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MEMO
TO:

Montana Cri�cal Access Hospital CEOs and Quality Leaders

FROM:

Jennifer Wagner, Rural Hospital Improvement Coordinator
Jack King, Director, Montana Rural Hospital Flex Program

RE:

New MBQIP Toolkit for EDTC

The Medicare Beneﬁciary Quality Improvement Project (MBQIP) is a quality improvement ac�vity
under the Medicare Rural Hospital Flexibility (Flex) grant program. The goal of MBQIP is to improve the
quality of care provided in small, rural Cri�cal Access Hospitals (CAHs). A core service of the Flex Grant
and Performance Improvement Network is to provide educa�on and tools on a variety of topics
associated with MBQIP measures. The MT Flex Grant has partnered with our na�onal quality
improvement leader, Cynosure Health, to develop this updated resource to further your improvement
on measures collected under the Medicare Beneﬁciary Quality Improvement Program (MBQIP).
The toolkit provides background about the set of measures, resources, and ideas on how to drive
improvement, ideas on how to address barriers and challenges to improvement and reference
materials. We encourage you to review the materials with your quality leaders and determine how
they can support your quality improvement work.
Please contact the MT Flex Team with any ques�ons or needs for assistance:
Jack King

Jennifer Wagner, CPHQ

Director

Rural Hospital Improvement
Coordinator
406.457.8000
jennifer.wagner@mtha.org

406.457-8016
jack.king@mtha.org

Disclaimer:
This publica�on was made possible by Grant #H54RH00046 (MT Medicare Rural Hospital Flexibility
Grant) from the Health Resources and Services Administra�on (HRSA), Oﬃce of Rural Health Policy
(ORHP) to the MT Department of Public Health and Human Services (DPHHS). Its contents are solely
the responsibility of the authors and do not necessarily represent the oﬃcial views of HRSA, ORHP or
MT DPHHS.
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EMERGENCY DEPARTMENT TRANSFER COMMUNICATION (EDTC) TOOLKIT
PURPOSE
Large hospitals are required to publicly report a set of core measures that provide a snapshot of their
performance in delivering safe, high quality healthcare. A large number of these quality processes and
outcomes are not relevant to Cri�cal Access Hospitals where there is a low volume of certain services
provided. When there are low volumes, the value of the outcome data is not reliable therefore
marginally useful. EDTC measures evaluate communica�on between care providers during care
transi�ons for emergency department pa�ents, therefore are highly impac�ul for many pa�ents whose
lives depend on healthcare providers ge�ng it right.

BACKGROUND
The Emergency Department Transfer Communica�on (EDTC) quality measure is Na�onal Quality Forum
(NQF) endorsed (NQF #291), and relevant to small rural hospitals. This measure was implemented by
cri�cal access hospitals (CAHs) in the Medicare Beneﬁciary Quality Improvement Project (MBQIP)
because small rural hospitals frequently transfer a higher propor�on of emergency department (ED)
pa�ents than larger urban facili�es. Emergency care is par�cularly important in rural se�ngs where the
distance to urban ter�ary care centers makes eﬀec�ve triage, stabiliza�on and transfer of pa�ents with
informa�on that is necessary and appropriate.
Communica�on mishaps are a major driver of harm in hospitals. According to The Joint Commission,
communica�on problems account for 65% of sen�nel events.
Communica�on between referring hospitals and receiving pa�ent care providers promotes con�nuity
of care and improved pa�ent outcomes. The EDTC quality measure is an important goal of MBQIP to
help hospitals improve care transi�ons, including ED transfers, in order to reduce preventable hospital
readmissions and adverse events in hospitals. As of February 2017, 86% of the 1,318 CAHs par�cipa�ng
in MBQIP are repor�ng EDTC-All. (1)
Originally, the EDTC measure was composed of 7 sub-measures that were compiled into one composite
measure (EDTC-All), which were calculated from 27 data elements that were abstracted from pa�ent
transfer charts. These 7 sub-measures included: administra�ve communica�on, pa�ent informa�on,
vital signs, medica�on informa�on, physician/prac��oner generated informa�on, nurse generated
informa�on, and procedures and tests. For EDTC-All, every one of the 27 data elements must have
been documented. (1) So unlike exams we took in high school, there was no par�al credit; it was all or
none.
In 2018, a Technical Expert Panel (TEP) was convened to review, revise and update the EDTC measures
and the related speciﬁca�on manual. Panel members were na�onal experts including hospital ED
physicians and nurses, quality measurement, electronic health records and data analy�cs.
The TEP reviewed data and feedback from Flex Programs and Cri�cal Access Hospitals from across the
United States. Primary issues and challenges were assessed and organized into three buckets as
follows:
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•
•
•

