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Objectives 

• Define care transitions and where they occur 

• Identify Coleman’s 4 elements of care 
transitions 

• Describe steps of care transitions related to 
hospitalization 

• Illustrate an example of a care transitions 
intervention  
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Primary Reasons for Hospital Readmission 

• Lack of timely, coordinated connection with 
Primary Care Provider 

• Medication management problems 

• Not knowing when to seek help  

• Lack of follow up on tests and treatments 
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Care Transitions 

Movement patients make between healthcare 
providers and settings as their condition and 
care needs change 

 

 

 

 

 

 

http://www.caretransitions.org/definitions.asp 

 

http://www.caretransitions.org/definitions.asp
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Care Transitions Goals 

• Empower patients to be partners 

• Reduce re-admissions 

• Reduce long lengths of stay 

• Improve patient satisfaction 

• Bridge the Hospitalist – PCP gap 
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Where do Care Transitions Occur? 

PATIENT 

Home 
(home 
health) 

PCP 

Specialist Hospital 

Skilled 
Nursing/ 
Rehab 
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The Coleman Model 

Four Pillars 

1. Medication Self-management 

2. Dynamic Personal Health Record 

3. Disease Management Education 

4. Follow-Up Appointments 

5. Community Resources 
 
 
 
 
Eric Coleman, MD 
Arch. Int. Med 2006 
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Personal Health Record 

 

 

 

 

 

 

 

 

 
 
Eric Coleman, MD 
Arch. Int. Med 2006 
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Care Transitions Intervention 

Hospital Visit 

Home Visit 

Follow up phone calls 
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Stanford Coordinated Care Patient ID card 
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The Hospital Visit 

• CNS identifies hospitalized patient  

• CNS initiates coaching activities in the 
hospital  

– Personal health record 

– Discharge preparation checklist 

• CNS sets up expectation for home visit 
following discharge 

 



13 

The Home Visit  

• CNS performs medication reconciliation 

• CNS ensures follow up appointments made 

• CNS reviews red flags 

• CNS completes home survey 
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Follow up telephone call 

• CNS answers remaining med questions 

• CNS reminds patient to share dynamic health 
record across visits 

• CNS provides advocacy in getting follow up 
appointments 

• CNS reviews red flags and self-management 
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Case Study 

 

 

 

 

 

• During hospitalization 
– Care coordinator contacted inpatient nurse by phone 

– Licensed Clinical Social Worker (LCSW) contacted case 
manager/discharge planner by phone 

• Home visit done by care coordinator and physician’s 
assistant (PA) student 

• Telephone follow up by LCSW and care coordinator 
 

 

 

 

1/6/2013 1/13/2013 1/20/2013 1/27/2013

1/7/2013

Admitted to Edan Medical Ctr. s/p 
MVA with sternal/rib fractures 1/11/2013

Hospital discharge 
to home

1/14/2013

Home Visit 1/17/2013 - 1/24/2013

Telephone follow up

1/29/2013

Office visit
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Questions? 
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