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Objectives

• Strengthen interdisciplinary collaboration and role delineation to ensure consistent top-of-licensure 
practice through evidence-based care.

• Implement and evaluate structured hospitalization-prevention checklists and evidence-based 
protocols using an evidence-based model to support PPH reduction and cost-effective care.

• Operationalize standardized HHUBPP care plan templates for high-risk patients.

• Apply consistent quality standards by integrating HHUBPP into daily practice.

• Demonstrate patient safety and error-reduction strategies by using HHUBPP-driven risk 
identification and escalation pathways that promote timely interdisciplinary action, meet evolving 
patient expectations, and reinforce performance in value-based care.
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Destination OSF-Rallying Cry
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Hint: If the picture is dark change color on title to white. 
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OSF Home Care Services

• 8 home health agencies in IL, 1 in MI
• ~ ADC 2500 patients

• 8 hospice agencies in IL, 1 in MI
• ~ ADC 550 patients

• 16-bed Hospice Home in Peoria, IL
• OSF Home Infusion Pharmacy
• OSF Home Medical Equipment 
• Outpatient Palliative Care

• ~ ADC 450 patients
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Evidence Based Practice (EBP) in Home Health and Hospice

Integration of evidence-based practice is essential for home health and hospice 
organizations seeking to improve care quality, strengthen outcomes, support workforce 
effectiveness, and remain sustainable in a rapidly changing healthcare environment.

• Promotes safety and quality
• Reduces variation in practice through standardized, proven processes that improve care 

outcomes and promote efficiency
• Supports clinician decision-making in an increasingly complex environment
• Promotes workflows based on evidence vs. tradition (we have always done it that way)
• Shows a commitment to care excellence and supports value-based care through performance 

improvement
• Builds a culture of continuous learning, innovation, and practice improvement. 
• Strengthens interdisciplinary collaboration through shared standards, goals, and evidence-

informed care planning. 
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Health Care Hotspotting and the Home Health 
Universal Best Practice Protocol (HHUBPP)

An evidenced-based practice project that evolved into the Acute Care Hospitalization (ACH) 
Risk Care Plan: A home health interdisciplinary (IDT) high-risk patient care planning tool 
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Purpose and Trigger

2022 2023 2024 2025

Revenue per visit $182 $200 $199 $199

Staffing expense per visit $147 $157 $160 $174

Staffing exp as % of revenue 81% 78% 80% 87%
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 $180
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Home Health Value-Based Purchasing (HHVBP)

• Reimbursement Shift-Value over volume-CMS rewards value, not quantity

• HHVBP Rate adjustments-+/-5% CMS adjustments beginning 2025 (CMS.gov, 2023)

• OSF Home Health FY25-$370,000 repaid to CMS due to HHVBP performance

• Project Goal-Reduce potentially preventable hospitalizations (PPH) through standardized 
protocols, data-driven targeting of high-risk patients, and stronger interdisciplinary communication

(CMS.gov, 2023)
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Baseline January 2025- Small 
Market(LCM) Pilot Project start 
December 2025
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Quality – PPH
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Evidence-Based Practice Summary

Healthcare Hotspotting

Data-driven, intensive care 
management for high-risk 
post-acute superutilizers

Finkelstein et al., 2020

HHUBPP

Evidence-based protocol to 
reduce ER visits & hospital 
readmissions
Panozzo, 2017

ACH Checklists
Checklists to enhance 
interprofessional 
communication & patient 
safety
Wood, 2015

Rationale & Background
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Rationale & Background

Evolved into the ACH Risk Care 
plan through the Iowa EBP model
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Rationale & Background

(OSF Healthcare, n.d.)
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WHY THE IOWA MODEL?

