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Great Lakes Practice Transformation Network

TCPI Program

• The Transforming Clinical Practice Initiative is 
designed to help clinicians achieve large-scale 
health transformation through collaborative 
and peer-based learning networks

• 29 Practice Transformation Networks awarded

• 10 Support Alignment Networks awarded

• CMS Investment of $685 million



Great Lakes Practice Transformation Network

• Offer grant-funded Lean assistance

– Facilitated Rapid Improvement Events (RIE)

– Training staff at practice to build internal capacity 

for future efforts

– Targeted grant related metrics, but have wide 

breadth of application



Rapid Improvement Events



LEAN Model



Understanding Transitional 

Care Management



About TCM

• Transitional Care Management services are 
intended to help Medicare Fee-For-Service 
patients transition successfully from a hospital 
stay back to a community setting

• Can be billed by traditional practices, RHCs, 
FQHCs

• Payment, based on complexity of patient, 
ranges from $165 to $230 in an ambulatory 
setting 



TCM RIE at Harrison County Hospital

Cynthia Lee, ASA

Physician Practices Manager

Rose Higazy, MSN, RN

Medical-Surgical Nurse Manager



Reason for the Change

“We Have a Problem”

Statement of Project: Prior to implementation of new 
process, the No-Show/ Cancellation rate was 30% within 
the hospital owned practices.



Harrison County Hospital & Physician Practices

13 Hospital Owned Physician Practices 

HCH is a Critical Access Hospital with:

– 4 ICU Beds / 8 TCU Beds

– 22 Medical/Surgical Beds

– 7 OB/Nursery

– 12 ED Rooms, 2 Hallway Beds

– 2 Hospitalists & 2 NP’s



Analysis of Workflow 

Common Barriers



Standard of Work



Metric Measurements

• Huddle – Attendance

• Amount D/C’d & those D/C’d before 5p

• Appts made within 48 hrs

• No-shows / Cancellations

• Coding – If TCM qualified

• Outliers – Patients not D/C’d by 5p

• Readmission rate within 30 days



Leading Metric

Metric: % of patients discharged from the hospital before 

5:00 pm each day.



Lagging Metric

Metric: % of charges correlated to TCM charge (post-hospital 

follow-up visit charge)



Lagging Metric

Metric: 30 day readmission rate



Pilot Project

3 Months Implementation
• Aug, Sept, Oct 2017

Scope: 2 Hospitalists, 1 NP
5 Clinics
13 providers consisting of:
(Internal Medicine)
• MD
• NP
• PA

Included: Patients on 3 Inpatient/OBS units
• ICU
• TCU
• Med/Surg



Results & Evaluation



Results & Evaluation

• Financial Impact

– Increased RVU’s from 79.16 to 111.68

– Increased revenue for clinics by $4,896

• Appointments Kept

– Baseline 30% No-show

– Present Performance Aug – April 9%

• % Readmits

– Monitoring readmission rate for changes



• Decreased staffing issues during the day and at 
change of shift

• Decreased rework; Eliminated waste

• Increased patient engagement at time of 
discharge and follow-up

• Decreased barriers within organization and 
strengthened communication

• Decreased coding deficiencies to 0%

• Provided a process for implementation at other 
hospitals and clinic practices. 

Other Outcomes of Process Change



Summary

• Transitional Care Management (TCM) is a 

billing code that supports the Quadruple Aim

– Better Care

– Better Health

– Lower Cost

– Better Provider Work Life

• A well-defined process eases the transition



Questions for the Presenters



Contact Us

• Allison Bryan-Jungels--Purdue Healthcare Advisors

abryan@purdue.edu    

• Rose Higazy-- Harrison County Hospital

rhigazy@hchin.org    

• Cindy Lee -- Harrison County Hospital

clee@hchin.org


