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COE4CCN:  Transitions of Care Quality Measures
 Module Content Guidelines
Transitions of care create situations where the care of the patient is handed off to a new set of healthcare providers or to patient self-care, in the case where the patient is going home after a hospitalization.  An effective transition will support the likelihood of reducing the incidence of inappropriate care and potential medical complications in the next settings of care.  This data collection abstraction tool collects data to evaluate the coordination of care when children are discharged from an inpatient hospitalization. It is limited to children less than 19 years of age.  If focuses on 3 areas of transition care:  transition from the ICU to floor care, patient instructions at the time of discharge, and communication with the post-discharge follow-up provider, that is, the existence and content of any printed transition report that is given to the patient at discharge, and the communication between the hospital provider at discharge and the patient’s PCP.  The quality measures contained in this abstraction tool are shown in Table 1.
Table 1:  Transitions of Care Quality Measures
	TFC #6
	Patient transition record

Children/adolescents admitted to the hospital, should have documentation in the medical record of a transition record that contained the following:

a) Admission and discharge diagnoses

b) Medication list at discharge

c) Pending test results

d) Follow-up tests that need to be completed

e) List of follow-up appointments

f) 24/7 telephone contact number if problems arise

g) Number to call for assistance getting needed appointments

h) Immunizations given

i) Admit and discharge dates

	THS #2
	Follow-up provider contact
Children/adolescents discharged from the hospital, should have documentation in their medical record that the receiving outpatient follow-up provider was contacted (phone/email/FAX) by a hospital provider within 48 hours of the patient’s discharge

	THS #3
	ICU-Floor Transfer

Hospitalized children/adolescents transferred between the ICU and the floor should have all of the following elements written in a transition note:

a) Current problem list

b) Treatment plan for each problem



Abstraction Content Guidelines

1. Date of Birth – Enter the patient’s date of birth.

2. Admission and Discharge Dates and Times – Enter the dates and times of admission to and discharge from the hospital.  If the patient was admitted via the hospital ED, do NOT include the dates or times of ED admission/discharge.   Always use a 24-hour clock to enter time (e.g., 10:00 pm = 2200).  For b) Time of Admission, use the time listed as the admission time, or if that does not exist, use the time of the first clinical note.  For d) Time of Discharge, use the time listed as the discharge time or the last clinical note indicating the patient’s departure.  Do not use the time of a clinical note posted/signed after documentation indicates that the patient has already left the hospital.  Usually a nursing note will document the time the patient left the hospital. 
3. ICU Admission – This question asks if the patient spent any time in the ICU during this admission.  Include all patients who were admitted to ICU regardless of the mode of admission (e.g., directly from surgery, from the floor) or the length of time spent in intensive care.  

4. ICU Discharge – Indicate the patient’s destination at the time of leaving the ICU.  Distinguish between patients who were transferred back to the floor from those who expired in the ICU or were discharged (from the hospital) directly from the ICU. 

5. ICU-Floor Transfer:  Transition Note – This question focuses on patients who were transferred from the ICU to the floor.  Determine if the medical record includes a transition note that was written by the ICU provider at the time of the patient’s transfer to the floor.  This note may be labeled “transition note” or “transfer note” or “interim note.”  In any event, it is a progress note that is written at the time of the patient’s transfer.  Do not include notes where the transfer is not yet definite (e.g., “transfer to floor if stable and approved by neurology this afternoon”) unless that note was followed by an addendum indicating at the time of transfer that there had been no change since the last assessment.  If there is no transfer note and the ICU provider is the same provider who will care for the patient on the floor (more common in a smaller community hospital setting), select the second response.  
6. ICU-Floor Transfer:  Problem List and Treatment Plan – If the patient had a transfer note, indicate if the note included a list of the patient’s active problems at the time of transfer.  Ideally this would be a defined list, but the problems may be included in a review of systems in the “assessment and plan” (or A/P) section of the note. These problems should be current, active problems and not merely diagnoses or code-generated lists unless the content of the note indicates that these are current, active problems.  Do not include problems that are noted as stable or not requiring any intervention.  However, take care not to select problems based strictly on the presence of a plan.  Active problems without a plan should also be included.

6a) If the transition note included problems, list the active problems in column i).  Do not list problems that are inactive (e.g., respiratory problems have resolved).  In 

column ii), indicate if a treatment plan was included for each listed problem.  A “treatment plan” is any directive to address the problem, including observation (e.g., monitor for respiratory distress). 
7. Discharge Destination – Indicate the patient’s discharge destination.  “AMA” refers to patient’s who left the hospital against medical advice.

