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I.Purpose
Pfizer Independent Grants for Learning & Change (IGLC), Bristol-Myers Squibb Independent
Medical Education (IME) and The Joint Commission are collaborating to offer a new grant
opportunity focused on transitions of care (TOC) for patients with venous thromboembolism
(VTE). VTE includes pulmonary embolism (PE) and deep-vein thrombosis (DVT). The primary
goal of this request for proposals (RFP) is to accelerate the development and adoption of
evidence-based approaches that have the capacity to improve the safety and effectiveness of
patient movement from one care setting to another. In particular, this grant mechanism will
support the development, testing and implementation of sustainable TOC strategies and
programs that can be shown to improve the safety and effectiveness of care for VTE patients,
and ultimately may lead to broader application of identified TOC strategies to other patient
populations. The second goal of this RFP is to reduce VTE recurrence rates by:
a) improving the care of the newly diagnosed VTE patient
b) improving the transition-of-care of the patient from the hospital to an ambulatory care
setting through healthcare professional and patient education, enhanced communication
systems, and accountability
c) improving patient adherence to prescribed oral anti-coagulation therapy for secondaryVTE risk reduction
For the purpose of this RFP, transitions of care are defined as the movement of patients
between health care practitioners, settings (described below), and home as their condition and
care needs change.1 Unfortunately, these transitions do not always go smoothly. Ineffective
care transition processes can lead to adverse events2,3 as well as higher hospital readmission
rates and associated costs.3 Transition problems can occur between virtually any type of health
care setting, but especially when patients transition between the hospital and other settings.
While improving transitions of care is a priority for all patients, patients who have had a VTE are
often at high-risk for recurrence and therefore require a coordinated treatment transition plan
from hospital to outpatient setting. VTE patients may develop an asymptomatic DVT, and die
from PE even before the diagnosis is suspected. The majority of fatal events occur as sudden or
abrupt death, underscoring the importance of prevention as the most critical action step for
reducing death from PE.4 The estimated annual incidence of DVT and pulmonary embolism PE
in the USA is 900,000.4 Hospitalization and nursing home residence together account for almost
60% of incident VTE events occurring in the community,5 making improvement in care transitions
an important opportunity that may significantly reduce venous thromboembolism incidence.5
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Responses to the RFP should primarily focus on transitions of care related to patient movement
between and among:
 acute care hospitals (academic medical centers and community based hospitals)
 home care services
 long term care facilities and/or
 outpatient/ambulatory care facilities
Potential areas for RFP development focusing on transitions of care of VTE patients may
include, but are not limited to:
 Implementation and evaluation of TOC programs
 Compliance with and impact of various TOC models
 Communication including confirmation of receipt of intended communications
 Education or training for healthcare professionals on VTE treatments and strategies for
reducing the risk of secondary VTE
 Education materials for patients on VTE and medication adherence
 Monitoring of transitions and longitudinal tracking of effectiveness
Proposals should be well-balanced and focus on key aspects of transitions of care, including:
multidisciplinary collaboration, early diagnosis of VTE patients, transitional planning, medication
management, patient and family action/engagement and transfer of information.
This RFP has two stages. Stage 1 is the submission of a Letter of Intent (LOI). If your letter of
intent is selected you will be invited to submit a full proposal. Stage 2 is the submission of the
full grant proposal.
This RFP is being issued by the collaborating organizations. The Joint Commission will lead the
application evaluation process and oversee a Proposal Review Committee that will make the
final funding decision. All grant funding will be provided by Pfizer on behalf of the Pfizer/ BristolMyers Squibb Alliance.
II.Background
Transitions of Care
The seven Foundations of Safe Transitions include leadership support, multidisciplinary
collaboration, patients at risk, medication management, transitional planning, patient/family
education and transfer of information. For more information about the Foundations and a broad
overview of issues and solutions associated with improving transitions of care, please refer to
the following two documents and the link to additional resources:
 The Joint Commission. Transitions of Care: The need for a more effective approach to
continuing patient care. June 2012.
http://www.jointcommission.org/assets/1/18/Hot_Topics_Transitions_of_Care.pdf
 The Joint Commission. Transitions of Care The need for collaboration across entire
care continuum, February 2013.
http://www.jointcommission.org/assets/1/6/TOC_Hot_Topics.pdf Additional resources
may also be found at The Joint Commission’s Transitions of Care Portal:
http://www.jointcommission.org/toc.aspx
Many factors contribute to ineffective transitions of patient care, and these root causes often
differ from one health care organization to another.6 The root causes most often described in
medical literature and by experts include:

02/10/2015

2

Communication breakdowns: Care providers may not effectively or completely communicate
important information among themselves, to the patient, or to those taking care of the patient at
home in a timely fashion.7,6 The communication method – whether verbal, recorded, or written –
is sometimes ineffective. For example, the Center for Transforming Healthcare’s hand-off
communication project found the following risk factors among those relating to communication:6
 Expectations differ between senders and receivers of patients in transition
 Culture does not promote successful hand-off (e.g., lack of teamwork and respect)
 Inadequate amount of time provided for successful hand-off
 Lack of standardized procedures in conducting successful hand-off, e.g. use of SBAR
(situation, background, assessment, recommendation)
The full list of root causes and solutions is available on the Center website.
http://www.centerfortransforminghealthcare.org/
Patient education breakdowns: Patients or family/friend caregivers sometimes receive
conflicting recommendations, confusing instructions regarding medication regimens, and unclear
instructions about follow-up care. Patients and caregivers are sometimes excluded from the
planning related to the transition process. Patients may lack a sufficient understanding of the
medical condition or the plan or care.8 As a result, they may not understand the importance of
following the care plan, or lack the knowledge or skills to do so.
Accountability breakdowns: In many cases, there is no physician or clinical entity that takes
responsibility to assure that the patient’s health care is coordinated across various settings and
among different providers.8 Providers – especially when multiple specialists are involved – may
fail to coordinate care or communicate effectively, which may lead to confusion for the patient
and those responsible for transitioning the care of the patient to the next setting or provider.
Several evidence-based transitions of care models have been developed to improve patient
outcomes. These models include:
 Care Transitions Intervention (CTI)9 (http://www.caretransitions.org/)
 Transitional Care Model (TCM)10 (http://www.transitionalcare.info/)
 Better Outcomes for Older Adults through Safe Transitions (BOOST)11
(http://www.hospitalmedicine.org/AM/Template.cfm?Section=Home&CONTENTID=2765
9&TEMPLATE=/CM/HTMLDisplay.cfm)
 The Bridge Model12 (http://www.transitionalcare.org/the-bridge-model/)
 Guided Care13 (http://www.guidedcare.org/)
 Geriatric Resources for Assessment and Care of Elders (GRACE)14
(http://graceteamcare.indiana.edu/home.html)
 Project RED (Re-Engineered Discharge)15
(http://www.ahrq.gov/professionals/systems/hospital/red/index.html)
 The Joint Commission Center for Transforming Healthcare Targeted Solutions Tool
(TST)™ for Hand-off Communications6
(http://www.centerfortransforminghealthcare.org/projects/detail.aspx?Project=1)

