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Notes 

 
Welcome to the Idaho Patient Centered Medical Home Learning Collaborative Session 2 
presentation and care transition model. Today we are going to be discussing National 
Committee for Quality Assurance (NCQA) PCMH 2014 Standard. Number five would be 
care coordination and care transitions. The element that we will be looking at particularly 
is Element A, which includes factors on tracking lab tests, which is a critical factor, on 
tracking imaging results, which is also a critical factor, and those two factors are required 
for practices to even receive a score in this element. And it also has Factors Three and 
Four, which also looked at laboratory orders and radiology orders, and how they are 
electronically recorded in the patient record.  
 
For Element B, which is also a Must-Pass, the practice must consider available 
performance information on consultants and specialists when making referral 
recommendations. It also needs to maintain formal and informal agreements with a 
subset of specialists based on established criteria. It must maintain agreements with 
behavioral healthcare providers, and integrate behavioral healthcare providers within the 
practice site. And it gives the consultant or specialist the clinical question, the required 
timing, and the type of referral, or gives the consultant or specialist pertinent 
demographic and clinical data, including test results and the current plan of care. Also, 
practices should have the capacity for electronic exchange of key clinical information 
and provide an electronic summary of care referral records to one another provider for 
50 percent of those referrals. 
 
It should also track referrals until the consultant or specialist’s report is available, 
flagging, and following-up on overdue reports. So, this tracking really is set about to 
close the loop once a referral is made to make sure that it occurs in a timely way, and 
that it is completed. The tracking report should include the date when a referral was 
initiated and timing indicated for receiving that report. If the specialist does not send a 
report, the practice contacts the specialist’s office and documents its effort to retrieve the 
report in a log or an electronic system. 
 
For Element C, coordinating care transitions, the practices should proactively identify 
patients with unplanned hospital admissions and emergency department visits, and 
share that clinical information with admitting hospitals and emergency departments. The 
practice should consistently obtain patient discharge summaries from the hospital and 
other facilities, and proactively contact patients and families for appropriate follow-up 
care within an appropriate period following a hospital admission or emergency 
department visit. The practice should also exchange patient information with the hospital 
during a patient’s hospitalization, and obtain proper consent for release of information, 
and has a process for that secure exchange of information and coordination of care with 
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community partners. And finally, the practice should exchange key information with 
facilities and provide an electronic summary of care records to another care facility for 
more than 50 percent of patient care transitions. 
 
When we talk about care coordination, we are really talking about a very deliberate 
organization of care activities to help patients move in between different providers of 
care. And these – when we talk about patients, we could be talking about patients, we 
could be talking about the family of the patients, or the primary care provider for that 
patient – and how do we make sure that they move well between us and other providers 
of care, as well as when they do move between, that we get the information that we 
need to inform their care when they are back with us, and we have a good record about 
that. So, that organization of their care involves marshalling the personnel and other 
resources to carry out all the patient care activities, and it is usually managed through 
the exchange of information among participants. In some cases where people are 
particularly fragile or difficult, there may be a person or a navigator that is assigned to 
help with that as well. 
 
Care transitions are part of care coordination that specifically looks at how people move 
between healthcare practitioners and their settings, and look at how their condition and 
care changes during the course of a chronic or an acute illness. People can transition in 
care within settings – so primary care to specialty care, intensive care out to the ward. It 
could also be from pediatric to adult practice within your own clinical setting. It also can 
be between settings, so between a hospital and a free-standing subacute care clinic, or 
an ambulatory clinic to a senior center. It could be between health states, so moving 
from more curative care, to palliative care or hospice care, an appointment person that 
will match them that is appropriate, or from a personal independent residence to 
assisted living. It can also be between providers – between a generalist and a specialist, 
or an acute care provider to a generalist, or a palliative care specialist. All those are 
examples of different ways that care transition can occur. 
 
When someone has a transition in care, their plan should be comprehensive and it 
should be available to the people that have – that will touch or take care of this patient. 
So, if we just have to plan our care without the primary care provider’s office, it does not 
do service for the patient that has been moved to other areas. The other one should 
have current information about the patient’s treatment as well as preferences and health 
and clinical status. And they should also include logistical arrangements, the education 
of patient’s family, as well as coordination among health professionals involved in the 
transition. Frequently, this is best managed, or how – if appropriate, the patient can be a 
logical choice for this – for the information that is needed, and to help to form those 
bridges or relationships between points of care. 
 
