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ABSTRACT
Background: Transitions in care following discharge from hospital to home have been identified
as a period during which patients are more likely to experience adverse events or medical
errors and rehospitalizations. Researchers have developed and tested several interventions
aimed at improving outcomes and reducing rehospitalizations. These efforts have focused on
urban populations, however, and their findings may not generalize to rural areas where
residents experience significant disparities in access to health care and community supports
that may influence outcomes.
Objectives: The specific aim of this research was to ascertain rural patients’ actual experience
of the discharge planning process (phase 1), and to involve patients and rural providers in
designing and testing a contextually appropriate enhanced intervention to improve patient
outcomes and reduce rehospitalizations (phase 2).
Phase 1 Methods: Rural patients and other stakeholders engaged in a structured process to set
a program development agenda for improving discharge planning and rural transition
processes. Working with researchers, the 5-member patient design team (PDT) developed a
patient-centered survey questionnaire.
Phase 1 Results: A total of 514 patients (57%) living in 4 rural counties responded to a mailed
survey. Respondents reported difficulties getting services locally, challenges in dealing with the
medical system, problems with finances, a lack of local follow-up, and a lack of coordination
between the regional referral hospital (RRH) and local providers. Patients reported receiving
only 55% of rural transition services applicable to their situation. Overall, 28% of responders
reported ≥1 hospital readmissions to the RRH, and 18% reported ≥1 readmissions to other
hospitals.
Phase 2 Methods: We engaged the PDT and other stakeholders in designing and testing an
enhanced discharge planning and rural transition support model. This model added several
components to the established protocol (eg, Rural Transition Needs Assessment linked to a
community resource bank, transition planning, and support provided by local community
transition coordinators located at local critical access hospitals). Our primary hypothesis was
that patients who received the enhanced model would report fewer hospital readmissions than
patients who received standard discharge planning up to 30 days postdischarge.
Phase 2 Results: A total of 127 patients participated in an effectiveness trial using a quasiexperimental design; 77 participated in baseline conditions, and 50 participated in the
intervention. Participants in the intervention reported addressing 114 of 124 needs (92%) and
completing 91% of discharge orders. Analysis showed that patients in the intervention group
reported fewer rehospitalizations than those in the baseline group at 3 days (−0.98; 95% CI,
−2.23 to 0.04; P = .030), 7 days (−0.91; 95% CI, −2.01 to 0.00; P = .025), 14 days (−0.74; 95% CI,
−1.67 to 0.07; P = .037), 21 days (−0.92; 95% CI, −1.85 to −0.13; P = .011), and 30 days (−0.62;
95% CI, −1.45 to 0.12; P = .050) after discharge. However, we did not find a statistically
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significant difference in the proportion of patients reporting ≥1 rehospitalizations or emergency
department (ED) visits.
Conclusions: Engaging rural patients and stakeholders in the design of an enhanced discharge
planning and rural transition support model produced a viable program. However, this
application of the model produced only a minimal reduction in the number of rehospitalizations
and no change in ED use or patient function.
Limitations: First, these data come from 1 rural catchment area served by 1 RRH. They may not
reflect rural conditions broadly or hospital services provided by other institutions. Second, the
primary measures of hospital utilization are self-reported by patients and may be inaccurate
due to recall error. Nonetheless, self-reported hospital utilizations had the advantage of
capturing hospitalizations in >1 facility. Third, this rural sample is a relatively small one. Fourth,
several of the statistical tests performed involved multiple comparisons, and some of the
significant findings reported may be due to chance.
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BACKGROUND
Transitions in care following discharge from hospital to home have been identified as a
period during which patients are more likely to experience adverse events or medical errors.1,2
Although discharge planning is intended to facilitate these transitions, the process has been
described as fragmented and uncoordinated.3 Inadequate discharge planning contributes to
poor health outcomes, patient dissatisfaction, and rehospitalization. In some instances,
hospitals may be penalized for such rehospitalizations.4
In recent years, researchers and practitioners have developed several interventions
aimed at reducing hospital readmissions. For example, the Re-Engineered Discharge (Project
RED) study used engineering systems analysis methods to assess the discharge planning process
and design a multicomponent intervention aimed at reducing costs and postdischarge
hospitalizations in a large urban health care system.5 In a randomized controlled trial, Project
RED found up to 30% reduced hospital readmissions, increased adherence to medical follow-up,
and reduced cost. Such results are promising, but the project creators acknowledge that their
findings may not generalize to rural areas. Further, most discharge planning research has been
conducted from a systems perspective. Accordingly, additional patient-centered discharge
planning research is needed to address rural issues.
Residents of rural and frontier counties experience significant disparities in health care
access and outcomes when compared with their counterparts who live in metropolitan areas.6-8
One study found a rural-mortality penalty, a disparity in annual metropolitan and
nonmetropolitan age-adjusted mortality per 100 000.9 Rural health analysts argue that sparse
populations are unable to support local services and that travel to distant services presents
additional barriers to access.10,11 The lack of formal medical services, combined with higher
occupational hazards, elevated risk for depression and other mental illnesses, and lower
income levels, contributes to disparities in rural health outcomes.12 Research has also shown
that individual and community factors play an important role in hospital utilization rates
postdischarge.13,14 The transition from a major urban hospital back home to a small town or
rural area can also become problematic given that most standard discharge planning protocols
5

do not readily accommodate the limited access to affordable pharmacies, primary care,
rehabilitation, specialty care services, or community health supports in rural areas. 15
Disability researchers conducted 3 national concerns surveys to explore issues of
importance in the transition from inpatient rehabilitation hospitals to independent living in
rural communities from the perspective of patients with multiple chronic conditions, hospital
discharge planners, and rural community service providers.16,17 Findings showed that it was very
important to rural patients that a home-care program was in place when they were discharged.
These data indicated, however, that rural patients were largely dissatisfied with their homecare program planning. Although such studies have provided insights into the care transition
priorities and needs of rural residents, little is known about the process of planning for
discharge or patients’ actual experiences transitioning home to rural communities from
regional referral hospitals (RRHs). The specific aim of this research was to ascertain rural
patients’ actual experience of the discharge planning process, and to involve patients and rural
providers in designing and testing a contextually appropriate Rural Options at Discharge Model
of Active Planning (ROADMAP) that improves patient outcomes and reduces rehospitalizations.
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PARTICIPATION OF PATIENTS AND OTHER STAKEHOLDERS
Recent trends in research methodology suggest that involving patients and other
stakeholders in the research process protects findings from threats to their social validity—the
extent to which end-users judge research products as relevant—much as other research
designs protect against threats to internal and external validity.18 This project began as part of
an effort to organize a broader research collaboration between St. Patrick Hospital (SPH) in
Missoula, Montana, and rural behavioral researchers at the University of Montana.
Representatives from the hospital and the university held weekly meetings for a year to discuss
critical issues facing rural patients and providers. This group noted that half of the patients
treated at the hospital came from small towns and rural communities in the region. That group
chose to focus on discharge planning and patient transition back to rural communities.
Researchers recommended using the Concerns Report Method (CRM) as a rigorous
framework for involving intended beneficiaries (ie, patients) and other stakeholders (ie, service
providers) in the research process. The CRM involves beneficiaries and stakeholders in
identifying outcomes of interest and designing solutions for improving systems performance.
Originally used in neighborhood development,19 the CRM has been applied widely to set lowincome action agendas,20 nursing home transitions research agendas,21 research agendas for
rural independent living programs and rehabilitation hospitals,22 and agendas for mental health
patients.23
Briefly, the CRM may be divided into 2 phases, as seen in Figure 1. The first phase
involves stakeholders (eg, patients and providers) in assessing a system’s current operation and
designing solutions to identified problems. The second phase involves developing and testing
programs based on the design.
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Figure 1. Components of the 2 phases of the project: design and evaluationa

a

Phase 1 denotes elements contributing to the design of Rural Options at Discharge Model of Active Planning
(ROADMAP). Phase 2 denotes a staggered evaluation of the program in 4 rural counties.
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We identified the patient population for this research as including adults who were
admitted for treatment to an RRH and discharged to 1 of 4 rural counties served by a critical
access hospital (CAH). We defined other stakeholders as service providers, including discharge
planners at both the RRH and the CAHs, their immediate supervisors, physician practitioners at
both the RRH and in the 4 rural counties, and hospital administrators.
Thirty-two patients served as content experts and informed researchers about their
experience of discharge and transition issues in a series of interviews. Four patients and 1
caregiver served on a PDT that worked closely with researchers to develop a Patient Concerns
Menu, a survey, and a report. A total of 509 patients responded to the Patient Concerns Survey.
Patients and other stakeholders participated in a series of community forums organized to
examine the findings of the Patient Concerns Survey and to develop recommendations for the
design of the intervention. The PDT also participated in the design of the tested intervention.
Other stakeholders also contributed to the study design. In phase 1, 4 discharge
planners at the RRH provided 2 members of the research team with an orientation to the
established discharge process through interviews and observations of the process implemented
with patients. Providers at the CAH, 4 administrators, 4 social workers, 2 nurses, and several
physicians, contributed through interviews exploring the current system of services.
In phase 2, researchers developed an operations manual describing procedures to be
used to implement the new arrangement. These procedures were also reviewed by
stakeholders. The final manual provided the core protocol for a program evaluation.
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ORGANIZATION OF THE REPORT
This project was conducted in collaboration with an RRH and 4 CAHs serving rural areas
of western Montana. An RRH is a major hospital to which smaller hospitals in the region refer
patients for advanced care. An RRH performs both major cardiovascular surgical procedures
and neurosurgery. A CAH is a rural community hospital that receives cost-based reimbursement
to help ensure its continuation in an otherwise underserved area. A CAH must have 25 or fewer
acute care inpatient beds and must be located more than 35 miles from another hospital. It
must maintain an annual average length of stay of 96 hours or less for acute care patients, and
must provide 24/7 emergency care services. There are 1332 CAHs in the United States. 24 We
selected these 4 CAHs because they had adopted or planned to implement the Epic electronic
medical records system.
This draft final research report is organized in 2 sections reflecting the 2 phases of
research. Phase 1 reports our work to engage patients and stakeholders in assessing the
discharge planning and rural transition process, and in designing system improvements
intended to facilitate discharge and transition to a small town or rural community. Phase 2
reports on an evaluation of an enhanced discharge and rural transition model based on the
process designed in phase 1.
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PHASE 1: ASCERTAINING PATIENTS’ RURAL TRANSITIONS
EXPERIENCE AND DESIGNING AN ENHANCED TRANSITION
PROCESS
Methods
Study Overview
The goals for phase 1 were to (1) ascertain actual patient experience in the rural
discharge process, and (2) engage patients and stakeholders in developing a patient-centered
framework for rural transitions to fit the emerging health care services context.

Study Design
This study involved a mixed-methods approach to engaging stakeholders in identifying
system problems. It included structured interviews with patients and providers, a mail-based
survey, and a series of community forums to interpret study findings and to design system
improvements.

Participants
We recruited participants from among patients discharged from the RRH to 1 of 4 rural
counties in Montana. To be eligible for the study, patients had to be between the ages of 18
and 75 years. They could not be a resident of a state institution or nursing home, or be
incarcerated. We obtained this information from the hospital admissions data. Because our
intent was to engage as many rural residents as possible, we chose to sample all patients who
met the criteria. The RRH sent a letter announcing the Patient Concerns Survey to potential
respondents. This letter explained the purpose of the study and informed patients that they
would be receiving a survey in the mail asking them about their most recent hospitalization.
One week later, the hospital mailed patients the community health and rural medicine survey
package. The package included a cover letter that explained the purpose of the survey as well
as why the patient had been selected to participate. The institutional review board (IRB) ruled
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that consent to participate in the study was implied when patients completed and returned the
survey.

Study Protocol
Figure 2 shows the basic steps in the CRM. First, a contextual assessment is conducted
to create an issues framework. Next, a concerns menu is developed. The menu is a universal list
of potential issues and outcomes derived from the literature, interviews of experts,
observations of processes, and, in this case, interviews with patients about their personal
experience. Next, stakeholders use the menu to develop a Patient Concerns Survey. This survey
is distributed to as many patients as feasible. Survey results are analyzed to identify the
potential strengths and problems of the posthospitalization transitions system as practiced.
These results are prepared in a Patient Concerns Report that generates the agenda for
community discussion forums. Stakeholders are invited to attend and participate in the
discussion of these issues at the forums. The discussion focuses first on expanding information
about stakeholder experiences, including details of actual practice and associated outcomes. A
facilitator leads each forum in identifying potential causes of problems and possible solutions.
Next, researchers integrate suggested solutions into a program outline describing the major
components and processes of the suggested new arrangement. Patients and other stakeholders
review the outline and make suggestions for modification.
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Figure 2. Basic steps of Patient Concerns Report Method
Create Issue
Framework

Develop Concerns
Menu

Develop Concerns
Survey

Conduct Concerns
Survey

Conduct Discussion
Forums

Design Solutions

Contextual assessment. We began the process by conducting a rapid review of
literature on discharge planning. Second, we conducted a series of interviews with medical staff
and discharge planners about discharge planning and rural transitions at each of the 5
participating hospitals (ie, the RRH and the 4 CAHs). Third, we conducted a series of
observations of RRH discharge planners at work to ascertain actual procedures employed. We
used the findings from these steps to develop contextual assessment describing the established
discharge planning and rural transitions norms, standards, and practices. This led to a
framework for organizing issues. We used the framework to develop a semistructured
interview format exploring patients’ experiences transitioning from the RRH back home to a
13

rural community (Appendix A). We randomly recruited 40 patients from among those who had
been discharged from the RRH to 1 of the 4 rural counties between January 2013 and June
2014. We completed 32 interviews. All patients who completed interviews were provided a $50
honorarium for participating.

Patient design team. Researchers recruited 4 patients (1 from each county) and 1
caregiver from among those interviewed to serve on a PDT to collaborate in the research
process. Criteria for selection included the extent of a patient’s experience with medical
treatment and transitions to a small town or rural community, the amount and quality of
information and perspective provided by the patient during the interviews, and interest and
availability. All PDT members were hired as contracted consultants and compensated
monetarily for their time.

Patient concerns menu. Researchers worked with the PDT to use the results of the
contextual assessment, along with the results from the 32 rural patient interviews, to develop a
draft Patient Concerns Menu of issues describing life in rural communities and issues related to
getting medical treatment. In extensive discussions, the PDT revised the menu several times.
The final Patient Concerns Menu included 301 items (Appendix B) organized around 20
different topics representing patient experiences throughout the hospitalization and care
transition processes.

Patient concerns survey. Next, the PDT used the menu to develop a Patient Concerns
Survey. PDT members independently selected items from the menu that each believed to be
most important to include in a Patient Concerns Survey; they selected a total of 101 items.
After selections were tallied, 2 researchers facilitated a teleconference to discuss selected items
and narrow the item pool (via consensus or majority vote) to 25 items. In this process, the PDT
combined items and changed item wording. In addition to the 25 items selected by the PDT,
researchers added 5 items from other stakeholders to the final survey.
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Community health and rural medicine questionnaire. We constructed a
questionnaire with 4 parts (see Appendix C). Part 1 asked respondents to report the number of
years of school they had finished, the number of individuals living in their household, the
household’s annual income, and whether they used Indian Health Services (IHS).
Because reducing rehospitalizations was a primary goal of this project, we also collected
data on medical service utilization. In phase 1, only the RRH and 1 CAH had implemented the
Epic system. This situation made it impractical to review medical records to assess the rate of
rehospitalizations. Further, several patients in these 4 counties reported going to both their
local hospital and the RRH, but they also reported going to other CAHs serving nearby areas and
to other tertiary facilities. Data from any one hospital may not capture these other hospital
admissions. Accordingly, we asked patients to self-report the number of different times they
had been hospitalized in the RRH, the number of different times they had been hospitalized at
any other hospital, and the number of different times they had gone to any hospital emergency
department (ED) during the study period.
Part 2 asked respondents to rate the importance of and their satisfaction with the issues
developed using the Patient Concerns Survey. Ratings of importance and satisfaction with each
item were made on 5-point scales where “0” represented not important or not satisfied and “4”
indicated very important or very satisfied (Appendix C, Part 2).
In addition to the CRM, our literature review found several instruments designed to
assess in-hospital discharge planning services, as well as measures of patient capacity for selfcare. Although we noted several observations and recommendations in our literature review
for ways to support postdischarge transition, we found no established instruments for assessing
such transitions to rural areas. Accordingly, we developed our own. Part 3 of the questionnaire
asked patients to report on whether a doctor, nurse, or other health care professional had
provided any of a series of 24 discharge planning or patient education services (eg, developed a
plan for recovering at home). These items were derived from the literature review, discharge
planning policies and regulations, practices recommended during interviews with practitioners
serving rural areas, and statements made by patients during the interviews. Patients were
15

asked to respond by indicating “yes,” they had received a service, or “no,” they had not
received a service, or that the service was not applicable (NA) to their situation.
Finally, Part 4 used the Patient Activation Measure (PAM-10), an established instrument
designed to assess patient capacity for self-care.25 The PAM-10 provides 5 response options
ranging from “disagree strongly” to “agree strongly” as well as an “NA” response option.
After items were placed in a survey format, researchers used a read-aloud technique to
pilot-test the survey with 3 volunteers and with members of the PDT. Survey items and format
were revised accordingly for clarity. Overall, the survey achieved a Flesch-Kincaid reading grade
level of 7.5.37

Concerns reports. We analyzed the survey data to ascertain actual patient experience
in the discharge and transition process. These findings were organized into brief reports for
each county and into a single overall report (Appendix D).

Community discussion forums. We used the concerns reports to set the agenda for
a series of discussion forums conducted with patients and stakeholders in the 4 rural
communities and with stakeholders at the RRH. We conducted 2 meetings in each rural county:
1 specifically for patients and 1 for stakeholders. We also conducted 2 discussions forums with
stakeholders at the RRH. Each meeting was structured to present findings on the top-rated
strengths and problems identified through the Patient Concerns Survey. A brief report of the
local findings was distributed. A facilitator led participants in a discussion of the nature and
function of both strengths and problems. The group facilitator asked what might be done to
protect strengths or to use them to enhance outcomes. Then the facilitator led a discussion of
the nature of the identified problems and what might be done to solve them. In addition, we
conducted follow-up interviews with participants who contributed significantly to the
discussions and who expressed interest in contributing further by reviewing details of program
design.
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Design of intervention. Following the discussion forums, we convened a series of
meetings with the PDT and key stakeholders (ie, hospital physicians, administrators, and
discharge planning staff) to design a model for posthospital transitions system improvement.
First, we compiled recommendations (eg, goals, practices, organizational structure) from the
literature review, contextual assessment, and discussion forums. Then we integrated
recommendations from these sources into a list of potential program components and
procedures (eg, contact by a provider, center for independent living, discharge planner,
physician, and social worker) after a patient’s return home to check on recovery.
Next, we reviewed this list with stakeholders in a series of iterative discussions, making
modifications and specifying details as appropriate. The stakeholders supported some
components, suggested dropping some, and modified others. For example, all stakeholders
supported using the electronic medical record system Epic as the central mechanism for
communication (once it was implemented). Some stakeholders recommended a backup paper,
email, and fax system. They made multiple suggestions for who might be the best contact with
patients once they returned home and the procedures (eg, phone call, office visit, home visit)
that should be used.
Third, we presented the emerging protocol to the PDT in a series of teleconferences. As
with other stakeholders, the members supported some components and modified others. The
research team integrated all these recommendations into a working model for improving
discharge planning and rural transition support services.

