
Geisinger Health Plan’s (Danville, Pennsylvania) 
Medically Complex Model uses care teams with a nurse 
and a community health assistant to treat elderly patients 
with complex conditions. Each team visits patients 
in hospitals or nursing homes to introduce itself and 
arrange post-discharge home visits. During home visits, 
the team assesses overall health, nutritional support, 
patients’ medication management needs, safety in the 
home environment and the level of support patients 
receive at home. The team, which can also involve a 
pharmacist or social worker when needed, aims to help 
patients continue to live at home with the right resources 
and manage their health conditions proactively to avoid 
frequent visits to the emergency department.

» KEY SUCCESSES: During the nine-month pilot, 
care teams closed an average of 14.8 gaps in care, such 
as medication adherence, and 2.8 safety-related gaps per 
patient, such as hazards in the home.

Kaiser Permanente’s Proactive Assessment of Total 
Health & Wellness to Add Active Years (PATHWAAY) 
program is designed to help patients and physicians find 
ways to discuss topics such as cognitive impairment 
or urinary incontinence. These and other key topics 
are often left out of patient-physician conversations, 
leading patients to believe they aren’t issues that could be 
addressed. PATHWAAY routinely screens members to 
identify risks for falls, urinary incontinence, malnutrition, 

pain, frailty and mood disorders, and triggers the creation 
of a comprehensive care delivery plan. 

» KEY SUCCESSES: More than 70 percent of members 
who completed the Total Health Assessment as part of 
their Annual Wellness Visit said they are more aware of 
and better understand actions they can take to reduce 
their health risks.

Presbyterian Healthcare Services’ (Albuquerque, New 
Mexico) Hospital at Home program allows patients 
who meet the criteria for an inpatient level of care and 

I n a 2011 survey of older people with multiple chronic conditions, 76 percent ranked independence as 
the most important health outcome from treatment, followed by pain and symptom relief.1  

“We think our job is to ensure health and survival,” writes surgeon and author Atul Gawande, M.D. 
“But really it is larger than that. It is to enable well-being.”2  

Over the next 25 years, the population of Americans aged 65 and older will double to about 72 million, 
with roughly 10,000 Americans turning 65 every day from 2011-2031.3 Members of the Alliance of 
Community Health Plans are caring for this growing population, realizing that their needs extend 
far beyond clinical care. ACHP member plans are working to keep frailer seniors out of the hospital 
and where they feel most comfortable — at home, in an assisted-care environment, or in some sort of 
combination — so their final years may be independent, dignified and personally fulfilling.

Taking BeTTer Care: 
Supporting Well-Being for an aging Population

exeCuTive Summary

Through the programs 
described in this report, aCHP 
members are: 
1. Supporting seniors beyond clinical care in 
all aspects of their life.

2. keeping seniors out of the hospital and 
where they are most comfortable, so their 
final years may be independent, dignified 
and personally fulfilling.

3. Lowering costs so health care can be more 
affordable. 

http://bit.ly/ACHPElderCare_GEISINGER
http://bit.ly/ACHPElderCare_KP
http://bit.ly/ACHPElderCare_PRESBYTERIAN


who would traditionally be admitted to the hospital to 
receive care at home. Patients receive daily visits from an 
M.D. or nurse practitioner and one to two visits daily 
by a nurse. Early findings from the national Hospital 
at Home program found patients were better able to 
resume activities of daily living after discharge compared 
to hospitalized patients.4 Upon discharge from Hospital 
at Home, patients continue to be followed by the same 
provider through Presbyterian’s House Calls program if 
they are too frail to transition back to their primary care 
physician.

» KEY SUCCESSES: Results include a shorter average 
length of stay in Hospital at Home as compared to an 
inpatient stay (3.3 days vs. 4.5 days) and lower 30-day 
readmission rate of 3.2 percent vs. 9 percent nationally.

Priority Health (Grand Rapids, Michigan) teamed with 
five local non-profit skilled nursing facilities (SNF) and 
a local ambulance company to create the Tandem365 
program. Emergency medical technicians check on 
patients in their homes and provide some treatment 
under the guidance of a medical director. Social workers, 
nurses and community organizations each play a role, 
accompanying patients to primary care physician 
appointments, taking them shopping and providing 
companionship. Volunteers from area church groups 
offer spiritual camaraderie. 

» KEY SUCCESSES: Results include a 38 percent 
decrease in inpatient stays and a 52 percent drop in 
emergency department visits. 

Fallon Health (Worcester, Massachusetts) offers two 
coordinated care solutions that help older individuals who 
are eligible for Medicare, Medicaid or both remain living 
independently in the community. Summit ElderCare®, 
a PACE program, offers participants interdisciplinary 
care, socialization, recreation, counseling, rehabilitation 
therapy and meals at PACE adult day health centers, 
as well as home care, transportation and caregiver 
support. NaviCare®, a dual-eligible special needs plan, 
emerged from Fallon’s successful track record with 
Summit ElderCare. NaviCare enrollees first receive a 
comprehensive assessment by health care professionals in 
their home. The results are reviewed with the enrollee’s 
primary care physician and a care plan is shared with 
the enrollee. The care team and a “navigator” continue 
to partner with the primary care physician, enrollee and 
caregivers.

» KEY SUCCESSES: NaviCare data show enrollee 
satisfaction rates at 98 percent consistently since the 
inception of the program. Summit ElderCare PACE 
participants are also highly satisfied (97.5 percent).

A CHP member plans understand that improving health and well-being requires addressing the full 
spectrum of social and medical needs of a person in his or her twilight years. It is not just about 

addressing care in the last stage of life and it is not just about caring for people only once they become 
frail. Allocating resources to those seniors who need it is about developing individual approaches to 
improving health for an entire population.

a medically Complex Patient Story: Before and after
“mary” is 88, with a history of heart failure, COPD, kidney disease and atrial fibrillation. She lives alone, is hard of 
hearing, does not drive, eats poorly and struggles to care for herself. after visiting mary, the geisinger medically 
Complex medical Home team arranged for home-delivered meals, transportation services and some in-home care. 
They also taught her about self-care. 

The program made an important difference in the quality of mary’s life: in the nine months before she enrolled in 
the program, mary had two urgent hospital admissions, one skilled nursing facility (SnF) stay and one emergency 
room (er) visit for heart failure. eight months post-enrollment she had no inpatient admissions or SnF stays and one 
er visit. 
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