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Aim: 
By June 2016, the transitional care model will 
be standard practice for all high and moderate 
risk adult medicine and surgery inpatients 
admitted to UNC Hospitals. 
 
 
Methods: 
Care delivery model designed around key 
elements of readmission prevention: 

• Risk stratification & patient 
identification (high, moderate, low) 

• Comprehensive assessment by care 
manager 

• Medication management 
• Self-care training 
• Timely discharge summary 
• Post-hospitalization phone call 
• Structured appointment with follow-

up provider within 7-14 days 
• Ongoing care management in the 

outpatient setting 
 
Conclusions: 
 

• Significant reduction in 30-day 
readmission rate 

• More than 90% transitions 
patients have hospital checklist 
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