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A Multifaceted Approach to 

Improve Transitional Care

¸Support older patients and their caregivers

¸Improve patient safety

¸Measure performance/improve quality

¸Build health care practitioners competency

¸Inform and influence health care policy



Listen to Your Patients:

They Are Telling You 

How to Improve Quality 

I̧nadequately prepared for next setting

¸Conflicting advice for illness management

I̧nability to reach the right practitioner

¸Repeatedly completing tasks left undone

© Eric A. Coleman, MD, MPH
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Fragmented Care 

Threatens Quality and Safety
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Manifestations of Poor Transitions

¸Medication errors

¸Absence of follow-up care

¸Greater use of hospital and emergency room

¸Higher costs of care
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1. One in five Medicare Beneficiaries are readmitted in 30 days

2. National cost of over USD $17 Billion

3. Half of patients readmitted had no physician contact

4. 70% of surgical readmits were for chronic medical conditions
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Process Mapping

¸Led by Colorado Foundation for Medical Care

¸Applied principles of lean thinking to intake 

and discharge processes for hospital, skilled 

nursing facilities, and home health care



Hospital Discharge
TOC CFMC

Thursday, April 05, 2007

Print daily

census

Manually

compare todayôs

census w/

yesterdayôs

census

Manually

transfer

yesterdayôs

census notes to

todayôs census

New Patient?

Yes

No

Look in

Meditech

Check email

and voicemail

Make notes on

census and/or

face sheets

Confirm pt

assignments with

CMs/SWs

Print face sheets

Prioritize patients:

1) d/c today

2) d/c tomorrow/

soon

3) need initial

assessment

Based on

priority look for

pt chart at nurse

station

Chart found?

Yes

No

Take chart to

CM/Phys Room

w/PCs

Chart with

nurse?
Yes No

Chart with

Phys?

Yes

No

Look in chart for:

- Progress notes

- Discharge order

- Other

Ready for

d/c?
Yes No

d/c order

signed?
Yes No

Enter CM notes in

Meditech and in

chart

Place d/c forms

(and others?) in

chart (if not

already in chart) to

prepare for d/c

Take chart back to

nurse station

Call/page/cell/text/

email hospitalist to

get signiture

svcs

required?
Yes No

svcs

arranged?

No

Yes

Look for previous

residence:

 - Meditech

- Chart

- Face sheet

Call and confirm

arrangements:

- Bed available

- HH start date

Previous

SNF/HH?

Yes

No

Ask pt and/or

family for

preference

Talk to liaison

if available

Call 1st choice, if

not avail, call 2nd

choice, if not avail,

call 3rd choice

Update pt and

family re: SNF/HH

Choice letter

signed?
Yes

No

Ask pt to sign

choice letter or get

verbal agreement

Call family/contract

w/ update re: svcs

arranged

Arrange

transportation

Update pt re:

arrangements,

transportation

time, etc.

Make notes

in chart

Print standard info

from Meditech

(see checklist of

13 elements)

Copy info from

chart (see

checklist of 13

elements)

Fax Môtech

printouts and chart

notes copies to

facilities or

agencies

Put printouts &

copies in

envelope

Write notes on

envelope for

charge nurse re:

whatôs missing

CM d/c summary

note in Meditech

Finish filling

out d/c order

(pink sheet)

Call SNF/HH to

let them know

info has been

faxed

Hole-punch fax

information &

place in chart

Put envelope on

charge nurseôs

desk for nurse

to finish

Nurse prints out

MARS

d/c order

signed?

No

Yes

Call/page/text/

email hospitalist

Wait for

Phys

signiture

RN call

ñReportò to

receiving

facility

Nurse

physically

prepares pt for

d/c

Nurse delivers

final d/c

instructions

RN d/c note

in Meditech

MD medication

reconciliation

RN call pt w/in 24

hrs (d/côd to home)



Perhaps this is an ideal time to 

re-invent discharge planning?



Transition-Related Medication Errors: 

The Perfect Storm
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Medication Errors

¸In 46% of hospitalized patients, one or more 
regularly taken medications are omitted 
without explanation

Potential for harm estimated for 39% cases

Cornish Arch Int Med 2005 (165) 424-9

¸Transfers NH=> hospital, average 3 
medications changes; 20% lead to ADE
Boockvar Arch Int Med 2004 (164) 545-50
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Confluence of National Attention
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It Is Not a Matter of ñIfòBut ñWhenò



Medicare Payment Advisory 

Commission (MedPAC)

Policies to align incentives to reduce readmissions

1) Public disclosure of hospital 30-day             

(risk-adjusted) readmission rates 

2) Adjust payment based on performance         

(i.e., readmissions may not receive full payment)

3) Bundling payment across hospitals and MDs
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www.hospitalcompare.hhs.gov

¸Public reporting for 30-day readmissions (Heart 

Failure, Pneumonia, Myocardial Infarction)

¸Risk adjustment focuses on co-morbidity

¸Opportunity for improvement
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Realignment of Financial 

Incentives to Promote 

Coordinated Care

¸Patient Centered Medical Home

¸Bundled Payment

¸Accountable Care Organizations



SEC. 3023. NATIONAL PILOT 

PROGRAM ON PAYMENT 

BUNDLING

¸Pilot program for 
integrated care 
during an episode of 
care around a 
hospitalization