8. Follow-up PCP – This question only applies to patients who were discharged to home.  The focus of this question is an identified PCP, who is expected to be the post-hospitalization continuity physician for the patient.  This is true, even if the patient has a specialist physician who will be following him/her after discharge.  Indicate if the patient had a known PCP (response 1) or was assigned or referred to a PCP by the time of discharge.  

9. Communication with PCP – This question applies to patients who had a known PCP or who were assigned or referred to a PCP at the time of discharge.  Indicate if there was communication from the hospital provider to the PCP within the time frame indicated.  Communication can be by telephone, email, or FAX.  It is not necessary to evaluate the content of the communication.  The important action is that the communication from the hospital provider alerted the PCP to the patient’s recent hospitalization and discharge status.  This communication is separate from (in addition to) the email or FAX of the hospital discharge summary.  Select response 2 if the physician who managed the patient during the admission is the same physician who will manage the patient post-discharge.  This will be more likely in a rural or smaller community hospital setting.
10. Patient Transition Report – Indicate if the medical record included a copy of the transition report that was given to the patient at the time of discharge.  This could be a single document or several.  This is NOT the discharge summary that is generally sent routinely to the PCP.  It is rather specific information for the patient summarizing the hospitalization and post-discharge care instructions.

11. Patient Transition Report Content – If a patient transition report was found in the medical record, indicate which of the following were included in the materials given to the patient at discharge.

a) Admission/discharge diagnosis:  Inclusion of either the admission or discharge diagnosis.  If only the admission diagnosis is listed, it should be similar to the actual discharge diagnosis to give credit.

b) Medication list:  Inclusion of a list of medications that the patient is to take post-discharge OR an indication that there are NO post-discharge medications.  Give credit if at least 1 discharge medication is noted.  It is not necessary to validate the medication list content.

c) Appointments: Indicate if the patient transition report included a list of post-discharge appointments for the patient.  This must include at least 1 follow-up appointment.  Give credit if the actual appointment date and time are listed or if the patient was instructed to make the appointment as long as the specific provider (name or type) was noted and the time frame for the appointment was included (e.g., “make an appointment with PCP within 1 week). 

d) 24/7 Telephone contact:  The patient’s transition report should include a telephone number that is operational 7 days a weeks and 24 hours a day to report any problems post-discharge that are related to the hospital stay and that might occur before the patient is seen by a follow-up provider.  The 24/7 availability of the telephone number must be evident in the transition report to receive credit for this item.  Do not include clinic numbers, but DO include clinic numbers if a both day and evenings-and-weekends’ numbers are specified.

e) Appointment-making assistance:  The patient’s transition report should include a telephone number to access assistance, if needed, in making any recommended appointments.  To receive credit for this item, the telephone number must be clearly specified in the patient transition report as one that provides a source for assistance with appointments.  Do NOT give credit for numbers specified as being for “general assistance” or “any questions.”

f) Admission/discharge dates:  Indicate if the patient transition report included BOTH the admission and discharge dates.

The following content items may or may not be applicable; therefore, unlike items a)-f), for items g)-i) an “NA” response has been provided.

g) Pending results:  Determine if this item is applicable to this patient by reviewing the discharge summary and/or progress notes and orders at discharge to determine if any tests that were done during the hospitalization still had results pending at the time of discharge.  If not, choose the response “NA.”  If so, choose response “Yes” if the pending test(s) is (are) noted as pending in the transition/discharge report given to the patient.  If more than one test is pending, the patient transition report must include reference to all pending results.

h) Follow-up tests:  Determine if this item is applicable to this patient by reviewing the discharge summary and/or progress notes and orders to determine if any tests were specifically ordered to be done after discharge.  Do NOT include tests that were not definitely ordered (e.g., “may need to have a stress test if cardiac symptoms recur in the future”).  If no tests were ordered, choose the response “NA.”  If a test was ordered, choose response “Yes” if the ordered test is noted in the transition/discharge report given to the patient.  If more than one test is ordered, the patient transition report must include reference to all ordered tests to confer credit for this item. 

i) Immunizations:   Determine if this item is applicable to this patient by reviewing the discharge summary and/or progress notes, orders, and medication administration reports to determine if any immunizations were given to the patient during the hospitalization.  This may be particularly applicable to all patients during flu season (October through March) and at all times in patients under the age of 5 years.  If no immunizations were given during the hospitalization, choose the response “NA.”  If an immunization was given, choose response “Yes” if the immunization(s) is (are) noted in the transition/discharge report given to the patient.  If more than one immunization is given, the patient transition report must include reference to all of them to confer credit for this item.
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