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ABSTRACT

Purpose/Objectives: Care transitions from one setting to another are vulnerable spaces where patients are
susceptible to complications. Health systems, accountable care organizations, and payers recoghize that care
transition interventions are necessary to reduce unnecessary cost and utilization and improve patient outcomes
following a hospitalization. Multiple care transition models exist, with varying degrees of intensity and success.
This article describes a quality improvement project for a care transition model that incorporates key elements
from the American Case Management Association’s Transitions of Care Standards and the Transitional Care
Management services as outlined by the Centers for Medicare & Medicaid Services.

Primary Practice Setting: A collaboratively developed care transition model was implemented between a
health system population health management office and a primary care organization.

Findings/Conclusions: An effective care transitions model is stronger with collaboration among core
members of a patient’s care team, including a nurse care manager and a primary care provider. Ongoing quality
improvement is necessary to gain efficiencies and effectiveness of such a model.

Implications for Case Management Practice: Care managers are integral in coordinating effective
transitions. Care management practice includes transition of care standards that are associated with improved
outcomes for patients at high risk for readmission. Interventions inclusive of medication reconciliation,
identification and addressing of health-related social needs, review of discharge instructions, and coordinated
follow-up are important factors that impact patient outcomes. Patients and their health system care teams
benefit from the role of a care manager when there is a collaborative, coordinated, and timely approach to

hospital follow-up.
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Ider adults with comorbidities are at an

elevated risk of complications during their

transition of care to home following hospital
admission (Henriksen & Stuckey, 2018). Transitions
of care are the movements of patient care from one
setting to another; these are vulnerable spaces, as evi-
denced by their association with adverse health out-
comes, including hospital readmissions (Henriksen &
Stuckey, 2018). Patients insured by Medicare have the
highest hospital readmission rate and cost compared
with other patient populations identified by payer
source, with a readmission rate of 16.9 per 100 index
admissions and average readmission cost of $15,500
(Weiss & Jiang, 2021). Ineffective care transitions,
as evidenced by hospital readmissions, medication
errors, and inadequate coordination of ambula-
tory services, lack of clear comprehensive discharge
instructions, and miscommunication among care
team members, patients, and caregivers, may result
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in poor patient outcomes, including death (Finlayson
et al., 2018; Morkisch et al., 2020).

Programs involving hospital follow-up interven-
tions, including provider visits and hospital follow-
up calls, also known as transitional care calls (TCCs),
and provider visits, can reduce hospital readmis-
sions and adverse health outcomes (Ballard et al.,
2018; Henriksen & Stuckey, 2018; Kripalani et al.,
2019; Lowman, 2021; Morkisch et al., 2020; Ver-
gara et al., 2020; Yiadom et al., 2020). In addition,
effective care transition models result in positive
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Transitions of care are the movements of patient care from one setting to another;
these are vulnerable spaces, as evidenced by their association with adverse health
outcomes, including hospital readmissions.

Programs involving hospital follow-up interventions, including provider visits and
hospital follow-up calls, also known as transitional care calls (TCCs), and provider
visits, can reduce hospital readmissions and adverse health outcomes. In addition,
effective care transition models result in positive experiences for patients, families, and
health care team members.

experiences for patients, families, and health care
team members (Li et al., 2022; Mitchell et al., 2018;
Smeraglio et al., 2019).

