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AMDA Reacts to Proposed Rule About Staffing Requirements  
for Nursing Homes 

 
On September 1, the U.S. Department of Health and Human Services (HHS), through 
CMS, issued a proposed rule that seeks to establish comprehensive staffing requirements 
for nursing homes—including, for the first time, national minimum nurse staffing stand-
ards. 
 
AMDA, while applauding the effort by CMS to support staffing in nursing homes, is con-
cerned about a “one size fits all” approach of mandating a specific minimum number for 
all nursing facilities to meet. As stated in AMDA’s Position on Staffing Standards in 
Long Term Care (08-10-2022), the Society recognizes that while having adequate staff-
ing is critically important, minimum staffing levels should not become a fixed ceiling. 
Staffing levels based only on resident-to-worker ratios or assumptions that staff availabil-
ity is an easily fixable variable will not adequately or safely address and meet residents' 
needs. 
 
Read Full Response 
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“Age is just a number”   
104 year old jumps from plane to 
break record for oldest skydiver 

 
USA Today 

A Big Welcome to our  
Newest TMDA and TGS Board Members! 

 

TGS has a new president, new president-elect 
and one new director.  Renee Flores MD rotat-
ed up to President from President-elect as Jes-
sica Lee, MD completed her second term. Julia 
Hiner MD is the new president-elect and Grace 
Akwari, NP is a new director.     
 
TMDA elected a new Vice President and direc-
tor.   Cassandra Huynh, MD is now Vice Presi-
dent and  Rukevwe Agho, NP is a new director.   
 
Thank you Dr. Lee for your term as TGS presi-
dent and a big welcome to Ms. Akwari (TGS) 
and Ms. Agho (TMDA) as our newest board 
members.   

https://www.cms.gov/newsroom/press-releases/hhs-proposes-minimum-staffing-standards-enhance-safety-and-quality-nursing-homes
https://www.cms.gov/newsroom/press-releases/hhs-proposes-minimum-staffing-standards-enhance-safety-and-quality-nursing-homes
https://www.cms.gov/newsroom/press-releases/hhs-proposes-minimum-staffing-standards-enhance-safety-and-quality-nursing-homes
https://paltc.org/amda-urges-prioritization-adequate-staffing-over-minimum-staffing-response-new-staffing-rule
https://www.usatoday.com/story/news/nation/2023/10/03/oldest-skydiver-guinness-world-record/71041351007/
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Dr. Chidinma Aniemeke 

TGS/TMDA Annual Conference 2023:  Fiesta Geriatrics 
 

Our 34th conference was held in person August 4-6, 2023 at the Hilton Palacio del Rio in San Antonio with 
a record number of registrations!   Attendees received up to 16.5 hours of AAFP, AANP, ABIM-MOC, 
CME, and CMD and up to 2 hours of ethics credit.   It was great to meet in person to network and learn 
something new.  A wide variety of topics were presented including:  treatment innovations in Alzheimers, 
diabetic foot infections, opioid management, deprescribing, wound care, sexuality, dental, capacity, and 
Journal Club.  Chaplain Ryan Long gave the keynote address on “The Value of Empathy in the Patient Rela-
tionship”. TGS and TMDA had their annual business meeting and prize drawings. Surainder Ajmani, MD 
and Paul Garcia, MD won complimentary registration to the 2024 conference. 
 

We had a great turn out of students, fellows, and residents who attended. JPS Health Network and UT 
Health McGovern Medical School hosted geriatric fellowship recruiting tables on Saturday.  Below are 
some photos from the conference from Charles Miller, MD, CMD our resident photographer.  We hope to 
see you at the 2024 conference August 9-11 in the DFW area.   
 
