 provides leadership for the 
improvement of health care delivery in North Carolina; promotes and facilitates transparency and 
public accountability; and fosters innovative and sustainable activities that improve the quality 
and value of health care. NCHQA is currently pursuing projects related to coordinated care for 
patients regardless of payer; improving transitions and quality of care across providers; and 
increasing transparency and accessibility of quality of care information.  
 
High quality care, especially for the chronically ill, cannot occur in a vacuum. Technology tools, 
and practice systems that maximally use them, are required to achieve the goals of the ACA. To 
this end, the North Carolina Area Health Education Centers (AHEC),8 in partnership with CCNC 
and NCHQA, has provided AHEC practice-based services throughout the state. Using this 
practice-based consultation to intertwine data systems with quality improvement, practices 
responsible for the care of 113,000 diabetic patients have experienced absolute improvements of 
11%-23% in blood pressure control, cholesterol reduction, and blood sugar control for these 
patients. Future plans call for expansion of these services to another 300,000 patients with 
diabetes, to patients affected by cardiovascular disease and chronic lung disease, and to those 
with complex care situations such as cancer treatment and transitions between multiple types of 
care. 
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However, there is still room for improvement. The Commonwealth Fund does an annual ranking 
of health system performance, which includes 63 measures across five domains including access, 
prevention and treatment, avoidable hospital use and costs, equity, and healthy lives. The 
analysis suggested that 131,627 more adults with diabetes in North Carolina would have received 
recommended clinical services to prevent disease complications if North Carolina performed as 
well as the best state. Similarly, North Carolina would have experienced 23,384 fewer 
preventable Medicare hospitalizations, saving close to $146 million.  
 
Some experts suggest that our current payment structure incentivizes the volume of care 
provided, not the quality of care. Most providers are paid on a fee-for-service basis. They are 
paid on the number of procedures provided, regardless of the quality of care or health outcomes. 
The ACA attempts to address these issues, focusing on measuring and reporting on quality, and 
paying based on the value of services provided. 
 
OVERVIEW 
The ACA includes many provisions aimed at improving the quality of care provided by different 
types of health care professionals and providers. The legislation also directs the Secretary of the 
United States Department of Health and Human Services to develop a national strategy to 
improve health care quality. As part of this strategy, the ACA provides funding to develop 
quality measures to assess health care outcomes, functional status, transitions of care, consumer 
decision-making, meaningful use of health information technology, safety, efficiency, equity and 
health disparities, and patient experience.a The Secretary was also directed to create a plan to 
collect these data and make the data available to the public. In addition, the ACA modifies 
reimbursement methodologies to provide payments to health care professionals and different 
providers based, in part, on the value of the services provided. The ACA created a new Patient-
Centered Outcomes Research Institute to develop research priorities and help fund comparative 
effectiveness research.b

 

 Comparative effectiveness research is designed to test different health 
care interventions (such as drugs, devices, treatment protocols, services, care management, or 
integrative health practices) against one or more other interventions.9 The goal is to understand 
what treatment modalities work best for different populations with different health conditions. 
Funding for comparative effectiveness research began through ARRA funds. The ACA includes 
additional sources to support ongoing funding. 

The Quality workgroup recognized that most of the requirements of the quality provisions 
impact providers and the public, resulting primarily in the need for education. No legislative 
changes were needed for implementation of the quality provisions. The workgroup also focused 
on transitions of patient care between providers, since these transitions are critical to ensuring 
continuity of care and preventing unnecessary hospital and emergency department admissions. 
 
ACA PROVISIONS 
Quality Measure Reporting 
In order to participate in Medicare, certain types of health care providers have been required to 
report data to CMS on quality of care measures. For example, hospitals already report on patient 
hospital experiences, surgical process of care, 30-day mortality, use of medical imaging, and 
                                                           
a  Patient Protection and Affordable Care Act, Pub L No. 111-148, §§ 3013-3014. 
b  Patient Protection and Affordable Care Act, Pub L No. 111-148, §§ 6301-6302. 
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complications and deaths for certain conditions. Nursing facilities are inspected at least annually. 
These data are available to the public.10 Physicians, while not currently required to report quality 
data, are provided a financial incentive to do so. The Physician Quality Reporting System 
collects data on quality measures for covered professional services furnished to Medicare 
beneficiaries. For 2012, these measures evaluate specific aspects of care for many illnesses, 
including diabetes mellitus, heart disease, depression, stroke, glaucoma, macular degeneration, 
perioperative care, osteoporosis, medication reconciliation, preventive care, and respiratory 
illness. More information on these measures is available on the CMS website.11 However, data 
comparing physicians on quality measures is not currently available. 
 
