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The New York Academy of Medicine

An independent organization since 1847, NYAM addresses the health 
challenges facing the world’s urban populations through interdisciplinary 
approaches to policy leadership, innovative research, evaluation, 
education, and community engagement. Drawing on the expertise of 
diverse partners worldwide and more than 2,000 elected Fellows from 
across the professions, the current priorities of NYAM include creating 
environments in cities that support healthy aging, strengthening systems 
that prevent disease and promote public health, eliminating health 
disparities, and preserving and promoting the heritage of medicine and 
public health.

Brookdale Senior Living

Brookdale Senior Living Inc. is a leading owner and operator of senior living 
communities throughout the United States. The Company is committed 
to providing senior living solutions within properties that are designed, 
purpose-built and operated with the highest-quality service, care and 
living accommodations for residents. Brookdale operates independent 
living, assisted living, and dementia-care communities and continuing care 
retirement centers, with more than 650 communities in 36 states and the 
ability to serve approximately 67,000 residents.

The Health Industry Council of the  
North Texas Region

The Health Industry Council is a non-profit, member-driven organization 
dedicated to advancing and supporting the health industry in North Texas. 
As a unique collaboration of organizations committed to the development 
and delivery of quality and innovative healthcare, the Council is the principal 
resource for networking and thought leadership in Dallas/Fort Worth.

Over the last few years, new financial incentives resulting from health reform efforts are 
providing novel opportunities for innovation and collaboration to optimize health system 
performance. Inadequate care coordination across different settings accounts for $25 
to $45 billion in unnecessary expenditures per year mostly through excessive hospital 
readmissions. Lack of appropriate care coordination after hospital discharge not only 
results in higher healthcare system costs but also leads to poor patient experiences and 
worsening health outcomes.

Several care transition models have been developed across the United States to address 
these care coordination challenges and improve patient care (e.g., INTERACT and Project 
RED). Although many of these care transition models are in widespread use across the 
country, there is some confusion among hospitals and post-acute care providers on how 
the different models operate and their expected effectiveness, the level of resources 
needed to deploy them and how the models complement each other.

 In September 2013, the Health Industry Council of the North Texas Region partnered with 
Brookdale Senior Living to host a national conference in Dallas that brought together key 
leaders in care coordination and transitional care. The conference provided a forum to have 
an open dialogue on how to build and sustain coalitions to improve care coordination as 
well as a unique opportunity to discuss how the different models of transitional care may 
work together to achieve the triple aim of improving the patient care experience, improve 
health and reduce costs. 

 This report integrates comments and interviews with healthcare leaders committed to 
improving care coordination and harmonizing care transition models to advance health 
system performance. The report also includes a summary of the approach, implementation 
and impact of the main transitional care models developed in recent years. Our hope 
is that the insights provided here open the doors for innovative ideas and new ways 
of collaboration between healthcare providers and the community that can lead to 
meaningful improvements in care coordination across different healthcare settings. 

José A. Pagán, PhD
Director, Center for Health Innovation
The New York Academy of Medicine
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The high-use patients generally have chronic conditions such as diabetes, 
kidney disease and heart failure, compounded by behavioral health 
problems. Those problems are exacerbated by the fact that many cannot 
afford their medications to manage their conditions. Many also face a 
myriad of complex social challenges—such as joblessness, homelessness 
and substance abuse—as well as unstable living conditions.

Almost all are frequent emergency-department visitors because of 
access difficulties or inability to navigate the health care system to 
find lower-cost alternatives. More than one-third of patients who are 
treated at hospitals need post-acute care after discharge. 

Many also fall victim to uncoordinated care. A recent study by 
researchers at Yale School of Medicine found that only a third of 
400 elderly patients were discharged with a follow-up doctor’s 
appointment and 25 percent were handed instructions written in 
impenetrable medical jargon. Ultimately, about one out of every three 
patients did not see a physician within 30 days of leaving the hospital.

Managing transitions of care effectively is a major challenge for 
hospitals and post-acute care (PAC) providers. Researchers estimate 
inadequate care coordination, including poor management of 
care transitions, cost $25 to $45 billion in 2011 through avoidable 
complications and unnecessary hospital readmissions.

