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Objectives

• Understand concepts of transitional care

• Identify reasons behind suboptimal TOC

• Describe examples of successful models

Transitional Care

“care involved when a patient/client leaves one care setting...and moves to another.”

“encompasses a broad range of services and environments designed to promote the 
safe and timely transfer of patients from levels of care or across settings, has emerged to 
bridge the gap between and among a diverse range of providers, services and settings”

“a set of actions designed to ensure the coordination and continuity of care received by 
patients as they transfer between different locations or levels of care.”
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Transitions of Care

Hospital  Home

Hospital SNF

SNF Hospital

SNF  Home

ER  Med Surg 

ICU  Med Surg

https://www.pcori.org/topics/transitional-care/about-transitional-care

Communication
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Risk

• Incomplete knowledge of patient’s baseline function

• Poor communication across sites

• Incomplete transfer of information

Risk

• Inadequate preparation of patients and their caregivers

• Limited access to essential services, financial/insurance coverage

• Absence of a single point person to ensure continuity
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Care Transitions from the other side

The Other Side = Patients and Caregivers

(Mitchell, 2018)

A Vulnerable Time

• 2003 Forster et al: 20% of recently d/c’d medical pts had adverse event 
during first several weeks at home- 66% involved meds

• 2012 Foust et al: 71% of hospital d/c records of older adults with HF had 
at least one med reconciliation problem 
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A Vulnerable Time

• 2010 Corbett et al: 94% of patients having at least one discrepancy with 
an average of 3.3 per patient during hospital to home

Transitions of Care – Key Issues

(Kripalani, 2007)

• Inpatient-outpatient physician discontinuity

• Changes and discrepancies in medication regimen

• Self-care responsibilities and social support

• Ineffective physician-patient communication 
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Post Acute Care – Readmit  

Burke, 2016

Risk Factors for Readmission:

• Minority race/ethnicity

• Higher comorbidity score

• Recent admit (within 6 months)

• Cognitively/functionally impaired

• Primary dx of heart failure

• 12% within 4 days

• 27.5% within 7 days

• 49.5% within 2 weeks

Takeaways:

High stress situation involving:

• Patient

• Family/Caregiver

• Providers
Poor quality discharge leads to:

• Hospital readmissions

• Injury

• Poor patient and family satisfaction

• Undue Stress
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Core Features of Transitional Care

• Comprehensive assessment of an individual’s health goals and preferences

• Implementation of an evidenced based plan of transitional care

• Transitional care needs to be initiated at hospital admission…but extends 

beyond discharge through home visits and telephone follow-up

Core Features of Transitional Care

• Mechanisms to gather and appropriately share information across sites of care

• Engagement of patient and family/caregivers in planning and executing the 

plan of care

• Coordinated services during and following the hospitalization by a health care 

professional with special preparation in care of the chronically ill
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(Naylor, 2017)

In The Literature – TOC Clinic

$17 Billion per year

(Baldino, 2020)
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The Ideal Transition in Care Framework

(Kripalani, 2014)

1.) Discharge planning

2.) Complete communication if information

3.) Availability , timeliness, clarity and organization of information

4.) Medication safety

5.) Educating patients to promote self management

6.) Enlisting help of social and community supports

7.) Advanced care planning

8.) Coordination care among team members

9.) Monitoring and managing symptoms after discharge

10.) Outpatient follow-up

Model – Care Transitions Intervention (CTI)

https://caretransitions.org/about-the-care-transitions-intervention/
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AHRQ tool kit

https://www.ahrq.gov/patient-safety/settings/hospital/red/toolkit/index.html

Predictors 
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T.F

Patient T.F
78 year old male living in the community, independently

He has 7 Physicians caring for him

• 1 PCP

• 6 consulting 

T.F

• Problem list has 19 items

• PShx has 8 items

• Medications 33

• 22 standing and 11 prn
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The Good, The Bad, The Ugly

www.ntocc.org

GOOD

BAD

UGLY

What can we do?

http://www.ihi.org/Topics/Readmissions/Pages/default.aspx

• Share

• Investigate

• Innovate

• Make transitional care better

If it’s 
predictable…..isn’t it 
preventable?
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https://www.jointcommission.org/resources/news-and-
multimedia/podcasts/take-5-understanding-transitions-of-
care/

Pod cast – Transitions of Care

Additional Resources


