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Health Plan Innovations
in Patient-Centered Care

Transitions of Care 
from Hospital to Home

Overview of Practices Used by Community-Based 
Health Plans to Facilitate Successful Care Transitions

About this brief

A result of several months of 
research and analysis by Avalere 
Health, this brief includes 
excerpts from a longer report on 
transitions of care from hospital 
to home, as well as an overview 
of practices used by community-
based health plans to facilitate 
successful care transitions. The 
report is the second in a series 
on health plan innovations in 
patient-centered care.

For more information about the 
series or for a copy of the full 
report by Avalere Health, email 
innovations@achp.org or visit 
www.achp.org.

About ACHP

The Alliance of Community Health 
Plans is a national leadership 
organization founded in 1984 
that brings together innovative 
health plans and provider groups 
that are among America’s best 
at delivering affordable, high-
quality coverage and care in their 
communities. 

The 22 not-for-profit, community-
based and regional health plans 
and provider organizations that 
belong to ACHP are on the leading 
edge of patient care coord-
ination, patient-centered medical 
homes, accountable health care 
delivery, information technology 
use, and other innovations that 
aim to improve the health of 
the communities they serve, 
affordability of care, and the 
quality of care that patients 
receive. 

Member plans span the full range 
of delivery models; some contract 
with independent physicians or 
physician groups, while others 
work extensively with provider 
groups that are part of a plan-
affiliated delivery system.

Health Plans and Care Transitions

Why Focus on Care Transitions?
Nearly one in five Medicare patients discharged from a hospital is readmitted within 30 
days, leading to high costs of care, poor quality care, and low patient satisfaction.  The U.S. 
Department of Health and Human Services (HHS) has also found that one in five patients 
discharged from hospital to home experiences an adverse event—or harm resulting from 
medical care—within three weeks of discharge.  Researchers and policymakers believe that 
many of these readmissions and adverse events could be prevented if patients’ care were 
better coordinated, and if patients received adequate follow-up care outside the hospital.

Uncoordinated care and fragmentation, as a result of a lack of communication among all 
of a patient’s providers and sites of care, can result in duplication of care and resources, 
medication and medical errors, and patient frustration. Transitions in care—or movement 
between one setting or provider to another, or to home—are a particularly vulnerable time 
for patients and have been the subject of recent attention among researchers, health 
plans, providers, and policymakers.

Health Plans’ Unique Role  in Care Transitions
Alliance of Community Health Plan (ACHP) member plans have been at the forefront of 
work to improve care transitions for their members by drawing on existing best practices 
and developing new models to meet the needs of their own populations. Helped by close 
ties to their communities and longstanding partnerships with providers, ACHP plans work 
with community partners to integrate transition planning into routine patient care. 

Health plans are in a unique position to orchestrate seamless care transitions, as they are 
often the only entities that have a complete picture of a patient’s care across settings. Plans 
have rich data assets that can be used for predictive modeling and to better understand 
patient outcomes, and they can encourage patients to take responsibility for their health 
by engaging with their members at various stages throughout a care transition.
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About The Avalere Report
Twelve ACHP plans contributed to the full report, 
available online at www.achp.org, by sharing insights on 
the development, implementation, ongoing operations, 
and results of their care transitions programs. Avalere 
Health collected this information through written 
surveys and structured telephone discussions. 

Although ACHP plans’ efforts to improve care transitions 
are, for the most part, still in the early stages, these 
plans are making investments and beginning to see 
early returns, evaluate results, and use these findings 
to make modifications and improvements moving 
forward. We expect that the practices highlighted here 
to facilitate successful care transitions will continue 
to evolve and will be supported by a growing evidence 
base, as plans accrue more years of experience to 
evaluate. 

The objectives of the report are two-fold: 

• First, it can be a resource for health plans 
contemplating an investment in care transitions 
programs by offering examples of approaches that 
plans are taking, highlighting practices worthy 
of consideration, and discussing challenges that 
plans face when designing and implementing care 
transitions programs. The practices include: (1) 
using data to tailor care transitions programs to 
patients’ needs, (2) contacting patients early in 
the transitions process, (3) engaging providers 
to become program partners, (4) leveraging 
technology, and (5) incorporating care transitions 
into the standard of care.

• Second, the report offers insights to policymakers 
and other stakeholders wishing to understand 
both the efforts being made to improve quality 
and reduce costs by focusing on care transitions, 
and how health plans can play an integral role in 
those endeavors. 