Beginning October 2012, hospitals could receive increases to Medicare 
payments if they achieved or exceeded performance targets for quality 
measures, including whether they told patients about symptoms or 
problems to look out for post-discharge; whether they asked patients 
if they would have the help they needed at home; and whether they 
provided heart failure patients with discharge instructions.

At the same time, the Centers for Medicare & Medicaid Services (CMS) 
could reduce payments by one percent to hospitals whose readmission 
rates for patients with heart failure, acute myocardial infarction, 
or pneumonia exceed a particular target. That penalty will rise to a 
maximum of three percent in October 2014 and will include additional 
health conditions as the program evolves.

According to a recent analysis by Kaiser Health News, more than 2,200 
hospitals will forfeit about $280 million in Medicare payments from 
October 2013 to October 2014 because of readmission penalties. 
About one out of every five Medicare beneficiaries is readmitted to the 
hospital within 30 days, and about one out of every four admitted to 
skilled nursing facilities is readmitted during that time period. Medicare 
spent about $17.5 billion in 2010 on readmissions. An estimated one-
quarter to nearly one-half of readmissions are avoidable. 

In September 2013 the Health Industry Council of the North Texas 
Region hosted the Transitions of Care Conference at the InterContinental 
Hotel Dallas. The main goal of the conference was to provide a national 
forum to share insights with key leaders in transitional care on how 
to improve care coordination. The event also focused on identifying 
the steps necessary to creating, growing and sustaining successful 
coalitions to make care coordination more effective. Several leaders 
presenting at the conference weighted in on whether accountable care 
would foster collaboration among hospitals and PAC providers, which 
traditionally have been frequent competitors. Care-transition leaders also 
considered whether there were opportunities for the different models to 
complement each other for the benefit of patients and providers. 
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percent of health 
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Improving Transitional 
Care Coordination

The costliest one percent of patients, often called “super-
utilizers,” accounted for 21 percent of health care costs in 

2010, averaging about $88,000 per person. The top five percent 
of high-use patients consumed about half of health care. On the 
other hand, the bottom 50 percent of patients accounted for just 
2.8 percent of spending that year, according to the U.S. Agency 
for Healthcare Research and Quality.
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O’Neil said data transparency is essential for PAC providers in 
accountable care.

“If your data is not where it should be, you need to get it there. 
You have a limited period of time before hospitals stop referring to 
providers who are not delivering on quality. The cream will rise to the 
top. Those who don’t will be out of business,” he said.

Amy Boutwell, MD, founder of Boston-based Collaborative Healthcare 
Strategies, agreed.

“We are seeing very clearly there is going to be consolidation in the 
PAC market. In many states, PAC association leadership is advising its 
members that they need to present themselves as a solution to help 
hospitals reach their quality and value. Those who don’t are going to go 
away,” she said.

Jim Walton, DO, president of Genesis Physician Group in Dallas, said, 
“The competition under accountable care will increase the need for 
collaboration between historic competitors. As practitioners and PAC 
care delivery organizations move closer toward risk-bearing contracts in 
the future and not just simple shared-savings contracts, they will move 
into more collaborative relationships.”

Gina Fleming, clinical project director of care transitions for the Health 
Services Advisory Group of California, said hospitals and PAC providers 
have formed coalitions to identify and address community needs in her 
state and elsewhere. 

“Organizations are realizing that this transformation from a competitive 
to a cooperative model benefits both patients and providers and helps 
assure the sustainability of our healthcare system,” she said.

Conference presenters said there are a number of cultural barriers that 
need to be addressed to foster collaboration.

Leavitt used the SkyTeam Alliance as an example of 27 airlines that 
formed a partnership in 2000. That collaboration was in response to 
the formation of the five-airline network called Star Alliance, which 
shared aircraft, ground equipment, computer systems and marketing 
resources. SkyTeam airlines agreed to align their operations to develop 
joint marketing programs, cargo systems, information technology and 
airport operations. A third network—Oneworld—was created after 
SkyTeam’s launch. Nearly every world airline has joined one of these 
networks or faced elimination. 

