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Care managers help senior patients in transition

Special to the OBSERVER
ERBY — Shortly after
DMi]lie S. returned home
from the hospital, she had a
visitor. A Community Concern care
manager paid a visit to the 91-year-
old widow, who lives alone, on how
she can avoid a repeat trip to the
emergency room. The two sat at her
kitchen table, took out all her pill
bottles, 10 in all, and discussed what
each pill was for and how to take
them. They explored what symptoms
to look for and what to do if she
experiences a reoccurrence of con-
gestive heart failure.

‘At the first sign of your ankles
swelling, what are you going to do?”
Dawn Abramowski asked.
Abramowski is a care manager for
the Senior Care Management
Program at Community Concern of
WNY. “And if you don't get an
appointment with your doctor right
away, what are you going to do?”

Commonly, patients are on their
own between the time they are dis-
charged from the hospital and their
first doctor’s appointment. They
might have assistance from a family
member or a home care agency. But,
all too often, seniors are left by the
health care system to fend for them-
selves at home. Research shows that
during this transition, from hospital
to home, frail, elderly people are yul-
nerable to potentially life-threaten-
ing medical errors and other prob-
lems because there is little continuity
of care in the U.S. healthcare system.

Community Concern of WNY is
making the transition a smooth one
for seniors. The new service is part
of an initiative sponsored by the
Community Health Foundation of
Central & Western New York called
The Quality Improvement
Collaborative: ~ Improving Care
Transitions aimed at improving tran-
sitions as frail elders move from one
care selting to another:

The idea of using transition coach-
es is the brainchild of Dr. Eric
Coleman, a geriatrician at the
University of Colorado at Denver.

About 77 hospitals and other health-
care organizations nationwide are
using transition coaches. Coleman is
serving as a consullant to
Community Concern. “Healthcare
professionals align themselves with
Institutions or settings,” Coleman
said. “It is rare for any health care
professional to cross boundaries
with the patient.”

Confusion about medications is
one of the biggest problems elderly
patients encounter when they go
home from the hospital, he said.
That’s because they get a list of med-
ications from the hospital, in addi-
tion to all the old prescription drugs
they had at home.

“Confusion leads to possible
errors and errors lead to harm and
going back to the hospital again,”
Coleman said,

He did a study showing more than
14 percent of clderly patients experi-
enced medication discrepancies after
being discharged from the hospital.
Transition coaches help patients rec-
oncile all their drugs.

Another problem for recently dis-
charged is scheduling appointments
for follow-up care. Most elderly dis-
charged patients should be seen by
their doctor within a week, Coleman
said. When they call, however, the
receptionist often tells them they
must wait five or six weeks for
appointments.

“Many older people, bless their
hearts, are sometimes a little too
tespectful,” said Coleman,

Transition coaches teach patients
how to be more assertive getting in
fo see the doctor sooner. Community
Concern’s Senior Care Management
Program is among the first in Erie
County to offer the transition coach-
ing to seniors,

Jerry  Bartone, Community
Concern’s executive director, says
that insurance companies and tax-
payers are the beneficiaries when we
are more successful treating chronic
illnesses outside the hospital.
“Coleman’s studies show patients
who get coached are significantly

less likely to be readmitted up tq five
months after they receive coaching.
His research also estimates that for
every 350 patients who get coached,
their healthcare costs are reduced by
about $300,000. If all seniors in
Western New York with chronic con-
ditions were offered transition

coaching, the savings could be in the

tens of millions in Medicaid and
insurance dollars per year.”

Community Concern expects to
offer coaching to 300 seniors per
year who live in the Southtowns.

“Transition Coaching is different
from home care because it focuses
on teaching patients how to manage
their care during vulnerable transi-
tions,” according to Bartone. “Plus,
we find that many seniors need the
other services. For seniors who are
lonely, we can match them with a
volunteer to play cards with. Some
seniors have difficulty maintaining
their home, We offer a CarePanion to
help them keep their homes clean
and free of hazards that cause falls.
We can link them to home-delivered
meals if they are struggling to main-
tain a special diet on their own.”

Community Concern of Western
New York Inc. has partnered with
the TLC Health Network to focus on
medication iliation ~ and
improve the successful discharge of
frail elders from TLC facilities to
home.

“This was a natural fit for our
organization, given that we serve
over 600 frail elderly people through-
out Southern Erie County, annual-
ly,” Bartone said. ‘As a person ages,
his or her lifestyle changes and we
are the organization where the frail
elderly and their families have
turned to for assistance for over 35
vears. And, this model is one of the
best of evidence-based best practices
in case management services to the
elderly. Our challenge will be to
maintain this vital service after the
grant expires. I am confident the
municipalities we serve, businesses,
neighbors and family members will
support this service.”
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