


 
Navigating Across Care Settings: 
Choices for Successful Transitions 
(NACS) is designed to: 
 

ÁDeliver the evidence-based òColemanó 
Care Transitions Intervention (CTI) to 
300 peopleñelders and adults with 
disabilitiesñover a two-year period 
who have been hospitalized with 
congestive heart failure, chronic 
obstructive pulmonary disease, or 
diabetes.  

 

ÁAugment CTI's effectiveness by 
connecting participants with peer 
supports, evidence-based self-
management programs and Options 
Counseling.  

 



The Aging and Disabilities 
Resource Consortium of the 
Greater North Shore 
ÁGreater Lynn Senior Services 

Á Independent Living Center of 
the Greater North Shore and 
Cape Ann 

ÁNorth Shore Elder Services 

ÁSeniorCare 

 

Northeast Health Systems 
ÁBeverly Hospital 

ÁAddison Gilbert Hospital 

 

The Medical Group 

Executive Office of Elder 
Affairs 

 

University of Massachusetts 
Donahue Institute 

 

Massachusetts 
Rehabilitation Commission 

 

MassHealth 
 



 
To expand our capacity for promoting healthy 
and successful care transitions by: 

ÁStrengthening communications around consumer 
health issues across settings;  

Á Fostering consumer health self-management;  

Á Increasing awareness among professionals 
about care transitions;  

ÁReducing consumer and caregiver stress;  

ÁReducing hospital re-admissions, preventable 
hospitalizations, and premature nursing facility 
placements. 



 

 
Summer of 2010: 
 
 
The Administration on Aging announced funding opportunity 
for states through a competitive grant process to support 
Care Transitions. 
 
ÁòFunds made available for states to significantly strengthen the role 

of ADRCs in implementing evidence-based care transition models 
that meaningfully engage older adults and individuals with 
disabilities (and their informal caregivers).  
 

Á  Applicants limited to states increasing the capacity and/or 
geographic reach of ADRCs that already are involved in evidence-
based care transition models.ó 

 
ñAoA Program Announcement  

 



 

 

 

 

 

Applicants were required to 

demonstrate that funding would: 

 
ÁIncrease the capacity of ADRCsõ current involvement in evidence-based 

care transition initiatives by expanding the reach of the ADRC efforts  

 

ÁStrengthen the extent to which existing transitions programs leverage the 

assets of the ADRCs 

 

ÁInform AoA/CMS, other Federal agencies and Congress on national 

policy related to care transitions, hospital discharge planning, person-

centered planning, and mechanisms to reduce unnecessary hospital re-

admissions. 

 



È Describe ADRC 

òThe primary goal of the Aging and Disability Resource 

Consortium of the Greater North Shore (ADRC of GNS) is 

to create a single, coordinated system of information and 

access for all persons seeking long-term services and 

supports, regardless of age, disability or income.ó 

 
http://adrcgns.org/ 

 



Partnership 

No Wrong 
Door 

Consumer 
Involvement  

ÅASAPs 

ÅILC 

ÅCross Training 

ÅCoordination of 
function  

ÅSelf-
Determination  

ÅSelf-Direction  





Options Counseling 

Mobility Management 
ÁGreater North Shore on the Move 

ÁAdvisory Council for GLSSõ Mobility Links 
Project 

Northeast Health Alliance 
Á Presence at Physicians Practices 

Á At Your Side Medical Advocacy 

ASAP Programs 
Á Chronic Disease Self-Management 

ÁMenõs Health / Talking to Your Doctor 

Pilot CTI 

ILC Programs 
Á Peer Supports 

 



As of July 2010: 
 

ÁADRCGNS members had been active participants in the 
Cross-Continuum Teams working on the STAAR Initiatives at 
NEHS and NSMC area hospitals. 

 

ÁEleven ADRCGNS staff (nurses and care managers) had been 
trained in the Coleman Care Transitions Intervention. 

 

ÁA small CTI pilot had just begun in an area hospital. 

 

ÁAn area Physicians Group was working with ADRCGNS 
members around Care Transitions and enhanced patient self-
management. 



ÅDeliver Care Transitions Intervention supports to 300 targeted 

individuals over two years 

 

ÅBridge the òno care zoneó ð the period following hospital 

discharge ð with a rich tapestry of community partnerships 

offering ongoing and diverse supports.  

 

ÅEmpower consumers to take control and make informed choices 

for using supports 

 

ÅTrack Outcomes 
 
 



  

 

Consumers 

 

Caregivers 

 

Providers 
*are less likely to be re-hospitalized 

within 30- and 90-day periods 

*feel they have more supports for 

effective care-giving 

*know about available Care 

Transitions support 

*feel more in control of their health 

routines 

*are aware of available supports 

and how they work 

*make appropriate referrals to Care 

Transitions supports 

*follow health regimens more 

effectively 

*feel they have more choices about 

how to effectively manage their 

health routines 

*feel they can do more effective 

problem-solving 

*believe communications with 

patients has improved 

*communicate more effectively with 

health providers 

*feel they can cope better with stress *are more willing to participate in 

care transitions support programs 

and/or integrate care transition 

elements into their practices 
*are satisfied with their health 

management choices 

*believe they can better manage the 

health routines of the care recipient 

*have identified and know how to 

use a wider range of supports for 

managing their health routines 

*believe they can better manage 

their own daily lives 

*feel  more positive about their 

health and well-being 

  



The Program 

Á During a 4-week program, patients with complex care needs receive specific tools, are 
supported by a Transitions CoachTM, and learn self-management skills to ensure their 
needs are met during the transition from hospital to home. 

