
W W W. H E A LT H L E A D E R S M E D I A . C O M / I N T E L L I G E N C E

C   uncil
HEALTHLEADERS MEDIA

Access. Insight. Analysis.

Powered by

| Intelligence
FREE REPORT

JULY 2015

CARE COORDINATION:   
Closing the  
Gaps Along  
the Continuum

WWW.HEALTHLEADERSMEDIA.COM/INTELLIGENCE
https://www.healthleadersmediacouncil.com


CLICK HERE TO LEARN MORE ABOUT OUR PREMIUM EDITION

CARE COORDINATION: 
Closing the Gaps Along  
the Continuum

For more information or to purchase this report, go to  
HealthLeadersMedia.com/Intelligence or call 800-753-0131.  
Reference promotion code upon ordering.

| Intelligence

WWW. H E A LT H L E A D E R SM E D I A . C OM / I N T E L L I G E N C E

C   uncil
HEALTHLEADERS MEDIA

Access. Insight. Analysis.

Powered by

| Intelligence

JULY 2015

CARE COORDINATION:   
Closing the  
Gaps Along  
the Continuum

P R E M I U M  R E P O R T

NEW REPORT outlines how savvy providers are leveraging specialized resources 
to strengthen coordination and engagement across the care continuum.

• Find out how OhioHealth is improving post-operative recovery times and reducing 
readmissions for coronary artery bypass graft and heart valve patients by locating 
specialized nurse practitioners within select Skilled Nursing Facilities (SNFs)

• Learn how specialized care coordinators and quality-assurance RNs can help identify 
ways to save costs, improve quality, and motivate patient engagement

• Discover how Sentara has improved its ACO-based care coordination efforts by 
first building support among PCPs, who are more motivated to increase patient 
engagement

• Uncover how SSM uses the Milliman Advanced Risk Adjuster to target at-risk 
patients for support in SSM’s intense care coordination program
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This is a summary of the Premium edition of the report. In the 

full report, you’ll find a wealth of additional information. For 

each question, the Premium edition includes overall response 

information, as well as a breakdown of responses by various factors: 

setting (e.g., hospital, health system, physician organization, and 

long-term care/SNF/ancillary), number of beds (hospitals), number 

of sites (health systems), net patient revenue, and region, plus 

narrow network status.

Available separately from HealthLeaders Media is the Buying Power 

edition, which includes additional data segmentation based on 

purchase involvement, dollar amount influenced, and types of 

products or services purchased.

In addition to this valuable survey data, you’ll also get the tools you 

need to turn the data into decisions:

• A Foreword by Gaurov Dayal, MD, Former President of 

Healthcare Delivery, Finance, and Integration, and Executive 

Vice President for SSM Health in St. Louis, and Lead Advisor for 

this Intelligence Report

• Three Case Studies featuring initiatives by OhioHealth Home 

Care Division in Columbus; Sentara Healthcare in Norfolk, 

Virginia; and SSM Health in St. Louis

• A list of Recommendations drawing on the data, insights, and 

analysis from this report

• A Meeting Guide featuring questions to ask your team

About the Premium and Buying Power Editions
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Methodology

The 2015 Care Continuum Collaboration Study was conducted by the 
HealthLeaders Media Intelligence Unit, powered by the HealthLeaders Media 
Council. It is part of a series of monthly Thought Leadership Studies. In April  
2015, an online survey was sent to the HealthLeaders Media Council and select 
members of the HealthLeaders Media audience.  A total of 397 completed surveys 
are included in the analysis. The margin of error for a base of 397  is +/-4.9% at the 
95% confidence interval.

Each figure presented in the report contains the following segmentation data:   
setting, number of beds (hospitals), number of sites (health systems), net patient 
revenue, region, narrow networks, purchase involvement, dollar amount influenced, 
and types of products/services purchased. Please note cell sizes with a base size of 
fewer than 25 responses should be used with caution due to data instability.
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Respondent Profile

Respondents represent titles from across the various functions  
at healthcare provider organizations.

