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 Population Health Policy No. 202.00 

Policy Title:              
 
Transition of Care: Complex Care Mgmt. following inpatient utilization 

 

PURPOSE 

This policy describes the process used by RN (Registered Nurse) Care Managers to 
successfully manage complex high-risk patients’ safe transitions from inpatient care to a lower 
level of care. A successful care transition includes identifying the right level of care for the 
patient, considering the patient’s available health care and community resources, and planning 
carefully for the transition.  

POLICY 

RN Care Managers ensure that enrolled high-risk patients moving from inpatient care to a lower 
level of care transition safely to the right level of care needed and that the patient’s discharge plan 
is carried out by the appropriate disciplines through ongoing assessment and monitoring post-
discharge. 

APPLICABILITY 

This Policy applies to all employees, volunteers, members, agents, and other persons employed 
directly by or providing services under the direction of SoNE (Southern New England) Healthcare 
for each of the entity/entities selected below (check all that apply): 

☒ Southern New England Healthcare Organization, Inc. 
☒ SoNE HEALTH ACO LLC 
☐ Saint Francis Healthcare Partners Foundation, Inc.  
☐ Southern New England Affiliated Physicians Purchasing Group, LLC 
 

DEFINITIONS 

Care Management - focuses on high risk/high need complex patients with multiple chronic 
conditions, co‐morbidities and/or complex social/economic issues. Care Management is a 
collaborative process that promotes high quality and cost-effective results by assessing, planning, 
implementing, coordinating, monitoring, and evaluating the options and services required to meet 



an individual’s health needs as well as promoting optimal health and wellness. Care management 
services are targeted at developing individual action plans to support the needs of those patients 
with complex health care needs. Care Managers provide care managers services. 

 

Transitions of Care - are considered any patient's movement from one facility, level or setting of 
care to another. Transitions include patients moving from one level of care to another including acute 
care to home care, skilled nursing facilities, care management or palliative/hospice care.  A 
successful care transition includes identifying the right level of care for the patient, considering the 
patient’s available health care and community resources, and planning carefully for the transition. 
Key activities include planning for transitions, medication reconciliation; coordination of care; 
patient/caregiver education about red flags that indicate worsening conditions or drug reactions; 
review of discharge plans and ensuring a 7–14-day TCM (Transitions Care Management) follow up 
appointment with primary care provider/specialist has been made for the patient following discharge 
from hospital, LTAC, SNF (Skilled Nursing Facility).  

 

RESPONSIBLE DEPARTMENT 

Population Health Management 

RELATED PROCEDURES AND OTHER MATERIALS 

All policies related to Complex Care Management, Disease Management and Transitions of Care 

 

APPROVALS 

Initial Approval Date: 9/13/2023 

Review Date (no longer than three years): 9/13/2026 

Responsible Party for Maintenance and Revisions: Chief Population Health Officer 

 

 