Leavitt likened the pre-network airlines to mainframe computers that 
operated in isolation. He said airlines’ success historically depended 
on their ability to compete individually. Now their success depends on 
working as effective team members.

Kevin O’Neil, MD, chief medical officer of Brookdale Senior Living 
in Brentwood, Tennessee, said, “We need to do something similar 
(to SkyTeam) in post-acute care. All PAC providers are dealing with 
reduction in reimbursement, and no single provider can improve 
quality and patient satisfaction and lower costs with hospitals and 
health systems in isolation.”

Leavitt said “Organizations are recognizing that the future market will 
be both more integrated, indicating more of a need to collaborate 
with entities that may have previously been competitors, and it is also 
changing as the roles of different organizations shift. Organizations 
that will succeed will recognize where their strengths are and find 
collaborators that help their weaknesses.”

Competition + Cooperation = Co-opetition
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A t the conference, former Utah Gov. Michael Leavitt used 
the term “co-opetition” to describe former competitors 

joining forces to address a common problem.
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Closer provider collaboration also could increase patient and caregiver 
engagement.

Leavitt said communication is the key to that engagement. He noted 
that the increased provider-patient communication could also lead to 
greater patient accountability.

O’Neil said accountable care is a three-legged stool: hospitals, 
physicians, and PAC providers. He said patient accountability is absent. 

“You can be the best provider in the U.S., but if you have a consumer 
who doesn’t understand your recommendation, you don’t have a 
chance. We need accountability across the continuum of care,” he said.

Smiley said, “Today, most patients are forced to be their own health 
care general contractor. Patients and families don’t have the experience 
or connections to do this job. Closer provider cooperation holds the 
potential of reducing the complexity now imposed on patients.”

Presenters agreed that a PAC coalition of providers would be more 
effective at creating a cohesive set of data to share with hospitals.

Boutwell said there is wide variability in PAC provider ability to collect, 
analyze, and report data, which often leads hospitals to question data 
accuracy generally. She said a PAC collaborative enables the ability to 
standardize information. She praised Loopback Analytics’ efforts in 
advancing this effort.

Loopback’s Smiley said, “Both hospitals and PAC providers need to 
achieve some critical mass to justify investment in data connectivity 
and care processes. Typically, there is not a sufficient volume of 
transfers between any one hospital and post-acute care provider 
to make it compelling for either party. Coalitions of committed PAC 
providers can establish the necessary volume to justify the deployment 
of IT resources and evidence-based models.” 

Lastly, a key piece to closer collaboration is having clinical personnel 
with the managerial and leadership skills required for effective 
communication between hospitals and PAC providers. For example, the 
American Association of Colleges of Nursing developed the curriculum 
for a Clinical Nurse Leader (CNL), a master’s prepared nurse who can 
provide cohesion and oversight for care transition initiatives. Clinical 
personnel properly trained in quality improvement processes such as 
CNLs are needed to assess population needs, the care environment, 
and coordinate communication between providers and diverse facilities 
to improve transitional care outcomes.

Boutwell said providers need to overcome their fear of gathering 
and sharing data. She said they need to recognize data as a means 
to improving performance. A second barrier, she said, is the power 
imbalance between hospitals and PAC providers. She said the latter 
can prove their worth and efficacy by becoming solutions to hospitals’ 
problems. 

Kerry Weiner, MD, chief medical officer of IPC in North Hollywood, 
California, said a prominent barrier is that “hospitals feel the need to 
own everything. A lot of these new payment models are just being 
developed. These are intricate relationships and negotiations are just 
starting.”

Melissa Gerdes, chief medical officer of outpatient services and ACO 
strategy for Methodist Health System in Dallas, said the siloed nature 
of health care delivery means providers focus on care “delivered inside 
their own walls. There is not a lot of data transparency. There is an 
information void. We have to get past that to understand one another.”

Neil Smiley, chief executive officer of Loopback Analytics in Dallas, said 
a major cultural shift will be moving from a relationship-based referral 
process to one based on quality.