Senior leaders | CEO, Administrator, Chief Operations 
Officer, Chief Medical Officer, Chief Financial 
Officer, Executive Dir., Partner, Board Member, 
Principal Owner, President, Chief of Staff, Chief 
Information Officer, Chief Nursing Officer, Chief 
Medical Information Officer

Clinical leaders | Chief of Cardiology, Chief of 
Neurology, Chief of Oncology, Chief of Orthopedics, 
Chief of Radiology, Dir. of Ambulatory Services, Dir. 
of Clinical Services, Dir. of Emergency Services, Dir. 
of Inpatient Services, Dir. of Intensive Care Services, 
Dir. of Nursing, Dir. of Rehabilitation Services, 
Service Line Director, Dir. of Surgical/Perioperative 
Services, Medical Director, VP Clinical Informatics, 
VP Clinical Quality, VP Clinical Services, VP Medical 
Affairs (Physician Mgmt/MD), VP Nursing

Operations leaders | Chief Compliance Officer, 
Chief Purchasing Officer, Asst. Administrator, Chief 
Counsel, Dir. of Patient Safety, Dir. of Purchasing, 
Dir. of Quality, Dir. of Safety, VP/Dir. Compliance, 
VP/Dir. Human Resources, VP/Dir. Operations/
Administration, Other VP

Financial leaders | VP/Dir. Finance, HIM Director, 
Director of Case Management, Director of Patient 
Financial Services, Director of RAC, Director of 
Reimbursement, Director of Revenue Cycle

Marketing leaders | VP/Dir. Marketing/Sales, VP/Dir. 
Media Relations

Information leaders | Chief Technology Officer, Dir. 
Technology/MIS/IT

Base = 153 (Hospitals)

Type of organization Number of beds

1–199 51%

200–499 31%

500+ 18%

Number of physicians

Base = 50 (Physician organizations)

1–9 20%

10–49 26%

50+ 54%

Region

WEST: Washington, Oregon, California, 

Alaska, Hawaii, Arizona, Colorado, Idaho, 

Montana, Nevada, New Mexico, Utah, Wyoming

MIDWEST: North Dakota, South Dakota, 

Nebraska, Kansas, Missouri, Iowa, Minnesota, 

Illinois, Indiana, Michigan, Ohio, Wisconsin

SOUTH: Texas, Oklahoma, Arkansas, 

Louisiana, Mississippi, Alabama, Tennessee, 

Kentucky, Florida, Georgia, South Carolina, 

North Carolina, Virginia, West Virginia, D.C., 

Maryland, Delaware

NORTHEAST: Pennsylvania, New York, 

New Jersey, Connecticut, Vermont, Rhode 

Island, Massachusetts, New Hampshire, Maine

Title

Base = 397

46%
Senior  
leaders

4% 
Financial 
leaders

0

10

20

30

40

50

20% 
Operations

leaders

23% 
Clinical  
 leaders

6% 
Marketing 

leaders

34%

25%

21%

20%

Number of sites

Base = 97 (Health systems)

1–5 20%

6–20 26%

21+ 54%

Base = 397

Hospital 39%

Health System (IND/IDS) 24%

Physician Org 13%

Long-Term Care/SNF 11%

Health Plan/Insurer 6%

Ancillary, Allied Provider 6%

Government, Education, Academic 2%

1% 
Information 

leaders
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Care coordination in the form of patient transfer is a relatively mature 

activity, at least in the acute care environment, but new attention to value-

based care and at-risk reimbursements means that care coordination is 

poised for development and growth. 

Just over two-thirds (68%) of healthcare leaders say their organization 

has a care transition function that supports patient transfers to or from 

hospitals, which is the setting with the highest percentage of supported 

transfers. Other settings cited range between 40% (for clinics or federally 

qualified health centers) and 55% (for home health agencies), which gives 

hospitals a clear, but not commanding lead. 

Despite the growing expectation that primary care physicians should 

occupy pivotal spots in care coordination activity, primary care practices 

are in the middle of the group, with 53% of respondents saying their 

organization has a care transition function that supports patient 

transfers to and from primary care. “That means that half the people out 

there are being coordinated without [a primary care] physician’s direct 

involvement,” says Gaurov Dayal, MD, former president of healthcare 

delivery for St. Louis–based SSM Healthcare, which operates 19 hospitals, 

ANALYSIS

The Need to Revisit Care Coordination, Clinically and Financially   
MICHAEL ZEIS

“We are placing primary care offices on-site at skilled nursing facilities, 

which has improved care coordination and proactive interventions, reducing 

readmissions.” 

