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“Given the complexities of modern cancer treatment, it is more important now than ever before 
that hospitals and physician practices work together to improve care by ensuring adequate 
patient transition between the two care settings. ACCC's Transitions Between Care Settings 
project seeks to improve the transition experience.” 
 

      Christian G. Downs, JD, MHA 
      Executive Director 

      Association of Community Cancer Centers 

 

In 2010 the Association of Community Cancer Centers (ACCC) contracted with Health2 Resources to study the 
issue of care transition between the hospital cancer program and the oncology physician practice care settings. The 
goals of the project were 

1. To understand the challenges involved in transitioning cancer patients between settings. 
2. To identify exemplary activities for ensuring a smooth transition between the two care settings.  
3. To provide educational materials and disseminate findings. 

Specifically, the objectives of ACCC’s Transitions Between Care Settings Project are: 

·  To identify the problems that cancer programs and physician practices have when transitioning their 
patients from one setting to another. 

·  To identify exemplary activities in patient transition between the two care settings and how these best 
practices can be implemented. 

·  To provide tools for measuring whether patient care is enhanced by having these best practices. 
·  To raise awareness about potential problems and solutions in cancer patient transition between the hospital 

and physician practice settings. 

Key transition areas identified and explored within the scope of this project are: 

·  Documentation and Protocols  
o Communication of hospital electronic health record (EHR) with group practice EHR 
o Enforcement of transition protocols with checklists 
o Safety events and reporting 

·  Drug Reconciliation  
o Hospital procedures to identify home drugs 
o Inclusion of specialty chemotherapy drugs for home administration within hospital or physician 

group order entry systems 
o Training of nurses and others in order entry systems 

·  Communication  
o Hospitalist/oncologist communication 
o Contact between hospital attending and oncology group physicians 
o Follow-up with group practice and/or patient to ensure first visits to oncology practice. 

Project Methodology 

The two-phase project aimed to examine three key components of the care transition:  

1. Adequacy and completeness of the medical record  
2. Continuity of drug therapy (medication reconciliation)  
3. Communication among providers, such as physicians, nurses, pharmacists, and social workers—both 

internally (within their own programs) and externally (between the two care settings).  
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Phase 1 of the project focused on developing and conducting two surveys of ACCC membership, one for hospital-
based programs and one for oncology physician practices. Phase 2 of the project centered on identifying 
“exemplary” transition activities among survey respondent programs. 

In Phase 1, Health2 Resources worked with the six-member ACCC Advisory Committee (composed of two medical 
oncologists, one social worker, one oncology nurse/administrator and two pharmacists) to develop two online 
surveys focused on issues in the cancer patient’s transition from inpatient hospital care to oncologist-provided care 
in an outpatient or office practice setting. The surveys took between 20 and 30 minutes to complete and asked 
detailed questions about communication issues, medical record transfer and access, drug reconciliation, and follow-
up during transition between care settings. (Survey instruments are available in the report Appendix.) The online 
surveys were conducted between April 28, 2010, and June 2, 2010. 

Key Findings from the Surveys 

Findings from the surveys are organized into three categories: patient transition management activities; medication 
reconciliation activities; and transmission of discharge summaries and medical records data for the patient transition. 
 
Patient Transition Management Activities 
 
Hospitals 

·  About 85 percent of responding hospitals have a function (or team) assigned to manage the oncology 
patient’s transition between care settings. However, only 55 percent of hospitals reported having a written 
policy managing the general patient’s transition, and just 3 percent have a policy that relates specifically to 
the oncology patient’s transition. 

·  Most hospitals (93 percent) have a usual (or formal) process for contacting the oncologist’s office when a 
patient is admitted for oncology-related treatments, but far fewer (66 percent) have procedures in place for 
making contact when the patient is admitted with cancer as a secondary diagnosis. 

·  After discharge, hospitals are not very likely to communicate with oncology patients to confirm that 
follow-up appointments have been scheduled or met (only 18 percent do so), or to check in (through a 
clinician phone call) on how patients are doing more generally (33 percent). In the open-ended responses, a 
few hospitals mentioned that registered nurses or social workers make home visits to patients following 
discharge.  

·  A low percentage of hospitals have policies in place to monitor the results of a transition.  Only 30 percent 
conduct a follow-up telephone survey and only 17 percent monitor readmissions for transition-related 
issues. 

·  Among 16 specific transition activities queried in the survey, no single hospital used more than 13 of those 
activities. Only 17 hospitals (23 percent) used half or more of the transition activities. This suggests that 
most hospitals (77 percent) likely have room for improvement in managing the patient transition. 
 

Oncology Groups 
·  Hospital notification of the oncologist when his/her patient is admitted to the hospital through the ER for a 

non-cancer-related event appears to occur “almost always” in less than half of the groups. In addition, only 
about 60 percent of the responding oncology groups take proactive steps to determine whether their patients 
have been admitted (by checking the electronic health record or the hospital patient lists).  

·  About half of the responding oncology groups have designated staff (clinical or administrative) to manage 
the patient transition after hospital discharge, and most (more than 60 percent) do follow up on or make the 
post-discharge office appointment. However, few oncology groups have implemented specific policies or 
checklists to help manage the patient transition. 

·  Of the 13 transition activities queried, only one group performs as many as eight.  About two-thirds of the 
groups use or benefit from fewer than six of the activities. 
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Medication Reconciliation Activities 
 
Hospitals 
·  Almost 90 percent of responding hospitals have computerized prescription order entry (CPOE) systems, but 

the operationalization of those systems for the oncology patient transition is far from complete.  
·  Respondents indicated that their CPOE systems are likely to offer a reconciled drug listing (60 percent), be 

accessible by community oncologists (63 percent), have an e-prescription capability (63 percent), and 
include chemotherapy drugs. However, the home drug inputs to the systems may not be complete. Only 12 
percent of hospitals can access a prescription database for home drugs, and only 38 percent follow up with 
pharmacies when they suspect the list is not complete. 

·  Among 13 medical reconciliation practices identified through the survey questions, no hospital reported 
using all of the activities, although five hospitals use 11 of the activities and almost 70 percent of the 
hospitals use seven or more of the activities. This is a relatively strong performance, confirmed by the 
generally high effectiveness ratings respondents gave to their medication reconciliation activities.  

 
Oncology Groups 
·  Medication reconciliation activities seem to be fairly advanced. Almost 80 percent of the groups engage in 

medication reconciliation (led by a nurse or pharmacist), and about three in four oncology groups have a 
CPOE system. About half of the groups can use their CPOE to electronically transmit prescriptions to the 
pharmacist, but only a small number can use the system to access external prescription databases. 

·  More than 80 percent of groups indicated that they receive medication lists from the hospital at patient 
discharge. The most common ways groups access or receive the lists is through the hospital’s electronic 
health record and by facsimile or email. 

·  Despite having CPOE systems, most groups perform fewer than half of the 11 medication reconciliation 
activities identified through the survey questions, suggesting that certain capabilities within CPOE systems 
are not being used, or do not yet have full linkages to  hospital systems. 

 
Transmission of Discharge Summaries and Medical Records Data for the Patient 
Transition 
 
Hospitals 
·  Most hospitals (80 percent) now have inpatient electronic health record (EHR) systems, and those systems 

are used extensively to help manage the patient transition function.  
·  Among hospitals with EHR systems, 84 percent can be accessed by admitting oncologists from their home 

or office, but only 35 percent of hospitals with systems reported that they can transmit EHR data to 
independent oncology groups and only 32 percent automatically forward a discharge summary to 
independent groups (although 70 percent can fill the discharge summary from the medical record). 

·  The survey queried 10 EHR system capabilities that are likely to be helpful to the transition process, and no 
hospital has operationalized all of those transition capabilities.  However, five hospitals (7 percent) use 
seven of the 10 potential capabilities, and 29 hospitals (41 percent) have systems that operationalize half or 
more of the transition capabilities. 
 

Oncology Groups 
·  Almost all oncology groups obtain the hospital medical records and discharge summaries and place that 

information in the patient’s office chart, but only about one in four groups has a nurse or other clinician 
review and flag the records for special attention by the oncologist. 

·  The oncology groups’ in-house EHR systems do not appear to have strong capabilities (or operationalized 
uses) that tie in to the patient transition. Most oncologists who admit to a primary hospital have access to 
that hospital’s inpatient and outpatient EHR (about two-thirds or more have such access), but the question 
was not asked of oncologists who admit to several hospitals rather than one primary hospital. 

·  Management of the patient transition depends primarily on EHR systems in place at the hospital, and to a 
much lesser extent depends on complementary EHR systems used by the oncologists and their staff at the 
group offices. 
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Survey Conclusions 
 
The surveys revealed that some community cancer programs are handling the complex tasks of transitioning patients 
between care settings well. Survey responses demonstrate a variety of exemplary transition activities at some 
respondent programs. Survey results also reflect substantial progress in recent years in introducing EHR and CPOE 
systems into hospitals and oncology practices.  Those systems have greatly improved medication reconciliation and 
the ability of community oncologists to access appropriate medical records pertaining to their recently hospitalized 
patients.   
 
Nevertheless, despite these gains, the surveys findings show that there is room for further improvement in 
developing specific processes and policies designed to manage the cancer patient’s transition between care settings. 
For example, our survey found that few hospitals monitor readmissions or follow up with their discharged patients. 
More than 60 percent of oncology groups take proactive steps to ensure that they know of the hospitalization of their 
patient by another physician. Yet, few oncology groups are proactive in managing the patient’s transition from the 
hospital inpatient setting to the practice setting. Among the hospital-survey respondents, oncology-specific transition 
policies are largely non-existent (3 percent of surveyed hospitals have one) and transition checklists are rare (15 
percent of surveyed hospitals manage the transition with a checklist). A key challenge following discharge is proper 
coordination of the wide range of services that may be needed by the oncology patient, given the physical and/or 
emotional burden of the illness. 

Phase 2: Identification of Exemplary Transition Activities 

The ACCC Advisory Committee reviewed survey results and, in collaboration with H2 Resources, developed 
selection criteria to identify exemplary transition activities. Metrics for evaluating the quality of transition activities 
were developed by reviewing frequency distributions for key transition variables and then developing a metric that 
summarized the individual transition activities of hospitals into a composite measure of: 

�  transition activities (16 activities)  
�  medication reconciliation activities and technologies (13 activities)  
�  medical record/discharge summary compilation and transmission activities and technologies (10 activities).   

For Phase 2 of the project, in-depth interviews were conducted with nine sites that demonstrated some exemplary 
transition activities. These sites were selected from among the nearly 100 survey participants. The interviews were 
designed to garner deeper insight into the programs’ transition activities. Five hospital programs and four oncology 
practices participated in the interviews, which revealed critical components for successful patient transition between 
care settings. These interviews were translated into the case examples included in the full report.  

The full report describes transition challenges, provides a scan of care transition literature, summarizes survey 
results and key findings, and offers case examples with the goal of raising awareness about potential challenges in 
patient transition between hospital and physician practice settings.  
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Challenges in Managing Cancer Care Transitions 
 
In the Transitions Between Care Settings Project, ACCC’s study of how (and how well) the cancer patient’s 
transition from inpatient to outpatient oncology group is managed, Phase 1 found that some community cancer 
programs have developed innovative strategies and tools to manage aspects of the transition process. Nonetheless, 
there is room for improvement and considerable challenges remain. In Phase 2 of the project, in-depth interviews 
with nine sites (five hospital programs and four oncology practices) helped to reveal critical elements of these 
programs’ successful transition processes.  
 
The thrust of this project points to the underlying reality that the patient is moving between two important settings of 
care, i.e., the inpatient hospital setting and the outpatient oncology care 
setting, that are generally operated by two separate organizations, often 
without common information systems, and sometimes with only limited 
shared information. The overarching challenge, then, is to encourage two 
distinct organizations to share information and manage the patient during 
the interim (i.e., the transition), with neither being fully in charge, 
receiving compensation for the effort, or sharing financial risk.  
 