So, some of the processes and roles to consider as you are looking at transitions of care 
are; how do we currently track our labs and radiology? Do we have a process? Do we 
use registries, do we use manual logs? Is it accessible through our electronic health 
records, and does it meet meaningful use standards? And also, who is responsible to 
track and follow-up? If we get care alerts or other type of alerts, who manages that, and 
who is informed when those happen? Also, who follows up on care coordination and 
management? 
 
If we know a patient is seeing other specialists, do we have a way to track that as well, 
and get information from them to help inform our care, including alerts and care 



 

coordination, and then identifying someone on our staff to make sure that that is followed 
up on?  
 
Additionally, another role or process that should be firmly embedded in the practice is to 
follow-up with the hospital or the emergency department – is this an unplanned event? 
Do we have the relationship with local hospitals for alerts when a patient arrives so that 
we can have real-time information? And are there routines for sending information within 
24 to 48 hours after discharge, and getting back in with the primary care provider (PCP)? 
The 24 to 48 hour discharge – that time, those 48 hours – has been studied to be shown 
to be the most effective time to have that callback from the primary care practice to 
prevent readmissions and other types of poor outcomes from unplanned visits. And 
again, as you set up for some of those with us, some unplanned events are going to be 
– require minimum follow-up. So, for example, someone who has been in a car accident, 
no injury that went to the hospital is a different requirement than someone who is a 
diabetic on insulin in your practice that was seen for an acute hypoglycemic event. You 
are going to follow-up, or the person who follows up, should have a totally different 
approach with those different cases. 
 
Why manage transitions of care? Because this is actually one of the areas where 
patients are the most vulnerable; as they move between these areas, we know that 
mistakes happen. The mistakes that frequently happen are based on a lack of 
knowledge of what happened in one area or the other by the clinical people, or a lack of 
understanding and knowledge on the part of the patient, and how to go back once they 
are outside the hospital or the emergency room – how they should resume their care. 
They are most vulnerable in the period immediately following discharge, and the sooner 
we access them with a trusted clinician who can answer questions, provide advice, and 
help to ensure their clinical condition remains the same, the more likely we are to have a 
better outcome for the patient. 
 
Some of the negative effects on a patient’s health and well-being that can happen from 
poorly executed transitions - One example is reconciliation of medications or the patient 
being started on a hospital formulary sound-alike, or look-alike medication, and not 
understanding that it is the same medication that they have at home, so, restarting both 
medications when they leave the hospital. Poorly executed transitions can have an effect 
on the relationship of the patient with the PCP team as well, where there is mistrust or 
some – of not understanding what happened to them. It can impact family resources, 
particularly the expense of redundancy of testing, and then it can also cause an 
unnecessary increase in healthcare system costs as well. 
 
So, here are some examples of how communication should occur in the transition of 
care. And you can see again, the patient is central to each of these areas, and can be 
the person – the portal – through which information is carried. You see at the bottom, the 
personal health record for the patient could include information on what to do if you have 
been to the emergency room, on what to do if you have been to the hospital, or how – 
information to give the hospital to contact your primary care provider. And customizing 
that portal can be very helpful for patients to have when they need it, particularly patients 
that use the portal well. But each of these areas that they go through – specialty labs, 
urgent care, health departments, any outside facility – information should be shared 
between these facilities and the primary care physicians should include the help of the 
patient. 
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We are going to take a few minutes to look at readmissions back into the hospital. And 
when we speak of readmissions, we are particularly targeting readmissions for the same 
diagnosis. So, some of the causes for readmissions or unplanned rehospitalizations can 
be there is a barrier in the hospital discharge process. So, it could be that the information 
was not clear, or the person was not aligned with the appropriate support that they 
needed outside in order to stay in the community. So for example, if I am discharged 
from the hospital on oxygen on a Friday night, and I have no way to get oxygen until 
Wednesday or Monday of the next week, it could be a problem, or if I do not have 
access to those types of things. So, it could be just something in the hospital discharge 
processes that could have been maybe prevented through some coordination of care 
and services by the hospital to help make that happen. Also, requested the patient’s 
ability to manage her self-care and/or a lack of a good handoff to the next community 
setting, be it the primary care provider, skilled nursing facility, or office practices. And 
these are all great opportunities for care coordination or care management of transitions 
in care. 
 
