Right moves
today.
Front-runner
tomorrow.
Stay out front in a
connected care world.

Get smoother
transitions of care
across all
care settings

Know more. Do more. Reach farther.

With health care moving toward
“Providing healthcare
is like building a house.
The task requires experts,

patient-centric, value-based care models,
coordinated care is the new standard.

expensive equipment and
materials, and a huge
amount of coordination.”
Atul Gawande, surgeon,
The New Yorker staff writer,
Harvard professor

At the same time, delivering
well-synchronized care is becoming
more challenging, because the care team

is expanding beyond doctors and nurses to
include wellness coaches, web-based advisors
and other non-traditional members. There are
TRANSITIONS
OF CARE
The coordination
and continuity
of health care during
a movement from
one healthcare
setting to another

more “cooks in the kitchen.”
In this eBook, you’ll find insights into the value of
connecting and coordinating care teams along the
entire care continuum. Achieving smooth transitions
of care enables you to strike the right balance between
better patient outcomes on the one hand
and a healthier bottom line on the other.
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Increasing
patient-centric care.
A big shift in today’s healthcare marketplace is the move
toward patient-centered, value-based care, where
incentives, rewards and reimbursements are for value
created—versus volume of services provided.

In this emerging landscape, care extends beyond

deliver optimal outcomes and true

diseases to include behavioral and social factors,

patient value, including preventing

including proactive prevention of costly

problems early. Coordinated

chronic conditions.

care is the new standard.

The healthcare team expands to include life

Patients are also more engaged

coaches, nutritionists, health monitoring services,

than ever in their own health,

social workers, web- and phone-based advisors and

seeking anytime, anywhere access

other non-traditional members.

to care team members, virtual health

All team members are increasingly important,

PATIENT
CARE

With patient care
taking center stage, the
role of the Care Manager
also moves to the
forefront, becoming
more strategic
both within and beyond
hospital settings.

tools, medication management and more.

because only when working collaboratively can teams
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All care settings
must be connected.

As extended care teams strive to
provide well-coordinated patient
experiences—which directly
translate into better outcomes
and lower costs—they need shared
access to robust information.

Empowered by effective communications, shared knowledge
and complete patient visibility, care teams can act collaboratively
and in unison. They can...

“Large purchasers—especially
physician-led Accountable Care
Organizations (ACOs)—need
ongoing collaboration with hospital
partners to perform at the top of
their game. They need access to

3 Orchestrate safer and more efficient care by ensuring
q
transitions are accurate and secure across acute,
ambulatory and long-term care clinicians

real-time data—especially the

3 Seamlessly share data throughout the community for
q
more informed care-giving and decision-making at every
point on the care continuum

feed. And they want to actively

3 Simplify and streamline admission and discharge
q
processes and ensure that subsequent care settings receive
all pertinent information from previous settings

throughout admissions.”

admissions, discharges and transfers

participate in care coordination

—Health Care Advisory Board: Health System Growth
Strategy for the Value-Based Market, February 2014
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More collaboration.
Fewer readmissions.
Working collaboratively, care teams can also:
3 Better engage patients through shared information, and empower
q
patients to make health-enhancing behavior changes to reduce
development of costly chronic conditions
3 Optimize communications and hand-off points across physicians,
q
patients, care teams, post-acute facilities and payers
3 Reduce in-hospital communication challenges resulting from
q
manual processes and inconsistent staff resources

“Successful ACOs will be those that best coordinate treatment of
chronic diseases that—if left untreated—can balloon into expensive
hospital stays. To accomplish this, all caregivers who treat these
conditions must be in the same information loop.”

IMPROVED CARE

TRANSITIONS
C A N

P R E V E N T

C O S T L Y

R E A D M I S S I O N S

20

fee-for-service
% of
Medicare beneficiaries

75

%

discharged from the
hospital are readmitted
within 30 days.
of readmissions—
costing an estimated
$12 billion a year—
are considered
potentially preventable,
especially with
improved care
transitions.

—“The Challenge and Opportunity of ACOs: Insights from ACO Pioneers” Allscripts white paper
Source: Health Affairs, Health Policy Briefs: Improving Care Transitions,
September 2012
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Care management counts.
Choose Allscripts.
Allscripts Care Director—part of the Care Management software
suite—is an open EHR solution that enables you to effectively
coordinate outpatient care throughout the community, including
sharing care plans across all care settings.
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A single, complete, fully integrated solution, Allscripts Care
Management simplifies, streamlines and optimizes care management
processes within the hospital—and across multiple settings.

Allscripts Care
Management and
Care Director
deliver maximum
connectivity.
Connect to...
Pay
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Forward-thinking healthcare organizations are choosing Allscripts
solutions to stay out front in a connected care world.
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Our proven suite of Care Management solutions is used by 1,000+
healthcare organizations to:
• Obtain a comprehensive view through unified utilization management
and discharge planning to make optimal patient decisions
• Proactively plan and manage at-risk and targeted populations
• Create shareable care plans to support smooth care transfers
• Better understand referral patterns and manage out-of-network leakage
• Leverage our proprietary network of 100,000+ post-acute providers
for faster discharge and fewer readmissions
• Reduce preventable readmissions, denials and avoidable days to
achieve improved patient health and improved margins
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Proven results.
Measurable gains.
A single-vendor solution offering complete, end-to-end integration
and automation, Allscripts Care Management and Care Director
provide an unbeatable foundation for patient-centric care.

“Before automation, everything was documented by hand, which
meant if the chart was unavailable, then appropriate documentation
could not occur. We now have a high level of accountability
because everything is documented in Allscripts Care Management.”

Using Allscripts Care
Director, University of California
Irvine Health…
Created a simple graphic user
interface to help clinicians track
patients participating in a new,
remote home-monitoring initiative

Enabled clinicians to check
on patients remotely to discuss
medical issues, perform
assessments and schedule
“The Allscripts staff...
follow-up sessions
best software group of

—Barbara Liegel, Director of Coordinated Care, University of Wisconsin Hospital and Clinics

“We went from a department with no measurable outcomes
to the ability to track, monitor and report outcomes—
denials, readmissions, saved days and adverse events.”
—Cheryl Timmins, Case Operations Manager,
Dell Children’s Medical Center of Central Texas

people I’ve ever worked
with in my 18 years
of case management.”
Linda Sallee, VP of Case
Management, Inova
Health System

Reduced the number
of inpatient visits with
the help of remote
monitoring
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Seamless transitions
of care matter.
Not long ago, the family physician was the front line of care
for most individuals. For the most part, everything began and
ended there. Not anymore.
According to a recent survey, by age 65, the average American patient
has seen 28.4 different individual doctors—including primary care,
specialists, hospital and urgent care providers—resulting in over
200 pages of medical charts in almost 19 different locations.1

Elevate
patient care with
well-synchronized

In a patient-centric world, coordinated care is clearly the new

transitions

standard. Today, you must connect all care settings, provide seamless
transitions and deliver the best patient outcomes at a lower cost.
To stay out front—to connect it all—you need to know more,
do more and reach farther.
www.allscripts.com
1
GfK Roper OmniWeb survey for Practice Fusion, April 2010
Copyright © 2014 Allscripts Healthcare, LLC. and/or its affiliates.
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