02/10/2015

3

Venous Thromboembolism
VTE treatment and reducing the risk of secondary VTE is the focus of this Transitions of Care
RFP since appropriate care of a VTE patient requires in-patient and out-patient coordination.
VTE has been identified as the most common preventable cause of hospital death, and as many
as three-quarters of all VTE-related deaths may be related to hospitalization.16 In a review of
evidence-based patient safety practices, the Agency for Healthcare Research and Quality
defined thromboprophylaxis to reduce the risk of VTE as the "number one patient safety practice"
for hospitalized patients.16 Updated “safe practices” published by the National Quality Forum
(NQF) recommend routine evaluation of hospitalized patients for risk of VTE and use of
appropriate prophylaxis.16 While the majority of VTE cases are associated with recent
hospitalization, a substantial number of these patients develop their clinical manifestations of
VTE after hospital discharge.16 For some conditions such as operations for total hip replacement
or in those patients undergoing surgery and subsequent treatment of malignancy, the risk for
development of VTE may be present for as many as six weeks after hospital discharge.16
To achieve better patient outcomes, patient education and involvement is a vital component of
an anticoagulation therapy program.17 Patients benefit from education about the potential
consequences of both their disease and its treatment.18 Medication regimens with
anticoagulation will continue after discharge, so hospital providers need to communicate ample
information during the inpatient period and transition to outpatient care so the patient will be
able to practice self-management at home.19 The provision of written instructions about
discharge medications has been shown to improve patients’ knowledge and decrease
medication errors.20 Thorough patient education on anticoagulation has been shown to
decrease the risk of bleeding in older adults,21 and non-adherence to warfarin was the most
common cause for non-therapeutic INR levels that could lead to poor outcomes.22
The Agency for Healthcare Research and Quality (AHRQ) and The Centers for Medicare &
Medicaid (CMS) CAHPS® Hospital Survey are publicly reporting whether staff gave patients
information about new medications, and if the patient received information in writing about what
symptoms or health problems they need to be aware of post-hospitalization.23 Additionally, the
National Quality Forum’s (NQF) National Voluntary Consensus Standards for Prevention and
Care of VTE, call for the provision of “accurate verbal and written patient education that is
appropriate to the setting and patient reading levels.”24 Further The Joint Commission’s 2008
National Patient Safety Goal for Hospitals calls for healthcare organizations to “reduce the
likelihood of patient harm associated with the use of anticoagulation therapy, by providing
education regarding anticoagulation therapy to prescribers, staff, patients and families, and
further enumerates the required educational criteria for patient/family education which includes
the importance of follow-up monitoring, compliance issues, dietary restrictions, and potential for
adverse drug reactions and interactions.”25 For patients at risk for VTE, this education is a vital
component associated with the transition of care from the inpatient to the outpatient arena that
can help achieve successful outcomes, and reduce hospital readmission rates.
Measuring the effectiveness of transitions
The primary goal of transitions of care processes is to provide the patient a safe, successful
transition from one provider to the next. Proposals submitted in response to this RFP must
evaluate the efficiency and effectiveness of transitions. This may include an evaluation of the
impact on:
 readmissions data
 patient and family satisfaction scores
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measure specific components of the transitions process relating to pre-admission
activities
follow-up telephone calls
follow-up appointments
medication orders and management
post-discharge activities
home visits
Etc.,

A growing number of nationally standardized performance measures are available on the topics
of VTE and transitions of care. Whenever possible, standardized measures should be
incorporated into submitted proposals.
Quality Measures Related to Transitions of Care and VTE
Organization
National Quality Measures Clearinghouse (Care Transitions)
http://www.qualitymeasures.ahrq.gov/index.aspx

Measures
100

National Quality Forum (Care Coordination measures)
http://www.qualityforum.org/Home.aspx

5

National Quality Measures Clearinghouse (VTE)

58

National Quality Forum (VTE measures)

17

The Joint Commission (VTE)
http://www.jointcommission.org/core_measure_sets.aspx

6
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III.RFP Requirements
Total Awards

Up to $2,000,000 will be disbursed across selected projects
Expected range of funded projects will be $50K to $500K
depending on size and scope of initiative proposed.
Smaller community-project proposals in the $100K range are also
encouraged.