For purposes of this report, we group major challenges into three 
categories: market challenges, operational challenges, and accountability 
challenges.  
 
Market Challenges 
 
Competitive environment. Hospitals compete with each other for patients, 
as do physicians, and sometimes the competition can get in the way of 
good communication during the patient transition.  
 
Another competitive factor is the increased use of hospitalists, and 
potential care management issues between the oncologist and the 
hospitalist. While both providers co-manage the hospital experience, some 
patient management issues and disagreements were reported. Often, the 
oncologist was not notified that his/her patient had been admitted. Cases 
of failure to notify the oncologist of hospitalization were more likely when 
the oncologist’s patient was admitted for something other than cancer.  
 
There also tends to be high turnover rate among hospitalists. A working 
relationship between an oncology group and a hospitalist can be upended 
if the hospitalist leaves and is replaced. In working with hospitalists, the 
challenge is, then, for the oncologist and hospitalist to reach agreement 
with oncology group practices on co-management and to restore an 
effective working relationship as hospitalist turnover occurs. The case 
example from Columbia Basin Hematology & Oncology demonstrates 
how this oncology practice has developed ongoing relationships with three 
hospitals to maintain open communication, and uses nurse practitioners to 
round at hospitals and augment the work of hospitalists (see Case 
Examples, page 23). 
 
Costs and reimbursement. Effective management of the patient transition generally means standardized procedures 
carried out by dedicated personnel along a continuum of care. Yet the cost of managing the patient transition is not 
built into the reimbursement structure, and so is generally taken on as an add-on by the hospital.  Funding the 
professionals to help manage the transition (whether through home visits or follow-up phone calls) is often a 
challenge as reimbursements are tightened. Some practices, such as Quincy Medical Group, have found that billing 
efficiencies and patient satisfaction gains from the use of a financial counselor and patient navigator outweigh the 
associated personnel costs (see Case Examples, page 41).   
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Another challenge identified in the study is that the patient, once home, is in a new reimbursement environment.  
Prescriptions and chemotherapy that may have been covered completely in the hospital may not be covered as well 
at home, potentially leading to treatment interruptions or prescriptions going unfilled. Part of the transition task is to 
help the patient identify the drugs needed (changes may have occurred as a result of the hospitalization) and how 
these can be paid for, whether by the patient out-of-pocket, through insurance, or by some other means. In the case 
of North Colorado Medical Center, a patient navigator uses a comprehensive checklist to assess the patient’s 
financial, social, transportation, and clinical needs, and then contacts the community resources to help meet these 
needs. A follow-up phone call within 48 hours of discharge by clinical staff is designed to capture any remaining 
issues the patient may have (see Case Examples, page 36). 
 
Operational Challenges 
 
Software and its limits. The start-up phase that has brought the EHR into hospitals and oncology group practices is 
almost complete for most hospitals. Almost all hospitals and oncology groups have EHR systems. However, these 
systems present several challenges for the patient transition. The principal challenges appear to be: 1) issues with 
system interoperability and standardization, 2) hospital EHR systems without oncology components that are useful, 
and 3) full capability use of EHR systems by hospital and group staff and physicians. 
 
One common problem involves electronic transfer of usable data between the hospital and the oncology group EHR 
systems. At the time of the survey, many oncology groups with separate systems were either in the process of 
developing the hospital interface or planning it for the near future. The challenge was even greater for oncology 
groups admitting patients to several hospitals. At present, the general approach for most oncologists is to gain access 
to the hospital’s EHR from the group offices, and to access the patient’s hospital records for review in this way.  
When oncologists admit to multiple hospitals, this could mean requiring physicians and/or their clinical staff to learn 
two or three different EHR systems.  
 
Limited integration of data between systems also lends itself to incomplete transfer of all information in the medical 
record. In the case example of Comprehensive Cancer & Hematology Specialists, the practice is building its own 
EHR system in a move to bring information systems with various strengths and capabilities together. In another case 
example, leadership at the Goldschmidt Cancer Center chose to implement a single comprehensive, oncology-
focused EHR and installed interfaces to bring in necessary data from hospital EHRs (see Case Examples, pages 26 
and 20). 
 
A more general approach involves community-wide agreements on standards and system communication. But, 
reaching such a community-wide solution can present technical as well as political challenges. New federal 
standards for certifying EHR systems, standards defining what “meaningful use” of electronic health information 
means in clinical practice, and federal funding for regional health IT organizations that assist in EHR adoption will 
likely accelerate interoperability at the community level in the coming years.  
 
A second challenge is that the hospital EHR rarely includes an oncology component and, when it does, that 
component often receives poor ratings from the clinical staff, so they may not use all of its functional components. 
Bringing the functionality of the oncology group’s EHR to the hospital’s inpatient EHR is apparently a strong 
technical challenge that has been successfully implemented in only a few of the hospitals with which we spoke for 
this project.   
 
A third challenge is that while the EHR may now be in place, the technology and software are complex and still 
evolving. As a result, clinical staff members may not understand how to fully use the system, potentially leading to 
the lack of full use of functionalities and to documentation of care gaps. Furthermore, many medical record systems 
remain a mix of paper and electronic: in some cases, when an EHR was present in the hospital, the discharge 
summary was still faxed to the physician office. The EHR systems are not necessarily user-friendly to physicians 
and their staffs who wish to access them from external group offices or from home.  
 
Medication reconciliation. With the adoption of computerized prescription order entry systems, the issues of 
medication reconciliation have taken a solid step forward. Most hospitals and medical groups appear to have fairly 
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effective medication reconciliation procedures in place. The area of weakness (or challenge) is home drugs—what 
drugs the patient is taking at the time of entry into the hospital or community practice. Almost all hospitals attempt 
to determine what those drugs are, but most rely almost entirely on having the patient or a family member tell them 
what the drugs are, their dosages, and prescribed use. The study findings indicate that while systems for 
electronically searching prescription drug databases and for integrating a broad range of drug information across 
both inpatient and outpatient systems are just becoming available, they are not yet in widespread use, and taking the 
time to call the patient’s physician or pharmacist is not always part of the protocol. The challenge is to take the extra 
confirmatory step when it is needed. For detailed solutions organizations have implemented to address medication 
reconciliation challenges, regardless of program or practice size, see Providence Cancer Center Oncology & 
Hematology Care Clinic-Westside (page 39), John B. Amos Cancer Center (page 34), and Holy Family 
Memorial   (page 32) case examples in this report. 
 
Measuring performance. We found that very few hospitals or groups know how well their patient transition process 
is working. If follow-up surveys are conducted by hospitals, they typically cover the hospital experience itself and 
not the transition. Even then, the more typical survey method is a mailed questionnaire (a low-cost approach) and 
responses may not be representative of more complex discharges.   
 
Measurement of 30-day readmission rates or follow-up phone calls to systematically determine transition problems 
are not often part of the transition process. A key challenge, then, is for organizations to upgrade and expand their 
post-care surveys and analysis of those surveys to address the patient’s transition experience. While some 
organizations had transition programs in place, few of them are using survey and measurement tools to analyze 
those processes for quality improvement. 
 
If hospitals and oncology groups don’t know how well the transition is going, it becomes difficult to develop 
systems, policies, and strategies for improving their performance. For details of how one health system has focused 
on measurement and evaluation of its processes, see the Geisinger Cancer Institute case example (page 29).  
 
Accountability Challenges 
 
The patient at home. As the patient is discharged, a wide range of follow-up care scenarios must be addressed and 
managed during the transition. While the surveys focused on the first post-discharge outpatient oncology visit as a 
key transition event, the open-ended questions in the surveys revealed that a bigger challenge is to identify and 
obtain services for the full range of the cancer patient’s needs. Cancer patients may require help with managing pain, 
with mobility and function, and with their emotional state. Terminally ill cancer patients may benefit from hospice 
or palliative care services. Many needs can be identified during the discharge process, but some only emerge when 
the patient reaches home and directly faces the new reality. The transition challenge is to identify and manage the 
patient and family needs at a time and in a location in which neither system (hospital nor oncology group) may have 
control, accountability, or responsibility. In the case of Geisinger Cancer Institute, its role as part of the larger 
Geisinger Health System offers incentive to continue to manage care after discharge by providing a wide range of 
services. Careful assessment of the needs of the patient and the capabilities of their caregivers after hospital 
discharge, and ensuring those needs are met, is accomplished by professional case managers1 who work with social 
workers to ensure that needed equipment is delivered to the home before the patient leaves the hospital (see case 
example,  page 29). 
 
 

 
 
 
 
���������������������������������������� �������������������
1 Care Coordination: Case Managers “Connect the Dots” in New Delivery Models. CCMC Issues Brief. Vol. 1 (2). 
Commission for Case Management Certification. www.ccmcertification.org. June 2010. Available online at 
http://www.ccmcertification.org/pdfs/Care_Coordination-
Case_Managers_Connect_the_Dots_in_New_Delivery_Models.pdf. Last accessed Sept. 2,1010.�
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Exemplary Patient Care Transition Activities  
 
The following are suggested transition activities for the hospital and practice settings of care. These exemplary 
patient care transition activities were identified through a variety of mechanisms including the survey findings and 
the in-depth interviews conducted with the nine case example programs and with input from the ACCC Advisory 
Committee. 
 

 Transition Activities—Hospitals 
 

·  Written policy covering post-discharge patient transition. 
·  Attempt at admission to notify oncologist: formal process (cancer as primary diagnosis). 
·  Attempt at admission to notify oncologist: formal process (cancer as secondary diagnosis). 
·  Clinical staff member(s) assigned to patient transition management function. 
·  Procedural checklist used to ensure proper handoff to oncology group. 
·  Discharge transition team member makes the follow-up oncology appointment for the patient. 

 

 
Medication Reconciliation Activities—Hospitals 

 
·  Admission: Patient or responsible family members asked to describe health conditions and assess possible 

gaps in patient knowledge of prescriptions. 
·  Admission: Clinical staff (not clerical) obtains the home prescription drug list. 
·  Admission: Procedure for determining an oncology patient’s home drugs is guided by a checklist. 
·  Admission: Hospital accesses integrated prescription drug database for patient’s home prescriptions. 
·  CPOE capabilities: Medication order entry system used by clinicians for inpatient prescriptions. 
·  CPOE capabilities: Medication order entry system integrated with hospital’s EHR. 
·  CPOE capabilities: Community oncologists can access the medication order entry system from the physician’s 

home or office. 
·  Responsible family members asked to return later with the list of drugs the patient is taking. 

Hospital’s medication order entry system automatically transfers a listing of home, hospital, and post-
discharge drugs into the discharge medication reconciliation form. 
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Medical Record/Discharge Summary Compilation and Transmission Activities and 
Technologies—Hospitals 

 
·  EHR prints discharge instructions.   
·  Discharge summary completed, in part or in full, automatically from the electronic medical record.�
·  EHR automatically forwards discharge summary to oncologist’s office.  
·  Inpatient EHR sends data to the EHR systems of independent oncology groups.  
·  Discharge summaries sent within one week of discharge. 

�
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Transition Activities—Oncology Physician Practices 

 
·  Group always notified by hospital of cancer admission by systematic process.  
·  Group always notified by hospital of admission even when cancer is not the primary diagnosis.  
·  Proactive steps taken (by group or oncologist) to ensure the oncologist is aware of patients that may have 

been admitted. 
·  Discharge transition team or discharge planner typically makes the follow-up outpatient oncology 

appointment for the patient. 
·  Procedural checklist used all the time by a member of group’s clinical staff to ensure a proper patient 

transition and handoff. 
·  RN or LPN flags important information received from hospital about the patient's hospital experience and 

treatment plan. 
 
