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Learning Objectives
• Describe two approaches to implementing transitional care clinics.
• Identify the benefits of using medication-assisted treatment within a 

healthcare system.
• Discuss strategies to identify patients at risk for readmission and 

providing transitional care to reduce readmissions.
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AtlantiCare Health System
• 2 Hospitals
• 3 ED’s
• Primary Care
• Specialty Care
• Urgent Care
• FQHC
• Behavioral Health
• 945,650 individuals served



Background
• AtlantiCare EDs treats over 500 opioid overdoses (OD) annually.
• AtlantiCare treats over 3000 unique patients with Opioid Use Disorder (OUD) in its EDs and 

inpatient units per year.
• Each year, roughly one third of patients with a primary OUD/OD visit were readmitted for the 

same diagnoses.
• Only 9% of patients diagnosed with OUD in City ED transitioned to ongoing care. 
• Comprehensive system approach to treating people who use drugs.
• Multidisciplinary team approach

‒ Behavioral Health, ED, Pharmacy, Nursing, IT, Finance, Revenue Enhancement



Outcomes
• 360 patients served
• 96% of patients transitioned successfully to next level of care
• 95% of patients did not return to ED for readmission
• When medication is prescribed, follow-up rates rose to above 65%



SSM Health St. Louis University Hospital (SLUH)
• Academic Medical Center with highly specialized adult tertiary/quaternary care
• Recognized regionally for trauma, stroke, transplant, geriatrics, and complex 

surgical expertise
• Urban campus with 60 percent inpatient admissions through emergency 

department
• 406 Total licensed beds
• 15,679 Inpatient admissions
• 130,618 Outpatient visits



Background
• 30-day all-cause readmissions rate was higher than predicted at 13.51% 
• Top 3 factors identified: 

‒ Lack of consistent and timely follow-up appointments
‒ Insufficient patient clarity on follow-up plan and discharge instructions
‒ Higher 7-day readmission percentage

• BRIDGE (Bridging Recovery, Informing Decisions, & Guiding Empowerment) aims to support 
patient recovery, well-being, and self-management empowerment



Assessment for BRIDGE 
clinic to begin at 
admission using 

multidisciplinary rounds

Team educates 
patient and/or 

patient’s family on 
Bridge clinic appt 

using the Rack card

Team engages 
patient using ‘Teach 

Back’ technique

ASAP or at least 24 
hours before 

discharge team uses 
smart phrase to 

request BRIDGE appt. 
scheduling

Ask the patient, what 
additional questions 

or concerns they may 
have

Leave Rack Card for 
patient to review

RN/ CMs to verify 
& confirm patient 

contact 
information

NO

On day of D/C, team  
reminds patient of 

appt. and fills out the 
appt. date & time on 

the Rack card

BRIDGE APPOINTMENT CRITERIA:
• Patient hospitalized without a PCP or 

without having seen their PCP in > 1 
year 

• Recurrent admission for the same 
problem 

• Poor health literacy 
• CHF exacerbation if cannot be seen in 

the CHF clinic within 1 week
• COPD exacerbation
• Uncontrolled diabetes
• Uncontrolled Hypertension
• Clinical or patient judgement for high 

risk for readmission
• Chronic Liver Disease

Post 48 hours after D/C, CM 
uses the 'BRIDGE F/U' shared 
list to call & reminds patient 

about upcoming appt. Once call 
is done, patient CM removes 

patient from list

Patient 
meets 
Bridge 
Appt. 

criteria?

YES

Team to reconsider 
patient eligibility if 

circumstances 
change

Use .SLHCLINICAPPTREFERRAL Smart 
phrase. Refer to Follow Up Appt tip sheet.

Bridge clinic appt 
scheduled  to be seen 

within 7 days 
post D/C

Appt documented in 
discharge notes in 

EMR

Patient added to 'BRIDGE 
F/U' shared list by D/C 

scheduler

Patient discharged 
home

Patients with any of the following 
conditions to be seen within 7 days.

Discharges in scope

• All patients who need transitional care visit

• Internal Medicine; medical subspecialties

Discharges out of scope

• No surgical patients

• Acute clinic 

• ED discharges

• Patients discharged from other SSM hospitals

Routed to “Follow-up 
Appts” in-basket pool

END

END



Outcomes
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Readmission 
Rate • 26% decrease in both 30-day & 7-day

No show 
Rate

• 36% compared to national average of 
45%

Vaccine Rate • 53% patients seen in clinic get 
vaccination



Moderated 
Panel 
Discussion



AtlantiCare Lessons Learned
• Be highly adaptable 
• Expect change
• Flexibility is key, not perfection
• Persistence 

‒ Understand what drives your audience’s decision making



AtlantiCare Key Takeaways
• Executive Leadership buy in is key
• Identify a champion!
• Involve all departments early on



SSM Lessons Learned
• Communication checkpoints to increase patient appointment compliance 

‒ Tailored patient education using teach-back method
‒ In-person case manager visit
‒ 48-hour follow-up call after discharge
‒ Reminder call one business day before appointment

• Referrals from high-risk service lines added (Cardiology and Hepatology)



SSM Key Takeaways
• Involve all stakeholders early on
• Consider patient demographics and potential barriers
• Appoint a dedicated project manager 
• Maintain executive leadership support



Questions?

Contact:
Gloria Seel, GloriaAnn.Seel@atlanticare.org
Brian Isaacson, Brian.Isaacson@atlanticare.org
Emma Misra, Emma.Misra@ssmhealth.com
Zafar Jamkhana, Zafar.Jamkhana@ssmhealth.com
Kelly Baumer, Kelly.Baumer@ssmhealth.com

This educational session is enabled through the generous support of the 
Vizient Member Networks program. 
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