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IMPROVING QUALITY IN 
THE COMMUNITY 

Care Coordination and Transitions
 

BACKGROUND 
When patients are discharged from the hospital, they are faced with 
the challenge of navigating a complex care delivery system that can at 
times be intimidating and confusing. It is a system requiring a great deal 
of communication and coordination among providers, patients and their 
caregivers. According to the Centers for Medicare & Medicaid Services, 
this lack of care coordination and failures in patients’ transition from 
hospitals contributes to nearly one in five Medicare beneficiaries being 
readmitted to the hospital within 30 days. The estimated cost of these 
unplanned readmissions is $26 billion annually. 

The federal government charged MPRO and other Quality Improvement 
Organizations to work with communities within their respective 
states, including assistance in implementing the Community-based 
Care Transitions program, to help improve care transitions, reduce 
readmissions, improve the patient experience across the care continuum 
and save money for the Medicare program. 

Allison Massari, MFA, international motivational 
speaker, with Sam R. Watson, MSA, CPPS, senior vice 

president, Patient Safety & Quality, Michigan Hospital 
Association (left) and Robert Yellan, MPH, J.D., FACHE, 

president and CEO, MPRO (right). Massari spoke on 
the art of patient-centered care at the 2014 Care 

Transitions Summit in East Lansing. 

STRATEGY 
MPRO recruited and worked with nine different groups of providers and 
community organizations who were committed to working together to 
improve care transitions and reduce avoidable readmissions. These 
groups are known as communities. Together, these nine communities 
reached 61 percent of Michigan Medicare Fee-For-Service beneficiaries. 
Five of these communities were ultimately funded by the Community-
based Care Transitions program. MPRO continued to support the 
program with technical assistance including data analysis, application of 
quality improvement principles and coalition building strategies. 

MPRO also worked with a widespread group of stakeholders and 
partners including hospitals, nursing home facilities, home health 
agencies, clinicians, hospice, palliative care and community-based 
organizations in a statewide Learning and Action Network. The Learning 
and Action Network is a forum to bring providers and community 
partners together to share best practices and develop an action plan and 
resources for improving quality measures. Examples of these resources 
include webinars, written educational materials and an annual statewide 
care transitions summit. The Learning and Action Network participants 
worked together to promote ongoing education, communication and the 
spread of best practices. 
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improving transitions of 
care across the country in 
the past three years 

HOW THIS MADE A DIFFERENCE IN HEALTH CARE IN MICHIGAN 
The state of Michigan experienced a 13 percent reduction in hospital 
readmissions rates as well as an 8 percent reduction in hospital 
admission rates among Medicare Fee-For-Service beneficiaries from 
October 2011 through September 2013. 

“By having the community-based providers at the table, we are better 
able to connect people to resources such as transportation or Meals 
on Wheels—the things that already exist for them, but for some reason 
either we’re not identifying those people who have the needs or they just 
don’t know we exist,” said Maggie Watson, care transitions manager, 
The Senior Alliance, a member of one of the Community-based Care 
Transitions program funded communities. “We are connecting [the 
patient] with the things that are able to keep them independent.” 
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