Promising Results
Health Outcomes

Many plans measure hospital readmission rates and/
or process measures to track the success of their care 
transitions programs. For example, HealthPartners  
of Minnesota’s readmission rate for patients in its 
Inpatient Case Management Program declined from 

10.1 to 8.6 percent from 2010 to 2011. With evidence 
showing that a visit with a follow-up physician is an 
important element of care transitions, some Kaiser 
Permanente medical centers see up to 70 percent of 
patients in the clinic within a week following discharge 
from the hospital.  

Cost Savings

A few ACHP plans are able to quantify cost savings from 
their care transitions programs. For example, Group 
Health Cooperative reported that its Emergency 
Department Hospital Inpatient program resulted in 
an estimated $51 million in savings in 2010, due to a 
reduction in readmissions, emergency room utilization, 
and initial inpatient admissions. Presbyterian Health 
Plan estimated that its care transitions program saved 
approximately $1.8 million in 2010 as a result of 
reduced readmissions. 

Patient Satisfaction

ACHP plans also use patient satisfaction surveys to 
monitor the perceived value of their care transitions 
programs. At Geisinger Health Plan, 99 percent of 
patients in its care transitions program rated their 
care managers as “good” or “very good.” According to 
UPMC Health Plan’s patient survey in 2011, 96 percent 
of patients in its care transitions program were either 
“satisfied” or “very satisfied” with the program. 

Implications
Policymakers at the local and national level are 
increasingly focused on improving care transitions 
as a way to improve quality and reduce costs. Over 
the next several years, the Centers for Medicare & 
Medicaid Services (CMS) will implement several new 
payment and delivery reform pilot programs; better 
care transitions will be an important element of these 
models. These changes will offer new incentives for 
physicians, hospitals, skilled nursing facilities, and 
other providers and sites of care to work together 
to improve the quality of care that they deliver to 
patients. 

ACHP health plans have been leading the way in 
these efforts for the last several years and are well-
positioned to continue to shape improvements in care 
delivery—including around care transitions—and to 
serve as examples for policymakers, providers, and 
other health plans. 
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ACHP member plans are testing and developing 
innovative models for improving the patient experience 
and working with providers and community partners 
during patients’ transitions from hospital to home. 
The practices described here focus on the role of the 
health plan in implementing and sustaining a program 
that promotes coordination of, accountability for, 
and improvement in the health and health care of its 
patients. The following five practices, therefore, focus 
on the role that health plans can play in improving 
transitions of care. 

1. Use Data to Tailor Care 
Transitions Programs to 
Patients’ Needs
ACHP plans use available data to identify patients 
most at risk for readmission and likely to benefit from 
additional services (such as careful monitoring and 
follow-up) in support of their transition from hospital 
to home. The appropriate identification of patients 
most in need of additional services allows plans to 
target resources to those members. Some plans have 
developed complex data-driven models to predict which 
patients are most likely to be readmitted, while others 
use data in simpler ways, such as by identifying patients 
who had a prior admission within 30 days, or identifying 
the top 10 or 15 readmissions diagnoses from the prior 
year and targeting patients with those diagnoses.

•	 Fallon Community Health Plan focuses on patients 
with conditions most likely to lead to readmission, 
including chronic obstructive pulmonary 
disease (COPD), congestive heart failure (CHF), 
cardiovascular disease (CVD), and pneumonia. 

•	 Group Health Cooperative tailors care transitions 
support according to one of five clinical pathways, 
depending on the patient’s conditions and transition 
needs. These pathways range from “blue” patients 
who need and receive minimal post-discharge care, 
to “red” patients who are likely to need palliative 
care post-discharge.

•	 HealthPartners utilizes a predictive modeling 
system to identify members who are at risk for 
rehospitalization or worsening of conditions, 
using a mix of membership, claims, pharmacy, 

and lab data. Inpatient case managers also screen 
and stratify every member admission, using a 
standardized evidence-based assessment, paired 
with clinical judgment.

2. Anticipate Patients’ Needs 
and Engage Them Early in the 
Transition Process
Most plans emphasize the importance of connecting 
with patients prior to discharge from the hospital, 
ideally by the same nurse who will be making home 
visits. This can help ensure that patients are discharged 
to an appropriate setting, with the proper combination 
of post-discharge instructions, follow-up appointments, 
medications, and support resources. 

