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ABSTRACT

curriculum.

experience.

to 20 months after exposure.

Background Transitions of care pose significant risks for patients with complex medical histories. There are few experiential
medical education curricula targeting this important aspect of care.

Objective We designed and tested an internal medicine transitions of care experience integrated into interns’ ambulatory

Methods The program included 1-hour group didactics, a posthospitalization discharge visit in pairs with a home care nurse
(cohort 1: 2011-2012; cohort 2: 2012-2013), and a half-day small-group visit to a skilled nursing facility led by a faculty member in
geriatrics (cohort 2 only). Both visits had structured debriefings by faculty in geriatrics. For cohort 1, a quantitative follow-up
survey was administered 18 to 20 months after the experience. For cohort 2, reflections were analyzed.

Results Thirty-three of 42 second-year residents (79%) in cohort 1 who participated in didactics and a home visit completed the
survey. Seventy-six percent (25 of 33) reported increased knowledge of interprofessional team members’ roles and the discharge
process for patients with complex medical histories. Seventy-nine percent (26 of 33) reported continued use of medication
reconciliation at discharge, and 64% (21 of 33) reported the experience enhanced their ability to identify threats to transitions. Of
cohort 2 interns, 88% (42 of 48) participated in the home visit and 69% (33 of 48) in the skilled nursing facility visit. Intern
reflections revealed insights gained, incomprehensive discharge plans, posthospital health care teams, and patients’ postdischarge

Conclusions An experiential transitions of care curriculum is feasible and acceptable. Residents reported using the curriculum 18

Introduction

Policymakers have highlighted the need to improve
the quality of care and safety in hospital discharg-
es,’® and the Accreditation Council for Graduate
Medical Education has identified transitions of care as
a core competency, with milestones focusing on the
ability to communicate a safe discharge plan effec-
tively with the patient, interprofessional team, care-
giver, and the next care provider.”"!

Residents are responsible for care transitions, yet
feel they lack the knowledge of how to safely
complete these tasks, and studies have found a need
to increase resident knowledge in transitions of
care.'*™"” Experiential learning theory suggests that
learning is best done in the context in which it occurs,
and that interactions are fundamental to gain

understanding.?%*!

DOI: http://dx.doi.org/10.4300/JGME-17-00499.1

Editor’s Note: The online version of this article contains the
transitions of care educational experience follow-up survey.
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To address the need for experiential learning, we
embedded an innovative curriculum in our existing
postgraduate year 1 (PGY-1) ambulatory block. It
provided for direct exposure to different medical
environments, including home care and skilled
nursing facilities (SNFs), interactions with interpro-
fessional team members, and review of hospital
discharge documentation. We hypothesized that this
experiential method of learning would improve
residents’ skills for safe patient discharges.

Methods
Study Design and Setting

Two cohorts of PGY-1 internal medicine residents at
an urban academic tertiary medical center completed
the transitions of care curriculum. When this program
was launched, it had no formal transitions of care
curriculum.

Home Visit Curriculum

We implemented the curriculum from September
2011 through June 2013 (cohort 1; rIGURE 1). Core
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didactics were integrated into the ambulatory curric-
ulum. Each intern participated in a 1-hour small-
group didactic on “Transitions in Care” delivered by
core geriatrics faculty (R.K.M.). Topics included
identifying vulnerable patients, working in interpro-
fessional teams, medication reconciliation, discharge
summaries/instructions, and patient and family com-
munication.

A pair of interns were assigned to conduct a
posthospitalization discharge home visit with a home
care nurse. Each nurse participated in a brief session
to review teaching goals and objectives. The patients
were primarily African-American, Medicare-eligible,
and middle-lower socioeconomic status, with multi-
ple chronic comorbidities and on multiple medica-
tions. The interns had not previously met the patients
they were visiting due to logistical barriers to
arranging visits for their patients.

Interns were expected to complete a medication
reconciliation form and a transitions of care checklist,
covering medication management, medical care and
home services follow-up, patient and family roles, and
understanding of the discharge process.”>**> A 1-hour
debriefing session led by geriatrics faculty (R.K.M.)
was conducted during the last didactic session of the
4-week block. Each intern pair described the patient
seen in the home and key transition issues they had
encountered.