For more info check out our conference website:   TGS/TMDA Annual Conference 
 
 

Dr. Jessica Lee, Dr. Renee Flores 
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https://tgstmdaconference.org/
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Transitional Care Management:  Practical Processes for Your Practice  
By 

Neela K. Patel, MD, MPH, CMD, Ruby Mathew, ACNP, RN, MSN, Chidinma Aniemeke, MD,  
Chandana Tripathy, MD, Carlos Roberto Jaen MD, PHD, FAAFP, and James Tysinger, PHD  

 

Transitional care management (TCM) addresses the safe handoff of a patient from one setting of care to an-
other. Most often this handoff involves a patient moving from an acute, inpatient setting to an outpatient care 
environment.1 Patients with chronic conditions, organ system failure, or frailty are at greatest risk during this 
period. Common causes of patient readmission include communication failures, procedural errors, and unim-
plemented care plans.2 
 

During transitions of care, primary care physicians (PCPs) often encounter care gaps that are beyond their 
control due to factors such as inaccessible patient records, unclear discharge care plans, or limited effort by 
others to engage the primary care team or the patient and his or her caregivers. 
 

Well-defined protocols can promote coordinated care and safe transitions, but they take time and effort to 
implement. Recognizing this, the Centers for Medicare & Medicaid Services in 2013 began offering pay-
ment to ambulatory care practices for TCM services, which includes contacting patients within 48 hours of 
their discharge, scheduling an office visit to occur within 7 to 14 days, and discussing the care plan with the 
patient or caregivers. 
 

This article describes the process improvements that our practice used to enhance TCM, which led to re-
duced patient readmissions, improved patient and family experiences, and increased reimbursement.  
 

KEY POINTS 

•Transitional care management (TCM) seeks to ensure that patient care doesn't suffer when the patient 
transfers from one care setting to another, such as from hospital to home. 
 

•Improving transitional care management involves improving communication between the patient or 
caregivers, the primary care practice, and the practice's acute/post-acute facility partners. 
 

•Effective, efficient TCM depends on a detailed protocol that instructs physicians and staff how to iden-
tify patients needing TCM services, schedule them for appointments within 14 days of discharge, and 
make sure their medication and other needs are covered. 
 

WHAT LED US TO IMPROVE TCM? 
Our all-geriatric medicine practice of five physicians, four nurse practitioners, a clinical pharmacist, a physi-
cian assistant, a practice manager, three licensed vocational nurses, a receptionist, a scheduler, two benefit 
coordinators, and six medical assistants serves a panel of 2,400 patients across 15 counties in south Texas. 
These patients may be admitted to or discharged from 15 hospitals within five health care systems.  
 

Our practice experienced two significant problems related to transitions of care. One, many of our patients 
did not attend scheduled office visits after being discharged from the hospital and soon went to the emergen-
cy department or were readmitted. Two, our inability to access area hospitals' electronic health record (EHR) 
systems impeded continuity of care.  
 

In team meetings, we systematically devised a process for addressing these problems. Using process im-
provement tools (e.g., Pareto charts and root cause analyses) to critique our existing TCM process, we devel-
oped insights that led us to make changes in four areas:  
 

1.  Education. We realized that many of our patients did not understand the importance of TCM. For pa-
tients and their families, we developed materials that emphasized how TCM benefits patients' long-term out-
comes and explained why they should inform the practice when the patient goes to the hospital or other 



 

acute/post-acute facility, share the primary care physician's contact information with the acute/post-acute fa-
cility team, contact the practice the day the patient is discharged, and come to the practice for a visit within 7 
to 14 days after discharge. We displayed posters detailing TCM services in patient waiting areas and examina-
tion rooms, sent out secure email messages via our patient portal, and distributed colorful flyers to our acute/
post-acute facility partners to give to patients upon discharge.  
 

2.  Collaboration. We worked with the Office of Professional Services at each of our acute/post-acute facility 
partners to obtain access to patient discharge summaries and other electronic records for our care managers 
and key office staff. We have true EHR compatibility with one health system, but with the other systems, des-
ignated people in our practice have at least read-only access to patient records. We also met with each facili-
ty's hospitalist team to establish collaborative processes for communicating patient discharge needs and sum-
maries. We then met with emergency department physicians to educate them about TCM and the importance 
of identifying and contacting the patient's primary care team. We gave them the names and contact infor-
mation for each of our PCPs as well as a back-up telephone number for the practice in case they couldn't con-
tact a PCP. Magnetic cards with TCM information and PCP names and contact information were also distrib-
uted to the teams in each facility. During conversations with these partners, we reminded them that Medicare 
levies financial penalties for excessive patient readmissions and that reducing those read-missions should be 
everyone's goal.  
 

