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What does Transitional Care Include? 
Transitional Care is the smooth conversion of a patient from one care 

setting to another setting or to home.  It involves patients moving from: 

• Emergency Room to Hospital Observation 

• Emergency Room to Hospital Inpatient 

• Hospital Observation to Inpatient 

• Inpatient to Skilled Care 

• Inpatient to Sub-Acute Care 

• Inpatient to Home Health 

• Inpatient to Home 

• Skilled Care to Acute Care Hospital 

• Sub-Acute Care to Acute Care 

• Sub-Acute Care to Home 

• Skilled Care to Home 

 



What is the impetus to do this right? 

• Improved patient outcomes 

• Appropriate patient placement 

• Reduced length of stay  

• Improved patient satisfaction  

• Improved information flow between providers  

• Financial dis-incentives 

• Incomplete hand-offs of care are a patient 

safety issue  



What needs to be done? 

• Assure patients are in an appropriate level of care 

• Identify high-risk patients on admission and target 

risk-specific interventions 

• Assess patients ability to provide self-care post 

discharge 

• Educate patients and families on post-acute care 

• Coordinate post-discharge care 

• Follow up on at-risk patients 

• Communicate with post-discharge providers 

 

 



Current Models 
• BOOST - Better Outcomes for Older Adults through Safe Transitions  

– Care Transitions Model 

–    Society for Hospital Medicine 

• Care Transitions  
–   4 Pillars 

–   Coleman Method 
• STAAR - State Action on Avoidable Rehospitalizations 

– IHI 

– AHRQ 

• Care Coordination Model - IHI 

• CGH2H -Common Ground Hospital to Home 

• SMART – Signs, Medications, Appointments, Results, Talk 

• Transitional Care Model (TCM) -  Mary Naylor University of Pennsylvania 

• GRACE – Geriatric Resources for Assessment and Care of Elders – Indiana University for 
Aging Research 

• Guided Care – Johns Hopkins University 

• Bridge Program – Illinois Transitional Care Consortium 

• COMPASS – Organized Medicine Provided Across a Seamless System 
 



Midas+ Facets 

• Preadmission Interventions 

• Pre-discharge Interventions 

• Post-discharge Interventions 

• Outcome metrics 

 



Pre-Admission Interventions 

Use of Midas+ Care Management in 

the Emergency Department 



Reason for ED Case Management 

• Emergency Department as primary care 

source 

• Appropriate patient placement 

• Identification of social issues that lead to 

overuse of the ED 

• Lack of coordination with outpatient providers 

• Providing alternatives to  hospitalization 



Identifying Frequent Users of 

Emergency Department Services  

• Use Patient Explorer 

• Patients with no identified PCP 

• Patients with chronic Illness 

• Patients with chronic pain 

• Patients with drug-seeking behavior 

• Patients with no insurance 

• Patients with poor social support networks 



Use a Midas+ Tracking File to track 

and plan for frequent ED users 



Build a Worklist 

Rule to Notify ED 

Case Management 

of the Arrival of  a 

“Frequent Flier” 



Use a Midas+ Patient-level Focus Study to 

create a plan track for these frequent fliers. 



Using Concurrent Review 
Concurrent Reviews can be done for ED patients for whom 

admission/observation is being considered. 



