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THE SAN DIEGO 
CARE TRANSITIONS 

PARTNERSHIP 
Transforming Care Across the Continuum 

Brenda Schmitthenner 



A strategic partnership between Palomar Health, Scripps Health, 
Sharp HealthCare, the UCSD Health System 
– 11 hospitals/13 campuses, and AIS/County of San Diego 

Background 

Goals of the Community-based Care Transitions Program (CCTP): 
• Improve transitions from the inpatient hospital setting to 

community 
• Improve quality of care  
• Reduce readmissions for high risk beneficiaries, and 
• Document measureable savings to the Medicare program 



Structure 

Steering 
Committee 

Planning 
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AIS 
Administration Work Team 

Operations 



CCTP: Impact of Readmission Rates 
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Target Group baseline: CCTP participants 30 day readmission rate from 2012 
CCTP Participants: Those who completed services (CCTP Completers) and those who did not complete all aspects of the program 
CCTP Completers: CCTP participants who completed all aspects of the program 

Community-Based Care Transitions Program (CCTP) 
Reduction in 30 Day Hospital Readmission Rates 

January 2013 to January 2014 



Trends and Outcomes 

• A decrease in hospital admissions from 
2010 to 2013 of 3.4% 

 

• An increase in the San Diego FFS 
population by 8.6% 

 

• Readmission rate per 1,000 beneficiaries 
 2010: 11.02/1000 benes/quarter 
 2013: 8.99/1000 benes/Q4 (seasonally 

adjusted) 
 



CCTP in Action… 



• Improvements in screening / patient selection process 

• Better understanding of why patients readmit and how/if 
we could have intervened 

• Increased collaborations with community health 
agencies and SNFs 

• Training the next generation of health care practitioners 

• Expanding CCTP to other patient populations 

• Sustaining the partnership and seeking new 
opportunities for partnership 

What’s Next? 



CCTP PHARMACIST 
INTERVENTION 

Joseph Parker, RN, MSN, CNL 

 



Reconciliation vs. Management 

• Medication Reconciliation--the process of comparing a patient's 
medication orders to all of the medications that the patient has 
been taking; done to avoid medication errors such as omissions, 
duplications, dosing errors, or drug interactions. 
 

• Medication Management--monitoring of medications that a 
patient takes to confirm that it is appropriate for their disease 
process and that he or she is complying with a medication 
regimen, while also ensuring the patient is avoiding potentially 
dangerous drug interactions and other complications. 

 
 

 



Standard Hospital Medication Reconciliation 

Upon Process Risk Factor 
Admission • Provider (non-pharmacist) reviews prior 

to admission (PTA) medications – should 
review this list with patient or caregiver.   

• This does not typically get verified with 
the patient’s pharmacy.   

• These meds are imported into a med list 
by an EMR system.   

• Provider enters any missing PTA 
medications. 

Medications are 
often not verified 
with the patients 
or the patient’s 
pharmacy. 

Discharge • Provider reviews all medications listed in 
EMR and determines what to keep, stop, 
or change.  

• If PTA meds were incorrect, discharge 
medications will follow suit.  

The discharge 
provider is typically 
different than the 
admitting provider.  



Importance of Medication 
Management at Home 



Pharmacist Involvement 

• CCTP Patients (Polypharmacy, HR Meds, MTM) 
• Orthopedic Patients 

 
 



Communication 

Reconciliation 

Medication History Documentation 

Medication Reconciliation 



What Interventions are the Pharmacists Doing? 



Pharmacy Impact 



Pharmacy Impact 



 
Scripps Health CCTP Program 

 
 
 

Susan Erickson RN, MPH 
Senior Director Patient Navigation 
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Scripps Health Care System 

Scripps Clinic 

Scripps Coastal Medical Center 

Well Being Centers 

Scripps Home Health / Hospice Care 
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Not for Profit 
Integrated Health System 

13,000 Employees 
2600 Physicians Scripps CCTP Program 

 

Inpatient Navigators 
MTM Pharmacists 

Outpatient Navigators 

Focus: How do we 
identify the right 

patients for 
intervention 



How it works 

Crimson Real Time 

New Approaches to Risk Screening 

Crimson Real Time: Natural Language Processing  



CRIMSON REAL TIME (CRT) 
:  

HOW THEY DO IT 
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Crimson Real Time 

A Glimpse Into the Technical Process 
Transformation of structured and unstructured data to transform care 

