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Connecting Your Patients With Support After a Hospital Visit 

Date: 05/25/2022 

The Virginia Premier Transition Team plays a key role in reducing the number of readmissions among 
our members. We can help manage members with an inpatient stay of three nights or more. Our goal is 
to assist members with follow-up appointments to providers and specialists, transportation, compliance, 
and understanding of medications. The team also assists members with self-management, sick day 
plans, equipment, and community resources to prevent any further readmissions. 

The Transition Care Coordinator (TCC) participates in discharge planning and coordinating activities to 
ensure a safe transition with appropriate referrals and resources in place. We also support members as 
they transition from nursing facilities back into the community. The Transition Team works alongside 
social workers to ensure that this transition is safe and appropriate. The TCCs are led by Kaprisha 
McGill/Stacey Troublefield and the team is composed of 23 regionally based TCCs. 

TCCs assist members in managing Social Determinant of Health (SDOH) needs and connecting 
members to resources available in their communities directly following discharge. In addition, the team 
reviews Patient Utilization Management and Safety (PUMS), Pediatric Antipsychotic Care Coordination 
Program Process (PACCP A-typical) programs, Newborn Delivery Notifications, and Adult/Child 
Protective Services reporting follow ups, assists with transitions to community/facilities and are the 
referring agents to the internal Virginia Premier Housing Specialist.   

Together, the TCCs ensure that our members are provided with the quality service, resources, and 
support they need to transition successfully and live healthy. 

 How can I best work with Virginia Premier on discharge planning for a member? 

• For successful discharge planning to occur, it is imperative that providers engage in active care 
coordination with Virginia Premier and be intentional in involving members in discharge planning 
throughout their admission. Remember, discharge planning begins at the admission to the 
service. 

• Collaborate with the member’s care coordinator for assistance linking to other services when 
needs are identif ied, or barriers are present. As noted above, our care coordinators will work 
directly with providers and members coordinating services, unmet needs, and transitions of 
care. 

 

Learn more about the services available to your patients.  
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