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Objectives  

ÅWhat do patients know after clinical encounters? 

ÅWhat are key motivators and characteristics of a 

successful ñafter hospital care plan?ò 

ÅWhat are patient characteristics of patients who 

engage or do not engage? 

ÅHow do we engage patients so they can learn 

what they ñneedò to know? 



True/False  

1. Older patients can recite their medications at the time 

of discharge. 

2. Hospitalized older patients can interpret a simple 

prescription label (ñtake two at bedtimeò). 

3. Caregivers positively influence patient engagement. 

4. Hospitalized older patients are eager to learn what they 

need to know to keep from getting re-hospitalized. 

5. Older patients generally feel theyôll recover to baseline 

when they are discharged 

 



Top Ten Facts  

1. Many older patients have a low level of health literacy 

 

 

 

 

 

 

 

 

 



Health Literacy is Low  

ÅHow do we know? 

ïMedication errors are as likely due to prescriber error 

as user error 

ïRe-hospitalization can be dramatically reduced with 

simple non-medical (common-sense) education (next 

slide) 

Å(as well as with medical interventions) 

ïAnd, we studied ité 



State of the Art  

ÅPatient communication improves satisfaction 

ïBoulding et al, 2011 

ïColeman et al, 2005 

ÅPatient communication improves outcomes 

ïReadmissions 

ïBoulding et al, 2011 

ïColeman et al, 2006; Voss et al, 2011 

ïJack et al, 2009 

 
Boulding, W., S. W. Glickman, et al. (2011). Am J Manag Care 17(1): 41-48. 
Coleman, E.A., E. Mahoney, C. Parry (2005).  Med Care 43(3):246-245. 
Coleman, E. A., C. Parry, et al. (2006). Arch Intern Med 166(17): 1822-1828. 
Jack, B. W., V. K. Chetty, et al. (2009). Ann Intern Med 150(3): 178-187. 
Voss, R., R. Gardner, et al. (2011). Arch Intern Med 171(14): 1232-1237. 



Coleman:  

Care Transitions Intervention 

(CTI) 

THE FOUR PILLARS  

1.Use a personal health record (PHR) to self-manage 

2.Perform med reconciliationΤ ƪƴƻǿ ǿƘŜƴ ǘƻ ŀǎƪΧ 

3.Schedule / keep a follow-up visit within 7 days  
of hospital discharge 

4.Recognize / get help for óred flagsô symptoms 
 

Ą In an RCT: >30% reduction in readmissions 

Coleman, E. A., C. Parry, et al. (2006). Arch Intern Med 166(17): 1822-1828. 
 



A Closer Look  
Coleman Patient Coaching 

The ñCare Transitions Interventionò 

ÅCoaches work 1:1 with hospitalized patients, 
following them for 30 days after discharge 
VTwo in-person visits (hospital and home/SNF) 

VTwo phone calls 
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Population: 
Readmissions 
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Target Population 
(N=23,942) 

Not Approached 
(N=22,054) 

Approached 
(N=1,888) 

Declined 
(N=846*) 

Consented 
(N=1,042) 

Lost to Follow-Up 
(N=675*) 

External Control 
(N=14,514*) 

Internal Control 
(N=736) 

Intervention 
(N=257*) 

*Excludes those discharged to a SNF or deceased within 30 days 



Results 
Readmissions 
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ÅUnadjusted readmission rates: 

External control: 20.0% 
Internal control: 18.6% 
Intervention: 12.8% 

ÅAdjusted odds of readmission (compared to external control): 

Internal control: AOR: 0.91, 95% CI: 0.68-1.22 
Intervention: AOR: 0.61, 95% CI: 0.42-0.88 

 

 

 

Voss, R., R. Gardner, et al. (2011). Arch Intern Med 171(14): 1232-1237. 
 



CTI is Effective  

ÅWe concluded that CTI can be effective in a Medicare 

FFS population 

 

 

ÅBUT, note that of the 1,888 approached, only 257 got the 

intervention 

ï846 said no at the time of offer 

ï675 declined at the time of the home visit scheduling or were lost 

to follow-up 



Coaching Barriers  
(Think PDSA) 
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ÅThe CTI relies on activating  patients to advocate for their 
own health, making it important to identify those patients 
most capable of self-management. 