Adding an HCM Review for patients 

who will not be admitted 



Adding an HCM Review for Patients who 

will be admitted 



Using Screening Criteria - Milliman 



Using Screening Criteria - Milliman 



Using Screening Criteria - Milliman 



Using Screening Criteria - CERME 



Use Criteria to assist with determining 

Observation vs. Acute Care Admissions 



Using Screening Criteria - CERME 



Tracking Actions and Alternatives to 

Hospital Admission 

• Referral to Chronic Care Manager 

• Referral to Primary Care Source 

– Internal Clinics 

– Community Clinics 

• Homeless Shelters 

• Prescriptions 

• Transportation 

• Home Health 



Using the Emergency Department Module 



Create User Fields for the ED Module 



Pre-Discharge Interventions 

Use of Midas+ Hospital Case Management 



General Goals for Hospital Case Management 

• Reduction in LOS 

• Reduction in readmissions 

• Prevention of additional complications 

• Patient transfer to an appropriate level of post-discharge 
care 

• Increased patient satisfaction 

• Increased patient/caregiver understanding and 
competence managing disease 

• Prevention of post-discharge adverse outcomes 

• Improvement in patient safety 

• Improved communication between hospital and post-
discharge providers 



Specific Pre-discharge Strategies 

• Assessment of patient for discharge risk  

• Patient/family involvement care during stay 

• Creation of an individualized discharge plan 

• Teach-back Techniques 

• Medication Reconciliation 

• Discharge Case Manager/Planner 

• Communication with post-discharge providers 
 
 

 



Focus on Patients 
• With chronic illnesses (physical and mental) 

• With no PCP or Medical Home 

• With no primary caregivers/complex social needs 

• With limited cognitive abilities 

• With targeted/high-risk conditions 

– Acute Myocardial Infarction 

– Pneumonia 

– Congestive Heart Failure 

– COPD 

– Total Hip Replacement 

– Total Knee Replacement 

 



Midas+ Modules to Assist with 

Pre-discharge Assessments 

Hospital Case Management 

– Concurrent Review 

– Support Services 

– Discharge Planning 

Encounter Subsystem 

– Observation Module 

Registration Subsystem 

– Medical History 

– Medical History Problem List 



Patient Handout 



Patient Handout 



Universal Patient Discharge Checklist 



Coleman  Model Four Pillars 

1. Medication Self-management 

2. Patient uses a Personal Health Record to 
facilitate communication and ensure 
continuity across providers and setting 

3. Follow Up: Patient schedules and 
completes follow-up visit with PCP 

4. Patient recognizes “red flags” about 
worsening conditions and understands 
how to respond 



Proven Successes: 

 Teach-back Technique 



Teach-back Techniques 



Patient Pass (BOOST) 



BOOST Patient Pass 



BOOST Patient Pass as 

ReporTrack Document 



Referrals HCM to a Transitional Care 

Coach 

FROM: 

• Concurrent Review 

• Support Services 

• Discharge Planning 

• Medical History 

 



Referrals to TCC: Concurrent Review 

 Use Concurrent Review to Identify Targeted 
Readmission Diagnoses 



Using Support Services to Generate 

Follow-up  



Using Discharge 

Planning to 

Generate Follow-up 

with Transitional 

Care Manager 



Observation Module 

 



Medical History 



Medical History Problem List 



Medical History User Fields 



Coordination 

with Post-

discharge 

Providers 



Four Launch Points from Midas+ 

Concurrent Review  Certification Entry  

 

 

 

 
        

 

 

Discharge Planning Support Services 

 



Curaspan 



Curaspan and Midas+ 

Leading provider of  

patient transition solutions 

Leading provider of  

care performance software 

10+ year partnership 

 

Nearly 350 shared customers 



Curaspan Powers Care Transitions 

15% of all acute 

discharge in the US 

move across our 

network 

Post-Acute 

Providers 

Patients 

Discharged Home 

Physicians Payers 

Transport 

Agencies 

15 years leading the 

industry 

6 million discharges 

per year  

Care Transition:   “The movement of a patient from one setting of care to another.” 

  



Automate. Collaborate. Optimize. 

• Streamline and automate 

manual, administrative tasks 

 

• Easily identify qualified post-acute 

care providers  

 

 

Case Manager 

DischargeCentral® EMR ReferralCentral 

Intake Coordinator 

Referral 
Packet 

Clinical 
Info 

• Securely share clinical information 

in real-time 

 

• Gather key metrics on internal 

hospital processes and external 

provider performances 

 



Save Time with Pre-populated Forms 



Search for Available and Qualified Providers 



Share Detailed Provider Profiles 



Send Referral Packets to Multiple Providers 

Simultaneously 



View All Referral Activity in One Place 



Communicate with Providers Securely 



Notify All Providers When Referral is Booked 



Involve Other Members of the Care Continuum 



Automate. Collaborate. Optimize.  

