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Transitioning to Better Care Transitions 

We hear a lot these days about improving transitions in health care. Effective care transitions are critical to 
improving the quality of care and patient satisfaction, enhancing population health, and reducing health care 
costs. All of these are aspects of health care reform and all are the right thing for us as providers to strive to 
accomplish. 

We all know that our health care system is fragmented, and information about patients doesn’t always get 
where it’s supposed to go as they move through the system from primary care to specialty and other care. It’s 
not unusual for patients and family members to leave the hospital without understanding what they’re supposed 
to do when they get home and what red flags they should look for that mean the patient’s condition is 
worsening. Because of the current lack of one patient record shared by all providers, physicians often repeat 
tests because they can’t easily locate results from tests already completed. This increases costs. We ask 
patients time after time what medications they’re taking. Sometimes, they give us the correct information and 
sometimes, they don’t, because they don’t remember all of it. This ups the chances of medical errors. It’s 
obvious that with health care reform and the drive for higher-quality care and lower costs, all of this must 
change. Improving transitions in care is one of the keys. 

Transitional care is defined by the American Geriatrics 
Society as “a set of actions to ensure the coordination and 
continuity of care among all care facilities.” Transitional care 
is “based on a comprehensive plan of care and the 
availability of health care practitioners who are well trained 
in chronic care and who have current information about the 
patient’s goals, preferences and clinical status. It includes 
logistical arrangements, patient and family education, and 
coordination among care givers. Transitional care is essential 
for patients with complex needs.”  

Transitions of care should engage patients and caregivers. A 
recent Health Affairs study on patient engagement, 
published in February 2013, suggests that patients who are 
engaged in their care had medical costs up to 21 percent lower than those who aren’t. 

Within Hartford HealthCare, one of our main focal points is better care transition. One of the things we’ve 
learned is that seamless care coordination depends not only on the flow of information, and the ability of all 
caregivers to view one complete health care record for each patient, but also on the partnerships and 
relationships among care providers and between providers and their patients. It all goes together. 
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Hartford HealthCare’s Connecticut Senior Health Services is a model for forming a relationship with a 
patient as soon as the patient enters its system. “To remain as healthy as possible, seniors need a 
partner,” according to Senior Health Services CEO Trish Walden. And so does everyone else. 

Dr. Eric A. Coleman is one of the country’s leaders in improving health care transitions. He’s widely known 
in the health care industry as head of The Care Transitions Program®, based in the Division of Health 
Care Policy and Research at the University of Colorado, Denver, School of Medicine. The program is aimed 
toward creating “a truly patient-centered health care experience” that provides patients “with tools and 
support that promote knowledge and self-management of their condition as they move from hospital to 
home” [and other medical venues]. A quote by Dr. Coleman says on The Care Transitions Program® 
website states that “Care transitions is a team sport, and yet all too often, we don’t know who are 
teammates are, or how they can help.”  

We are developing that team through Integrated Care Partners (ICP) and we believe we can lead the way 
in improving care transitions as well as quality and value for our patients. We can be the point where 
patients enter the new health care world, which should provide them with high-quality, integrated, 
seamlessly coordinated care so they can live their lives in the healthiest possible way. ICP is a community 
of physicians who agree to work together and with hospitals, other providers, our patients and our 
communities to improve quality, focus on health and not only illness and ultimately, improve the health of 
the populations we serve. 

We already have begun building the relationships and partnerships necessary to accomplish these goals 
and have begun taking the steps to establish the groundwork for the technology that will facilitate the 
flow of information. Together, we can facilitate the care transitions so important to the quality of care and 
quality of life of the people we serve. We are on our way. 

Please send me your questions and comments at Integratedcarepartners@hhchealth.org. Many thanks to 
Trish Walden for her input on this newsletter. 
 
Sincerely, 
Dr. James Cardon 
CEO, Integrated Care Partners & HHC Chief Clinical Integration Officer 
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Top 5 Components of Effective Care Transitions* 
 

 Medication Management  81% 
 Timely Primary Care Follow-Up  80% 
 Telephone Follow-Up   77% 
 Health Coaching   66% 
 Self-Management Care Plan  64% 

 
Biggest Barriers to Smooth Transitions* 
 

 Patient Compliance   57% 
 Doc-to-Doc Communications  38% 
 No Notification of Hospitalization 64% 

 
*Source: Health Care Intelligence Network- Information excerpted from 2013 Healthcare 
Benchmarks: Care Transitions Management.  
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