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Chronic Conditions 
	Encourage improved physician screening/referrals for patients with mental health disorders and support the improvement of access to mental health support services in the community 

On admission and discharge, 100% of patients are screened through a PHQ9 tool.  Outcome is reported to physician if exceeds threshold.

Increase the number of days that UVA Encompass Health contracts with an external services provider to perform on-site mental health counseling.  

Patients are screened on admission for malnutrition.  Risk factors for nutrition are charted (including wounds, tube feeding, BMI 30 or greater, weight loss) and flagged to Encompass health dietician.  

Screen patients throughout hospitalization for chronic conditions or co-morbidities impacting overall health and potentially contributing to readmission

	# of mental health screenings 
 
# of patients referred to mental health providers



























100% of Encompass Health Patients Screened









All patients screened for underlying chronic conditions.
	Community counseling agencies, other healthcare organizations that focus  on mental health, 
UVA Encompass 
Case 
Managers  

Telemedicine access through Locum Tenens

Referral to Stroke Comeback Club for patient and caregiver support.  

















Dietitian consult and follow up as applicable.  Education provided in preferred language and in line with health literacy.  Teach back method utilized to ensure understanding.  Resources provided to patient and family as needed to support access to food.


Patients are referred to community providers and agencies to support overall wellness including home health services, outpatient therapy, primary care or specialty providers.  Encompass Health provides continued education on chronic conditions and supports patients and families in managing conditions at home.  Encompass Health uses teach back method to ensure understanding of management of chronic conditions.  

	Healthcare Access
	Utilize high risk algorithm to determine patient’s at highest risk for readmission and/or those who are unable to follow up with primary care within 2 weeks of discharge due to lack of transportation, accessibility, or established care.
	Number of patients flagging as HR at discharge from UVA Encompass Health

Number of patients without PCP appts within 2 weeks of discharge

Number of patients who are unable to attend follow up appts due to lack of transportation or home accessibility
	Refer patients to Cardinal Health Telemedicine Services

Refer to PACE to transition all care to central provider

Refer to Mobile Wound Clinic

	Social Drivers of Health

Food Resources
Transportation 
	Assessment is ongoing throughout the patient’s stay to identify deficiencies in social determinants of health including access to transportation, primary care, health literacy, access to food and shelter, rural location, social isolation.
	Identification of SDOH is available through a Beacon Application, goal is for linkage to intervention 75% of the time when a SDOH is identified.
	Interventions may include referrals to other community organizations to establish transportation services and/or access to programs to assist in medication and food affordability such as MOW, JABA, JAUNT, PACE, and local food pantries, increase referral to telehealth primary care through Cardinal Health, identify and provide reading level appropriate health literature.