ςLess likely to benefit patients who are not or cannot currently be 
activated to a certain level of readiness to act 

 

ςCan we tell who will not be activated before 
offering the intervention? 

ςIƻǿ ŘƻŜǎ ƻƴŜ άŀŎǘƛǾŀǘŜ ŀ ǇŀǘƛŜƴǘΚέ 

 
 

 



Coaching Barriers  
Methods 
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ÅWe hypothesized that patients answers to 
coaching barrier questions would be predictive of 
patients  likelihood to  
  (1) agree to  being coached, and  
  (2) benefit from coaching. 

ςIdentifying these patients is important for efficient 
resource allocation in CTI implementation 

ÅFrom October 1, 2010 through April 30, 2011, 
coaches implemented the screening tool with 259 
hospitalized Medicare FFS patients. 

 

 

 



Coaching Barriers  
Methods 
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Adapting questions from validated instruments, we 
administered a screening tool to approached patients: 

1. In the last week, how often have you felt that you are unable 
to control the important things in your life?  

2. In the last week, how often have you felt that difficulties were 
piling up so high that you could not overcome them?  

3. How sure are you that you can go back to the way you felt 
before being hospitalized? 

4. Even if you have not made any decisions, have you talked with 
your family members or doctor about what you would want 
for medical care if you could not speak for yourself? 



 



Å5.  How many times a 

day should someone 

take this medicine?  
 

 



Discussion 
Barriers 
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ÅOur results find meaningful differences in intervention consent 
and acceptance based on screening question responses. 

ÅThere are several opportunities: 

ςThose who fail  are likely under-represented in RCTs 

ςAdditional analyses are necessary to evaluate the association 
between the screening questions and readmission 

Bottom line:  

Screening tools may identify patients likely to  
accept and complete interventions, such as coaching,  

providing valuable insight to target such interventions.  

 

 

 

 

 

 

 

 



Top Ten Facts  

1. Many older patients have a low level of health literacy 

2. Confusion to simple questions can identify individuals 

who may not understand instructions for taking 

medications correctly. 

3. Confusion to simple questions helps identify individuals 

who are less likely to accept or adhere to recommended 

CTI 

4. Many ñsimpleò questions and tools have not been 

validated in an older cohort of individuals: be careful 

what you pick in your setting. 

5. Non-medical education can improve health literacy  

and reduce readmission.  

 

 

 

 

 

 

 

 

 



Observations in the Field  

ÅWe cognitively tested our screening questions in 

average 80 year old residents living in an 

assisted living facility. 

ïñHappy faceò pain scale failed cognitive testing! 

ïFive point Likert scales failed cognitive testing.   

Ą We adjusted our scales and cognitive tests to three 

items, eliminated the pain question 



Whatôs in the syringe? 

ÅOur coaches included nurses, social worker, CNA and a 

non-health care worker with English as a second 

language 

ÅTraining was to teach patients or their caregivers the four 

pillars, but not  to do things for the patient 

ïPatient/caregiver required to: 

Å/ƻƳǇƭŜǘŜ ŀ tIw ǿƛǘƘ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŦƻǳǊ ǇƛƭƭŀǊǎ 

ÅWrite in their own hand 

ÅRecognize areas of confusion as red flags (in 
medications, problem list, how to connect) 



Caregivers Matter ! 

January 1, 2009 ï June 30, 

2010 

Target Population 
(N=2,747) 

Consented 
(N=1537) 

Intervention 
(N=573) 

Patient Coaching 
(N=357) 

Caregiver Coaching 
(N=216) 

Lost to Follow-up 
(N=964) 

Declined 
(N=1210) 



Top Ten Facts  

1. Older patients may be less health literate 

2. Confusion can identify individuals at risk for failing to adhere. 

3. Confusion to simple questions can identify individuals who may resist 

coaching or a home visit. 

4. Choose a validated screening tool appropriate for the age of the 

patient. 

5. Non-medical education can improve health literacy and reduce 

readmission.  

6. Caregivers can be pivotal in getting an effective 

intervention accepted. 

7. That coaching works points to a provider and system-

level defect 

 

 

 

 

 

 

 

 

 



Coaching Points to 

Defect  

ÅWhy donôt patients already know: 

ïTheir main conditions 

ïTheir medications, how for what to take them  

ïThe warning signs (red flag) to prompt for help  

ïHow to translate a red flag to a timely appointment 

ÅWhy didnôt we know that they didnôt know? 