3.  Workflow and protocol. We developed a staff training curriculum that covered the importance of TCM to 
patients and the practice, as well as how to document and code for TCM services. We emphasized that 
“discharge” as it relates to TCM may refer to discharge from an inpatient setting such as an acute care hospi-
tal, rehabilitation hospital, long-term acute hospital, or skilled nursing facility, even if the stay was just for 
observation, as well as from a partial hospital program, such as those treating mental health or substance 
abuse disorders, where the patient spends the day at the treatment center and the night at home. Discharge 
from these settings may necessitate the handoff of medical crisis management, a change in therapy, or man-
agement of a new diagnosis, and the practice must provide medication reconciliation and new or ongoing spe-
cialist consultation.  
 

We also created a TCM protocol that established a workflow and assigned roles and responsibilities to all 
team members in our practice. We trained our staff and clinicians during regularly scheduled team meetings 
to use the protocol and reinforced its proper use in daily huddles. Here's how it works:  
 

•We designate a TCM patient coordinator each day from a pool of staff members who have been trained 
to address TCM needs. This person could be a care manager or, in our case, a licensed vocational nurse or 
registered nurse. 
 

•When one of our patients has been or is about to be discharged, the acute/post-acute facility partner alerts 
the practice using a phone number or email address designated for this purpose. The message typically 
includes specifics such as how soon the patient needs to be seen. The TCM patient coordinator monitors 
these messages to identify next steps and has access to the hospital notes and discharge summary for addi-
tional details if needed. 
 

•The coordinator contacts the patient, family, or caregiver within 48 hours to verify the patient was dis-
charged and the plan of care. The coordinator schedules a face-to-face appointment to occur within 72 
hours, one week, or two weeks, depending on the patient's needs. 
 

•The practice also receives daily emails from various payers and acute/post-acute facilities listing admit-
ted patients. This facilitates tracking and close follow-up. 
 

•Most TCM visits are performed by our nurse practitioner, who reviews the patients' discharge needs prior 
to the visit. If the patient does want to see the PCP, we make sure that happens by either overbooking-
pointments or opening a new slot. 
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•After the TCM visit, a follow-up visit is scheduled based on patient acuity, either with the nurse practi-
tioner for continuity or the PCP. 
 

•If the patient doesn't come to the TCM visit, the coordinator calls the same day to find out why and re-
schedule as soon as possible. We try to avoid missed appointments by sending a reminder email or phone 
call a day before the visit  
 

4.  Technology. We worked with our information technology team to develop TCM templates in our EHR 
that physicians and staff can use at various steps in the process. For example, during the initial communica-
tion with a patient or caregiver after discharge, the template reminds us to ask about updated medication or 
durable medical equipment, home health needs, pending lab tests, consultations, care goals, how soon the pa-
tient needs to be seen, and any tests needed before the TCM visit.  
 

BENEFITS AND COSTS 
We piloted our TCM approach with one hospital system in 2013 and evaluated its effectiveness by tracking 
patient attendance at TCM visits. We then correlated that attendance with patient outcomes. Here's what we 
found:  
 

•Patient attendance at TCM visits increased from 20 percent in 2014 to 90 percent in 2016. This 90-
percent rate has remained consistent. For patients transitioning from rehabilitation facilities, the TCM vis-
it rate improved even more, increasing to around 96 percent. This was due to parallel improvements we 
made for handling senior care. 
 

•Readmissions decreased from 7 percent in 2013 to 3.2 percent in 2014 and have remained at this level. 
 