 

 
 

 Medication Reconciliation Activities— 
Oncology Physician Practices 

 
·  Medications (home, hospital, discharge) available on inpatient EHR accessed from oncology practice 

offices. 
·  Hospital’s oncologists admit to transmit information on the medications by email or fax. 
·  Group has a systematic process for reconciling the patient’s medications, including any chemotherapy 

received in the hospital or for home use following discharge. 
·  Group has a medication order entry system for drugs prescribed by the oncology group. 
·  Hospital phones information on the medications administered in the hospital, the patient’s home drug list, 

and discharge prescriptions to group’s offices. 
·  Group’s medication order entry system is integrated with its EHR. 
·  Group’s prescription order entry system has the ability to access a prescription database to help with 

medication reconciliation. 
·  Group confirms that it has obtained the prescriptions given at discharge. 

 
 

 
Medical Record/Discharge Summary Compilation and Transmission Activities and 

Technologies—Oncology Physician Practices 
 

·  Group has an EHR. 
·  EHR has oncology component. 
·  EHR has medication reconciliation feature. 
·  EHR has a place to input the hospital’s discharge summary. 
·  EHR can automatically receive the discharge summary from the hospital. 
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Background: Transitions Between Care Settings 

The American Cancer Society estimates that about 1,529,560 new cases of cancer are expected to be diagnosed in 
2010.2 With improved treatments and climbing survival rates, the number of Americans who live well beyond a 
cancer diagnosis is encouraging. But the numbers speak to a growing population who will live with cancer as a 
chronic health concern, moving between care settings across the community. It is estimated that there are            
11.4 million cancer survivors in the U.S.3 Forty-one percent of Americans can expect to be diagnosed with cancer at 
some point in their lifetime.4 

Cancer is a wide-ranging diagnosis, representing both acute life-threatening illnesses and serious chronic diseases. 
Cancer treatment is challenging for the patient physically, financially, and psychologically. For the cancer survivor, 
discharge from the hospital, treatment center, or even the specialist’s oversight does not spell the end of the need for 
care. It is no surprise that depression, anxiety, and even post-traumatic stress disorders are common among cancer 
patients. Research shows that these mental health issues can contribute to difficulties in fulfilling family and work 
responsibilities and poor adherence to medical treatments.5 

Focus on Processes of Care 

While much has been published in the research literature about transitions from cancer treatment to survivorship or 
to palliative care,6,7 few researchers have delved deeply into the steps oncology centers and practices can take to 
ease the transition between active treatment settings. A 2003 review of the literature focusing on breast and cervical 
cancer presents a conceptual framework for quality improvement studies and research across the continuum of 
care—risk assessment, primary prevention, screening, detection, diagnosis, treatment, recurrence surveillance, and 
end-of-life care. The article identifies a link between typical cancer prevention and treatment research with strategies 
that organizations can use to reduce potential failures. 

The types of care provided and the transitions between them are what can collectively be called the processes of 
care. In the past, we have tended to focus largely on the types of care, but shortcomings in the transitions between 
them are equally important. Because the ultimate aim for healthcare is to improve short- and long-range patient and 
systems outcomes, we need to improve all of the processes of care.8 

���������������������������������������� �������������������
2 Cancer Facts & Figures 2010, American Cancer Society, Available online at :  
http://www.cancer.org/acs/groups/content/@epidemiologysurveilance/documents/document/acspc-026238.pdf 
Last accessed Nov. 12, 2010. 
3 Horner MJ, Ries LAG, Krapcho M, Neyman N, Aminou R, et al., eds. SEER cancer statistics review, 1975–2006. 
National Cancer Institute. Bethesda, MD. Available at http://seer.cancer.gov/csr/1975_2007/, based on November 
2009 SEER data submission, posted to SEER website, 2010. Last accessed Nov. 12, 2010. 
4 Ries L, Melbert D, Krapcho M, Mariotto A, Miller B, et al. SEER cancer statistics review, 1975-2004. Bethesda, 
MD: National Cancer Institute; 2007. Available online at http://seer.cancer.gov/csr/1975_2004/. 
Last accessed Nov. 12, 2010. 
5 Katon WJ. Clinical and health services relationships between major depression, depressive symptoms, and general 
medical illness. Biol Psychiatry. 2003; 54(3): 216–226.  
6 Maloney CH, Preston F. An overview of home care for patients with cancer. Oncol Nurs Forum. 1992;19:75-80.  
7 Tornberg MJ, McGrath BB, Benoliel, JQ. Oncology transition services: partnerships of nurses and families. 
Cancer Nurs. 1984;7:131-8.  
8 Zapka JG, Taplin SH, Solberg LI, Manos MM. A framework for improving the quality of cancer care. Cancer 
Epidemiol Biomarkers Prev. 2003;12:4-13.  Available online at 
http://cebp.aacrjournals.org/content/12/1/4.full.    Last accessed August 18, 2010. 
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Often a cancer diagnosis triggers a handoff from a trusted primary care physician to an oncologist who effectively 
takes over the patient’s care during the cancer treatment. The typical cancer patient may encounter care in the 
hospital inpatient oncology floor, the radiation center, the infusion therapy center, and the outpatient oncology 
clinic. Continuity of care across so many settings—perhaps located hours away from home—must adequately 
address the patient’s physical, financial, and psychosocial needs. Although family and other caregivers are 
frequently involved in care transitions, patients are the only constant across all care transitions, and they are often 
ill-equipped emotionally, physically, and socially to handle these new challenges. Historically, the patient becomes 
the “keeper of the data,” responsible for ensuring records are up-to-date and available whenever and wherever 
treatment is given. This can lead to errors in medication administration, missed appointments, and skipped treatment 
sessions that undermine sound patient care. 

Like other patients with chronic illness, significant challenges arise for cancer 
patients when moving from one healthcare setting to another. Care transitions 
present the opportunity for roadblocks that can adversely affect recovery and future 
good health. In today’s healthcare environment, however, several developments 
point to a shift towards greater attention to overcome these roadblocks.  

National Models Emerge, Standards Created 

Recent goals set by The Joint Commission for accredited facilities strike 
specifically at the medication reconciliation process (see sidebar). New electronic 
tools, like the electronic health record (EHR) and e-prescribing capabilities, hold 
the promise of speeding information flow and keeping medication lists up-to-date.9 
Importantly, a growing focus on effective care transitions in the chronic disease 
arena can be an additional opportunity to inform the cancer care community about 
policies and procedures designed to improve the care transition process across the 
care continuum. These include private sector models and coalition work products 
for care coordination that can be generally applied to the geriatric and chronic care 
areas, but are also relevant to cancer care.  

National Transitions of Care Coalition 

The National Transitions of Care Coalition (NTOCC) is an initiative that brings 
together thought leaders, patient advocates, and healthcare providers (from 32 
organizations) from various care settings; each is dedicated to improving the quality 
of care coordination and communication when patients are transferred from one 
level of care to another. NTOCC materials are primarily designed for provider use 
with elderly and/or chronically ill patients transitioning from hospital to the nursing 
home, but processes address the key elements of any transition: adequacy and 
completeness of the medical record, medication reconciliation, and communication. 
NTOCC has created a number of tools and resources since its inception in 2006. 
Transition tools developed for providers include: 

·  Transitions of Care Checklist, which provides a detailed description of effective patient transfer between 
practice settings. The checklist is designed to enhance communication—among healthcare providers, 
between care settings, and between clinicians and clients/caregivers—of patient assessments, care plans, 
and other essential clinical information. It includes assessment and intervention elements for physiological, 
psychosocial, cultural, health literacy, financial, and spiritual factors, as well as environmental and physical 

���������������������������������������� �������������������
9 Jencks S, Jack B, Field T. Managing patient care transitions: How health IT can reduce unnecessary re-
hospitalization. AHRQ National Resource Center for Health IT. AHRQ.  Feb. 24, 2010.  Available online at 
https://ahrq.peachnewmedia.com/store/seminar/seminar.php?seminar=3389.   Last accessed August 18, 2010. 
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safety, family support, and continuity of care. It offers a sample handoff checklist and a format for detailed 
medication reconciliation. 

·  A “how-to” manual for implementing a care transition plan: “Improving on Transitions of Care: How 
to Implement and Evaluate a Plan” is a 70-page manual for organizations to evaluate their current transition 
processes and develop more effective interventions. Appendices offer examples of checklists and forms 
that can be adapted to the provider setting. 

·  “Cultural Competence: Essential Ingredient for Successful Transitions of Care,” a white paper, 
provides information about culture and cultural competence, as well as strategies and resources to enhance 
professionals’ capacity to deliver culturally competent services during transitions of care. 

·  Medication Reconciliation Specifications is a three-page master form designed to help healthcare 
professionals collect, transmit, and receive critical medication information needed when patients move 
from one practice setting or level of care to another. The use of these elements in the reconciliation process 
required by The Joint Commission could help reduce medication errors. 

·  “Transitions of Care Measures” is a framework document that offers an environmental scan of existing 
measures that are applicable to care transitions. The 12-page document includes a conceptual model 
defining seven key elements for effective transitions of care. 

The Guided Care™ Model 

The Guided Care Model was developed by Chad Boult, MD, MPH, MBA, professor of public health, medicine, and 
nursing at Johns Hopkins University. The model is defined as “a patient-centered medical home for patients with 
several chronic conditions.” 

In the Guided Care Model, a specially trained “Guided Care” nurse collaborates with two to five primary care 
physicians in their offices to improve care for 50 to 60 of their most complex patients (with multiple chronic 
illnesses) by coordinating care, facilitating transitions in care, and acting as the patient’s advocate across healthcare 
and social settings. Specifically, the Guided Care nurse: 

·  Assesses needs and preferences 
·  Creates an evidence-based “care guide” and a patient-friendly “action plan” 
·  Monitors the patient proactively 
·  Supports chronic disease self-management  
·  Smoothes transitions between care sites 
·  Communicates with providers in emergency rooms, hospitals, specialty clinics, rehab facilities, home care 

agencies, hospice programs, and social service agencies in the community 
·  Educates and supports caregivers 
·  Facilitates access to community services. 

Use of an EHR is a key component of the program. Guided Care nurses access a secure Web-based EHR specially 
designed for the program, which incorporates evidence-based guidelines for the 15 most prevalent chronic 
conditions. Guided Care nurses enter new information about their patients, check medications for possible adverse 
interactions, generate and update “care guides” for providers and “action plans” for patients, check for reminders, 
and document contacts with patients, families, and healthcare providers. 

Early results from a federally funded, multi-site, randomized controlled trial at Johns Hopkins found that Guided 
Care significantly increased patient perceptions of quality and physician satisfaction, significantly reduced costs, and 
lowered caregiver stress.10  A study published in August 2010 found differences between patients in the program 
and a control group in depression, strain, work productivity, and regular activity productivity were not statistically 
significant after 18 months. But patient caregivers reported the overall quality of their recipients’ chronic-illness 

���������������������������������������� �������������������
10 Onsite Nurses Work With Primary Care Physicians to Manage Care Across Settings, Resulting in Improved 
Patient Satisfaction and Lower Utilization and Costs for Chronically Ill Seniors. AHRQ Healthcare Innovations 
Exchange. AHRQ, 10 June 2010.  Available online at http://www.innovations.ahrq.gov/content.aspx?id=1752.   Last 
accessed August 17, 2010.  
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care to be significantly higher in the dimensions of goal setting, coordination of care, decision support, and patient 
activation.11  

The Care Transitions Programsm 

The Care Transitions Program was developed by Eric Coleman, MD, and is based in the Division of Health Care 
Policy and Research at the University of Colorado Denver, School of Medicine. The overriding goal is to improve 
care transitions by providing patients with tools and support that promote knowledge and self-management of their 
condition as they move from hospital to home. Through a four-week program, patients with complex care needs 
receive program tools and are supported by a “transition coach.”  

The Care Transitions Program is unique in that, although guided by a trained coach, patients manage their own self-
care. Since patients targeted for the program are generally elderly and have multiple chronic conditions, they are 
likely to experience multiple transitions and are thus likely to benefit from the self-care education. 