When EDTC measures were originally developed, electronic health records (EHR’s) had not yet
been widely available. The adop�on of EHR’s has signiﬁcantly increased therefore paper charts
are no longer the norm.
Originally, the popula�on for transfers was limited to acute care hospitals and ‘other’
healthcare facili�es. A need to clarify the scope of transfer des�na�ons emerged.
The clinical relevance of each speciﬁc element needed to be validated to assure con�nued
value in collec�on and repor�ng of such data

SUMMARY OF EDTC MEASURES REQUIRED (started with Q1 2020 data collec�on):
The TEP recommended signiﬁcant streamlining and modernizing of the EDTC measure. The measures
that were retained were considered a key aspect of coordina�on of care.
Revisions to EDTC measures and measure elements are as follows:
• Reduced the overall number of measure elements to reﬂect highest priority items. Eliminated
the sub-measure structure
o The total number of data elements were reduced from 27 to 8; 16 data elements were
removed; two were combined
Clariﬁca�on of Sample Size Requirements:
o Must submit a minimum of 45 cases per quarter from the required popula�on, however
hospitals may choose to sample and submit more than 45 if they desire
o Sampling must consistently produce sta�s�cally valid and useful data (i.e., randomly
select sample cases so that each has an equal chance of being selected)

SUMMARY OF THE CURRENT 8 EDTC DATA ELEMENTS REQUIRED (as of Q1 2020 data
collec�on):
•

•

•

•

Element 1: Home Medica�ons
o Added ‘current’ home medica�on list sent to the receiving facility
o In addi�on to the Transfer Summary, the ED record is a suggested data source
o In addi�on to prescrip�on medica�ons, include over the counter and complementary
medica�ons (e.g. herbal agents, acupuncture, homeopathy)
Element 2: Allergies and/or Reac�ons
o Suggested data sources are the ED record or Trnasfer Summary
o Allergies are not limited to medica�ons therefore include reac�ons to food or other
materials (e.g., latex)
Element 3: Medica�ons Administered in ED
o “N/A” (not applicable) is now an allowable value if no medica�ons were given
o Suggested data sources are the ED record, Medica�on Administra�on Record (if part of
the ED documenta�on for the current encounter) or Transfer Summary
o Medica�on informa�on documented anywhere in the ED record is acceptable
Element 4: ED Provider Note
o Suggested data sources are the ED record and Transfer Summary
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Provider note must include all four elements: (1) Reason for current ED encounter
(e.g. medical complaint or injury) (2) History of present illness or condi�on (3) A
focused physical exam AND (4) Relevant chronic condi�ons unless pa�ent is
neurologically impaired/altered
Element 5: Mental Status/Orienta�on Assessment
o It is no longer a requirement for a physician to perform the assessment; it may be
performed by a nurse
o Suggested data sources are the ED record, Transfer Summary, Glasgow coma scale,
Neuro ﬂow sheets or vital sign ﬂow sheets
Element 6: Reason for Transfer and/or Plan of Care
o Suggested data sources are ED record, Transfer Summary or EMTALA form
Element 7: Tests and/or Procedures Performed
o Suggested data sources are ED record, lab documenta�on (e.g., blood work, cultures)
and Transfer Summary
Element 8: Tests and/or Procedure Results
o If the referral and receiving facili�es share an Electronic Health Record, then tests and
procedure results are considered ‘sent’
o Suggested data sources are ED record, lab documenta�on or Transfer Summary
o

