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Summary

Under a program known as the Care Transitions Intervention ®, a Transitions Coach ® encourages

patients who are transferring from either a hospital or a short-term skilled nursing facility stay to home to

assert a more active role in their self-care. The program has consistently reduced 30-day hospital

readmissions and costs as well as 180-day hospital readmissions, even in heavily penetrated Medicare

Advantage markets in which the reduction of hospital use has been an explicit focus for many years. The

program has also demonstrated success and produced cost savings for Medicare fee-for-service

beneficiaries, at approximately $3,752 per patient enrolled.

Disclaimer

This innovation was identified by the AHRQ PSNet Editorial Team from the AHRQ Health Care Innovations

Exchange. That resource, established by AHRQ in 2008, was retired in March 2021; AHRQ now offers

select content from the Innovations Exchange, including its downloadable databases, through a microsite.

This particular innovation was identified by the Editorial Team as one of continued interest and importance

to AHRQ PSNet users and therefore was selected to be updated and included in this new section of the

AHRQ PSNet website. To prepare this updated summary, the Editorial Team worked closely with

representatives associated with the innovation. Updates include expanded adoption both nationally and

internationally, additional results that include utilization and cost data, additional publications, and ensuring

the correct contact information.

Contact the Innovator

Please visit https://caretransitions.health/contact to receive more information about the Care Transitions

Intervention.

https://psnet.ahrq.gov/innovation/transition-coachesr-reduce-readmissions-medicare-patients-complex-postdischarge-needs
https://psnet.ahrq.gov/innovation/transition-coachesr-reduce-readmissions-medicare-patients-complex-postdischarge-needs
https://www.ahrq.gov/innovations/database-download/index.html
https://www.ahrq.gov/innovations/index.html
https://caretransitions.health/contact


Date First Implemented

2002-01-01

Problem Addressed

Recently discharged Medicare patients often suffer complications that lead to hospital

readmissions. Many of these problems are the result of a failure to understand and manage

postdischarge care needs, such as understanding medication regimens.

Frequent readmissions: The national Medicare 30-day readmission rate at the time of innovation

design was approximately 20 percent. While this number has decreased over time, it is still at

approximately 17 percent.

Often avoidable: Many hospital readmissions can likely be avoided. Readmissions often occur

because hospitalized patients and their family members are not adequately prepared to execute the

postdischarge self-care plan and participate in their own care coordination activities, including

adhering to complicated medication regimens and arranging for periodic followup care from different

providers. Patients and family members may also have difficulty in accessing providers for their

followup needs because of transportation issues and other problems. This lack of preparation and

inadequate followup care make patients vulnerable to medication errors, exacerbations of symptoms,

and other problems that commonly result in readmission.

Description of the Innovative Activity

Under a program known as the Care Transitions Intervention, a Transitions Coach works directly

with participants for 30 days after discharge to help them understand and manage their complex

postdischarge needs and ensure continuity of care across settings. The coach does not provide

skilled care or fix problems. Key elements of the program include the following:

Target population: There are multiple approaches for risk targeting the population that should

receive the Care Transitions Intervention. Program adopters report more than 20 different

approaches; these range from picking three diagnoses currently reported on the Centers for

Medicare & Medicaid Services Web site Hospital Compare, to using either public domain or

proprietary risk algorithms, to using the Patient Activation Measure (www.insigniahealth.com), to

simply going to the bedside and asking the patient to describe in his or her own words the factors

that contributed to the need to come to/back to the hospital.

Four pillars: The intervention is based on four conceptual domains or “pillars”:

Medication self-management: Patient is knowledgeable about his or her medications and

has a medication management system.



Use of a patient-centered Personal Health Record: Patient understands and utilizes the

Personal Health Record (PHR) to facilitate communication and ensure continuity of care plan

across providers and settings. The PHR is managed by the patient or by the informal

caregiver.

Primary care and specialist followup: Patient schedules and completes a followup visit with

the primary care physician or specialist physician and is prepared to be an active participant in

these interactions.

Knowledge of “red flags”: The patient is knowledgeable of indicators that his or her

condition is worsening and demonstrates knowledge of how to respond.

Initial meeting in hospital: The Transitions Coach, who can be a registered nurse or social worker,

first meets with the patient in the hospital to establish an initial rapport, introduce the PHR (see

below), and arrange a home visit.