The model is composed of the following components: 

·  A Personal Health Record that consists of the essential care elements for facilitating productive 
interdisciplinary communication during the care 

·  A Discharge Preparation Checklist of critical activities designed to empower patients before discharge from 
the hospital or nursing facility 

·  A patient self-activation and management session with a Transition CoachTM (a geriatric nurse practitioner) 
in the hospital, designed to help patients and their caregivers understand and apply the first two elements 
and assert their roles in managing transitions 

·  Transition CoachTM follow-up visits in the skilled nursing facility or in the home and accompanying phone 
calls designed to sustain the first three components and provide continuity across the transition. 

The results of a randomized controlled trial of the program found that intervention patients had lower re-
hospitalization rates at 30 days and at 90 days than control subjects, and mean hospital costs were lower for 
intervention patients ($2,058) versus control patients ($2,546) at 180 days.12 

Patient Navigator Program 

In 1990 Harold P. Freeman, MD, developed the patient navigation model in an effort to remove barriers for patients 
seeking timely diagnosis of and treatment for cancer. The approach is designed to assist targeted patients who may 
be uninsured or underinsured, helping them to move rapidly through the system to an earlier diagnosis and full 
treatment. In 2005, the Patient Navigation Act was signed into law by President George Bush; it made grants 
available for the development and operation of demonstration programs to provide patient navigator services to 
improve health care outcomes. In 2008, the Harold P. Freeman Patient Navigation Institute was launched to define 
and create standards for patient navigation, as well as a certification process for people trained in the concept. 

In 2009 the Association of Community Cancer Centers initiated its Cancer Care Patient Navigation: A Call to 
Action project. The multi-phase educational project included a series of presentations at ACCC national meetings; a 
print publication, “Cancer Care Patient Navigation: A practical guide for community cancer centers”; a webinar; and 

���������������������������������������� �������������������
11 Wolff JL, Giovannetti ER, Boyd CM, Reider L, et al. Effects of guided care on family caregivers. Gerontologist. 
2010;50: 459-70.  Available online at 
http://gerontologist.oxfordjournals.org/content/early/2009/08/26/geront.gnp124.abstract. 
Last accessed August 17, 2010.��
12 Coleman EA, Perry C, Chalmers S, Min SJ.  The care transitions intervention: results of a randomized controlled 
trial. Arch Intern Med. 2006 ;166(17):1822-8. Available online at  http://archinte.ama-
assn.org/cgi/content/abstract/166/17/1822.  Last accessed August 17, 2010. 
�
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a patient navigation resource section on ACCC’s website (www.accc-cancer.org). As part of this project, six ACCC-
member pilot sites were selected from more than 100 applicants to receive a one-day training session on patient 
navigation to help develop or enhance their patient navigation services. The Cancer Care Patient Navigation 
resource section on ACCC’s website features tools for implementing patient navigation services including:  
 

·  A pre-assessment tool 
·  Patient navigator responsibilities and core functions 
·  Sample patient navigator job descriptions 
·  Sample patient navigation program policies and standards of practice 
·  Sample patient navigation forms 
·  Sample patient satisfaction surveys 
·  An outcome measures tool 
·  A bibliography/resource list. 

Patient navigation services are individualized by the host organization to fit the needs of the local patient population. 
In some instances, the patient navigator role is filled by a lay person. More often, the patient navigator is a clinical 
professional (RN or social worker). Among other services, patient navigators may: 

·  Coordinate patient care  
·  Provide or refer patients and families to needed psychosocial services  
·  Link patients and families to appropriate financial and community resources as needed 
·  Provide patient education   
·  Link patients, families, and caregivers with appropriate post-treatment follow-up care. 

The potential for patient navigation to enhance the care transition process is significant, although at this time patient 
navigation services are often targeted to only a small population of cancer patients, e.g., navigation services for 
breast cancer patients. Several early pilot programs showed promise for improving the overall patient experience 
and transitions between care settings, but they were limited by broadly applied definitions and interventions and 
limited to single-site cancer programs. The National Cancer Institute (NCI) Patient Navigation Research Program 
was initiated to develop a common definition of patient navigation and a set of common measures to assess 
outcomes of care with patient navigation. Nine sites are currently testing the NCI criteria over a five-year period to 
assess their value and benefits for the underserved community. 
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Conclusion  

Given their vital role in ensuring patient safety, efficiency and patient-centeredness, care coordination and care 
transitions have rapidly gained attention as priorities for healthcare improvement on the national level. The Patient 
Protection and Affordable Care Act calls on healthcare organizations to adopt new models of care, such as the 
patient-centered medical home and accountable care organization, that are designed to close gaps in care and better 
guide patients through what can be a daunting maze of disconnected provider settings. For cancer care in particular, 
movement from one treatment setting to another is rarely a straight and clear path, and the risk to the patient when 
gaps or discontinuity occur may mean interruption of a complex treatment regimen. Continuity of care across 
settings requires attention to the patient’s physical, financial, and psychosocial needs.   
 
While findings show that some community cancer programs have developed innovative solutions to transitioning 
patients between care settings, there remains ample room for improvement among many others. The overarching 
challenge in care transitions is a matter of accountability: Who is responsible for the care transition? Two distinct 
organizations are charged with managing a patient’s care during a transition, although during the transition itself, 
neither is reimbursed directly for the effort. Proactive oncology practices and hospitals that have launched patient 
navigator and other care transition efforts have yielded gains in patient satisfaction and billing efficiencies that 
outweigh the personnel costs of the programs (see the case examples for details). As quality organizations and 
payers increase the focus on patient safety issues and systemic cost drivers, such as hospital readmission rates, 
structured programs that address the patient transition may become an operational necessity.   

Another major challenge is a lack of clear communication among providers. Competition between providers is a 
reality of the marketplace. For example, it was noted in anecdotal reports that the patient navigators employed by the 
hospital tended to steer patients towards an in-house oncology group, shutting out competing external groups that 
admitted to the hospital. This resulted in limited or failed communication with external oncology groups. 
 
For the patient’s sake, communication processes should be formalized to ensure that discharge summaries, 
medication lists, and other information are available to oncologists and care teams in a timely fashion. The use of 
checklists and handoff processes that convey pertinent information, as well as collegial relationship-building 
activities, has greatly improved the quality of communication among organizations highlighted in the case examples 
(see pages 22-41). Given the project findings, providers across the care spectrum should actively seek to strengthen 
relationships with referring organizations and advance collaborative quality improvement efforts in communication. 

The use of EHRs holds the potential to solve many challenges in care transitions, although software applications that 
address the unique needs of cancer care are not yet widely in use. Fluidity of EHR information from one care setting 
to another—that is, the ability for one organization to import patient information from another organization’s EHR 
system into its own electronic records system—is by and large still unavailable. Hospitals and oncology group 
practices should communicate their needs to EHR vendors and use their market share to bring about software 
solutions that address these challenges. As the cancer care community uses its leverage to demand cancer-specific 
applications, information liquidity and workflow-friendly solutions, the vendor market will respond. Under the 
HITECH Act, funding from the federal government is becoming available for the implementation of EHRs that meet 
the standards for meaningful use of health information technology. (More information is available at 
http://healthit.hhs.gov/portal/server.pt/community/healthit_hhs_gov_home/1204.)  Now is the time for physician 
group practices and hospitals to demand EHR products that are interoperable between care settings and that meet 
providers’ needs. 

A final concern going forward is building the knowledge base for improved care transitions. How will organizations 
know that they meet patient care transition needs unless they develop processes to measure their performance in this 
area? Measures of care transition can start immediately with policies for setting clear goals in care coordination, 
evaluation of whether goals are met in collaboration with patients and family members, and communication 
initiatives for ensuring that care plans align across providers. As payers and accreditation entities increase the focus 
on care coordination and care transitions, the use of performance measures by hospitals and oncology practices will 
position these organizations as national quality leaders and pace setters. 
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Case Examples:  Nine Programs with Exemplary Transition Activities 

 
Capital Region Medical Center, Goldschmidt Cancer Center 
Jefferson City, Missouri   
[Hospital-Based Outpatient Cancer Center]  
 
Since 2008, the Goldschmidt Cancer Center has operated just two miles away from the main hospital campus of 
Capital Region Medical Center in Jefferson City, Missouri, a community of nearly 40,000 people. As the only 
provider of radiation oncology therapy in the region, Goldschmidt Cancer Center draws patients referred from more 
than 20 private physician practices located within a 20 mile radius of the facility. They provide medical oncology, 
radiation oncology and chemotherapy treatment. 
 
The Goldschmidt Cancer Center is staffed by one medical oncologist, one radiation oncologist, one full-time 
diagnostic radiologist, and a nurse practitioner; they are supported by two triage RNs, two exam room RNs, and 
three infusion RNs, as well as a clinical trials program nurse. The on-site pharmacy is staffed by hospital 
pharmacists who rotate through the service. Laboratory services are also offered on site. 
 
In 2009, the Goldman Cancer Center saw 266 new radiation oncology patients  and saw 5,500 medical oncology 
patient visits.  
 
Case Example Focus Area: Capability to Electronically Exchange Key Clinical Information 
 
Electronic Health Record (EHR): The ARIA EHR [Varian Medical Systems] has been in place since Goldschmidt 
Cancer Center opened October 13, 2008. ARIA is a comprehensive EHR system that includes oncology-specific 
components. 
 
Capital Region Medical Center went live with its comprehensive EHR and physician order entry system in 
December 2007, using MEDITECH. But when it was time to select an EHR for the Goldschmidt Cancer Center, 
leadership decided it was better to select a system that already included oncology components rather than attempting 
to adapt the MEDITECH system to those functionalities.   
 
The Goldschmidt Cancer Center has been paperless since opening its doors.  
 
“We wanted a system that would work across our whole cancer service—both radiation and medical oncology—that 
is comprehensive in nature and takes us away from paper charts,” said Robert Fluegge, cancer program director. “It 
also had to be compatible with our other equipment, such as the linear accelerator we use in radiation oncology. We 
also needed something that was cost effective—we needed to be able to show it was a purchase that was worth it.” 
 
Safety and Reporting Components 
 
ARIA can aggregate a number of reports that support oncology safety and quality, such as drug toxicity reports, 
medication reconciliation and drug interactions, including dose reductions for chemotherapy agents.  Goldschmidt 
Cancer Center uses the electronic prescribing component almost exclusively, which enhances patient safety by 
eliminating handwriting errors.  
 
Continuing Challenges: Integrating Two Systems 
 
The outpatient cancer center EHR and inpatient hospital EHR systems are not interoperable, although hospital 
laboratory, imaging and radiology interfaces allow data to flow from the inpatient system to populate the outpatient 
record in ARIA. As a patient moves from the inpatient to the outpatient setting, Goldschmidt Cancer Center staff 
can view inpatient electronic records, such as discharge notes.  During inpatient treatment periods, physician notes 
and other data from the outpatient record flow back into the inpatient EHR. For example, if a cancer center patient is 
admitted back to the hospital, the hospital emergency room physicians can view patient information from the 
Goldschmidt Cancer Center record and obtain up-to-date treatment data immediately. 
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Communicating patient records to community oncology and physician practices is another work in progress. 
Chemotherapy discharge instructions are digitally faxed from the Goldschmidt Cancer Center to physician offices 
automatically when patients are leaving the outpatient center. But other information must still be communicated to 
referring community physicians via fax or paper record, since other practices don’t use the same EHR system. 
 
Goldschmidt Cancer Center is moving to a system that will allow inpatient physicians associated with Capital 
Region Medical Center to access Goldschmidt Cancer Center outpatient records via a new web interface. 
 
 “We are in a transition period now,” Fluegge said.  “We recently converted to virtualized servers so physicians with 
an iPhone or computer at home, or in their practices, can go through the network and remotely access patient 
information. In the long run we estimate that it will save money because we have identified we won’t have as much 
need to upgrade hardware over the next decade.” 
 
“That was one of the reasons we initially chose to use EHRs—so inpatient physicians would have access to 
Goldschmidt Cancer Center records immediately. Paper records make that difficult.”  
 
