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Hospital Recruitment



Finding The Way Forward
Numbers 
Know your numbers -blood 
pressure, blood sugar, 
cholesterol, etc.

Engage 
Be active - engage your mind 
and body 

Support
Ask for help - for yourself and 
your caregivers  from  community 
resources 

Willingness
Be willing – manage your 
medicines and lifestyle choices
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COMPASS: Processes for a 
Multidimensional Intervention

1) Care Model that creates processes for post-acute care

– 2-day post-discharge call and medication reconciliation

– 7- to 14-day comprehensive post-acute medical & 
functional assessment; caregiver assessment

– Individualized E-care plan for each patient- consistent with 
CMS requirements 

2) Systematic communication with primary care, home health 
providers, and community agencies for each patient (e.g. 
eCareplan, referrals, and visit notes)   

3) Quality Performance Indicators 



Changing Structures of Care 
to improve outcomes that matter to patients

Post-acute Nurse Coordinator 
(PAC):

A registered nurse

• Education prior to discharge

• 2-day follow-up phone call

• Coordinate appointments with 
NP and PCP

• See patients within 7 to 14 days

• Follow-up calls at 30 and 60 days 

• Connect with community 
referrals

Advanced Practice Practitioner 
(APP):
A nurse practitioner or physician 
assistant

• See patients within 7 to 14 days 

• Establish an individualized care 
plan 

• Provide referrals to home health, 
outpatient therapy, and 
community services

• Support PCP, provide notes and 
communications related to post-
acute care



Information on the Individualized eCare Plan
• What are my health concerns? 

– Explains issues found through eCare Plan assessments

• Why is this important to me? 
– Explains how this issue can affect overall health and stroke 

recovery

• How do I find my way forward? 
– Provides recommendations and referrals for dealing with the 

health issue

• Summative Report
– A summary report created for patients that are at high risk of 

readmission

• Community Resources Page
– Provides contact information to services that was 

recommended in the How do I find my way forward column of 
eCare Plan



eCARE Plan: Engage



eCare Plan: Numbers



eCARE Plan: Support



eCARE Plan: Willingness



eCare Plan: Default Messaging



Accessing Community Resources on eCare Plan

• Includes basic information about local resources 
recommended to patients on the “How do I find my 
way forward” column of eCare Plan

• Patients only referred to resources that provide 
services within their county of residence 

• Providers can customize which resources appear on 
Community Resources page 



eCare Dashboard



Study Website
https://www.nccompass-study.org/

https://www.nccompass-study.org/


Website Features:
Hospitals and Providers

COMPASS Study Overview and News

Up-to-Date Resources:

– Patient/Caregiver Handouts:
• English and Spanish

• Printable Versions

– Checklists, Helpful Hints

– eCare Application Website Resources:
• Getting Started

• Instructions/Tutorials

– Training Webinars