—President of a medium health system 

“We have a telehealth monitoring program for our at-risk patients for read-

missions. We monitor this through our home health agency.” 

—Chief nursing officer for a small hospital

“We are adopting a PCMH care model in ambulatory/clinic space, coupled 

with use of single EMR across employed physician clinics and hospitals.” 

—Vice president of administration for a medium hospital

“We are care managing our high-utilization Medicaid patients. The key was 

the commitment of the MDs and care managers.” 

—Vice president of operations for a medium hospital

“We embedded care managers in the primary care physician offices. The key is 

developing the trust relationship between the PCP and the care managers.” 

—Vice president of administration for a large health system

“A care transition practice area council was created to help coordinate care 

across the continuum and remove barriers to practice. Members from outside 

our facilities are invited to participate.”

—Director of nursing for a medium health system

“We are placing providers in SNFs to minimize returns to the hospital and 

readmissions. The key is aligning incentives of the SNF and hospital, and 

developing a good working relationship.” 

—Administrator of a medium hospital

WHAT HEALTHCARE LEADERS ARE SAYING

http://www.hcmarketplace.com/care-coordination-premium
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an insurance company, nursing homes, home care, hospice, telehealth, 

and a technology company. 

Examining new roles. The presence of care transition activity is related 

to participation in narrow networks. Slightly more than one-third (35%) 

of respondents say their organization is in a narrow network, and 31% 

are not. For every one of eight care venues examined, higher percentages 

of those whose organizations participate in narrow networks than 

those that do not say their organization has a care transition function. 

The difference in care coordination activity between narrow network 

participants and nonparticipants is especially great for outpatient 

specialty care (64% vs. 41%), outpatient primary care (66% vs. 46%), and 

rehabilitation facilities (55% vs. 38%). 

Although virtually all interactions between patients and providers can 

benefit from care coordination, providers tend to focus their efforts (and 

resources) on patients most in need. Survey results show that diabetes 

(68%) and heart failure (65%) are conditions for which providers most 

often currently (or expect to within three years) assign a part-time or 

full-time staff person to coordinate care. Diabetes and heart failure stand 

out—COPD is mentioned third most frequently, by 49%. 

But as we consider condition-related targeting, Grace Hines, RT, 

MBA, corporate vice president of systems integration for Sentara 

Healthcare, a nonprofit health 

system comprising 12 acute 

care hospitals and more than 

100 sites of care throughout 

Virginia and northeastern North 

Carolina, reminds us about the 

interrelated nature of health 

problems. “As much as we know 

these conditions and how to 

control them,” she says, “you’ve 

got to get the diabetic patient or 

the heart failure patient engaged 

so they can be part of the solution. 

Often that means you’ve got to delve into behavioral health issues, too 

… because many patients have something preventing them from doing 

what they know is the right thing to do.” 

So, although only 39% of respondents say they have or expect to have a 

staff person assigned to coordinate the care of patients with behavioral 

health conditions, those involved in care coordination should expect to 

encounter a range of conditions, including behavioral health. 

A byproduct of targeting is that a small number of patients receive the 

attention of care coordinators, and a great number of patients are not 

“As much as we know these 
conditions and how to 
control them, you’ve got to 
get the diabetic patient or 
the heart failure patient 
engaged so they can be part 
of the solution.” 

—Grace Hines, RT, MBA

Analysis (continued)

http://www.hcmarketplace.com/care-coordination-premium
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Analysis (continued)

assigned to a care coordinator—they are on their own to coordinate care. 

That means that providers should do everything they can to foster patient 

engagement. Hines notes that Sentara has an outreach program that 

assigns quality assurance RNs to work with private practice physicians. 

“Quality RNs work with providers to identify aspects of care that can be 

better managed to improve quality and costs. They explore how best to 

use the tools and resources of the network to impact patient engagement 

for the vast number of patients not assigned to a care manager,” she says.   

Within the acute care environment, the highest levels of clinical 

integration are seen with outpatient primary care and specialty care (76% 

and 68%, respectively). Slightly more than one-third of hospitals (36%) 

and health systems (38%) are clinically integrated with skilled nursing 

facilities, a count that is bound to increase because relationships between 

acute care providers and SNFs are the focus of considerable attention due 

to readmission penalties. 