The ACA includes new provisions that require the development of quality measure reporting 
systems for hospice and long-term care, and for prospective payment system (PPS)-exempt 
cancer and inpatient rehabilitation hospitals.c Quality measures for these new quality measure 
reporting systems, as well as existing systems for acute care hospitals, skilled nursing facilities, 
and physicians, will be developed and updated by the Secretary, in consultation with the Agency 
for Healthcare Research and Quality (AHRQ) and CMS.d

 
  

The Secretary also is charged with developing a set of quality measures for Medicaid-eligible 
adults that is similar to the quality measurement program for children enacted in the Children’s 
Health Insurance Program Reauthorization Act of 2009. States will report these quality measures 
on a regular basis.e The initial set of measures was published in the Federal Register in January 
2012.f

 

 Fifty-one measures were identified in the areas of maternal/reproductive health, overall 
adult health, complex healthcare needs, and mental health/substance abuse. Funding for the 
development, testing, and validation of additional measures will be provided through the 
Medicaid Quality Measurement Program in January 2012. By January 2013, a standardized 
reporting system will be developed, and voluntary reporting by states will be encouraged. By 
September 2014, states will be required to submit these measures, and the results of the analysis 
will be made available to the public.  

Medicare’s physician feedback program will be expanded to include the development of 
confidential individualized reports. These reports will compare the per capita utilization of 
resources and services for an episode of care for physicians (or groups of physicians) to other 
physicians who see similar patients. Reports will be risk-adjusted and standardized to take into 
account local health care costs.g By January 2013, the Physician Compare website will provide 
data to the public on quality and patient experience measures for physicians enrolled in the 
Medicare program. Under a final rule released in December 2011, Medicare data will also be 
available to qualified entities to combine with data from other payers and to create public reports 
on the performance of providersh

                                                           
c  Patient Protection and Affordable Care Act, Pub L No. 111-148, § 3004. 

. The workgroup discussion centered on concerns as to how 

d  Patient Protection and Affordable Care Act, Pub L No. 111-148, §§ 3013, 10303. 
e  Patient Protection and Affordable Care Act, Pub L No. 111-148, § 2701, enacting Sec. 1139B of the Social 

Security Act, 42 USC 1320b-9b. 
f  United States Department of Health and Human Services. Proposed Rule. Fed Regist. 2012: 77(2): 286-291. To 

be codified at 77 CFR § 286.  
g  Patient Protection and Affordable Care Act, Pub L No. 111-148, § 3003. 
h  United States Department of Health and Human Services. Proposed Rule. Fed Regist. 2011;76(235): 76542-

76571. To be codified at 42 CFR § 401.  
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efficiency would be assessed, the need for legal protections for providers who follow evidence-
based care, and the need for education of providers and the public on how to use these data. In 
response to this discussion the workgroup recommends: 
 

RECOMMENDATION 7.1: EDUCATE PRIMARY AND SPECIALTY CARE PROVIDERS ON 
QUALITY MEASURE REPORTING REQUIREMENTS 
The North Carolina Division of Medical Assistance should partner with the Area 
Health Education Centers program, Community Care of North Carolina, North 
Carolina Chapter of American College of Physicians, and the North Carolina 
Academy of Family Physicians to assume responsibility for educating primary care 
physicians, and with the North Carolina Medical Society to assume responsibility 
for educating specialty physicians, on the requirement to report adult health quality 
measures on all Medicaid eligible adults.i

 
 

