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Current State of Healthcare

üCare is complex

üCare is uncoordinated

ü Information is often not available to those who 

need it when they need it

ü As a result, patients often do not get care 

they need or do get care they donôt need

1.  IOM, Crossing the Quality Chasm
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What is ñTransition of Careò

ü The movement of patients from one health care 
practitioner or setting to another as their condition 
and care needs change

ü Occurs at multiple levels

ï Within Settings

¸Primary care ė Specialty care

¸ ICU ė Ward

ï Between Settings

¸Hospital ė Sub-acute facility

¸Ambulatory clinic ė Senior center

¸Hospital ė Home

ï Across health states

¸Curative care ė Palliative care/Hospice

¸Personal residence ė Assisted living

(c) Eric A. Coleman, MD, MPH
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Ineffective Transitions 
Lead to Poor Outcomes

üWrong treatment

üDelay in diagnosis

üSevere adverse events

üPatient complaints

ü Increased healthcare costs

ü Increased length of stay

2.  Australian Council for Safety and Quality in Health Care. Clinical hand-over and Patient Safety literature 

Review Report. March 2005. Available www.health.gov.au/internet/safety/publishing.nsf/Content/ 

AA1369AD4AC5FC2ACA2571BF0081CD95/$File/clinhovrlitrev.pdf



5

Transition Issues 

Dramatically Impact Patient Care
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Problems That Illustrate 
Inadequacies of Care Transitions

üMedication errors

üIncreased health care utilization

üInefficient/duplicative care

üInadequate patient/caregiver preparation

üInadequate follow-up care

üDissatisfaction

üLitigation/Bad publicity



8

Barriers to Care Coordination

üSystem level barriers

üPractitioner level barriers

üPatient level barriers
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System Level Barriers

(c) Eric A. Coleman, MD, MPH
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Practitioner Level Barriers

üPractitioners often have not practiced in 

settings where they transfer patients

üSending practitioners may not 

communicate critical information to 

receiving practitioners

üPractitioners may not know the patient 

and his or her preferences for care

üPractitioners have no accountability

(c) Eric A. Coleman, MD, MPH



11

Patient Level Barriers

üPatients assume that someone 

is in charge of coordinating care

üPatients (and caregivers) are often the 

only common thread weaving between 

care sites 

üYet they navigate the system with few 

tools or training to manage in this role
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Expectations for Both 
Sending and Receiving Teams 

üShift from the concept of ñdischargeò 

to ñtransfer with continuous managementò 

ü Begin transfer planning upon or before admission

üIncorporate patient/caregiversô preferences 

into plan

üIdentify a patientôs social support and function 
(how will this patient care for herself after transfer?)

üCollaborate with practitioners across settings to 

formulate and execute a common care plan
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Expectations 
for the Sending Team

üThe patient is stable for transfer

üThe patient and caregiver understand 
the purpose of the transfer

üThe patient and family understand 
their coverage

üThe receiving institution is capable 
and prepared

üThe care plan, orders, and a clinical 
summary precede the patientôs arrival

üThe patient has a timely follow-up 
appointment 
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Expectations for the 
Receiving Team

üReview the transfer forms, clinical summary, 

and orders prior to or upon the patientôs arrival.

üIncorporate the patient/caregiverôs goals and 

preferences into the care plan.

üClarify discrepancies regarding the care plan, 

the patientôs status, or the patientôs medications