SNF Curriculum

For cohort 2, which took place in 2012-2013, groups
of 4 to 7 interns participated in structured, half-day
visits to SNFs led by a faculty member in geriatrics or
a fellow who cared for patients at that facility. The
SNF visit was added to the curriculum in response to
intern and faculty feedback on the value of seeing an
alternative discharge site of care. The visit focused on
key aspects of care transitions, including basics of
SNFs, medication reconciliation, communications
with staff, and discharge summaries/instructions.
During the tour, interprofessional team members
taught residents about their roles and discussed key
elements of a successful discharge plan from hospital
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What was known and gap

Transitions of care are a critical time for patients, yet there
are few curricula to enhance resident learning of this
segment of care.

What is new

An experiential curriculum in posthospital care for internal
medicine residents, including exposure to home care and
care in a skilled nursing facility.

Limitations
Single institution and single specialty study limit generaliz-
ability; reliance on resident self-reports.

Bottom line

The transitions of care curriculum was feasible and
acceptable. Residents reported using elements learned 18 to
20 months after exposure.

to SNF using examples of recent discharge summa-
ries. Patients going to SNFs were a similar patient
population to those visited in homes. The SNF staff
also led a 20-minute debriefing session at the end of
the visit.

This study was approved under the University of
Pennsylvania Institutional Review Board.

Data Collection and Analysis

Survey data from cohort 1 (interns completing a home
visit) were collected 18 to 20 months after completion
of the transitions of care experience (at the end of
PGY-2). The survey was developed by the authors
without additional testing. The survey had a variety
of open-ended and closed questions (provided as
online supplemental material).

Cohort 2 interns were asked to complete separate
reflections about the home and SNF visit. Open-ended
writing allowed interns to synthesize their experiences
on the home and SNF visits. The home visit reflections
were discussed at the 1-hour group debriefing session
on the last day of the ambulatory block. The SNF
reflections were completed on site and discussed as a
group. Reflections were guided by 3 questions: (1)
How did this experience alter your perception of
discharge? (2) How will the experience change your
care for patients? (3) Were there any surprises?

1 Hour
Home Visits (HVs) Overview Post Hospital Write G Debrief
Fall 2013 Teaching Visit Reflections i il
Session
Skilled Nursing S :
iliss Meet Geriatric o Write v
Facilities (SNFs) Faculty at Site Tour facility & Hection s Group Debrief

Spring 2014

FIGURE 1
Cohort 2 Curriculum
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Identifying potential threats to a well executed
transition between sites of care

Performing a functional assessment

Managing the discharge process of complex patients
with chronic illness

Perfomance of medication reconcilation at the time
of hospital discharge

Knowledge of home health services

Increased knowledge in roles of interprofessional
team members

I 64%
N 24%
I 769
— 970
I 580

I 7 6%

0%

FIGURE 2

20% 40% 60% 80% 100%

Cohort 1: What Aspects of Transitions of Care Experience Do You Maintain in Your Current Practice?

Reflections were transcribed by the Mixed Methods
Research Lab at the University of Pennsylvania
(Philadelphia, PA) and entered into NVivo 10
software (QSR International Pty Ltd, Doncaster,
VIC, Australia). We used applied thematic analysis
in an iterative, 2-step process to examine the data.
Applied thematic analysis is an inductive approach
that allows the researcher to describe the explicit and
implicit ideas that arise in the data.”* The initial
broad set of codes were emergent from the data,
assigned a priori, and focused on 5 themes: (1)
barriers after discharge; (2) facilitators after dis-
charge; (3) discharge instructions; (4) impact of home
visits; and (5) intern expectations and surprises.
Coders included a geriatrician with experience in
transitions of care who led the curriculum design
(R.K.M.), a third-year resident (Z.S.), and 2 qualita-
tive research experts (S.K. and Z.S.). Coders initially
applied these broad codes to each line of text. In a
second phase of coding, each broad theme was
subcoded into emerging categories. Subcoding pro-
ceeded in an iterative fashion as categories were
created, reviewed, compared, and collapsed until no
new themes emerged. Subcodes were discussed
iteratively by the team as they emerged.

