Elaine’s Story
The following is based on real-life circumstances and experiences.  Elaine’s story shows the need for projects like “Having their say & Choosing their way: helping patients and caregivers move from hospital to ‘home.’”

Elaine is an 86-year old widow who until recently lived alone in her 2-bedroom apartment in Kincardine, ON. Long retired, she kept busy with crossword puzzles and daily walks to the post office. Winter months were long and lonely since her grown children in London and Toronto visited less often and her 16 grandchildren scattered across the continent didn’t visit at all. In addition to the loneliness, the dry winter air worsened Elaine’s emphysema.  

Last winter, Elaine had a heart attack and after a visit to the local emergency department was admitted to the 
medical unit for observation. Following her hospitalization, she returned home but not to her daily walks. She 
tired quickly and her family soon realized she was also losing her short-term memory. The following autumn, 
Elaine slipped into a deep depression. One November morning, she was confused and couldn’t remember which 
medication she had taken, so she took a double dose. Over the next two days, delirium set in, and, at the urging 
of her son who called from Toronto, she ended up again in the local ED. She was admitted to the medical unit 
and after six days, her emphysema was brought under control.

Elaine’s daughter Janet came from London to be with her mother. During one visit, the physician 
raised the 
question of whether it was safe for Elaine to return home alone. The physician explained that Elaine’s now 
dramatic short-term memory loss and her inability to manage medication could lead to problems with her 
emphysema. Elaine’s health had stabilized, but she required ongoing nursing – not hospital – care.  
The physician asked the hospital discharge planner, Beverly, to meet with Elaine and her daughter to discuss her options. Beverly met with Elaine alone later that week to discuss long-term care homes and other retirement home options. Elaine wished to live in her apartment if at all possible. She didn’t want to leave her friends in Kincardine, and she definitely did not want a new home.  Elaine needed help understanding what decisions had to be made so she asked Beverly to explain the options and timelines to her children. 

Over the following weeks, Janet made six trips from London to Kincardine to talk to Beverly about what options were available to her mom. It was not safe to return home, even with home care support. Meanwhile, Janet received a letter from the hospital regarding the need to discharge her mom. She was told she needed to find other accommodation quickly, or some of the costs of staying in hospital may have to be paid. Janet had no idea where to start. The discharge planner was helpful, as was the case manager from the community care access centre, and their family physician. But there were many people involved, and it became confusing. Each person asked for information about her mom. Each person also gave their own thoughts about what she might want to consider – location, services, costs, activities, or their own personal experience. 

Janet drove around to many retirement homes and nursing homes, trying to arrange times for a tour. Determining costs, services, and location was tiring; Janet struggled to weigh all the options. Eventually she selected a retirement home in Kincardine for her mom and purchased extra nursing care that she and her brother would help pay for. A friend of her mom’s lived in the home, and had very good things to say about it. Elaine’s family hoped they made the right choice and that their mother would be happy there.
Elaine’s story is very common in Ontario. With an aging population, seniors are living alone more than ever, and as their health diminishes, visits to the hospital become likely.  These visits usually require a short period of time to stabilize the person’s condition. It often takes longer, however, to provide reliable, consistent information that will help patients and caregivers chose and satisfactorily sort out the services and care required when they return ‘home’ – wherever that may be. This is a communications, co-ordination and resource challenge for all health-care and service providers across the continuum of care, and requires changes in culture, practice and policy. 
