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It’s Bigger Than Just the Visit: A Resident and Faculty 
Ambulatory Transition-of-Care Curriculum

Hospital systems are being challenged to reduce 
readmission rates and improve transitions of care. In many 

instances, care operates as separate silos without effective 
coordination and communication. Many elements of discharge 
planning have been examined in the literature, including 
medication reconciliation, involvement of a pharmacist, 
telephone calls from health care providers, and involvement 
of patient navigators (1-4). We observed that the initiatives 
primarily target transitions of care at the point of hospital 
care and hospital discharge; residents and faculty infrequently 
receive formal training on them. We recognized that our 
residents and faculty needed education and tools to help 
navigate and integrate these new initiatives. Therefore, we 
strove to develop a more comprehensive resident and faculty 
curriculum that examined the full scope of transitions of care—
from the admission to the discharge, to the reintegration of 
the patient into his or her medical home and community.

In particular, our literature review revealed a paucity of 
articles on ambulatory transition of care and identified few 
curricula developed around transitions from hospital to the 
home with attention to the post-discharge follow-up visit (5-7). 
As educators, it is essential that we provide medical learners 
with the tools needed to reintegrate patients into their 
communities and medical homes and that we prepare them 
for new models of primary care delivery. As health care moves 
to a more holistic patient-centered approach, new models of 
primary care, such as the Patient–Aligned Care Team model 
developed through the Department of Veterans Affairs, are 
recognized for their patient-centered approach that improves 
quality, safety, and effectiveness (8). The hospital follow-up 
visit serves as a critical bridge for a successful transition, by 
identifying needs and linking to resources. In addition, the 
follow-up visit may not necessarily be provided by the patient’s 
primary care provider and may be another intermediary 
or transition step along the continuum of care that the 
patient receives. Therefore, effective documentation and 
communication with the primary care team is essential. Within 
our transition-of-care curriculum, we developed an ambulatory 
focus for both resident education and faculty development 
to conduct more standardized, comprehensive, and patient-
centered hospital follow-up visits. 

Our aims for the project were threefold. The first was to 
integrate a resident ambulatory transition-of-care curriculum 
and provide associated faculty development. Our second was 
to actively engage residents in clinic through a preceptor 
prompt tool that improves hospital follow-up visits. The third 
was to utilize a template to better standardize hospital follow-
up visits and incorporate use of transitional care management 
(TCM) billing codes. 

Targeted Needs Assessment
A pre-intervention survey administered to residents and 

general internal medicine faculty precepting in the resident 
continuity clinic identified the development of a hospital 
follow-up component as an area of need in the curriculum. 
Among residents, 53% reported no prior formal training on 
hospital follow-up visits, and 47% reported having received 
little prior formal training. When asked to rate their skill level 
regarding key components of a hospital follow-up visit on 
a five-point Likert scale, 5% of residents rated themselves a 
5 (very skilled), 47% rated themselves a 4 (skilled), and 48% 
rated themselves a 2 or 3 (moderate or limited skill). Likewise, 
69% of faculty reported having received no prior training on 
how to teach learners about hospital follow-up visits, and 46% 
rated themselves as a 3 or below (moderate or limited skill) 
with regard to how skilled they felt in their ability to teach 
learners about hospital follow-up visits. 

Educational Strategy and Implementation 
Framework

Tool Development
We developed an educational support tool in the form 

of a pocket card, with the dual purpose of educating learners 
while enhancing patient safety and preventing readmissions 
(Figure 1). Preceptors and residents receive instruction in the 
seminars on how to use the card in clinical practice as a prompt, 
rather than a checklist, and to identify key transitions of care 
pitfalls as well as patient and family needs when presenting for 
hospital follow-up in the clinic. On the card’s reverse (Figure 2) 
is a strategy to enhance and standardize hospital follow-up visit 
documentation and support use of TCM billing codes. 

Resident Ambulatory Transitions-of-Care Curriculum
Interns and residents participate in STAR (Safe Transitions 

Across caRe) educational seminars, which examine the full 
scope of transitions of care: from admission to discharge to 
reintegration into the medical home and community. The 
ambulatory sessions introduce the hospital follow-up prompt tool 
for use in clinic, inform residents about issues that may prevent 
readmissions, and ensure that patients have safely transitioned 
to their homes. The workshops incorporate a combination of 
presentations, large group discussion, and small group breakout 
sessions to examine strategies that can improve hospital follow-
up care. Learners also explore use of a visit template to improve 
patient safety and quality of the hospital follow-up visit. 

Faculty Seminars 
Faculty need to be proficient in engaging and training 

residents, therefore similar seminars are offered to faculty who 
precept in the outpatient continuity clinics. The ambulatory 
sessions introduce a hospital follow-up preceptor prompt tool 
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FIGURE 1. STAR Hospital Follow-Up Visit Tool/Preceptor Prompt Tool

Safe Transitions Across Care  — Hospital F/U Visit

What happened during the hospitalization?

Medical Management

• What occurred during the hospitalization?

• Was the patient in the ICU during hospitalization? (may consider sending 
to Pulm walk-in clinic for PFT’s)

• What key studies or labs were ordered?

• Are there any follow-up labs or pending results?

• Have key appointments and referrals been made?

• Any anticipated risks for the patient?

