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Perspectives on Chronic Illness Care in 
the US 
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Transitional Care 

Time limited services designed to ensure 

health care continuity and avoid 

preventable poor outcomes among at 

risk populations as they move from one 

level of care to another, among multiple 

health care team members, and across 

settings such as hospitals to homes.  

(Adapted from, J Am Geriatr Soc, 2003, 51(4): 556-557.) 
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This population’s encounters with the 

health care system are characterized by… 
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Avoidable 
errors 

Unmet 
needs 

Human 
and cost 
burden 

 Lack of patient/caregiver 

engagement and 

preparation 

 Breakdowns in 

communication 

 Limited collaboration 

 Poor continuity 

 Gaps in services 



What does published research tell 

us? 

• 21 RCTs of “hospital to home” innovations 

targeting primarily chronically ill adults 

• 9/21, + impact on at least one measure of 

rehospitalization plus other health outcomes 

• Effective interventions 

Multidimensional and span settings 

Use inter-professional teams with primarily 

nurses, as “hubs” 

(Naylor et al. THE CARE SPAN--The Importance of Transitional Care in Achieving Health Reform. 

Health Affairs, 2011; 30(4):746-754.)  
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What are the goals of evidence-

based interventions? 

•Most address gaps in care and promote 

effective “hand-offs” 

•The Transitional Care Model addresses 

“root causes” of poor outcomes with 

focus on longer-term value  
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Transitional Care Model 

Screening 

Engaging 
Older Adults & 

Caregivers 

Managing 
Symptoms 

Educating/ 
Promoting Self-
Management 

Collaborating 

Assuring 
Continuity 

Coordinating 
Care 

Maintaining 
Relationship 
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Unique Features (Hospital to Home) 

Care is delivered and coordinated…  

…by same advanced practice nurse 
(APN) supported by team 

…in hospitals, SNFs, and homes 

…seven days per week 

…using evidence-based protocol 

…supported by decision support tools  
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Core Components 

• Holistic, person/family centered approach 

• Nurse-coordinated, team model 

• Protocol guided, streamlined care 

• Single “point person” across episode of care 

• Information/decision support systems that 

span settings 

• Focus on increasing value over long term 
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(Hirschman et al. Continuity of Care: The Transitional Care Model. OJIN: The Online Journal of Issues 

in Nursing, 2015; 20(2):1. doi: 10.3912/OJIN.Vol20No03Man01) 



  

  

    

Lessons from 

Rigorous Evaluation  

of the TCM 
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TCM 

 1 

  

    

(Based on NIH funded RCTs:  Ann Intern Med, 1994,120:999-1006; JAMA, 1999, 281:613-620; J Am Geriatr 

Soc, 2004, 52:675-684); and NIH funded CER: J Comp Eff Res, 2014, 3:245-257.) 

In multiple NIH funded 

clinical trials, the TCM 

has consistently 

demonstrated observable 

health improvements 

among chronically ill 

older adults and reduced 

total costs of care 
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Hospital to Home Findings* 

Decreased 
symptoms, Improved 
function, Enhanced 
quality of life 

Improved 
access, Reduced 
errors, Enhanced 
care experiences 

(* Based on 3 NIH funded RCTs: Ann Intern Med, 1994,120:999-1006; JAMA, 1999, 281:613-620; J Am 

Geriatr Soc, 2004, 52:675-684)  

BETTER 

CARE 

BETTER 

HEALTH 
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(Based on 3 NIH funded RCTs:  Ann Intern Med, 1994,120:999-1006;  JAMA, 1999, 281:613-620;  J Am Geriatr Soc, 2004, 52:675-684; 1 

NIH funded Comparative Effectiveness trial: Naylor et al., 2014, J Comp Eff Res, 3:245-257; McCauley et al., 2014, Am J Nurs, 114:44-52; 

Naylor et al., 2016, J Comp Eff Res, 5:259-72) 

TCM’s Impact on Rehospitalization Rates 
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(*Total costs were calculated using average Medicare reimbursements for hospital readmissions, ED visits, 

physician visits, and care provided by visiting nurses and other healthcare personnel. Costs for TCM care is 

included in the intervention group total. **JAMA, 1999, 281:613-620; ***J Am Geriatr Soc, 2004, 52:675-684) 

$3,630 

$7,636 

$6,661 

$12,481 

at 26 wks

at 52 wks

Dollars (US) 

Control group

TCM group

TCM’s Impact on Total Health Care Costs* 
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In NIH and foundation 

funded comparative 

effectiveness studies, 

the TCM has 

demonstrated improved 

health outcomes and 

reduced costs relative to 

other evidence–based 

interventions. 