Extract and 
Cleanse 

Clinical 
Analytics 

Warehouse 

Analytics 

Risk 
Quantification 

Risk Group A 
Risk Group B 

Risk Group C 

Risk 
Stratification 
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1 

Intake of a variety of clinical 
data [1], transforms[2, 4] then 
using robust, proprietary 
dictionaries [3], rules [6], 
analytics [5] and mathematical 
models [7.9] drive targeted 
interventions [10] and outcomes  

Models 7 

Rules 6 



Natural Language Processing 



CRT:  Search by Rules 

Readmission 
Risk 

Case Finding 
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Detail of Patient Risk Score and Findings 

 12/15/2014 

Individual Patient 
Detail 



CRT Summary Risk Report 

Demographics Risk 
Score 

Model Risk 
Factors 

Discipline  Specific 
Case Finding 

Utilization - Disease - Age 
Rules Pinged - Payer 



Are Risk Scores Actionable? 

 
Risk scores are a relative number – how does the 
score correlate to readmission risk?   
 
Review of patients with heart failure 2013: 
 
 

• Top Tier – Risk Score Band > 0.922 
– 58% of patients had a readmission within 30 days 

 
• Second Tier - Risk Score Band = 0.806-0.923  

– 41% of patients had a readmission within 30 days 



Scripps CRT Use Cases 

• Inpatient and outpatient navigators 

−Case finding and triaging for services 

−Earlier referrals internally and to community resources 

−Retrospective review and refinement of practice:  Did we target the 

“right” patients? 

• Social work 

− Case finding and triage patients 

• Pharmacy 

−Identify patients for enrollment into the system-wide MTM program  

 
 

Heart Failure Program 
 

Diabetes Program 
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What is Advance Care Planning? 

Advance Care Planning is a process aimed at 
allowing competent adults to guide their medical care 
at times when they are unable to speak for 
themselves. 

Advance Directive = The Outcome – Noun 
A document, a tool for healthcare decision making. 
 

Advance Care Planning = A Process – Verb 
A journey, honoring patient autonomy or self-
determination. 



What are the benefits of planning? 

 

 

A person’s voice can be heard. (Even when they cannot 
speak!) 
 

Family and health care providers can be relieved of a 
challenging moral burden. 
 

Planning and preferences can align with treatment and 
care. 
 

A reliable document can guide health care decision 
making and is consistently stored and retrieved as needed. 



Why is Advance Care Planning 
Important? 

It helps protect against 
back seat drivers making 
uninformed decisions. 



Why are People Hesitant to Begin 
the ACP Process? 

I’m not THAT sick. 
 
It is confusing. 
 
I’ve already talked to my 
lawyer about it. 
 
It won’t happen to me, 
 
It might be bad luck.
    

I don’t like difficult 
conversations. 
 
Later! 
 
I’m sure that my loved one’s 
know what I would want. 
    
I don’t want to talk about my 
mortality. 



Advance Health Care Planning 
  What it is not… 

 

 The “Death Panel.” 
 Legal Counsel. 
 Forced upon people. 
 Gloom and doom! 
 Specific medical advice. 
 An inducement to hospice services. 

 
 

 
 



 

 

The Five Key Components of 
Advance Care Planning 

Select a qualified, informed health care agent. 
 

Explore personal values and beliefs regarding health care. 
 

Understand your current health status, and the expected course of 
any illness. 

 

Document the health care agent and specific health care 
preferences. 

 

Inform the health care agent, and others as needed, of health care 
preferences. 



Care Transitions and Advanced 
Care Planning 

The majority of population that is targeted by the Community Based 
Care Transitions Program are the elderly with chronic conditions.  
These patients not only are experiencing an acute event in the 
hospital, they continue to experience progression in their illness 
that Advanced Care Planning can assist with their decision making 
in regards to their care.  Advanced Care planning ultimately has the 
same goal as the Care Transitions Intervention. 
 

 “Empowering the patient with tools that will help them manage  
their lives/health and their wishes as the patient dictates – putting 

the patient in the driver’s seat in the decision making process 
needed to navigate through changes in their health”. 

 



How do the coaches have this 
conversation, what tools do they share 

with the patient? 
Tools given to patient: 

•5 Wishes booklet – Coaches offer to review 
during home visit or at a future home visit 
•Advanced Directives if requested by patient 
•Contact information for patient should they 
want to speak to someone from the Advanced 
Care Planning department at Sharp HealthCare 
(referral) 
•Second home visit offered to continue 
discussion (usually questions regarding Hospice, 
POLST) 
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“Conversations matter” 

 



What we’re talking about here is self-
determined care -- every individual’s 
inalienable right to determine, in advance, 
how they will be cared for near the end of 
their lives. 
 