•

•
•
•

For ALL data elements, speciﬁc documenta�on and communica�on is required to be ‘sent’ to the
receiving healthcare facility. The deﬁni�on of ‘sent’ includes the following documenta�on:
•
•
•

Hard copy sent directly with the pa�ent, or
Communicated via fax or phone within 60 minutes of pa�ent departure, or
Immediately available via shared EHR or HIE

The EDTC Data Speciﬁca�ons Manual for the Emergency Department Transfer Communica�on
Measures (Revised October 2019) may be accessed here:
htps://stra�shealth.org/wp-content/uploads/2020/07/EDTC-Data-Specs-Manual-2019.pdf

DRIVER DIAGRAM
A driver diagram visually depicts the causal rela�onship between your overall aim and the primary
drivers, secondary drivers and change ideas that “drive” the improvement. This driver diagram is
provided to help you and your team iden�fy poten�al change ideas to implement at your hospital as
you work to improve care transi�on documenta�on.
Primary Driver

AIM
Primary Driver

Secondary Driver

Change Idea

Secondary Driver

Change Idea

Secondary Driver

Change Idea

Secondary Driver

Change Idea
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AIM: A clearly ar�culated goal describing the desired outcome. It should be speciﬁc (What),
measurable (How Much), and �me limited (by When).
PRIMARY DRIVER: System component for factor that directly contributes to achieving the aim.
SECONDARY DRIVER: Processes, ac�ons that are necessary to achieve the primary driver.
CHANGE IDEAS: Speciﬁc interven�ons, changes that support the secondary driver.

DRIVERS IN EMERGENCY DEPARTMENT TRANSFER COMMUNICATIONS
AIM

PRIMARY DRIVER

SECONDARY DRIVER

CHANGE IDEA

Organiza�onal Will

Secure Leadership
Commitment

CHANGE IDEAS

Standardize documenta�on
process

CHANGE IDEAS

Using Data for
Improvement

Rou�ne review of data
related to ED transfer
processes to iden�fy areas
for improvement and focus

CHANGE IDEAS

Accountability

Develop accountability
mechanisms for teams and
individuals

CHANGE IDEAS

Standard Work
Improve the Emergency
Department Transfer
Communica�on
composite measure by
10% by January 1, 2022

See below

See below

See below

See below

DRIVERS IN EMERGENCY DEPARTMENT TRANSFER COMMUNICATIONS
Drivers for improvement in the Emergency Department Transfer Communica�ons include strategies that
can bring posi�ve and sustainable change to the 8 measures that comprise the composite measure.
Many challenges currently face leaders, managers and clinicians. While ED care is important in all
hospitals, it is par�cularly important in rural hospitals where the distance to urban ter�ary facili�es make
eﬀec�ve triage stabiliza�on and transfer of pa�ents with the appropriate informa�on of life or death
important. ED transfer communica�on measures allow rural hospitals to show how well they carry out
stabiliza�on and transfer roles.
Organizational Will may lead to commitment and focus, which is essen�al for successful ED transfer
communica�ons. As attention focuses on preventing readmissions, hospitals must improve internal
processes and forge relationships with post-acute providers. Patients are most vulnerable as they move
between levels of care. Often, readmissions occur when the receiving provider doesn't have adequate
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or accurate information to continue the plan of care. Case managers should take the time to identify
patients' needs and risks for readmission and communicate clearly with the patient and caregivers about
necessary steps to avoid readmission. The business deﬁni�on of accountability is “the obliga�on of an
individual or organiza�on to account for its ac�vi�es, accept responsibility for them, and disclose the
results in a transparent manner.” For a team to func�on well, an individual is not only obligated to be
accountable, but needs to hold co-workers accountable. Team members should consistently ask for
updates on clearly deﬁned goals and openly share their own updates.
PRIMARY DRIVER:

SECONDARY DRIVER:

Create Organiza�onal Will

Secure Leadership Commitment
The commitment involves writen leadership support, clear
communica�on strategies, educa�on and training opportuni�es,
and �me to perform the necessary func�ons to improve the
transfer communica�ons
CHANGE IDEAS:
•

