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Appendix A: Key strategies that support the transition process  

 

The identified strategies act as a framework through which care transitions could be 

supported through appropriate coordination and integration. Each strategy is described 

further below to support your responses in the survey:  

1. Population health management The goal of population health management is to 

reduce health inequities or disparities among different population groups. The level 

of need of a population group links to the level of care with defined health 

outcomes and approaches. This enables development of consistent levels of care to 

guide health care teams to ensure individuals benefit from a more coordinated 

approach to the management of their care. 

2. Aligned financial incentives The alignment of financial incentives results in: 

• The right information being available at the time of care transition to “all” members 

of the health care team, across all sectors (e.g. hospital, home, primary care, LTC), as 

well as patients and their family caregivers. This results in smooth, safe, and 

effective care transition.  

• Connectivity and interoperability across all health care sectors to support integrated 

institution and home and community models.  

• Prioritization of investment in technology-enabled home and community solutions, 

which supports patients remaining at home (e.g. virtual care, tele-homecare).  

• Establishment of joint health sector responsibility for the management of financial 

resources that results in positive outcomes that meet the patient and family needs 

during transition of care.  



 

  

 

3. Governance and shared accountability Effective leadership through an 

established governance structure will ensure:  

• The development of strategic priorities that enhance the quality of integrated care 

coordination and patient transitions.  

• A shared understanding and strategic vision to building capacity and improve 

performance in the home care sector.  

• The enforcement of a shared accountability and legal obligation for performance 

and continuous quality improvement.  

• Clearly defined roles and responsibilities among stakeholders. 

• Documentation and reporting at all stages of care. 

• The coordination of change management practices to support the adoption, scaling 

and spread of best practices and supporting technology.  

4. Integration of care delivery, processes and data The integration of care delivery, 

processes and data aims to achieve seamlessly coordinated care for populations in 

different care sectors. This includes:  

• Technology and system integration to support and enable real-time connectivity and 

continuity of care.  

• Data collection, standardization and improved access to critical patient care data 

and health utilization analytics.  

• Streamlined overall processes and practices between care delivery partners.  

  



 

  

 

5. A single point of access for clinicians to patient information A single point of 

access to patient information provides clinicians with a common communication 

and collaboration platform. It allows healthcare providers to track their patients’ 

progress and interactions through the health system, facilitating a common 

understanding of the patient’s status, goals and care plans, as well as allows for joint 

decision-making and health care system transparency. It also helps to identify gaps 

between patient needs and supports.  

6. Spread and scale of well-defined guidelines and processes Recommendations 

consistently state that in order to effectively manage care coordination, the creation 

of shared tools, such as well-defined guidelines and processes, are essential. This 

will ensure that patient goals are visible by all members of the care team, allowing 

for gaps in care to be identified, duplications to be fixed and enabling timely and 

accurate team communication for seamless patient transitions at the various touch 

points of the care continuum. A common culture that is facilitated by tools such as 

standardized clinical documentation templates or care coordination communication 

strategies for the whole circle of care allows for the creation of shared spaces 

between care delivery partners.  

7. Collaborative Culture Achieving quality patient care in today’s complex healthcare 

infrastructure requires a collaborative culture that successfully supports innovative 

and integrated care through making necessary cross-functional changes across 

various partnerships. The most pressing challenges in our health system cannot be 

solved by one person, one specialty or one organization. A process is required to 

enable people to work together in flexible but organized projects to create an 

infrastructure in which collaboration is valued and rewarded as well as retains a 

commitment to quality patient care.  



 

  

 

8. Patient and caregiver engagement Recognizing patients and their caregivers as 

key partners is essential in providing successfully integrated care, coordination, and 

patient transition. The time has come where patients and their caregivers are taking 

ownership of their health and well-being and advocating for the health supports 

they need. Moreover, health systems are now recognizing the value patients bring 

to the circle of care. As the growing need for home care continues, the contribution 

of informal caregivers is critical to healthcare systems. Patients and their caregivers 

want to be involved in decisions about their own care and support to live a more 

independent life and minimize the emotional, physical and economic burden of 

caregiving at home. Engagement is about communication with the patient, their 

family, and caregivers. Health team members need to work together so that 

patients can easily access relevant health information and care plans in order to 

make transitions of care smooth, safe, and effective. Additionally, patients need to 

know how to access health care and support services within the community. 

Collaboration through goal setting, tailoring information to patient needs and stages 

of care, coaching, and promotion of self-care is essential to develop a successful 

transition plan that supports unique needs, while ensuring continuity of care. 

  

9. Performance measurement/ Quality & Economic Outcomes Performance 

metrics and an alignment with patient, clinical and economic outcomes are essential 

when introducing new solutions to an integrated care delivery model. Benefits to 

the system and patient must be demonstrated in order to drive change and 

acceptance. Key performance indicators need to be evidence-based and aligned 

with stakeholder needs. 

 


