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• Discuss HCAHPS Survey

• Discuss the questions associated with 
composite 7

• Define and Discuss Transition of Care

Learning and Action 

Objectives- Part 1, December 1
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• Evaluate best practice actions for improving Care 
Transitions

Learning and Action 

Objectives- Part 2, December 2
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https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-instruments/HospitalQualityInits/HospitalHCAHPS.html

Public reporting serves to enhance accountability in healthcare 
by increasing transparency of the quality of hospital  care 
provided in return for the public investment

Public reporting of the survey results creates new incentives 
for hospitals  to improve  quality care

The survey is designed to produce data about patients‘ 
perspectives of care that allow objective and meaningful 
comparisons of hospitals on topics that are important  to 
consumers

HCAHPS stands for “Hospital Consumer Assessment of Healthcare Providers and 
Systems.”

What Is the HCAHPS Survey ?
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• Standardized survey instrument and data collection methodology

• Uses “apples to apples” approach

• Currently, 32 questions in length

• 21 patient perspectives on care

• Includes 7 Composite set

• Administered by

• Mail only

• Telephone only

• Mixed (mail followed by telephone)

• Active Interactive Voice Response (IVR)

What Is the HCAHPS Survey ?
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What Is the HCAHPS Survey ?

• Intended for patients of all payer types that meet the following:

• 18 years or older  at the time of admission

• At lease one night stay in the hospital as an inpatient

• Non-psychiatric MS-DRG/principal diagnosis at discharge

• Alive at  discharge

• Sampling procedure is random

• Patients surveyed 48 hours to six weeks after discharge

• Data collected throughout each month of a 12-month 
reporting period

• Data aggregated quarter (a rolling 4 quarters)

• Most recent 4 quarters reported publicly-
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• Section: Understanding your care when you left the 
hospital

• Composite 7 is different in the scoring 
methodology

• Contains three questions 

• Aimed at measuring the patients’ perception 
regarding the aspect of care that leaves the 
walls of our facility. 

Our Focus- Composite 7 Care Transition
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Summary of HCAHPS Survey Results: 

January 2014 to December 2014 Discharges



9

Summary of HCAHPS Survey Results: 

January 2014 to December 2014 Discharges
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A national view by:
• Region
• Bed size
• Teaching status
• Ownership
• Location

HCAHPS Care Transitions
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Section: Understanding your care when you left the hospital

• Question 23

• The  hospital staff took my preferences and those of 
my family or caregiver into account in deciding what 
my healthcare needs would be when I left the 
hospital.

Composite 7 Care Transition
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Section: Understanding your care when you left the hospital

• Question 24

• When I left the hospital, I had a good understanding of 
the things I was responsible for in managing my health.

Composite 7 Care Transition
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Section: Understanding your care when you left the hospital

• Question 25

• When I left the hospital, I clearly understood the 
purpose for taking each of my medications.

Composite 7 Care Transition
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Source: http://www.jointcommission.org/assets/1/18/Hot_Topics_Transitions_of_Care.pdf

A 68-year old man is readmitted for 
heart failure only one week after 
being discharged following treatment 
for the same condition.  He brought 
all of his pill bottles in a bag; all of the 
bottles were full, not one was opened. 
When questioned why he had not 
taken his medication, he began to cry, 
explaining he had never learned to 
read and couldn’t read the 
instructions on the bottles. 

Composite 7 Care Transition
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Published in US News & World Report

1. Sleep deprivation from clinicians 
coming to do tests and draw blood in 
the middle of the night.

2. Noisy nurses' stations that can 
interfere with sleep.

3. Personal belongings being lost.

4. Staff not knocking before 
entering the room, which can be 
interpreted as a sign of 
disrespect.

5. Not keeping whiteboards 
updated. Updated whiteboards allow 
patients to know who is caring for them. 
Patients would also appreciate a 
notebook where they can keep 
important information and take notes.

6. Lack of clear 
communication and not updating 
the patient or family members if 
the patient's condition changes.

7. Messy rooms where surfaces aren't 
wiped down, or the bathroom smells.

8. Feeling unengaged in their care or 
like they are not being listened to.

9. Lack of orientation to the room and 
hospital. Patients would like to know 
how to work the television and how to 
order food.

10. Lack of professionalism from 
hospital staff, especially when they are 
on break. "While you may be on your 
break, you are still a hospital employee 
and a reflection of the hospital," the 
article reads.

10 Most Common Patient Complaints and 

Grievances with Hospitals

http://www.beckershospitalreview.com/quality/10-most-common-patient-complaints-grievances-with-hospitals.html
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Image: Liberty Advocacy Group www.libertyadvocacygroup.com

• The Patient Journey

• All movement “handoff” between settings/practitioners

What Does Transition of Care Look Like?
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Specialist

Home 
Health

Transportation

Care Coordination



18http://www.ahrq.gov/professionals/prevention-chronic-care/improve/coordination/atlas2014/chapter2.html

"Care coordination is the 
deliberate (conscious) 
organization of patient care 
activities between two or 
more participants (including 
the patient) involved in a 
patient's care to facilitate 
the appropriate delivery of 
health care services” 

Care Coordination
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So…..Why are seamless transitions important?

• It’s the right thing to do for our patients!

• Seamless transitions create better outcomes

• We  can reduce unnecessary readmissions

• Reduce unnecessary Emergency Department visits

• Reduce risk of potential reimbursement impacts

• Improve or maintain positive relationship with our 
“consumers of care”

• Partners for ACOs/ Bundled payment contracting and 
referrals
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Quote from Maya Angelou

I’ve learned that people will 
forget what you said, people 
will forget what you did, but 
people will never forget how 
you made them feel.

~ Maya Angelou
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• Evaluate best practice actions for improving 
Care Transitions

• TUNE IN TOMORROW

Learning and Action 

Objectives- Part 2


