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This resource adapts the TeamSTEPPS (“Team Strategies & Tools to Enhance Performance and Patient 

Safety”) communication elements to specifically address care transitions.  

 

 

How can you adapt key TeamSTEPPS tools to build strong communication pathways?  

Using key steps from ECHO Session 2 Partnership Resource (e.g., HRSN Screen, Needs Documentation, 

etc.), consider these questions: 

1. What communication methods are best applied at different points of patient information handoffs? 

a. Verbal (e.g., by phone or in person) 

b. Written (e.g., by email or case note/medical record) 

Relatedly, a key lesson from the CMS-funded Accountable Health Communities Model:1  

“…technology alone is not the solution. Relationships across care teams, within health systems, 
with CBOs, and with community members are necessary to equitably and effectively address 
HRSNs. “ 

https://www.ahrq.gov/teamstepps-program/curriculum/communication/index.html
https://www.cms.gov/priorities/innovation/media/document/ahcm-cross-sector-data-sharing
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c. Electronic health record 

d. Social needs platform 

e. Combination 

2. Where can hospitals/ACOs & CBOs engage to plan communications and mitigate confusion? 

3. Without fully reliable and accessible technology/referral platforms, how can hospitals/ACOs & CBOs 

use evidence-based/effective communication pathways to ensure continuity of care/effective care 

transitions (including discharge planning and post-discharge follow-up)? 

4. Where can CBOs play a role to facilitate improved communication and outcomes? 

The table below offers communication considerations for each step in the transition process. 

Step  Typically Involves Communication Pathway Considerations 

HRSN 

Screen 

• Standardized screening tool 

• Staff responsible and trained 

• Protocols in place 

• Data systems to capture results 

• What communication protocols facilitate HRSN screening? 

• Who is involved in developing communication protocols? Do 

these protocols address hospital/ACO & CBO needs? Are 

they bidirectional? 

Needs 

Docu-

mented 

• Staff with appropriate knowledge 
to review screening results 

• Data system protocols for 
sharing results 

• Protocols for referrals, follow up 
and discharge planning 

• Knowledge of available social 
support resources 

• What communication protocols facilitate sharing results? 

• How is documented information communicated, and to 

whom? When and how should CBOs be engaged? 

• What are the barriers to effective communication? For the 

giver? For the receiver?  

• Where does the patient and/or family fit in? 

Referral 

to CBO 

• Referral protocols 

• Staff trained and responsible for 
handoff/referral/documentation 
in social needs platform 

• Secure data system for sharing 
and documenting 

• What communication protocols support the referral process? 

• Where & how can SBAR (Situation–Background–

Assessment–Recommendations) augment the process?  

• What information must be shared, and at what point, to 

support effective CBO referral? 

• What communication options circumvent social needs 

platforms or one-way, read-only, non-interoperable systems? 

Follow 

Up 

• Protocols for engaging person 
and developing a person-
centered plan 

• CBO staff responsible & trained 

• Secure data system for 
documenting person-centered 
plan, services, tracking follow up 

• Notification of hospital of follow 
up, results, and plan 

• What communication protocols should be in place to ensure 

closed-loop follow-ups? 

• What does the hospital/ACO need from the CBO to maintain 

clear communication pathways? 

• How can communication tools and methods support a 

closed-loop process? 

• What communication barriers do hospitals/ACOs & CBOs 

experience at follow-up? How can communication protocols 

help? 

Outcome 

• Identified metrics tracked at 
specific time points 

• Secure data system to capture 
information that has a feedback 
loop to the hospital 

• Protocol for engaging the person 
over time and documenting 
outcomes 

• What communication protocols support improved outcomes? 

• What should be documented to measure impact of 

communication on care transitions and outcomes?  

• What should CBOs share back with hospitals/ACOs post-

discharge, and how? 

• What do hospitals/ACOs need from CBOs to understand 

what services/supports were in place and, if applicable, what 

led to readmission? 

 

What conversations will you have with your partner in the next week to consider community 

pathways? What will you report out on during the third Peer Working Session on April 2? 

 


