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Managing Transitions 
Leading Healthcare Practices and Training:  

Defining and Delivering Disability-Competent Care 

Managing transitions is a key aspect of care coordination and helps ensure that participants undergo a 
seamless exchange from one setting to another.  These transitions may be from one health care setting 
to another, from a health care setting to home, or between health care professionals.  Transitional care 
is based on a comprehensive plan of care and the availability of providers who are well-trained and have 
current information about the participant’s goals, preferences, and clinical status.  Managing transitions 
includes handling logistical arrangements, education of the participant and family, and coordination 
among the health professionals involved in the transition.  This helps to ensure gaps in care are 
mitigated and the appropriate information is transferred during handoffs across settings and providers.    
 
The Transitional Care Model (TCM) focuses on making a plan of care easy for the participant to 
understand.  It promotes managing care transitions by an advanced practice nurse who is supported by 
a team in hospitals, skilled nursing facilities, and homes.  This single point person is focused on care over 
the long term, a higher quality of life, better function, and avoiding unnecessary encounters, as well as 
preventing avoidable readmissions.  Decisions are often times influenced by evidence-based protocols 
and decision support systems.  
 
The TCM is participant-centered and focuses on a holistic approach that is protocol-guided to provide 
coordinated, streamlined care.  The TCM addresses the need to manage non-medical transitions, such as 
maintaining relationships with family and friends, continuing involvement in social activities, and other 
concerns when moving away from a hospital setting to a home-based setting.  Core components of the 
TCM are:  
 
 
 
 
 
 
 
The success of transitional care depends upon the communication between health teams and the 
participant. An understanding of the participant’s plan of care, goals, and preferences are fundamental 
components to consider upon transition.  Taking the participant’s needs and preferences into account 
will help ensure that the participant remains at the center of the transitional care process. 

Additional Resources 

Please visit the Resources for Integrated Care website (https://www.resourcesforintegratedcare.com) 
for the “Defining and Delivering Disability-Competent Care” webinar series which served as the basis for 
this brief and for other Disability-Competent Care-related resources including an interactive self-
assessment tool. 

 Detailed participant screening 

 Engaging adults with disabilities and caregivers  

 Effectively managing symptoms  

 Educating and promoting self-management 

 Collaborating with the team and participant  

 Ensuring continuity of service  

 Coordinating care with the health team  

 Maintaining relationships with family/friends 
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