“New reimbursement models provide the catalyst to seek agreement 
on what it means to be a quality provider, and provide objective 
measures that ensure outcomes are achieved. Without aligned 
incentives and objective measures, the cultural inertia of the existing 
system will not change,” he said. 

Boutwell said there are hundreds of PAC provider coalitions in the U.S. 
that are demonstrating to hospitals how they can execute safe care 
transitions. She said skilled nursing facilities (SNFs) in Massachusetts 
have adopted the INTERACT transfer form and groups of SNFs are being 
trained in quality improvement.

Weiner said efforts at building coalitions are in their infancy. 

“We are just in the first layer of cooperation. It’s getting in a room 
and talking about things. That’s very helpful. The system is very 
uncoordinated and there is a lot of redundancy. A lot falls through the 
cracks. At the least, this could produce better communication,” he said.

Smiley said, “Most PAC providers have been on the receiving end of 
diverse requests from different hospitals to provide outcome data and 
competency information, each with its own distinct set of measures 
and methodology. A coalition of progressive PAC providers can provide 
a model for health systems that harmonize measures and intervention 
models into an effective solution.”  

“You can be the 
best provider 
in the U.S., 
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“We are just in 
the first layer 
of cooperation. 
It’s getting in 
a room and 
talking about 
things. That’s 
very helpful. The 
system is very 
uncoordinated 
and there is a lot 
of redundancy. A 
lot falls through 
the cracks. At the 
least, this could 
produce better 
communication” 



10 11Transitions of Care in a Dawning Era of Accountability: Will “Co-opetition” Become the New Normal? Transitions of Care in a Dawning Era of Accountability: Will “Co-opetition” Become the New Normal?

Eric Coleman, MD, Care Transitions Program director, said, “We joke 
with each other that we could give each others’ presentations because 
we do so much presenting together. There is a nice relationship 
between BOOST and RED and our model. Certainly there are places 
that adopt more than one model. The world wants both Coke and 
Pepsi. This is not a zero-sum game.”

Joseph Ouslander, MD, project manager of INTERACT, said his program 
could be used in conjunction with Mary Naylor’s Transitional Care 
Model, or those that enhance the discharge process such as RED and 
BOOST. He said INTERACT has received a Centers for Medicare and 
Medicaid Innovation grant to combine INTERACT with an enhanced 
discharge intervention similar to that of RED or BOOST.

Suzanne Mitchell, Project RED investigator, said the idea of 
complementary models has been raised before in conferences. She said 
it would be ideal to have a toolkit that identifies patient needs and puts 
together a customized package of interventions.  

“The question is: How would (the models) collaborate with each other? 
Who will be the convener? A combination of the models could be a 
robust transition program,” she said.

Walter Rosenberg, program coordinator for the Health and Aging 
Department at Rush University Medical Center in Chicago, said Rush’s 
Bridge program fits well with RED and BOOST. He said Bridge and 
BOOST have submitted a collaboration proposal to the Agency for 
Healthcare Research and Quality. Rosenberg said five sites that were 
using the Coleman’s Care Transitions Program also used Bridge for 
patients who preferred telephone follow-up to a home visit.

Several experts said it would be difficult to create a standardized 
approach to care transitions for geriatric populations being discharged 
to specific sites of care, such as skilled nursing facilities, long-term 
acute care hospitals, and assisted living.

Ouslander said while many of the principles are the same for 
each population, the populations and PAC providers have distinct 
information needs, separate regulatory issues and diverse capabilities 
that would make standardization difficult.

Mitchell said patient circumstances vary too much. “Some need 
palliative care. Others are just not capable of getting better. Or they 
may be healthy or healthy young elders that will never be readmitted. 
Also, is rehospitalization going to meet patients’ goals? If they are 
coming back to the emergency department every other week with 
congestive heart failure exacerbations, you may be hopelessly bailing 
out the boat, and care gets less and less effective each time,” she said.