A concern addressed by the workgroup was the impact on providers of multiple requests or 
demands for quality indicator data, since the state and federal governments and private insurers 
are requesting data. The observation also was made that, if providers submit data directly and 
only to specific requestors, then the state loses access to the wealth of information provided in 
these data that could be utilized for state-level research and quality improvement initiatives. To 
reduce this reporting burden on providers, while providing data to the state for state level quality 
improvement initiatives, the workgroup recommended: 
 

RECOMMENDATION 7. 2: EXPLORE CENTRALIZED REPORTING 
The North Carolina Health Information Exchange (NC HIE) Board should facilitate 
mechanisms to reduce the administrative burden of the Medicaid eligible adult 
quality reporting requirement through centralized reporting through the NC HIE 
and alignment of North Carolina quality measures with Federal requirements.j

 
  

RECOMMENDATION 7.3: INVESTIGATE OPTIONS FOR DATA STORAGE 
The North Carolina Department of Health and Human Services, working with the 
North Carolina Health Information Exchange and other stakeholder groups, should 
examine options to capture federally reported quality data at the state level, 
including options for capturing the required quality data automatically from 
electronic health records, and then coordinate submission of data to the appropriate 
entities. Data should be made available at the state level for research and quality 
and readmission reduction initiatives. These data should contain unique identifiers 
to foster linkage of datasets across provider types and time.  

 
Further reduction in the reporting burden could be achieved through alignment of the state 
quality measure requirements (e.g., CCNC, DMA) with the federal measures.  
 

                                                           
i  Patient Protection and Affordable Care Act, Pub L No. 111-148, § 2701, enacting Sec. 1139B of the Social 

Security Act, 42 USC 1320b-9b. 
j  Patient Protection and Affordable Care Act, Pub L No. 111-148, § 2701, enacting Sec. 1139B of the Social 

Security Act, 42 USC 1320b-9b. 
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Value-Based Purchasing 
Another new initiative of the ACA is value-based purchasing, which ties a percentage of 
Medicare payments to performance based on quality measures. The resulting pay-for-
performance mode, a shift from the current pay-for-care-volume mode, will result in savings 
over time. Value-based purchasing will affect physicians, hospitals, home health, hospice, and 
skilled nursing facilities.k For physicians, Medicare payments under value-based purchasing will 
be based on risk-adjusted performance data. The performance data will include measures of 
quality of care that reflect health outcomes, as well as resource use or costs of care. Feedback 
reports will contain primarily comparisons of performance among similar physicians. The goal is 
to provide Medicare patients with high quality, efficient care. The proposed rule was published 
in the July 19, 2011 Federal Register.l

 
 

In response to the volume of quality reporting and other information for physicians provided by 
the ACA, the workgroup recommends: 
 

RECOMMENDATION 7.4: EDUCATE PROVIDERS ON ACA ISSUES 
The North Carolina Area Health Education Centers program, North Carolina 
Medical Society, North Carolina Academy of Family Physicians, North Carolina 
Chapter of American College of Physicians, North Carolina Pediatric Society, 
Community Care of North Carolina, the Carolinas Center for Medical Excellence, 
and the North Carolina Healthcare Quality Alliance should partner to educate 
physicians on the following issues related to ACA: 
a) Impact of the use of quality, efficiency, and resource use data by the public and 

Medicare.m

b) Opportunities to provide input into the development of quality measures.
 

n

c) Penalties for not reporting quality data, and the advantages of integrating 
reporting and EHR.

 

o

d) Value-based purchasing.
  

p

e) Requirement for providers to have a system to improve healthcare quality to 
allow HBE providers to contract with them.

 

q

f) Medical diagnostic equipment requirements.
  
r

g) Care coordination and other important follow-up factors to reduce hospital 
readmissions. 