• Have goals of care/end of life been discussed?

• Have you communicated with the PCP/Key providers?

Medication Management

• Was the patient able to obtain the medications?

• Does the patient understand medication changes?

• Are there any barriers to medication adherence?

• Have you updated/reviewed list in the EMR?

• Is the patient’s pharmacy aware of the new list? (many patients’ chronic 
meds are on automatic refill)

• Does the patient have a medication organization system?

How can we keep the patient home?

Self-Management

• Does the patient understand new diagnoses?

• Has the patient been trained on warning signs?

• Does the patient have contact information for the clinic?

• Is the patient aware of dietary guidelines or guidelines for chronic  
disease management?

• Does the patient need equipment at home?

• Is the patient able to do activities of daily living?

• Has the patient had a cognitive and/or physical function assessment?

• Has the patient been evaluated for depression?

Social Network

• Does the patient have family support during this illness?

• Do you think key family members need to be contacted with the plan of 
care?

• Is the patient tied into any community, pastoral care, or social networks?

• Does the patient have a case manager or mental health worker?

• Does the patient need Home Health Services?

• Is transportation an issue for the patient?

FIGURE 2. STAR Hospital Follow-Up Visit Tool/Clinic Note Template Tool

Safe Transitions Across Care  — Hospital F/U Template

General Internal Medicine Clinic—Hospital Follow-up Visit

Preceptor:

Date of service:

Date of phone call:

HPI: This is a ## yo M/F with a medical history significant for ***

Hospital course:

Post-discharge course: 

Additional concerns:

Resource/Needs assessment: 

• Patient comes to the visit today {alone or with companion}

• The patient came to the appt by {ID transportation}

• The patient was discharged with the following services:

• Medical equipment in the home includes ***

• Patient is monitoring the following measurements at home:

• His/Her functional status is {GER functional status}

• He/She is independent in the following ADLs: 

• Social support includes ***

Note: { } denotes a dropdown box

Advance directives:

Patient has a past medical history of ***

I have independently reviewed and updated the patient’s past medical 
history, past surgical history, medication list, and social history as noted  
in the electronic medical record.

ROS:

Objective (vitals and physical exam)

Assessment and Plan

This is a ## yo M/F with a history of *** who presents for hospital follow-up.

Plan of care

# Healthcare team coordination

– These individuals will be CC’d:

– Referral made to ***

# Needs assessment (discuss items of concern)

# ... (Problem #1)

# ... (Problem #2)

Updated medication list:

Follow-up appointments:

F A C U L T Y  D E V E L O P M E N T
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for use in clinic to engage residents on issues that would prevent 
readmissions and ensure that patients have safely transitioned to 
their homes. Faculty receive education about the note template 
that supports documentation and TCM billing codes. 

Evaluation
The pre- and immediate post-evaluation demonstrated an 

increase from 43% to 96% of residents feeling highly skilled (4 
to 5 on Likert scale) in the key components of hospital follow-
up visits. Immediately following training, residents reported 
a number of domains that they planned to address in their 
hospital follow-up visits as a result of the seminar (Figure 3). 
Specifically, in assessing whether key follow-up appointments 
had been scheduled, there was a 15% to 24% increase; in 
assessing a patient’s understanding of hospital course, a 25% to 
34% increase; in assessing activities of daily living and need for 
home health, a 35% to 44% increase; in assessing goals of care, 
cognitive and functional status, barriers to medication adherence, 
and family support systems, a 45% to 54% increase; and in 
assessing equipment needs, community and social networks, and 
transportation requirements, a 55% to 74% increase. 

Conclusions
The hospital follow-up visit is a critical bridge for a 

successful transition and reintegration of a patient into his or 
her community. Learning to transition patients safely across 
clinical domains is a critical part of patient care. To date, there 
have been limited curricula developed that emphasize the 
ambulatory component of transitions-of-care management, 
and we identified a clear need for education among both 
learners and faculty. Because faculty members are leaders in 
resident education, they must be supported in those areas 
where they may not have received prior training or where they 
have little personal experience. Our tool is quick to learn and 

FIGURE 3. Post STAR Hospital Follow-Up Visit 
Seminar Evaluation Results

Baseline Post-STAR Plan to address at hospital follow-up

55% 74%

• Assessment of equipment needs

• Community and social networks

• Transportation needs 

45% 54%

• Goals of care

• Cognitive and functional status 

• Barriers to prescription adherence

• Family support

35% 44%
• Activities of daily living

• Need for home health

25% 34%
• Assess patient’s understanding of hospital 

course

15% 24%
• Confirm that key follow-up appointments 

have been scheduled

easy to implement in the clinic, where it can help standardize 
supervision and education. Brief resident and faculty 
development sessions facilitate integration into clinical practice 
and highlight the importance of this area of focus. As residents 
engage in an improved structure of hospital follow-up, there 
is the opportunity for early recognition of post-discharge 
problems and obstacles that can be effectively addressed in the 
clinic. Additionally, residents and attendings gain an improved 
understanding of essential elements that can be integrated 
into their inpatient care and discharge planning. Through 
the implementation of this care model—which incorporates 
a more standardized, comprehensive, and patient-centered 
approach to hospital follow-up visits—safer, more effective 
care that leads to reduced readmissions and improved clinical 
outcomes can be a reality. 
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