Rosenberg said he is working with health care actuaries to develop a 
predictive model that incorporates psychosocial and environmental 
factors. He referenced an article from the Journal of the American 
Medical Association that pointed out the limits of predictive modeling 
based on a medical record. He said the goal is to be able to identify the 
patient profile that would benefit most from Bridge.

The transition models often have to deal with the intense competition 
among PAC providers. Coleman said it is important to test one 
intervention at a time. “If readmissions are going down, you’ve been 
up to something. If everyone jumps in the pool at once, who do you 
attribute the waves to? If there are too many models, attribution gets 
tricky. What we are finding in hospitals and integrated delivery systems 
where there is so much going on, it is harder to tease out (what is causing 
success),” he said.

Rosenberg said Rush University Medical Center uses a “relationship 
map” to gauge its relationship with providers. He pointed out some 
home health agencies do not respond to emails or voice mails. 

“We work with 70 (home health providers). We honor patient choice, 
but we know which agencies tend to perform well. We work with 
agencies to get them to up their game when they work with us. But 
we also work with discharge planners to educate patients on which 
agencies deliver better results. That allows them to make more 
intelligent decisions,” he said.

Harmonizing Care Transition Models
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Care transition experts see ample opportunity for models to 
complement each other.
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Quality 
Improvement  
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These care-transitions programs were 
presented at the 2013 Transitions of Care 
Conference in Dallas on September 19-20.
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Care Transitions Program
APPROACH
Many quality improvement programs have used the Care Transitions model, pioneered by Denver 
geriatrician Eric Coleman.1 The program has been widely adopted and embraced by Medicare. The 
program targets the social determinants of health such as low income, education, and community 
support that often trigger unnecessary readmissions, as well as a patient’s medical and mental 
health needs.2 Transitions Coaches, primarily nurses and social workers, meet patients in the 
hospital and follow up with one home visit and phone calls over a four-week period.

IMPLEMENTATION
The essence of the Care Transitions Intervention (CTI) is skill transfer. This is 100% about preparing 
patients for self-care and helping them achieve their chosen goal. The Transition Coaches work with 
patients on managing medications; scheduling and preparing for follow-up care; recognizing and 
responding to symptoms that could indicate a worsening condition, such as the onset of a fever or 
worsening breathing problems; and taking ownership of their personal health by having patients 
brainstorm and ask their providers questions about their conditions or self-care routine. 

IMPACT
In a large integrated delivery system in Colorado, the Care Transitions program reduced 30-day 
hospital readmissions by 30 percent, reduced 180-day hospital readmissions by 17 percent, and 
cut average costs per patient by nearly 20 percent.3 The intervention has been adopted by 870 
organizations in 43 states.

1. http://www.macfound.org/fellows/863
2. http://www.healthypeople.gov/2020/topicsobjectives2020/overview.aspx?topicid=39 
3. http://healthaffairs.org/healthpolicybriefs/brief_pdfs/healthpolicybrief_76.pdf
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INTERACT
APPROACH
The Interventions to Reduce Acute Care Transfers (INTERACT) program helps nursing home staff 
identify, assess and manage the severity of chronic conditions to avoid hospitalizations. The 
program also seeks to improve advance care and palliative care planning to keep patients out of the 
hospital at the end of life. The program was pioneered by Joseph Ouslander, MD, and Mary Perloe.

IMPLEMENTATION
INTERACT uses tools to enable communication, care paths, and advance care planning. 

IMPACT
INTERACT was evaluated at 25 nursing homes over a six-month period in 2009.1 The program 
reduced hospitalizations by 17 percent. The average intervention cost was $7,700 and researchers 
estimate that Medicare could save about $125,000 annually in a 100-bed nursing home.

1. http://onlinelibrary.wiley.com/doi/10.1111/j.1532-5415.2011.03333.x/abstract

Project RED
APPROACH
The Re-Engineered Discharge (RED) program was developed at Boston University Medical Center 
(BUMC) to improve hospital discharge planning. 