• Standardized workflow 

 

• Secure, time-and-date-stamped 

communications 

 

• Real-time workflow reminders 

 

• Comprehensive reporting 

 

• Improve internal 

communication with internal 

notebook and work lists 

 
 

Utilization 
Manager 

ReviewCentral™ EMR Payer 

Reviewer 

Clinical 
Info Nurse 

 

Review 



View All Relevant Patient Information in a 

Single Place 



Create and Submit All Forms and Documents 

Electronically  



Monitor Submission Status 



Document and Track Approvals and Denials 



Track Approved Days 



Access Robust Transaction Audit Trail 



Store and Access Documentation of 

Successful Communication 



Organize and Prioritize Cases 



Share information with clinical and utilization review team members in real time 

Reduce redundant tasks and eliminate duplicate documentation 

Access shared data for more complete reporting 

 

Integration Overview 

The following data elements 

would be available for 

reporting: 

 

• Referral Data & Time 

• Provider(s) Referral 

• Referral Type 

• Referrer Case Worker 

• Referral Status 

• Provider Status 

• Level of Care & Service Bed 

Type 

• Anticipated Start Date 

• Actual Start Date 

• Discharge Status 

• Booked provider 

• Discharge Delay Reason 

• Payer Authorization Numbers 

• Number of Days Authorized 



Reporting 
Executive Leadership Reports 

• LOS Savings 

• LOS Comparison 

• Days  Saved for Facility 

Placements 

• Provider Scorecard 

(summary) 

• Referrals In/Out of Network 

(summary) 

Compliance Reports 

• Home Care – Start of Care 

• Discharge Disposition 

Discrepancies 

• Early Warning -  Referral-

Pattern Changes 

• Post-Discharge Release of 

Information 

• PASRR Completion 

Care Management Reports 

• Readmissions by: 

• Placement 

• Diagnosis 

• Provider  

• Physician 

• New Placement vs. Returns 

• Referral Process Timeline 

• Barrier Days 

• Case Manager Referrals  

• Decline Reasons 

• Delay Reasons 

• Payer Bookings 

 

Operations Reports 

• Placement Cycle Times 

• Referrals – In/Out Network 

(detail) 

• Total Discharges 

• LOS Variance 

• LOS Quarterly  Comparison 

• Provider Scorecard 

(detailed) 

• Unit Statistics 

• Inpatient Length of Stay 

• One-Day Stay 



Readmission Dashboard 

Provider 

Payer 

Date  
Range 

Patient Age

Physician

Diagnosis 

Pivot By 

Payer Date Range Provider Diagnosis PhysicianPatient Age



Insight Into Provider Performance 



Insight Into Internal Processes 



Information At-a-Glance 



Services 

Before Implementation 

Consultative sales process 

• Cross-departmental 

interviews 

• Access to dedicated   

clinical, technical and 

security subject matter 

experts at Curaspan 

• Sharing of best practices 

During Implementation 

• Clinical workflow analysis and 

redesign 

• Project management 

• Manage implementation 

schedule 

• Identify and overcome 

roadblocks 

• Oversee technology  

• On-site training 

• Network Development 

• Identify top providers in 

community 

• Educate providers on new 

workflows 

• Update provider service 

profiles 

After Implementation 

• Regular account check-ins 

• Data analysis 

• Best practices  

• Utilization review 

• Ongoing monitoring of 

provider utilization 

• Training & Education  

• Computer-based training 

• Regularly scheduled 

webinars 

• Monthly product and 

regulatory updates 

• Customer Support 

• Representatives available 

via phone & e-mail 



Post-discharge Interventions 



Referrals from Inpatient Discharges 

Based on the Midas+ modules used from Hospital Case 

Management, worklist referral to any post-discharge Transitional 

Care Manager should be set up to be automatic. 

