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In this presentation…

Day of Transition 
Initiative

TC-QuIC

Next Step in 
Care

Research



The idealized patient…and a reality check

Manages alone… Needs assistance



Who’s missing?
The family caregiver



Day of Transition Initiative

 March 2013-spring 2014

 Purpose: to improve the patient and family caregiver 
experience of transitioning from one setting to 
another

 Method: “Closing the communication loop,” then 
implementing changes based on that feedback from 
patients, family caregivers, and the next setting of 
care



Three New York hospitals
and their chosen partners



Self-examination and 
implementation of change

 Phase 1: Planning and Design

 Fact-finding, analysis of data, creation of new protocols

 Transition map

 Chart review

 Surveys of patients, family caregivers, and partner (intake 
and field nurses)

 Phase 2: Implementation (starting now)

 Testing, with adjustments and new tests

 Data collection, with new tests based on data

 Assessment of redesign of day of transition



Fact-finding revealed areas for 
improvement

 Accurate medication reconciliation (especially OTCs), with 
someone to call with questions

 Family caregiver confusion and stress over specifics

 Start of home health aide

 Transportation: how/when are they going home?

 Confidence ≠ competence

 Family caregivers left hospital reporting feelings of confidence 
regarding medication administration

 Family caregivers did not feel prepared for ongoing 
management of those medications

 Teach Back revealed errors with 80% of “confident” caregivers



“Patient perceptions and written 
documentation do not adequately reflect 
patient understanding of discharge care.”

Horwitz, et al, “Quality of Discharge Practices and Patient Understanding 
ant an Academic Medical Center,” JAMA Internal Medicine, 2013.



Plan

 Addressing the anxiety and safety issues of the day 
of transition

 Anticipated Discharge Planning (“ADP”): assignment of 
what needs to happen prior to discharge

 Transportation

 Pharmacist/pharmacy tech available for education, resolving 
final issues

 Face-to-Face Encounter documented for home care

 Prescriptions, medical orders, labs, etc.



Plan

 Enhanced and earlier communication between 
hospital readmissions (PACT) team, floor staff, and 
VNSNY with delivery of improved information to 
patient and family caregiver

 Improved medication reconciliation, utilizing different 
shared tool and including community pharmacy, with 
multiple teaching methods and reinforcement



Plan

 Hospital utilizing new tool which assesses potential 
reasons for non-adherence to medication regimen, 
with results given to partner for immediate inclusion 
in care plan

 Discharge huddles with hospital team, patient, and 
family caregiver, possibly day before transition



Common theme

Partnership is not easy.
 Shared patients, shared EMR, same administration, 

same system: still not partners

 Partnership appears to require face-to-face meetings 
between the hands-on staff, sharing of honest 
feedback regarding patient hand-off practices and 
needs, and continual communication



How did we get here?



1998

Rough Crossings: Family 
Caregivers’ Odysseys 
through the Health Care 
System
(UHF )

1999

“The Economic 
Value of Family 
Caregiving”
(co-authored with Peter 
Arno and Margaret 
Memmott) 

Always on Call: 
When Illness Turns 
Families into 
Caregivers,1st ed.
(UHF)

1999
A Survey of Family 
Caregivers in New 
York City: Findings 
and Implications for 
the Health Care 
System

2000

Research: Listening to family caregivers

15

(Visiting Nurse Service of New York and UHF, 
with Harvard School of Public Health)



2003

Making Room for 
Family Caregivers: 
Seven Innovative 
Hospital Programs
(UHF, grant initiative)

2004

Family Caregivers 
on the Job: Moving 
Beyond ADLs and 
IADLs
(UHF) 

Always on Call: When 
Illness Turns Families 
into Caregivers, 2nd

ed.
(UHF, published by 
Vanderbilt University 
Press)

2004 The Cultures of 
Caregiving: Conflict 
and Common 
Ground Among 
Families, Health 
Professionals, and 
Policy Makers
(Co-edited by Thomas 
Murray, Hastings Center, 
published by Johns 
Hopkins University Press)

2004

Research (con’t)

16



2005

Young Caregivers in 
the U.S.: Findings 
from a National 
Survey
(National Alliance for 
Caregiving and UHF)

2006

“This Case Is Closed: 
Family Caregivers 
and the Termination 
of Home Health Care 
Services for Stroke 
Patients”

“Bridging Troubled 
Waters: Family 
Caregivers, 
Transitions, And 
Long-Term Care”
(Health Affairs)

2010

Research (con’t)



What did we learn?