BACKGROUND

Care transition models have been implemented across
the United States to reduce hospital readmissions and
other adverse events in high-risk populations, such as
adults older than 65 years with multiple comorbidi-
ties (Baldwin et al., 2018; Schletzbaum et al., 2023).
Several care transition models focus on nurse-led care
transition interventions with varying success (Ballard
et al., 2018; Berkowitz et al., 2018; Finlayson et al.,
2018; Gilbert et al., 2021; Hall et al., 2020; Jack
et al., 2009; Joo & Liu, 2021; Kripalani et al., 2019;
Morkisch et al., 2020; Schnipper et al., 2021; Vergara
et al., 2021; Yiadom et al., 2020). Care transition
models, such as Better Outcomes for Older Adults
Through Safe Transitions (BOOST), Care Transi-
tions Intervention Model (CTI), the Transitional
Care Model (TCM), Project Red, and the Johns Hop-
kins Community Health Partnership (J-CHiP), have
positive outcomes of reduced hospital readmissions,
improved communication among care team mem-
bers, reduced health care costs, and improved patient
experiences (Ballard et al., 2018; Berkowitz et al.,
2018; Hall et al., 2020; Jack et al., 2009; Joo & Liu,
2021; Kripalani et al., 2019). In 2012, the Centers
for Medicare & Medicaid Services (CMS) established
a Hospital Readmission Reduction Program (HRRP)
to incentivize hospitals to implement strategies that
reduce unplanned readmissions. In 2013, CMS

adopted Transitional Care Management (TCM) ser-
vices and enhanced reimbursement codes for patients
with Medicare to allow clinicians to receive higher
rates of reimbursement when providing TCM ser-
vices (Bindman & Cox, 2018). As part of these TCM
services, multiple interventions exist for patients dis-
charged home from the hospital, including telephonic
follow-up within 2 business days of discharge and
hospital follow-up with the appropriate provider
within 14 days of discharge (Medicare Learning
Network, 2022). Although multiple care transition
models exist, the amount of resources used does not
always correlate with positive patient outcomes; in
fact, some lower cost models result in better patient
outcomes (Finlayson et al., 2018; Joo & Liu, 2021;
Kripalani et al., 2019; Morkisch et al., 2020; Schnip-
per et al., 2021).

A timely hospital follow-up with a provider is
consistently associated with readmission reduction
(Ballard et al., 2018; Morkisch et al., 2020). Although
little correlation is seen with a hospital follow-up
phone call (i.e., TCC) alone, there is greater impact
on readmission reduction when the call and hospital
follow-up provider visit occur post-hospital discharge
(Finlayson et al., 2018; Kripalani et al., 2019; Yiadom
et al., 2020). For example, a call within 2 business
days of discharge to home may address unmet needs
or patient concerns. Reviewing discharge instructions,
clarifying unanswered patient/caregiver questions,
completing a medication reconciliation and assess-
ing barriers to medication access and transportation,
and ensuring that a hospital follow-up appointment
has been scheduled with the primary care provider

Although multiple care transition models exist, the amount of resources used does not
always correlate with positive patient outcomes; in fact, some lower cost models result
in better patient outcomes.
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|
A timely hospital follow-up with a
provider is consistently associated with
readmission reduction.

(PCP) or other appropriate provider are critical com-
ponents of the call that can improve patient outcomes
(Ballard et al., 2018; Finlayson et al., 2018; Hall
et al., 2020; Joo & Liu, 2021; Kripalani et al., 2019;
Lietal., 2022; Yiadom et al., 2020). Transitional care
calls yield additional reimbursement from Medicare
when the call is completed by the appropriate care
team member, such as a nurse, and coupled with the
hospital follow-up provider visit. However, despite
improved outcomes and opportunity for enhanced
reimbursement in this model, the use of TCM services
remains low while offering a real option for tangible
change (Bindman & Cox, 2018). Similarly, although
our health system had implemented hospital follow-
up phone calls, they were not delivered consistently
or in a standardized manner, and our hospital read-
mission rates for patients older than 65 years were
above the national benchmark of hospitals similar in
size and populations.

PURPOSE OF STUDY

The purpose of this quality improvement (QI) project
was to increase the volume of completed TCCs within
2 business days of hospital discharge and schedule
provider follow-up visits within 14 days of discharge
as interventions to reduce readmissions for high-risk
patients as supported in the literature (Ballard et al.,
2018; Hall et al., 2020; Joo & Liu, 2021; Kripalani
et al., 2019; Li et al., 2022).

PRIMARY PRACTICE SETTING

This project took place in a large Southeast-
ern academic medical center. The entities work-
ing collaboratively on the proposed interventions
were a population health management office and
a large multisite primary care organization. The
population health management office employs a
multidisciplinary care management team, includ-
ing nurses who complete the TCC and document
directly into the shared patient electronic health
record accessible to health care providers on the
patient’s care team.