Study Outcomes
The primary product of this study was a patient-centered framework for improving
discharge planning and rural transition support services. Secondary outcomes included
identified strengths and problems of the discharge planning and rural transition supports from
patient and stakeholder perspectives.
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Study Setting
Rural America is a diverse and changing place in which about 20% of the population lives
on more than 80% of the land.26 This study was conducted in Montana, a state with a
population of 989 417 people living on 145 546 square miles for an average density of 6.8
persons per square mile.27 This compares with Washington, DC, which has a population of 658
893 living within 61 square miles for a density of 9856 persons per square mile. SPH was the
central site for this study. A member of the Providence Health and Services System, SPH is an
RRH serving western Montana and eastern Idaho. It is located in Missoula, Montana, a city of
66 768 in a county of 109 299 people. SPH uses the Epic electronic medical record system. This
study focused on patients discharged from the RRH to 1 of 4 Montana counties served by CAHs
that also used Epic, including Beaverhead, Lake, Powell, and Sanders counties.
The Montana Department of Public Health and Human Services designated all 4
counties involved in this study as rural counties (counties with <50 people per square mile).28
Furthermore, all 4 were nonmetropolitan counties, and 3 of the counties met the criteria of
being a frontier county (population <6 people per square mile). Travel time to Missoula from
the principal town of the 4 counties ranged from 79 to 145 minutes (76-172 miles). Portions of
Lake and Sanders counties are included in the Flathead Reservation, home to the Salish, Pend
d’Oreille, and Kootenai tribes. Table 1 provides basic demographic data from the most recent
US Census for each of the 4 counties included in the present study. Appendix E presents a map
of the study area.
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Table 1. Characteristics of the 4 Rural Geographic Areas
County

Beaverhead

Powell

Lake

Sanders

Land area, square mile

5541

2326

1490

2760

Population

9246

7027

28 746

11 413

1.7

3.0

19.3

4.1

White, %

94.9

92.4

68.2

92.1

Native American, %

1.8

4.6

23.4

4.3

Hispanic or Latino, %

3.7

2.3

4.0

2.6

4110

2411

11 829

5149

2.11

2.31

2.38

2.17

41 614

40 802

38 019

32 881

Per capita income, $

22 872

19 736

21 521

19 188

Percentage below poverty

15.1

15.3

22.4

22.0

Principal city population, n

4134

3111

4488

1313

Geographic characteristics

Density per square mile
Race/ethnicity

Households, n
Mean number in household
Median household income, $

Characteristics of medical settings. The RRH had 253 licensed beds. It provided
treatment and services (ie, cancer, cardiology, diabetes and endocrinology, diagnostic imaging,
joint replacement, maternity and childbirth, neurobehavioral medicine, neurology, etc) to more
than 8000 patients from 17 counties each year. The characteristics of the CAHs are listed in
Appendix D, Table 2.

Time Frame of Study
The survey component of the study was conducted in the summer of 2014, involving
patients discharged from the RRH over the 18-month period between January 2013 and June
2014. The patient and stakeholder discussion forums were conducted in the fall of 2014.
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Data Collection and Sources
We used a survey mailing strategy modeled after the methodology of Dillman et al. 29
First, letters were sent to the patients eligible for the study informing them that they would be
receiving a questionnaire in the mail in the coming week that would ask them about their
recent health care experiences. One week later, the questionnaires, along with postage-paid
return envelopes and $5 cash honoraria for their assistance, were sent to all patients in the
sample. Two weeks after the initial questionnaires were mailed, a reminder letter was sent to
all participants who had not returned the initial questionnaire. Finally, after another week, a
second questionnaire with a postage-paid return envelope was sent to all participants from
whom a return questionnaire had not been received.
The RRH provided demographic information (eg, age, sex, ethnicity, marital status,
insurance type, and employment status) from their records about each of the responding
patients in the sample. Researchers later matched the list with survey results using a participant
code.

Community and design discussions. Researchers kept detailed notes on the
recommendations of patients and other stakeholders in the community discussion groups and
in subsequent planning discussions.

Patient and stakeholder discussion forums. Researchers also presented study
findings in open discussions with stakeholders and patients. Researchers recorded participant
comments and recommendations. Iterations of a proposed model for system improvements
were updated.

Analytical and Statistical Approaches
Researchers entered survey data into a Microsoft Excel spreadsheet. An independent
statistician used R software (R Foundation; https://www.r-project.org/) to summarize
responses and analyze the data. First, respondent demographics were summarized. Second,
averages for the ratings of the importance and satisfaction of each of the 30 items of patient
20

concerns were calculated and converted into percentages of importance and satisfaction. In
addition, relative strength scores were calculated by multiplying an item’s average importance
by its average satisfaction rating (ie, average importance × average satisfaction). Similarly,
relative problem scores were calculated for each item by multiplying an item’s average
importance by the difference between its average importance and average satisfaction (ie,
average importance × [average importance − average satisfaction]).
Third, the frequencies of discharge planning services received were calculated by
deleting items that patients judged as not applicable to their situation and then counting the
number of yes and no responses for each item that a patient answered. These counts were also
converted to a percentage received for ease of comparison. Fourth, PAM-10 ratings were tallied
and scores assigned to established levels, including having lower levels of problem-solving or
coping skills (level 1); lacking basic knowledge about their condition, treatment options, or selfcare (level 2); having basic understanding of their condition and treatments with some success
in making behavioral changes (level 3); and having made most of the needed behavioral
changes (level 4).
Finally, we tallied the number of times patients reported that they had been
hospitalized in the RRH or any other hospital, or visited the ED of any hospital. We used those
results to create 2 overall hospital utilization scores: (1) the total number of hospitalizations
that patients reported in either the RRH or any other hospital (HOS), and (2) the total number
of hospitalizations (HOS) plus the number of ED visits (HOS + ED) during the study period. These
measures became the criterion variable for several post hoc correlation and logistic regression
analyses. We report measures of effect, standard error, 95% CIs, and P values, as appropriate.

Changes to the Original Study Protocol
We followed the protocol originally proposed without notable changes.
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Results
The RRH discharged 1119 patients between the ages of 18 and 75 years to 1 of 4
targeted rural counties from January 2013 to June 2014. Montana state death records and the
RRH electronic medical records showed 105 of these patients had died before the initiation of
the study. Additionally, 3 patients were removed from the sample after family members
responded to a recruitment letter to report the patient had died. Forty-seven patients residing
at the Montana State Prison in Deer Lodge were also removed from the participant pool. This
left 964 of 1119 patients eligible for the study.
We mailed the questionnaire to the 964 patients. Of those, 60 surveys were returned as
undeliverable. Thus our final survey sample consisted of 904 patients discharged from an RRH
in Missoula back to 1 of 4 rural Montana counties over the 18-month period. Of these, 10
additional participants withdrew from the study via phone or by returning a blank survey.
However, 5 respondents who returned completed surveys removed their participant number
from the instrument, so those data could not be linked with hospital data for additional
analysis. Figure 3 presents the participant flow through the study. Overall, 509 patients (57%)
returned valid surveys.
Table 2 presents the demographic characteristics of the 509 valid respondents. A slight
majority of the respondents were male (53%), and most participants fell between the ages of
50 and 75 years (83%). Most of the sample was white, but about 15% of the sample was
American Indian or Alaska Native. Most respondents were married or lived with a significant
other (65%), but 23% lived alone. A total of 45% of the sample was retired, and about 30%
worked at least part-time. More than half (62%) of the sample reported a household income
less than $40 000 per year; 29% reported a household income less than $20 000. Most
respondents had Medicare or Medicaid (57%). Just over 8% of respondents were uninsured. Of
the 509 patient respondents, 78 (15%) reported using IHS.
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Figure 3. Patient flow diagram for phase 1a

a

The left column shows the patients excluded from the full sample. The right column shows the disposition of
patients in the eligible sample who were mailed surveys.
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Table 2. Demographic Characteristics of Respondents
Overall

Beaverhead

Lake

Powell

Sanders

509

47

262

60

140

Male

268 (53)

26 (47)

134 (51)

28 (47)

80 (57)

Female

241 (47)

21 (53)

128 (49)

32 (53)

60 (43)

18-49

87 (17)

3 (6)

54 (21)

9 (15)

21 (15 )

50-75

422 (83)

44 (94)

208 (79)

51 (85)

119 (85)

White

405 (79)

45 (96)

182 (70)

53 (88)

125 (89)

Native American

75 (15)

0 (0)

69 (26)

1 (2)

5 (4)

Othera

34 (6)

2 (4)

11 (4)

6 (10)

10 (7)

Medicare

219 (43)

27 (57)

98 (37)

23 (38)

71 (51)

Commercial insurance

141 (28)

11 (23)

78 (30)

25 (42)

27 (19)

Medicaid

35 (7)

0 (0)

24 (9)

4 (7)

7 (5)

Self-pay

42 (8)

6 (13)

24 (9)

2 (3)

10 (7)

Other government
insurance

30 (6)

1 (2)

21 (8)

2 (3)

6 (4%)

Medicare HMO

35 (7)

2 (4)

14 (5)

3 (5)

16 (11)

Workers’ compensation

7 (1)

0 (0)

3 (1)

1 (2)

3 (2)

<20 000

144 (30)

7 (17)

76 (30)

12 (24)

49 (36)

20 001-40 000

154 (32)

15 (36)

74 (29)

17 (33)

47 (35)

40 001-80 000

135 (27)

17 (40)

73 (29)

12 (24)

29 (21)

≥80 000

53 (11)

3 (7)

30 (12)

10 (20)

10 (7)

Respondents, n
Sex, n (%)

Age, years, n (%)

Race/ethnicity, n (%)

Insurance coverage, n (%)

Income, $, n (%)b

a

Includes unknown, patient refused, black, Native Hawaiian, or Pacific Islander.
Twenty-eight respondents did not provide data on their income.

b
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Patient Concerns
Table 3 presents the average importance and satisfaction ratings of each of the 30
Patient Concerns Survey items. The importance of all items averaged 87% (an indicator of
content validity), and satisfaction ratings averaged 77%. In general, patients highlighted
difficulties getting needed services locally (items 22, 23, and 30); challenges and skills needed to
deal with the medical system (items 25, 9, 1, and 4); understanding the complexities of
treatments received (item 12); problems dealing with finances (items 22 and 25); a lack of local
follow-up (items 20, 29, and 30); and the lack of coordination between the RRH and local
providers (item 18).
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Table 3. Ratings of Patient Concerns

Item

Issues

Average
importance,
%

Average
satisfaction,
%

23

You can get the rehabilitation and other health care
services you need in your hometown.

87

69

25

Your local hospital and medical providers will work with
you to come up with a reasonable way you can pay your
bills.

88

71

20

Your local physician follows up with you after you get
home.

87

71

9

You have a health care provider who you can turn to for
help dealing with the medical care system.

90

75

1

The medical providers you see treat you with respect.

96

82

12

You understand the complications that you might
experience from the treatment you receive.

94

80

22

You can get the medications you need from your local
pharmacy at an affordable cost.

94

80

29

Once you return home, your local health care provider
checks in with you to see how you are feeling
emotionally.

73

55

30

Once you get home from the hospital, you can get
appointments with your local provider within a
reasonable time.

90

76

4

You have the skills to advocate for yourself in the medical
system.

90

76

18

SPH staff and your medical providers at home work
together as a team.

87

73

2

You have a long-term relationship with a local doctor
who is familiar with your health.

90

77

6

SPH staff takes the time to listen to what you have to say
about your health.

95

83

28

You have an advance directive on file that tells your
medical providers what you want done in case you
cannot speak for yourself.

81

67
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Item

Issues

Average
importance,
%

Average
satisfaction,
%

15

SPH staff explains exactly what you should expect during
your recovery and how long it will take.

92

80

7

SPH doctors and nurses describe your treatment in ways
that you can understand.

96

86

16

SPH staff work with your family and other care providers
to teach them how they can help you recover.

85

74

19

SPH will work with you to come up with a reasonable
way to handle your bill.

89

79

3

You can get an ambulance or life flight to a larger
hospital if you need it.

94

85

14

Before leaving the hospital, you get clear directions on
how to contact your doctor about questions or concerns.

94

85

27

You have a plan that spells out what you should do to
stay healthy over the long term.

84

74

5

You have a plan for taking care of things at home when
you are in the hospital.

90

81

24

You can easily get a ride to your medical appointments
and back home.

89

80

17

SPH staff works with you to schedule follow-up
appointments as close to where you live as possible.

88

79

13

SPH staff gives you instructions on how to care for
yourself in a form that is easy for you to understand.

93

85

10

SPH staff checks in with you to see how you are feeling
emotionally.

80

71

21

There are programs in your town, such as Meals on
Wheels, that help people when they need it.

75

66

8

Family and friends provide support while you are in the
hospital.

91

87

11

SPH staff talks to you about changes that you may need
to make to your home, such as adding ramps or grab
bars.

78

74

27

Item
26

Issues
You can use the hospital’s secure email system, MyChart,
to check your records, schedule appointments, and send
messages to your health care providers.

Average
importance,
%

Average
satisfaction,
%

69

68

Abbreviation: SPH, St. Patrick Hospital.

Hospital Utilization
A total of 336 patients (66%) reported 1 admission to the RRH since January 2013.
Others reported 2 (19%), 3 (6%), or more (3%) admissions to the RRH (HOS). Overall, 110
respondents (22%) reported 1 admission to another hospital during the 18-month period. A
total of 91 patients (18%) reported 2 or more admissions to another hospital. In addition, 144
patients (44%) reported 1 ED visit, 82 (23%) reported 2 ED visits, 52 (15%) reported 3 ED visits,
and 65 (18%) reported 4 or more ED visits.
We computed both logistic and Poisson regressions to assess the influence of sex, age,
race, IHS utilization, and marital status (i.e., living with a significant other) on hospital utilization
as measured by HOS and HOS + ED. None of the listed demographic variables was associated
statistically with HOS, but 2 variables were associated with HOS + ED. Logistic regression
showed age was negatively associated with HOS + ED (Effect size[ES], −0.0287; Standard Error
[SE], 0.0108; 95% CI, −0.0508 to −0.0084; P = .008). More specifically, for every 10-year
decrease in patient age, the log odds of HOS + ED were predicted to increase by 0.287 (with all
other variables held equal). Using HOS + ED in a Poisson regression model, we found that age
was negatively associated with hospital utilization (ES, −0.0078; SE, 0.0019; 95% CI, −0.0114 to
−0.041; P = .00003). In addition, the average HOS + ED visits were 3.46 for patients with a
significant other and 4.40 for patients who did not have a significant other (ES, −0.1978; SE,
0.0504; 95% CI, −0.2963 to −0.0988; P = .00009).
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Patient Concerns and Hospital Utilization
We computed Spearman correlations between HOS + ED scores and individualized
problem scores for each of the 30 patient concerns questions. Two items showed a positive
relationship with hospitalizations: the extent to which medical providers treated a patient with
respect (r = 0.141; 0.066, 0.231; P = .0012) and the extent to which the RRH staff worked with a
patient to schedule follow-up appointments as close to where the patient lived as possible (r =
0.13; 0.040, 0.217; P = .0040).

Hospital Discharge Experience
Patients reported a wide range of experiences with the discharge process. Table 4
shows the percentage of patients who reported receiving each of 24 discharge planning and
patient education practices. Overall, patients reported that they received an average of 55% of
services they judged applicable to their situation.
Table 4. Transition Practices
Item
1. Planned your admission so that you did not have to travel in the dark or the

Yes, %
46

day before to get there on time.
2. Helped you develop a plan for managing your affairs while you were away.

14

3. Helped your family find a convenient, inexpensive place to stay so they could
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be near you while you were in the hospital.
4. Worked with you to develop a plan for recovering at home.

74

5. Kept your local physician informed of your treatment so they knew your needs

55

when you returned home.
6. Talked with you about changes you might have to make in your house—such

37

as adding ramps or grab bars—that could aid in your recovery.
7. Asked you about your duties and chores at home to help you plan your

50

recovery.
8. Taught you how to do the key things you had to do to take care of yourself

63

once you returned home.
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Item

Yes, %

9. Reviewed each medication’s purpose and had you show them how you would

64

take each one.
10. Made sure that you could get the medications you needed once you got back

72

home.
11. Told you about possible complications to look for and explained what to do if

77

you experienced any problems.
12. Gave you contact numbers to call if you experienced any problems.

81

13. Gave you printed discharge instructions that were easy to follow.

94

14. Reviewed the written discharge plan—having you follow along on your own

82

copy.
15. Had you explain the discharge plan in your own words.

37

16. Made sure you had the right medical equipment and that you knew how to

51

use it.
17. Talked to you about using your MyChart account to communicate with your

37

health care providers.
18. Made follow-up appointments for times that were realistic and convenient for

77

you.
19. Referred you to a counselor or offered you medication if you felt depressed or
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anxious while in the hospital.
20. Made sure that you had someone you could count on to get you home and

83

take care of you while you recovered.
21. Arranged for you to get services in your hometown.

37

22. Scheduled your discharge so that you didn’t have to stay an extra day in

72

Missoula or drive home in the dark.
23. Called you after you left the hospital to check on your progress.

54

24. Referred you to a counselor or offered you medication if you felt depressed or

17

anxious after you went home.
We found a negative relationship between both utilization scores (HOS and HOS + ED)
and hospital discharge experiences scores. That is, the higher the hospital discharge
experiences score, the lower the hospital utilization tended to be. This relationship approaches
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statistical significance for HOS (r = −0.082; 95% CI, −0.168 to 0.005; P = .064) and is statistically
significant for HOS + ED (r = −0.108; 95% CI, −0.194 to −0.021, P = .015).
Finally, in an effort to discern the hospital experience factors that might contribute to
hospital and ED utilization, we conducted a series of 2-sample t tests comparing the mean
scores for each of the 24 practices with HOS and HOS + ED. We found 7 hospital experience
items that showed a statistically significant, negative relationship to HOS + ED: (1) helping a
patient’s family find a place to stay (t = −2.33; P < .03); (2) working with the patient to develop a
plan for recovering at home (t = −2.29; P < .02); (3) telling the patient about possible
complications (t = −2.76; P < .01); (4) giving the patient contact numbers to call if they
experienced any problems (t = −2.22; P < .03); (5) scheduling follow-up appointments for
convenient times (t = −3.12; P < .00); (6) scheduling discharge so a patient could avoid driving
home in the dark (t = −2.23; P < .02); and (7) calling the patient after they left the hospital to
check on their progress (t = −2.98; P < .00).

Patient Activation
Of the 498 respondents who completed the PAM-10, 42 (8%) were categorized as
having lower levels of problem-solving or coping skills (level 1); 86 (17%) as lacking basic
knowledge about their condition, treatment options, or self-care (level 2); 292 (46%) as having
basic understanding of their condition and treatments with some success in making behavioral
changes (level 3); and 141 (29%) as having made most of the needed behavioral changes but
might have difficulty maintaining those changes in times of stress (level 4). Spearman ρ
indicated a negative relationship between PAM-10 level and HOS + ED scores (r = −0.106; 95%
CI, −0.195 to −0.016; P = .019).