A subset of 16 reflections, including 8 from SNF
and 8 from home visits, were double-coded for
interrater reliability to ensure that all coders under-
stood and defined the codes in the same way. A kappa
statistic was calculated for each broad code across all
16 double-coded narratives. Coding discrepancies
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were resolved by consensus among all members of
the team, resulting in a final average kappa of 0.75.

Results

Seventy-nine percent (33 of 42) of the PGY-2s in
cohort 1 who participated in didactics and a home
visit completed the survey. After the transitions of
care experience, 76% (25 of 33) of the respondents
reported increased knowledge of the role of the
interprofessional team and the discharge process for
patients with complex, chronic illnesses; 79% (26 of
33) reported they continued to use what they learned
about medication reconciliation at hospital discharge;
and 64% (21 of 33) reported an ability to identify
potential threats to transitions between sites of care.
Fifty-eight percent (19 of 33) indicated that the
knowledge gained in home health services influenced
current practice; and 24% (8 of 33) noted the
experience influenced their performance of functional
assessments (FIGURE 2).

Of 48 residents in cohort 2, 42 (88%) participated
in the home visit and 33 (69%) in the SNF visit. A
total of 69 reflections were included in the analysis (6
essays were missing).

Qualitative analysis revealed 3 overarching themes:
(1) the importance of completing comprehensive
discharge plans and instructions; (2) awareness and
admiration of posthospital health care teams; and (3)
understanding the realities patients face postdi-
scharge. The BOX contains quotes for each theme
and subthemes described below.
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Box Cohort 2: Reflection Comments From Postdischarge Home and Skilled Nursing Facility (SNF) Visit

Importance of Completing Comprehensive Discharge Plans and Instructions

Medication Reconciliation

Given the number of medication bottles, it was understandable that Mrs. [X] originally found the task of memorizing all of her
prescriptions to be daunting . . .. Going forward, | plan on not only documenting how to take each medication but also writing a
quick note regarding which condition the drug is treating. -HV020

The visit highlighted the importance of reconciling medications prior to discharge and providing clear anticipatory guidance for
expected medication changes . . .. It also underscored the need for comprehensive discharge summaries that succinctly describe the
presentation, hospital course, and discharge condition . . . to ensure that SNFs are able to continue the intended course of care. -
SNF018

Communicating More With Patients and Their Families

This experience showed me that | really have to try and make time to explain to the patient thoroughly what happened in the
hospital and what we thought was going on. They may hear it every day during rounds, but | think as they leave the door, they need
to hear it again . . .. This patient was aware of her follow-up appointments, and knew what medicines she was supposed to take, but
had no idea why she was on those medicines, and | think that is something | can make a point to enforce during my own discharges.
—-HV004

I think in my future practices, | will challenge my patients to be advocates of their own health. Yes, we are providers with knowledge
of their condition and medications, but [these are] their bodies and their lives and they are the ones who are ultimately responsible [.
..]. I will encourage each patient to learn his/her own medications and understand its function. | vow to do better in educating my
patients on their medications, especially in the outpatient setting. | hope with this partnership patients will value the health care
system as something that they’re a part of instead of a foreign, nebulous organization. —-HV027

Scheduling Follow-up Appointments
And if possible, all appointments should be scheduled for the patient given that the health literacy of many patients is low, and it is
often more difficult for them to schedule timely appointments. -HV030

It was good to learn about the level of physician care available such that | can plan follow-up appointments appropriately. -SNF029

Awareness and Admiration for Posthospital Health Care Teams

Aptitude and Quality of Home Health Care Team

Once at home, he had frequent visits from the transition [home care] nurse. This was particularly useful because he symptomatically
worsened shortly after being discharged, and the nurse was able to communicate this to his pulmonologist, who then increased [the
patient’s] steroid dose. The patient responded well to this; in this way, an admission was likely avoided. | was impressed by this use of
various resources following discharge: the transition nurse, the pulmonologist, and the patient, all were communicating well about
his changing symptoms and were able to prevent . . . a return trip to the ED. -HV013