Target Settings
Geographic Scope
Specific Area of
Interest for this RFP

Applicant Eligibility
Criteria

Selection Criteria

Key Dates/Deadlines
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Project plans should not exceed 24 months duration.
Hospitals, home care, long term care, and out-patient /ambulatory
care settings
United States only
Improving the efficiency and effectiveness of transitions in care for
patients with a VTE. Proposals should address key elements of
successful transition programs that include: leadership support,
multidisciplinary collaboration, early identification of
patients/clients at risk, transitional planning, medication
management, patient and family action/engagement, and/or
transfer of information
Hospitals, healthcare systems, pharmacy, medical, nursing,
allied health professional schools, healthcare institutions,
professional associations and others with a mission related to
health care improvement may apply.
Collaborations across providers, institutions, organizations, and
associations are encouraged. Inter-professional collaborations
that promote teamwork among institutions and community and
state-based organizations and associations are also encouraged.
Additionally, if applicant entities are accreditable by The Joint
Commission (e.g., hospitals) they must be accredited; if not
accreditable (e.g. professional associations) this requirement
does not apply,
Applications will be evaluated based upon:
 Potential impact and expected outcomes of the project
 Knowledge of and experience with the area
 Capability of carrying out the work
 Innovative approaches and applications
 Collaboration if appropriate
 Dissemination strategies
February 10, 2015 – RFP released
March 2, 2015 – Responses to Frequently Asked Questions
posted on Pfizer IGLC website if any specific to this RFP are
received
March 31, 2015 5:00pm Eastern Time – Letters of Intent due
May 22, 2015 – Applicants notified via email; Invited to submit full
proposal
July 9, 2015 5:00pm Eastern Time – Full proposals due
Sept 8, 2015 – Notification of decisions
On or after Oct 1, 2015 – Funded projects start
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IV.How to Apply
Letter of Intent
The Letter of Intent or LOI is a brief concept document that describes the proposed project at a
high level. Refer to Appendix A - Letter of Intent Requirements for instructions regarding
what should be included in the LOI. The Proposal Review Committee will select letters of intent
that are best aligned with the purpose of the RFP. All applicants will be notified with either an
acceptance or a declination. Successful LOI applicants will be asked to submit a full grant
proposal for funding consideration.
LOI Submission
All Letters of Intent must be submitted online via the Pfizer IGLC website by the deadline of
March 31, 2015. Refer to Appendix A - Letter of Intent Requirements for instructions
regarding what should be included in the LOI.
 Visit the website at www.pfizer.com/independentgrants and click on the button “Go to the
Grant System”.
 You will be prompted to take the Eligibility Quiz to determine the type of support you are
seeking. Please ensure you identify yourself as a first-time user.
 Submit your LOI under the dropdown selection area: Transitions of Care VTE.
 Complete all required sections of the online application and upload the LOI.
Full Proposals
A limited number of applicants will be invited to submit for consideration a full proposal of no
more than 10 pages, accompanied by a line item budget. The full proposal format will be
shared with the invitation to submit.
V.Questions
If you have questions regarding this RFP, please direct them in writing to the Pfizer Education
Director for this clinical area, Jackie Waldrop, email: Jacqueline.Waldrop@Pfizer.com with the
subject line “RFP Transitions of Care for VTE”. Responses to common questions will be posted
on the “Request for Proposals” section of the Pfizer IGLC website at
www.pfizer.com/independentgrants.
You may also contact The Joint Commission via the Pfizer IGLC e-mail IGLC@pfizer.com.
VI.Terms and Conditions for this RFP and submissions through Pfizer IGLC website
1. This RFP does not commit Pfizer or its partners to award a grant or a grant of any
particular size if one is awarded, nor to pay any costs incurred in the preparation of a
response to this request.
2. Pfizer and its partners reserve the right to accept or reject any or all applications received
as a result of this request, or to cancel this RFP in part or in its entirety, if it determines it is
in the best interest of Pfizer or its partners to do so.
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3. For compliance reasons and in fairness to all applicants, all communications about the
RFP must come exclusively to Pfizer IGLC, BMS IME, or to the Joint Commission.
Applicants should not contact other departments within Pfizer or BMS regarding this RFP.
Failure to comply will disqualify applicants.
4. Consistent with its commitment to openness and transparency, Pfizer reports education
grants provided to medical, scientific, and patient organizations in the United States. Pfizer
reserves the right to announce the details of successful grant application(s) by whatever
means insures transparency, such as on the Pfizer website, in presentations, and/or in other
public media. In the case of this RFP, a list of all LOIs selected to move forward may be
publicly disclosed. In addition, all approved full proposals, as well as all resulting materials
(e.g., status updates, outcomes reports, etc.) may be posted on the IGL&C website and/or
any other Pfizer document or site.
5. Pfizer and its partners reserve the right to share with organizations that may be interested
in contacting you for further information (e.g., possible collaborations) the title of your
proposed project and the name, address, telephone number, and e-mail address of the
applicant from the requesting organization.
6. To comply with 42 U.S.C. § 1320a-7h and 42 C.F.R. §§ 403.900-.914 (the Sunshine Act),
Provider (sponsor) must provide to Pfizer specific information for the U.S.-licensed
physicians and U.S. teaching hospitals (“Covered Recipients,” as defined by applicable law)
to whom Provider (sponsor) furnished payments or other transfers of value from the original