≡
BEST FIT FOR PRACTICE

Designed for IDT team- a team-based 
model shift in home health settings

✓
MOST WIDELY USED EBP FRAMEWORK

The preferred model among IDTs 
conducting evidence-based practice 
projects

! HIGHEST CITATION & MAGNET RECOGNITION

Most permission requests, citations, and 
adoption in Magnet-seeking 
organizations (Melynk & Fineout-Overholt, 2023)

In patients receiving home 
health care, how does a 
checklist and clinical care 
protocol compared to no 
checklist and no clinical care 
protocol affect case manager 
engagement and PPH after 
60 days?
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EBP Model

(Titler et al., 2001)

This quality improvement project supports 

the generation of knowledge for IDTs to 

support high-risk patient management with 

EBP tools

The education for IDTs also supports a gap 

in a problem-focused area of practice 

where star ratings and quality improvement 

outcome scores have remained flat
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Team Members

Project Lead

Bree Powers, DNP, RN, NE-BC

Interdisciplinary Team

25 frontline medical professionals from the Eastern 
Region: RN, LPN, PT, OT, MSW, HCA, and APN Erin Ruud, 
FNP-BC

Focus Group Members

Heather Arndt, DPT

Kimberly Tovrea, Data Analyst (Epic Integration)

Tammy Hepler, RN, Case Manager

Marie Jennings, BSN, RN, Clinical Education Nurse

Amy Christianson, PTA (AEMR Support)

Renee Schreiber, BSN, RN, Clinical Practice Coordinator

Meg Sallee, BSN, RN, Clinical Practice Coordinator

Statistical Consultant

Tyler Jepsen

Project Expert
Rachel Hamer, MSN, RN, Director of Clinical Practice
Project Advisor
Christina Garcia, RN, PhD, Clinical Faculty
Saint Francis Medical Center College of Nursing
Key Stakeholder Support
Jessica Kirby-Aranda, MSW, MBA Director of Home Health Operations
Sarah Overton, MSN, RN, CNO, Post-Acute Services
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Analysis of Competition-Needs 
Assessment ACH %             Star rating

The Center for Medicare and Medicaid Services (CMS) uses Oasis 
Compare to rate home health agencies with Star ratings

The agencies have been a 2-star rated agency for more than 3 years 
and 0.5 stars in 60-day hospitalizations; goal is to be at 15.7% or less 
and reach 5-star ratings; with shifts to PPH new targets are 8.5%; 
baseline for LCOM is 13.2%

The success of innovative projects and ideas can make OSF home 
health care a destination agency for patients and prospective 
employees

Even though many models exist that have decreased 
hospitalizations, none have incorporated all recommended best 
practice guidelines specific to home healthcare in a protocol-guided 
format except for what can be found from Panozzo et al. (2017) 
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(Titler et al., 2001)
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Concepts of the Iowa Model

The model guides healthcare professionals to use evidence-based 
practice to form clinical decisions.

Promotes excellence in healthcare and improves outcomes.

Consists of multiple steps that consider the perspective of the 
healthcare professional and the organization.

(Melynk & Fineout-Overholt, 2023)
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Concepts of the model

THE FIRST STEP 
CONSISTS OF 

RECOGNIZING 
TRIGGERS OR 

OPPORTUNITIES 
TO IMPROVE CARE.

CAN OCCUR DUE 
TO NEW 

EVIDENCE BEING 
DISCOVERED,

ACCREDITING 
REQUIREMENTS,

NEW HEALTHCARE 
INITIATIVES, 

OR AN 
IDENTIFIED CLINIC

AL ISSUE.

ONCE AN ISSUE IS 
IDENTIFIED, A 
QUESTION OR 

PURPOSE 
CAN BE FORMED.

THIS SHOULD BE 
SPECIFIC AND 

INCLUDE 
COMPONENTS 
SUCH AS THE 

PROBLEM, 
POPULATION, TEA
M, ENVIRONMENT, 
AND OUTCOMES.

THE TOPIC 
SHOULD BE A 

PRIORITY ISSUE, 
SUCH AS PATIENT 

SAFETY OR OTHER 
IMPERATIVE 
CONCERNS.

(Melynk & Fineout-Overholt, 2023)

Concepts of the Iowa Model
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Concepts of the model

After the question or purpose is 
identified as a priority, a team 
needs to be formed.

The team can consist of staff 
nurses, managers, organizational 
leaders, advanced 
providers, interprofessional 
teams, shared 
governance committees, and 
patients/family members (if 
possible).

Team selection is followed by the 
selection, review, appraisal, and 
incorporation of the best 
evidence through library or 
online resources.

The evidence needs to be 
determined as being sufficient to 
proceed to the next step. If 
evidence is not sufficient, more 
research should be conducted.