How to Reverse this 

Without  

ñDoing Moreò 

ÅWhen did we fail to teach our patients this 

ïCulture of care 

ÅPace of visit 

ÅFee for service 

Åά/ŀƭƭ фмм ƛŦ ǘƘƛǎ ƛǎ ŀƴ ŜƳŜǊƎŜƴŎȅέ όŘƻƴΩǘ ōƻǘƘŜǊ 
me if your sick) 

ïAsk back vs. write back 

ÅFail to verify what our patients know 



Top Ten Facts  

1. Older patients may be less health literate 

2. Confusion can identify individuals at risk for failing to adhere. 

3. Confusion to simple questions can identify individuals who may resist coaching or a 

home visit. 

4. Choose a validated screening tool appropriate for the age of the patient. 

5. Non-medical education can improve health literacy and reduce 

readmission.  

6. Caregivers can be pivotal in getting an effective intervention 

accepted. 

7. That coaching works points to a provider and system-level defect 

8. Regular care can incorporate tenets of coaching 

 

 

 

 

 

 

 

 

 



The Vision  

A healthcare system where discharged patients: 

ïunderstand their conditions and medications, 

ïknow who to contact with questions (and when), 
and 

ïare supported by healthcare professionals who 
have access to the right information, at the right 
time. 



RECONSIDER THE 

PATIENT ENCOUNTER 

ÅShifting from ñPatient-Centeredò to ñPatient-Directedò 

care 

ÅChanging care: 

ïAlways events at med pass 

ïWhite board or clipboard as worksheet for the PHR 

ïAlways events as to using the patientôs words on PHR or PHR 

worksheet in the conversations 

ïAlways event that patients must have a completed PHR in their 

own hand or that of their caregiver upon discharge from the 

hospital or at the physician encounter.   

ïAlways event that PHR is reconciled by provider at time of 

discharge, and by PCP at last annually. 



Top Ten Facts  

1. Older patients may be less health literate 

2. Confusion can identify individuals at risk for failing to adhere. 

3. Confusion to simple questions can identify individuals who may resist coaching or a 

home visit. 

4. Choose a validated screening tool appropriate for the age of the patient. 

5. Non-medical education can improve health literacy and reduce 

readmission.  

6. Caregivers can be pivotal in getting an effective intervention 

accepted. 

7. That coaching works points to a provider and system-level defect 

8. Regular care can incorporate tenets of coaching 

9. Patients and caregivers respond to their own priority list 

10. Providers need to value the PHR (or patient voice) 

 

 

 

 

 

 

 

 

 



Value the Voice  

ÅDuring the patient encounter, inquire about the PHR (or 

make it an expectation that the patient Always have one 

ÅEncourage the PHR as a place to take notes to ñask the 

doctorò 

ÅInquire about patient priorities during the encounter 

(value the patient) 

ÅUse patientôs words in discussion the medical issues 

(along with medical terms) 



 



In Rhode Island  

ÅBlue Cross has developed a calling program to 

discharged patients in the days after they go home. 

ÅNeighborhood RI has developed a coaching program for 

some Medicaid recipients 

ÅBeacon Community deploy coaches in the Coleman-

style 

ÅADRC grant has coaching activity at senior centers 

ÅRhode Island hospital is deploying a white board to park 

work-sheet elements of the PHR for hospitalized patients 

Åé etc.,  



Summary Top Ten Facts  

1. Older patients may be less health literate 

2. Confusion can identify individuals at risk for failing to adhere. 

3. Confusion to simple questions can identify individuals who may 

resist coaching or a home visit. 

4. Choose a validated screening tool appropriate for the patient age  

5. Non-medical education can improve health literacy and reduce 

readmission.  

6. Caregivers can be pivotal in getting an intervention acceptance. 

7. That coaching works points to a provider and system-level defect 

8. Regular care can incorporate tenets of coaching 

9. Patients and caregivers respond to their own priority list 

10. Providers need to value the PHR (or patient voice) 

 

 

 

 

 

 

 

 

 



True/False  

1. Caregivers positively affect intervention 

acceptance rate 

2. Confusion is a marker of at-risk behavior 

3. Simple health education can reduce 

readmission rate 

4. Coaching can be done ñanywhereò  

5. Coaching ñany styleò is effective 


