
Care Alert Sprint:

Introduction & Goals

December 14 2016



• Purpose of the care alert sprint

• Specific goal, timeline, measurement 

• Key concepts and resources

• Schedule of webinars, meetings

• Helpful tips from CRISP

• Q&A

Agenda
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Purpose, goals, timeline, measurement
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• Three steps:

 Webinar on Care Alerts

 Meet with CRISP to determine how your hospital’s information 

system can interface with CRISP’s; identify the members of a 

patient’s care team, including the primary care provider and care 

manager, and how existing IT systems can be used to populate 

care alerts

 Participate in a dedicated Care Alert Sprint

Purpose of the Care Alert Sprint
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“… exchange information regarding care coordination 

resources aimed at reducing duplication of resources, 

ensuring more person-centered approaches, and 

bringing additional information to bear at the point of 

care for the benefit of patients”  

• HSCRC recommendation for achieving a full rate year 

2017 global budget update calls for hospitals to work with 

the Chesapeake Regional Information System for our 

Patients (CRISP) to: 



 Purpose: 

− Accelerate efforts to create and share Care Alerts

− Meet HSCRC condition for mid-year Update 

 Specific Goal: 

− 25% of all high-needs patients

− 25% of 20,000 = 5,000 care alerts 

• Timeframe: achieve goal by June 30, 2017

Care Alert Sprint
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Sprint Baseline and Measurement 
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Number of Medicare FFS patients with 3+ bedded events in 

the past 12 months (“high-needs”)

18,729

Number of high-needs patients with a care alert in CRISP 506

Percent of high needs patients with a care alert in CRISP 2.70%

Number of high-needs patients with a care plan in CRISP 276

Number of high needs patients with care plan or care alert 781

Percent of high needs patients with care alert or care plan 4.17%

We will report monthly statewide data: 

 # care alerts on CRISP

 % high needs patients with a care alert



Key concepts and resources
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Care Alerts

• High-value, need-to-know information about a 

patient to support better decision-making at the 

point of care

 Instantly accessible

 Brief

 Guidance from a clinician who knows the patient

 Convey baseline

 Identify clinician, care team with contact info

 Intended to inform the decision to admit 
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Types of Care Plans: 

Observations from the Field

Longitudinal Care Plan

 A comprehensive plan to achieve health-promoting goals and objectives. 

Specific goals regarding clinical, behavioral, and/or functional status are often 

included, and are measured via serial assessments over time. Longer term; care 

management over time. 

Transitional Care Plan

 Identifies post-hospital needs, patient priorities, and readmission risks and the 

plan to address those needs, priorities and mitigate risks in the 30 days post 

discharge. Focus on ensure linkage to providers and services within the 30 day 

transitional period.

ED Care Plan

 Summary information for the ED provider to inform safe, effective, and 

consistent care in the ED and facilitate discharge with team-based follow up, as 

appropriate. 

http://www.ahrq.gov/professionals/systems/hospital/medicaidreadmitguide/

Boutwell et al. AHRQ ASPIRE Guide



ED Care Plan: Emerging Tool in the Field

Purpose: Improve the management of the high-risk patient 

the next time they come to the ED

Audience: ED clinical staff

Content: 

• Executive summary of prior utilization and testing; 

• Identification of the driver of hospital utilization;

• Recommendations for consideration

• Identification of a point of contact 

Boutwell et al, AHRQ ASPIRE Guide



ED Care Plans: Lessons from the Field

• Brevity: No more than 1 page; the essential summary information 

in a way that saves time and promotes quality, informed decision 

making. 

• Audience: Who is your intended audience? ED doc? Develop the 

“clinical snapshot” and recommended interventions with the end-

user in mind. 

• Summarize the “utilization” part of “high utilizer:” This summary 

is not just a clinical summary, but a utilization profile. Quantify prior 

visits, admissions, tests, consults to convey what has been done in 

the past. 

• Delegate the synthesis, collaborate on the plan: Delegate the 

drafting of the care plan summary to a member of the high-risk care 

team. Meet as a team to develop recommendations and next steps. 

Boutwell et al, AHRQ ASPIRE Guide



Examples
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Examples
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Courtesy of Dr. Esti Shabelman, Bon Secours 



Schedule &  curriculum
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Launch How to 
Early 

Success
Early 

Success
In-Person 
Meeting

Hardwiring End
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Sprint Curriculum

December     January       February       March           April             May    June



Sprint Curriculum
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November: What are Care Alerts? Examples.

December: Launch of the Sprint, Goal, Supports.

January: “How to” 

• How can teams develop a “sprint” process to get 

hundreds of care alerts created?

• How can we leverage different teams to create care 

alerts: inpatient readmission teams, ED teams, care 

management / population health teams? 

• How can we efficiently convert what we have into a 

brief care alert? 

• How can we set a pace that will get us to goal?    



December 14 Introduction & Goals of Sprint

January 11 Care Alerts in Workflow: Focus on Inpatient

January 18 Care Alerts in Workflow: Focus on ED 

January 25 Care Alerts in Workflow: Focus on Community

February 15 Highlighting Early Successes #1

March 8 Highlighting Early Successes #2 

April 26 In-Person Meeting 9a – 1p

May 17 From Sprint to Standard Process: Hardwiring

June 14 Conclusion of Sprint

Sprint Schedule
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All webinars are 9-10am



1. Quantify what needs to be done

 Use the CRISP High Needs Patients Report to 

quantify how many high needs patients you have.

 How many care alerts need to be created (25%)?

2. Identify what you already have in place

 Do you create anything like a care alert – or that 

could inform a care alert - in your existing care 

transitions / PAU work?  

Getting Started
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3. Set a timeline, identify champions and staff

 This will take time, especially during the sprint

 Who will champion? Who will support? 

4. Work with CRISP 

 Be sure you know how to share care alerts on CRISP

 Ask for help if you need to develop solutions to 

special circumstances

Getting Started
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• Yes! 

• Hospital teams in Maryland and outside Maryland have 

successfully created care alerts for high numbers and/or 

high percentages of their high needs patients

• Many teams start with a time and resource intensive 

process and iterate to become more efficient

• We hope this collaborative will accelerate insights on 

how to efficiently create large numbers of care alerts

Is this Possible?
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Tips from CRISP
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CRISP Dynamic Reports Portal
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Downloading Report Data
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How Can CRISP Accept Care Alerts
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CRISP Contacts
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Questions

Materials will be posted at http://www.mhaonline.org/transforming-health-care/healthy-hospitals-healthy-

communities/care-coordination
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http://www.mhaonline.org/transforming-health-care/healthy-hospitals-healthy-communities/care-coordination


Thank you!

Happy Holidays and see you January 11, 2017 
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