(Melynk & Fineout-Overholt, 2023)

Concepts of the Iowa Model
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Research shows that the main drivers reducing readmissions include patient-centered care, 
empowering practices, team communication and development of a comprehensive inter-
disciplinary approach to care planning (Volland & Blockberger-Miller, 2015)

23

Synthesis of Evidence

Sixteen of the twenty studies suggested that the implementation of protocols and checklists in home care to 
reduce these ED visits and readmissions has been shown to have a positive effect on certain populations

Intervention similarities between the studies included home visits by a healthcare professionals including timing 
of interventions, follow-up visits with physicians, medication management, disease-specific education, best-
practice models of care, and the use of multi-disciplinary specialties 

Hotspotting has shown a significant reduction in hospital admissions, emergency 
department visits, and overall healthcare costs by identifying high-utilization 
patient and providing them with targeted care (Alderman & Cocklin, 2022)
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• The Agency for Healthcare Research and Quality (AHRQ) advocates that 
the use of checklists is a proven patient safety intervention (Wood, 2015)

• “in the home care, checklists may reduce hospitalizations by aiding the 
nurse in remembering to implement necessary interventions, improve 
patient safety by reducing errors of omission, and act as a conduit to 
improve communication between staff” (Wood, 2105, p. 432–433)

•  Across high-risk industries, checklists are a standard safety mechanism 
to assure protocol adherence

24

Synthesis of Evidence
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Concepts of the Iowa Model

Following sufficient evidence, the team designs and pilots the practice change.

Trialing the practice change is important for identifying concerns before integration. Patients 
should be included whenever possible.

Pre-pilot and post-pilot data should be collected to evaluate effectiveness.

The practice change should then be evaluated for adoption or modification. If modification is 
needed, then the team needs to reassemble to consider what changes need to be made.

(Melynk & Fineout-Overholt, 2023)
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Concepts of the Iowa Model

After the practice change 
has been adopted, it then 

is integrated into the 
healthcare system.

Leadership/unit 
champions are necessary 

to sustain the practice 
change.

Education should 
be provided along with 
constant observation of 

outcomes.

Disseminating the results 
concludes the model.

The practice change 
should be shared in 

publications, conferences, 
and other healthcare 

organizations.

Dissemination is 
important for EBP 

growth and knowledge.

(Melynk & Fineout-Overholt, 2023)
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Add the SN HH General order and also choose 
the SN additional care/tx/dm template

Future state-Our own HHUBPP care 
template***

ACH Care Plan Order Template
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• Your Care Plan will look like the 
picture to the right: 

• 3 Total interventions

• ACH 1, ACH 2, & ACH 3

ACH Care Plan Interventions
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Team-Based Model: Development Timeline

May 2023

Team-Based Model

CM role with visit nurse 
role, based on support 
from Simione 
Consultants

October 2024

EBP Visit Frequencies

Implementing and 
supporting evidence-
based practice visit 
frequencies

Jan–March 2025

Pilot at LCM

Pilot program 
launched and 
evaluated at LCM

December 2025

ACH Risk Care Plan

Integration of ACH 
Risk Care Plan into the 
team-based model

Practice Changes

• Protocol & checklist to guide IDT care planning

• Earlier MSW identification for triaging

• HCA well-check support & shared care plan

• Telehealth/video calls with vitals, scale & increased touchpoints

• Two patient-centered goals in admit booklet

• Patient self-assessment: daily vitals, blood sugar & weights

• Written calendar for patient engagement



OSF HealthCare

This protocol was added as a 
smart text to “pull into a care plan 
template” for the additional 
disease management option

If the project is successful, a new 
care plan template will be created 
with this text already embedded 

Along with this protocol, we will 
document to acute care checklists 
for visits 1,2, & 3

What are we 
really changing? 
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• Wood (2015) asserts the Agency for 
Healthcare Research and Quality (AHRQ) 
advocates that the use of checklists improves 
patient safety

• Supports the evolution of case 
management in home care and EBP
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Hint: If the picture is in front of the graphics, then select the picture, right click to choose Send to Back, to get graphic in front. 
And if the picture is dark change color on title to white.