Key Team Members 
 
Since the EHR is central to all cancer center operations, training began months before the doors opened at 
Goldschmidt Cancer Center. An on-site Varian trainer undertook in-depth training with “super users,” a select group 
that would continue to train other employees over time. The super users included nurses from each treatment area 
(radiation oncology, medical oncology, chemotherapy), a registration staff member, and Nancy Bateman, manager 
of medical oncology outpatient services. 
 
“The department has to run day by day, minute by minute, so we designated our super-user group and set aside the 
time they needed to work intensively with the trainer,” said Robert Fluegge. 
 
“Most of our physician staff had very little computer exposure at first,” said Cathy Otten, RN, and super user. “But 
they’ve been required from day one to do all their documentation on the computer, and two years down the road, 
they’re doing well.”   
 
Super users are empowered to teach EHR technical skills staff-wide—from oncologists to clerks. The approach is 
sometimes challenging—nurses don’t often find themselves in a position to instruct a physician— but a paperless 
system demands every staff member have some familiarity with the system. 
 
Critical Steps in Transition  
 

1. Inpatient nursing staff calls the outpatient Goldschmidt Cancer Center during the discharge process to 
inform them of the patient referral, and to make the first appointment before the patient is discharged.   

2. The cancer center registration staff calls the patient at home prior to the first visit to confirm the 
appointment.  

3. Cancer center nursing staff checks the inpatient EHR prior to the first appointment to gather patient history. 
4. The patient’s first visit to the Goldschmidt Cancer Center includes a 40-minute review with a registered 

nurse to ensure adequacy of the medical record, including demographic and financial information; social, 
family, and medical history; and medication reconciliation.  

5. The medication reconciliation is updated by the intake coordinator, an RN, and non-clinical staff each time 
a patient has an appointment with a physician. 
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“Communication internally has improved a lot since introducing the EHR,” Fluegge said.  Specifically, medication 
lists are more thorough and accurate. “At times with the paper record it would just ask for the drug name. Now we 
also put in dosage, time of the last dose, and we can see the medication history,” Bateman added. 

“Adequacy of the medical record has improved, she said. “One of the big benefits is that a patient’s inpatient record 
includes the outpatient physician documentation, too. That definitely improves patient safety, especially when you 
consider the medication list. The inpatient physician can see what treatment the patient is currently under, from 
chemotherapy to radiation.” 

Fluegge noted that the reporting system is also valuable for tracking missing elements of the record. “We can run 
reports to find out if there are delays in approval of lab results, check billing issues, everything.” 
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Columbia Basin Hematology & Oncology 
Kennewick, Washington 
[Oncology Group Practice] 

Columbia Basin Hematology & Oncology (CBHO) is an oncology practice composed of five medical oncologists, 
four nurse practitioners, and 12 oncology RNs. The practice sees patients with all types of cancer as well as with 
malignant and benign hematologic conditions. Patients travel up to two and a half hours to receive services, and 
come from a wide geographic region that includes parts of Oregon, Washington, and Idaho.  

CBHO works with three hospitals in the Tri-Cities area: Kadlec Regional Medical Center (Richland, Washington), 
Kennewick General Hospital (Kennewick, Washington), and Lourdes Medical Center (Pasco, Washington). The 
practice saw close to 1,000 new patients in 2009.   

Case Example Focus Area: Overall Transition Policy/Activities 

Since CBHO patients requiring hospitalization utilize all of the hospitals in the region, the design of a 
comprehensive transition policy became a major priority. This task was particularly challenging since each of the 
hospitals operates on a different model. Kadlec Regional Medical Center (KRMC) is a not-for-profit community 
hospital with a staff of hospitalists who admit patients for all primary care physicians and most of the subspecialists 
in the community.  Kennewick General Hospital (KGH) is a public facility with some full-time hospitalists and 
some practicing primary care physicians who serve as hospitalists on a part-time basis.  Lourdes Medical Center 
(LMC) is a critical access facility and uses a hospitalist model that is similar to that used by KGH. About three years 
ago it became evident that patient safety and continuity of care required a uniform policy for patient transitions.  
CBHO providers met with representatives at the hospitals to develop such a policy, and since then there have been 
regular quarterly meetings to monitor success and make changes as necessary. The policy, in place since 2007, 
outlines the process of transition from CBHO to hospital, from CBHO to alternate chemotherapy treatment sites, and 
from hospital to CBHO. 

The process begins with a checklist filled out by the admitting oncologist and given to his/her medical assistant. This 
key document contains the patient’s demographic information as well as his or her diagnosis, acuity, and reason for 
admission. The medical assistant calls the hospital to request a bed and faxes the admission orders and recent clinic 
notes to the admitting hospital. If the oncologist is admitting the patient to his/her own service, the process is 
complete at this point.  In cases where the patient will be admitted to a hospitalist (with the attending oncologist 
acting as consultant), the policy requires direct provider-to-provider communication by telephone. In situations 
where the transition of care is more complex, such as a transfer of a patient to an academic center, then a more 
complete set of records is prepared by personnel in the medical records department. 

CBHO employs what it terms a “triage nurse navigator” who oversees the clinical elements of the care transition 
process. This oncology-certified RN examines the patient record, physician orders, and medication list to ensure 
correctness and completeness before it is transmitted to the admitting hospital. A telephone triage checklist is used 
by the triage nurse navigator for admitting patients to a hospital. The checklist uses the SBAR acronym to cover 
pertinent information for the handoff from practice nurse to hospital nursing unit: S-Subjective Information, B-Brief 
Description, A-Assessment, and R-Recommendations.  Checklists are also used for common treatment handoffs, 
such as chemotherapy treatments that will be administered at another facility. 
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Key Team Members 

A CBHO nurse practitioner makes daily rounds on CBHO patients in the hospitals where CBHO oncologists see 
patients. The nurse practitioner reports directly to the physician whose patient is being seen.  

When a patient is ready for discharge, the nurse practitioner calls the CBHO scheduler, who collects pertinent 
patient information over the telephone to begin the reverse transition process from the hospital back to the medical 
practice—demographic data, diagnosis, when the patient was discharged, and the urgency with which the patient 
will need to be seen by CBHO. Within 24 hours of discharge, physician orders, medication records, and other 
patient records are faxed to the practice, so “we have all the records before the patient comes in for his first post-
discharge appointment,” said Deberie Connor, CBHO’s clinical nurse manager. 

One day before the appointment, a scheduler calls the patient and reminds him to come in. On the day of the 
appointment, the medical assistant checks to ensure that hospital records are complete, needed laboratory tests are 
ordered, and results are available to the oncologist.  

 

Critical Steps in Transition 

Connor says the key to the transition process is the designation of particular people to fulfill specific roles. For 
example, in the transition from inpatient to outpatient care, the nurse practitioner is responsible for calling CBHO to 
notify the practice about patient discharges and to transmit initial patient data to a scheduler in the practice, who is 
designated to take this information and begin the records gathering process.  

“If you don’t have a designated person, you know how information floats everywhere, and eventually the ball is 
dropped and you don’t know what happened,” Connor said. “It really helps us to have a designated person for each 
step.” 

Communication between organizations is a vital element to managing transitions across multiple sites. A physician 
provider from CBHO meets monthly with the medical executive committee at the hospitals to discuss current issues 
and review what is—and isn’t—working. Connor meets with a peer hospital nurse manager every month as well. 
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“The communication is really there,” Connor said. “And we are very open about communication in between those 
meetings. If there is an issue, we call and set up a time to talk.”  

Medication reconciliation is critical. The Joint Commission’s standards require hospitals to provide medication 
lists to patients at discharge. Although many cancer patients bring these lists with them to their first appointment at 
CBHO, the data gathering process provides an independent check of the quality of the information on the patient’s 
list. CBHO asks patients to bring their current medications with them, assuring a complete record that includes both 
past and current medications. 

CBHO uses an electronic health record (EHR), Rabbit, which is designed specifically for oncology group practices. 
CBHO is currently testing an interface that will allow Rabbit to communicate directly with all three hospital EHRs 
as well as with other agencies that are involved in the care of their patients. Rabbit’s medication reconciliation 
application differentiates the name of the prescriber by color coding to distinguish drugs prescribed by a CBHO 
provider from those written by an outside provider, which Connor notes is a helpful feature. The name of each 
medication, amount prescribed, number of refills, and reason for prescribing are also part of the record. 
Chemotherapy drugs are included as part of the overall medication record, easing the process of checking orders for 
completeness by putting all the information in one place. “Rabbit also lets you look at the cumulative doses of the 
chemotherapy agents and know how much they’ve received,” Connor said. 
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Comprehensive Cancer & Hematology Specialists 
Voorhees, New Jersey 
[Oncology Group Practice] 
 
Comprehensive Cancer & Hematology Specialists (CCHS) is a group practice located in the greater Philadelphia 
area with three offices in Voorhees, Sewell, and Woodbury, New Jersey. 
All facilities are located within a 50-mile radius of Philadelphia, Pennsylvania. It comprises six medical 
oncologists/hematologists and one nurse practitioner who are supported by a seasoned staff of RNs, 90 percent of 
whom are OCN-certified, in collaboration with laboratory, reception, and finance staff. Oncologists at the group 
practice see patients from the Kennedy Health System, which is affiliated with the University of Pennsylvania 
Abramson Cancer Center; Virtua Health System, which is affiliated with the Fox Chase Cancer Center; and 
Underwood Hospital, which is affiliated with the Jefferson Health System. The practice saw approximately 872 new 
patients in the first six months of 2010 (some of whom were seen in the inpatient hospital setting for consultation 
only). 
 
Case Example Focus Area: Capability to Electronically Exchange Key Clinical Information 
 
CCHS is in the process of integrating electronic health IT tools to improve communication of vital patient 
information during transitions. The practice is currently transitioning from paper charts to electronic health records. 
Because of the varying learning curve among the physicians to the EMR, it was decided that the best method of 
transitioning to EMR was to implement EMR to one physician’s patient panel at a time. According to Judith Hall-
Laughlin, MBA, BSN, RN, CCHS, executive director, the records transition process—which will include some 
35,000 in-house total patient records—is slated for completion by the end of 2010. Patients charts representing a 
three-year period will also be scanned into the EMR system in early 2011. All other paper charts, retained in a 
storage facility, will also be scanned into the system during 2011. Such charts, currently housed in an off-site storage 
facility, will also be scanned as they are within the legal time frame for record retention. Rather than selecting a 
single off-the-shelf EHR product, CCHS is customizing its own health IT system by integrating components from 
two Sage systems. 
 
“We’ve had real challenges,” Hall-Laughlin said. “We need an oncology hematology system that is custom built to 
what is used in oncology practice today and is reflective of the needs of our physicians to deliver quality of care to 
our patients. Unfortunately, what has been found is that most EHRs are generally geared to primary care, radiation 
oncology, and the like.” 
 
CCHS has completed the link within the Sage Intergy system, where electronic laboratory results are automatically 
interfaced into the Sage Intergy system from Quest & Lab Corp. This was accomplished via an HL7 interface from 
Fletcher Flora. In the past, the group used Medical Manager for all practice management needs. A crucial piece to 
this was the chemo-module, which included a customized link into which all chemo module protocol orders were 
entered by the pharmacy/nursing staff. With one key stroke, the information was simultaneously sent as an order to 
the Pyxis unit for medication dispensing and to the finance department, capturing all drug charges through the 
Medical Manager system [WebMD] vehicle.  CCHS’s new Sage Intergy EMR system is being combined with some 
features of Medical Manager. At the time of this report, CCHS is approximately 90 percent integrated with the EMR 
system. It has been tested by one oncologist; 90 percent of his patient records are electronic. As such, this 
physician’s office and lab work is entered into the Sage Intergy system, and his patients’ charts are populated by the 
Sage Intergy system. A chemotherapy module works as part of the Medical Manager system, and is linked to the in-
house infusion process. CCHS is faced with the challenge of Sage providing the practice with this link identical to 
the Medical Manager link. Until this is developed, CCHS is hampered in the total transition to Intergy. Radiology 
values and lab results from external sources are scanned and populated in this physician’s charts using the EMR. All 
other radiology and lab results remain on paper for those physicians not transitioned to EMR. Those charts will be 
scanned with the next physician’s integration. 
 