Level of Care Provided by SNFs
| was [pleasantly] surprised by how thorough the intake and evaluation process at the SNF can be. -SNF021

| was surprised with the multidisciplinary approach to patient care available [at] the SNF. The amount of [physical therapy] the
patients received each day was more than | was expecting. The social activities available to the [patient were] also unexpected but
I'm sure very valuable. -SNF023

Understanding the Realities Patients Face Postdischarge

Assessing Living Situation and Social Support

Overall, this visit made me aware of the limited resources that patients have, and how important it is to consider a patient’s home
life upon discharge. There are many ways we can make a patient’s life easier in the hospital, and many of those are available at
home (OT, PT, RNs). These make it possible for us to discharge patients when they are medically ready, but we still have to make sure
patients have what it takes to manage their own everyday life. That varies with the level of education, access, and help at home from
family members/friends. —-HV019

External factors affecting patient’s lives [became] more apparent. Difficulty sleeping may often be attributed to poor sleep hygiene
(attempting to sleep on the couch in the living room) . . .. Issues pertaining to mobility and physical therapy [were] also highlighted
to greater extent. This particular patient, recovering from GBS, had significant difficulty with ambulation but lived on a second story
apartment . . .. Without the assistance of his partner, ordinary tasks may have become impossible. -HV021

Self-Efficacy

The patient started to try using the pillbox as instructed; however, partway through declined, stating that she had her own routine to
take her meds. The nurse stated as long as she had a system that worked . . . she was okay with it. Our patient was also very well
informed . . .. She knew all her medication changes and the reason she was taking each one. -HV016

Our patient was one of the “good ones.” She had her discharge paperwork carefully filed in 1 sleeve of a folder. And in the other
sleeve was a growing list of her daily weights . . .. She was meticulous with her record keeping. It turned out she was admitted
recently for a CHF exacerbation. Her weight increased from 170 to 172 pounds, but based on her weight chart, she had fluctuated
between those weights several times before without issue. -HV017

Abbreviations: HV, home visit; SNF, skilled nursing facility; ED, emergency department; OT, overtime; PT, part-time; RN, registered
nurse; GBS, Guillain-Barré syndrome; CHF, congestive heart failure.
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Comprehensive Discharge Plans and Instructions

Medication Reconciliation: Interns recognized the
importance of providing detailed medication recon-
ciliation often after witnessing patients and home care
nurses refer to the discharge instructions in an effort
to understand the medication regimen. Interns were
struck by the number of medications patients
required, and several interns vowed to make a
concerted effort to finish summaries prior to dis-
charge and to make instructions clear and simple.

Communicating More With Patients and Their
Families: Interns reflected on the need to spend more
time communicating with patients and their families
before discharge. These reflections were usually
prompted by witnessing a problem with the patient’s
care that the interns believed could have been avoided
through better communication.

Scheduling Follow-Up Appointments: Interns identi-
fied where patients had barriers to understanding
their disease and treatment, and who would benefit
from early follow-up. They also discussed language
and health literacy barriers to prompt follow-up.

Awareness and Admiration for Posthospital Health
Care Teams

Aptitude and Quality of Home Health Care Team:
Many interns recognized the significance of interpro-
fessional communication and home health care
nurses’ skills. Many praised the quality of nurses’
care, patient-centered approach, and their ability to
implement the discharge instructions and to work
with providers to prevent rehospitalizations.

Level of Care Provided by SNFs: Most of the interns
who visited SNFs were surprised at the high level of
care they witnessed. Interns were impressed by the
thorough intake evaluation, the interprofessional
approach with physical therapy, and the support with
daily living activities, and a few also mentioned they
were pleasantly surprised by social activities offered
at the SNE Interns commented on the high nurse-to-
patient ratio.