When we look at best practice around transition in care, what we typically will see is 
comprehensive discharge planning, which includes written information so that the patient 
can share that with other providers. Also, medication management is critical, engaging 
patient and family, and supports during the transition which means a call number that 
work evenings or weekends from the hospital side or from the PCP side, where the 
person can get clarification on orders or what is written. Also good communication is a 
critical piece, and continuous quality improvement, or rather looking at each of the 
failures. Best outcomes for transitions of care, and trying to make sure to correct an area 
where there is an obstacle or something has gone wrong, so that does not happen 
again. But this is an area that you should be steadily looking at in your practice to make 
sure that you are doing it well. 
 
There are some best practice models out there that you could use to help you model 
your own transition in care. These are particularly focused around hospitals to clinical 
studies primarily. So, the Projects RED and BOOST in the hospitals, the RARE 
campaign, Coleman – Eric Coleman did quite a bit of work on care transitions, and then 
the STAAR is another Institute for Healthcare Improvement (IHI) launched best practice 
model. But take a look at each of these and see what parts would apply, and try those 
areas, and again, using continuous quality improvement, make sure that they are the 
right program for you. 
 
Some of the characteristics of successful programs that we see across the best 
practices we just identified are that they show notifications of emergency room visits or 
hospitalizations that are triggered by a real-time alert that coordinates with the 
emergency room physician, hospitalist, or discharge planner. So, you would know in 
real-time when your patient goes to the emergency room. The care manager also 
assures the providers have all key external data and information about that patient so 
that they know what the baseline is for this patient when they are taking care of it and 
that you follow-up again within those critical 48 hours after discharge. And they should 
have an appointment with the PCP within five or seven days after discharge. 
 
Other things that assist with having a successful program are frequent in-person 
meetings with patients or telephonic contacts in the first 30 days post discharge, and this 
is not with every patient, but this is with patients that identify to be at higher risk for a 
readmission. Also, we may provide evidence-based education and that may require 
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some additional skills for staff – things like motivational interviewing or behavioral 
change techniques.  
 
Medication management, particularly medication reconciliation, is critical and has been 
one of the areas that have been identified as one of – consistently as where there have 
been errors that have been found to impact the health of people during transition of care. 
So, you want to make sure that you have someone following up and the patient has a 
good understanding of the medication changes, and what to take, and what care plan to 
use. And also, finally, comprehensive transition of care includes you being able to 
directly contact and speak to that patient or one of their – the representative, if the 
patient is not able to communicate themselves. 
 
Best practices in discharge planning; it includes the patient engagement and self-
management, so they have a really good understanding of what they need to do, 
particularly around medication management. They should have a timely receipt of the 
discharge summary and follow up on tests. And you should keep in mind that more and 
more hospitals and emergency rooms are recommending you scheduling tests on an 
outpatient basis, and that is including the full battery of tests during the time the patient 
is in the hospital. Additionally, some tests, because people may be there on short stay, 
should be kept open while the person is in the hospital, so patients may be coming out 
without the full information of all the tests that they had done.  
 
There should be a comprehensive shared care plan that you use, particularly with places 
where the patient will be going back and forth for additional visits but getting home. The 
patient might be enrolled in the hospital chronic heart failure (CHF) program, which is 
outpatient, but make sure that you have a shared care plan so that they know what you 
are doing, and you know what they are doing within both of those clinics. And also make 
sure that you can connect with primary care provider (PCP) and outpatient care 
manager for follow-up phone calls and appointments.  
 
And medication management - make sure we reconcile meds on admission, discharge, 
and provide the most up-to-date list of meds for patient and caregiver; includes a call or 
a visit at the transition in care. And during the PCP visits, it is really helpful if they bring 
in all the meds, as well as all the records from the hospital. Immediately resolve 
discrepancies. These can be omissions and/or duplications because frequently this 
happens based on hospital formularies, maybe not having a specific med, or using a 
different statin than the hospital formulary than your patient has prescribed, so that when 
they get home, they are taking both a statin that the hospital wrote as well as the statin 
that they had been taking prior to their admission; one example of a discrepancy that 
has happened to more than one patient on discharge.  
 