“We can pull up the hospital census, physician notes, etc., from the hospitals using a secure virtual portal, which can 
be printed for the physicians if necessary,” said Hall-Laughlin. At that point, if needed, those records can be scanned 
into the system to the electronic patient’s file. By the end of 2010, all active charts will be electronically scanned. 
“Our physicians are currently using iPads where a patient’s chart can be visualized in the exact format of the paper 
charts that they have previously used,” Hall-Laughlin said. If the chart has to be duplicated for any reason, a pdf file 
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is created and downloaded to print. Hospital discharge summaries are also available to the medical practice using a 
web-based portal. For newly admitted patient records, the CCHS staff accesses the hospital-based admission 
records, prints these out, and then scans the needed information into the CCHS EHR. 
 
Key Team Members 
 
As practice executive director, Hall-Laughlin conducted extensive research into EHR products before selecting the 
hybrid approach. “I chose a system where I could integrate business management and clinical models which meets 
the needs of the CCHS physicians and their corporate business expectations,” she said. The physician utilizing the 
EMR system is actively taking the role of physician leader in demonstrating the EHR system to other physicians.  
 
“My physicians need to be able to function at a high rate of speed, and a lot of the systems didn’t offer 
functionality,” she said. “We can’t have oncologists held up with a lot of pointing and clicking. I wanted a system 
that wasn’t going to slow them down. It is for this reason that they are working with iPads which can access the 
information that they need.” 
 
Critical Steps in Transition  
 

1. Strong cohesive, cross-communication between internal CCHS department and external facilities 
to enhance patient transition 

2. Hospital patient navigators collaborate with all facets of the  practice staff at a variety of levels 
(i.e., Nursing, Laboratory, Finance, and Scheduling Departments) 

3. Strategic, gradual approach to implementing Intergy EMR by introducing modules one at a time to 
work out the “bugs.” 
 
 

 “Our communication is collaborative and cohesive. Such is the result of an experienced staff working together as a 
team. I see every department in CCHS as strong, with open communication between departments.” Most of the RNs 
have between 15 and 30 years of clinical experience. “We deliver expert quality of care largely because of the 
maturity of our staff. The finance, reception, and scheduling departments coordinate with the nursing and laboratory 
[departments] in accomplishing a smooth transition of the patient into and out of our treatment facilities.” 
 
Hospital patient navigators collaborate with the practice staff at a variety of levels. When a patient is referred to the 
practice, the hospital patient navigator often makes the first appointment and communicates directly with the patient. 
The group’s financial director and director of drug contracting work with the patient and the navigator to ensure care 
is not delayed for financial reasons. “The navigator is with the patient initially, usually the first few visits. At that 
point, the CCHS nursing staff coordinates care with the navigator to make sure that the patient’s financial, 
psychological, and clinical needs are all met,” Hall-Laughlin said. “Our nursing staff communicates very well with 
all the navigators. It is similar to a baton being passed in a track and field event.”  
 
When it comes to introducing new health IT, Hall-Laughlin recommends a strategically designed, gradual approach. 
“Slowly introduce physicians to new technology, so they have time to adapt,” she said. “Our physicians are different 
ages, and use different modalities in the way they access information. Keeping in mind the variables in the 
individual learning curves, we have worked with the health IT vendors to develop processes that mirror what we 
already have for efficiencies and so that  the process of transition is less stressful.”   
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CCHS is still in implementation stages with its EHR model, but measures patient satisfaction through a variety of 
methods, one of which is Press Ganey survey tools.  
 
Use of Checklists 
 
Checklists are used by nursing staff to ensure that the transition processes are complete. This prevents any “black 
holes” from creating a break in the transition. The nursing staff uses a Pyxis dispensing machine that incorporates 
the electronic medication reconciliation, linked to the chemo module. CCHS will utilize any/all of the patient 
navigator checklist, as the patient navigators (used by all of the hospitals to which the practice admits) often 
accompany patients to their first outpatient appointment. “We merge all information into the checklist and use that 
as a balance, to make sure that all facets of the patient’s experience is seamless. We blend what we’re doing 
together, hopefully preventing any lapses or black holes in this transition process,” Hall-Laughlin said. Patients are 
asked to bring in medication bottles and/or a complete a medication list that is part of the admission packet of 
CCHS. The nursing staff reviews this list verbally with the patient at the first appointment for clarification. Such 
information is scanned into the EMR system if it is a paper version, or will be entered into the Intergy Escripts 
module. 
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Geisinger Cancer Institute 
Danville, Pennsylvania  
[Hospital-Based Cancer Center] 

Geisinger Cancer Institute is located on the main hospital campus in the Geisinger Health System, Geisinger 
Medical Center, in Danville, Pennsylvania. Geisinger Health System employs the physicians at its hospitals, 
rehabilitation facilities, and nearly 60 community practice locations.  

The Danville hospital campus is a tertiary referral center for the Geisinger Health System. Geisinger serves 42 
counties in Pennsylvania. Although most patients travel an hour or less to seek treatment, some travel three to four 
hours.  

Geisinger Cancer Institute includes a dedicated 22-bed oncology/hematology inpatient unit staffed by 11 physicians 
(some hematologists and some medical oncologists) and inpatient physician assistants (PAs). Staff oncologists, 
assisted by two PAs, also serve patients in the outpatient physician practice setting, located in a separate building on 
the hospital campus. Outpatient chemotherapy services are located at the Danville hospital site across the parking lot 
from the oncology physician practice in the Knapper Clinic building, which also serves as a family medicine 
physician office.  

Staffing of the inpatient hospital unit is done on a rotating basis, with staff oncologists taking time out of the 
outpatient physician office practice to cover inpatient services one out of every six weeks. Although Geisinger is a 
teaching hospital, a conscious decision was made some time ago not to use a resident-covered inpatient service 
because of frequent turnover among residents.  

Case Example Focus Area: Overall Transition Policy/Activities 

Charles White, MD, director of medical oncology for Geisinger Cancer Institute, credits utilization of PAs as a key 
to success for the busy service, which admits and discharges between 900 and 1,000 inpatients each year. “These 
PAs are like oncology residents. They work 24/7 and do all the admissions and discharges. We round with them and 
direct the patient care, but they do all the order entry—all the laborious computer work. We review it, of course, and 
write a note every day.” By allowing each team member—nurse practitioners, PAs, and pharmacists—to work at the 
top of his or her license, patients receive consistent, quality care, 24 hours a day. 

Geisinger’s comprehensive electronic health records system allows clinicians throughout the health system to 
follow patient progress seamlessly. At the outpatient physician office on the Geisinger Medical Center campus, 
oncologists access the same Epic EHR system used in the inpatient setting. Geisinger has been using its Epic EHR 
since 1995, and is known nationwide as among the most wired hospitals. The hospital went paperless two years ago, 
and providers use computers on wheels (COWs) every time they enter a patient room. 

“I follow my patients every day through the computer,” White said. “I know what blood counts are, what 
medications they are getting, results of radiology tests, consultation’s opinions, etc.  When they are discharged from 
the inpatient floor there is a set of discharge instructions the patient receives that tells them what happened, the 
procedures they had done, what doctors they saw, and the medications they were given. That information also is 
emailed or faxed to their referring physician.” Because 80 to 90 percent of patients come from Geisinger physician 
referrals, most records are transferred electronically. 

The common EHR ensures that, even when a patient is admitted through the emergency room, records are available 
and up-to-date. “The ER physician has access to everything we’ve done in the medical record—doses, blood counts, 
the cancer they are being treated for, even if chemotherapy is being given for palliation. Once the decision is made 
to admit the patient, the physician on call gets the next phone call.” 

Geisinger tested Epic’s oncology component but found it lacking, and instead uses a different application, 
MOSAIQ® [Elekta Software], for its chemotherapy component. Data from MOSAIQ is fed into the Epic record, but 
“they don’t communicate with one another as well as we would like them too,” White said.  Epic’s new oncology 
component, Beacon, has met Geisinger’s high standards and is slated for adoption in September 2011, which should 
enable more seamless transfer and communication of patient data. 
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Key Team Members 
On the inpatient side, in addition to the PAs, Geisinger’s hospital nurse navigators offer transition assistance to head 
and neck as well as breast cancer patients. White said there are plans to hire two more inpatient nurse navigators that 
would assist general cancer patients. 

Case managers and social workers in the hospital also play critical roles in the transition process. An 
interdisciplinary team meeting is held each morning, and includes the PA, social worker, case manager, and a 
member of the utilization review team. “The status of patients on the floor is discussed by that team,” White says. 
Serious problems trigger a root cause analysis, which is reviewed by a quality team to determine how to prevent 
errors from recurring. 

White identified staff pharmacists as another component of the inpatient team approach. Five hematology oncology 
pharmacists are dedicated to cancer care and one is assigned each day to round with the oncologist. “What I usually 
do is ask them to go through a patient’s medications with me and make recommendations,” White said.  “They make 
sure the patients know about the medications before they go home.” 

In the outpatient cancer practice, five oncology-certified registered nurses function as nurse navigators. These 
specialty nurses fulfill a number of tasks: entering chemotherapy orders, calling patients and making patient 
appointments, fielding patient questions, and doing patient education. 

“These specialty nurses function as nurse navigators for us,” White said. “I consider my nurse my right hand person. 
That service is enormously valuable to me. I could not see the number of patients and the complexity of cases we 
see here without the help of the specialty nurses.” 

Critical Steps in Transition  

White attributes complete, accurate, and timely discharge records as one key to smooth transitions. Discharge 
summaries are generated by the inpatient PAs and sent to the community oncologist or primary care provider within 
24 hours, and a copy is given to the patient before going home.   

The team approach to care is another key transition element. In the inpatient cancer center, pharmacists, PAs, and 
specialty nurses conduct patient education and ensure that the medical record is complete; social workers and case 
managers handle logistics. The oncologists direct care and act as conductors of this well-tuned orchestra.   

The Geisinger health system has focused aggressively on reducing the 30-day hospital readmission rate. Part of that 
improvement process includes careful assessment of the needs of the patient after hospital discharge, and ensuring 
those needs are met. Professional case managers work with social workers to ensure that needed equipment is 
delivered to the home before the patient leaves the hospital. In select cases, a visit is made by local Geisinger 
hospital discharge planning personnel to the family and patient within 24 hours of discharge.  

“The 30-day readmission rate is an indirect measurement of how well the transition went,” White said. “If the 
transition didn’t go well, you may very well see the person back in the hospital within 30 days.” The hospital has set 
a goal to reduce the 30-day readmission rate by 10 percent.  Geisinger is also starting to apply its ProvenCare 
program to cancer treatment, beginning with lung cancer treatment. ProvenCare takes an intensive look at best 
practices and develops checklists of critical steps in the care process to improve the chances of successful treatment 
and recovery. “We’re going to see more of that in oncology care,” White said. 

Another area for evaluation and improvement is the number of patients who are eligible for palliative care. “Our 
goal is to have a palliative care consult on 50 percent of patients that end up in our ICU,” White said. “Two years 
ago we looked at the number of patients who were admitted to the ICU or were admitted to the hospital in last 
month of life. Our numbers were higher than the national average. If a patient is appropriate for palliative care or 
hospice care, we solicit the help of our Palliative Care Team.”   

Geisinger uses a handoff checklist each time a patient is transitioned from one service to another—whether it is from 
the emergency room to the inpatient floor, or from inpatient to outpatient care. The checklist is completed by the 
receiving team, and includes medication reconciliation.  
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The EHR is perhaps the most vital tool used to ensure smooth transitions, as it is the mechanism to ensure 
immediate communication and complete documentation. “There is no way in the world that I could ever work in a 
paper system again,” White says. He benefits from the ability to access the system from his home, office, or in the 
hospital. Even the EHR refresher classes required of all staff—which include tests that he must pass to complete—
are not burdensome when weighed against the benefits of the system. 