 

 

                                                           
k  Patient Protection and Affordable Care Act, Pub L No. 111-148, §§ 3001, 3006; Protection and Affordable Care 

Act, Pub L No. 111-148, § 10335, amending § 1886(o)(2)(A) of the Social Security Act, 42 USC 1395ww. 
l  United States Department of Health and Human Services. Proposed Rule. Fed Regist. 2011;76(138): 42772-

42947. To be codified at 42 CFR §§ 410, 414, 415, 495. 
m  Patient Protection and Affordable Care Act, Pub L No. 111-148, § 10331. 
n  Patient Protection and Affordable Care Act, Pub L No. 111-148, §§ 3003, 3013, 10303. 
o  Patient Protection and Affordable Care Act, Pub L No. 111-148, §§ 3002. 10327. 
p  Patient Protection and Affordable Care Act, Pub L No. 111-148, § 3007, amending §1848 of the Social Security 

Act, 42 USC 1395w-4. 
q  Patient Protection and Affordable Care Act, Pub L No. 111-148, § 1311. 
r  Patient Protection and Affordable Care Act, Pub L No. 111-148, § 4203, enacting Sec. 510 of the Rehabilitation 

Act of 1973, 29 USC 794f. 

136



Chapter 7: Quality                                                                                                                                                        
 

For hospitals, the quality measures used for value-based purchasing are related to common and 
high-cost conditions, and include efficiency and consumer satisfaction measures. CMS plans to 
align these measures with the meaningful use standards, so that collection of performance data is 
a natural part of care delivery. For FY 2011, 45 measures have been adopted that evaluate 
process of care, mortality and readmission rates, patient safety measures, patient experience of 
care, and participation in cardiac surgery, stroke care, and nursing sensitive care databases.s

 

 This 
payment policy is applicable for discharges occurring on or after 1 Oct 2011 for acute care and 
long-term care hospitals. In response to the volume of quality reporting and other information for 
hospitals provided by the ACA, the workgroup recommends:  

RECOMMENDATION 7.5 : EDUCATE HOSPITALS ON ACA ISSUES 
The North Carolina Hospital Association should provide education to hospitals on 
the following issues related to ACA: 
a) Importance of using the “present on admission indicator” and the meaning and 

implications of the quartiles.t

b) Quality reporting requirements.
 

u

c) Value-based purchasing.
 

v

d) Importance of having a safety evaluation system to allow HBE provider to 
contract with hospitals with more than 50 beds.

 

w

e) Medical diagnostic equipment requirements.
 

x

 
 

Quality standards and reporting requirements also are defined for inpatient rehabilitation 
hospitals, certain cancer hospitals, ambulatory surgery centers,y and hospice. Value-based 
purchasing will be tested for these institutions, and, if implemented, providers who do not 
successfully participate in the quality reporting program would be subject to a reduction in their 
annual inflationary payment increase (called the annual market basket payment update).z

                                                           
s  United States Department of Health and Human Services. Proposed Rule. Fed Regist.2011: 76(9): 2454-2491. 

To be codified at 42 CFR §§ 422, 480.  

 The 
workgroup also recommends education for other providers of care on the quality issues in the 
ACA that affect them. 

t  Patient Protection and Affordable Care Act, Pub L No. 111-148, §§ 2702, 3008 
u  Patient Protection and Affordable Care Act, Pub L No. 111-148, § 3004; Patient Protection and Affordable Care 

Act, Pub L No. 111-148, § 3005, amending Sec. 1866 of the Social Security Act, 42 USC 1395cc; Patient 
Protection and Affordable Care Act, Pub L No. 111-148, §§ 3014, 10301, 10322; Patient Protection and 
Affordable Care Act, Pub L No. 111-148, § 10305, enacting § 399II(a) of the Public Health Service Act, 42 
USC 280-1.  

v  Patient Protection and Affordable Care Act, Pub L No. 111-148, §3001; Patient Protection and Affordable Care 
Act, Pub L No. 111-148, § 10335, enacting § 1886(o)(2)(A) of the Social Security Act, 42 USC 1395ww. 

w  Patient Protection and Affordable Care Act, Pub L No. 111-148, § 1311. 
x  Patient Protection and Affordable Care Act, Pub L No. 111-148, § 4203, enacting Sec. 510 of the Rehabilitation 

Act of 1973, 29 USC 794f. 
y  Patient Protection and Affordable Care Act, Pub L No. 111-148, §§ 3006, 10301. 
z  Patient Protection and Affordable Care Act, Pub L No. 111-148, §§ 3002, 3004; Patient Protection and 