Value Proposition 

Á Reducing rehospitalization helps contain costs for complex patients and improves 
hospital bed capacity for patients admitted with more favorable DRGs.  

Á The program is self-sustaining. 

Á The program is consistent with both Medicare Advantage and Medicare fee-for-
service financial incentives. 

Á The program promotes better performance on new JCAHO initiatives aimed at post-
hospital care. 

Key Findings 

Á Patients who received this program were: 

Á Significantly less likely to be readmitted. 

Á More likely to achieve self-identified personal goals around symptom management and 
functional recovery. 

Á Findings were sustained for as long as six months after the program ended 
 

Source: http://www.caretransitions.org/overview.asp 
 

 



Role of the Transitions Coach 

Á Encourages and supports consumer self-management and 

communication with health providers 

Á Seeks to ensure that  

Ğconsumerõs critical health issues are addressed;  

Ğhe/she understands treatment goals and has been involved in their 

development 

ĞConsumer will understand how to correctly implement the care plan 

ĞConsumer will act to be sure care plan is executed correctly 

ÁHospital visit, home visit, three follow-up phone calls (4 week 

intervention) 

Á Implement the Four Pillars Approach 



Pillar: 

Medication Self-

Management 

Dynamic Patient-

Centered Record Follow-Up Red Flags 

Goal 

Patient is 

knowledgeable about 

medications and has 

system 

Patient understands 

and manages a 

Personal Health Record 

(PHR) 

Patient schedules and 

completes follow-up 

visit with Primary Care 

Provider/Specialist 

Patient is 

knowledgeable about 

indications that 

condition is worsening 

and how to respond 

Hospital Visit 

Discuss importance of 

knowing medications Explain PHR 

Recommend Primary 

Care Provider follow-up 

visit 

Discuss symptoms and 

drug reactions 

Home Visit 

Reconcile pre- and 

post-hospitalization 

medication lists 

Review and update 

PHR 

Emphasize importance 

of the follow-up visit 

Discuss symptoms and 

side effects of 

medications 

Identify and correct any 

discrepancies 

Review discharge 

summary 

Practice and role-play 

questions for the 

Primary Care Provider 

  

Encourage patient to 

share PHR with Primary 

Care Provider and/or 

Specialist   

Follow-Up Calls 

Answer any remaining 

medication questions 

Discuss outcome of 

visit with Primary Care 

Provider or Specialist 

Provide advocacy in 

getting appointment, if 

necessary 

Reinforce when/if 

Primary Care Provider 

should be called 

Source:  http://www.caretransitions.org/structure.asp 



NACS  incorporates an emphasis on health literacy, consumer 
engagement, and consumer choice to create a higher impact care 
transitions model because: 
 

Á It is difficult to establish the critical relationships with consumers 
required for sustained transition success and self-management within 
the 30-day time frame of the CTI model;* 
 

ÁAt present, the multiple potential transition support choices available 
to consumers are not coordinated under a single care transitions 
umbrella; and  
 

Á The full range of community medical and social service providers are 
not sufficiently engaged in supporting care transitions.  

 

* See for example, Coleman and Williams, Executing High-Quality Care Transitions, A Call to Do it 
Right, 2007; CHCF Care Transition Projects: Final Progress Report and Meeting Summary.  

 



Options Counseling 
Goals: 
 

Á To provide people with the information they need to make 
informed choices ð thereby maximizing choice. 
 

Á To provide appropriate guidance to proactively match 
peopleõs needs, preferences and values with available 
services. 
 

Á To help people plan for the future and avoid the òif Iõd only 
knownó scenario. 
 

Á To help improve the quality of life of consumers receiving 
long-term care services in community-based settings. 

 



At Your Side Medical Advocacy 

Goals: 
 

Á To provide medical advocacy to help individuals and 

their families better understand their medical issues. 
 

Á To be another support voice in the healthcare of 

elders and individuals in need. 



Peer Supports 

Goal: 
 

Á To provide peer counseling so that older consumers 

and those living with disabilities have access to and 

understanding of information about long-term 

services and supports, referrals to the appropriate 

service providers in the community, and coordinated 

service planning. 

 



My Life , My Health 

Goal: 
 

Á Using an evidence-based chronic disease self-

management program developed by Stanford 

University consumers experiencing ongoing health 

challenges learn proven disease reduction techniques 

in a series of workshops addressing diet, exercise, 

emotional well-being, and stress reduction.  



A Matter of  Balance 

Goals: 

Á To view falls and fear of falling as controllable. 

Á To set realistic goals for increasing activity. 

Á To change their environment to reduce fall risk 

factors. 

Á To promote exercise to increase strength and 

balance. 



Caregiver Supports 

Goal: 
 

Á To provide training for caregivers so that they can 

assume the role of caregiving with knowledge, skill, 

and attitude that it takes to be able to do the work, 

to be successful at it, and to go through the 

experience with as much reward and as little distress 

as possible (ex. Savvy Caregiver). 



Virtual Coaching 

Goal: 

Á To enhance care transitions coaching providing 

consumers the knowledge, skills, and ongoing 

supports necessary through the most advanced yet 

user-friendly communications technology currently 

available through innovative and enterprising  

efforts ð Connected Living and Itõs Never Too Late 

(IN2L). 



Itõs Never Too Late (IN2L): January 2011 Demo 

 

Goal: 
 

Á To create the opportunity for the NACS leadership 

team to explore the possibilities for virtual coaching 

using IN2Lõs cutting edge technological innovations as 

a critical component of an enhanced care transitions 

model.   



Massachusetts was selected as one of 
16 states to receive 2-year pilot 

funding for a Care Transitions Project. 

 




