
Transitions of Care 



What is meant by “Transitions of 

Care”?

• Across health states: e.g., palliative care to 

hospice, or personal residence to assisted 

living

• Between providers: e.g., PCP to a 

psychiatrist, or acute care provider to a 

palliative care specialist

• Within settings: e.g., primary care to specialty 

care team, or intensive care unit (ICU) to 

ward/department

• Between settings: e.g., inpatient hospital to 

outpatient care, or ambulatory clinic to senior 

center 

The movement of patients between health care locations, providers, or different 
levels of care within the same location, as their conditions and care needs change 

Source: NTOCC
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Low Intensity/$ 

High Intensity/$$$ 

Moderate 

Intensity/$$

Level of Service 

Criteria/Cost

Screening & 

Assessment

Target 

Parameters

Length of Care/

Time to Tx

Moderate Intensity

9-18 Months

High Intensity

18 -28 Months

Smoking Cessation or 

Reduction

BP w/in Normal Range

 

PHQ-9 Score <10

Appt s Kept

No Hosp. & ED Use

Employment

Housing

Satisfaction 

Medication 

Cog. Beh. Therapy 

Smoking Cessation 

Care Management

 Supported 
Employment 
Assistance

Housing Assistance

Service Bundle

Adult Male, 25yrs 
old

Substance Addicted 
(nicotine)

Depressed

High Blood 
Pressure

Unemployed

Homeless

Low Intensity

0-9 Months

Level of 

Engagement

Maintenance/

Relapse 

Prevention

Precontemplation 

& Contemplation

Action

Preparation

Where are Transitions of Care in your Care 
Pathways? 

Care Transitions = 
1. Across health states
2. Between individual providers
3. Within settings between departments/teams
4. Between settings



Care Transition (CT) Elements & Associated Metrics

Elements

1. Medication Management

2. Transition Planning 

3. Client & Family Engagement

4. Information Transfer

5. Follow-Up Care

6. Healthcare Provider Engagement

7. Shared Accountability across 

Providers & Organizations

Metric Examples

1. Prescriptions filled by client

2. Number of CT meetings between 
CMH/hospital

3. Number of CT meetings with 
client/family/CMH/Hospital staff

4. CCD shared between providers

5. Appt scheduled within 7 days of 
hospitalization 

6. Number of no-shows

7. Existence of & Metrics defined in 
BAA/MOU



Care Transition Target 

Metrics
Follow-up within 7 Days of Hospital Discharge

• All clients admitted to the hospital will be seen by a BH professional within seven 
days of discharge from the hospital

Numerator = # clients seen within 7 days 

Denominator = all clients admitted to the hospital

Clients admitted to the hospital will have at least one Care Transition meeting

• All clients admitted to the hospital will have at least one Care Transitions meeting 
attended by ABC Hospital and XYZ staff

Numerator = # clients admitted to hospital how at least one CT meeting

Denominator = # clients admitted the hospital

Other metrics could be created based on what you and your Transition of Care 
partner decide!



Care Transition Data Dashboard

TRACKING PROGRESS AND ADJUSTING TREATMENT APPROACH

FREE UW AIMS Excel® Registry (https://aims.uw.edu/resource-library/patient-tracking-spreadsheet-example-data ) 

https://aims.uw.edu/resource-library/patient-tracking-spreadsheet-example-data
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Process 

Step
Decision 

Start/Stop

Additional 

Process

Required

For each Step Write Down What Data is Collected and Where it is Entered

For each Step Write Down the costs (Salary/Supplies/Overhead) and How it is Paid for (Grant, Billing Code)

For each Step Write Down the Time it Takes on Average to be Completed

1.0 SW registers clt. onto 

psychiatric unit; checks EMR to 

is if XYZ clt. 

2.0 Share clt s CCD w/ ABC 

CM which includes crisis 

plan; Alerts team clt. in 

hosp; Schedules to attend 

hosp CT meeting

2.1 Review clt s crisis plan 

follow steps (e.g., 

contacting natural supports; 

asst. w/ pets, housing 

needs, contact w/ employer, 

etc.)

2.4 See clt. At CM/Rx er 

appt

2.3 Sched. CM/

Rx er appt w/in 7 

days d/c

YES

1.1 XYZ clt.?

EndNO
1.2 Discuss crisis 

plan w/ clt.; 

schedule CT 

meeting(s) w/ 

natural supports 

if indicated; 

schedule 

contacts w/ CT

1.3 Facilitate CT 

meeting/D/C 

meeting as 

indicated

2.2: Provide 

updates to clt. & 

ABC SW; attend CT 

meetings in person 

or via ph/video

1.4 Coor. d/c plan 

to include outpt 

appt; meds 

through to psych 

rx appt; 

1.5 Conduct d/c meeting 

w/ natural supports and 

CM as indicated




