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BACKGROUND

Transitional Care Management (TCM) or Transition of Care (TOC) is a
billable encounter type designed for primary care doctors and
specialists to improve the care they provide to patients who have been
discharged from hospitals or other facilities.

UPMC Central PA uses a variety of people and processes to facilitate
TCM, including hospital scheduling, an ambulatory TOC team that
contacts patients within 2 days of discharge, individual primary care
office staff and provider compensation incentives.

Despite these efforts, TCM scheduling and appointment completion has
been inconsistent, payor contract goals have not been met, and
providers have not had a complete picture of their patient discharge
data.

Leadership within UPMC Central PA Medical Group was charged with
creating a solution to improve provider engagement and ensure
consistent, accurate, and actionable internal discharge data.
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OBJECTIVE

» Primary objective was to create a single data platform that could be
accessed by all service line leaders and eventually individual providers.

» A dashboard provided the most concise format.
» The dashboard had to:
Include all primary care practices
Include discharges from all 7 Central PA hospitals
Include information on post discharge patient contact
Exclude discharges that didn’t require TCM
Include patient NO-SHOWS
Provide current, filterable, and patient-level data
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APPROACH

Formed a workgroup with stakeholders from the medical group, and IT
Set goals for data definitions, including exclusion and inclusion criteria
Three major data goals defined by the group:

» % completion rate of TOC outreach call

> # of patients seen at given intervals of 2, 7, and 14-, and 30-days

post discharge

» % usage of medical group TOC note template
Based on the report requirements, we discussed the business
process/workflow behind each of the metrics
We used the workflows to identify discrete data elements in Epic for
reporting.
Once the dashboard was developed, we performed manual validation of
the metrics to a review of patient charts.
If there were discrepancies, we amended the metric data lineage until
the dashboard aligned with original requirements.
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[6]: The report will automatically refresh every morning
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[9]: Able to filter by region

around 8 am. If the dashboard hasn’t refreshed, and needs
[8]: Provides a System-wide summary with both 7- and 14-
day follow-up for TOC and non-TOC encounters

to run manually, click the refresh button to rerun [7].
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[10]: Gives information on post discharge outreach versus
scheduled as TOC versus non-TOC, up to 30 days post

patients who are scheduled <48 hours post discharge
[11]: Additional views able to compare encounters

discharge. Also allows to see how may providers use TOC

note template which facilitates accurate code capture and
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DISCUSSION

First and foremost, dashboard allowed us to verify previously observed
trends of TOC visit completion rate.

Roughly 30% of patients are seen by a provider in the PCP’s practice
within 7 days of discharge; 50% within 14 days.

The data also allowed us to verify that one office not utilizing our central
TOC outreach team had a significantly lower outreach rate, and lower
TOC appointment completion. FTE was approved to support the addition
of that office to use our central TOC outreach team.

Key limitation in the dashboard is lack of external data. Many patients in
central PA, particularly in certain counties, do not use UPMC facilities for
acute care. While this decreases data for some practices, we felt the
dashboard was valuable to highlight how to improve our internal
workflows.
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