Developing an Enhanced Discharge Planning and Rural Transition Model
In reviewing the concerns report findings in discussion forums, patients and
stakeholders made numerous recommendations. Primary care providers (PCPs) working at the
CAHs expressed a desire to be better informed about treatment their patients received at the
RRH. Anecdotally, CAH social work staff reported that patients discharged from the RRH
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frequently visit the local ED with problems that could have been prevented had social work
staff been involved. CAH physicians and administrators strongly urged that any new protocol
involve the CAH social work staff in the discharge planning and transitions process before a
patient is discharged from the RRH. All stakeholders agreed that the electronic medical record
system (Epic) should be used as a tool to improve communication in anticipation of its wider
implementation, although several stakeholders recommended developing a paper-and-pencil
system as a backup.
Discharge planners at the RRH reported that they felt hampered in preparing for
patients’ discharge to rural communities because they lacked information and understanding
about the services available in the many rural counties they served. They urged the
development of a referral catalog for each county. CAH social workers and discharge planners
reported that they had trouble identifying a contact at their level in what appeared to them as
a large and complex institution and because of frequent staff turnover at the RRH. CAH
administrators urged the project to include “swing bed” placements from the RRH as part of the
transition home. A swing bed placement is a Medicare-approved program that allows CAHs to
provide skilled care services once acute hospital care is no longer required but the patient
continues to need services that cannot be easily provided in the home.
CAH social workers and the PDT described the transition process as complicated and
argued that it might be enhanced by better communication and more extensive planning. They
also recommended that a mechanism for contact after discharge be developed. In particular,
the PDT unanimously and strongly encouraged that a home visit be included in the
postdischarge contact and that it be made by a local provider rather than someone at the RRH.
Their rationale was that a home visit would help the providers understand the patient’s
circumstances and that a local provider would be far more knowledgeable about local
resources than a perceived outsider. They strongly recommended that this contact be
connected with the local CAH.
The research team integrated all these recommendations into a working model. The
initial draft design for the proposed intervention (Appendix D, Figure 1) went through several
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iterations. Figure 4 presents the outline for the program’s final design. This model was based on
established practices (shaded boxes at the top of the figure) but added components to enhance
the discharge planning process and to extend supports through the transition back to a small
town or rural community. Briefly, the design added the conduct of a Rural Transition Needs
Assessment that would be conducted while the patient was still in the RRH. This needs
assessment was linked electronically to a community resource bank that listed services in each
county that could support a patient’s transition home. The linkage of needs to resources
formed the patient transition agenda (PTA). The PTA was to be posted in an episode of care
(EOC) folder in Epic. A local contact at the CAH, referred to as a local community transition
coordinator (LCTC), would be notified (via Epic’s in-basket email and phone) that a patient from
the community was being treated at the RRH and that the PTA had been posted.
The LCTC would access the electronic record to review the agenda and to prepare a
discharge orders verification form. Next, the LCTC would inform a patient’s PCP that the patient
was being treated at the RRH and was enrolled in transition services, and would provide a link
to the patient’s EOC in Epic. After discharge, the LCTC would conduct a transition visit at the
patient’s home. Together, the patient and the LCTC would review the PTA and develop a
transition plan. The LCTC provided support and assistance as needed through to case closure,
when long-term goals were reviewed. The LCTC reported progress in the EOC and in weekly
teleconference calls with the RRH staff and other LCTCs.
This model added 2 new functional roles: a rural transition coordinator (RTC) at the RRH
and an LCTC at each of the CAHs (Appendix F lists the job descriptions). For the purpose of this
research project, members of the RRH research staff served as the RTCs. In 3 of the CAHs,
existing staff incorporated the functions into their existing jobs. One CAH hired a new staff
member to perform these activities because their caseload was high. These positions were
designed to be absorbed into existing positions. We evaluated this model evaluated in phase 2.
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Figure 4. Enhanced discharge and rural transition model processa

Abbreviations: EOC, episode of care; LCTC, local community transition coordinator; LTG, long-term goal; PCP, primary care provider.
a
Tentative model describing the enhanced discharge and rural transition process. The shaded boxes at the top of the figure represent the standard practice.
The open boxes at the bottom represent the experimental procedures. All patients received the standard procedures. Patients in the experimental conditions
also received the enhanced procedures.
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PHASE 2: AN EFFECTIVENESS TRIAL OF AN ENHANCED
DISCHARGE PLANNING AND RURAL TRANSITION MODEL
Background
The goals of phase 2 were to (1) develop procedures for an enhanced discharge
planning and rural transitions program to operationalize the model designed in phase 1, and (2)
test the program’s effectiveness in improving health outcomes and reducing rehospitalizations.

Methods
Study Overview
In phase 2, we developed a procedures manual for providing enhanced discharge
planning and rural transition services based on the design created in phase 1 (the experimental
condition; see Appendix F). We used the procedures manual to train all staff involved in the
implementation of the program. We evaluated the efficacy of the program with patients from 4
rural counties. Our evaluation was guided by these 6 hypotheses:
1. Patients in the experimental condition will report fewer hospital readmissions than
patients in the baseline condition (the control group) up to 30 days postdischarge.
2. Patients in the experimental condition will visit an ED less often than patients in the
baseline condition.
3. Patients in the experimental condition will see a PCP sooner and more often than
patients in the baseline condition.
4. Patients in the experimental condition will report higher scores on the 12-item Short
Form Health Survey (SF-12) than patients in the baseline condition.
5. Patients in the experimental condition will have a higher rating on the Care Transitions
Measure (CTM-3) than patients in the baseline condition.
6. Patients in the experimental condition will report higher scores on the Rural Transition
Measure (RTM-14) than patients in the baseline condition.
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Two new functional roles were added to implement the enhanced discharge planning
and rural transition support services. RRH research staff (a nurse and a social worker) were paid
by the grant to serve as RTCs. Existing staff (3 nurses and a social worker) of 3 CAHs served as
LCTCs. The fourth CAH hired a new staff member (counseling psychologist) as a full-time LCTC.
Specific responsibilities and functions for both positions are detailed throughout the
procedures manual. The hospitals received compensation from the PCORI contract for their
collaboration (eg, Appendix F, Chapter 5).

Study Design
We used a quasi-experimental time-series design to evaluate the program.30 This design
involved starting enrolled patients from each of the 4 counties in a baseline condition in which
they received usual discharge services (baseline A). Then, once a stable rate of enrollment had
been reached, the introduction of the experimental procedures was staggered across patients
from each county over time. Patients enrolled in this experimental condition received the
standard discharge services plus the enhanced discharge planning and rural transition supports.
That is, all patients from one county were enrolled into the intervention while those from the
other counties remained in baseline. Later, patients from a second and third county were
added to the experimental condition while those from the remaining county remained in
baseline, and so on. Finally, a return to baseline condition (baseline B) was initiated for patients
from all 4 rural counties. This design protects against most threats to the internal validity of
findings and many threats to their external validity. It is particularly helpful in protecting against
threats posed by seasonal variables. Table 5 presents a Gantt-type chart for the design as
originally planned.
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Table 5. Chart of Quasi-experimental Design

O = baseline condition.
XO = experimental observation.

Participants
All patients from the 4 selected counties admitted to the RRH for treatment and at least
1 overnight stay during the period of October 19, 2015, through November 30, 2016, were
eligible. Patients were included if they were being discharged home. We also included patients
discharged to a swing bed arrangement in their home county’s CAH because this was a support
service for the transition home. Researchers excluded patients if they were younger than 18
years or older than 75 years of age, were prisoners of the state correctional facility in Powell
County, came from or were being discharged to a nursing home or other long-term care facility,
were admitted with a primary diagnosis of a psychiatric impairment or substance abuse, were
actively dying, or presented cognitive impairments that would significantly limit their ability to
consent or to complete the measurement instruments (Flesch-Kincaid reading level = 7.5).

Enrollment. In order to identify eligible patients, an RTC reviewed a daily report of
patients admitted to the RRH. Based on the review, the RTC developed a list of eligible patients.
The RTC then reviewed the list to identify patients who met any of the exclusion criteria; this
produced a list of patients who met inclusion criteria to recruit into the study. Next, the RTC
visited each patient’s room to explain the study, to identify any additional factors that might
exclude the patient, and to determine a patient’s willingness to participate. If a patient met the
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inclusion criteria and expressed interest, the RTC reviewed the informed consent material and
enrolled the patient.

Intervention and Comparison Controls
The established discharge planning procedures and practices of the RRH served as the
standard comparator. From the patient’s perspective, this involved 3 elements, including
verification of financial means, discharge planning, and patient instructions. Six discharge
planners (DPs) served patients in the RRH. When a DP initiated work with a patient, they
reviewed the patient’s file to determine what treatment the patient was to receive and
examined any history that might be relevant to recovery. Next, the DP either visited the patient
in the hospital room or conducted a records review to assess the patient’s situation. This
included determining if the patient had a place to go after treatment (eg, home, shelter, etc)
and if they had someone to provide transportation there when discharged. Depending on the
patient’s situation, the DP might consult with the patient’s physicians, nurses, or other care
providers, and they might work to arrange transportation or temporary shelter. The DP entered
findings and actions into the patient’s electronic medical record. Finally, treatment staff used
information in Epic to prepare an after-visit summary (AVS) for the patient that included a
description of the patient’s treatment, a list of medications and instructions for their use, and
patient educational materials about treatment and self-care. Patients were given the AVS when
they left the hospital. All patients enrolled in the study received these standard services.

Enhanced discharge planning and rural transition supports. In general, the
enhanced model was based on the existing discharge planning protocol but extended it by
creating new roles and functions that focused on addressing patient needs that might interfere
with recovery at home. Figure 4 outlines the components of both the established practice and
the enhanced model. This model added 11 components to the standard practices:
1. A resource bank for each rural community
2. A Rural Transition Needs Assessment linked to categories of the resource banks
3. A PTA
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4. An EOC in Epic to support patient transition
5. A patient-centered communication procedure between RRH staff and LCTCs
6. A discharge orders verification procedure
7. A transition planning protocol
8. Transition follow-up procedures
9. A long-term goal assessment process linked to community resources
10. Communication procedures to alert the patient’s PCP of their hospitalization and
transition home
11. A coordination mechanism between LCTCs at the CAHs and the RTCs at the RRH to
facilitate teamwork
Procedurally, the RTC at the RRH used a tablet computer to conduct a Rural Transition
Needs Assessment with a patient. The patient’s identified needs were linked to services and
supports listed in a community resource bank. Together, these formed a patient’s transition
agenda. The RTC posted the transition agenda in an EOC tab in Epic. The RTC then notified the
LCTC in the patient’s home community that the RRH had admitted and was treating a patient
from their community. The LCTC reviewed the transition agenda and prepared for the patient’s
return to the community. Once home, the LCTC contacted the patient to check on their status
and to work with the patient to develop and execute a rural transition plan. A patient’s progress
was reported in Epic and during weekly teleconferences between the RTCs and LCTCs.

Rural community resource banks. Connecting a patient to local resources that can
help address needs may facilitate a smooth transition from an RRH back home to a small town
or rural community. We developed community resource banks for each participating
community that was linked to the Rural Transition Needs Assessment. Appendix G lists resource
banks with the services available in each community involved in this study, as well as a manual
describing how to develop resource banks for other communities; the process of developing
the resource banks is described at http://scholarworks.umt.edu/ruralinst_health_wellness/45/.
Figure 5 shows the distribution of resources available across all 4 participating communities.
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Figure 5. Number of transition resources (N = 347) by category across 4 counties
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Rural transition needs assessment and patient transition agenda. To become
familiar with the patient’s situation before visiting their room, the RTC reviewed the Epic
medical record for patients who met inclusion criteria. Once a patient was enrolled in the study,
the RTC worked with them (and caregivers as deemed appropriate by the patient) to complete
a structured Rural Transition Needs Assessment using a tablet to rate the patient’s confidence
in their ability to meet each of 18 transition needs (eg, housing, groceries and meals,
medications, etc). The RTC read an item from a tablet computer screen and asked the patient to
rate it according to their confidence in meeting their need. Then the RTC recorded the patient’s
rating by checking the relevant box. These ratings were stored electronically in the tablet. The
assessment was structured to provide brief educational information about the need and asked
the patient to rate their confidence in meeting each need on a scale of “0” (not confident) to
“4” (very confident). A patient could also rate the need as NA. Figure 6 presents an example of
2 such items.
Figure 6. Sample of items from the Rural Transition Needs Assessment and rating scale
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Items rated “2” or lower by the patient were treated as potential needs. If a patient
rated an item as “2” or lower, the RTC would ask, “Can you tell me a bit more about this?” The
RTC would then record the patient’s responses as additional information for transition support.
If a patient rated an item as 3 or higher (or NA), but that rating seemed incongruent with
information learned from the file review or discussion with the patient, the RTC would ask,
“Can you tell me more about how you will meet that need?” This prompt sometimes led to a
change in rating. Again, these explanatory responses were recorded as additional information.
LCTCs used this additional information in preparing the transition plan.
The patient’s endorsed needs were linked to a database of resources (the local
community resource bank) known to provide services and supports that addressed the need in
the patient’s county. It is worth noting that 5 of the top 6 needs had resources in the bottom
half of the distribution of available resources. Together, the needs and linked services created a
PTA. Figure 7 shows a sample PTA.
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Figure 7. Screen shot of a patient transition agendaa

a

Services listed are available in the patient’s hometown and could be used to address each identified need in the
areas of medication, home modifications, and rehabilitation services.

Electronic episode of care. The RTC posted the PTA in an EOC (see Appendix F) in the
patient’s electronic medical record, notified—via Epic’s in-basket email and phone—the LCTC
serving the county to which the patient was scheduled to return that a patient was being
treated at the RRH, and provided an estimated date of discharge. This early involvement
allowed LCTCs to review a patient’s treatment, risk factors, likely needs, and available resources
to meet those needs while the patient was still in the hospital. In addition, the LCTC reviewed
the patient’s AVS in Epic and prepared a Discharge Orders Verification Checklist that listed
orders and recommendations for the patient’s recovery at home (eg, medications, oxygen
orders, etc).
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Verifying discharge orders and scheduling a transition conference. Once
discharged home or to a swing bed placement, the LCTC contacted the patient to check on their
status and to schedule a patient transition conference (TC). The LCTC used the brief Discharge
Orders Verification Checklist (see Appendix F) to review the status of each discharge order with
a patient. This was completed simply by asking the patient to indicate that an order had been
implemented or not. If the checklist revealed any immediate gaps in implementation, the LCTC
could take action to help the patient address any obstacles in securing the services. If no
immediate gaps were identified, the LCTC scheduled a TC with the patient. The LCTC then
notified the patient’s PCP that one of their patients had been treated at the RRH, had enrolled
in the enhanced discharge and rural transition study, and provided directions for locating the
patient’s EOC in Epic.

Patient transition conference. The patient TC involved the LCTC meeting with the
patient in their home to review the PTA and develop a transition plan. Although the preferred
setting for the TC was the patient’s home, this meeting could also take place at the local CAH or
even over the phone. Meeting at the patient’s home was preferred because it was viewed as
helping the LCTC better understand a patient and was believed to lead to recognition of
previously unidentified needs. It was also viewed as helping the LCTC judge what types of
supports were most likely to fit the patient’s context and thus be more likely to be used by the
patient and caregivers.

Patient-centered transition plan and supports. During the TC, the LCTC reviewed
the PTA with the patient. The LCTC confirmed the identified needs, dropped ones the patient
felt no longer applied, and added any that had emerged from the patient’s experience in
returning home. Together, the patient and the LCTC reviewed the patient’s personal resources
(eg, family, friends, etc) and services available locally to address the needs, considered their
utility and acceptability for the patient, and developed a plan for securing needed supports. The
steps were recorded in a transition plan form (see Appendix F) that listed the need discussed,
the services chosen, and the person responsible for executing each element of the plan (eg,
patient to call senior center to arrange transportation).
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In general, the LCTC provided support to the patient for up to 30 days after their
discharge but could extend support for up to 90 days. During that time, the LCTC completed the
agreed upon steps and monitored the patient’s progress in achieving other objectives. Progress
was recorded in the patient’s EOC. After 30 days, the LCTC discussed closing the case with the
patient. If the patient agreed, the LCTC discussed a patient’s long-term goals, and together they
identified other community supports that the patient might find useful in achieving any related
objectives. The LCTC prepared a case summary letter that was sent to the patient, posted in the
EOC, and sent to the patient’s PCP.

Instructional manual, orientation, and training. Researchers developed a
procedures manual using a behavioral instructional format31 (Appendix F). This involved
conducting a detailed task analysis to specify the major jobs and tasks required to implement
and maintain the experimental procedures. Each job was further analyzed into its component
steps. Researchers prepared behavioral instructions that described each step. These
instructions also presented examples of how to perform each step and explained the function
or outcomes associated with completing each step (see Appendix F and
http://scholarworks.umt.edu/ruralinst_health_wellness/44/).
Staff serving as RTCs and LCTCs read the manual and participated in a day-long
orientation and training session to review and discuss the procedures. In addition, the RRH’s
information technology staff trained all staff in the use of Epic and the newly created EOC
component. Finally, the RTCs and LCTCs participated in weekly teleconferences during which
they discussed the program’s implementation.

Study Outcomes and Measures
The primary outcome for this study was patient-reported medical service utilization (ie,
hospital readmissions and ED visits). Secondary measures included patient reports of the
quality of discharge planning, perspectives on the delivery of rural transition services, and
health status. Tertiary outcomes included measures of patient capacity for self-care and risk for
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hospital readmission. Finally, RTCs and LCTCs kept notes detailing each patient’s situation and
progress.

Medical service utilization. We constructed 4 items to assess medical service
utilization. Patients were asked to report (1) the number of times in the last number of days
since discharge (ie, 3, 7, 14, 21, 39, 60, or 90 days) they had been to see their PCP or family
physician; (2) the number of times they had gone to the ED of any hospital for treatment; (3)
the number of times they had been admitted (hospitalized at least overnight) to SPH in
Missoula, Montana; and (4) the number of times they had been admitted (hospitalized at least
overnight) to any other hospital.

Discharge quality. We used the CTM-3 to measure the quality of discharge planning.
The CTM-3 is a standardized questionnaire to measure patients’ perspectives on coordination
of hospital discharge services.32 Patients rate whether they strongly agree, agree, disagree, or
strongly disagree with 3 items (“Hospital staff took my preferences into account,” “I had a good
idea what I was responsible for once I left the hospital,” and “I clearly understood the purpose
for taking each of my medications”). They may also rate an item as not applicable to their
situation. Higher scores reflect better discharge care.

Transition services. As discussed in phase 1, we did not find an instrument for
assessing the services provided to facilitate the transition from discharge to home. Accordingly,
we developed the RTM-14, based on the work in phase 1, to assess patients’ perspectives on
the delivery of transition services after discharge from a regional hospital to a small town or
rural community.33 Appendix H presents a sample of this instrument. Patients responded by
indicating whether they strongly disagree, disagree, agree, or strongly agree with each of the 14
items. Patients may also indicate whether an item is not applicable to their situation. Higher
scores reflect more transition services provided.

Health status. To measure health outcomes, we used the SF-12,34 a 12-item
standardized questionnaire that measures functional and emotional health. Patients rate each
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item on an ordinal scale. Data are analyzed using a proprietary algorithm. The analysis creates
an overall health score and subscores that reflect functional health and mental health. Higher
scores reflect a better health status.

Tertiary measures. We used the PAM-10 to assess patient capacity for self-care after
discharge. Patients indicate whether they strongly agree, agree, disagree, or strongly disagree
with each of 10 statements such as, “When all is said and done, I am the person who is
responsible for managing my health condition.” Higher scores indicate greater capacity for selfcare.
The LACE+ is a compilation of medical and treatment factors (eg, chronic conditions,
previous hospitalizations) derived from a patient’s medical record during their hospitalization
that is used to assess risk for rehospitalization.35

Study Setting
We conducted the phase 2 efficacy trial in the same setting as phase 1.

Time Frame for the Study
This study took place between October 19, 2015, and November 30, 2016. The primary
focus of the study was on medical service utilization during the first 30 days following
discharge. Nonetheless, because few studies have reported longer-term outcomes, we also
asked patients to report on their experiences at 60 and 90 days postdischarge.

Data Collection and Sources
First, at enrollment, we asked patients for selected demographic information, and they
completed the PAM-10 measure. Additional demographic information was collected from
electronic medical records. In addition, we collected the LACE+ score from the medical record.
Second, researchers prepared 7 evaluation packets for each patient. We asked patients
to complete the instruments in the evaluation packets at 3, 7, 14, 21, 30, 60, and 90 days after
they were discharged from the RRH. The packages included the CTM-3 (in the first packet only
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because it focused solely on discharge); the SF-12 (in all packets); the RTM-14 (in all but the first
packet because it focused on services received after returning home); and the 4 medical service
utilization questions (in all packets). Appendix H presents a sample of this instrument. RTCs
gave patients the 3- and 7-day evaluation packets in the RRH to complete at home. The
research staff sequentially mailed the remainder of the evaluation packets to patients 3 days
before the end of each measurement period. Each evaluation packet included an instrument
and a self-addressed stamped envelope for returning a completed questionnaire. In addition,
the first 6 instruments included a $10 honorarium; the last packet included a $40 honorarium.

Analytical and Statistical Approaches
In planning the study, we determined that the RRH had discharged an average of 803
patients to the 4 counties each year over the previous 3 years. We found that 60 respondents
would achieve a 0.80 statistical power with α at 0.05 for a simple t test. We set a recruitment
target of 145 participants (50 each from Lake and Sanders counties, 30 from Powell County, and
15 from Beaverhead County).
Responses from the evaluation packets were entered into a Microsoft Excel
spreadsheet. A second observer verified entries by independently entering all data and
comparing entries (Cohen κ = .987). We analyzed several aspects of this program. First, we
assessed the demographic characteristics of the patient participants. Second, we examined the
characteristics and performance of several features of the enhanced discharge model, including
the Rural Transition Needs Assessment and the Discharge Orders Verification Checklist. Third,
we gave a set of hypotheses that guided our work to an independent statistician. He converted
the Excel spreadsheet to “R” for analysis. He used Poisson and logistic regression, analysis of
variance, and t tests to examine the hypotheses addressing primary and secondary outcome
measures. We report measures of effect, standard error, 95% CIs, and P values, as appropriate.
Responses to the SF-12 and PAM-10 were analyzed using the creators’ proprietary
algorithms.
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Changes to the Original Study Protocol
We had originally proposed to involve the center for independent living serving the
same area as the RRH to provide transition support services. The desires by patients to have a
local health professional provide these services led to substituting the provision of those
supports by the CAHs.