¸3 days prior to admit 
and 30 days post 
discharge

¸Starts no later than 
2013

¸Acute inpatient 

services

¸Physiciansôservices 

in/out patient

¸ED services

¸Post-acute services 

(home health, SNF, 

rehab, LTACH)



SEC. 3025. HOSPITAL 

READMISSIONS REDUCTION 

PROGRAM

¸ Starts Oct 1, 2012 (some hospitals are exempt)

¸ Reduce payments by the product of:

Base DRG payment X adjustment factor (defined as 1 minus 

the ratio of aggregate payments for excessive readmissions 

over the aggregate payments for all discharges)

¸ Begins with selected applicable conditions and then expands 

gradually to cover more conditions





SEC. 3026. COMMUNITY-BASED 

CARE TRANSITIONS PROGRAM

¸HHS Secretary funds eligible entities to furnish 

care transition services to high-risk Medicare 

beneficiaries

¸Entities include: hospitals with high readmit rates 

and community-based organizations that provides 

defined care transition services across a 

continuum of care

¸High risk patients based on HCC or 5 other 

criteria

¸Starts Jan 1, 2011; Up to $500M of eligible 

funding



Engaging Physicians



Journal of Hospital Medicine 4(6):364-370 July/August 2009



Consensus StatementðStandards

Care plans/transition record.Minimal set of data elements 

that should always be part of the transition record.

Communication infrastructure. All communications between 

providers and between providers and patients and 

families/caregivers need to be HIPAAïcompliant and 

accessible to patients and practitioners who care for them.

Transition responsibility. The sending provider/institution/ 

team maintains responsibility for the care of the patient 

until the receiving clinician/location confirms that the 

transfer and assumption of responsibility is complete.



Engaging Hospitals
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Why Would a Hospital Invest in 

Reducing Readmissions?

¸Improve community image (discharge is 

lowest rated aspect of hospital stay) 

¸Meet Joint Commission standards 

¸Create capacity for  higher revenue patients

¸Improve market share/ñpreferred providerò

¸Avoid litigation

¸Prepare for changes in reimbursement 



¸The goal of Project BOOST (Better Outcomes for 
Older adults through Safe Transitions) is to 
improve the care of patients as they transition 
from hospital to home.

¸Grant from John A. Hartford Foundation to 
develop a discharge toolkit, resources, and 
technical support/mentoring

¸Improving performance in hospitals nationwide



Administration on Aging

¸RFP though the Aging and Disability 

Resource Centers (ADRCs)

¸National competition for funds to support 

community based discharge planning



Next Step in Care

¸Launched by United Hospital Fund of New York

¸Materials designed to support family caregivers 

¸Focus on navigation, resources, HIPAA laws as 

they apply to family caregivers

¸www.nextstepincare.org



National Quality Forum

¸Endorsed Care Transitions Measure

¸Endorsed Hospital Consumer Survey HCAHPS

¸Soon to be released: Best Practices in Care 

Coordination/Transitional Care



National Transitions Of Care Coalition 

(NTOCC)

¸NTOCC was formed to bring together 

stakeholders from various care settings to 

create a common set of resources

¸www.NTOCC.org includes resources, tools, 

measures, bank of presentation slides, & more
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Self-Care Support for the 

ñSilentò Care Coordinators

¸By default, patients/family caregivers perform a 

significant amount of their own care coordination

¸They do this without skills, tools and confidence 

to be effective



Informed,

Activated

Patient

Productive

Interactions

Prepared,

Proactive

Practice Team

Functional and Clinical Outcomes

Delivery

System

Design

Decision

Support

Clinical

Information

Systems

Self-

Management 

Support

Health System

Resources and Policies

Community 

Health Care Organization

Chronic Care Model
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Key Elements of 

The Care Transitions InterventionTM

¸Low-cost, low-intensity, adapt to different settings

¸One home visit, three phone calls over 30 days

¸ñTransition Coachò is the vehicle to build skills, 

confidence and provide tools to support self-care

ïModel behavior for how to handle common problems

ïReconcile pre- and post-hospital medications

ïPractice or ñrole-playò next encounter or visit
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Four Pillars

¸Medication self-management

¸Patient-centered record

¸Follow-up with PCP/Specialist

¸Knowledge of ñred flagsò or warning 

signs/symptoms and how to respond 
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Remember 

to take this Record with you

to all of your doctor visits

Personal

Health

Record
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The Personal Health Record

¸Current medical conditions

¸Red flags, or warning signs

¸Medication list and allergies 

¸Advance directives/treatment preferences

¸Room for patient questions and concerns
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Hospital Visit

¸Introduce the Program and explain how it 

will feel different

¸Introduce the Personal Health Record 

¸Schedule home visit (with family caregiver)
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Home Visit

¸Patient identifies a 30-day health related goal

¸Patient asked: ñShow me what medications you 

take and how you take themò

¸Transition Coach models the behavior for how to 

resolve discrepancies, respond to red flags, and 

obtain a timely follow up appointment

¸Patient and Transition Coach practice or role play 

next encounter(s)

¸Patient identifies 2-3 questions for next encounter
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Three Phone Calls

¸Follow-up on active coaching issues

¸Review the Four Pillars 

¸Estimate progress made in activation

¸Ensure that patients needs are being met