independent grant awarded by Pfizer. Those payments or transfers-of-value include
compensation, reimbursement for expenses, and meals provided to faculty (planners,
speakers, investigators, project leads, etc.) and “items of value” (items that possess a value
on the open market, such as textbooks) provided to faculty and participants, if those faculty
and/or participants meet the definition of Covered Recipient. Provider (sponsor) must submit
the required information during the reconciliation process or earlier, upon Pfizer’s request, so
Pfizer can meet Sunshine Act reporting commitments. Be advised that Pfizer will not make
any payments to any individuals; grant funding shall be paid directly to Provider (sponsor).
7. No portion of a Pfizer independent grant may be used for food and/or beverages for
learners and/or participants in any capacity. Provider (sponsor) will be required to certify
during the reconciliation process and/or the periodic collection of Sunshine reporting that
funds were not used for food and/or beverages for learners and/or participants.
8. In the performance of all activities related to an independent grant, the Provider (sponsor)
and all participants must comply with all applicable Global Trade Control Laws. “Global
Trade Control Laws” include, but are not limited to, U.S. Export Administration Regulations;
the International Traffic in Arms Regulations; EU export controls on dual-use goods and
technology; Financial Sanctions Laws and Restrictive Measures imposed within the
framework of the CFSP - Treaty on European Union; and the economic sanctions rules and
regulations administered by the U.S. Treasury Department's Office of Foreign Assets
Control.
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Appendix A ‐ Letter of Intent Requirements
LOIs should be single‐spaced using Calibri 12‐point font and 1‐inch margins. Note there is a 3‐
page limit in the main section of the LOI. LOIs not meeting these standards will not be
reviewed.
LOIs should include the following sections
Main Section (not to exceed 3 pages):
A. Title
B. Goal ‐ Briefly state the overall goal of the project. Also describe how this goal aligns with
the focus of the RFP and the goals of the applicant organization(s).
C. Objectives ‐ List the overall objectives you plan to meet with your project.
D. Assessment of Need for the Project
1. Please include a quantitative baseline data summary, initial metrics (e.g., quality
measures), or a project starting point (please cite data on gap analyses or
relevant patient‐level data that informs the stated objectives) in your target
area. Describe the source and method used to collect the data.
2. Describe the primary audience(s) targeted for this project. Also indicate whom
you believe will directly benefit from the project outcomes.
E. Project Design and Methods
1. Describe the planned project and the way it addresses the established need.
2. If your methods include educational activities, please describe succinctly the
topic(s) and format of those activities.
F. Innovation
1. Explain what measures you have taken to assure that this project idea does not
duplicate other projects or materials already developed.
2. Describe how this project builds upon existing work, pilot projects, or ongoing
projects developed either by your institution or other institutions related to this
project.
G. Design of Outcomes Evaluation
1. In terms of the metrics used for the needs assessment, describe how you will
determine if the practice gap was addressed for the target group.
 Identify the sources of data you anticipate using to make the
determination.
 Describe how you expect to collect and analyze the data.
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Explain the method used to control for other factors outside this project
(e.g., use of a control group or comparison with baseline data).
2. Quantify the amount of change expected from this project in terms of your
target audience.
3. Describe how the project outcomes might be broadly shared or disseminated.
H. Anticipated Project Timeline
I. Requested Budget Amount
1. A total amount requested is the only information needed for the LOI stage. Full
Budget is not required. This amount can be adjusted at the Full Proposal stage
as applicable.
2. While estimating your budget please keep the following items in mind:
 Institutional overhead and indirect costs may be included within the
grant request. Examples include human resources department costs,
payroll processing and accounting costs, janitorial services, utilities,
property taxes, property and liability insurance, and building
maintenance as well as additional project expenses such as costs for
publication, IRB / IEC review fees, software license fees, and travel.
Please note: Pfizer does not provide funding for capital equipment.
 It should be noted that grants awarded cannot be used to purchase
therapeutic agents (prescription or non‐prescription).
 The maximum allowed overhead rate is 28%.
Organizational Detail (not to exceed 1 page)
Describe the attributes of the institutions/organizations/associations that will support
and facilitate the execution of the project and the leadership of the proposed project.
Articulate the specific role of each partner in the proposed project. Letters of support
from partner organizations will be required at the Full Proposal stage only and should
not be included with the LOI.
LOIs should be single‐spaced using Calibri 12‐point font and 1‐inch margins. There is a 3‐page
limit for the main section and a 1‐page limit for organizational detail. If extensive, references
may be included on 1 additional page. Final submissions should not exceed 5 pages in total (3
pages for the main section, 1 page for organizational detail, and 1 page for references).
Make every effort to submit as few documents as possible—you are encouraged to include all
required sections in one document. There is no need to submit the organization detail or
references in a document separate from the main section of the LOI.
Please note the formatting and page limit for the LOI. The LOI is inclusive of additional
information of any kind. A submission exceeding the page limit WILL BE REJECTED and
RETURNED UNREVIEWED.
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