James Newbrough, president of OhioHealth’s Home Care Division, says 

that CMS data helped OhioHealth, which operates 11 hospitals and 

more than 50 ambulatory sites, notice how close per-patient outpatient 

spending is to per-patient inpatient spending. “The largest areas [for 

spending] were SNF and home health,” he says. “That probably was a 

trigger for a lot of people. The 

lowest-hanging fruit, the biggest 

opportunities we have to impact 

postacute spending, are SNF and 

home health.” 

The SNF environment can be a 

challenge for care coordination 

teams. According to Hines, “Even 

though it is extremely important 

to go to the right skilled facilities 

with the right skill sets and capabilities in order to keep that patient from 

being readmitted to the hospital, there’s a big gap in coordinated care. 

We’re finding that they have been understaffed and under-resourced. 

As a provider team, we’re going to have to figure out how to extend our 

reach and resources to work hand in hand with skilled nursing facilities 

to engage them in management of patients.” The survey results provide 

a perspective of the very gap Hines mentions. In spite of the industry’s 

attention to SNFs, only 22% of acute care organizations are deploying 

clinicians to skilled nursing facilities. 

Dayal acknowledges that healthcare leaders must examine where the 

borders with acute care are, not only with SNFs but also with community 

“The lowest-hanging fruit, 
the biggest opportunities 
we have to impact 
postacute spending, are 
SNF and home health.” 

—James Newbrough

http://www.hcmarketplace.com/care-coordination-premium
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Analysis (continued)

services. He asks, “Where does our responsibility end? Is making sure 

that someone is eating healthy and has access to food a healthcare system 

issue or a societal issue? When we start talking about a population, 

it’s not like a hospital saying that when somebody leaves they’re done. 

[Care is] so interconnected that it’s going to require some level of 

understanding of how the different components connect together and 

where one’s role ends and where the other’s begins.”

Indeed, although there is plenty of room for improvement among 

all settings, skilled nursing facilities occupy the bottom of the chart 

that displays how healthcare leaders appraise the strength of their 

organizations’ care transitions, with just 55% saying their care transition 

with SNFs is sufficiently strong, and 42% saying they are not sufficiently 

strong. Nearby on the bottom of the chart are care transitions with 

outpatient primary care (41% not sufficiently strong) and outpatient 

specialty care (43% not sufficiently strong). And that may be only part of 

the story. 

Newbrough cautions that not only should healthcare leaders consider 

the success of the transfers they know are occurring, but they must also 

develop a sense of whether their care continuum partners are, indeed, 

receiving the referrals they should. He uses palliative care as an example, 

noting that 64% of organizations report that their care transitions are 

sufficiently strong. “It could be that only one out of four patients who 

should be referred to palliative 

care or hospice are actually being 

referred,” he says. “Generally we 

don’t have a strong process for 

identifying these patients and 

getting them into those palliative 

care programs.” 

It’s Newbrough’s perspective 

that, generally speaking, 

transfers to palliative care are 

not recommended early enough, 

which results in longer-than-

necessary stays for patients in 

acute care and shorter lengths of stay in palliative care. 

Only 59% of respondents say their care coordination strategy accounts 

for the need to monitor or direct care even when care is delivered by a 

provider with which they have no affiliation. More than one-quarter 

(27%) do not take unaffiliated providers into account. Dayal observes, 

“I think we feel a tremendous desire to make sure that we are involved 

with the care coordination of people once they leave the confines of our 

healthcare systems. We are, however, challenged in doing this, because of 

data limitations as well as the social determinants of healthcare.”

“[Care is] so interconnected 
that it’s going to require 
some level of understanding 
of how the different 
components connect 
together and where one’s 
role ends and where the 
other’s begins.”

—Gaurov Dayal, MD

http://www.hcmarketplace.com/care-coordination-premium
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Analysis (continued)

Networks do not provide a complete answer. Dayal continues, “Although 

a principal benefit of narrow networks is that we have the opportunity for 

better care coordination—we remain challenged with coordinating the 

care for individuals who leak out of the network for care. The problem 

is that there is no source of aggregation of data, and as a result we don’t 

have a full picture of the individual’s care history.” 