Results
Figure 8 presents a patient flow diagram for this study. The RTCs screened 751 patients
from the 4 counties. Of those, 570 patients (76%) were excluded as ineligible based on
exclusion criteria, 54 (30%) who met the inclusion criteria declined to participate in the study,
and 127 (70%) enrolled in the study.
Figure 8. Patient flow diagram of the Montana ROADMAP Study
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Table 6 presents the number of patients excluded by criterion. Patients admitted for
observation only were not included. Age accounted for 42% of patients excluded from
participating in the study.
Table 6. Number of Patients Excluded by Criteria
Exclusion criteria

No. of patients

% of patients

Age

242

42

Not an inpatient (eg, same-day discharge)

41

7

Substance abuse

65

11

Mental illness

22

4

Prisoner

29

5

Discharge to extended care facility

12

2

Not going home

26

5

Extended observation

28

5

Cognitive impairment

24

4

Actively dying

16

3

Other (eg, left hospital before contact)

65

11

Total

570

100

Table 7 presents demographic information of participants by experimental condition as
required by ClinicalTrials.gov.
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Table 7. Demographic Characteristics of Study Sample
Baseline Aa

Intervention

Baseline Bb

Total

Enrolled

63

50

14

127

Completed

62

47

13

122

Lost to follow-up

1

3

1

5

<18 years

0

0

0

0

Between 18 and 65 years

37

26

10

73

>65 years

26

24

4

54

Female

28

21

6

55

Male

35

29

8

72

American Indian, Alaskan

5

6

2

13

Asian

0

0

0

0

Native Hawaiian or Pacific
Islander

1

0

0

1

Black or African American

0

0

0

0

White

56

43

11

110

More than 1 race

0

0

0

0

Unknown or not reported

1

1

1

3

Subtotal

63

50

14

127

Hispanic or Latino

0

0

0

0

Not Hispanic or Latino

61

47

11

119

Unknown or not reported

2

3

3

8

Subtotal

63

50

14

127

Enrollment status

Age

Sex

Race

Ethnicity

a

Baseline A is a period of observation preceding the intervention.
Baseline B is a period of observation after the intervention had been discontinued.

b
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Table 8 presents the response rate to the measurement instruments across the 7 time
points. The 127 patients who participated were given or mailed 7 evaluation packets each, a
total of 889 evaluation packets. Patients returned 779 (87.6%) questionnaires with data.
Table 8. Response Rate to Measurement Instruments
Time since
discharge,
days

Enrolled and
expected

Received

Percentage

3

127

117

92.1

7

127

116

91.3

14

127

114

89.8

21

127

113

89.0

30

127

115

90.6

60

127

103

81.1

90

127

101

79.5

Total

889

779

87.6

Initial analysis suggested that combining the 2 baseline conditions (baseline A and
baseline B) to form a single baseline group would provide the best insight into the data.
Accordingly, we organized our data into 2 groups for analysis: baseline and intervention groups.
We assessed these 2 groups for differences in composition. In particular, we examined the
groups for differences in their sex, age, IHS utilization, income, county, risk for hospital
readmission (using the LACE+ index), and inpatient capacity for self-management (using the
PAM-10). Table 9 compares the sex, age, LACE+, and PAM-10 scores for eligible patients who
declined with those who enrolled by experimental condition. Using a t test to evaluate the
similarity between patients in the baseline and intervention groups, we found that the LACE+
scores were possibly higher for those in the intervention group (t = −1.92; SE, 3.59; 95% CI,
0.24-14.48; P = .058) and that patients in the intervention group scored higher on the PAM-10
than those in the baseline group (t = −3.36; SE, 4.70; 95% CI, −14.85 to −3.82; P = .0011).
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Accordingly, subsequent analyses controlled for those variables to account for differences in
the baseline and intervention groups.
Table 9. Eligible Patients Who Declined and Enrolled by Sex and Age
Declined
n = 54

Baseline A
n = 63

Intervention
n = 50

Baseline B
n = 14

Male

Female

Male

Female

Male

Female

Male

Female

No.

41

13

35

28

29

21

8

6

Average age,
years

63

59

60

59

63

63

65

57

LACE+ score

...

...

41.0

46.5

52.8

45.4

43.9

33.5

PAM-10

...

...

.81

.82

.85

.90

.76

.91

Abbreviations: LACE+, Length of stay in hospital, Acuity of admission, Comorbidity, and Emergency department
utilization in the 6 months before admission; PAM-10, Patient Activation Measure.

Rural transition needs assessment. Overall, patients identified 89 needs before
discharge and added 55 needs during the TC. Thirty patients identified at least one need before
discharge, and 25 patients identified at least one additional need during the TC conducted after
they returned home. In addition, 10 patients removed 20 needs from their transition agenda
during their TC, and 6 patients did not address 10 needs. Working with the LCTCs, patients
addressed 114 of the 124 needs they identified. Figure 9 presents the distribution of needs
identified by patients while they were in the hospital before discharge and at the TC
postdischarge. Data show that patients, on average, identified 2.9 needs: 1.8 before discharge
and 1.1 postdischarge. An initial analysis suggests no correlation between LACE+ scores and the
number of needs identified. There is, however, a modest negative correlation between the
patient’s PAM-10 scores and the number of needs identified during the Rural Transition Needs
Assessment (r = −.493; P < .001) and the number of needs identified during their transition at
home (r = −.420; P = .002). For both relationships, as the patient’s capacity increased, the
number of needs they identified decreased.
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Figure 9. Number of patients reporting needs by need categorya
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Discharge

Transition

Dropped

a

Each of the 18 categories before discharge is listed. The needs are dropped and added at the transition
conference.

Discharge orders verification. Table 10 presents the results from the application of
the Discharge Orders Verification Checklist. Overall, we found that patients received 100
discharge orders, and 91% of those were initiated or completed by the time the LCTCs made a
call to schedule the TC.

54

Table 10. Discharge Orders Made and Filled
Orders

Made

Filled

Percentage

Home health

4

4

100

Durable equipment

7

7

100

Follow-ups

25

25

100

Primary care provider appointments

12

12

100

Medications

30

27

90

Other

8

7

88

Rehabilitation appointments

12

8

67

Oxygen

1

0

0

Home modifications

1

1

100

100

91

91

Total

Evaluation of Primary Outcomes
We hypothesized that patients in the experimental condition would report fewer
hospital readmissions and fewer ED visits through the first 30 days after discharge. Table 11
shows that patients reported a total of 83 ED visits and 56 hospital readmissions. This meant
that 49 patients (38.6%) reported at least 1 visit to an ED within 90 days after discharge, and 29
patients (22.8%) reported at least 1 hospital readmission.
Table 11. Number of Emergency Department Visits and Rehospitalizations

ED visits,
n

Rehospitalizations,
n

Patients with >0
ED visits,
n (%)

Patients with >0
rehospitalizations,
n (%)

Baseline

57

37

23 (30)

16 (21)

Intervention

26

19

26 (52)

13 (26)

Total

83

56

49 (39)

29 (23)

Abbreviation: ED, emergency department.
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A Poisson regression (see Table 12) analysis showed that patients in the intervention
group reported fewer rehospitalizations than those in the baseline group for the first 30 days
postdischarge. In this analysis, the CIs included zero rehospitalizations. This may mean there is
no statistically meaningful or statistically significant difference between the groups. However, a
logistic regression analysis found no statistically significant difference in the proportion of
patients who reported at least 1 hospital readmission. Further, we found no statistically
significant differences between these 2 groups in the number of ED visits or the proportion of
patients who reported at least 1 ED visit.
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Table 12. Model Coefficients for Treatment Group Effects on Hospitalization and ED Visits

Hospital admissions
Days
postdischarge

Coefficient
(95% CI)

P value

Proportion of patients with
at least 1 readmission
Coefficient
(95% CI)

P value

Proportion of patients with
at least 1 ED visit

ED visits
Coefficient
(95% CI)

P value

Coefficient
(95% CI)

P value

3

−0.98
(−2.23 to 0.04)

0.030

−0.42
(−2.02 to 0.95)

0.279

0.004
(−1.56 to 1.34)

0.502

0.17
(−1.26 to 1.48)

0.597

7

−0.91
(−2.01 to 0.00)

0.025

−0.56
(−2.14 to 0.77)

0.211

−0.32
(−1.61 to 0.75)

0.286

−0.01
(−1.27 to 1.17)

0.496

14

−0.74
(−1.67 to 0.07)

0.037

−0.13
(−1.54 to 1.16)

0.424

−0.19
(−1.24 to 0.74)

0.347

0.09
(−1.10 to 1.22)

0.558

21

−0.92
(−1.85 to −0.13)

0.011

−0.55
(−1.94 to 0.67)

0.191

−0.29
(−1.19 to 0.53)

0.250

−0.04
(−1.08 to 0.97)

0.472

30

−0.62
(−1.45 to 0.12)

0.050

−0.03
(−1.22 to 1.10)

0.478

−0.32
(−1.21 to 0.48)

0.220

−0.05
(−1.09 to 0.96)

0.462

60

−0.57
(−1.35 to 0.13)

0.055

−0.07
(−1.25 to 1.04)

0.452

−0.48
(−1.35 to 0.29)

0.116

−0.14
(−1.19 to 0.87)

0.394

90

−0.38
(−1.10 to 0.29)

0.137

0.17
(−0.97 to 1.29)

0.381

−0.43
(−1.22 to 0.29)

0.126

−0.18
(−1.23 to 0.84)

0.368

Abbreviation: ED, emergency department.
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Evaluation of Secondary Outcomes
We also evaluated secondary outcomes that we saw as contributing to the primary
outcomes.

Primary care provider visits. We hypothesized that patients in the experimental
condition would see a PCP sooner and more often over the first 30 days postdischarge than
patients in the baseline condition. Table 13 shows the number of PCP visits and the proportion
of patients with at least 1 PCP visit over the 90 days postdischarge for those patients in both the
baseline and experimental conditions. We found no statistically significant differences.
However, Table 14 shows strong correlations with other predictors in a post hoc examination
using a Poisson regression, after adjusting for a priori differences in LACE+ and PAM-10 scores.
This suggests that, for example, the number of people in a household and the LACE+ score are
positively associated with PCP visits.
Table 13. Number of PCP Visits and Patients with at Least 1 PCP Visit Within 90 Days
Postdischarge

PCP visits, n (%)

Patients with >0 PCP
visits, n (%)

Baseline

211 (62)

60 (63)

Intervention

128 (38)

36 (37)
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Table 14. Model Coefficients and P Values of Predictors of Total PCP Visitsa
Days
postdischarge

Treatment
group

Coef. (95% CI)

Sex

P
value

Coef. (95% CI)

Age

P
value

Coef. (95% CI)

No. in household

P
value

Coef. (95% CI)

LACE+

P
value

Coef. (95%
CI)

P
value

3

–0.962
(–2.884 to
0.499)

0.207

0.713
(–0.730 to
2.390)

0.340

0.026
(–0.040 to
0.106)

0.462

0.414
(–0.134 to
0.901)

0.128

0.040
(0.0040.082)

0.027

7

–0.098
(–0.726 to
0.516)

0.756

0.251
(–0.374 to
0.901)

0.434

0.013
(–0.018 to
0.047)

0.427

0.149
(–0.110 to
0.375)

0.245

0.021
(0.0060.037)

0.008

14

0.043
(–0.377 to
0.461)

0.839

0.240
(–0.184 to
0.674)

0.269

0.024
(0.001-0.0.049)

0.043

0.279
(0.081-0.474)

0.006

0.016
(0.0050.027)

0.005

21

–0.095
(–0.481 to
0.287)

0.626

0.329
(–0.054 to
0.723)

0.093

0.014
(–0.006 to
0.035)

0.189

0.219
(0.041-0.392)

0.016

0.015
(0.0050.025)

0.004

30

–0.312
(–0.686 to
0.054)

0.095

0.270
(–0.081 to
0.631)

0.133

0.003
(–0.015 to
0.022)

0.749

0.184
(0.016-0.346)

0.032

0.013
(0.0040.022)

0.004

60

–0.471
(–0.800 to –
0.153)

0.004

0.256
(–0.044 to
0.561)

0.095

–0.003
(–0.020 to
0.014)

0.690

0.155
(0.009-0.295)

0.037

0.012
(0.0050.020)

0.002

90

–0.264

0.066

0.414

0.004

0.015

0.072

0.231

0.002

0.013

0.001
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Days
postdischarge

Treatment
group

Coef. (95% CI)
(–0.551 to
0.017)

Sex

P
value

Coef. (95% CI)
(0.127-0.709)

Age

P
value

Coef. (95% CI)
(–0.001 to
0.033)

No. in household

P
value

Coef. (95% CI)
(0.087-0.373)

P
value

LACE+

Coef. (95%
CI)

P
value

(0.0050.020)

Abbreviation: LACE+, Length of stay in hospital, Acuity of admission, Comorbidity, and Emergency department utilization in the 6 months before admission.
Coef, model coefficient.
a
County was not included in this model due to instability.

60

Functional and mental health. We hypothesized that functional and emotional
health scores on the SF-12 would differ between the baseline and experimental conditions.
Specifically, we anticipated that the experimental condition would have higher scores than the
baseline condition when assessing the subscores or using a total SF-12 score. Our analysis
showed, however, that there do not appear to be any systematic differences in either the SF-12
functional or mental health scores between the baseline and intervention groups.
A repeated measures model was used to investigate whether any differences existed,
after adjusting for other variables (sex, age, county, income, IHS utilization, LACE+, and PAM-10
scores). We found no significant effects of treatment condition (P = .371), sex (P = .690), county
(P = .385), income (P = .549), LACE+ score (P = .130), or PAM-10 score (P = .757) on the patient’s
SF-12 functional health score. There was a marginal effect of the number of people in the
patient’s household, where increases in the number in the household corresponded to lower SF12 functional health scores (P = .097). There were overwhelming effects of time on SF-12 scores
with the scores increasing steadily over the 90-day period (P < 10−10) from a median of 35.02 on
day 3 to 40.63 on day 90. There was also a very strong effect of age on SF-12 score (P = .00003),
where an increase of 10 years in age corresponded to a decrease in the mean SF-12 score by
1.90 points.

Characteristics of enhanced discharge planning. The CTM-3 is a measure of the
quality of discharge planning and service provided while the patient is still in the hospital. We
hypothesized that patients in the experimental condition who received enhanced discharge
planning services would have a higher rating on the CTM-3 than patients in the baseline
condition. Using a logistic regression model, we found that patients’ CTM-3 scores were a
significant predictor of whether or not they had either an ED visit or hospitalization (ES, −4.4693;
SE, 2.0388; 95% CI, −8.93 to −0.72; P = .0187).
Patient income was also significantly related to medical utilization (ES, 0.671; SE, 0.347;
0.027-1.415; P = .0410), where higher income levels corresponded to a higher probability of
having at least one of either type of visit. This means that the odds of having either type of visit
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at least once increased by between 1.03 and 4.12 times for each $20 000 increase in income,
with an estimated increase of 1.96 times.
In a post hoc assessment, CTM-3 scores were modeled using treatment group, sex, age,
county, IHS utilization, income, LACE+, and PAM-10 scores as predictors. Only age (ES, 0.0055;
SE, 0.0027; 95% CI, 0.0001-0.0109; P = .047) and income (ES, 0.080; SE, 0.016; 95% CI, 0.0480.113; P < .001) were predictive of patients’ CTM-3 scores. The effect of patients’ income on
CTM-3 scores was further examined. Figure 10 shows that as CTM-3 scores increased from
approximately 0.5 to 1.0, income increased from <$10 000 to >$80 000 per year.
Figure 10. Relationship between CTM-3 score and incomea

0.8
0.6
0.4
0.2

CTM3 Discharge Planning Score

1.0

Means and 95% Confidence Intervals of CTM3 Scores

n=7

n=10

10K or less 10-20K

n=18

n=13

20-40K

40-60K

Income Level

n=6

n=10

60-80K More than
80K

Abbreviation: CTM-3, Care Transition Measure.
a
Data depicted with means and 95% CIs by income.

Characteristics of rural transition supports. The RTM-14 score indicated the
number of transition services provided. We used a 2-sample t test and Wilcoxon rank sum test
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to compare RTM-14 scores between baseline and experimental condition groups. No significant
differences were found between conditions on patients’ RTM-14 scores. A post hoc assessment
using logistic models indicated RTM-14 scores were a significant predictor of whether or not a
patient had either an ED visit or a hospitalization, where the odds of having either type of visit at
least once decreased by 2.79 times for each additional increase of 0.1 units in RTM-14 score.
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DISCUSSION
Brief Synopsis
We conducted a patient-centered study to ascertain rural patients’ actual experience of
the discharge process, and to design and test a contextually appropriate enhanced discharge
planning and rural transition support program. In phase 1, patients and other stakeholders
collaborated on the design of a framework for a program of enhanced discharge planning and
rural transition supports that addressed gaps and problems identified in the existing system. In
phase 2, we developed a detailed operations manual for implementing the enhanced discharge
planning and rural transition support model. These procedures added a needs assessment to the
discharge process and referred patients for transition supports from a local provider. The local
provider reviewed discharge orders with the patient and worked with him or her to develop and
implement a transition plan.
In evaluating the efficacy of the enhanced discharge and rural transition support model,
we found that patients in the intervention group reported fewer rehospitalizations than those in
the baseline group over the first 30 days postdischarge. This suggests that the enhanced
discharge and rural transition support program was effective in its goal of reducing 30-day
rehospitalizations. However, we did not find any statistically significant difference in the
proportion of patients reporting 1 or more rehospitalizations. These latter findings reduce the
confidence in the breadth and effectiveness of the intervention. Although only some findings
showed statistical significance, most other correlations were in the right direction; that is,
participants in the intervention group tended to have fewer visits to any hospital or ED. We are
grateful to a PCORI reviewer for this observation. In addition, a series of 50 case studies of
patients in the intervention group contributes to our understanding of the benefits of the
enhanced services provided.
In addition to the primary outcomes of hospital and ED visits, we collected data on
intermediate outcomes, including the quality of discharge planning, the number of rural
transition services received, and health outcome. We used the CTM-3 to assess the quality of
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discharge planning. Using a logistic regression model, we found that CTM-3 scores were a
significant predictor of whether or not patients had either an ED visit or were rehospitalized.
We developed the RTM-14 to assess the number of transition services provided. A 2sample t test and Wilcoxon rank sum test were used to compare RTM-14 scores between
baseline and intervention groups. No significant differences were found between conditions on
patients’ RTM-14 scores. A post hoc assessment using logistic models indicated RTM-14 scores
were a significant predictor of whether a patient had either an ED or a hospitalization, where the
odds of having either type of visit at least once decreased by 2.79 times for each additional
increase of 0.1 units in RTM-14 score. This latter finding lends support to the RTM-14’s validity,
but we did not perform a formal validation of the measure.
Our analysis showed, however, that there do not appear to be any systematic differences
in either the SF-12 functional or mental health scores between the baseline and intervention
groups. Reported functional and emotional health outcomes, as measured by the SF-12, were
similar between the groups. Further, SF-12 measures improved for all patients across time, as
might be expected.

Context for Study Results
First, studies such as Project RED and current care coordination practices36 suggest that
better and more extensive support services improve health outcomes after hospital treatment
and reduce rehospitalizations. This application found modest evidence to support those
practices but other evidence that suggests limited or no effect. Specifically, we found no
differences between patients enrolled in baseline and intervention groups in ratings of discharge
planning quality, number of transition supports reported, or health outcome as measured by the
SF-12.
Second, both Project RED researchers and this study found that patients with higher
activation levels had lower rehospitalization rates. These findings lend support for including
procedures to increase a patient’s capacity for self-management to enhance hospital discharge
and rural transition planning. In developing this rural model, we had judged that directly
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addressing personal capacities would take too long and too many resources, both in the RRH
and once home. We thought that providing supports and guidance would substitute for
increasing knowledge and skill. Future research might explore ways to increase a patient’s
capacity for self-management within the brief time available in the context of treatment.
Third, this work adds consideration of patient transition needs and community resources
to the conceptual model of rural transitions. In this case, we assessed each community to
identify the range of resources available that might support transitions from hospital to home.
These resources were linked to 18 patient needs. We found that communities had many
resources that addressed patient needs but that communities had the fewest resources to
address the needs most frequently reported by patients.
Overall, patients identified 89 needs before discharge and added 55 needs during the TC.
Thirty patients (60%) identified at least 1 need before discharge, and 25 (50%) identified at least
1 additional need during the TC conducted postdischarge. An initial analysis suggests no
correlation between LACE+ scores and the number of needs identified, suggesting they tap
different constructs. There is, however, a modest negative correlation between the patient’s
PAM-10 scores and the number of needs identified during the Rural Transition Needs
Assessment (r = −.493; P < .000) and the number of needs identified during their transition to
home (r = −.420; P = .002). For both relationships, as the patient’s capacity increased, the
number of needs they identified decreased.