• When nurse case managers from Security Health 
Plan visit patients prior to discharge to engage 
them in the care transitions program, patients are 
given a “Get Well Card.” This card briefly explains 
the transitions services and resources, while also 
letting patients know that the plan is aware of 
their hospitalization and wishes them a speedy 
recovery. 

•	 Kaiser Permanente equips discharged patients 
with a special transitions phone number to call if 
they have questions about their condition prior to 
the follow-up physician visit. The nurses on the line 
address these questions and can connect patients 
to hospital physicians. KP has observed a drop in 
readmissions, which it attributes to this popular 
program.

3. Engage Providers to Become 
Program Partners
Given the central role of providers in facilitating a 
smooth transition, provider engagement in the design 
and ongoing operation of care transitions programs is 
crucial. ACHP plans use various strategies to include 
providers in the planning process and maintain physician 
engagement. These include feedback mechanisms, 
participation incentives, and quality measurement and 
pay-for-performance incentives, aligned with transitions 
program goals.

Five Practices to Facilitate Successful Care Transitions



• When Kaiser Permanente first began to focus on 
improving care transitions, it assembled a team 
comprised of physicians and nurses from their 
hospitals, clinics, skilled nursing facilities, and 
elsewhere to garner input on the current state of 
care transitions and opportunity for improvement. 
This group jointly agreed to a standard set of 
care transitions services that now serves as the 
foundation of the programs in each of KP’s eight 
regions. 

• In its pilot program, Capital District Physicians’ 
Health Plan (CDPHP) offered financial incentives 
to physicians who saw patients within seven days of 
hospital discharge. Providers responded positively 
to these incentives, and CDPHP saw a reduction in 
readmissions. CDPHP identified these incentives as a 
key factor in the success of the pilot program. 

• To maintain ongoing enthusiasm for program goals, 
Independent Health hosts ad hoc meetings with 
hospital staff, including physicians and nurses, 
to offer positive reinforcement and to discuss 
opportunities to improve care transitions. For 
example, such groups review cases of patients who 
would have benefited from the care transitions 
program but were not enrolled. 

4. Leverage Technology to 
Improve Care Transitions
ACHP plans use technology, including electronic medical 
records (EMRs), to track patients throughout their 
transitions and to ensure that all providers have access to 
the complete picture of the care a patient is receiving. In 
addition, some ACHP plans are using telehealth programs 
to improve post-discharge monitoring and to intervene 
more quickly if a patient’s condition escalates. 

•	 UPMC Health Plan uses a patient-centric 
documentation system called HealthPlaNET to 
streamline the collection of information across its 
care management, wellness, disease management, 
and care transitions programs. UPMC also provides 
mobile care managers with HealthPlaNET-equipped 
laptops to complete patient assessments and 
coordinate follow-up with providers and telephonic 
care managers during home visits. 

• At Geisinger Health Plan, the EMR shares 
information across providers, uses embedded 
risk stratification to alert clinicians of a patient’s 
risk for readmission upon their admission to the 
emergency department, notifies primary care 
physicians when one of their patients is admitted 
to the hospital, and electronically transmits 
discharge summaries. 

•	 Priority Health’s telehealth program uses 
glucometers to remotely manage CHF patients with 
diabetes in rural Michigan. Data are captured daily, 
and monthly reports are disseminated to providers 
to help them regularly monitor patients. If the 
daily data report a red flag, the provider contacts 
the patient immediately by telephone or conducts 
a home visit.  

5. Incorporate Care Transitions 
into Standard of Care
ACHP plans consistently incorporate their care 
transitions programs as part of a broader scope of 
quality improvement activities. Some plans use the care 
transitions intervention as a conduit to enroll members 
into additional programs, such as disease management, 
while other plans make care transitions intervention 
a piece of a larger program, such as patient-centered 
medical home (PCMH), rather than a standalone 
initiative. 

• A nurse from Presbyterian Health Plan calls 
patients within 48 hours post-discharge from the 
hospital; this touch point is used as an opportunity 
to enroll patients with diabetes or coronary artery 
disease (CAD) into one of its disease management 
programs. 

•	 Group Health Cooperative incorporates care 
transitions into its larger Emergency Department 
Hospital Inpatient program, which provides 
transitions coaching and follow-up care for 
patients with complex needs. This initiative has 
improved care transitions, increased patient 
access to alternative care settings, and reduced 
readmissions, preventable admissions, and 
emergency room visits. 
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Email us at innovations@achp.org, or visit our website at www.achp.org, for a copy of the full Transitions of Care report.