Funding and aligning incentives. The lack of funding is included among 

the top factors thwarting industry advancement of care coordination, 

mentioned by 62% overall, and by 71% of respondents from health 

systems. More than half (52%) of physician organizations cite the lack of 

funding for care coordination, as well. Says Hines, “People want to say, 

‘I’m willing to make these changes, I’m willing to do these things, but I 

need some front-end payments.’ Many times it is the primary care office 

where the care coordinators need to be, and the physicians can’t afford to 

add those resources on their own.” 

It’s not just the up-front payments. There is the risk that success in 

care coordination will mean reduced fees for care provided. Hines says, 

“Extending the care continuum requires you to add resources. You’re 

adding resources and, at the end of the day, you’re getting paid less 

because you’re managing these patients better.”

Misaligned incentives, cited by 43% as being among the top three 

factors inhibiting the industry 

care continuum collaboration, 

is very much related to lack of 

funding.  According to Hines, 

“We have some situations where 

primary care doctors are, as they 

say, potentially making money off 

the backs of the ER docs and the 

radiologists and the specialists, 

who may not be involved in those 

programs. When that happens, 

there’s no incentive for those 

folks to work together. It’s like 

they’re working against each other. What we get into is competing 

business models.  

“As we in acute care are looking at skilled nursing facilities,” Hines says, 

“we’re sending fewer patients there; the patients we send there, we want 

them to have a shorter length of stay. That goes right in the face of how 

a SNF financial model works. While we see most patients in nursing 

homes staying the full length of time that their insurance allows, one 

could argue that some of those patients could have been transitioned 

sooner to home with home health. That doesn’t necessarily occur 

because of the economics.” 

“You’ve got to delve into 
behavioral health issues, too 
… because many patients 
have something preventing 
them from doing what they 
know is the right thing to 
do.” 

—Grace Hines, RT, MBA

http://www.hcmarketplace.com/care-coordination-premium
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Market pressure, driven by payers, might provide incentive to resolve 

such conflicts. Says Hines, “Payers are getting very creative with things 

like bundled payments. So market pressures can drive change, and cause 

people to really look at and align financial incentives.”

Targeting with analytics. Nearly half (46%) of healthcare leaders overall 

and 66% of those from health systems include analytics support among 

the care coordination elements most in need of enhancement in order 

to improve clinical outcomes. Analytics is not on the top of the list—51% 

include the quantity of care coordination personnel among the top three 

elements needing enhancement. But Hines suggests that when analytics 

are applied to focus the team’s activities, smarter staff assignments can 

optimize a valuable resource. 

“We in hospitals often keep adding more people, thinking that will help,” 

she says. “Instead we should use decision-support tools and analytics so 

we have the right people in the right place, and address staffing in a more 

thoughtful way.” 

Sentara used analytics to spot a difference between those covered by 

Medicare and those covered by commercial payers in terms of the 

conditions that are prompting ED usage. The older Medicare population 

has a high incidence of pneumonia, congestive heart failure, and chronic 

obstructive pulmonary disease. Among patients covered by commercial 

payers, on the other hand, the 

top two conditions for which 

patients were treated in the ED 

and released are chest pain and 

headaches. “What this teaches us,” 

Hines says, “is that one size does 

not fit all in care coordination. 

Each population needs to be 

assessed for opportunities, and 

resources aligned accordingly.”

Although patient monitoring 

equipment is included as an 

element in need of enhancement by only 29%, Dayal expects significant 

contributions in the future as technology allows providers to check 

patient status without requiring a personal visit. “If you’re able to 

take care of patients at home, either medically or from a nursing and 

care coordination perspective, that could have a lot of impact. I think 

monitoring technology is very early on in its development, but I think in 

the next few years we’re going to see tremendous advances there.”

Particularly in the SNF environment, Newbrough sees lack of 

funding holding back broader application of remote monitoring and 

telemedicine. Only 16% of hospitals and health systems have deployed 

Analysis (continued)

“As a provider team, we’re 
going to have to figure out 
how to extend our reach 
and resources to work hand 
in hand with skilled nursing 
facilities to engage them in 
management of patients.”

—James Newbrough

http://www.hcmarketplace.com/care-coordination-premium
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telemedicine stations at SNF locations, and just 12% have deployed 

remote monitoring equipment to improve care collaboration with 

SNFs. “Nobody is paying for that,” he says. “In some cases, readmission 

penalties are not enough to really drive significant behavioral changes. 