-Allen S. Lichter, M.D., American Society of Clinical Oncology 
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Health Resources & Services 
Administration (HRSA) Grant for 
Advanced Practice Nursing Students 
Care of Vulnerable Populations with 
Multiple Chronic Conditions with an 
emphasis on Inter Professional 
Approach 
 
  UCSD / CSUSM Partnership 

 

Eileen M. Haley, MSN, RN, CNS, ACM 

Annemarie Degen DeCort, MSN, RN, PHN, ACM 
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• Understand  Need for Education on Providing 
Patient Centered Care Planning Across the 
Continuum, 

• Review Draft of CSUSM Program Overview and 
Timeline. 

• Identify Opportunities for Hospitals and 
Community Participation 

OBJECTIVES 
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• Hospital Systems 
• Qualifying Stay / Appeals /  Denials 
• Trajectory of Acute Illness & Post Discharge Patient Options 
• Pace of Transitions within a Hospital 
• Communication / Handoffs variable, inconsistent 

• Payers 
• Benefits- What they are and mean & they keep changing 
• Maximizing Resources: Prescription Assistance Programs, Chronic Disease 

Management Programs, AIS opportunities 
• Patient Centered Planning 

• Advocacy 
• Cultural Humility  
• Resilience: characteristic and outcome 
• Patient / Family Education: Teach Back and Patient Engagement 

• Inter Professional team – no one filling in the gap. High risk pt = readmission 

• Upstream Provider Awareness: Changes / Practices 
 
 

 

CCTP Highlighted Gaps in Transitions of Care Knowledge : 
handoff between hospital and upstream providers and lack of 
patient centered planning and knowledge transfer. 
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• Decreased Length of Stay = rapids transitions within hospitals 

• Discharge planning needs to start with nurses who know TOC and can 
anticipate LOS and Post DC Needs 

• Higher Acuity of Patients going home 

• Less Resources / Payer Changes 

• Greater Demands on Hospital Staff – Multiple Priorities of Teams 

• Penalties for Readmission /  Red Census 

• Increase in hiring staff  / lack of consistent competence, on the job training 

• Aging Nurse Case Management Workforce with high degree of knowledge 
variation 

• Limited SW hospital training on TOC  

 

Why Develop Undergraduate and Graduate Nurses Trained in 
Transitions of Care (TOC)  
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• Focus on advanced practice nursing education with an inter professional 
approach for vulnerable populations with multiple chronic conditions –  
• NP Fellowship in Underserved Health and Clinical Nurse Specialist 

specializing in Adult-Gerontology with special emphasis in Transitions 
of Care. 

• CSUSM / UCSD  partnership open to all nurses / entities 
• Principal Investigator UCSD Free Clinic: Ellen Beck, M.D. 
• Principal Investigator CSUSM: Denise Boren, Director of Nursing 

• NP Fellowship – clinical primarily at UCSD free clinics with opportunities 
for clinical rotation 

• UCSD Care Coordination Leadership & Transition Nurse Specialists will 
be preceptor of undergraduate & graduate nurses 

• Collaborating with area hospitals and community clinics for clinical 

 
*Pending approval from CSUSM Academic Senate 

HRSA Grant Highlights 
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 Areas of Concentration: 
 Transitions of Care  

• TOC Certificate I – Standards & Practices of Case Management 
with emphasis on hospital case management 

• TOC Certificate II – Emphasis on Evidenced based Practice Tools 
and Research, Adult Learning Theories, Care Across The 
Continuum, Patient Engagement: Education & Coaching, Program 
Development and System Integration, Acute, Chronic and 
Population Health Focus 

 Inter Professional Practice – Transdisciplinary Approach 
 Integrative Medicine 
 4 Tracks: 

• Post BSN Certificate: 12 units with 6 units hybrid classroom and 6 
units clinical (270 hours) 

• MSN to CNS 
• BSN to CNS ( 44 Units) 
• NP Fellowship: One year of part time study with clinical  
• emphasis at UCSD Free Clinics / vulnerable  
    populations 

 
 
 
 

HRSA Grant Focus  with added RN Tracks 

*Pending approval from CSUSM  Academic Senate 
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• This seminar course introduces the student to the history and foundations of a 
Trans-disciplinary Modeled of Evidence-based Integrative Healthcare (IH) to 
include the influence of the environment on healthcare. This introductory 
course presents an overview of nutrition and health, micronutrients and 
supplements, spirituality, mind body practice, and traditional whole body 
practices to effect positive health-related changes.  