Aims

This QI project was part of a larger health system ini-
tiative to reduce hospital readmissions. The authors
implemented an enhanced TCC protocol to assess the
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impact of two specific care transition interventions on
the 30-day all-cause readmission rate following hos-
pital discharge to home for patients insured by Medi-
care and identified by the electronic medical record’s
risk tool as at high risk for readmission. Patients who
are at high risk for readmission are identified within
the health system’s electronic medical record using
a readmission risk score based on a myriad of fac-
tors (Gallagher et al., 2020). The project aims are as
follows:

Aim 1: Increase the number of completed TCM-
eligible TCC calls for high-risk active primary
care patients insured by Medicare by 50% for 3
consecutive months (baseline = 65 calls per
month).

Aim 2: Increase the number of hospital follow-up
appointments scheduled post-nurse-led TCCs
within 14 days of discharge by 20%.

Aim 3: Reduce 30-day readmission rates for
high-risk active primary care patients insured by
Medicare by 2%.

The outcomes of each aim are explained in more
detail under the “Results and Discussion” section.

METHODOLOGY AND SAMPLE

This QI project used a pre/posttest design. This
project has been formally evaluated using a QI
checklist and determined not to be human subjects’
research. The target population for this TCC inter-
vention was active primary care patients insured by
Medicare, discharged home from one of the three
health system hospitals, and identified as at high
risk for readmission. Excluded were patients who
were not insured by Medicare, discharged home
from one of the three health system hospitals, and
not deemed at high risk for readmission. Nurses
employed by the population health management
office completed the TCC for the target population
and scheduled the hospital follow-up visit with
the appropriate PCP or other provider for patients
who did not already have their visit scheduled at
time of the call.

INTERVENTIONS

The literature supports improved outcomes among
older adults who were hospitalized, discharged home,
and received common elements of a TCC and pro-
vider visit (Berkowitz et al., 2018; Finlayson et al.,
2018; Hall et al., 2020; Jack et al., 2009; Kripalani
et al., 2019; Li et al., 2022; Yiadom et al., 2020).
This QI project incorporates some of these common
elements and mirrors the TCM services that CMS
outlines as eligible for enhanced reimbursement:

Copyright © 2023 Wolters Kluwer Health, Inc. Unauthorized reproduction of this article is prohibited.
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(a) A TCC completed within 2 business days of dis-
charge that addresses core components of education
related to discharge plan of care, resource connec-
tion, medication reconciliation, addressing discharge
needs timely, and communication and connection
back to the patient’s PCP; and (b) a hospital follow-
up visit within 14 days of discharge that occurs with
a PCP or other appropriate provider (CMS, 2021).
Although the TCC nurses did not follow a prescrip-
tive script during the call, they adhered to the TCC
core components (listed earlier) guided by the patient
conversation.

A daily Readmission Risk Report generated
within the patient’s electronic medical record pro-
vided real-time hospital discharge and risk stratifi-
cation for the TCC nurse (Gallagher et al., 2020).
Before calling the patient, the TCC nurse conducted
a brief chart review, becoming familiar with the
patient’s discharge instructions, medical conditions,
and upcoming appointments. The TCC nurse made
a telephonic outreach effort to the patient and if
the patient was not reached, a second attempt was
made within 2 business days of discharge. The TCC
nurse documented within a standardized TCM out-
reach flow sheet, addressed unmet patient needs,
and routed the information to the patient’s PCP
and the scheduled follow-up provider, if different
from the patient’s PCP. The TCC nurse attempted
to schedule a hospital follow-up visit within 14 days
of discharge for patients who did not have a visit
scheduled at the time of the TCC. The TCC nurses
were also trained how to directly schedule PCP hos-
pital follow-up visits to minimize scheduling hold
times in an effort to improve efficiency and patient
experience. This workflow for the TCC is outlined
in Figure 1.