Implementation Strategies

Interventions completed
• EBP committee workgroup for 6 months
• EMR support with Epic integration and creation of 

smart text for pilot work
• Education assignment created for tracking and pre-

work
• Plan for in person education with sandbox practice 

in Epic EMR, desktop resource library, handouts
• Pushed on the larger organization and CNO for 

EMR integration; started with smart text to prove it 
would work with pilot

• Integrated into EPIC EMR 12/2025 for full 
implementation

• New IDT care plan called the ACH Risk Care plan
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Hint: If the picture is in front of the graphics, then select the picture, right click to choose Send to Back, to get graphic in front. 
And if the picture is dark change color on title to white.

Implementation Strategies
• Education in person throughout all agencies, demonstration and time to practice in EPIC 

EMR sandbox
• Nursing symposium, grand rounds, poster presentation, nursing and therapy practice 

councils, leadership meetings
• Continued the feedback loop with all agencies to integrate changes for efficiency
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• Ministry efforts have been underway 
to include SDOH assessments and 
address social factors

•  Home health collects all this data, 
and it now flows into the SDOH wheel

• Opportunity to identify patients most 
at risk for SDOH barriers

Patient-Centered Care and EMR 
Requirements
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Case managers usually “know” 
which patients are high risk….but 
how do you find out?

Evaluate OASIS button on the admin screen, or log in to SHP

PHQ-2 to 9 oasis mood assessment 
Reports>Care Plan

Starting March 2026-use the ACH risk score for non-
OSF patients
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Starting March 2026 EPIC change-all OSF 
patients/one score

Patient Risk Scores
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• Readmission 
risk scores in chart 
review; case 
management or 
Center of expertise 
notes

Readmission Risk
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SDOH 
Documentation

40

• All 11 domains are documented to within 
the home health charting

• Many Items are present in the psychosocial 
patient assessment

• If more than 3 or more yellow or red items 
identified as being present, patient is 
medium risk or higher and can be used as 
inclusion criteria
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Areas of Opportunity: Ethical, Legal, Cultural & Socioeconomic

In the United States, one overnight hospitalization visit can equate to $2607 per/day as an average (Mamleeva, 2022)

The current percentage rate for hospitalizations for 8/9 home health agencies has been ranging over the goal of 8.5%

By reducing the percentage of patients being hospitalized, this will equate to thousands of dollars in potential savings

The protocol can be 
copied and replicated 

within a desktop resource 
manual or added to a care 

plan template to help 
guide case managers

The expense of using the 
protocol is zero

The expense of using a 
checklist is zero

The education of staff 
would be an expense to 

consider

No funding or fundraising 
efforts are required for 

this specific project

There will be no 
additional cost to 

implement this project 
and no additional 

monetary needs to be 
identified
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Evaluation-Process Indicators

Short version of EBP belief scale

(Melynk et al., 2021)

Process Indicators
• PHQ-9 assessment for depression
• Medication reconciliation each visit
• Use of the ACH Care plan
• Use of ACH checklist for visits 1,2,3
• MSW visit on day 2
• Telehealth support (modified)
• HCA well-check visit

Inclusion Criteria

• 18 years or older

• ACH risk score 4 or more=30% or more risk

• PHQ-9 score of 10 or more

• SDOH medium/high risk 

• EBP Beliefs Scale

• EBP Practice Implementation 
Scale 

• Organizational Culture & 
Readiness for System-wide 
Integration of EBP scale 
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Evaluation-Impact Indicators
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Evaluation-Impact Indicators-All hospitalizations

44

Project start Dec 2025
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Evaluation-Impact Indicators PPH detail

45

Project start 12/2025
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Conclusion

Engagement survey results and 
frontline feedback identified key 
documentation challenges during 
the pilot phase

• Case manager time is more 
effectively utilized executing the 
care plan rather than building it

• Completed 37 of 40 planned 
education sessions

• Conducted 60-day follow-up 
survey

• Refined care plan based on 
aggregated recommendations

46



OSF HealthCare 47

Conclusion

• Final data for 
engagement and 
fidelity pending

• Final data for March & 
April pending
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What Do Case Managers Need to Better Manage High-Risk Patients?   |  Themes from Staff Feedback