When you start to see financial drivers, I think you would see a 

proliferation, because it makes a lot of sense.”

Two-thirds (66%) of leaders from health systems and half (50%) from 

hospitals expect that the greatest clinical outcome improvements over the 

next three years will come from outpatient care coordination activities. 

Says Hines, “The ambulatory piece is critically important. All eyes have 

been on hospitals for a very long time. Getting outpatient, including 

physician practices, engaged in care coordination and in outcome 

improvement is really where the next focus needs to be for all of us.” 

Who’s in charge? Who’s going to say no to primary care as the principal 

care coordinator? Only a few, it turns out. Overall, 87% of those with 

a care coordination strategy say their strategy takes into account the 

role of primary care physicians in directing overall patient health. Says 

Dayal, “Almost 90% think that primary care should be doing more care 

coordination [Figure 7], but on the other end, only 53% of people say 

they’re actually doing it [Figure 1]. So I think there’s a big mismatch. 

Who’s going to argue that your primary care doc should not be your care 

coordinator? But is that practical? 

Everything always falls on the 

primary care doctors’ shoulders 

and they are saying, ‘I can’t do 

this, especially not for free.’ ”

Care coordination tends to be 

most intense where it is needed 

most. For example, the transfer 

of a high-need patient from one 

part of an acute care facility to 

another, such as from operating 

room to postop or intensive care, 

earns a lot of attention. Patient 

discharge is another rigorous care 

coordination activity. 

One reason that care coordination 

is seeing increased attention is the 

set of actions that CMS is taking 

to prompt an industry shift to value-based care. Shared savings programs 

involving bundled payments provide a rationale for coordinated care, for 

example. Penalties for readmissions sensitize the industry to the role of 

Analysis (continued)

“I think we feel a 
tremendous desire to make 
sure that we are involved 
with the care coordination 
of people once they 
leave the confines of our 
healthcare systems. We 
are however, challenged 
in doing this, because of 
data limitations as well as 
the social determinants of 
healthcare.”

—Gaurov Dayal, MD
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postacute care facilities in patient recovery. And HCAHPS now collects 

data about whether patients received information about what to do during 

their recovery at home, and their degree of agreement about whether they 

understood their care when they left the hospital. Such activities help 

providers learn what works, and also learn what areas need attention. 

For instance, once providers along the care continuum begin to share 

responsibility for patient health, we expect that electronic health 

record compatibility and portability will become more important.  

Organizations will depend on analytics to help them match care 

coordination staff with patients. Effective transfers depend on 

knowledge of the capabilities of the receiving provider, so networks are 

emerging that foster closer collaboration. 

Although the practice of care coordination often is emerging from an 

acute care setting, it may not be the hospital’s role to be the principal care 

coordinator. Because the ultimate objective is to improve health, care 

coordination will likely expand from patients most in need to include 

those seldom in need. 

“Luckily, in a given year the vast majority of us never go to the hospital 

and never have to,” Dayal says, “but we still require healthcare services 

and we require healthcare maintenance.” Care settings such as medical 

offices, wellness clinics, and primary care clinics, “are much more 

involved with population health than hospitals,” he says. “A hospital 

is an acute care setting—it’s not really meant to be a care coordination 

venue. That should be happening well before somebody walks into the 

hospital.” 

Michael Zeis is senior research analyst for HealthLeaders Media. He may 

be contacted at mzeis@healthleadersmedia.com.

Analysis (continued)
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FIGURE 4   |   Challenges in Care Continuum Collaboration

Q | What are the top three challenges your organization faces in developing and extending care continuum 
collaboration? (Among hospitals and health systems)
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to dig deeper.

DATA SEGMENTATION
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Indicates the role of the respondent in 
making purchasing decisions   

Indicates the total dollar amount the 
respondent influences  

FIGURE 4 (continued)   |   Challenges in Care Continuum Collaboration

Q | What are the top three challenges your organization faces in developing and 
extending care continuum collaboration? (Among hospitals and health systems)
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FIGURE 5   |   Elements Needed to Improve Clinical Outcomes

Q | Of the following care continuum coordination elements, which three are most in need of enhancement to improve clinical 
outcomes for your organization?

DATA SEGMENTATION
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