IMPLEMENTATION STRATEGY

The project aims focused on improving, expanding,
and understanding the impact of the collaboratively
developed care transition model that was first imple-
mented in December 2020 between the population
health management office and the primary care orga-
nization. Preliminary review of data indicated an
opportunity to improve consistency in the number
and delivery of TCCs. For example, assistance with
scheduling a PCP hospital follow-up visit was not
consistently offered. There was also variance in the
number of TCCs completed by the TCC nurse team.
Retraining for the TCC nurses occurred individually
and in small groups that addressed knowledge defi-
cits and gaps in documentation using the TCM out-
reach standardized assessment. Once implemented,
pre- and postimplementation data were collected and
analyzed. This retraining consisted of the following:

1. Education pertaining to the components of the
evidence-based TCC (e.g., discharge plan of care,
medication reconciliation, resource connection,
identifying and addressing postdischarge needs
timely) and direct scheduling with primary care
for hospital follow-up appointments.

2. Weekly and monthly review and discussion of
most recent data review.

3. Development and execution of PDSA (Plan-Do-
Study-Act) cycles informed by data and TCC
nurse feedback.

A workflow for the TCCs was developed (see
Figure 1).

Data were reviewed weekly and monthly to look
at volumes of calls completed, by whom, timing of
call attempt(s) postdischarge, and whether or not the

Intervention Workflow

(1.0~ Identify High-Risk Patiens)

through TCM outside of the 2
business day window

FIGURE 1

TCM Telephonic contact

+  Within 2 business days
of discharge

+ Documented as Patient
Outreach Encounter
(POE) in EHR

Coordinate provider f/lu within
14 days
+ Direct schedule where have
.| access or offer warm handover
to practice scheduling Edit Appt
Notes to indicate TCM Eligible |
* CC Chart to PCP and applicable |
specialist via Wrap Up Section |

TCC workflow description. Note. PCP = primary care provider; TCC = transitional care call; TCM = Transitional Care

Model.
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patient had a follow-up visit scheduled within 14 days
of discharge. Manual chart reviews that looked at the
entire process (see Figure 1) revealed opportunities for
education and improvement and to learn best practices
from team members that could be spread to others.
Stakeholder interviews that included frontline team
members and providers also informed the process.

REsuLTs AND Discussion

A pre/posttest chi-square value was calculated for
each of the project aims. For the time period between
November 1, 2022, and January 30, 2023, a total of
432 patients met our target population.

For Aim 1, the TCC reaches improved signifi-
cantly from pre (194/453; 42.8%) to post (222/432;
51.4%), p = .013, demonstrating a 20.1% relative
improvement (see Table 1). Our TCC nurses were able
to expand their reach rate each month, as their skill
set and efficiency to complete the TCCs improved.
Timely TCCs are associated with improved patient
outcomes (Finlayson et al., 2018; Hall et al., 2020;
Kripalani et al., 2019; Yiadom et al., 2020).

For Aim 2, the number of scheduled provider
appointments improved significantly from pre
(112/194; 57.7%) to post (184/222; 89.9%), p <
.001, demonstrating a 43.7% improvement (see
Table 2). We believe our improvement in schedul-
ing provider appointment was related to two fac-
tors: (a) Our TCC nurses were trained how to
direct schedule patients for PCP hospital follow-up
appointments and (b) the project incorporated a
required question within our assessment tool that
prompted the TCC nurses to respond about helping
the patient to schedule if there was not already a
scheduled appointment. Timely hospital follow-up
visits are associated with improved patient outcomes

(Finlayson et al., 2018; Hall et al., 2020; Kripalani
et al., 2019; Yiadom et al., 2020).