Affordable Care Act, Pub L No. 111-148, §3005, amending Sec. 1866 of the Social Security Act, 42 USC 
1395cc; Patient Protection and Affordable Care Act, Pub L No. 111-148, §10326.  
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RECOMMENDATION 7.6: EDUCATE HOME AND HOSPICE CARE PROVIDERS ON ACA 
ISSUES 
The Association for Home and Hospice Care of North Carolina and the Carolinas 
Center for Hospice and End of Life Care should provide education to North 
Carolina hospice providers on quality reporting requirements, pay for performance, 
and the implications of the ACA value-based purchasing provisions.aa

 
  

RECOMMENDATION 7.7: EDUCATE FACILITY PERSONNEL ON ACA ISSUES 
The North Carolina Division of Health Service Regulation, Association for Home 
and Hospice Care of North Carolina, and North Carolina Health Care Facilities 
Association should provide education to their respective constituencies (ambulatory 
surgery centers, home health, and skilled nursing facilities) on the implications of 
value based purchasing.bb

 
 

Public Availability of Quality Data 
Data acquired through the quality reporting systems will be made available to the public. 
Information on quality of care provided by some hospitals and nursing homes is already 
available to the public. The Hospital Compare12 and Nursing Home Compare13 websites allow 
the public to compare the quality of care provided based on data provided by the institutions on 
specific measures. The Hospital Compare website measure categories include surgical process of 
care, mortality rates, use of medical imaging, hospital experience, and patient safety. The 
Nursing Home Compare website provides information on staffing, quality measures, and fire 
safety and health inspections.  
 
The ACA expands the types of facilities and providers for which quality data will be publically 
available. Sections 3004 and 3005 will make quality data from long-term care, inpatient 
rehabilitation, and PPS-exempt hospitals, and hospices publically available. The Secretary is 
required to establish a process by which hospitals can review their data prior to posting on the 
Hospital Compare website.  
The Secretary also is required to develop a similar Physician Compare website that will allow 
Medicare enrollees to compare scientifically sound measures of physician quality and patient 
experience measures (effective January 2012).cc

The workgroup felt that physicians and other practitioners would benefit from education to 
ensure that they were aware of the reporting requirements and the public availability of their 
data. (See previous recommendations 4 and 5.) Connecting the quality measures to long-term 

 This quality reporting system will cover 
physicians enrolled in the Medicare programs, as well as other professionals who participate in 
the Physician Quality Reporting System, such as therapists (physical, occupational, or speech 
language), audiologists, physician assistants, nurse practitioners, clinical nurse specialists, 
certified registered nurse anesthetists, certified nurse midwives, clinical social workers, clinical 
psychologists, registered dieticians, and nutrition professionals.  

                                                           
aa  Patient Protection and Affordable Care Act, Pub L No. 111-148, §§ 3006. 10326. 
bb  Patient Protection and Affordable Care Act, Pub L No. 111-148, §§ 3006, 10301 
cc  Patient Protection and Affordable Care Act, Pub L No. 111-148, § 10331. This section of the ACA references to 

eligible professionals listed in 42 USC 1395w-4(m)(5), which further references 42 USC 1395u(b)(18)(C). 
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outcomes will help providers realize the importance of participating in reporting of these 
measures and using the information meaningfully.  
 
The workgroup also recognized that education for consumer decision-making will be a key 
element in quality improvement and cost savings through implementation of the ACA. There is 
currently no group with the breadth to reach all necessary constituents that also has the resources 
to execute this large undertaking. NCHQA, NC AHEC, CCNC, and the NC HIE will convene a 
broad representation of consumer stakeholders in an effort to construct an initial effort to affect 
consumer participation as these new resources become available. 
 

RECOMMENDATION 7.8: EDUCATE CONSUMERS ON AVAILABILITY AND 
INTERPRETATION OF PROVIDER QUALITY MEASURES  
The North Carolina Healthcare Quality Alliance, North Carolina Area Health 
Educations program, Community Care of North Carolina and the North Carolina 
Health Information Exchange should convene a broad representation of consumer 
stakeholders in an effort to construct an initial effort to affect consumer 
participation as these new resources become available.  