Understanding the Realities Patients Face
Postdischarge

Those who visited patients at home appreciated the
limitations of some living situations, whereas those
who visited the SNF noted how staff could affect
patient health outcomes.

Assessing Living Situation and Social Sup-
port: Home visits helped interns recognize how a
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patient’s environment could create barriers to care
and recovery. They described mobility problems
related to clutter, carpeting, and stairs and environ-
mental factors, such as smoke and pets. They also
mentioned the impact of neighborhood safety and
patients living alone without reliable social support or
patients’ care.

Self-Efficacy: Several interns mentioned instances in
which patients’ ability to take charge of their own
care and understand their treatments were important
keys to facilitating effective transitions posthospital-
ization. In many instances, the nurses helped reinforce
the patient’s self-efficacy.

Program Feasibility

The curriculum was embedded in the ambulatory
rotation, and the half-day experiences replaced
subspecialty clinics. For each year, the lead faculty
(R.K.M.) spent 8 hours in didactic time (core and
debriefing session). Matching the schedules of PGY-
1s, home care nurses, and SNF providers required
approximately 16 h/y. That time was initially
supported by grant funding and, later, by the internal
medicine residency. Home care nurses spent 2 to 3
hours per session with the interns and participated 3
to 4 times a year. Since the nurses were seeing patients
with the interns, the time had little effect on
productivity. The SNF professionals (all academic
faculty or geriatrics fellows) each spent 1.5 to 2 hours
and participated 2 to 3 times a year. The teaching
responsibility was shared by multiple providers, and
visits were scheduled in groups of 5 to 7 to minimize
the number of sessions needed.

Discussion

Our transitions of care curriculum resulted in
sustained intern awareness of key issues, such as
medication reconciliation and importance of commu-
nication, 18 months later. The experience was
positively received by residents, and the didactics,
postdischarge home visit, SNF visit, and debriefing
have continued for 7 years.

Our results support a recent study demonstrating
that experiences with a postdischarge clinic visit,
home visit, or telephone call were correlated with
increased perceived responsibility for transitional care
tasks.'”” We provided learning experiences with
patients, a variety of health care professionals, and
sites of care, all directly involved in transitions of
care.

This program is distinct from other effective
transitions of care interventions. Published reports
of educational interventions have included
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postdischarge visits for patients that residents had
treated in the hospital and postdischarge and sites of
care visits occurring during the 2- to 4-week geriatric
or transitions of care rotations.'”~'” Embedding the
curriculum in the ambulatory schedule facilitated
teaching larger groups of interns, and the block
scheduling helped with scheduling home care nurses
and SNF providers. Our approach did not allow
interns to see patients for whom they had provided
care in the hospital, but we demonstrated both the
feasibility of the visits and the interns’ self-reported
learning of key transition issues, likely due to the
strength of experiential learning with patients and
health care teams.°

Establishing relationships between medical educa-
tion, home care, and skilled nursing facilities can
create a learning environment needed for this type of
curriculum. Finding champions in local home care
agencies and SNFs is important. To prevent workflow
interference, coordinating the interns’ schedules to
align with home care nurse visit schedules is essential.
By using a group of nurses as part of the teaching
team, we made accommodations when needed. For
the SNF clinicians, visits were scheduled in small
groups to minimize the number of sessions needed.

This study has several limitations. It was conducted
at a single institution, limiting generalizability. We
relied on interns to self-report changes in knowledge
or behavior, and positive responses could have been
due to social desirability. Our survey was not tested
for validity evidence, and respondents may not have
interpreted items as intended.

Future research should include a review of the care
plans compared with what actually happens after
discharge. This could include direct observation of
patient care in a postdischarge clinic and root cause
analysis for readmissions. These opportunities may
improve our understanding of the multifactorial issues
that lead to poor transitions of care and allow continued
evaluation of curricular components and effect.

Conclusion

We demonstrated that a transitions of care curricu-
lum incorporating a posthospital home discharge
visit and an SNF visit was well received and feasible.
The curriculum has continued with the support of
the internal medicine residency program, home care
nurse agency, and health care providers of geriatric
services.
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