Generalizability of the Findings
These findings are from a single study in 1 rural region, and only a small part of that
region. The patients are not representative of the large and varied rural population. Moreover,
the communities and hospitals are not representative of the diversity found across rural
America.
There might have been a ceiling effect with some of the secondary measures. CTM-3
scores for those in baseline were high and left little room for improvement. It may be that
without experiencing both standard practice alone and the enhanced discharge planning,
66

patients rate their experience of discharge planning services as about the same. Although this
may also be true for the RTM-14, it does not account for the absence of difference in health
outcomes measured by the SF-12. Alternatively, it may be that the patient profile was too broad
and risk too low—a high risk might have led to a more noticeable difference. Similarly, the age
range of participants might have excluded more people of higher risk.

Implementation of Study Results
The procedures followed are specified to a degree that they could be easily replicated. A
procedures manual and supporting materials offer the tools most researchers and practitioners
need to implement this program. Moreover, although the model adds some new functional
roles, most were easily adapted into the current practice or supplemented by it. If adopted, a
replication might include an older range of patients and might target patients at greater risk for
rehospitalization. In any case, the construct of needs and their linkage to local resources should
be included and its utility explored. Before pursuing dissemination, researchers should
determine if this enhanced discharge model produces consistently improved outcomes.

Subgroup Analyses
No subgroup analyses were conducted.

Study Limitations
Although broad, the age range was limited to adults no older than 75 years. This limits
the study. For example, only 25% of patients in phase 1 fell into the first 2 PAM-10 categories of
having lower levels of problem-solving or coping skills. Our assessment of the program was
hampered by the small number of rehospitalizations reported by patients. Only 29 patients
across both groups reported 56 rehospitalizations; 16 patients in the baseline condition reported
37 rehospitalizations, and 13 patients in the experimental condition reported 19
rehospitalizations. From one perspective, this low number is the result of setting the upper age
range of eligibility for inclusion in the study at 75 years. Similarly, eligibility criteria limited the
number and status of patients who participated. For example, patients who were in the hospital
for observation were excluded from participating in the intervention. Offering these services to
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all patients regardless of age might have produced more rehospitalizations among those at
greater risk. However, given that there were no differences in ratings of the effectiveness of the
enhanced discharge planning (as measured by the CTM-3) and the rural transition support
services (as measured by the RTM-14), such a broader age range might not have made any
difference.
The data evaluating the impacts of the transitions intervention should be interpreted
with caution for several reasons. First, they come from 1 rural region served by 1 RRH. They may
not reflect rural conditions broadly or hospital services provided by other institutions. Second,
the primary measures of hospital utilization are self-reported by patients and, given the
relatively long time period (90 days), may be inaccurate due to recall error or bias. Third,
patients discharged over the weekend were not included in the study; this may bias the results
by limiting the number of patients participating. Nonetheless, self-reported hospital utilizations
had the advantage of capturing hospitalizations in more than 1 facility. Third, several of the
statistical tests performed involved multiple comparisons, and some of the significant findings
reported may be due to chance.
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CONCLUSION
This project sought to demonstrate the feasibility and measure the utility of a structured
patient engagement process, the CRM, in a rural medical setting. This process drove the
development and evaluation of an enhanced discharge planning and rural transition program.
Data suggest the program had modest effects and that the trends are in the right direction. The
intervention favorably affected some outcome measures and had no effect on others; it did not
cause harm. More research is needed to confirm the findings and explore the utility of the
program with patients from a wider age range and patients with a higher risk profile.

69

REFERENCES
1.

Forster AJ, Clark HD, Menard A, et al. Adverse events among medical patients after
discharge from hospital. CMAJ. 2004;170:345-349.

2.

Moore C, Wisnivesky J, Williams S, McGinn T. Medical errors related to discontinuity of
care from an inpatient to an outpatient setting. J Gen Intern Med. 2003;18:646-651.

3.

Wachter RM, Auerbach AD. Filling the black hole of hospital discharge (editorial in
response to article by Walz et al, J Gen Intern Med 2011). J Gen Intern Med.
2011;26(4):354–355.

4.

Section 1886(q) to the Social Security Act Subpart I of 42 CFR part 412 (§412.150 through
§412.154).

5.

Jack BW, Chetty VK, Anthony D, et al. A reengineered hospital discharge program to
decrease rehospitalization: a randomized trial. Ann Intern Med. 2009;150(3):178-187.

6.

Institute of Medicine. Quality Through Collaboration: The Future of Rural Health. National
Academies Press; 2005.

7.

Larson SL, Fleishman JA. Rural-urban differences in usual source of care and ambulatory
service use: analyses of national data using Urban Influence Codes. Med Care. 2003;41(7
Suppl):III65-III74.

8.

Jones I, López-Carr D, Dalal P. Responding to rural health disparities in the United States.
Netcom. 2011;25(3/4):273-290.

9.

Cosby AG, Neaves TT, Cossman RE, et al. Preliminary evidence for an emerging
nonmetropolitan mortality penalty in the United States. Am J Public Health.
2008;98(8):1470-1472.

10.

Chan L, Hart LG, Goodman DC. Geographic access to health care for rural Medicare
beneficiaries. J Rural Health. 2006;22(2):140-146.

11.

Rosenblatt RA, Andrilla CH, Curtin T, Hart LG. Shortages of medical personnel at
community health centers: implications for planned expansion. JAMA. 2006;295(9):10421049.

12.

Peek-Asa C, Zwerling C, Stallones L. Acute traumatic injuries in rural populations. Am J
Public Health. 2004;94(10):1689-1693.

13.

Herrin J, St Andre J, Kenward K, Joshi MS, Audet AM, Hines SC. Community factors and
hospital readmission rates. Health Serv Res. 2015;50(1):20-39.

70

14.

Joynt KE, Orav EJ, Jha AK. Thirty-day readmission rates for Medicare beneficiaries by race
and site of care. JAMA. 2011;305(7):675-681.

15.

Schultz AA. Identification of needs of and utilization of resources by rural and urban
elders after hospital discharge to the home. Public Health Nurs. 2007;14(1):28-36.

16.

Seekins T, Dingman S, Offner R. Needs of people with disabilities living in rural America.
Int J Rehabil Res. 1990;2(4):341-342.

17.

Seekins T, Ravesloot C, Dingman S, Clark F. Transitions from rehabilitation hospital to
rural independent living. Int J Rehabil Res. 1990;12(4):340-341.

18.

Seekins T, White GW. Participatory action research designs in applied disability and
rehabilitation science: protecting against threats to social validity. Arch Phys Med
Rehabil. 2013;94(1 Suppl):S20–S29.

19.

Schriner KF, Fawcett SB. Development and validation of a community concerns report
method. J Community Psychol. 1988;16(3):306-316.

20.

Seekins T, Fawcett SB. Effects of a poverty client’s agenda on resources allocation
decisions by community decision-makers. Am J Community Psychol. 1987;15:305-320.

21.

Seekins T, Ravesloot C, Katz M, et al.. Nursing home emancipation: a preliminary study of
efforts by centers for independent living in urban and rural areas. J Disabil Health.
2011;4(4):245-253.

22.

Jackson KO, Seekins TW, Offner RB. Involving consumers and service providers in shaping
a rural rehabilitation agenda. Am Rehabil. 1992;18(1):23-29.

23.

Fawcett SB, Seekins T, Fletcher RK, Whang PL, Muiu C, Hannah GT. Consumer concerns.
Hosp Community Psychiatry. 1982;34:488.

24.

Rural Health Information Hub. Critical access hospitals (CAHs). Published 2016. Accessed
March 11, 2020. www.ruralhealthinfo.org/topics/critical-access-hospitals

25.

Hibbard JH, Mahoney ER, Stockard J, Tusler M. Development and testing of a short form
of the Patient Activation Measure. Health Serv Res. 2005;40:1918-1930.

26.

US Department of Health and Human Services. Defining rural population. Published May
12, 2016. Accessed March 11, 2020. www.hrsa.gov/ruralhealth/aboutus/definition.html

27.

US Census Bureau: State and County QuickFacts. Data derived from Population
Estimates, American Community Survey. Last revised Thursday, May 28, 2015, 16:21:06
EDT. Accessed June 29, 2015.

71

28.

Montana Department of Public Health and Human Services. Montana’s Rural Health Plan.
Montana Department of Public Health and Human Services; 2011.

29.

Dillman DA, Smyth JD, Christian LM. Internet, Mail, and Mixed-Mode Surveys. 3rd ed.
John Wiley & Sons; 2009.

30.

Cook TD, Campbell DT. Quasi-experimentation: Design & Analysis Issues for Field Settings.
Rand McNally; 1979.

31.

Merkel SM. Designs for Instructional Designers. Stipes Publishing; 1983.

32.

Coleman, EA, Mahoney E, Parry C. Assessing the quality of preparation for post-hospital
care from the patient’s perspective: the care transitions measure. Med Care.
2005;43(3):246-255.

33.

Montana Team. Rural Transitions Needs Assessment: Deciding the Help You Need. Rural
Institute; 2016.

34.

Stewart A, Ware JE. Measuring Functioning and Well-Being: The Medical Outcomes Study
Approach. Duke University Press; 1992.

35.

van Walraven C, Wong J, Forster AJ. LACE+ index: Extension of a validated index to
predict early death or urgent readmission after hospital discharge using administrative
data. Open Med. 2012;6(3):e90.

36.

Agency for Health Care Research and Quality. Care coordination. Published 2016.
Accessed March 11, 2020. https://www.ahrq.gov/professionals/prevention-chroniccare/improve/coordination/index.html

37. Kincaid JP, Fishburne RP, Rogers RL, and Chissom BS. Derivation of New Readability Formulas
(Automated Readability Index, Fog Count, and Flesch Reading Ease Formula) for Navy
Enlisted Personnel. Research Branch Report 8–75. Chief of Naval Technical Training; 1975.

72

ACKNOWLEDGMENTS
This manual and the model it describes represent the experience and advice of many individuals.
These include the staff of Providence St. Patrick Hospital, Barrett Hospital and Health Care, Deer
Lodge Medical Center, Clark Fork Valley Hospital, and St. Joseph Hospital. In particular, we wish
to acknowledge the contributions that patients of these programs made. A partial list of
contributors includes the following:
Partial List of Contributors
Saint Patrick Hospital

Heidi Boehm, Tim Descamps, Joe Knapp, Linda (Sliter)
Yearous, AnnaJean Smith, Becky Brooks, Noah Becker,
Chandala Curtiss, Sandy Beaudette

University of Montana

Benjamin Eisenreich, Jennifer Wong, Casey Ruggierro, Craig
Ravesloot, Patricia O’Brien, Susan Greene, Ryan Long, Jon
Graham, Allen Szalda-Petree, Tom Seekins

Critical access hospitals

Ali Church, Shelby Zenahlik, Greg Hanson, Leisha
Armstrong, Maria Koslosky, Gail Eide, Shiloh McCready,
Katie Bateman, Marie Hamilton, Benjamin Murray

Subject matter experts

Myrna Seno, Linda Torma, David Claudio, Carol Bishoff

Patient design team

Lynne VanZonnenfeldt, Lou Alcott, Mike Bedick, Vickie
Radford

73

APPENDICES
Appendix A. Semistructured Interview Format
Interview Script Checklist:
Location: __________________
•

Introductions - (friend/family member name: __________________________ )

•

Thanks for agreeing to participate

• Initial questions about project?
• We are primarily interested in learning about your recent medical experiences at
St. Patrick Hospital & better understanding how you prepared to return home.
• Ask a lot of questions (some relatively personal), please feel free to say pass if
you would prefer not to answer a particular question.
BEFORE STARTING INTERVIEW:
 Consent forms/questions – Discuss Audio & pictures (if home interview)
 Pre-Surveys/questions – Assistance completing?
REVIEW HOSPITALIZATION DETAILS:
 Planned/unplanned admission to St. Patrick Hospital (circle one)
 Hospitalized for what health condition? _____________________
 # of Days Hospitalized: ________________
 Clarify we are interested in primary hospitalization (versus rehospitalizations) - is there a different hospitalization experience they would
like to talk about?
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ADDITIONAL QUESTIONS OR CONCERNS?
• How we hope this interview will work is that initially the participant will answer
each question to the best of their ability, and then the family member/friend will
have a chance to add additional information.
 Offer copy of the interview questions in order to follow along.
Patient Interview
Your Experiences Being in the Hospital & Returning Home
I am going to ask you a lot of questions today about your experiences both in and
out of the hospital, and I thought we might start by having you spend 5 or 10
minutes just telling us about your general experience of preparing to go to the
hospital, being hospitalized, and then returning home.
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Before You Were Hospitalized
1. What kinds of activities were you able to do before you went to the
hospital? For example, can you describe for me a routine day? (e.g., work,
responsibilities and social activities)

2. Prior to going to the hospital, what was your opinion about medicine and
hospitals in general?
□ How did your opinion change after being in the hospital?

3. Why did you decide to go to St. Patrick Hospital?
□ If planned, what other hospitals did you consider and why didn’t you go to
them?
□ Could you have gone to the ____________ (local) hospital?
□ Do you have any concerns about getting healthcare in your home town? (e.g.,
confidentiality, quality of care, etc.)
** If unplanned admission, skip to #5.
4. If going to Missoula was part of a planned treatment, did your doctor or
someone in their office talk with you about what to expect after your
hospitalization?
□ Did they help you plan for returning home?
□ Yes
□ No
□ If yes, what was your plan?
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Your Hospital Stay
5. What kind of support did you receive from friends or family members while
you were in the hospital?
□ How helpful was this support?
□ Did anyone travel to Missoula to be with you or stay with you in the
hospital?
□ Would more or less social support have been helpful?

6. We know that it is important for patients to have trusting relationships with
their medical providers. During your hospital stay, what kinds of things did
hospital staff do that led to you trust or distrust them?

7. When your doctor visited you in the hospital, what kinds of things did you
talk about?
□ Did you have enough time with your doctor to ask all your questions?

8. What kinds of feelings did you have while you were in the hospital? For
example, did you feel angry, worried, relieved, down, or overwhelmed?
□ Who, if anyone, talked with you about how you were feeling emotionally?
□ Overall, how were you feeling when you left the hospital?
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Preparing to Return Home
9. How did the hospital staff help you prepare to go home?
□ Who assessed your needs and talked with you about additional services that
you would need when you returned home?
□ Did you plan to make changes in your home to assist your recovery?
(ramps, railings, medical beds, remove rugs, etc.)
□ How were you & your family/friends involved in this planning process?
□ Did you or anyone else have to advocate for you in order to get you the
help you needed?
10.

What information was given to you about your health condition and
what you needed to do to take care of it? (e.g., rest, medications, followup appointments, length of recovery)
□ Did you receive Written and/or Oral instructions?
□ If yes to written, did you read the information you were given?
□ How did the information you received help you in your recovery?

11.What were you told to do if you experienced problems once you returned
home?
□ What signs or symptoms were you told to watch out for? (What’s
normal/what’s not)
□ Were the instructions clear about when you should contact your doctor?
□ Who were you instructed to contact & how were you supposed to contact
them?
□ Were these instructions written down?
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12.What was your plan for managing your daily activities like shopping for
groceries, preparing meals, taking care of animals/pets once you returned
home?
□ What, if any, responsibilities did you have after returning home? (e.g.,
going back to work, school, caring for others, prepping meals, etc.)

13.In what ways did you feel prepared or underprepared to return home?
(e.g., pain level in control, ability to move, in-home help arranged, etc.)
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Returning Home

14.After you left the hospital, did your recovery go as you expected?
□ Were there any unexpected challenges?
□ Did a healthcare provider contact you after you returned home to see how you
were doing?
□ What follow-up services did you receive?
 Primary care
 Pharmacist assistance
 Physical therapy
 In-home care
 Meals on wheels/meal prep assistance
 Counselor
 House keeping

15.What was your experience like following-up with your doctor or other local
medical providers like a physical therapist, counselor, or pharmacist once
you returned home?
□ Were there planned services that did not work out? (What happened?)
□ Did you experience any difficulties filling your medications or taking them
correctly once you returned home?
□ Were there other services that you ended up needing that were not planned
for?
□ Did you have any trouble with transportation or getting to your appointments?
16.How did family, neighbors, and/or friends help you after you returned
home?
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17.Did you have to go back to the hospital for any reason?
□ If so, why?

18.Since your last hospital stay, what other health conditions have you
experienced? (e.g., increased pain, decreased ability to get around, weight
gain, anxiety or depression)
□ What are you currently doing to improve and/or maintain your health as a
result of this
experience?

19.In what ways has the condition you were treated for impacted how you live
your life? (e.g., social life, mobility, ability to work, ability to care give,
community involvement, mental health, endurance)

20.Overall, is there anything that could have been done differently to make
your recovery process easier?
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Additional Questions

21.Is there anything that we did not ask about that feels important to you in
helping us understand your recent hospitalization and discharge
experiences?

22.Any additional questions for us?
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Appendix B. Patient Concerns Menu
COMMUNITY HEALTH AND RURAL MEDICINE (CHARM)
PATIENT CONCERNS MENU
The purpose of the study is to improve medical outcomes and to reduce the need for
returning to the hospital because patients encounter problems that could have been
prevented. In particular, this study focuses on the issues faced by those who live a
significant distance from a Regional Referral Hospital (e.g. St. Patrick) and go
home after treatment there.
The items below are statements about life in small towns and issues related to
getting medical treatment there and at a regional referral hospital such a St. Patrick
Hospital in Missoula. The items are organized around stages of health and medical
care.
Functions over time…
Stage 1: Your Community & Routine Living
A. Living in Your Community
1.
2.
3.
4.
5.
6.
7.
8.

Your community is a great place to live.
You feel like you belong in your community.
There are a lot of public events (e.g., county fair, rodeo) for community
members to enjoy.
There are plenty of recreational opportunities in your community and
surrounding areas.
There are educational resources in your community, such as libraries and
book clubs.
Most people who live in your community are involved in local events.
People in your community share a common vision about how the
community should be.
Local community residents work together to contribute to the quality of
your community.
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9.
10.
11.
12.
13.
14.
15.
16.
17.
18.
19.
20.
21.
22.
23.
24.
25.

26.
27.

People who choose to live in your rural community accept the limited
access to medical care.
The people in your town genuinely care about one another.
Most people in your town know one another.
People in the community allow each other the privacy they want.
People in your community help each other in difficult times.
You have friends, family, or neighbors nearby that you can call on when
you need help.
Everyone is treated fairly in your community, regardless of how well
connected they are to the local community.
People in your community treat each other with respect.
There is safe and affordable public transportation in your community to get
you where you need to go.
You have your own transportation that can get you where you need to go.
There are good jobs and business opportunities in your community.
It is affordable to live in your community.
Everyone in your community has enough to get by.
You can easily find adequate and affordable housing in your community.
Maintaining good health is important to your friends & neighbors.
Organizations in your community actively work to promote the health of
community members.
There are local programs that provide assistance when people are in need,
such as visiting nurses, home health service, aging services, rehabilitation
services, etc.).
Your community welcomes new members.
You can get useful advice about health care from family, friends, and others
in your community.