 
Health Care Acquired Conditions 
As a result of the ACA, Medicaid now is prohibited from paying for services related to a health 
care-acquired condition. A similar policy already exists for Medicaredd. The Secretary maintains 
a list of health care-acquired conditions for Medicaid (effective July 2011).ee

 

 These conditions 
must be high cost and/or high volume, and must be reasonably preventable using evidence-based 
guidelines. For FY2011, the list of hospital-acquired conditions includes retention of a foreign 
object following surgery, air embolism, blood incompatibility, stage III and IV pressure ulcers, 
manifestations of poor glycemic control, falls, trauma, urinary tract or venous catheter associated 
infections, and deep vein thrombosis after specific surgeries. Hospitals will not lose 
reimbursement if the condition was already present when the person was first admitted to the 
hospital, so education of hospitals on the use of the “present on admission” indicator is 
important. 

Hospitals also will be subject to a Medicare payment penalty starting in FFY2015 if they are in 
the top 25th percentile of rates of hospital-acquired conditions. The financial penalty would apply 
to hospital-acquired conditions for certain high-cost and common conditions. This policy also 
may be applied to other providers participating in Medicare, including nursing homes, inpatient 
rehabilitation facilities, long-term care hospitals, outpatient hospital departments, ambulatory 
surgical centers, and health clinics.ff

 

 The workgroup identified provider education as the primary 
gap regarding these policies.  

Readmission Reduction and Transitions in Care 
The ACA includes provisions to reduce payments to hospitals paid under the Medicare inpatient 
prospective payment system for certain preventable Medicare readmissions. Specifically, 

                                                           
dd  United States Department of Health and Human Services. Proposed Rule. Fed Regist. 2007;72(162): 47379-

47482. To be codified at 42 CFR §§ 411, 412, 413, and 489. 
ee  Patient Protection and Affordable Care Act, Pub L No. 111-148, § 2702. 
ff  Patient Protection and Affordable Care Act, Pub L No. 111-148, § 3008. 
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hospitals may be subject to Medicare rate reductions for potentially preventable readmissions for 
three conditions: heart attacks, heart failure, and pneumonia. The Secretary has the authority to 
expand the policy to additional conditions in future years. The Secretary also was directed to 
calculate all patient hospital readmission rates for certain conditions and make this information 
publicly available (effective October 2012).gg

 
  

The goal of this focus on preventable readmissions is to improve quality and efficiency of care 
by improving transitions in care. Transitions in care refer to movement of patients between 
health care providers and health care settings, for example, transfer between a nursing home and 
an emergency department; return to the care of a primary care physician following discharge 
from a hospital; or multiple providers providing care within a hospital. Problems with transition 
can occur when information about a patient’s care or situation is not communicated adequately to 
other providers or to the patient. For example, a patient may receive conflicting medication lists 
on discharge from a hospital due to multiple medication lists stored in the hospital’s medical 
record system, or a follow-up with a primary care physician following discharge from a hospital 
may not occur due to lack of communication by the patient and hospital regarding the patient’s 
hospitalization. These coordination failures can result in hospital readmissions and/or poor 
outcomes. North Carolina ranked 18th in the percentage of Medicare 30-day hospital 
readmissions as a percent of all readmissions in 2006/2007, and 21st in the percent of short-stay 
nursing home residents with a hospital readmission within 30 days in 2006.14 The 
Commonwealth Fund analysis suggests that 5042 fewer hospital readmissions would have 
occurred among Medicare beneficiaries if North Carolina performed as well as the best state, 
saving approximately $60,262,008.  
 
The Health Reform Quality Workgroup identified potential strategies to reduce preventable 
readmissions including access to patient-centered medical homes, addressing health literacy, 
high-risk care and medication management, a shared savings model, information technology 
support, the forging of relationships between providers of care, and the need to reduce the 
number of patients transferred from skilled nursing facilities (SNFs) to emergency departments 
(EDs). The workgroup identified quality initiatives already in place in North Carolina and the 
provider type and/or transitions between provider types affected by the initiative. This analysis 
provided the basic information required for the gap analysis, which provided a clear indication of 
where quality initiatives are needed to improve transitions in care. A subcommittee of the 
Quality Workgroup, in partnership with a subcommittee of the New Models of Care Workgroup, 
reviewed models and existing programs that address transitions in care at different points in the 
health care system, and made recommendations about which models and programs could be used 
or expanded in North Carolina to reduce preventable readmissions and improve transitions in 
care (See Appendix C). In order to improve transitions of care, the joint subcommittee 
recommends:  
 

