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Care Transitions Self-study
Post Quiz

1. Complete the following statement:  Readmissions are often a sign of _________________ discharge planning, ____________ care coordination between hospital and _______________ clinicians and the lack of effective longitudinal community-based care.  The additional hospital stays imply that many patients are getting sicker, not __________, after their initial discharge.

2. Identifying patients at risk for early readmission.  Which of the following does not fit?

a. Have a history of prior hospitalization

b. Taking multiple and or high risk medications

c. Are low income

d. Have been diagnosed with a high-risk medical condition

e. Are frail or elderly

f. Have a low health literacy

g. Have limited support available in their homes or communities

h. Have not been consulted about palliative care/end-of-live wishes

3. Transitional care only applies to the transition from the hospital to the medical home.

a. True

b. False

4. An Enhanced Discharge Process includes 3 points of care.  They are:
a. During Hospitalization -_________________

b. At Discharge-___________________

c. Post-discharge-______________________

i. List an action during each point of care that could improve the discharge process.

5. ______________________ is an educational technique used by health care practitioners to determine patient understanding.

6. When using teach back, patients are asked to ______________ and ______________ in their own words the information, decisions, or concepts discussed to determine patient ____________________.

Thank you for completing the Care transitions and reviewing the transitions of care tools.  We hope this information has been helpful.  We look forward to reviewing and discussing the transitions of care process with you.

The Mi-CCSI Training Team
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