• Integrative medicine (IM) or healthcare (IH), as defined by the National Center 
for Complementary and Alternative Medicine (CAM) at the National Institutes 
of Health (NIH, 2009), "combines mainstream therapies and CAM therapies 
for which there is some high-quality scientific evidence of safety and 
effectiveness”. Complementary generally refers to using a non-mainstream 
approach together with conventional medicine and Alternative refers to using 
a non-mainstream approach in place of conventional medicine. 

 

Draft of Introduction to Integrative Healthcare 
Syllabus Objective 

*Pending approval from CSUSM Academic Senate 
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 This course introduces concepts, knowledge, and skills in transdisciplinary 
practice with underserved communities. 
• Define the terms inter-professional and trans-disciplinary. 
• Describe key elements of a transdisciplinary approach  
• Describe how these  skills/approach is used in the clinical setting 
• Describe three key behaviors of a humanistic approach and how to 

integrate these behaviors into all encounters.  
• Describe key areas of overlap in the work of different professions. 
• Identify areas of controversy and/or prejudice between different fields   

 Term  Definition & Interdisciplinary Approach  

• Empowerment, Humanistic Approach [including terms: empathy, 
congruence/self-awareness, positive regard/respect], Transdisciplinary 
Approach, Community as Teacher, Vulnerable Populations , “Cultural 
Humility”, Health Literacy, Social Determinants of Health, Teach back 

 

Excerpts from Draft of Inter Professional Practice:  
     A Transdisciplinary Approach to Care Syllabus 

*Pending approval from CSUSM Academic Senate 



49 

• January 2015: Submit curriculum for final approval 
through CSUSM curriculum approval process 
•  Expected Determination 4 months / Spring 2015 

• Continued course development 
• Enrollment Winter 2016  
• Identify expert teams as preceptor sites 
• Share updates on status with partners - ongoing 

 
 

Timeline 



AGING & INDEPENDENCE 
SERVICES 

Carol Castillon 

 

Care Transitions and Care Enhancement 



CARE ENHANCEMENT MODEL 

 Intense short-term care coordination 

 Initial focus on immediate needs to transition home 

 Move to long term services and supports 

I. Access to expedited services 

II. Long term case management 

III. Purchase of DME, Med copays 

 30 day intervention 

 Typical response ~11 hours 

 

 



 Not your typical “Social Service” program 

 Constantly looking at ways to improve 
quality and efficiencies 

 Quick response time 

 Pushing the envelope 

 New breed of social work 

 Processes vary per system 

 Oversight by both organizations 

 Patient centered care 

 Based on risk identified by chart review, 
clinical expertise and patient interviews 

 

MEDICAL AND SOCIAL SERVICE WORLD 



WHO ARE OUR PATIENTS? 

• 55% of Care Enhancement patients are female 

• 38% Fall at or below the FPL 

• 34% receive SSI 

• 24% Spanish only 
 
 

SHORTNESS 
OF BREATH 

35% 

CHEST PAIN 
28% 

ABDOMINAL 
PAIN 
18% 

SYNCOPE 
11% 

CHF 
8% 

Top Admitting Diagnosis 



WHY WERE PATIENTS REFERRED? 

ASSESSED RISK 

4% 
7% 

18% 

6% 

19% 

17% 

14% 

5% 

10% Caregiver stress

Elderly/Frail

Assist with ADL's

Mental Health

Lack of Social Support

PCP FU/Transportation

PolyPharm/Unable to Manage
Meds
High ER/Hospital Utilizers

Other



SERVICES PROVIDED 

COORDINATED PURCHASED 

3% 

18% 

16% 

47% 

5% 

7% 

1% 0% 

3% BP Monitor

Transportation

Homemaker

DME

Food

Meds

Utilites

Shelter

Incontinence
Supplies

11% 

8% 

40% 

16% 

25% MH/Sub Abuse

Nutrition/HDM

Other

Personal care

Transportation



RESULTS! 

 In system readmission rate is currently 

at 13.2% 

  Quality of Life Assessment 

 Showed 30% improvement in 82% of 
patients assessed 

 Most noted improvement involved ADL 
functioning and social activities 

 Common concerns found post D/C 

 Medication Education 

 Lack of Meds 

 Medication Discrepancies 

 Lack of tools 

 

 



QUESTIONS?? 
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