RECOMMENDATION 7.9: IMPROVING TRANSITIONS OF CARE 
a) The North Carolina Healthcare Quality Alliance should partner with the North 

Carolina Hospital Association, provider groups, and Community Care of North 
Carolina (CCNC) to improve transition in care, including forging of 

                                                           
gg  Patient Protection and Affordable Care Act, Pub L No. 111-148, § 3025; Patient Protection and Affordable Care 

Act, Pub L No. 111-148, § 10309, amending § 1886(q)(1) of the Social Security Act, 42 USC 1395ww. 
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relationships between providers of care, developing mechanisms of 
communication including a uniform transition form, identifying and working 
with the North Carolina Health Information Exchange Board to facilitate 
information technology requirements, and developing mechanisms for 
evaluating outcomes. Partner organizations should also work to: 
i) Improve patient (or responsible family member) discharge education at 

hospitals, with a focus on the health literacy checklist and teach-back 
methodology. 

ii) Improve discussions of goals of care and education of patients prior to 
hospital admission on their health status, treatment options, advance 
directives, and symptom management. Re-address goals of care as 
appropriate after hospital discharge. 

iii) Establish a crisis plan for each individual that addresses prevention as well 
as triggers and appropriate interventions. 

iv) Align existing initiatives that address care transitions at state and local 
levels. 

v) Define essential elements for outpatient intake after hospital discharge 
(specific to particular conditions where relevant), and encourage adoption 
by physicians and other healthcare providers. Elements may include open 
access scheduling for recently hospitalized patients, enhanced after-hours 
access, medication reconciliation, and emphasis on self-management.  

vi) Encourage collaboration and contracts between hospitals, local management 
entities, critical access behavioral health agencies, and other community 
providers (eg, pharmacists) to the extent legally allowed in order to better 
manage recently hospitalized patients. 

vii) Encourage formal development of medical home models that include the use 
of non-physician extenders to work with some patients (eg, stable diabetics), 
with physicians focusing on higher-need patients.  

b) In each community, stakeholder alliances including provider groups, CCNC, 
home health representatives and hospitals should discuss leveraging 
appropriate local resources to apply the principles of excellent transition care to 
the extent possible. These alliances will become even more important with 
pending improvements in telemonitoring and home use of health information 
technologies. 

c) Individuals should be provided their own personal health records after hospital 
discharge, pending the availability of a more robust Health Information 
Exchange. 

d) Solutions utilizing transition principles should be applied to all patients 
regardless of payer. 

 
Hospitalizations and re-hospitalizations of patients in long-term care settings can result in 
discomfort, secondary injury or illness, and excessive costs. A CMS-funded study in Georgia 
evaluated the proportion of hospitalizations that were avoidable and the reasons for these 
hospitalizations. Of the 200 hospitalizations evaluated in this study, 67% were flagged as 
potentially avoidable. Reasons for these hospitalizations included lack of on-site availability of 
clinicians, inability to access needed testing or treatment, and difficulty in assessment of acute 
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changes.15 A quality improvement study using clinical practice tools and support by advanced-
practice nurses resulted in a reduction in the potentially avoidable hospitalizations of 36%.16 One 
of the difficulties in implementing the use of advanced practice nurses in long-term care and 
skilled nursing facilities is reimbursement for their services. These nurses can provide support 
for transitions from hospital to nursing facilities, provide consistent routine and follow-up care, 
improve communication with physicians, and, thus, improve the quality and reduce the cost of 
care of nursing home patients. In order to use advance practice nurses to improve care in skilled 
nursing facilities, the workgroup recommends; 
 

RECOMMENDATION 7.10: REIMBURSE NURSE PRACTITIONERS IN SKILLED NURSING 
FACILITIES 
The North Carolina Health Care Facilities Association and Community Care of 
North Carolina should collaborate with the Division of Medical Assistance to 
provide reimbursement for nurse practitioner services in skilled nursing facilities.  
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