TCM 

  

 2 
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Cognitively impaired 

hospitalized older adults 

and their caregivers 

have achieved 

increased benefits from 

TCM relative to other 

evidence-based 

solutions.  

Funding:   

Marian S. Ware 

Alzheimer 

Program,  

and  

National Institute 

on Aging, 

R01AG023116,  

(2005-2011) 

 

(Naylor et al., 2014, J Comp Eff Res, 3:245-257;  McCauley et al., 2014. 

Am J Nurs, 114(10):44-52; Naylor et al., 2016, J Comp Eff Res, 5:259-72.) 
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Cognitive Deficits at Baseline 

Orientation 
Recall 

deficits, 
43.2% Executive 

Function  
deficits 

(clock task), 
37.6% 

DX 
Dementia/ 
Delirium, 

19.2% 

24.9% also had delirium (+ Confusion Assessment Method) 
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Mean No. of Rehospitalization Days Through 

Six Months (N=407) 
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ASC RNC TCM
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The integration of the 

TCM within the Patient 

Centered Medical Home 

(PCMH) suggests 

improved outcomes for 

chronically ill older 

adults. 

Funding:   

Gordon and Betty 

Moore Foundation, 

Rita and Alex 

Hillman Foundation 

and the Jonas 

Center for Nursing 

Excellence  

(2011-2014) 

 
(Naylor et al., 2013. J Comp Effect Res, 2(5):457-468; Hirschman et al., 2015, 

J Healthcare Quality, APR 9 epub ahead of print.) 
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Findings PCMH+TCM Study 

•When compared to outcomes 

demonstrated by a PCMH only group, 

the PCMH+TCM group demonstrated: 

 improved emotional health and quality 

of life 

 increased time to first rehospitalization 

or death 
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Replication of TCMs 

clinical and economic 

outcomes has been 

demonstrated in 

diverse health systems 

and communities.  

Translational research projects funded by The Commonwealth Fund and the Jacob and 

Valeria Langeloth, The John A. Hartford, Gordon & Betty Moore, and California HealthCare 

foundations; each guided by a National Advisory Committee (NAC); service line supported by 

local payers. 

TCM 

  

  

 3   

22 



Success requires both… 

Rigorously tested 
translation tools  

Active partnership 
and commitment 
of local health 
system and 
community 
leaders and staff 
as well as payers  
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We built and tested translation tools 

www.transitionalcare.info  

Evaluation 
protocols 

Performance 
Improvement 

Processes 

Documentation, 
quality 

monitoring 
protocols 

Patient screens 

Recruitment 
scripts 

Online 
seminars 
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We demonstrated success in translation 

with UPHS and Aetna (CER) 

• Improved quality metrics  

• Enhanced patient experience with care and 

physician satisfaction 

• Reduced rehospitalizations through 3 

months 

• Cost savings through one year 

• All significant at p<0.05 

(Naylor et al. J Eval Clin Pract, 2013, 19(5):727-33. doi: 10.1111/j.1365-2753.2011.01659.x.) 
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UPHS currently operates a TCM 

service line 

• Located within Penn Home Care and Hospice 

Services 

• Reimbursed by local payer using case rate 

with defined performance expectations 

• Implemented using a learning health system 

framework that has enabled ongoing 

improvements 
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Findings suggest TCM within UPHS is 

working and continually improving 

~700 
patients 

reductions 
thru 90-

days 

intervention 
extended 

thru 9-mos 

~280 
patients 

and 
growing 

2009-2013 2014-forward 
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Patient Outcomes Over Time (2/1/2014-2/29/2016) 

Improved quality of life, 
physical function, 

instrumental ADLs*, and 
cognitive status* 

Fewer symptoms, less 
pain, lower ratings of 
depressive symptoms 

and anxiety 

All statistically significant at p<0.001 unless noted. * p=0.02 
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Local 

Adaptations of 

the Transitional 

Care Model  

Funding:   

Robert Wood 

Johnson 

Foundation 

(2014-2016) 
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Study Goals 

• Identify key motivations for implementation of 

evidence-based transitional care services 

(Phase I) 

• Among sites using TCM, determine if and how 

any of the TCMs nine core components have 

been adapted (Phase I) 