•

•
•
•
•

Iden�fy the leadership structure to support EDTC (Board,
Execu�ves, Senior Leaders, ED physician champion and ED
Nursing Leader).
• Iden�fy the informal staﬀ leaders to support the
process
Report process and outcome data to leadership on a
regular basis
• Iden�fy realis�c �me frames for the improvement
eﬀorts
Implement strategies to engage leaders and staﬀ
Create will by implemen�ng pa�ent stories about
transi�ons of care
Celebrate successes by rewarding and recognizing staﬀ
and leaders
Demonstrate how improvements with ED transfer
communica�ons align with other organiza�onal priori�es:
How will eﬀec�ve transfer of pa�ent informa�on from ED
foster con�nuity of pa�ent care? decrease errors?
increase handoﬀ of informa�on? improve outcomes? and
increase pa�ent sa�sfac�on?

PRIMARY DRIVER:

SECONDARY DRIVER:

Standard Work

Standardize documenta�on processes
CHANGE IDEAS:
•

Ensure the documenta�on tool captures all required
documenta�on elements
• For each required element, iden�fy who is
responsible for documenta�on; where the
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•
•
•
•
•

documenta�on is found, and the �me frames for
comple�on
Develop a grid of responsibili�es and �me frames with
the staﬀ
Iden�fy barriers to complete documenta�on and perform
a gap analysis with speciﬁc ac�ons
Celebrate complete and accurate documenta�on by
rewarding and recognizing individuals
Communicate results to key stakeholders
Iden�fy next steps. Start small.

PRIMARY DRIVER:

SECONDARY DRIVER:

Using Data for Improvement

Rou�ne review of data related to ED transfer processes to iden�fy
areas for improvement and focus.
CHANGE IDEAS:
•
•

•

•

Form a team that includes front line staﬀ and leaders to
review the data
Analyze the data: iden�fy strengths and opportuni�es at
the organiza�onal level
• Analyze the data by care units/se�ngs
• Priori�ze opportuni�es
• Iden�fy best prac�ces
Share/report results at all levels of the organiza�on
• Post the results in the ED. Review the results as
part of team huddles, staﬀ mee�ngs, etc.
Create posi�ve change by celebra�ng organiza�onal,
team, and individual successes

PRIMARY DRIVER:

SECONDARY DRIVER:

Accountability

Develop accountability mechanisms for teams and individuals
CHANGE IDEAS:
•
•
•
•

•
•

Include front line in problem solving strategies to improve
EDTC
Ensure staﬀ and leaders have appropriate competencies
to achieve excellent outcomes
Develop a transparency board and post data
Iden�fy a regular cadence of weekly huddles around the
board
• Focus on what is working well; do more of it or
make correc�ons
Celebrate small wins and improvements
• Provide rewards and recogni�on for excellent work
Iden�fy one key area(measure) to improve; brainstorm
strategies, create an ac�on plan, and implement
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•

Highlight beneﬁts to the pa�ent and transfer facility
for thorough and accurate documenta�on

Watkins, L. M., & Patrician, P. A. (2014). Handoﬀ communica�on
from the emergency department to primary care. Advanced
Emergency Nursing Journal, 36 (1), 44-51.

QUALITY IMPROVEMENT PRINCIPLES
All improvement requires change. Unfortunately, not all change results in improvement. System changes
intended to improve quality must be tested and assessed to determine whether they produce successful
outcomes. This process of iden�fying needed change, planning for and making change, and then tes�ng
the outcomes of that change to evaluate eﬀec�veness is fundamental to performance improvement in
healthcare.
Eﬀec�ve change requires an understanding not only of how one part of a system func�ons, but of how
all the system parts are linked together and coordinated. For example, educa�on and training for staﬀ to
enhance their knowledge and skills will only improve a system if the lack of such knowledge and skills
was the major cause of deﬁcient performance in that system. Changes in one speciﬁc area may not lead
to quality improvements if they do not signiﬁcantly aﬀect the overall quality of care the system provides.
The ﬁrst step in the quality improvement process is the iden�ﬁca�on and priori�za�on of improvement
needs, iden�ﬁca�on of an AIM statement, or improvement goal, followed by the iden�ﬁca�on of team
members tasked with leading the improvement process. Key to success in team iden�ﬁca�on is the
inclusion of team members involved with the system being analyzed, organiza�onal leadership with the
ability to provide resources and direc�on, as well as team members with exper�se in quality
improvement principles. Once the team is formed, the quality improvement process starts with a series
of ques�ons, followed by short, rapid cycle tests of change called the “PDSA Cycle”, as demonstrated in
the graphic below.
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Source: The Ins�tute for Improvement, How to Improve, retrieved at:
htp://www.ihi.org/resources/Pages/HowtoImprove/default.aspx