Family caregivers are important to 
transitions (and readmissions)

Many transition plans assume a considerable amount 
of family care.

 The patients most at risk of readmission are often too sick,   
cognitively impaired, or otherwise unable to “self-manage.” 

 The best-laid transition plans will fall apart if one key    
partner—the family caregiver—cannot do the job.

 If family caregivers are not involved in planning, they may not 
understand what is expected of them.

 They also have no opportunity to have barriers accounted for 
in the care plan or to refuse.



What could the United Hospital 
Fund do?



Next Step in Care

Focus:

 Seriously and chronically ill patients whose family caregivers are 
significantly involved in their care

 Transitions to and from hospitals, nursing homes, and certified 
home health agencies

Goals: 
 Change provider practice so that family caregivers are routinely 

included in transition care planning, implementation, and follow-
up. Transform the abrupt admission/discharge processes into 
transitions in care

 Provide information and tools to family caregivers to enable them 
to manage transitions in cooperation with health care professionals













TC-QuIC at a glance
 Three-year (2010-2012)  quality improvement initiative 

 45 multidisciplinary teams from hospitals, nursing home 
rehab programs, home care agencies, and hospices, almost all 
working in partnership (example: New York Methodist Hospital 

partnered with Center for Nursing and Rehabilitation)

 Change package based on Next Step in Care guides and other 
resources

 Data collection and analysis, using Model for Improvement

 Over 2200 family caregivers identified 

 Over 200 staff members involved 

Teams that measured readmissions saw significant improvement



TC-QuIC Strategies

 Early identification of the family caregiver 

 Guided self-assessment of the caregiver’s needs for 
training and support

 Inclusion of family caregiver in medication 
reconciliation

 Discussing options for post-discharge care

 Planning smooth day of discharge

 Following up with receiving agency and family 
caregiver (starting point for Day of Transition Initiative)



Engaging patients and family 
caregivers
 Starts with engaged staff willing to revisit attitudes and 

behavior to better meet patient and family’s needs

 Requires ability to meet patients and family caregivers 
where they are, not where professionals think they should be

 Means recognizing different levels of willingness and 
capacity of patients and families to participate in care 
because of cognitive deficits, health literacy, or language 
differences, life experiences, or other factors

 Depends on establishing a trusting relationship in which no 
one is judged or blamed but is offered assistance to achieve 
goals 



TC-QuIC Fundamentals

 Focus on family caregivers as “key learners” in transitions 
(Institute for Healthcare Improvement)

 Partnerships between agencies that share patients 
regularly

 Included transitions in addition to hospital to home

 Involved regular staff (nurses, social workers, case 
managers, QI specialists, pharmacists, physicians)

 Based on belief that transitional care is every 
professional’s responsibility, even if there is a designated 
coach or navigator to support patient and family 



Family caregivers as a part of the 
readmissions picture

 Integration of family caregivers into existing 
transitions improvements

 Identification of family caregivers
 Different from next-of-kin, POA, family spokesperson, etc.

 Post-transition follow-up targeted to family caregivers

 Assessment of family caregiver needs contributes to 
realistic discharge plans

 Can “do” RED, CTI, TCM, BOOST, INTERACT (Stop & Watch, 
advance care planning) with identified family caregivers



Transitions in Care-Quality 
Improvement Collaborative (TC-QuIC)



Home Alone: Families Providing 
Complex Chronic Care



Action Agenda



Remember: Take away the family 
caregiver and the structure falls down



Thank you!

Carol Levine

clevine@uhfnyc.org

212-494-0755

www.nextstepincare.org

mailto:clevine@uhfnyc.org
http://www.nextstepincare.org/

