
  

  

 

Improving Transitions of Care 

  

The National Transitions of Care Coalition (NTOCC) is a coalition of 30 diverse organizations dedicated to 
providing solutions that improve the quality of health care with better collaboration between providers, 

patients, and caregivers.  The term "transitions of care" connotes the scenario of a patient leaving one 

care setting (i.e., hospital, nursing facility, assisted living facility, primary care physician care, home 
health care, or specialist care) and moving to another. 

In the U.S. health and long-term care system, many patients experience transitions of care.   

• Between 41.9 and 70 percent of Medicare patients admitted to the hospital for care in 2003 received 

services from an average of 10 or more physicians during their stay.1 

• Among hospitalized patients 65 or older, 23 percent are discharged to another institution, and 
nearly 12 percent receive home health care.2 

• On average, patients 65 or older with two or more chronic conditions see seven different physicians 

within one year, accounting for 95 percent of Medicare expenditures.3 

 
Miscommunication during transitions of care can reduce the quality of care significantly, leading to: 

• Medication errors, both overuse and sub-optimal use of prescription drugs harm an estimated 1.5 
million people each year in the United States, costing the nation at least $3.5 billion annually;4 

• Patient and caregiver confusion about patient's condition and appropriate care; 

• Lack of follow-through on referrals; and 

• Increased costs because missing test results, discharge summaries, referrals, and medication lists may 

require patients to schedule redundant appointments or may lead providers to prescribe 

duplicative medications. 

 

NTOCC believes the following considerations are important to better transitions of care: 

• Improve communication during transitions between providers, patients, and caregivers; 

• Implement electronic medical records that include standardized medication reconciliation elements; 

• Establish points of accountability for sending and receiving care, particularly for hospitalists, SNFists 

(physicians practicing in skilled nursing facilities), primary care physicians, and specialists; 

• Increase the use of case management and professional care coordination; 

• Expand the role of the pharmacist in transitions of care; 

• Implement payment systems that align incentives; and 

• Develop performance measures to encourage better transitions of care. 

 

Learn more at www.NTOCC.org. 
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