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Interview with Eric Coleman:

Transitions from one care setting to another aguently stressful and challenging for patients thed
families. To address this problem, especially m $btting of a hospital discharge to home, Dr. Eric
Coleman developed the Care Transitions Interventqatient-centered coaching intervention desigoed
help patients and their families manage their itmmsand care coordination successfully. Inforiowat
about the Care Transitions Intervention is avaéain the web awww.caretransitions.otg

In October 2007, Leslie Kernisan (LK) interviewedcEColeman (EC) about the Care Transitions
Intervention, what makes a good coach, and howhingean help patients receive more coordinated and
comprehensive care.

LK:  Can you briefly describe the Care Transitiontgeftvention for our readers?

EC: The Care Transitions Intervention is a selkaaodel which explicitly recognizes the significant
amount of work that patients and caregivers doamawging their transition from the hospital to tlestn
setting of care. They are, in fact, the sileneaayordinators. To develop our model, we firstdrarted
gualitative research to better understand the expes that older adults and their caregivers wakanly
post-hospitalization. We wanted to have older tsdelach us what they needed during a transition.

Based on that qualitative research, our first stap to identify the skill set needed for the pdtten
feel comfortable with their transition. We decidedocus on four particular skills: 1) having thatient
develop a system for keeping track of and takimgr thnedications; 2) having the patient understéuedt t
symptoms and know what to do about them; 3) hathegoatient take ownership over key elements of the
medical history and share these with the diffepeoviders they encounter, and 4) enabling the pate
arrange follow-up appropriately.



The next step was to develop an appropriate vetoateliver these skills to patients for which we
incorporated a Transitions Coach. Our interventionsists of coaching the patient in these stillsr the
4 week period post-hospitalization. The intervemttonsists of one home visit shortly after disgkaand
at least 3 phone calls to the patient. The Trams€oach’s emphasis is not on directly managirg th
transition or providing skilled nursing servicest bather on helping the patient and/or the caexgiv
develop those 4 key skills that can enable a patiesuccessfully manage their own transition.

LK:  How does this intervention compare with oth#osds that have been made to improve transitions
and care coordination?

EC:. We’'ve been very fortunate to be able to bugdmuthe work of colleagues who had already done
some very important work on transitions.

We explicitly made our model low-cost and low irgdgpn We initially tested the model using both
registered nurses and advanced practice nursemeles. There are many good ways to improve
transitions. Our model has really tried to emptagimpowering the patient to manage their careerat
than case-managing the transition. Our goal ip&bients to continue to be successful in manatiian
care, even months after the coach is no longeyuaht with them.

LK:  What makes a good coach, and how do you reand train coaches?

EC: As we have partnered with many of the natiteesling health care systems in disseminating the
model, we have moved away from delineating theipeeaitials that should follow the name of the coa
and now are emphasizing “key attributes” of coachBEse most important quality the coach needs t@ ha
is the ability to encourage the patient and/or giaez to do as much as possible independentlys Gémn be
harder than it seems, since most of us in heakhaa trained to be “doers” rather than “enablei@ie
coach also needs to have some experience in hgdpiignts communicate their needs to differenttheal
care professionals. Finally, although we don’tcsyea professional background for the coach, thech
does need some competence in medication revieweaodciliation, so as to be able to teach the phtie
those skills as well. As such, in addition to ms$;ssome of our partners are using social workeosher
retired health care workers.

We currently recommend a 1.5 day training progi@ntoaches. We really try to encourage our
partners to not make coaching an add-on to some@xésting responsibilities, as we feel the codaiukl
have time explicitly dedicated to this job.

LK:  You see geriatric patients in an outpatienticli Have you considered using some variant of you
coaching intervention for your clinic patients?

EC: We haven't yet specifically applied a coachimgrvention to clinic patients, although we’ve
considered the possibility of using coaching tehesome self-care transition skills in the contebgroup
ambulatory visits.

LK:  You also developed a Care Transitions Measaii®jtem patient survey that reflects how well a
hospital has prepared the patient for discharge.

The 3-item Care Transitions Measure:
1. The hospital staff took my preferences and thosayfamily or caregiver into account in decidingatimy
health care needs would be when I left the hospital



2. When | left the hospital, | had a good understagaifithe things | was responsible for in managing
my health.

3. When | left the hospital, | clearly understood phgpose for taking each of my medications.

The CTM has been endorsed by the National Quatitym. Widespread adoption and reporting of
this measure has the potential to significantlyriowe the way hospitals prepare patients for digghar
These questions could also be adapted to primaeysedtings.

Have you considered developing a similar shonesuthat would provide a patient-centered
assessment of how well a primary care practiceri@rgg their patients?

EC: That's another good idea that we haven'thaet a chance to work on. It's a timely topic sittoe
NCQA (National Committee for Quality Assurancejvusrking on developing qualifications for the medica
home. There is certainly a need for better measofreambulatory care and of care coordination, and
starting with qualitative assessments of patiemgds can be very valuable.
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