It is important that the team tasked with leading improvement be willing to test mul�ple ideas on a small
scale, even those that might feel a bit ‘out there’, while searching for the changes that result in improved
care at the local level. The best part of tes�ng something new may be a test failure. When we try
something new on a small scale, and it does not result in improvement, it validates the value of tes�ng
something on a small scale rather than rolling out a change before taking it for a test drive. In quality
improvement models, these mul�ple small tests of change are referred to as the PDSA, or Plan Do Study
Act cycle. The PDSA cycle is an improvement tool which promotes improvement via the implementa�on
of rapid-cycle tests among an increasingly larger popula�on and a wider range of condi�ons.
The “Plan” step in the cycle involves iden�fying and planning the change to be tested. The “Do” por�on
of the cycle is the actual act of carrying out the test on a small scale. The “Study” phase of the PDSA cycle
involves rapid data collec�on that is done during tes�ng through a “huddle” or “debrief” with the staﬀ or
pa�ents involved in the newly designed process. Finally, the “Act” por�on of the cycle occurs when the
decision to Adapt, Abandon or Adopt is made, based on the analysis of rapidly collected informa�on. If
revisions and changes are indicated, the process is revised or “adapted,” and a new tes�ng cycle is
ins�tuted.
If the trials have been unsuccessful, the change idea may be “abandoned.” The decision to “adopt” a new
process occurs a�er it has been tested broadly under various circumstances and se�ngs. PDSA cycles
should be run among smaller groups (for example, one nurse, one physician, and during one shi� to start)
before gradually expanding to a larger popula�on within the system or organiza�on if the change is
determined to be successful.
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Source: Coaching and Leading htps://coachingandleading.wordpress.com/presenta�on1/pdsa-and-types-of-change/

Quality improvement ini�a�ves are best implemented by designated improvement teams composed of
representa�ves from the relevant departments, units, or teams involved in the process or system to be
addressed. Project management includes iden�ﬁca�on of team leadership and membership; crea�on of
AIM statements; development of a Project Plan; selec�on of Tests of Change and tools for implementa�on,
measurement, and analysis of change eﬀorts; and communica�on with relevant stakeholders including
senior management, medical staﬀ, front-line staﬀ, and pa�ents and families about the progress and
success of the improvement project.
In the small hospital se�ng, large improvement teams may not be possible. In this se�ng a “hub and
spoke” model for improvement work can be eﬀec�ve. Instead of convening large teams for every
improvement ini�a�ve, one core quality and pa�ent safety commitee (the “hub”), led by a chairperson,
ini�ates and oversees mul�ple improvement ac�vi�es by designa�ng a leader (or “spoke”) for each
ini�a�ve. Individual project leaders can be selected based on topic exper�se, enthusiasm, or proximity to
the process being improved. Ac�ve project implementa�on can be conducted in ad hoc working sessions,
with the leader atending quality and pa�ent safety mee�ngs only upon request, if the leader is not a
standing member of the quality and safety commitee. This allows for improvement work to commence
without interrup�on of du�es for large groups of staﬀ members.