B. Getting Health Care in Your Community
28. Your community has the resources to address local health care issues, such
as alcoholism and family violence.
29. You can get routine medical treatment and other home healthcare services
you need locally.
30. Medical specialists regularly come to your community to provide specialty
treatment in your local hospital.
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31. Assistive services and home health programs are available in your
community to help people remain in their own home.
32. Your community has a professional counselor or psychologist.
33. You have access to a primary care doctor in your home town.
34. Your community has a pharmacy
35. Your community has a physical therapist or a chiropractor.
36. Most people in your town have adequate medical insurance or can afford to
pay for their healthcare.
37. Your community has adequate public transportation to get you to Missoula
for medical treatment.
38. You are able to get the care you need in your home town in a reasonable
time frame (within 10 days).
39. Local healthcare providers in your community maintain confidentiality.
40. Your local medical providers are knowledgeable about and able to treat
your health conditions.
41. You have no concerns about the quality of care you receive at your local
hospital.
42. Your local hospital providers take the time to answer all of your questions.
43. Your local doctors and nurses treat you with respect.
44. Your health care providers talk to you using words you can understand.
45. Doctors and nurses at your local hospital make you feel good about the
questions you ask, and they encourage you to ask questions during
appointments.
46. Local hospital staff are kind, courteous, and professional
47. Healthcare providers in your community are willing to consider alternative
treatments.
48. Medical providers in your home town are capable and competent.
49. You feel confident that your local medical providers have your best interest
at heart.
50. There is a hospital in your community.
51. Emergency medical treatment is available in your community when you
need it (e.g., car crashes, falls, etc.).
52. You can get the care you need at your local hospital in a crisis situation.
53. You have enough confidence in your local medical resources to use them in
an emergency.
54. There is ambulance service in your community that you can access by
calling 911.
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55. Specialty medical care is available in your home town.

Availability of Financial Assistance in Your Community
56. Local financial assistance to help you pay for medical care is available.
57. You can get local financial assistance to help pay for your transportation to
and from out-of-town medical appointments.
58. Your local hospital will work with you to figure out ways to cover the cost
of your treatment.
Stage 2: Your Health Before You Were Hospitalized
C. Managing Your Health Before You Went to the Hospital
59. Before you went to the hospital, you maintained a healthy lifestyle and
managed your health effectively.
60. Prior to going to the hospital, you had an Individual Health Plan that spelled
out the details of what you wanted done if you were hospitalized.
61. Before you were hospitalized, you knew who to call in a medical
emergency.
62. Before you went to the hospital, you were able to find helpful information
on the Internet about your medical condition, its treatment, and how to
manage it.
63. Before you were hospitalized, you understood all of your medical
diagnoses, and you knew what you needed to do to take care of them.
64. Before you went to the hospital, you knew enough to look for warning signs
of potential health problems.
65. Prior to going to the hospital, you had an “advance directive” that clearly
stated the type of treatment you wanted and the treatment you did not want
at the end of your life.
66. When it came to your health, you had the skills and knowledge to advocate
for your best interest prior to being hospitalized.
D. Local Primary Care

86

67. Prior to your hospitalization at St. Patrick Hospital, you had a doctor you
saw locally who was familiar with your health.
68. Prior to your hospitalization at St. Patrick Hospital, you had a good
relationship with your local primary care provider.
69. Prior to your hospitalization at St. Patrick Hospital, your local primary care
provider has taken the time to get to know you and he or she understands
what you need to be healthy.
70. Prior to your hospitalization at St. Patrick Hospital, your local doctor was a
personal acquaintance.
71. Prior to your hospitalization at St. Patrick Hospital, your doctor in your
home town listened to you.
E. Getting Hospital Care Locally
72. You had a clear understanding of the role the local hospital plays in the
community, the services it provides, what it does well, and its limitations.
73. You had confidence in the local hospital.
74. Local hospital staff had good bedside manners.
75. Medical professionals at your local hospital took the time to listen to you.
76. Local hospital staff were able to identify what was wrong and connect you
with the help you need.
77. Local hospital staff worked with you until there was a clear understanding
of your healthcare needs.
78. Your local hospital treated you fairly.
Hospital Referrals & Care Coordination
79. Your local hospital helped you access the care you needed in a timely
manner.
80. Your local hospital got you the care you needed to ensure your wellbeing.
81. Your local hospital quickly relayed the needed information about your
health condition to St. Patrick Hospital when you were transferred for
additional care.
82. St. Patrick Hospital has a good relationship with your local hospital.
83. The communications between your local health care providers and the
medical staff at St. Patrick Hospital was excellent.
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84. Your transfer from your local critical access hospital to St. Patrick Hospital
was carried out quickly and smoothly.
85. Your local physicians and the hospital staff at St. Patrick Hospital took
possible weather and road conditions into account when they scheduled
your treatment and follow-up appointments.
86. Your local doctors connected you to other health care services that you
needed.
87. A friend or family member participated in your medical appointments to
help you get a clear understanding of what you need to do to recover.
Local Emergency Services
88. You were able to get emergency transportation (e.g. ambulance or lifeflight) from your hometown to St. Patrick Hospital, regardless of your
ability to pay for the service.
89. Your local medical clinic or critical access hospital provided emergency
treatment, and they quickly arranged emergency transportation to a larger
hospital when you needed it.
90. The emergency department contacted your family to make sure that they
knew where you were and what was happening.
F. Organizing and Preparing for a Planned Hospital Treatment Out of Town
91. If you had a planned admission, you had a home care recovery plan in place
before you went to the hospital.
92. If you had a planned admission, you obtained the needed equipment for
your recovery prior to your hospitalization.
93. If you had a planned admission, prior to going to the hospital, you made
arrangements for the chores that needed to be done while you were gone.
94. If you had a planned admission, healthcare providers in your home town
helped prepare you for your out of town hospitalization.
95. If you had a planned admission, your local doctor gave excellent
instructions on how to prepare for surgery at St. Patrick Hospital as well as
on how to plan for your recovery once you returned home.
96. If you had a planned admission, prior to going to the hospital, your out of
town doctor gave excellent information about what to expect after you left
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the hospital and returned home (e.g., how long it would take to recover,
pain you might experience, etc.).
97. If you had a planned admission, health care providers gave you a packet of
written information before your treatment so that you had time to read it,
learn what to expect, and how to plan for your recovery at home.
98. If you had a planned admission, prior to going to the hospital for treatment,
a hospital staff member (e.g., a social worker, nurse, or discharge planner)
helped translate medical lingo into understandable terms and helped you
address the concerns you had about your treatment.
99. If you had a planned admission, prior to going to the hospital for treatment,
you were prepared for your medical tests (e.g., you knew what your tests
were, how long they would take, etc.)
100. If you had a planned admission, you planned for someone to go with you to
St. Patrick Hospital that could help you understand and remember what the
doctors said.
101. If you had a planned admission, you had enough planning and support so
you didn’t feel like a burden on your partner, family members, or friends.
102. If you had a planned admission, your providers acknowledged the unique
challenges of living out of town and attempted to work with you to
accommodate those challenges (e.g., scheduling appointment at times that
account for travel time and distance).
Clear Treatment and Recovery Expectations
103. If you had a planned admission, before going to the hospital for treatment,
you had a clear understanding of what to expect in the hospital (e.g., how
many days you would need to stay, what side effects you might experience,
etc.).
104. If you had a planned admission, someone talked to you before your
treatment at St. Patrick Hospital about potential limitations you might
experience after your treatment.
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Stage 3: Seeking Care & Your St. Patrick Hospital Stay
G. Paying for Medical and Health Care
Availability of Financial Assistance from St. Patrick Hospital
105. If you were uninsured at the time you were hospitalized, you were able to
get treatment at St. Patrick Hospital without waiting to qualify for Medicaid
or another assistance program.
106. St. Patrick Hospital provided help in paying for your transportation home.
107. Charity care was available at St. Patrick Hospital so that you could get
treatment even if you could not afford it.

H. Getting Help and Support from Family and Friends
108. Your family or friends helped you cope with the feelings (e.g., confusion,
relief, anger, fear, sadness, etc.) you experienced while in the hospital.
109. A hospital chaplain visited you in your hospital room during your stay at St.
Patrick Hospital.
110. You received support from family and/or friends in your recovery at the
hospital.
111. There were services and supports for those who came from out of town to
be with you while you were hospitalized at St. Patrick Hospital (e.g., place
to stay for your family during treatment).
I. Receiving Treatment by “Big City” Doctors
112. Medical professionals at St. Patrick Hospital talked with you in terms you
could understand.
113. You had enough time to ask your doctor at St. Patrick Hospital questions
about the things that you wanted to know.
114. Your doctor at St. Patrick Hospital clearly understood what you expected as
the outcome of the treatment.
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115. The doctors at St. Patrick Hospital called your family to update them on
your condition while you were in the hospital.
116. The doctors at St. Patrick Hospital worked with your family to explain what
you were going through and what they could do to help assist you in your
recovery.
J. Services from the Regional Referral Hospital
Competency and Professionalism of Hospital Staff at St. Patrick Hospital
117. A social worker, nurse, or other advocate at St. Patrick Hospital helped you
navigate the hospital system, including paperwork.
118. St. Patrick Hospital staff were competent and careful about how they did
their jobs.
119. Your doctor at St. Patrick Hospital was attentive to your needs while you
were in the hospital.
120. St. Patrick Hospital staff presented as confident in their ability to care for
you and optimistic about your recovery.
121. Your medical records and personal information was kept confidential at St.
Patrick Hospital.
122. The healthcare providers at St. Patrick Hospital used the new computer
systems to improve the care you received.
123. St. Patrick Hospital staff worked as a team to care for you.
124. Hospital staff kept you safe while you were in the hospital.
125. St. Patrick Hospital provided the care you needed
126. Your discharge was planned out, and it was not left to the last minute.
127. You felt confident in the care you received at St. Patrick Hospital.
128. Unexpected complications in your treatment at St. Patrick Hospital were
effectively dealt with in a professional and timely manner.
129. St. Patrick Hospital staff talked to you and not about you.

Communication
130. St. Patrick Hospital staff stayed in contact with you and were responsive to
your needs.
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131. St. Patrick Hospital staff took the time to make sure they understood the
questions you asked while you were hospitalized.
132. St. Patrick Hospital staff explained what they were doing when providing
you treatment, and they always told you what the instruments they used
were for prior to using them.
133. Doctors and nurses waited until you were awake and alert before trying to
teach you what you need to know to take care of yourself or asking you to
make important decisions.
Demonstration of Investment in Patient-Centered Care
134. St. Patrick Hospital staff demonstrated that patient care comes first
135. The doctors and nurses treated you with respect
136. You felt comfortable to ask for help (e.g., going to the toilet, buttoning your
pants)
137. Your doctor was personally invested in your treatment and care
138. Your doctors and staff were more concerned about treating you well than
they were about getting you out quickly, or any financial incentives they
might get
139. The doctors and nurses made you feel good about the questions that you
asked
140. Hospital staff took the time to listen to your family
141. St. Patrick Hospital staff attended to your needs
142. St. Patrick Hospital treated you like a neighbor
143. The St. Patrick Hospital nurses and doctors listened to you respectfully
144. Hospital staff were kind, courteous and professional
145. It felt as though doctors at St. Patrick Hospital were personally invested in
your treatment and care.
146. You felt in control of your health care while at St. Patrick Hospital.
147. Your medications were scheduled around your lifestyle while in the
hospital as well as when you returned home.
148. St. Patrick Hospital staff called you by name.
149. You trusted the providers at St. Patrick Hospital.

92

Mental health considerations
150. Healthcare providers at St. Patrick Hospital talked to you about how you
were feeling while you were in the hospital, and they discussed with you
whether or not you had enough emotional support.
151. You received the emotional support you needed while in the hospital from
friends and/or family members.
152. You were able to cope well with the feelings you experienced while in the
hospital.
153. You got the mental health counseling that you needed while in the hospital.
154. Unexpected emotional challenges due to trauma were recognized by your
providers and additional mental health treatment options were discussed
with you.
155. St. Patrick Hospital staff took enough time to comfort you and talk with you
about the sometimes difficult emotions were experiencing while in the
hospital.
156. St. Patrick Hospital staff recognized and validated your fears about your
condition, treatment, and recovery.
157. The staff checked-in on how you were feeling during your hospitalization,
and provided additional support when needed.
158. You had a family member or friend who was able to help watch over you
while you were feeling vulnerable.
159. You had someone you felt comfortable discussing your concerns regarding
your health function with while you were in the hospital.
Stage 4: Preparing to Return Home
K. Assessing the Home and Providing Assistance to Prepare Your Return
160. Before you left St. Patrick Hospital, hospital staff asked about your home
and where you lived in order to determine if you needed to make
modifications or needed assistive devices (e.g., shower grab bar, transfer
chair, ramp).
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L. Planning for Recovery
161. Your physician at St. Patrick Hospital, understood what you wanted to be
able to do once you recovered.
162. You understood the potential for complications you might experience from
the treatment you received, and you had a good plan for addressing
recovery complications prior to leaving St. Patrick Hospital.
M. Planning Your Hospital Discharge
Consideration of possible challenges related to living outside of Missoula
163. St. Patrick Hospital staff went out of their way to help you get the services
and treatment you would need in your hometown so that you would not
have to travel back to Missoula for treatment.
164. Your hometown doctor was involved in creating the plan for your discharge
from St. Patrick Hospital.
165. If you did not already have a primary care provider, your doctor at St.
Patrick Hospital connected you with follow-up care (primary care
physician) in your hometown before you left the hospital.
166. St. Patrick Hospital staff knew where you were from, and they had a good
understanding of healthcare services and resources in your community.
167. Before sending you home, hospital staff made sure that you had a primary
physician you could see in your hometown for follow-up care
168. St. Patrick Hospital coordinated with the services you use in your
hometown (e.g., tribal health, local doctors, rehabilitation programs, etc.)
169. Your doctor and the hospital discharge planner knew what services were
available in your home town so they could easily help you plan the services
you would need for your recovery at home.
170. St. Patrick Hospital transferred your records to your home town doctor as
soon as you were discharged home.
171. St. Patrick Hospital worked with your local hospital to coordinate services
you needed at home to help you recover (wound care, dressing changes,
etc.).
172. You were able to get most of your follow-up appointments in your
hometown (e.g., rehabilitation services, IV antibiotic treatments, wound
care, etc.).
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173. St. Patrick Hospital staff understood the unique challenges of living out of
town and worked with you to accommodate those challenges when
scheduling follow-up appointments (e.g., scheduling appointment at times
that account for travel and distance).
174. There was a plan for you to get back home when you were released from
the hospital.
Involvement of family
175. Hospital staff always gave you the options of having your family or friends
participate in discussions about your treatment or health condition.
176. The discharge planner worked with your primary care giver (e.g. spouse,
friend, parent, etc.) so that he or she knew what to do and how to do it once
you returned home.
177. Your family member or other caregiver got enough information to be able
to estimate accurately how much work it would be to complete all the
household chores and care for you during your recovery.
178. Your partner, friend, or other family member was involved in creating your
plan to return to home safely.
179. Hospital staff worked well with your family members or friends who had
come to help you coordinate care (e.g., agreed to come to your room at a
certain time to insure family or friends could be involved in important
conversations).
180. A partner, friend, or other family member could easily participate in doctor
visits at St. Patrick Hospital, so they could get a clear understanding of what
you needed to do once you returned home.
181. Your partner, friend, or other family member was present when your nurse
reviewed your discharge paperwork with you.
Clarity and quality of written and oral communication
182. Your written discharge instructions from St. Patrick Hospital were clear and
easy to understand.
183. St. Patrick Hospital staff worked with you until they were sure you
understood the plan for your return home and ongoing recovery.
184. St. Patrick Hospital staff worked with you until they understood all your
questions and concerns regarding your return home and your recovery plan.
185. St. Patrick Hospital staff worked with you until you had a plan that you
could understand as well as a plan that fit your living situation.

95

186. St. Patrick Hospital staff asked if you felt ready to be discharged from the
hospital.
187. You could easily read and understand your discharge paperwork from St.
Patrick Hospital.
188. The information the hospital gave you was clear and available in formats
(e.g. audio or video) that made it easy for you to understand.
189. All your discharge options were discussed prior to being discharged from
St. Patrick Hospital.
190. Your doctor and the hospital discharge nurse St. Patrick Hospital had a
good feel for what it would be like for you when you got back home.
191. You were able to make confident decisions about your recovery plan based
on the information you received at St. Patrick Hospital during the discharge
planning process.
192. You were able to discuss your discharge plan with your doctor at St. Patrick
Hospital.
193. The hospital worked with you to develop a specific education, discharge,
and rehabilitation program specific to you rather than giving you a generic
booklet.
Appropriateness of Length of Hospital Stay
194. You felt ready to return home by the time you were discharged from St.
Patrick Hospital.
195. You were able to stay at the hospital until you were feeling prepared to
leave.
196. You felt safe to go home when you were discharged.
Addressing Important Practical Issues
197. Your physician at St. Patrick Hospital advocated for things you needed (e.g.
scooter, crutches, boot hooks, etc.)
198. You were given written and oral instructions regarding who to contact at
discharge if complications arose after you left St. Patrick Hospital.
199. Prior to leaving St. Patrick Hospital, you were given the resources you
needed to manage your health condition at home.
200. You had enough planning and support so you didn’t feel like a burden on
your partner, family or friends.
201. You were able to follow your discharge plan and achieve meaningful
recovery goals after returning home.
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202. You were able to get from your home to the hospital safely.
N. Patient Education at St. Patrick’s Hospital
Explanation of medication
203. New medication was explained to you in detail by St. Patrick Hospital staff
prior to your discharge home.
204. You were given side-effect information for new medications
205. St. Patrick Hospital staff explained the best times and the best ways to take
your medication when you returned home.
Explanation of your condition
206. St. Patrick Hospital providers gave you enough information at discharge
that you understood your health condition, and you felt comfortable
managing your symptoms and your recovery process once you returned
home.
207. Your physician at St. Patrick Hospital made sure you understood the causes
of your disease before you returned home.
Preparation for complications
208. Your doctor or one of the hospital staff gave you a written list of symptoms
to watch for once you got home and clearly explained what to do for each
one.
209. You were given clear written and oral instructions regarding when and how
to contact your doctor if you had questions or concerns after arriving home.
210. You received support from St. Patrick hospital staff when you realized you
had an unexpected complication after returning home.
Physical Limitations and Rehabilitation
211. Your physician at St. Patrick Hospital gave you an understandable
description of what you could expect from your treatment – including a
description of the stages of recovery, milestones, how much time it would
take, and the limits of what it could achieve.
212. You were aware of the seriousness of your illness, and you had realistic
expectations about how long it would take for you to heal after you returned
home.
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213. Your doctor at St. Patrick Hospital talked with you about your
ability/inability to drive before you left the hospital.
214. Your doctor gave you excellent and accurate information about what to
expect after you left St. Patrick Hospital (e.g., how long it would take to
recover, pain you might experience, new limitations that might be
permanent, etc.).
215. You understood the stages of recovery you would go through and what you
were likely to experience at each stage prior to leaving St. Patrick
Hospital.
Lifestyle Changes
216. Your physician at St. Patrick Hospital gave you clear
instructions/recommendations for exercising, managing your diet, and
managing pain when you were preparing to return home.
217. St. Patrick Hospital staff gave you information you requested regarding
changes you were considering making to improve your health (e.g., dietary
information, exercise guidelines or referrals, etc.)
218. Prior to leaving the hospital, dieticians at St. Patrick Hospital worked with
you to help you develop a dietary plan that incorporated foods that fit your
family culture (e.g., wild game).
219. Dieticians at St. Patrick Hospital provided instruction on special diets that
might help you manage your disease.
220. Your physician or nurse at St. Patrick Hospital offered you referrals for
mental health professionals in your community to help you cope with
difficult lifestyle changes and the many challenges associated with health
complications.
Wound Care
221. St. Patrick Hospital staff gave you detailed written and verbal instructions
about your wound and bandage care and who to call with questions.
Rehabilitation
222. At St. Patrick Hospital, you learned how important rehab exercises were for
your recovery.
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223. Prior to leaving St. Patrick Hospital, you had a plan for how you were going
to return to your daily activities over time.
Overall Quality of Information Provided
224. The information you received about your condition and how to manage it
once you returned home prevented you from having additional hospital
readmissions/ER visits.
225. Your discharge instructions and health information you received from St.
Patrick Hospital were very helpful and aided in your recovery.