Postdischarge home visit and telephone contact: Patients and families work with the Transitions

Coach for the first 30 days after discharge. During this time, the Transitions Coach focuses on

providing continuity of care across settings, including helping the patient and family members

understand when and how to obtain timely followup primary and specialty care; coaching patients to

ask the right questions of their providers; and assisting patients and families in playing a more active

role in managing their condition and developing self-care skills. Self-care skills include medication

self-management and increased awareness of symptoms, and recognizing “red flags” and warning

signs that trigger the need for care, along with instructions on how to respond to them. Contact with

the patient and family comes through an initial home visit and followup telephone calls, as described

below:

Home visit: The home visit ideally takes place within 48 to 72 hours of discharge. The Transitions

Coach will use the Family Caregiver Activation assessment (FCAA) tool to track progress. Key

activities during this visit include the following:

Medication reconciliation: The Transitions Coach actively engages patients in reconciliation

of all medications taken before and after the hospitalization (including over-the-counter

products and medications prescribed to someone else that are being taken by the patient) and

in developing a clear, easily understood medication regimen. The Transitions Coach models

the behavior for how to address common medication discrepancies that occur during

transitions, such as duplicative or missing medications. A Medication Discrepancy Tool is used

to identify medication problems and errors and facilitate appropriate action. 

Education on how to communicate: The Transitions Coach uses role playing and other

tools to educate patients and family members on how to communicate care needs effectively

during subsequent encounters with health care professionals.

Review of warning signs: The Transitions Coach reviews a list of red flags that indicate a

worsening condition and educates patients and family members on how to respond to these



red flags, should they manifest.

Periodic telephone calls: The Transitions Coach calls the patient three times during the first 30

days after discharge to reinforce the coaching offered during the home visit. Calls focus on reviewing

the patient's progress toward established goals, discussing any encounters with health care

professionals, reinforcing the importance of maintaining and sharing the PHR (see below), and

supporting the patient's self-management role.

Personal health record: Maintained by the patient and brought to each appointment, the PHR is a

paper tool (although some organizations make it electronic) that consists of the following information

needed to facilitate continuity of care across settings:

Patient's health conditions in his or her own words

Medications and allergies

Advanced care directives

Warning symptoms or signs that correspond to the patient's chronic illness(es)

Space to record the patient's and caregiver's questions and concerns in preparation for the next

encounter

Patient's goal

Context of the Innovation

The Care Transitions Intervention was developed by the Care Transitions Program of the University of

Colorado at Denver. The program was implemented at a large, nonprofit, capitated delivery system that

cares for more than 60,000 patients age 65 years and older in Colorado. The delivery system contracts

with one hospital, eight skilled nursing facilities, and a home health care agency. Patients receive care from

hospital-based physicians (i.e., hospitalists) during their inpatient stays and, in general, from a different

team of health professionals in each postdischarge care setting. Before implementation of the program,

approximately 15 percent of the system's Medicare patients were readmitted to the hospital within 30 days

of discharge.

Results

The program reduced hospital readmissions and costs, even in a heavily penetrated Medicare

Advantage market in which the reduction of hospital use has been an explicit focus for many years.

Additionally, patients who participate in this model of care have been found more likely to achieve

self-identified goals regarding symptom management and functional recover. Findings are

sustained for at least six months following working with a Transitions Coach.

Reduced readmission rates: Program participants had 20 to 40 percent lower overall hospital

readmission rates (i.e., readmissions for any reason) than did members of a control group of similar

patients at 30, 90, and 180 days postdischarge. These differences, adjusted for age, sex, education,



race/ethnicity, chronic disease score, and other factors, were statistically significant at 30 and 90

days. Participants were approximately 50 percent less likely to be rehospitalized at 30, 90, and 180

days for the same condition that caused the initial hospitalization (statistically significant finding).1

Cost savings: Initial hospital cost data suggested an annual savings of just under $300,000; savings

represent the difference in hospital costs at 180 days postdischarge between program participants

and the control group, after subtracting out the cost of the intervention (statistically significant

finding). (See the section “Resources Used and Skills Needed” for more information on program

costs.) These estimates may be conservative because the health delivery system that participated in

this trial had already made great progress in reducing hospital readmissions (its readmission rate

was 15 percent, below the 20 percent national average mentioned earlier). Thus, there may be

greater potential for reductions in hospital utilization and costs for the average delivery system. A

quasi-experimental cohort study reviewing data from Medicare fee-for-service beneficiaries

hospitalized from January 1, 2009 to May 31, 2011 in six Rhode Island hospitals found that those

patients who participated in CTI had lower healthcare utilization and statistically significant lower total

healthcare costs than the control. This equated to an average of $3,752 in costs avoid per patient.3

This was primarily driven by reduced rates of hospital admissions and fewer emergency department

visits.

Innovation Patient Safety Focus

CTI focuses on patient empowerment during the care transition process to ensure patients are well

equipped to manage their post discharge care needs and be active participants in a safe care transition. As

a result, the program has successfully reduced hospital readmissions. 

