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Providence Milwaukie Hospital
 Licensed Beds for Acute Care – 77 beds

 Employees of Providence Milwaukie Hospital – 453

 Admissions Annually – 2,599

 Emergency Department visits Annually – 33,386

 Average Inpatient Length of Stay – 3.16 Days

 New Senior Psychiatric Unit & ECT Program

 Volunteer Hours – 9,620

 Teaching Kitchen and Employee Garden of Giving



Transitions of Care Goals

 Patient Safety and Satisfaction

 Reduced Readmissions

 Technology Improved Communication

 Safe Handovers

 Patients’ Involvement in Care

 Patient/Caregiver Education

 Comprehensive Discharge Planning
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Measuring Transitions of Care
Where are the Breakdowns?

 Communication

▪ Lack of coordinated care efforts

▪ Incomplete or missing information

▪ Time limitations for planning

▪ Lack of standardized procedures for hand-off

 Patients’ Understanding/Education

▪ Unclear instructions / differing information

▪ Patient excluded from planning for transition

▪ Lack of understanding of condition/medications/plan of care goals

 Accountability

▪ Multiple Providers Involved - Efforts not being coordinated

▪ Insuring patient knowledge of available resources 

▪ Follow-up 

The Joint Commission, (June 27, 2012) Hot Topics in Healthcare: Transitions of Care



Improving Patient Outcomes
Key Elements

 Effective Transitions of Care will include some/all of these elements:

✓ Multidisciplinary Communication – physician, nurse, pharmacist, care manager, social 

worker,… involved through entire hospital stay. Clinicians responsibilities clearly 

defined, participation in meetings, rounding, and patient education (w/multi-lingual 

options). Timely communication of information to/from facilities.

✓ Comprehensive Planning and Risk Assessment – discharge planning begins immediately, 

risk factors are assessed (recent hospitalization, readmission risk, multiple chronic 

conditions, barriers to learning/understanding).

✓ Standard Procedures and Forms – discharge summary, checklists, safety plans, 

assessments, medication reconciliation.

✓ Follow-up - Coordinated Support Post Discharge – Process in place to follow-up by 

telephone/in person 1-3 days after discharge.

The Joint Commission, (June 27, 2012) Hot Topics in Healthcare: Transitions of Care



Transitions of Care 
3 Common Scenarios at Providence Milwaukie

 ED > Higher Level of Care 

 ICU > Cardiac Unit(s) (Larger Facility)

 Behavioral Health (Senior Psych) > Outside Facility



Emergency Department 

Critical Points in Transfer

Traditional ED Admit/Transfer to Floor

 Bed requests to Charge Nurse (assess acuity, appropriate room + nurse assignment)

 Online ED Timeline Report

Community Hospital to Specialized and/or Larger Medical Center

 Tele-Health tools (Stroke-bot)

 STEMI-line, Stroke-line

 Centralized Transfer Centers

• Decrease variance

• Arrange appropriate consultation, facility assignment



Emergency Department 

Community Hospital to Outside Facility

 External Transfer Centers

• Locates appropriate consult, facility, connects staff

 Epic CareEverywhere – access across organizations

• Allergies, medications, problem list, notes, e-POLST

Other Tools

 Medication Reconciliation (MedRec)

 InBasket and Secure Messaging

 Epic Transfer Summary Report

 Electronic EMTALA form

 Designated Case Manager/SW for Behavioral Health transfers



EMTALA Form ED Transfer Summary



ICU to Cardiac Unit

Planning & Risk Assessment

 Screenings and Assessments

 Care Planning & Goal Setting

 Patient Learning Assessment & 

Education

Coordinating Hand-Off

 Transfer Center facilitated 

 MD to MD communication

 RN to RN report

 Discharge Packet

Transfer of Care

Procedure

 Discharge Readmit

 Orders for the New Unit 

 Discharge Summary

Cardiac ICU

 Discharge

 Receiving MD writes orders



Professional Exchange Report



Senior Psych to Outside Agency
Care Manager – Templates/Checklist

During Hospitalization 

 Assessments and Documentation –

CSSRS, SLUMS, Neuro-cog, …

 Care Plan Goals and Strategies

 Daily Collaborative Meetings

 Progress/Consult Notes

On the Chart

 Authorizations received

 Freedom of Choice consent

Follow-up

 By Psych Liaison within 7 days

Discharge Planning

 Communication with facilities

 Transportation needs assessed

 Continuity of Care, Safety Plan – After Care

 Following Providers/PCP/MH identified

 Pharmacy/Medications reconciled

 Contact Information recorded

 Follow-up Appointments outlined

 Community Support Services identified –

HH, PT, OT, and family/friend support

 Transport Package assembled - DC 

checklist, AVS, Care Plan, med list



AVS & Discharge Checklist



Questions?