O. Coordinating the Services You Need Between St. Patrick Hospital and Local
Providers
226. When you returned home, your local primary care provider was already
aware of your hospitalization at St. Patrick Hospital, and they had received
records from your hospital stay.
227. Your received referrals to rehab programs in your hometown area before
being discharged from St. Patrick Hospital.
228. Your discharge plan from St. Patrick Hospital included using the closest
available resources and services in your community.
229. The doctors at St. Patrick Hospital showed confidence in the medical
providers and the hospital in your hometown, and encouraged you to
follow-up with local providers whenever possible.
230. The healthcare resources available in your home town and closely
surrounding areas were described to you prior to being discharged from St.
Patrick Hospital.
231. St. Patrick hospital staff made an appointment with a primary care provider
in your hometown for you to follow-up with you after discharge.
232. St. Patrick Hospital staff arranged and scheduled adequate follow-up visits
with your provider for you before you were discharged home.
233. St. Patrick Hospital staff worked with your local hospital to coordinate xrays, wound care, dressing changes, etc., after you returned home.
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Stage 5: The Transition Home & Recovery
P. Managing Expectations and Coping with Concerns
General Support and Emotional Considerations
234. Once you returned home, you were able to discuss your illness and how
your illness affected your life with family and friends.
235. Once you returned home, your local healthcare providers continued to
check in with you about how you were feeling emotionally to make sure
you were coping okay with the many changes in your life.
236. Once you returned home, you felt prepared for the physical and emotional
aspects of your recovery process.
237. Once you returned home, your friends and family provided you with the
emotional and practical support you needed.
238. Once you returned home, you felt supported in your community.
239. Once you returned home, you received additional emotional support from a
therapist or counselor.
240. Once you returned home, you had an opportunity to discuss your health
condition with others who have experienced the same problem.
Communication with your local health care providers
241. Your concerns about returning home and to work were talked about and
addressed on an ongoing basis with your local healthcare providers.
242. You knew what to expect after you returned home, because you continued
to meet regularly with your local healthcare providers throughout the
healing process.
Q. Making the Transition Home
Local Primary Care
243. After your hospitalization at St. Patrick Hospital, your local physician was
aware of your emergency treatment and hospitalization.
244. After your hospitalization at St. Patrick Hospital, your primary care
provider attended to all your medical needs.
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245. After your hospitalization at St. Patrick Hospital, your local primary care
provider was an advocate for your health.
246. After your hospitalization at St. Patrick Hospital, your local primary care
provider was personally invested in your treatment and care.
247. After your hospitalization at St. Patrick Hospital, your primary care doctor
cared for you and went out of the way to make sure you were safe.
248. After your hospitalization at St. Patrick Hospital, your local doctor was
available to answer your questions, if you had concerns about your health.
Getting Hospital Care Locally
249. The local hospital provided the services you needed.
250. The local hospital provided high quality care.
251. Local hospital staff were well qualified.
252. Local hospital staff had good bedside manners.
253. Medical professionals at your local hospital took the time to listen to you.
Follow-Up Calls
254. St. Patrick Hospital contacted you by phone to check to see how you were
doing after you returned home.
255. You received a follow-up call from your local health care provider after you
were discharged home from St. Patrick Hospital.
Swing Bed or Skilled Nursing Facility.
256. Prior to returning home, you were discharged from St. Patrick Hospital to a
skilled nursing facility or your local hospital.

Recovery Expectations
257. Your expectations for your recovery time matched how long it actually took
you to recover.
258. You were able to stay within the limits of your recovery plan, without
pushing yourself too hard and over doing it at home.
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259. After you returned home, you felt very prepared for your recovery process,
and you knew what to expect in the months following your discharge.
Pharmacy Assistance
260. Your local pharmacy filled your prescriptions, and you were able to access
the medications you needed.
261. You knew where you could access affordable medications close to home.
262. The pharmacist at St. Patrick Hospital coordinated with your local
pharmacy in order to ensure access to the medications you would need for
your recovery.
Patient Education in your Community
263. Information that was given to you by local healthcare providers in your
community about your condition, treatment, and recovery after leaving the
hospital was very helpful.
264. Your local hospital staff provided you with a list of recovery resources
located in your community and in Missoula.
265. You had the option of having someone meet you at your house to show you
what you could do to manage your recovery most effectively
Patient Financial Circumstances & Billing Issues
266. The bills for the treatment you got were clear and accurate.
267. You had no trouble paying your medical bills once you returned home.
268. You were able to work with your medical providers to come up with a
reasonable payment plan after you returned home from the hospital.
269. Financial concerns have in no way impacted the medical and rehabilitation
services you had access to after you left St. Patrick Hospital.
270. You and your family have medical insurance that helped cover treatment
costs.
271. You were able to pay your medical bills without going bankrupt.
272. After you returned home, you were treated by local providers without
regard to your ability to pay.
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R. Recovering at Home
Supporting Your Recovery–Social and Family
273. You were able to cope with the feelings you experienced after you left the
hospital.
274. Someone helped you with your daily tasks and routines while you were
healing.
275. Your friends and family provided you with the support you needed after
you returned home.
276. People in your community rallied around you and provided a lot of support
once you returned home.
277. After you returned home, family and friends helped you learn about and
understand your condition and adjust to the changes in your life.
Supporting Your Recovery–Use of Technology
278. The information you found on the internet was clear and helped you
manage your recovery.
279. You have access to an electronic portal (e.g., MyChart) to keep track of
your hospital records to and to manage your care after you returned home.
280. You found accurate information about the quality of doctors, hospitals, and
other service providers on the Internet.
Medication and Provider Issues
281. After you left the hospital, you did not experience any difficulties managing
your medications at home on your own.
282. You had no problems with family, friends, or caregivers taking your pain
medications or asking to buy them from you after you returned home.
283. Your local provider returned your calls quickly after you returned home.
S. Following Up on Your Medical Care and Rehabilitation
Follow-up Services & Care Coordination
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284. You received the home health care that you needed after you returned
home.
285. Hospitals and local professionals kept the follow-up appointments that were
scheduled for you (or that you scheduled for yourself upon returning home).
286. You were informed of specialized care (traveling doctors) coming to your
hometown.
287. You could get a follow-up appointment with a local provider (doctor,
physical therapist) within about 10 days of returning home.
288. You could afford the follow-up care that was recommended.
289. You were able to negotiate your medical charges so that you were able to
access follow-up services where you wanted them.
Follow-up Transportation
290. You had transportation to get to your follow-up appointments safely.
291. Your follow-up doctor appointments were within a reasonable distance
from your home.
Rehabilitation Services
292. Your community offers the rehabilitation services that you needed.
293. The rehabilitation services in your hometown are excellent and provided
you with a vital service.
294. St. Patrick Hospital staff connected you with needed rehabilitation services
in your hometown prior to your discharge.
295. You were able to start rehabilitation services locally after you returned
home.
296. Your local rehabilitation program was open and available enough to
accommodate your life schedule.
297. Post Discharge, you had access to the assistive equipment (scooters) and
devices (machines) you needed as long as you needed them to aid in your
recovery.
298. The discharge planner at St. Patrick Hospital gave you instructions that you
used to monitor your recovery once you returned home.
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299. There was assistance from local care providers to help you in planning,
organizing, and implementing a self-directed rehabilitation program so you
did not have to travel long distances to get the care you needed.
T. Achieving the Outcome You Want
300. You were able to return to your routine at home and work.
301. You kept your job despite being gone for treatment and recovery.
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Appendix C. Community Health and Rural Medicine Questionnaire
PART 1 - You and Your Hospital History
Please, answer the following questions. We will combine your answers with
those of others to understand what happens to different types of patients.

1) How many different times were you hospitalized at St.
Patrick Hospital between January 2013 and June 2014?
2) How many different times were you hospitalized at any
other hospital between January 2013 and June 2014?
3) How many different times did you go to any hospital
Emergency Room between January 2013 and June
2014?
4) How many people live in your house, including you?
5) How many years of school have you finished?
6) Do you use Indian Health Services (IHS)?
Yes
No

7) What would you say is the total income of everyone who lives in your house
- the money you bring in plus the money everyone else brings in? (Check
one)
 $10,000 or less

 $30,001 to 40,000

 $60,001 - $70,000

 $10,001 to
$20,000
 $20,001 to
$30,000

 $40,001 - $50,000

 $70,001 - $80,000

 $50,001 - $60,000

 More than $80,000
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PART 2 - Your Concerns as a Patient
The next questions ask your opinion about 29 statements about health care. Just
circle the number that reflects the importance of and your satisfaction with each item. The
example below shows how one woman rated the first item.

EXAMPLE

How IMPORTANT is it
to you that….
Not

Very Not

Important
A. The medical providers you see treat
you with respect.

How SATISFIED
are you that….

0

1

Very

Important Satisfied
2

3

4

0

1

Satisfied
2

3

4

This woman rated the way doctors treat her and her family as very important (4 in
the blue circle). But she rated her satisfaction as low (1 in the yellow circle). This means
that she is not happy with the way she is treated. If many people feel this way, this could
be a problem.

How IMPORTANT is
it to you that….
Not

Very Not
Important Satisfied

Important
1. The medical providers you see treat
you with respect.
2. You have a long-term relationship
with a local doctor who is familiar
with your health.
3. You can get an ambulance or life
flight to a larger hospital if you need
it.
4. You have the skills to advocate for
yourself in the medical system.

How SATISFIED
are you that….
Very
Satisfied

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4
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5. You have a plan for taking care of
things at home when you are in the
hospital.
6. St. Patrick Hospital staff takes the
time to listen to what you have to
say about your health.
7. St. Patrick Hospital doctors and
nurses describe your treatment in
ways that you can understand.

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

Not

Very Not
Important Satisfied

Important
8. Family and friends provide support
while you are in the hospital.
9. You have one healthcare provider
that you can turn to for help dealing
with the medical care system.
10.A health care provider checks in
with you to see how you are feeling
emotionally.
11.St. Patrick Hospital staff talk to you
about changes that you may need to
make to your home, such as adding
ramps or grab bars.
12.You understand the complications
that you might experience from the
treatment you receive.
13.St. Patrick Hospital staff gives you
instructions on how to care for
yourself in a form that is easy for
you to understand.
14.Before leaving the hospital, you get
clear directions on how to contact
your doctor about questions or
concerns.

Very
Satisfied

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4
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15.St. Patrick Hospital staff explain
exactly what you should expect
during your recovery and how long
it will take.
16.St. Patrick Hospital staff work with
your family and other care providers
to teach them how they can help you
recover.
17.The St. Patrick Hospital staff work
with you to schedule follow-up
appointments as close to where you
live as possible.
18.St. Patrick Hospital staff and your
medical providers at home work
together as a team.
19.St. Patrick Hospital will work with
you to come up with a reasonable
way to handle your bill.

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

Not

Very Not
Important Satisfied

Important
20.Your local physician follows up with
you after you get home.
21.There are programs in your town,
such as meals on wheels that help
people when they need it.
22.You can get the medications you
need from your local pharmacy at an
affordable cost.
23.You can get the rehabilitation and
other health care services you need
in your home town.
24.You can easily get a ride to your
medical appointments and back
home.
25.Your local hospital and medical
providers will work with you to

Very
Satisfied

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4
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come up with a reasonable way you
can pay your bills.
26.You can use the hospital’s secure
email system, MyChart, to check
your records, schedule
appointments, and send messages to
your health care providers.
27.You have a plan that spells out what
you will do to stay healthy over the
long term.
28.You have an advance directive on
file that tells your medical providers
what you want done in the case
when you cannot speak for yourself.
29.Once you get home from the
hospital, you can get appointments
with your local provider within a
reasonable time.

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4

0

1

2

3

4
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Part 3 - Your Hospital Experiences
These next questions ask you to tell us what happened the last time you
were admitted to St. Patrick Hospital. Please, mark YES for those things a
doctor, nurse, or other health care professional did. Mark NO for those things no
one did. If a question does not apply to your last stay in the hospital, mark the
NA (not applicable) box.

Did a doctor, nurse, or other health care
professional ...

YES

NO

NA

1. Plan your admission so that you did not have to
travel in the dark or the day before to get there
on time.







2. Help you develop a plan for managing your
affairs while you were away.







3. Help your family find a convenient, inexpensive
place to stay so they could be near you while you
were in the hospital.







4. Work with you to develop a plan for recovering
at home.





































5. Keep your local physician informed of your
treatment so they know your needs when you
return home.
6. Talk with you about changes you might have to
make in your house –such as adding ramps or
grab bars – that could aid in your recovery.
7. Ask you about your duties and chores at home to
help you plan your recovery.
8. Teach you how to do the key things you had to
do to take care of yourself once you returned
home.
9. Review each medication’s purpose and have you
show them how you would take each one.
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10.Make sure that you could get the medications
you needed once you got back home.







11.Tell you about possible complications to look for
and explain what to do if you experienced any
problems.







12.Give you contact numbers to call if you
experienced any problems.







YES

NO

NA

13.Give you printed discharge instructions that were
easy to follow.
14.Review the written discharge plan - having you
follow along on your own copy.













15.Have you explain the discharge plan in your own
words.







16.Make sure you had the right medical equipment
and that you knew how to use it.







17.Talk to you about using your MyChart account
to communicate with your health care providers.







18.Make follow-up appointments for times that
were realistic and convenient for you.







19.Refer you to a counselor or other mental health
professional if you were feeling depressed or
struggling to cope with changes in your life.







20.Make sure that you had someone you could
count on to get you home and take care of you
while you recovered.







21.Make arrangements for you to get services in
your home town.







22.Schedule your discharge so that you don't have
to stay an extra day in Missoula or drive home in
the dark.







Did a doctor, nurse, or other health care
professional ...
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Part 4 - Your Health Beliefs
Here are 14 statements people sometimes make when they talk about their
health. Please, check the box that reflects the amount you “Disagree” or “Agree” with
each statement. If the statement does not apply, check the box under NA (not applicable).
Strongly
Strongly
Disagree Agree
NA
Disagree
Agree
1. When all is said and done, I am
responsible for taking care of my
health.
2. Taking an active role in my own
health care is the most important thing
that affects my health.
3. I know what each of my prescribed
medications do.
4. I am confident that I can tell whether I
need to go to the doctor or whether I
can take care of a health problem
myself.
5. I am confident that I can tell a doctor
concerns I have even when he does
not ask.
6. I am confident that I can follow
through on medical treatments I may
need to do at home.
7. I have been able to maintain (keep up
with) lifestyle changes, like eating
right or exercising.
8. I know how to prevent problems with
my health.
9. I am confident I can figure out
solutions when new problems arise
with my health.
10.I am confident that I can maintain
lifestyle changes, like eating right and
exercising, even during times of
stress.
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11.I frequently feel depressed and
struggle to cope with changes in my
life.
12.I accept the lack of medical care that
often comes with living in a rural
area.
13.When I go to the hospital, I want to
see a medical doctor - not just a nurse
practitioner or physician’s assistant.
14.I believe health is as much about
being in harmony with my family and
my community as it is physical wellbeing.









































Please, mail your answers to us!
Just put your survey in the envelope.
The envelope is already addressed and the postage is paid.
All you do is put it in the mail.
Thank you for your help!
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Appendix D. Sample Concerns Report

Community Health and
Rural Medicine Survey Results
For Design Discussions
St. Patrick Hospital
March 5, 2015

Rural Options at Discharge Model of Active
Planning the ROADMAP Project
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Community Health and Rural Medicine Survey Results
For Intervention Design Discussion
St. Patrick Hospital staff and University of Montana researchers developed
and submitted a grant proposal that was funded by the Patient Centered Outcome
Research Institute (PCORI). The goal of the project is to improve health outcomes
and reduce re-hospitalizations by engaging patients in improving hospital
discharge planning.
Methods and Progress
To date, we have conducted observations of St. Patrick Hospital Discharge
Planners. We have met with providers in four "frontier" counties served by St.
Patrick Hospital (Beaverhead, Lake, Powell, and Sanders). We conducted detailed
interviews with 32 patients chosen at random from the four "frontier" counties.
Next, we recruited four patients and one family care-giver from those interviewed
to serve on a Patient Design Team (PDT). The researchers and the PDT used the
results of a literature review and the patient interviews to develop a survey of rural
patient concerns. Next, we conducted a survey of 1,119 patients discharge to those
four counties between January 2013 and June 2014. Five-hundred and fourteen
(57%) patients responded. Finally, we conducted a series of discussion forums
with patients and providers from each of the counties to enlist them in interpreting
the findings.
Results
Generally, patients reported high levels of satisfaction with the treatment
they received but highlighted problems getting rehabilitation services they needed
locally, negotiating payments with providers, dealing with gaps in transitions
services, getting local follow-up, and understanding the use of advance directives.
Perhaps surprisingly, only 71% of patients’ records indicated that they had
received discharge planning. The range of discharge planning services reported by
patients varied widely. Three hundred and thirty-nine respondents had one
hospitalization at St. Patrick Hospital with 175 having two or more. But 210
reported one or more hospitalizations in another hospital during the reporting
period.
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Next Steps - Developing New or Improved Protocol
The objective of the next phase of the project is to develop a set of new or
improved practices to address patient-identified gaps. First, the Research Team
will engage key St. Patrick Hospital Staff to help interpret results of rural patient.
Then, St. Patrick Hospital staff will be invited to participate in the Design Team to
help shape the structure and content of new or improved practices. In particular,
they help insure that the options developed meet design criteria such as
compatibility with values and mission, feasibility, flexibility, land likely
effectiveness. Finally, we propose to evaluate the effectiveness of the new
protocol.
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Four Frontier Counties Participating
The pictures shows the landscape in each of the four counties that are the
focus of this study, including Beaverhead, Lake, Powell, and Sanders. Table 1
briefly summarizes key demographic aspects of each county.

Beaverhead

Lake

Powell

Sanders

Table 1
Selected Demographic and Geographic Elements of Four Study Counties
Beaverhead

Lake

Powell

Sanders

Population

9,300

26,507

7,000

11,413

Square Miles

5,600

1,650

2,333

2,790

People/Square
Mile

2

9

3

4

Households

3,684

10,192

2,422

4,273

Living alone <
65

11%

10%

13%

12%

Median Income

$28,962

$28,740

$30,625

$26,852

172

70

85

102

Miles to
Missoula
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Four Collaborating Critical Access Hospitals
The pictures show an image of each of the critical access hospitals in each of
the four study counties. Table 2 presents selected services available through each
hospital.

Barrett Hospital,
Dillon, MT
Beaverhead
County

St. Joseph’s
Hospital, Polson,
MT
Lake County

Deer Lodge
Medical Center,
Deer Lodge, MT
Powell County

Clark Fork Valley
Hospital, Plains,
MT
Sanders County

Table 2
Services Available through Each Critical Access Hospital

Barrett

St. Joseph

Deer
Lodge

Clark Fork
Valley

18

23

16

16

24/7

24/7

24/7

24/7

Yes

Yes

Yes

Yes

CT/MRI

CT/MRI

CT/MRI

CT/MRI

General
Surgery

Yes

Yes

Yes

Yes

Physical
Therapy

Yes

Yes

Yes

Yes

LTC

No

Yes

No

Yes

Beds
ED
Imaging
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Associated
Clinics

Yes

Yes

Yes

Yes

Demographics of Survey Respondents
Overall, we received 514 (57%) completed surveys. Table 3 presents
demographic features of respondents in each of the four study counties, as well as
the overall study group.
Table 3
Selected Demographic Characteristics of Respondents
Lake

Powell

Sanders

514
268 (53%)
241 (47%)
87 (17%)
422 (83%)
405 (79%)
75 (15%)
34 (6%)
219 (43%)
141 (28%)
35 (7%)
42 (8%)
30 (6%)

Beaverh
ead
47
26 (47%)
21 (53%)
3 (6 %)
44 (94%)
45 (96%)
0 (0%)
2 (4%)
27 (57%)
11 (23%)
0 (0%)
6 (13%)
1 (2%)

262
134 (51%)
128 (49%)
54 (21%)
208 (79%)
182 (70%)
69 (26%)
2 (1%)
98 (37%)
78 (28%)
24 (28%)
24 (9%)
21 (8%)

60
28 (47%)
32 (53%)
9 (15%)
51 (85%)
53 (88%)
1 (1%)
6 (11%)
23 (38%)
25 (42%)
4 (7%)
2 (3%)
2 (3%)

140
80 (57%)
60 (43%)
21 (15 %)
119 (85%)
125 (89%)
5 (4%)
10 (7%)
71 (51%)
27 (19%)
7 (5%)
10 (7%)
6 (4%)

35 (7%)
7 (1%)
144 (29%)

0 (0%)
0 (0%)
7 (17%)

14 (5%)
3 (1%)
76 (30%)

3 (5%)
1 (2%)
12 (30%)

16 (11%)
3 (2%)
49 (35%)

154 (31%)

15 (36%)

74 (29%)

17 (29%)

47 (33%)

Overall
Respondents
Males
Females
18 – 49 Years Old
50 – 75 Years Old
Caucasian
Native American
Unknown Race
Medicare
Commercial Insurance
Medicaid
Self - Pay
Other Government
Insurance
Medicare HMO
Worker’s Comp
Income Less than
$20,000
Income $20,001 –
$40,000
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Income $40,001 $80,000
Income More than
$80,000

135 (28%)

17 (40%)

73 (29%)

12 (29%)

29 (20%)

53 (11%)

3 (7%)

30 (12%)

10 (12%)

10 (7%)
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Findings Discharge Planning and Hospitalizations
We examined the EPIC records for patients. Of the 886 visits, 626 records
(71%) indicated that a discharge plan had been provided.
Forty-one percent of patients had two or more visits. This sample included
509 patients who reported 886 hospitalizations – 1.74 per patients – ranging from 1
to 9. We used Logistic regression models to compare re-hospitalization (yes or
No). Gender was also suggestive of significance (p = 0.19) with females more
likely to be re-hospitalized (44.8% vs. 37.3%) than males. Individuals identifying
themselves as American Indian or Alaska Native had a higher rate of rehospitalization than others (54.7% vs. 39.0%; p = 0.017). Similarly, those
indicating that they use Indian Health Services having a higher rate of rehospitalization (51.3% vs. 39.3%; p = 0.05).
Patient view of hospitalizations. Counting re-hospitalizations presents
many challenges. We asked patients to report the number of hospitalizations
during the 18 month period. Three hundred and thirty nine (70%) of patients
reported one admission to St. Patrick Hospital. Others reported two (20%), three
(6%), or more (4%) visits to the RRH. One hundred and ten respondents (22%)
reported one admission to another hospital during the same period. Ninety patients
(19%) reported two or more admissions to another hospital.