IMPLEMENTATION
A “discharge advocate,” or specially trained nurse, educates patients about their diagnoses 
throughout the hospital stay, organizes post-discharge health-care services, verifies the medication 
plan, follows evidence-based guidelines, provides a written discharge plan and tests patient 
understanding of it, ensures the discharge summary gets to outpatient providers, and calls to 
reinforce the plan 2-3 days later. The Agency for Healthcare Research and Quality has collaborated 
with BUMC to develop a toolkit and provide technical assistance to hospitals that use Project RED. 

IMPACT
Project RED significantly reduced hospital utilization and was especially effective for patients with 
higher rates of hospital utilization the previous six months.1 

1.  http://www.lafayettegeneral.com/Images/Interior/pdf-documents/reengineered%20discg%20plan.pdf
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Bridge Model
APPROACH
The Bridge Model, developed at Rush University Medical Center in Chicago, uses master’s-level 
social workers to address barriers to successful discharges that can lead to readmissions. 

IMPLEMENTATION
The Bridge Model includes three phases:

1. Pre-discharge: Bridge Care Coordinators (BCCs) meet with older patients and their caregivers in 
the hospital room to identify unmet needs and to arrange for services prior to discharge. BCCs 
may also review medical records or meet with an interdisciplinary team within the hospital.

2. Post-discharge: BCCs call consumers two days after discharge to reassess needs. They test 
understanding of discharge instructions and medication plan, and discuss other potential problems 
such as transportation, physician follow-up, burdened caregivers, and home health care. BCCs 
typically make more than five calls over the period of five days to clients, caregivers, community 
physicians, the discharging hospital, home health, and other community care providers.

3. Follow-up: The BCC follows up with consumers 30 days after the discharge to ensure the 
transition is going smoothly and to address any emerging needs.

IMPACT
The 30-day hospital readmission rate in the first phase of the program’s research was 14 percent at 30 
days post-discharge, which is about one-third lower than the national Medicare rate. In an analysis of 
360 clients, 300 had issues identified by a social worker after hospital discharge. Of those 300 who had 
problems, 219 had their problems emerge after the discharge.1

1.  http://www.asaging.org/blog/integrating-care-across-settings-illinois-transitional-care-consortium’s-bridge-model

Project BOOST
APPROACH
The intervention was created by the Society of Hospital Medicine in Philadelphia. BOOST (Better 
Outcomes for Older adults through Safe Transitions) seeks to reduce 30-day readmission rates, 
with a focus on older adults; improve discharge patient satisfaction and HCAHPS scores; improve 
communication between hospital and outpatient physicians and providers; identify high-risk 
patients and target specific interventions to minimize adverse events; and improve patient and 
family discharge preparation. 

IMPLEMENTATION
The program, developed by a panel of nationally recognized experts, includes step-by-step project 
management tools such as a TeachBack training curriculum to redesign workflow and evaluate 
the intervention. It offers in-person training, followed by a year of mentoring and coaching. The 
mentoring program provides a train-the-trainer DVD and curriculum for nurses and case managers 
on using the TeachBack process, and webinars targeting the educational needs of other team 
members including administrators, data analysts, physicians, and nurses. BOOST also has a listserve, 
community website, and quarterly webinars and teleconferences. The BOOST Data Center allows 
clients to store and benchmark data against others and generates reports.

IMPACT
At six BOOST sites, 30-day readmission rates were reduced from 14.2 percent to 11.2 percent.1

1.  http://www.hospitalmedicine.org/AM/Template.cfm?Section=Home&TEMPLATE=/CM/HTMLDisplay.
cfm&CONTENTID=27543
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Transitional Care Model
APPROACH
The model, developed by Mary Naylor, RN, and colleagues at the University of Pennsylvania School 
of Nursing, provides pre- and post-discharge interventions by advanced practice nurses for high-risk, 
high-cost elderly patients with chronic conditions. 

IMPLEMENTATION
The nurses coach patients and their caregivers on managing their conditions, coordinate follow-up 
care, participate in home visits, and are always available by phone for two months after discharge. 

IMPACT
At six Philadelphia hospitals, the model reduced readmissions by 36 percent and reduced costs by 
nearly $5,000 per patient 12 months after discharge.1

1. http://www.ncbi.nlm.nih.gov/pubmed/21471497
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