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Background…

Our Objective:
50% of Gen Peds primary care 

patients discharged from Hospital 
Medicine service have an *effective 

transition of care

The Transitions of Care Team is part of the overall 
Inpatient Bed Day Disparity Reduction project team

*Effective Transition of Care 
defined as:

❑ 48 hour contact after discharge
(patient directed contact approach)  

❑ Follow up appointment scheduled

❑ Medication Reconciliation reviewed

❑ After Visit Summary (AVS) reviewed
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How does this work?

It starts with 
a daily 
morning 
HUDDLE 
CALL

❖ If concern for prolonged 
admission or particular social or 
medical complexity, will plan for 
follow up discussion on the next 
huddle call

✓ Escalation process established if patient unable to be reached and concerns 
remain high
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❖ Discuss patient’s admitting 
diagnosis, preventive services 
status, discharge needs, social 
determinants, need for 
subspecialty referrals

✓ Monitor daily for discharge and once discharged, patient receives effective 
transition bundle
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Current Focus

✓ Taking the well established Gen Peds process and collaborating with our 
Complex Care and Adolescent Medicine colleagues.  

✓ We share continuity in process, elements reviewed at time of call, and 
documentation.

✓ We share similar struggles in reaching some patients.

✓ We plan to review shared data monthly (who do they capture, how are we all 
doing, what can we learn together…)

✓ Possible future plans include 
spreading to other chronic conditions 
managed by CCHMC specialists and 
community patients/partners 

Future Strategies for Spread

Patient
Discharge

FPC

HPC PPC Adolesc.
Medicine

Complex 
Care

CHD

Cross
roads

Hosp Med/
Gen Peds

SBHC

Other Clinics 
in Gen Peds

Community
Patients

In place!

Sub-specialty 
and IP 

Pulm

Surgery

Endo

Genetics

Neuro

CBDI

IP A6 
N/S

IP A7 
N/S



All Children Thrive Cincinnati

Measures and Results

▪ We also track data on the individual bundle components

▪ Review of process reveals that most failures due to inability to 
contact patients
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Contacts

Susan Wade-Murphy, RN John Morehous, MD

Susan.Wade-Murphy@cchmc.org John.Morehous@cchmc.org

Andy Beck, MD

Andrew.Beck1@cchmc.org

We welcome any questions or 
further discussion…

Thank you!

Asst VP - Patient Services General Pediatrics General Pediatrics


