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In recognition of ongoing commitment to quality,  
and longstanding focus on improving transitions of care.

Albany Medical Center Post-Acute Care Coalition
BACKGROUND

Albany Medical Center (AMC) is the anchor 
of the Albany Med Health System. AMC 
includes a 766-bed hospital, which offers the 
widest range of medical and surgical services 
in the region, and Albany Medical College, 
which includes a biomedical research 
enterprise and the region’s largest physician 
practice with more than 500 doctors. 
As the only academic medical center within 
a 150-mile radius, AMC is committed 
to patient care, medical education, and 
biomedical research, serving the Capital 
Region’s three million people.  
From https://www.albanymed.org/our-story

The Agency for Healthcare Research and 
Quality (AHRQ) cites the main goal of care 
coordination is to meet patients’ needs and 
preferences in the delivery of high-quality, 
high-value health care. This means that the 
patient’s needs and preferences are known 
and communicated at the right time to the 
right people, and that this information is used 
to guide the delivery of safe, appropriate, and 
effective care.1 Studies across the country 
show that there are sometimes gaps in 
communication and coordination that can put 
patients’ health and well-being at risk when 
patients move from one setting or type of care 
to another. 

The AMC Post-Acute Care Coalition (PACC) is a 
group of healthcare providers in the New York 
Capital District that collaborate with the goal to 
bridge communication and care coordination 
to ensure safer and more effective transitions 
of care. The PACC comprises healthcare leaders 
from nearly 50 skilled nursing facilities, one 
home health agency, and multidisciplinary 
hospital representatives.

APPROACH
To support cross-setting communication, 
enhanced care coordination, and patient 
self-management, AMC partnered with the 
IPRO QIN-QIO and invited key healthcare 
and community stakeholders with whom 
they shared patients to actively participate 
as PACC members.

The PACC works together to develop 
strategies and implement evidence-based 
interventions that address the unique 
challenges facing healthcare since the start 
of the pandemic. This includes a focus on:

•	Supporting prevention and management 
of chronic disease

•	Improving care transitions to reduce 
unnecessary hospital utilization

•	Identifying opportunities to enhance 
patient and family engagement

•	Reducing health inequities

•	Addressing social determinants of health 
for the high utilization population

IPRO QIN-QIO Resources shared with and 
reviewed by the PACC include: 

•	“�Nursing Home Naloxone Policy & 
Procedure Toolkit”

•	“�Go to the Hospital or Stay Here? 
A Decision Guide for Patients and 
Families”

•	“�Skilled Nursing Facility Rehospitalization 
Risk Assessment Tool”

•	“�FAST FACTS for ED Transfers from Post-
Acute Care Provider”

•	“�Dialysis and Nursing Home Hand-Off 
Communication Tool”

•	“Community Resource Tool”

RESULTS
Albany Medical Center has demonstrated a 15% 
relative improvement rate in all cause 30-day 
readmissions for the Medicare Fee-for-Service 
(MFFS) population, reducing its readmission rate 
from 19.7% for the 10/01/18-09/30/20 time period 
to 16.7% for the 09/01/22 – 08/31/23 time period.

The 2023 Q3 Hospital Care Transitions Report1, produced by the IPRO Partnership 
for Community Health team, demonstrates this decline over the past several 
quarters for 30-Day Readmissions. The 30-Day Readmissions by Discharge Status 
(Home, Home Health, and Nursing Home) also demonstrate a general downward 
trend. Albany Medical Center’s MFFS all cause 30-day readmission rate has been 
below the NYS and IPRO QIN-QIO region rates for the four quarter period from 
July 1, 2022 – September 30, 2023.
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1Hospital Care Transitions Reports  are produced quarterly at the hospital, community, and state levels. Data are based on CMS Medicare Fee-For-Service (MFFS) paid claims data
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