You should also make adjustments, if needed, and look for interactions among those 
meds. And then review that updated med list with the patient and family at each contact. 
Look at all the – do all best practices around – education around medications and how 
they should take them, and use teach back techniques. And this does not necessarily 
have to be done by the provider. You may have someone on your team that is very good 
with this that you would like to use. Sometimes people with more complex medication 
regimes need to work with a pharmacist or a medication management specialist. 
  
For patient and family engagement, self care and teach back technique are really critical, 
key skills that helps a lot, particularly around people that are having frequent care 
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transitions. Sharing a care plan - understanding the health literacy of the patient and 
patient’s family will help you and help with other providers as they engage and interact 
with your patient and the family. Make sure that all your messaging and educational 
materials are culturally and language appropriate. Use shared decision-making so that 
there is a consensus and agreement between the patients and the primary care provider 
on what the plan of care is.  
 
Some things that are useful in supporting the transition of care, again, are those 
communication/connection/alerts from hospitals to PCP regarding their patients, and 
setting up their PCP visit within five to seven days, and having someone call within 48 to 
72 hours after discharge to the patient’s home from the office. The person that does the 
talk should focus around medication reconciliation, patient/family engagement, and self-
management. I would also recommend that they, at this point, look for any labs or 
imaging that did not – results during the patient’s stay – to gather that information from 
the hospital as well, which may be additional to what the patient actually had in their 
presence. We need to have effective communication processes between the sending 
and the receiving caregivers, and set up some guidelines for accountability – what 
critical information is needed on all transitions, and again, that timeline expectation for 
patient information transfer.  
 
There are different ways of measuring transitions in care. You can look at all your 
patients, which is difficult, unless you have a very small practice, or you can also look at 
persons that you have identified as high-risk. So, for example, in pediatric asthma, 
children who present to the emergency room for asthma care, particularly more than 
two-to-three times in a six-month period, are considered higher risk for a poor outcome 
from asthma. So that might be an example of a high risk that you would look at rather 
than – again, some people present to the emergency room for things that are resolved in 
that visit and do not need a lot of additional or intensive transition of care.  
 
There was the example I used before of a car accident with no injuries where a person’s 
shaken up and just goes to make sure they are all right – does not require additional 
change in meds. The patient does not require – maybe a check-in call, because does 
not require the same level of intensity as if the person was actually a trauma patient and 
lost function as a result of their trauma. That would definitely need a lot more assistance 
in transition of care. So, setting up whom your high risks are would be helpful. It should 
be applicable to all your healthcare settings and providers in that defined subset once 
you create that. And then, measure your structure, process, outcome, patient 
experience, efficiency, and effectiveness as part of your goal to improving those 
transitions in care.  
 
Additionally, she should look at the patient’s perspective or experience, and the 
provider’s perspective and experience on that transition, and whether they feel it went 
the best it could have gone. And some data and, data is great, as much as you can 
collect is great, but there are some types of data that are very difficult to get as well. So, 
try to determine the easiest way to get the data that you need to measure what you 
define as important, and use that measurement on organizations, facility and practice, as 
well as individual level. And there is a lot of different – to look at the effectiveness of your 
team, if it was team-based, the effectiveness of your system, if you are an integrated 
system of care, or community, or even larger population in relationship to how other 
people with this problem do, or we do as opposed to overall country does; why- just 
some opportunities to look at data differently. 



 
Identify what hospital providers are most likely to be significant providers of care for your 
patients, and then meet with them to try to create some relationships and build bridges 
with them. They may have a transition of care committee that you could join or 
participate in that would be helpful to moving that agenda forward for both of you. And 
then work to develop joint processes for the hospitals to identify the patients from your 
practice and how best to communicate with you about those in the emergency room, or 
those who are discharged from your hospital. And within your practice, create internal 
processes to trigger care management and PCP follow-ups.  
 
The next steps - your transition of care process should start with the hospital you have 
the most admissions with. Look at your referral base and reach out to those who provide 
the minimal communication and follow-up. Review your internal processes and 
capabilities for track and follow-up of lab and test results. You may want to look over 
some of those prospective models that we shared in the earlier slides and see if there 
are things that you could adapt from those to help to improve your practices. And try 
things out on a small scale to break down barriers or improve these processes, or look at 
a small subset of population that both you and the hospital are very interested in.  
 
If you have any questions or comments you would like to share, feel free to send them to 
us or talk to your PCMH team expert. Thank you. 
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