•Patients have shared many positive comments about TCM visits. At about the time we began our TCM 
improvements, we started using patient experience surveys. Our rating is 4.9 out of 5  
 

These benefits have not been without cost or effort, however. In our experience, practices face at least two 
potential challenges in implementing a TCM protocol. The first is resistance to change by some patients, 
staff, and acute/post-acute facility partners. The best way to overcome this is to engage all of these groups 
while developing the protocol, explain to partners how the protocol benefits them as well as patients, provide 
in-service training for staff, and recognize individual efforts by patients, practice staff, and partners.  

 

Second, it takes considerable time to create the protocol and implement it. We estimate we spent at least 500 
hours in weekly meetings and daily huddles to develop, refine, and sustain our present TCM protocol. By fol-
lowing our example, practices could invest less time. Once the protocol is created, the practice will spend ad-
ditional time communicating with patients and partners about TCM, obtaining and reviewing patient records, 
and conducting the face-to-face visits with patients.  
 

Although TCM requires a significant time investment, it will benefit your patients, partners, and practice by 
improving patient outcomes and experiences, reducing costs, and improving quality of care. These benefits 
may also help your practice obtain more favorable contracts. We have received value-based contracts from 
three payers because of our TCM approach.  
 

We did not do a formal cost-benefit analysis, but we believe the positive outcomes of our TCM approach 
have more than compensated us for the time we invested in establishing it. The reimbursement and work rela-
tive value units (wRVUs) generated by TCM codes have certainly been higher than for our regular office vis-
its.  
 

PUTTING IT ALL TOGETHER 
Integrating a TCM process into your primary care clinic takes work. You can achieve it by engaging with 
your acute/post-acute facility partners' leadership and formalizing partnerships with those facilities, leverag-
ing your local health system's strengths and shared resources, writing protocols that define TCM processes, 
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Congratulations to Lesca Hadley, MD, MBA, 
FAAFP, AGSF for being featured as the Member 
of the Month by the Texas Academy of Family 
Physicians August 2023 news letter.  Dr. Hadley 
is an active TGS/TMDA member.  She serves on 
the TGS board and has been on the annual meet-
ing planning committee for several years.  She 
also coordinates the Journal Club session for the 
annual meeting.  Click on the link below to read 
the full article. 

 
TAFP Member of the Month 

 

 

 
 
 

Recruiting for Class of 2024 
 
The Foundation is accepting applications for 
the 2024 Futures Program.  This workforce 
program is one the Foundation’s most visible 
programs.  It brings residents, fellows and 
advanced practitioners to PALTC24 in San 
Antonio for a one-day intensive meeting and 
then a 3-day registration to the annual confer-
ence. The application deadline is Nov 20, 
2023. This is also an opportunity to engage 
young practitioners in state chapter activities.    

 
Futures Program 2024 

cross-training team members in your practice, and educating patients and caregivers. This effort will achieve 
a comprehensive TCM program that improves patient outcomes, reduces readmissions, and enhances the 
quality and safety of patient care.  
 

Author Information 
 Dr. Patel is the Division Chief of Geriatrics and Supportive Care in the Department of Family and 

Commnity Medicine, Long School of Medicine, University of Texas Health Science Center in San Anto-
nio (UT Health San Antonio)  

 
 Ruby Mathew was an acute care nurse practitioner at UT Health San Antonio.   
 
 Dr. Aniemeke is a clinical associate professor at UT Health San Antonio. 
 
 Dr. Tripathy is a clinical professor and medical director of the primary care clinic at UT Health Medical 

Arts & Research Center.  
 
 Dr. Jaén is Chair of the Department of Family and Community Medicine, Long School of Medicine.  
 
 Dr. Tysinger is Professor Emeritus at UT Health San Antonio.  

 

Reference(s) 
1.Patel N, Mathew R, Aniemeke C, Tripathy C, Jaen CR, Tysinger JW. Transitional Care Management: Prac-
tical Processes Your Practice can Implement Family Practice Management 2019 May/June: 26(3): 27-30.  
 

2.Marder K. Transitional care management: five steps to fewer readmissions, improved quality, and lower 
cost. HealthCatalyst website. Oct. 17, 2017.  
 

