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INTRODUCTION AND BACKGROUND

• Discharge home versus discharge to rehabilitation facilities
• Advantages and disadvantages

• Difficulties faced by patients discharged to rehabilitation facilities
• Nuanced, more challenging

• Effects of readmission
• Patients, family, healthcare organization, healthcare systems, insurance 

companies

• Transitional care clinics
• Effective and efficient
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THE TEAM

• Advisor: Dr. Beth Quatrara

• Practice Mentor: Dr. Sarah Chadwell (Neurocritical Care Clinic Lead)

• Second Reviewer: Dr. Sharon Bragg

• Additional Team Members: Neurocritical Care APP Team, Stroke Team, 
Dr. Bill Lombardi, UVA Encompass Team- Dr. Regan Royer, Dr. Aileen 
Giordano, Keri Johnson
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FRAMEWORK: IHI PDSA
• Plan

• What are we trying to accomplish?

• Do we understand the problem and current state?

• How do we know if the change is an improvement?

• Do
• Develop Implementation

• Study
• Review results, adjust as needed

• Act
• Reflect on plan

• Disseminate results



WHAT ARE WE TRYING TO ACCOMPLISH?
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PROBLEM

• A gap in care for neurocritical care patients admitted with hemorrhagic 
stroke and discharged to rehab and then home
• 35 % readmission rate

• No transitional care

• Comparison: no readmissions for patients with transitional care
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DESCRIBE THE PROBLEM

• Databases
• Publisher Medline (PubMed), Cumulative Index to Nursing and Allied Health 

Literature (CINAHL), Web of Science and Cochrane Library. 

• Search Terms
• “transition care OR transitional care”, “rehab OR rehabilitation”, “after discharge” 

used as keywords. 

• “(transition care OR transitional care) AND (rehab OR rehabilitation) AND after 
discharge”. 

• Limitations
• English only, conducted in the United States



PRISMA Diagram
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EVIDENCE APPRAISAL

• Johns Hopkins Nursing Evidence-Based Practice Evidence Appraisal Tool

• Level 1
• One A Quality

• One B Quality

• Level 2
• One A Quality

• One B Quality

• Level 3
• Three A Quality

• Level 5
• One A Quality

• Two B Quality

Year Study Purpose Study Design Level of Evidence Evidence Sort
2022 Examine effectiveness of facility-based transitional care 

programs (TCPs) on functional status, patient and health 
services, and discharge to home rates

Systematic Review 1 A

2017 Demonstrate feasibility of implementing a community 
participation intervention during the transition from 
rehabilitation to home

Randomized Controlled 
Trial

1 B

2018 Determine whether patients that completed a post-discharge 
transition clinic visit were less likely to be readmitted in 30 days

Retrospective coss-
sectional

2 A

2021 Determine feasibility of implementing nurse-driven transitions 
of care program with secondary outcome of impact on patients 
and length of stay

Prospective randomized 
pilot Study

2 B

2018 Investigate if TCM services affected subsequent health care 
costs and mortality

Retrospective Cohort 
Study

3 A

2023 Determine which characteristics affect rates/ability to adopt 
posthospitalization behaviors associated with adequate 
transition of care

Retrospective Cohort 
Study

3 A

2020 Identify and understand factors that affect patient attendance 
of postacute transitional care clinic visits

Retrospective Cohort 
Study

3 A

2023 Discuss current state of the care continuum and identify 
opportunities for improvement in the need of continuity of 
care for neurocritical patients

Scoping Review 5 B

2019 Inform the development, evaluation and implementation of 
the post-acute care community transition 

Scoping Review 5 A

2020 Assess effectiveness of intermediate care, which included 
transitional care, for middle-aged and older adults with a focus 
on function, healthcare utilization, and costs.

Scoping Review 5 B
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LITERATURE THEMES

• Transitional Care Clinic Appointments
• Made before or at discharge, with specialty focus

• Significant qualitative impacts

• Reduce costs and re-admissions

• Increase ability to perform activities of daily living (ADLs)

• Effect of Rehabilitation Disposition on Transition
• Increased difficulty in transitioning to home

• Increased length of stay 

• Decreased access to transitional care resources



DO WE UNDERSTAND THE CURRENT STATE?
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CURRENT STATE

• Advanced Practice Provider (APP) clinic for patients discharged to home 
from neurocritical care services with hemorrhagic stroke diagnoses
• Did not include patients discharged to rehab

• Clinic visit scheduled for 1-2 weeks after discharge

• Address transition needs, review medications and adjust as needed, 
perform neurological exam and assessment, follow up on referrals, place 
new referrals as needed.
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CURRENT STATE

• Primary Care/Specialty Neurology Provider Shortage
• Access to care, patient outcomes, provider satisfaction (Majersik, et al., 2021)

• Higher need for specialty transitional care

• Delays in care
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PRIMARY CARE SHORTAGES FOR VIRGINIA

Rural Health Information Hub, 2024



IS THE CHANGE AN IMPROVEMENT?
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DETERMINE MEASURES

• Process Outcomes

• Structure Outcomes



IMPLEMENTATION
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PROCESS AND STRUCTURE

• Building upon current hemorrhagic stroke process
• Academic medical center and associated local rehabilitation facility

• Collaboration with Stroke NP 

• Discharge process and notification of Clinic Team 

• Multidisciplinary networking; Rehabilitation MD/Case Management
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PROCESS AND STRUCTURE

• Develop automated system for identifying qualified patients
• Smart Phrase  

• Best Practice Alert

• Sharing relevant notes/events through advanced EHR
• Discharge Summary



20

PROCESS DETAILS

• Sustainability
• Partial FTE for clinic lead

• Additional Resources
• Case management assistance
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REVIEW RESULTS

• Communication 
• Stakeholders

• Intra-professional discussion

• Technological Advances
• Care Everywhere

• Best Practice Advisory

• Case Reports

End State: An APP-led transitional care clinic that bridges the gap between 
acute hospitalization, rehabilitation, and home

 a ent 
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  A at 
discharge

 o e    ee  
follo    
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FINANCIAL ANALYSIS
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ETHICS AND SOCIAL DETERMINANTS OF HEALTH

• Ethical Considerations
• Autonomy, Beneficence, Justice

• SDOH
• Population Health Statistics
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ACT: DISSEMINATE RESULTS

• DNP Presentation

• State/National Conferences

• Poster Presentations

• Publish Manuscript
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NEXT STEPS

• Measured outcomes for the future
• Re-admission rates

• Appointments made on time

• Clinic attendance
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QUESTIONS?
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