
The Approach

The Atlantic Quality Innovation Network (AQIN) QIN-QIO, under contract with
CMS in the 11th Scope of Work, established and facilitates 35 Care Transition
Coalitions at the community level. Community-based providers are invited to
be active Coalition members and are drawn from hospitals, skilled nursing
facilities, home health agencies, hospice, assisted living facilities, physician
practices, payers, patients, caregivers, community service agencies and other
key stakeholder organizations. 

AQIN supports well coordinated care transitions among institutions,
practitioners and community service organizations, with the patient and
caregiver at the center of care. AQIN is committed to building and sustaining
cross-setting interdisciplinary coalitions with a focus on improving transitions
of care, providing a vehicle for the patient and family voice, encouraging
person-centered and person-directed models of care, and encouraging
collaborative efforts across organizations with a shared vision.

AQIN’s comprehensive approach offers technical assistance and education
addressing cross-setting communication, coordination of care, information
transfer, medication reconciliation, patient and family engagement, and
standardized care management to the community coalitions responsible for
the care of 1,735,451 Medicare beneficiaries across NY, SC and DC. Together,
issues are identified and solutions are developed to improve care transitions
across all settings, from hospital discharge to rehabilitation, home health care
and supported community-based care. 
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The Challenge

Avoidable hospital readmissions,
poor patient satisfaction scores and
a lack of comprehensive discharge
planning are growing problems
nationwide. Research shows that
17.5 percent of Medicare bene -
ficiaries are rehospi talized within
30 days of a hospital discharge. Of
those patients who are readmitted,
the Medicare Payment Advisory
Committee estimates that 64 percent
received no post-acute care between
discharge and readmission and
projects that 76 percent of
readmissions may be preventable.
Furthermore, the Centers for
Medicare & Medicaid Services (CMS)
demonstrate that beneficiaries
report greater dis satis fac tion
regarding discharge-related service
delivery than any other aspect of
care.1 
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Results

The AQIN QIN-QIO has developed and assisted health care providers in imple mentation of tools
to support care transition efforts. These tools include 1) Socioeconomic Risk Assessment Tool,
2) Health Literacy Assessment Tool, 3) High Risk Readmission Assessment Tool, 4) County-based
Community Resource Tool, 5)Medication Reconciliation Brown Bag and Tracking Tool, 
6) Post-Acute Care Readmission Tracking Tool, 7) Hospital/SNF Collaborative Change Package;
and 8) Data Collection Tools.

Results of AQIN Coordination
of Care interventions and
activities to date include the
following:

• 35 care transition community
coalitions engaged and
facilitated, encompassing
healthcare facilities and
community organizations,
to reduce avoidable hospital
admissions and readmissions. 

• 1,735,451 Medicare
beneficiaries touched by
Care Transition Coalition
interventions.

n 331,471 beneficiaries
residing in rural regions
were included in AQIN
Coordination of Care
interventions and activities.

• Approximately 23,765
hospitalizations avoided,
yielding a cost savings of
$274,000,000.

• An estimated 4,587
readmissions avoided, with a
cost savings of $59,000,000.

1. MedPAC: June 2007 Report to the Congress: Promoting Greater Efficiency in Medicare
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For information on IPRO, contact us at info@ipro.org.

IPRO brings
policy ideas
to life

IPRO helps clients
realize better health
through its organiza -
tional competencies.
We

• Support state and
federal govern -
ment agency
problem solving

• Foster consensus
among varied
stakeholders for
quality improve -
ment action 

• Evaluate and select
most appropriate
methodologies to
investigate clinical
quality problems

• Facilitate
collaborative
provider education
and action

• Harness informa -
tion technology
to drive quality
improvement

• Build and apply
quality measures

• Collect and analyze
data on large scale 

• Create tools to
assess performance

High Risk Assessment Tool