“What our system allows doctors to do—team-based care supported by technology—is doctoring. It gives me more 
time to do the things I need to do, and makes the whole process of patient care easier.”  

 

�
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Holy Family Memorial  
Manitowoc, Wisconsin 
[Hospital-Based Cancer Center] 

Holy Family Memorial (HFM) is a comprehensive health care network located in Manitowoc, Wisconsin, a city of 
34,000 residents. The Cancer Care Center is part of the Holy Family Memorial Hospital and houses the oncology 
practice and treatment services in medical oncology/hematology, radiation oncology, and infusion therapy.  Non-
cancer infusion treatment is also offered in the Cancer Care Center. 

HFM employs one medical oncologist and a physician assistant. For radiation oncology, HFM contracts with an 
independent physician group practice that employs six radiation oncologists; two of these physicians regularly 
provide inpatient care at HFM. Another independent physician group practice has medical oncologists and 
hematologists and provides coverage for HFM’s oncologist’s days off and vacation days.  

On the outpatient side, the Cancer Care Center employs an RN who works in radiation oncology once a week. 
Additional outpatient RN coverage is supplied by medical oncology nurses who regularly work in the outpatient 
unit. 

HFM’s cancer program sees about 130 newly diagnosed cancer cases each year. 

Case Example Focus area: Requirements for Medication Reconciliation 

HFM has made the medication reconciliation process a focus for quality improvement for the last six years, and has 
seen much improvement in the past three years since implementation of a system-wide electronic health record 
(EHR), according to Joy Singer, BSN, OCN, director of cancer services and dialysis. HFM and its network hospitals 
and physician practices use MEDITECH or a compatible product called LSS, so physician notes, dictation, and 
medication lists can all be viewed across the network. 

A medication quality team that includes nursing as well as pharmacy personnel has actively focused on this area to 
ensure that The Joint Commission requirements for medication safety are addressed hospital-wide. 

Patients are asked by admission staff to bring medications to the hospital and to their first appointments at the 
Cancer Care Center. “A lot of patients have lists, but their lists don’t always go along with what’s in the bag,” 
Singer noted. An RN (or sometimes an LPN) enters data for each medication into the medication list that is part of 
the patient’s EMR. Because HFM is part of a health network that owns a number of physician practices that share a 
common EMR with HFM, this process is often a simple comparison between what is already in the patient’s medical 
record and current medications.  

The medication checklist includes columns for medication name and dosage, how it is taken, and frequency. To 
enhance safety, HFM recently added a category indicating when the last dose of a medication was taken. 
“Especially for pain medications, that helps us to know if they’re pain-free because they took a medication before 
they came for the appointment, or if they’re truly pain-free,” Singer said.  

MEDITECH’s medication list does not include chemotherapy drugs, but a pharmacy module in the EMR does. 
Physicians in the HFM network can view this module whether they are in the hospital or at their practice site. 

If there is a conflict or question about medications the patient has brought and what is in the record, the RN 
interviewing the patient calls the pharmacy to ask for clarification.  
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Medication lists are shared at every handoff within HFM, whether it’s between floors, or when patients are moving 
between treatment sites (such as from the floor to the Cancer Care Center for infusion services, and vice versa). The 
transferring nurse verbally reports on the patient to the receiving nurse providing a summary of care, any pertinent 
lab results and testing information, as well as a problem list, and medication list.  

Key Team Members 

HFM emphasizes the value of face-to-face reporting at handoffs between treatment area nurses to enhance patient 
safety. “It’s not just a call and a verbal report, because it may be that the person you talk to on the phone won’t be 
the person who is going to get the patient,” Singer said.  The transfer policy is in keeping with the Joint 
Commission’s patient safety goal to implement a standardized approach to handoff communications. 

Critical Steps in Transition  

“I think the most critical step is the consistency of the process,” Singer said. “It is expected that medication 
reconciliation be done every time the patient comes to the door.” 

The selection of an EMR that prompts medication reconciliation and is common across the HFM network of 
physicians and hospitals is also a critical step.  

Singer noted anecdotally that the transition process has greatly improved since implementation of the common 
EMR. HFM’s quality department monitors the transition process as part of its quality mission. 

Beyond Checklists 

Beyond the handoff and medication checklists, Singer also noted that HFM uses a discharge form that is completed 
by the discharge team and printed automatically when a patient leaves inpatient care; it is both given to the patient 
and sent to the community physician who will next see the patient. The form includes a nursing staff checklist for 
discharge to ensure that the patient has a follow-up appointment scheduled before leaving the hospital. Discharge 
planning coordinators meet with the patient to smooth the care transition. Discharge instructions, as well as the 
medication list, are also printed and given to the patient by nursing staff before leaving inpatient care. On the 
outpatient side, discharge notices are electronically sent from the hospital to the referred physician practice. “When 
we receive that notice in the outpatient practice, we know that we can go into the EMR system and look up the 
discharge information,” Singer said.  
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John B. Amos Cancer Center/The Medical Center, Inc. 
Columbus, Georgia 
[Hospital-Based Cancer Program] 

The John B. Amos Cancer Center (JBACC) operates in a freestanding building on the campus of The Medical 
Center in Columbus, Georgia, a city of 188,660 people. This comprehensive community cancer center offers 
medical oncology, radiation and hematology oncology, gynecologic oncology and infusion therapy services under 
one roof.  JBACC serves a 17-county region of western Georgia and eastern Alabama, serving a total population of 
600,000. 

It is staffed by four medical oncologists, a hematologist, a gynecologic oncologist and three radiation oncologists. In 
the outpatient setting, each physician works with a dedicated RN; because of volume, two medical oncologists each 
have a nurse practitioner as well. 

JBACC saw 1,159 new cancer cases in 2009. As a tertiary referral center, oncologists at JBACC see patients from 
three regional hospitals, two of which are part of Columbus Regional Healthcare System. Eighty percent of hospital 
surgery patients discharged to care at JBACC come from The Medical Center. 

Case Example Focus Area: Requirements for Medication Reconciliation 

A discharge nurse from The Medical Center gives patients referred to JBACC an admissions packet to complete 
before the first appointment, which includes instructions to bring all medications—including over-the-counter and 
herbals—with them to the first appointment. Referring community practices or other hospitals also are instructed to 
give patients the admissions packet. JBACC asks referring providers to confirm whether the packet was given to the 
prospective patient; if not, clerical staff at JBACC mails the packet to the patient prior to the first appointment.  

At the first physician appointment at JBACC, the oncologist’s RN interviews the patient and completes a medication 
reconciliation checklist, which includes categories for each medication, such as dosage, date the medication was 
prescribed, prescribing physician, and reason for taking it. The RN also asks what dosage and frequency the patient 
actually uses.  

“We interview the patients and note how they’re taking it, because sometimes they’re not taking it as prescribed,” 
said Suzanne West, RN, MSN, OCN, clinical coordinator in research for JBACC. “That also gives us insight into 
how the patient will approach their own treatments and medications while they are under our care.” Discrepancies 
or questions are clarified by telephone calls to prescribing pharmacies. 
 
Prescriptions written during physician appointments are added to the list by the RN before each patient leaves 
JBACC. At each patient encounter with the oncologist, the RN verbally reviews the medication list with the patient 
to ensure it is updated and accurate.  
 
JBACC went live with a new electronic health record (EHR) in June 2010 for its radiation therapy service, using 
ARIA [Varian Medical Systems]. “That didn’t change our medication reconciliation process; it just moved it from 
paper-based to electronic,” said Matt Sherer, MBA, MHA, JBACC’s administrative director. Over the next year, 
JBACC will transition all of its paper records to the new EHR system. 
 
On the inpatient side, The Medical Center has developed an electronic handoff tool that is used every time a 
patient’s care is transitioned—from department to department, floor to floor, and even from shift to shift. This tool 
has been invaluable for continuity of care for oncology patients. The tool was the focus of a clinical advancement 
project by the hospital’s nursing staff after identifying patient handoffs as a patient care area for improvement. After 
18 to 24 months of development, tweaking and testing on paper, it was added to the standard inpatient EHR as a 
health IT tool. It is used both by hospital personnel and hospital departments such as JBACC. 

“Before we started using this tool, patients would be on cycles of chemotherapy for outpatient cancer treatment and 
then admitted to the hospital for a problem. When they were discharged back to our care, we would never know 
what chemotherapy cycle they were on,” West said. “We have access to the hospital’s EHR system here, and now 
we can look at the electronic handoff tool to see all inpatient information at handoff: updated allergies, weights and 
vital signs, updated social services issues, changes in status, pain management, and medications.”  
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Key Team Members 

The RNs who work with JBACC oncologists are integral to the medication reconciliation process, spending 
adequate time with patients face-to-face at their first appointments to ensure information is accurate and complete. 

JBACC was also selected as one of the pilot sites for ACCC’s Cancer Care Patient Navigation education project (see 
page 17 for more information). Since January 2010, a breast cancer nurse navigator contacts every referred breast 
cancer patient to ensure the patient receives all needed services. The nurse navigator also answers patient and family 
questions and connects them to community resources.  

Critical Steps in Transition  

Sherer identified use of the electronic handoff tool for continuing medication reconciliation as a critical step in the 
transition process. “That was the big leap, to improve our medication reconciliation between departments and 
settings,” he said. 

Medication reconciliation is a parallel process in the inpatient setting, where an RN in the emergency department or 
on the floor performs the initial intake interview with patients. During a Joint Commission site visit to The Medical 
Center in January 2010, reviewers shared with senior hospital administration that the process was considered a best 
practice. 
 
JBACC has also tracked the results of its patient navigator, focusing on reducing the days between surgery and first 
radiation treatments. “The metrics we’ve been tracking have shown phenomenal results,” Sherer said. “Compared 
with the same time period in 2009, we have cut the number of days in half between navigated (2010) and non-
navigated (2009) patients. It improves the overall care we are providing to our patients.” 

Handoff Tool 

The patient handoff tool uses the acronym SHARQ for the categories included: S-Subjective assessment, H-History, 
A-Actions, R-Recommendations, and Q-Questions. The electronic handoff tool remains available as long as the 
patient is an inpatient. At the time of discharge, discharge orders and instructions cover SHARQ content and the 
patient receives a copy. “We can update the data here if we are transferring a patient back to inpatient care, too,” 
West said. 

 

�
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North Colorado Medical Center 
Greeley, Colorado 
[Hospital-Based Cancer Program] 

North Colorado Medical Center (NCMC), a Banner Health facility, is a 398-bed community hospital that serves 
Greeley, a city with a population of 89,046, and serves as a tertiary referral center for northeastern Colorado, 
southeast Wyoming, and western Nevada. It includes a 20-bed inpatient hematology oncology unit, a 12-chair (plus 
two private) outpatient infusion center, and comprehensive radiation oncology services, including IMRT, Rapid Arc, 
OBI, HDR brachytherapy, and prostate implant program. The NCMC Cancer Registry documents between 650 – 
700 new cancer cases annually. 

NCMC has historically worked with an independent medical oncology group via a group practice with five 
physicians to support a regional approach. In the summer of 2010, NCMC began its transition to a clinical 
employment model that will employ a total of three additional medical oncologists. Radiation oncology has also 
moved to an employment model, away from the contracting model used previously.  

At NCMC, all RNs in radiation oncology are OCN certified, as are all RNs who work in the outpatient program, as 
well as the oncology research nurses. The oncology research nurses also carry a CCRP certification. On the inpatient 
floor, 78 percent of nurses are OCN certified. A patient navigator and oncology social worker round out the 
inpatient support team, and service both inpatient and outpatient settings. 