 

https://tafp.org/news/mom-8-2023
https://paltc.org/futures
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AMDA On-The-Go  
Podcast Series 

 

 

 

 
 

JAMDA On-The-Go 
(Sept. 2023) 

AMDA On-The Go 
(August 2023) 

Caring On the Go 
(Sept. 2023) 

 

 

Sonnet 73  by William Shakespeare 

That time of year thou mayst in me behold, 

When yellow leaves, or none, or few, do hang 
Upon those boughs which shake against the cold, 

Bare ruined choirs, where late the sweet birds sang; 
In me thou seest the twilight of such day 

As after sunset fadeth in the west, 
Which by and by black night doth take away, 

Death's second self that seals up all in rest; 
In me thou seest the glowing of such fire 

That on the ashes of his youth doth lie, 
As the deathbed whereon it must expire, 

Consum'd with that which it was nourish'd by; 
This thou perceiv'st, which makes thy love more strong, 

To love that well, which thou must leave ere long.  

What is the name of the physician 

who in 1844 invented the hollow 

needle and used it to make the first 

recorded subcutaneous injection?   

The first person to email the correct re-

sponse to will win a $25 gift card to Star-

bucks!  Email your answer to 

Maggie@texasgeriatrics.org 

Winner based on date/time stamp of Ms. 

Hayden’s inbox!   

If you have won in the past, please give 

others a chance 

 
Spring 2023 winner:  Reena Mathews MD 

https://paltc.podbean.com/e/jamda-on-the-go-september-issue/
https://paltc.podbean.com/e/amda-on-the-go-august-2023-buprenorphine-and-substance-use-disorder/
https://paltc.podbean.com/e/caring-on-the-go-august-september/
https://paltc.podbean.com/
mailto:maggie@texasgeriatrics.org
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AMDA Annual Conference 
March 9-12, 2024 

San Antonio, Texas 
PALTC24 

 
 

AGS Annual Scientific Meeting 
May 9-11, 2024 

Virtual Conference 
AGS Annual Meeting 

 

TMDA bOARD 
 

President 
Chidinma Aniemeke, MD, CMD 

 

President Elect 
Michael Krol, MD 

 

Vice President 
Cassandra Huynh, MF 

 

Treasurer/Secretary 
Milton Shaw, MD, CMD 

 

Immediate Past-President 
Liam Fry, MD, CMD 

 

Directors: 

Rukevwe Agho, NP 

Teresa Albright, MD, CMD 

Nabanita Basu, MD 

Mangesh Bhatta, MD 

Aval Green, MD 

Iliana Grever, MD 

Jennifer Heffernan, MD, CMD 

Melissa Miller, MSN, APRN AGPCNP-BC 

Neeta Nayak, MD, CMD 

Megan Walker, MD 

Melanie Wilson, DNP, ACNP, FNP CWS 

TGS Board 
 

President 
Renee Flores, MD 

 
President Elect 
Julia Hiner, MD 

 
Treasurer/Secretary 
Angelica Davila, MD 

 
Immediate Past-President 

Jessica Lee, MD 
 

COSAR Rep 
Lesca Hadley, MD 

 
Directors: 

Grace Akwari, NP 

C. Anthony Burton, MD 

M. Rosina Finley, MD, CMD 

Neela Patel, MD 

Myles Quiben, MD 

Contact TGS and TMDA 
Maggie Hayden, Executive Director                                         P. O. Box 130963 
maggie@texasgeriatrics.org                                  Dallas, TX 75313 

TexMed 
May 2-4, 2024 
Dallas, Texas 
TexMed 2024 

 
 

TGS/TMDA Annual Conference 
August 9-11 2024 

DFW area 
TGS/TMDA Conference 

Meet the 2023-2024 TGS and TMDA Board of  Directors  

https://paltc24.eventscribe.net/index.asp?launcher=1
https://meeting.americangeriatrics.org/
mailto:maggie@texasgeriatrics.org
https://www.texmed.org/TexMed/
https://tgstmdaconference.org/