1 Time & Productivity
Reduced expectations, lighter caseloads, dedicated CM time

2
Physician Communication
Faster, direct access to PCPs; improved provider 
responsiveness

3
Team Collaboration
Structured interdisciplinary communication and care model 
buy-in

4
Transition of Care
Better hospital/SNF handoffs, complete referral info, pre-
scheduled follow-ups

5
Continuing Education
Consistent EBP training, diagnosis-specific education, CE 
resources

6 Centralized Resources
One-stop reference library, checklists, cheat sheets

7
Staffing
Adequate nurses, appropriate SOC assignments, aide support 
for high-risk visits

8
Patient Resources
Transportation, medication access, visual education materials, 
family education

9 Technology & Data
Lab notifications, centralized data dashboard, Epic tools

10
Leadership Support
Accessible leadership, managerial backing, clear escalation 
pathways
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• Hotspotting helps the team to focus in on high-risk 
patients

• Supporting health literacy and self-management

• Reinforcing best practices

• EMR optimization is vital for the IDT care plan

• Impacting decisions that effect practice, shared care 
plan view request with EPIC

• IDT voice, feedback, team-collaboration

• EMR integration takes time

• Pilot can help to prove return on investment

• Future changes pending-moving to flowsheet

• Updating care plan based on feedback from the IDT

49

Implications for Practice

Improved patient 
experience

Improved Quality of Care 
for Population Health

Reducing per Capita Costs

Ensuring Provider Well-Being 
(Bodenheimer & Sinksy, 2014)
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Why?

The opportunity to reduce ED and ACH rates and future PPH rates in the post-acute space 
has created an opportunity for the IDT to utilize the ACH Risk Care Plan 

Increased case manager engagement and opportunity to utilize and implement a best 
practice protocol care guideline with checklists to help impact patient outcomes

Healthcare hotspotting with the HHUBPP is an innovative and potentially beneficial concept 
that should be pursued in the landscape of the future for home care 

The use of an EBP comprehensive protocol can prevent avoidable, non-reimbursable 
hospital use; increase revenue for agencies through referrals; allow increased patient 
engagement, while allowing home healthcare agencies to maintain financial viability 
(Panozzo, 2017, p. 385)
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Review of the Education 
Process of care planning 

What it all looks like

What are we really changing?
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Admitting clinician will add this new 
care plan and document to the 
“checklists”

If something is not or cannot be 
done, pick n/a and communicate 
with next MP in the home or follow 
up at the next visit to complete

These are the EBP that will help to 
keep your most acute patients 
supported at home
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• Wood (2015) asserts the Agency for Healthcare 
Research and Quality (AHRQ) advocates that the use 
of checklists improves patient safety

Think of this as case management 2.0, our next steps toward 
best practices. You can be reassured you have done 
everything you can to help support keeping high risk 
patients at home
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• Utilize the Plan of Care Updates section to indicate the plan for next visit.
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What’s in it for me?  (WIFM?)
• EBP and innovative protocol
• Assurance you are doing everything you can 

as a case manager to support your high-risk 
patient

• Supports a culture of quality and supportive 
care model

• Shift in how we surround and support our 
most high-risk patients

• Positive results can improve your team star 
rating

• Success with creation of this care plan is the 
ultimate application of our efforts to 
integrate EBP into our practice

• You are doing everything you can as a CM to 
keep your patients from ED/PPH

• Driving self-management habits
• Captain of the ship
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Actions and Steps

62

Use the admit booklet for two 
patient centered care goals 
within 14 days

Use the admit booklet to plot 
visits on the calendar on SOC

Use the admit booklet vitals 
page to engage patient in daily 
vital assessment

Provide scale, BP monitor, pulse 
ox and thermometer at 2nd visit 
PRN if patient unable to afford 
or unable to obtain equipment

Populate disease management 
visits on non-visit 
days/weekends

Send SBAR handoff to MD/care 
team-follow the HHUBPP 
actions to guide you on all best 
practice steps for care planning 
for high-risk patients

Schedule next day visit with CM, 
VN, or HCA-option for HCA for 
well-check visit

Schedule MSW eval on next 
business day and provide 
handoff
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Timeline

