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Patient 
discharged 
to self-care 

Hospital at the 
time of discharge 

Nurse Care Managers make phone contact with patient discharged to self-care 
within 72 hours 

Post-discharge Services 

Nurse makes 
referral to 
community 
services based on 
assessment of 
need services 

Nurse determines 
internal follow-up 
based on 
assessment of 
needed services 

Nurse transfers 
call to plan 
pharmacist for 
complex or 
confusing 
medication 
regimen 

Nurse reviews 
prior 12 
months of case 
in plan 
electronic 
health record 
based on 
claims (30 day 
lag) 

Care 
transitions 
intervention: 
the nurse 
assesses needs, 
reviews 
medications, 
offers home 
visit, schedules 
primary care 
follow-up. 

Nurse 
determines 
the intensity 
and nature 
of follow-up 

Community services 
• Advanced practice nurse 

follow-up in the home  
• Visiting nurses for skilled 

service 
• Visiting nurses for care 

transitions follow-up 

Health Plan services 
• Health coach follow-up to 

manage care transition (up to 
4 calls) 

• Chronic disease self-
management course 

• Plan disease management 

Plan pharmacist services 
• evaluates medication 

regimen,  
• reconciles medications,  
• teaches patient or caregiver,  
• determines need for 

additional calls. 

 Workflow of Population-Based Care Transitions Management 

Hewner, S. J. (2014). A population-based care 
transition model for chronically ill elders.  Nursing 
Economic$ May/June 32 (2), 109-116, 141. 
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population-based care transition 
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Medical Expense Trends Comparing all Medicare with 
Medicare Chronic Cohort Actual and Expected, 2004-2009  
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Coordinating 
Transitions 
HIE 

Patient Discharged to 
Home

Hospital

Clinical Information 
Exchange (HEALTHeLINK)

ADT

ADT

CCD

Cohort 
Table

Subscribe & 
Notify List

CCD

Clinical Data Repository (IMAT)

Care Alert

Care Alert
Secure email with PCAM link

CCD

CCD

Primary Care 
Practice

(Elmwood Health 
Center) CCD

Nurse Care 
Coordinator

EHR

ADT
Secure email with 

hospital discharges 
flagged
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Risk Stratified Care Management Model 

57% 11% 30% 2% In Medicaid adults 

2 

Hewner, S. J., & Seo, J. Y. 
(2014). Informatics role in 
integrating population and 
patient centered knowledge to 
improve care transitions in 
complex chronic disease. 
Online Journal of Nursing 
Informatics (OJNI), 18 (2). 
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Creating Chronic Cohort and Disease Hierarchy 

Cohort Complexity 
Segment 

Service Need Disease Category 

Chronic System Failure Full Integration CKD & HF with and without comorbidity 

Chronic Major Chronic Care Coordination DM, CAD, COPD, Asthma, mental health & substance abuse 

Non-chronic Minor Chronic Linkage Obesity, hypertension, lipid disorder, smoking 

Non-chronic “Healthy” Health Promotion Healthy 
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University of Minnesota’s  
Patient Centered Assessment Methodology (PCAM) 

 tool available freely at www.pcamonline.org 

Research Collaborators and Community Partners 

A Western New York PPS headed by 

 

http://imatsolutions.com/
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Practice Redesign and Care Transformation 
“In the morning I go through the list of ADTs and notify the doctors about 
admissions, I send ED discharges to the triage nurse, and then I’m waiting 
to get the Care Transitions Alert the next day – it’s changed our workflow. 
…When we get a Care Transitions patient, I let everyone know – the MD, 
the nurses who check people in, and our billing department.” 

“The PCAM helps with mental health patients who are a lot more 
complex. The PCAM has me ask questions I wouldn’t have asked before.” 

“I love it – It’s been great just to know someone has been discharged 
because in the past we never knew. …Some patients thank you for calling 
and for the follow-up …there has been more communication for the 
entire practice!” 