For Aim 3, all-cause readmissions within 30 days
for reaches increased, but not significantly. There
were 49 of 194 in pre (25.3%) and 60 of 222 in post
(27%), p = .738. During the time period of proj-
ect implementation, data reflected a slight increase
in all-cause readmissions across total discharges as
compared with other time periods. Readmissions for
all discharges increased during the project imple-
mentation time period, but not significantly (see
Table 3). The readmission rate for total discharges
was 25.2% (114/453) in pre and 28% (121/432) in
post, p = .361. Transitional care interventions, such
as the TCC and hospital follow-up visit, are asso-
ciated with readmission reduction in other models
(Ballard et al., 2018; Berkowitz et al., 2018; Finlay-
son et al., 2018; Hall et al., 2020; Jack et al., 2009;
Joo & Liu, 2021; Kripalani et al., 2019; Li et al.,
2022; Yiadom et al., 2020). Although readmission
reduction was not demonstrated for this specific QI
project time frame of 3 months (see Table 3), use of
this TCC model beyond this project demonstrates
decreased hospital readmission rates in 2023, similar
to the BOOST, CTI, TCM, Project Red, and J-CHiP
models (Ballard et al., 2018; Berkowitz et al., 2018;
Hall et al., 2020; Jack et al., 2009; Joo & Liu, 2021;
Kripalani et al., 2019).

Since beginning this project, an expanded
and trained team is in place, consistent training
and onboarding for new team members have been
implemented, and QI measures with continual
reeducational training remain ongoing. Additional
questions that screen for health-related social needs
such as transportation, housing, and medication
affordability have been expanded, and efficiencies
and additional ways of outreach have been developed.

TABLE 1
Completed TCM-Eligible TCC Calls

Pre Post
Aim 1 Apr 2022 May 2022 Jun 2022 Nov 2022 Dec 2022 Jan 2023
% Reach within 2 business days 47.4% 43.8% 37.4% 56.0% 49.7% 49.4%
AIM 1: % REACH WITHIN 2 BUSINESS
DAYS
100%
80%
60% o
56.0%
% o/ 49-7% 49.4%
40% e 438% o 37.4%
20%
0%
APR MAY JUN NOV DEC JAN
PRE POST

Note. Pre N = 453. Post N = 432. Patients were active primary care patients, insured by Medicare, discharged home from one of the three health system hospitals, and
identified as at high risk for readmission. TCC = transitional care call; TCM = Transitional Care Model.
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TABLE 2

Post-TCC Call Scheduled Hospital Follow-Up Appointments Within 14 Days of Discharge

Pre Post
Aim 2 Apr 2022 May 2022 Jun 2022 Nov 2022 Dec2022 Jan 2023
% Provider appointment scheduled for reaches 60.0% 56.8% 56.4% 81.4% 88.0% 79.2%
AIM 2: % PROVIDER APPT SCHEDULED FOR
REACHES
100%
80% /S L
60% P
40%
20%
0%
APR MAY JUN NOV DEC JAN
PRE POST

Note. Pre N = 194. Post N = 222. Patients were active primary care patients, insured by Medicare, discharged home from one of the three health system hospitals, and
identified as at high risk for readmission. TCC = transitional care call.

LIMITATIONS care. Results may vary on the basis of size and type

of patient population. Data were not collected on
The limitations of this QI project are that it was  language barriers or health literacy, which may have
implemented in one health system, and results may  influenced results.

vary when implemented elsewhere. This project was IMPLICATIONS FOR CASE MANAGEMENT

limited to five TCC nurses who are part of a much
PRACTICE

larger team and who contacted active patients of a

specific primary care practice group, identified as  Care transitions from one setting to another can be com-
at high risk for readmission, and insured by Medi-  plex and vulnerable spaces for people, and care manage-

TABLE 3
30-Day All-Cause Readmission Rates for Patients With a Completed TCC Compared With Total
Discharges

Pre Post
Aim 3 Apr 2022 May 2022 Jun 2022 Nov 2022 Dec 2022 Jan 2023
% Readmission within 30 days for reaches 24.6% 28.4% 21.8% 31.4% 24.0% 26.0%
% Readmission with 30 days for total discharges 30.7% 24.9% 20.4% 31.2% 24.5% 28.8%