• Conduct interviews (complemented by site 

visits) to gain indepth information regarding 

the nature and rational for adaptations (Phase 

II) 
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Phase I  

59% 
41% 

National Survey of Health Systems 
(N=582) 

Replicating or adapting
the TCM (n=344)
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Use of  

Policy Simulation  

in Making Decisions  

to Implement the 

Transitional Care 

Model  

Funding:   

Robert Wood 

Johnson 

Foundation  

(2015-2016) 

 

In partnership with the Stevens Institute of Technology 
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Project Aims 

•Determine if policy simulator accelerates 

positive decisions to implement the TCM 

• Incorporate perspectives of diverse end-

users in design 

•Develop and validate simulator 

•Assess end-users’ decisions  
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We still have a great 

deal to learn regarding 

transitional care 

practices that align 

with the changing 

needs of older adults. 

TCM 

  

  

  4  
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Improving care transitions 

among older adults who 

receive long-term services 

and supports is central to 

achieving ‘value’ but 

measurement and 

interventions must be 

grounded in what matters 

to care recipients. 

Funding:   

National Institute 

on Aging, 

National Institute 

of Nursing 

Research, 

R01AG025524,  

(2006-2011) 

 

(Zubritzky et al. Gerontologist, 2013; 53(2):205-10; Naylor et al. J Am 

Med Dir Assoc, 2016; 17(1):44-52.)   
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Health Related Quality of Life 

• Longitudinal study of 470 English and 

Spanish speaking older adults receiving 

long-term services and supports 

• Asking these frail elders how they define  

“quality of life” 

• Mapping how this vulnerable group currently 

uses both health and long-term services  
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Project ACHIEVE 
Achieving Patient Centered Care and Optimized 

Health In Care Transitions by Evaluating the 

Value of Evidence 

 

•Multi-site study (Penn is 

one of lead sites)  

 

http://www.pcori.org/research-results/2014/project-achieve-

achieving-patient-centered-care-and-optimized-health-care  

 
 

 

Funding:   

Patient-Centered 

Outcomes 

Research 

Institute   

(2015-2018) 

 
The views, statements, opinions 

presented are solely the responsibility of 

the author(s) and do not necessarily 

represent the views of the Patient-

Centered Outcomes Research Institute 

(PCORI), its Board of Governors or 

Methodology Committee.  
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(Li et al. BMC Health Serv Res, 2016; 16(1):70. doi: 10.1186/s12913-016-1312-y.) 
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Findings from TCMs 

body of evidence 

suggest the need for 

a re-envisioned care 

delivery strategy for 

at risk chronically ill 

adults.   

TCM 
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Upstream: Primary Care + TCM Strategy 

for “At Risk” Chronically Ill Adults 

Community-based 
patients and family 

caregivers 

AT-RISK  

Implementation of care 
plan collaboratively 

developed by 
patients/caregivers, 

PCPs and APNs 

STABLE 

Engaged patients/ 
caregivers, 

improved symptom 
status, prevention of 
hospitalizations/ED 

visits 

(Gordon and Betty Moore Foundation, Rita and Alex Hillman Foundation, and the Jonas Center for Nursing 

Excellence, 2011-2014) 

 

Screening Monitoring 
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Downstream:  Acute Care Strategy for 

“At Risk” Chronically Ill Older Adults  

Level 1 illness 

(primary care) 

Level 2 illness 

(palliative care) 

Level 3 life 

(hospice)   

Population 

of  

Acutely Ill  

At Risk 

Patients 

Hospital 

Phase 

Post  

Acute/  

Rehab  

Phase 

Long-

Term 

Follow-up 

Palliative Care 

Transitional Care 

 Patients’/caregivers’ 

goals met; 

improved symptoms 

+function; reduced 

hospitalizations+ED 

visits;  

death with dignity 
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The TCM… 

•Focuses on transitions of at-risk cognitively 

intact and impaired chronically older adults 

across all settings 

•Has been “successfully” translated into practice 

•Has been recognized by the Coalition for 

Evidence-Based Policy as an innovation meeting 

“top-tier” evidence standards 

•Will result (hypothesis currently being tested) in 

greater health care value if integrated as a 

population health approach 
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Key Lessons 

•Solving complex problems will require 

multidimensional solutions 

•Evidence is necessary but not sufficient 

•Change is needed in structures, care 

processes, and health professionals’ 

roles and relationships to each other and 

the people they support 

•Carpe Diem! 
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