Evidence Rating

Strong: The evidence consists of a 750-subject randomized controlled trial that evaluated the program's

impact on hospital readmissions, along with estimates of cost savings.1 It also includes a quasi-

experimental study comparing utilization and cost data across an intervention group (n=321), an internal

control group consisting of patients who declined to participate or were lost to follow-up (n=919), and an

external control group of Medicare fee-for-service patients that were not approached for participation

(n=11,357).3

Planning and Development Process

Key steps in the planning and development process include the following:

Conducting patient and caregiver survey: Program developers surveyed patients and caregivers

on factors that are necessary and important to them during a care transition. This information helped

to establish the four conceptual domains that form the basis of the program (see next bullet).



Developing conceptual domains: Program developers identified four conceptual domains or pillars

that underlie the program, as outlined below:

Medication self-management: Patients need to be knowledgeable about their medications

and have a system for managing them.

Use of patient-centered record: Patients need to understand, manage, and use a personal

health record to facilitate communication and ensure continuity of care across providers and

settings.

Followup primary and specialist care: Patients need to schedule and complete followup

visits with primary care physicians and specialists and be prepared to be an active participant

in these interactions.

Knowledge of red flags: Patients need to understand signs that their condition is worsening

and know how to respond in these situations.

Training: Transitions Coaches undergo highly experiential training that lasts 2 days. Training includes an

interactive discussion of the model designed to help health care professionals differentiate between patient

education and coaching, along with simulated cases that allow individuals to distinguish between coaching

and the provision of care. Training is supplemented by use of a Web-based modules. Interested

organizations may contact the Care Transitions Intervention team via the web site 

https://caretransitions.health/.

Resources Used and Skills Needed

Staffing: The program relies on registered nurses, social workers, or other health professionals who

have experience and competence in helping patients advocate and care for themselves, including

how to communicate their needs to different health care professionals. As a conservative estimate,

each Transitions Coach can provide care for 24 to 28 recently discharged patients at a time, or

approximately 300 per year. The caseload depends primarily on the geographic spread of patients'

residences rather than the skills of the Transitions Coach.

Costs: In 2014, the annual costs to support one advanced practice nurse during the research study

totaled $74,310, consisting of salary and benefits ($70,980), cell phone ($650), mileage

reimbursement ($2,500), photocopying (e.g., of the health record), and other supplies ($180). As

noted earlier, the potential savings appear to exceed these costs by a significant amount.

How They Did It Tools and Resources

More information about upcoming training for the Care Transitions Intervention can be found at 

https://caretransitions.health/training.

Getting Started with This Innovation

https://caretransitions.health/
https://caretransitions.health/training


Define desired outcomes and target population: Program leaders need to define what success

looks like in their organizations and determine early what population will be targeted. When

considering the eligible population, program leaders may wish to determine whether the patient will

have a family caregiver supporting them as that may increase the likelihood the patient completes

CTI participation.

Determine documentation needs: Decide early in the planning process how the intervention will be

documented. In general, less is more. The patient's progress toward a personal health goal and

activation along the four pillars are all that is recommended.

Engage administrative and clinical leaders: Find a champion for this program–someone willing to

make an investment in patient care. This person should think beyond the immediate quarter and

instead focus on the achievement of long-term goals.

Coaching is a dedicated position: Transitions Coaches are a dedicated role, to allow coaches time

to work with patients and family members to learn new skills.

Build partnerships: Enlist support from participating and funding organizations. Create value based

contracts.

Develop workflows: In collaboration with stakeholders, develop workflows for implementation of the

model.

Plan for training: The Care Transitions Program has the exclusive authority to provide training on

the Care Transitions Intervention. Please do not accept training offers from other entities. For

information on adoption and training, please contact the program at 

https://caretransitions.health/contact.

Sustaining This Innovation

Monitor progress versus established goals and benchmarks: Set and monitor progress against

established goals for the coaches. This step not only helps in evaluating program effectiveness but

also in guiding the training of future Transitions Coaches.

Continue to engage leadership: Periodically meet with clinical and administrative champions of the

program to share data on program success and address any issues or concerns they might have.

This step helps in securing their continued support of the program.

Maintain positive relationships with community-based organizations: Ensure smooth

transitions for patients through ongoing interaction with various health care organizations in the

community. This open communication helps to break down silos and overcome barriers facing

patients.

Maintain staff support: To make sure that staff remain dedicated to the provision of patient-

centered care, monitor staff workload to ensure they have adequate time to support and sustain the

program.

Value based contracts: In a time of limited government and grant support, to sustain the model

coach employment costs need to be supported by organizations that benefit from the success of the

model.

https://caretransitions.health/contact


Adoption Considerations Use by Others (Use By Other Organizations)

The Care Transitions Intervention has been adopted by more than 1200 organizations in 47 states and 4

other countries (Singapore, Sweden, Canada, and Australia). Publications from organizations who have

adopted this model can be found at https://caretransitions.health/publications.
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