—— % Readmission within 30 Days for Reaches

% Readmission with 30 days for total discharges
100%
80%
60%
40%
e

20% . — ok

0%
APR MAY JUN NOV DEC JAN

PRE POST

Note. Reaches: Pre N = 194. Post N = 222. Total: Pre N = 453. Post N = 432. Patients were active primary care patients, insured by Medicare, discharged home from one
of the three health system hospitals, and identified as at high risk for readmission. TCC = transitional care call.
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5.0 Communicate Essential Care Transition Information
to Key Stakeholders Across the Care Continuum

Processes are in place to ensure the timely
transfer of essential TOC information to key
stakeholders including the caregiver =, the
regular ambulatory care provider, the payer
and the identified episodic care manager in the
next care setting

4.0 Establish a dynamic care management
plan that addresses all settings throughout
the continuum of care

Standard
4.0

Processes are in place to support the development of
an ongoing care management plan, created with input
form the patient, primary caregiver and family. This
care plan should be accessible to all care managers and
remain with the patient’s regular ambulatory care
provider for community.

FIGURE 2

1.0 Identify Patients at Risk for Poor Transitions

Processes are in place to identify individuals at
risk for poor transitions so that appropriate
measures can be taken by care team members at
any location on the continuum to ensure optimal
patient health outcomes

2.0 Complete a Comprehensive Transition Assessment

Processes are in place to conduct a
comprehensive transition assessment for patients
identified as high-risk for poor transitions across
care settings. Attention is given to further identify
patients who may become at risk in the new
setting

Standard
2.0

Standard
3.0

3.0 Perform and Communicate a Medication Reconciliation

Processes are in place to support a reconciled
medication list at each care transition

American Case Management Association TOC Standards published 2018

American Case Management Association transition of care standards. TOC = transition of care.

ment practice can address risks associated with prevent-
able readmissions (Hewner et al., 2021). Care managers
engage in care transition management and coordina-
tion functions that integrate a person’s choice, available
resources, and the assessment of the health care team
(American Case Management Association [ACMA],
2019). Poorly executed care transitions are associated
with adverse patient outcomes, and providing care man-
agement services to patients deemed as high-risk transi-
tions have been associated with improved coordination
of care and communication among care team members,
benefits patients and their families, and reduces dupli-
cation of services contributing to improved cost and
quality outcomes (Agency for Healthcare Research
and Quality [AHRQ], 2018). The collaboration of a
multidisciplinary team inclusive of nurses, physicians,
advanced practice providers, pharmacists, and care
managers is essential to a successful care transition from
hospital to home. Patients are susceptible to complica-
tions during their care transition period due to factors
such as medication discrepancy, lack of coordinated
follow-up and communication among care team mem-
bers, unclear discharge instructions, and health-related
social needs (e.g., transportation, food insecurity, finan-
cial assistance). This TCC intervention identified and
assisted patients within the target population in need of
additional services, regardless of their demographics. In
addition, this intervention incorporates four of the five
transitions of care standards, as outlined in Figure 2 by
ACMA (2019).

CoNCLUSION

Older adults who are hospitalized, discharged home,
and received common elements of a hospital follow-

60 Professional Case Management Vol. 29/No. 2

up phone call and provider visit are known to expe-
rience improved outcomes (Finlayson et al., 2018;
Hall et al., 2020; Kripalani et al., 2019; Yiadom et al.,
2020). This QI project incorporated some of these
common elements and mirrored the TCM services that
CMS outlines as eligible for enhanced reimbursement:

a. A TCC completed within 2 business days of
discharge that addresses core components of edu-
cation, resource connection, medication
reconciliation, and communication and connec-
tion back to the patient’s PCP; and

b. A hospital follow-up visit within 14 calendar
days of discharge that occurred with a PCP or
other appropriate provider (Medicare Learning
Network, 2022).

Use of a consistent documentation template avail-
able within the electronic medical record supported
standard work and enhanced communication with care
team members. Successful care transitions are most effec-
tive and sustainable with partnership and collaboration
among a multidisciplinary team inclusive of physicians,
advanced practice providers, nurses, and care managers.
Through a standardized approach and scope, the proj-
ect was able to identify and address immediate needs
that may have led to a hospital readmission.
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