Case Example Focus Area: Overall Transition Policy/Activities 

NCMC has adopted a team approach to whole-patient care and communication based on the model outlined in 
the 2004 book, Relationship-Based Care, A Model for Transforming Practice.13 The model is built on six key 
concepts: 

·  The essence of caring based on human connections 

·  A therapeutic relationship between the patient/family and the health care professional is core to safe, 
quality care 

·  Knowledge of self and self-care 

·  Healthy work relationships and environment 

·  Empowerment and ownership of work and practice 

·  Appreciation openly expressed 

Following the relationship-based care model, inpatient oncology nursing staff takes active ownership of whole-
patient care. This entails a strong communication component, according to Julianne Fritz, RN, OCN, director of 
oncology services for NCMC. 
 
“We are very committed to making sure the patient understands the plan of care upon discharge,” she said.  Prior to 
discharge from the hospital oncology floor, an oncology patient education packet is tailored to each patient, and 
includes the patient’s individual plan of care.  
 
“The RN in charge of each patient’s care does patient education, and verifies that the information is understood. 
Nurses ask the patient to share back with them what they understand.” Fritz said the practice ties into NCMC’s 
commitment to helping patients become their own best advocates. “We make sure that before discharge they know 
the right numbers to call for given situations.” 
 

���������������������������������������� �������������������
13 Koloroutis M, ed. Relationship-based care: A model for transforming practice. Creative Health Care Management, 
2004.  
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In 2008, NCMC implemented a patient navigator program to formalize transitions of care from the inpatient to 
outpatient setting. Working as a team with oncology social workers and oncology nurses, the patient navigator, who 
is an oncology-certified RN, visits the patient in the room prior to discharge. The patient navigator uses an intake 
form to assess the patient’s needs, and then explains the resources available. A Patient Navigation Worksheet serves 
as a checklist to ensure that all aspects of a patient’s care are evaluated and applications to appropriate programs 
have been completed and sent to the appropriate community organization. The patient navigator also makes 
appropriate referrals to financial, disease management, psychosocial, nutritional, and transportation services as 
needed.  

After discharge, clinical staff calls the patient within 48 hours to inquire about their status and to ask for 
feedback, as well as to answer any questions the patient may have. Each patient is also given a journal to track his or 
her personal cancer journey; it includes a medication list the patient can bring to their first outpatient appointment. 

“The whole program is committed to working in sync for the patient’s well being,” Fritz said. “We talk about how 
every person’s role is like an instrument in the orchestra, and they all have to be in tune and clicking with one 
another to make it a beautiful symphony.” 

Key Team Members 

Working alongside the patient navigator is the oncology social worker who provides emotional support and 
counseling to oncology patients and families. The oncology social worker meets and assesses the needs of new 
oncology patients, plans and facilitates support groups, and works collaboratively with the patient navigator to meet 
identified needs of cancer patients.  

NCMC holds inpatient multidisciplinary team meetings every day to review patient care, transitions, and the overall 
plan of care for each patient. The team includes the primary nurse, CNAs, patient navigator, social worker, 
physicians, surgeons, and the hospital chaplain. 

“Everyone is a team member that has to support that patient,” Fritz said. “I think that’s what is so fun—we work 
together as a culture. It is truly is a high-functioning team.” 

Two hospital-based pharmacists also work with the inpatient oncology team; to ensure continuity of pharmacy 
records, they also serve the outpatient cancer center. A recent quality initiative was implemented to develop a 
chemotherapy worksheet to ensure that orders are accurately checked after being entered into the hospital’s order 
entry system. 
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Critical Transition Principles 
Fritz targets excellent communication in a team-based approach as a key to smooth transitions. Getting to this point 
has required strong commitment from nursing leadership and hospital administration in terms of coaching, as well as 
tools and checklists to support the work. 

“If we’re functioning well as a team and focusing on the patient—making sure that the patient is in the center of 
care—it works well,” she said.  

NCMC has developed several checklists to support the patient navigator assessment and make referrals to needed 
services. 

NCMC tracks patient satisfaction using the discharge call responses, which are reported at weekly patient 
satisfaction team meetings.  
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Providence Cancer Center Oncology & Hematology Care Clinic-Westside 
Portland, Oregon 
[Hospital-Owned Oncology Practice] 

Providence Oncology and Hematology Westside (POHW) is one of four oncology and hematology physician groups 
serving patients at Providence Cancer Center in Portland, Oregon. Its six physicians and one OCN nurse practitioner 
are employed by Providence Health & Services, a large health system. They are supported by eight OCN RNs, and 
each physician is assigned a medical assistant. The practice operates in a medical office building on the Providence 
St. Vincent Medical Center campus, and oncologists primarily round in that hospital as well. The practice offers 
medical oncology and hematology services; radiation therapy is provided in the hospital. Most of the patients seen at 
POHW live within 50 miles of the practice, and the practice sees about 960 new patients each year. 

Case Example Focus Area: Requirements for Medication Reconciliation 

POHW uses the Centricity/Logician electronic health record system [GE Healthcare], which includes a medication 
list and update function. The EHR is not oncology-specific, and its interface with the EHR used across the 
Providence hospitals does not include transfer of medication lists unless the patient received hospital-based care 
from one of the POHW physicians. Because many primary care physicians employed by Providence Health & 
Services use the same EHR, oncologists at POHW can view medication lists and other aspects of the EHR when a 
referral comes from those primary care physician practices. 

As a result, patients who are referred either from the hospitals or from many primary care practices are asked by 
POHW’s registration staff to bring a list of current medications with them to the first appointment. Patients 
receive a printed medication list at discharge from a Providence Health & Services hospital. When a patient arrives, 
POHW’s nurse practitioner reviews his or her history and medication list verbally with the patient, while the 
medical assistant enters medication information into the patient’s EHR. The EHR medication list includes drop-
down menus to select dosages, as well as categories for frequency and reason for taking the drug. 

At every subsequent appointment with a practice oncologist, a medical assistant opens the medication list in the 
EHR and reviews and updates the information with the patient in a face-to-face exchange.  

Because cancer patients are prone to hospital admission over the course of cancer treatment, POHW developed an 
After Care Visit report , or patient instructions, that are provided after each physician office visit. The After Care 
Visit report includes a description of what occurred at the appointment, including infusions and medications 
prescribed, as well as the telephone number to reach oncologists after hours. The After Care Visit report puts vital 
information into the patients’ hands—and the medical record—at each visit, notes Patricia Giannetti, POHW’s 
financial coordinator. 

The intent of the After Care Visit report is to reduce errors and smooth transitions should the patient’s condition 
become acute and hospital admission become necessary. POHW instructs patients to come to the practice if a 
problem surfaces during business hours. If a hospital admission is required, the medical assistant working with the 
patient’s oncologist calls the oncology floor to reserve a bed, and the admission is made directly from the practice to 
the oncology unit.  

“The After Care Visit report was begun very recently, but we’ve had a good response so far,” said Giannetti. The 
intent is to help vulnerable cancer patients avoids long waits in the emergency room for acute issues.  

 

Key Team Members 

Transitions from the hospital to care by the physician practice are aided by clerical staff, who make the patient 
appointments after receiving referrals, and then call patients to remind them of appointments.  

Another key team member is the practice nurse practitioner, who fleshes out a detailed medication history at each 
patient’s first visit, prior to the oncologist’s consultation.  
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Critical Steps in Transition  

Use of a common medication list within the EHR and across Providence Health & Services physician office 
practices has streamlined the medication reconciliation process. Face-to-face medication reconciliation at every 
physician office appointment ensures that the record remains up-to-date and accurate.  

New medications are added to the EHR-based medication list as they are prescribed by the practice oncologist. 
POHW regularly uses electronic prescribing for all non-narcotic medications. Physician order entry is accomplished 
using voice recognition software, which allows physicians to immediately send orders for chemotherapy into 
electronic flow sheets.  
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Organization Name: Quincy Medical Group 
Quincy, Illinois 
[Multi-Specialty Physician Group Practice] 

Quincy Medical Group (QMG) is a multi-specialty, physician-owned group practice. Its oncology group operates 
out of hospital-owned space, the Blessing Cancer Center, located on the Blessing Hospital campus in Quincy, 
Illinois.  It is staffed by four medical oncologists, two nurse practitioners and an on-site pharmacist, and supported 
by five RNs (nurse coordinators assigned to the oncologists), seven chemotherapy RNs, a social worker, two 
dietitians, a physical therapist, speech therapist, nurse educator, cancer registrars, lab assistants, and medical 
assistants.  

Two radiation oncologists are separately employed by the hospital and are not part of QMG. 

Patients travel up to an hour and twenty minutes to seek care at QMG, which serves a total population of about 
600,000 across the region. The group also operates a satellite office and four “outreach” locations to serve patients 
closer to home.  

Case Example Focus Area: Overall Transition Policy/Activities 

QMG has focused primarily on easing the transition process for patients who are admitted to inpatient care from the 
physician practice. The group developed what it terms a Direct Admit Team in order to avoid admissions through 
the emergency department, where cancer patients may become vulnerable to long waits. 

The process was developed by a multidisciplinary team consisting of the director of medical oncology, the assistant 
director, a cancer center nurse coordinator, and an oncologist from QMG, in collaboration with the director of 
patient accounts, an inpatient oncology floor nurse, and a risk management representative from Blessing Hospital. 

The process brings hospital registration staff to the cancer center to complete all paperwork before the patient 
leaves QMG care. A Direct Admit form  was developed to gather all information required for admission. After the 
Direct Admit is complete and a room becomes available, a nurse from QMG transports the patient to the hospital 
and signs the patient over to the hospital floor nurse. 

“Our patients aren’t well enough to go through a typical emergency room admission,” said Diane Gerards, CMPE, 
director for medical oncology.  

For new patients referred to the QMG practice, an RN patient navigator is the first point of contact. The patient 
navigator contacts patients and gathers their records, scans, etc., prior to the first appointment. At the first 
appointment, she conducts a patient interview to flesh out the history, completes medication reconciliation, explains 
the cancer treatment program, as well as financial and other programs and resources the patient may need, and 
provides the patient with a tour of the facility. The patient navigator personally introduces the patient to his or her 
oncologist for the first time. She contacts each patient the day after the first office visit and maintains contact 
throughout the patient’s treatment by QMG’s oncologists. 

“Patients love her,” Gerards said. “The referring physician offices love her because she is a single point person for 
them to contact. Our registration staff loves her because she gathers all the patient documentation. We hired her a 
little over a year ago, and it’s the best money I’ve spent in a long time.” 
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Key Team Members 

Gerards points to her nurse patient navigator as a pivotal member of the transition team. Another team member, the 
financial counselor, also plays a vital role. 

The patient navigator introduces every patient to the financial counselor, who is utilized from the first appointment 
to assist patients. “My financial counselor is being utilized earlier since we started the patient navigation program. 
We can help patients before there’s debt or financial complications.” 

The financial counselor is not a reimbursable position, but Gerards said putting her in front of every new patient is 
valuable to the practice. “As soon as orders are written, she gets the pre-authorization or precertification, and 
reviews it with the patient or family. If there are any questions about how treatment will be paid, she knows where to 
look for patient assistance problems, how to look for covered drug replacements, where to find transportation, or 
whatever financial needs a patient may have. Financial counseling means we can help before people either stop 
treatment or have lost their car or house while trying to maintain their budgets and pay their bills. It absolutely 
reduces patient financial stress as well as our bad debt.” 

Critical Steps in Transition  

Fully preparing the patient record prior to the first appointment is crucial, Gerards said. The patient navigator 
collects all the information before the physician sees the record, flagging critical pieces and discussing it with the 
oncologist before the patient arrives. “She was an OCN RN for a year before she became our patient navigator, and 
she’s really developed the position to be important clinically,” Gerards said.  

Gerards said anecdotal feedback from patients, referring practices, and other hospital departments has been positive 
since beginning the patient navigator program. QMG uses patient satisfaction surveys (web-based and via checkout 
kiosks) and has recently begun monthly patient focus groups to examine specific areas. No quantitative data is yet 
available specific to the patient transition process. 
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QMG developed a patient navigation policy, based on information from ACCC’s Cancer Care Patient Navigation 
educational program and other research. The Direct Admit form was developed specifically for transitions from 
QMG to inpatient care. 

 

 
 
 

 

 

 