63

Education & webinars 
with engagement survey; 
practice in the sandbox 

Go-live after education in 
each agency Dec/Jan

Clinical supervisor to 
complete 5 supervisory 
visits monthly; check 
home folders

Agency leaders to 
perform daily chart audits 
for compliance and 
feedback

Data collection for 
compliance for 60 days

Post project engagement 
survey 60 days after 
agency go-live
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FAQs and other tidbits

1. Can another discipline do the checklist for visits 2 and 3?  
Yes, this can be done by the CM or delegated to any other discipline

2. What is the HCA well check visit? 
Use the existing care plan, just exclude the shower or bath, there is a new template and education coming 
regarding this specific way to use the HCA

3. Will this replace the new EBP visit frequency guidelines?
 No, we still want you to use the new visit frequency guidelines
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FAQs and other tidbits

4. Slight adjustments you will see coming after 12/15 
will be consistent nomenclature with HHUBPP updated 
to ACH for the protocol and goal section

ACH Risk Care Plan: Reduce hospitalization by 
implementing ACH checklists based on patient’s specific 
needs within****days (30, 60) 
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FAQs and other tidbits

Updating “overview screen” to 
Directions/Precautions

Care plan will auto-check 
the ACH interventions
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FAQs and other tidbits

"Refer for complex wounds, stage 3, stage 4, and unstageable 
PI" to live here”
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FAQs and other tidbits

Tracking Requests

• Duplication of charting (notifying MD)-already on the SPOC
• Scheduling MD appt in care plan and checklist (remove from care plan-leave in the checklist
• Request for flowsheet for PHQ-9
• Teach back (duplicate)
• Verbiage change for WOCN referral-remove Stage II
• Tuck in calls (discuss the value, frequency)-Intellatriage transition impact-Remove option
• ACH risk score may change with coding/Simitree oasis correction feedback-solution (use 

predictive risk score for OSF/ACH risk score for non-OSF patients)
• Care plan intervention summary-request for “shared” discipline view of care plan-OSF analyst 

has submitted a development request through EPIC
• Many more pts. With >3 yellow/red SDOH issues-PIA will focus on 3 red as the trigger
• Removed care plan from flowing to the plan of care (SPOC) ticket #CA1104736
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ACH Risk 
Care Plan
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Questions?

Bree Powers DNP, RN, NE-BC
Director Home Health Operations
OSF Healthcare 
April 29th, 2026

Thank you!

Watch OSF Home Care admission educational videos | OSF HealthCare

www.linkedin.com/in/bree-powers-961448366

https://www.osfhealthcare.org/services/specialties/home-care/home-health/education
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Case Management Structure 
and Future Initiatives
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HH Case 
Management Metrics
• Continuity

• LUPA percentage

• Hospitalization/ ED utilization

• Number of Triage Calls (patients calling 
in to Clinical Support for assistance)

• OASIS driven VBP items 

• Improvement in Dyspnea

• Timely Initiation of Care

• Improvement in Oral meds

• Use of best practice guidelines (ex. Visit 
frequency guidelines)
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Caseload Review Report 
Leaders use this report information to evaluate case management 

effectiveness.

.

Case Manager Dashboard
Leaders use this report to evaluate case management effectiveness. 
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Case Manager Dashboard
Leaders use this report to evaluate case management effectiveness. 
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Additional Initiatives

• Visit frequency guidelines (Nursing and therapy)

• HCA Wellbeing visits

• Hospice Case Management and Staffing Model

• Care Model innovation 

78
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• Developed to address workload, care coordination, and productivity challenges within the traditional 
home health nursing model- seeking an alternative care delivery model that allows time for focused 
case management oversight, visit scheduling and caseload flexibility, and maximum efficiency for 
visiting nurses. 

• Intervention: A virtual RN case manager supports care coordination while visiting nurses focus on 
in-home care

• Goal: Improve care coordination, nurse efficiency, and patient and organizational outcomes

• Framework: Guided by the Iowa Model of Evidence-Based Practice

• Measures: Potentially preventable hospitalizations, productivity, visits per episode, and nurse 
experience

79

Future EBP Initiative: Home Health Virtual Case Management

Virtual RN CM
40-45 Patients

RN Visit 
Nurse

LPN Visit 
Nurse
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Questions?
Discussion
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