Referral from Support Services 

Referral from Concurrent Review 

Referral from DCP User Fields 



Information Flow from Discharge 

Planning to CCM Episode 

 
• Site Parameter 

– Transfers data from HCM Discharge Planning 

• Assessment Tab 

• DME Tab 

• Patient Care Tab 



Using CCM to Continue Post-

discharge Follow-up: Episode Entry 



Using CCM to 

Continue Post-

discharge 

Follow-up: 

Assessments 



Using CCM to Continue Post-

discharge Follow-up: Problem List 



Using CCM to Continue Post-discharge 

Follow-up: Referrals and Interventions 



Evidence-based Models of 

Transitional Care 
• Care Transitions Intervention (CTI)  

• Transitional Care Model (TCM)  

• Better Outcomes for Older Adults 
through Safe Transitions (BOOST) 

• The Bridge Model 

• Guided Care Geriatric Resources for 
Assessment and Care of Elders 
(GRACE) 

• Project RED (Re-Engineered Discharge) 

Joint Commission Hot Topics in Health Care: “Transitions of Care” 
June 2012 



Common Elements of Transitional 

Care Models 

Multidisciplinary communication, collaboration, and 

coordination from admission through transition 

– Must include patient and caregivers 

– Care Team includes physician, nurse, pharmacist, social 

worker 

– Includes active daily patient teaching 

– Includes self-management of medications 

Joint Commission Hot Topics in Health Care: “Transitions of Care” 
June 2012 



Common Elements of Transitional 

Care Models 
Clinician involvement and shared accountability 

during all points of transition 

– Includes both sending and receiving clinicians 

– Care Coordinator is identified 

– There is a written exchange of information as well as 

verbal    

Joint Commission Hot Topics in Health Care: “Transitions of Care” 
June 2012 



Common Elements of Transitional 

Care Models 
There is comprehensive planning and risk 

assessment throughout the hospital stay 

– Discharge Planning begins at admission 

– Patients are assessed during their stay for risk factors 

that limit self care including: 

• Low literacy 

• Multiple Chronic Conditions 

• Poly-pharmacy 

• Poor self-health ratings 

 

Joint Commission Hot Topics in Health Care: “Transitions of Care” 
June 2012 



Common Elements of Transitional 

Care Models 
Standardized transition plans, procedures, and forms 

Written plans and Discharge Summaries include: 

• Active Issues 

• Diagnoses 

• Medications 

• Needed Services 

• Warning signs of worsening condition 

• Whom to contact 24/7 in case of emergency 

  
Joint Commission Hot Topics in Health Care: “Transitions of Care” 
June 2012 



Common Elements of Transitional 

Care Models 
Timely follow-up, support, and coordination 

– Telephone or in-person follow-up, support, and  

coordination 

– Performed by Case Manager, Social Worker, nurse, or 

other health care provider 

– Provided within 48 hours after discharge 

– Patients have a 24/7 number to call for information, 

reassurance, and advice 

 

Joint Commission Hot Topics in Health Care: “Transitions of Care” 
June 2012 



Community Coordination 



Community Coordination 
Center For Pathways Community Care Coordination 

 Rockville Institute for the Advancement of Social Science 

 (transitioned from AHRQ) 

 

• Community care coordination is the process of Identifying 

and engaging individuals within their community  home 

setting  

• Assessing their health and social needs  

• Connecting them to the health and/or social services they 

need  

 
https://www.rockvilleinstitute.org/CPCCC/mission.asp  

https://www.rockvilleinstitute.org/CPCCC/mission.asp
https://www.rockvilleinstitute.org/CPCCC/mission.asp


Outcome Metrics 



Outcome Metrics 
• LOS 

• RSRRs 

• HWRR 

• Returns to ED 

• % ED patients admitted 

• % Total Inpatients admitted via ED 

• Tracking Readmissions from sub-acute providers 

• Assessing Quality of Interventions – outcomes 

• Discharged pts. with ED visit within 10 days 

 



Outcome Metrics Available in 

DataVision 

• HCAPS – CDBR:1251 

• HBIPS 

• Readmission measures 

• CMS Readmissions Reduction Program 

Indicators 

• Facility Profile – Readmission Measures 



Outcome Metrics 
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Thanks for attending.  

Are there any questions? 

Barb Craig, Midas+ SaaS Advisor 

 barbara.craig@xerox.com 