BARRIERS AND CHALLENGES TO IMPROVEMENT
Partnering together to improve quality and safety is challenging work. In addi�on to what feels like a
regular onslaught of new and compe�ng priori�es, ge�ng on board with meaningful improvement
requires a culture that supports the work, and eliminates barriers. A safety culture that supports this work
requires an understanding of change management at all levels of the organiza�on, because improvement
requires change. One group that plays a signiﬁcant role in the success or failure of an improvement
ini�a�ve is middle managers. Without buy-in and eﬀec�ve leadership by middle managers to
opera�onalize culture change, healthcare organiza�ons will face many barriers to improvement. Few
people relish the idea of changes to the comfortable status quo.
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To exact posi�ve change in the work that we do to keep pa�ents and staﬀ safe and improve outcomes, it
takes small, incremental changes by all individuals in our organiza�on that will build up to the large
cultural shi� that is needed for reliable improvement. Our frontline staﬀ members are the eyes and ears
of our organiza�ons. Organiza�onal leadership and middle managers can help to make this work safer
and processes more reliable by listening to the frontline workforce when barriers and challenges are
brought up and ac�ng on the sugges�ons made. Organiza�onal leadership input, encouragement and
follow up can be the key to successful change.
A few keys to successful change management, and eventual cultural shi�s includes the following:
•
•

•
•
•
•
•
•

Create a sense of urgency: you are part of something big, we must make a diﬀerence now –
reference not only what we know from research about the vast number of errors we are missing,
but stories from actual events in your organiza�on and your own department
Build a guiding coali�on: organize opinion leaders and those in authority to help spread the
message. Work with the willing before trying to engage those who are resistant to trying
anything new. Let those who are enthusias�c about the new processes become the unit
champions and help to spread the message. The messenger maters.
Form a strategic vision to help steer the change ini�a�ve: do you have a unit-speciﬁc strategic
vision that is built by staﬀ? Create that vision together at the outset.
Enlist a volunteer army: Work with the willing. The others will come as they see enthusiasm grow
and fear missing out on something big.
Enable ac�on by removing barriers: what can you do to leverage work that is already being done?
How can you help staﬀ create �me to make this a priority? Can you include a discussion about
the new process in daily shi� huddles and department mee�ngs?
Generate short term wins: Publicly celebrate the small, individual steps being made. Together
they make a signiﬁcant impact.
Sustain accelera�on: Keep the aten�on on the cultural shi� by celebra�ng near misses that are
caught and safety issues that are iden�ﬁed
Ins�tute change: Hardwire new processes by showing how the new way of doing things has
made a posi�ve impact. Use the power of storytelling. A story about a pa�ent who was treated
and stabilized in a cri�cal access hospital and transferred to another facility with a posi�ve
outcome will provide endorsement, pride, and joy for those who engineered the journey.
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RESOURCES
To assist you, we have iden�ﬁed a few of the key resources that you may ﬁnd helpful for rural hospitals:
ED Transfer Data Speciﬁca�ons Manual (stra�shealth.org)
MT Flex Program and PIN (Performance Improvement Network) Transi�ons of Care Toolkit:
htps://mtpin.org/improvement-ac�vi�es-2/mbqip-quality-of-care/transi�ons-of-care/
htps://www.ruralcenter.org/resource-library/quality-improvement-implementa�on-guide-and-toolkitfor-cahs
htps://www.ruralcenter.org/resource-library/hrsa-quality-toolkit
htp://www.wsha.org/wp-content/uploads/CommEngagementToolkit_1_1.pdf
General Improvement Tools:
htps://innova�ons.ahrq.gov/qualitytools/care-transi�ons-program-toolkit
htps://www.cms.gov/About-CMS/Agency-Informa�on/OMH/Downloads/connected-partnertoolkit.pdf
htp://www.ihi.org/resources/Pages/Tools/Quality-Improvement-Essen�alsToolkit.aspx?utm_campaign=QI-Toolkit-Promo�on&utm_medium=TopicLandingPage&utm_source=IHI
htp://www.ihi.org/resources/Pages/Tools/PlanDoStudyActWorksheet.aspx
This publica�on was made possible by Grant #H54RH00046 (MT Medicare Rural Hospital Flexibility Grant) from
the Health Resources and Services Administra�on (HRSA), Oﬃce of Rural Health Policy (ORHP) to the MT
Department of Public Health and Human Services (DPHHS). Its contents are solely the responsibility of the
authors and do not necessarily represent the oﬃcial views of HRSA, ORHP or MT DPHHS.
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