Number of Patients Reporting

Number of Patients Reporting Number of
Hospitalizations at RRH and Other Hospitals

339
350
300
250
200
150
100
50
0

99

110
57

1

2

29

9

3

20

6

3

4

3

4

5

6

2

1

7

1

8

Number of Hospitalizations
Other

RRH
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In addition, we asked patients to report the number of times they went to any
ED. One-hundred and fifty-five patients (31%) reported going to an ED one time,
82 (16%) reported going to an ED twice, 55 (11%) reported going three times, and
59 (12%) reported going to an ED four or more times.
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Relative Strengths and Weaknesses from a Patient Perspective

Table 4
All-County Agenda from a Patient’s Perspective

Relative Strengths
(7) St. Patrick Hospital doctors and
nurses describe your treatment in
ways that you can understand.
(96%/86%)

Relative Problems
(23) You can get the rehabilitation
and other health care services you
need in your home town. (87%/70%)

(25) Your local hospital and medical
(8) Family and friends provide
providers will work with you to come
support while you are in the hospital.
up with a reasonable way you can pay
(91%/87%)
your bills. (88%/71%)
(14) Before leaving the hospital,
you get clear directions on how to
contact your doctor about questions
or concerns. (94%/85% )

(9) You have one health care provider
that you can turn to for help dealing
with the medical care system.
(90%/75%)

(3) You can get an ambulance or
life flight to a larger hospital if you
need it. (94%/85%)

(20) Your local physician follows up
with you after you get home.
(87%/71%)

(29) Once you return home, your
(6) St. Patrick Hospital staff takes
local health care provider checks in
the time to listen to what you have to
with you to see how you are feeling
say about your health. (96%/83%)
emotionally. (73%/55%)
(13) St. Patrick Hospital staff gives
you instructions on how to care for
yourself in a form that is easy for you
to understand. (93%/85%)

(18) St. Patrick Hospital staff and
your medical providers at home work
together as a team. (87%/73%)
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(1) The medical providers you see
treat you with respect. (96%/82%)

(2) You have a long-term relationship
with a local doctor who is familiar
with your health. (90%/77%)
Once you get home from the hospital,
you
getyou
appointments
withthe
your
(30) can
Once
get home from
local
provider
within
a reasonable
hospital,
you can
get appointments
time.
with your local provider within a
reasonable time. (90%/76%)
(28) You have an advance directive on
file that tells your medical providers
what you want done in the case when
you cannot speak for yourself.
(81%/67%)

We calculated the average importance and average satisfaction ratings of the
31 patient-developed issue items. We used the measures to calculate a Relative
Strengths Score (average importance times average satisfaction) and a Relative
Problem Score (average importance time the discrepancy between importance and
satisfaction) for each item. The numbers in parentheses represent the average
importance and average satisfaction for respondents from all four counties
participating in the study.
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Discharge Planning and Patient Education Experiences Reported
We calculated the percentage of discharge planning and patient education
experiences reported by patients from Sanders County. Some patients indicated
the service was not appropriate to their situation. Those account for the difference
between the sum presented and all respondents.
Table 5
Discharge Planning and Patient Education Practices Reported in all
Counties
“Did a doctor, nurse, or other health care professional…”
Give you printed discharge instructions that were easy to
13
follow.
Make sure that you had someone you could count on to get
20
you home and take care of you while you recovered.
Review the written discharge plan - having you follow
14
along on your own copy.
Give you contact numbers to call if you experienced any
12
problems.
Tell you about possible complications to look for and
11
explain what to do if you experienced any problems.
Make follow-up appointments for times that were realistic
18
and convenient for you.
4 Work with you to develop a plan for recovering at home.
Make sure that you could get the medications you needed
10
once you got back home.
Schedule your discharge so that you don't have to stay an
22
extra day in Missoula or drive home in the dark.
Review each medication's purpose and have you show
9
them how you would take each one.
Teach you how to do the key things you had to do to take
8
care of yourself once you returned home.
Keep your local physician informed of your treatment so
5
they know your needs when you return home.
Make sure you had the right medical equipment and that
16
you knew how to use it.
Ask you about your duties and chores at home to help you
7
plan your recovery.

Yes
94.2%

No
4.2%

82.7% 10.9%
82.3% 14.3%
81.4% 16.6%
77.7% 18.5%
77.3% 12.5%
73.9% 18.0%
72.1% 18.6%
71.9% 15.8%
63.9% 26.1%
63.0% 19.1%
55.0% 29.6%
51.4% 15.2%
50.1% 30.0%
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1
21
6
17
15
3
19
2

Plan your admission so that you did not have to travel in
the dark or the day before to get there on time.
Make arrangements for you to get services in your home
town.
Talk with you about changes you might have to make in
your house - such as adding ramps or grab bars - that could
aid in your recovery.
Talk to you about using your MyChart account to
communicate with your health care providers.
Have you explain the discharge plan in your own words.
Help your family find a convenient, inexpensive place to
stay so they could be near you while you were in the
hospital.
Refer you to a counselor or offer you medication if you felt
depressed or anxious while in the hospital.
Help you decide a plan for managing your affairs while
you were away.

45.7% 19.4%
37.1% 29.1%
37.0% 22.7%
37.0% 43.6%
36.6% 53.9%
30.1% 30.9%
27.6% 34.3%
13.7% 45.6%

Health Beliefs
Respondents indicated whether they strongly disagreed, disagreed, agreed,
or strongly agreed with 14 statements. We combined the two categories reflecting
agreement and disagreement. Then we calculated a percent of agreement. The
first 10 items are from the Patient Activation Measure (PAM-10). Scores on the
PAM-10 predicted re-hospitalization (p = 0.11) in the absence of other explanatory
variables. Patients with high PAM-10 scores (between about 80-100) are predicted
to have lower re-hospitalization rates than those with lower PAM-10 scores
(around 40).
Table 6
Health Beliefs of Respondents from All Counties
Item
No
Question
When all is said and done, I am responsible
1
for taking care of my health.
2

Taking an active role in my own health care
is the most important thing that affects my
health.

Percent
Agree
97.0%
96.2%
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3

I know what each of my prescribed
medications do.

86.1%

4

I am confident that I can tell whether I need
to go to the doctor or whether I can take
care of a health problem myself.

89.3%

5

I am confident that I can tell a doctor
concerns I have even when he does not ask.

87.6%

6

I am confident that I can follow through on
medical treatments I may need to do at
home.

91.5%

7

I have been able to maintain (keep up with)
lifestyle changes, like eating right or
exercising.

78.8%

8

I know how to prevent problems with my
health.

85.5%

9

I am confident I can figure out solutions
when new problems arise with my health.

74.5%

10

I am confident that I can maintain lifestyle
changes, like eating right and exercising,
even during times of stress.

72.5%
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Recommendations from Local Patient and Provider Discussions
We conducted local seven discussion sessions for patients and providers in
three of the target counties. The primary purpose was to seek recommendations on
what might be done to address concerns. We grouped the highest ranked problems
into four related categories and organized recommendations under each category.
Issue #1 (23)
Difficulty in getting needed rehabilitation and other health services locally.
1) Rural Resource Service Directory
2) Enhanced use of MyChart
3) Systematic replication of Ryan Maze's in-home rehabilitation program.
4) Better organized self-help
5) Risk assessment model that involves home health.
Issue #2 (25, 9, 18)
St. Patrick hospital staff and local providers don't always work well together.
1) Organizational modifications – such as a Zone approach in which DPs
specialize in counties so they establish local connections and become familiar
with local services.
2) Monitor Social Vital Signs after discharge and return home
3) Enhanced use of EPIC to insure case transition.
4) "Experimental" addition of Rural Coordinators (supported by research grant
funds).
5) Internal marketing – “Half of Our Patients” – that outlines the values and
principles of rural service.
Issue #3 (20, 29, 2, 30)
Local providers don't follow-up and it is difficult getting follow-up
appointments locally.
1) Enhanced use of EPIC
2) "Experimental" addition of Rural Coordinators (supported by research grant
funds).
3) Physician contact "AP" to increase ease of physician-to-physician contact.
4) Feedback from Rural Resource Directory to verify local connection.
5) Follow-up phone call triggered by referral upon discharge.
Issue #4 (28)
There is confusion about advance directives.
1) Systematic replication of Wisconsin model.
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Appendix A
Average Importance and Satisfaction Ratings
of 30 Discharge Planning and Patient Education Concerns Rank Ordered by
Relative Problem Score

132

Table 8
Patient Concerns Rank Ordered by Relative Problem Score
(N = 514)

Item
No.
Issues
23 You can get the rehabilitation and other
health care services you need in your home
town.
25 Your local hospital and medical providers
will work with you to come up with a
reasonable way you can pay your bills.

Average
Importance

Average
Satisfaction

86.81%

69.48%

87.59%

71.30%

90.29%

74.63%

20 Your local physician follows up with you
after you get home.

87.04%

71.22%

29 Once you return home, your local health
care provider checks in with you to see how
you are feeling emotionally.

73.33%

54.56%

95.87%

82.09%

90.22%

75.63%

93.79%

80.23%

93.63%

80.06%

90.05%

76.33%

86.61%

72.63%

9 You have one health care provider that you
can turn to for help dealing with the medical
care system.

1 The medical providers you see treat you
with respect.
30 Once you get home from the hospital, you
can get appointments with your local
provider within a reasonable time.
12 You understand the complications that you
might experience from the treatment you
receive.
22 You can get the medications you need from
your local pharmacy at an affordable cost.
4 You have the skills to advocate for yourself
in the medical system.
18 St. Patrick Hospital staff and your medical
providers at home work together as a team.
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2 You have a long-term relationship with a
local doctor who is familiar with your
health.

90.02%

76.70%

6 St. Patrick Hospital staff takes the time to
listen to what you have to say about your
health.

95.47%

82.94%

28 You have an advance directive on file that
tells your medical providers what you want
done in the case when you cannot speak for
yourself.

81.26%

67.17%

15 St. Patrick Hospital staff explain exactly
what you should expect during your
recovery and how long it will take.

92.25%

79.96%

16 St. Patrick Hospital staff work with your
family and other care providers to teach
them how they can help you recover.

85.12%

73.55%

7 St. Patrick Hospital doctors and nurses
describe your treatment in ways that you
can understand.

95.89%

85.65%

19 St. Patrick Hospital will work with you to
come up with a reasonable way to handle
your bill.

88.97%

79.24%

3 You can get an ambulance or life flight to a
larger hospital if you need it.

93.80%

84.64%

27 You have a plan that spells out what you do
to stay healthy over the long term.

84.25%

74.34%

24 You can easily get a ride to your medical
appointments and back home.

88.86%

79.51%

14 Before leaving the hospital, you get clear
directions on how to contact your doctor
about questions or concerns.

93.47%

85.08%

89.78%

81.28%

5 You have a plan for taking care of things at
home when you are in the hospital.
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17 The St. Patrick Hospital staff work with you
to schedule follow-up appointments as close
to where you live as possible.

87.86%

79.17%

10 St. Patrick Hospital staff check in with you
to see how you are feeling emotionally.

80.29%

71.28%

13 St. Patrick Hospital staff gives you
instructions on how to care for yourself in a
form that is easy for you to understand.

92.93%

85.19%

21 There are programs in your town, such as
meals on wheels that help people when they
need it.

74.75%

65.88%

11 St. Patrick Hospital staff talk to you about
changes that you may need to make to your
home, such as adding ramps or grab bars.

78.06%

73.53%

8 Family and friends provide support while
you are in the hospital.

91.24%

87.42%

69.06%

68.13%

26 You can use the hospital's secure email
system, MyChart, to check your records,
schedule appointments, and send messages
to your health care providers.
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Appendix B
One Example of a Potential Intervention Framework
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Patient ROADMAP to Recovery and Recovery Vital Signs
Figure 1 outlines one potential intervention platform, the Patient
ROADMAP. This platform uses the electronic medical record (EMR) as the
platform for organizing intervention components into a patient centered system.
The ROADMAP would be based on patient defined content areas. While it could
be used as part of population health and pre-admission planning (including
advance directives), its use here focuses on patient education and discharge
planning, monitoring recovery vital signs, and follow up. As a system. Data
generated could be used for hospital quality control and reinforcement of
excellence in program performance.
Figure 1- Patient ROADMAP

Patient education and discharge planning. In this case, the patient uses
their portal to work with the "Patient Educator and Discharge Planner" to establish
a Recovery ROADMAP. Rather than attempt to teach the patient the skills and
tasks for self-care and hope for generalization to the home, the Patient Educator
and Discharge Planner (PEDP) helps the patient develop a schedule of tasks for
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each day of recovery. These tasks take the form of "just-in-time" instructions.
These instructions explain exactly what a patient or a care-giver is to do and
schedules the task. For example, in this case, before leaving the hospital, a
caregiver is scheduled to pick up durable medical equipment before arriving 45
minutes before discharge to pick up the patient. Similarly, a series of tasks are
scheduled once the patient arrives home; e.g., sign on to ROADMAP account and
report arrival home. This approach relies on clear descriptions and schedules
performances with feedback. Rather than attempting to teach a new set of skills to
a patient in the hospital, the recovery ROADMAP provides directions when and
where they are needed. In addition, the patient or caregivers record their
performances of each task. This creates a feedback loop.
Recovery vital signs. When the patient or caregiver records their completion
of a task or set of tasks, they also report how they are feeling. The patient reports
both what they do and how they are feeling. These data are converted into
recovery vital signs (RVS). These measures are then displayed as "Recovery Vital
Signs" posted in the EMR. The PEDP at the RRH monitors these RVSs. Local
providers, such as the CAH or others specifically chooses by the patient, also have
access to these RVSs. If measures fall below criteria, they may prompt a series of
follow up calls by either the RRH or the local CAH. These data can be
accumulated for use in hospital evaluation.
Hospital quality control. In addition to the patient's use, the home care plan
development requires the broad range of steps outlined in the PEDP Checklist.
Each task would be organized in a module for providers. When a module is
completed, that is noted on the discharge planning checklist. (It could become the
responsibility of the PEDP to hold any discharge that does not have 100% of the
modules completed.) The rate and quality of completion can then be examined in
relation to patient re-hospitalizations and ED vests after treatment.
If the patient does not have an EMR account, the Discharge Planner helps
establish one and orients the patient and family to its use. If they do not have
access to a PC or the internet, the hospital provides a tablet with wireless
connection as they might prescribe DME.
New Roles and Functions
This framework creates a focal point for patient education and expands the
role of Discharge Planners. It extends their relationship with the patient from the
hospital into the outlying rural community. It also integrates the rural providers
into the process.
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Appendix E. Map of Study Area
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Appendix F. Procedures Manual
PROVIDING PATIENT-CENTERED ENHANCED DISCHARGE
PLANNING AND RURAL TRANSITION SUPPORT

Building a Rural Transition Network between Regional
Referral and Critical Access Hospitals
The University of Montana
In Collaboration with
The International Heart Institute of St. Patrick Hospital
Missoula, Montana
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Presently, many patients receive much of their education for selfmanagement for a ... transition from hospital to home during their hospitalization.
Unfortunately, the hospital setting is not an ideal educational environment …
Therefore, hospital-based education for self-management should generally be
focused on ensuring the patient and caregivers know what to do in the first few
days after leaving, so they don’t end up back in the hospital. (Instead), the Panel
suggests that care coordination models consider re-focusing long-term selfmanagement education tasks to the ambulatory setting after hospital discharge,
when patients (and their caregivers) are often in a better state to receive education
and other support to help them manage their condition and treatment. For medical
or surgical admissions that are planned, self-management education in the
ambulatory setting should take place both before and after admission to an
inpatient facility.
(AMA Expert Panel on Care Transitions, 2013)1

1

Skol, P.E. & Wynia, M.K., writing for the AMA Expert Panel on Care Transitions. There and Home again, safely:
Five Responsibilities of Ambulatory Practices in High Quality Care Transitions. American Medical Association,
Chicago, IL 2013.
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FOREWORD
This manual was used in a research project, Rural Options at Discharge –
Model of Active Planning (ROADMAP). Our objective was to develop and
evaluate a model that improved the likelihood of a positive recovery and reduced
the likelihood of re-hospitalization. Current trends in health care delivery suggest
that the right supports provided to patients at the right time may improve outcomes
and reduce re-hospitalizations. For patients being discharged from a tertiary care
facility back to a small town or rural community, this support includes assistance
in addressing instrumental and social support needs. The methods included in this
manual come from the literature, from cutting-edge practices in the field of care
coordination, from recommendations of medical care providers, from patients
themselves, and from lessons learned through this research process.
Modifying this model to fit your circumstances
This manual describes the procedures used to establish the experimental
protocol for an intervention evaluated in Western Montana. As such, you will
want to modify it to fit your circumstances. We outline procedures you can use in
making those changes in Appendix 2. Appendix 2 also contains several lessons
that we learned including suggested possible additions or modifications, which
were not incorporated into this edition because they have not been tested. Changes
that you choose to make will depend on your specific circumstances. We would be
interested in hearing about any efforts you make to re-invent these procedures to fit
your context.
Ethical considerations
Providing rural transition services requires a great deal of judgment. Many
cases raise ethical questions. Discharge planners and Local Community Transition
Coordinators come from several disciplines. We offer a guide to ethical
considerations in enhanced discharge and rural transition planning in Appendix 3.
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CHAPTER 1: BACKGROUND AND INTRODUCTION
Residents of rural and frontier counties experience significant disparities in
healthcare access and outcomes when compared to their urban counterparts. The
organization of health care delivery contributes significantly to these disparities.
Simply put, rural residents can face many challenges when they have to go to a
hospital in a distant city for treatment and then return home to recover. Their
personal and family routines are disrupted and they may have no one to replace
them (e.g., on a farm or ranch). Their social support network is stretched in having
to travel. Providers at a Regional Referral Hospital (RRH) may not be familiar
with the resources available in patient’s home community and might be unable to
make effective referrals. The transition back home is also problematic because
discharge planning generally does not adequately account for limited access to care
in rural areas. The specific aim of this research project was to ascertain rural
patients’ actual experience of the discharge planning process, and to involve
patients and rural providers in designing and testing a contextually appropriate
rural model that improves patient outcomes and reduces re-hospitalizations.
Rural America and Health Care
People live in rural America because they were born there and their families
live there; or because they moved there for opportunity, for its beauty, or to escape
urban stress. Regardless of their reasons, some 56 million Americans live in rural
areas covering 85% of the land. While rural America is their home, living there
can place them at a disadvantage. Residents of rural and frontier counties –
especially those with multiple chronic conditions – experience significant
disparities in health care access and outcome when compared to their counterparts
who live in metropolitan areas.1, 2, 3, 4
Contributing Factors and Proposed Solutions
Rural health analysts argue that sparse populations are unable to support
services, and distances to services present additional barriers to access.5, 6 The lack
of formal medical service structures, combined with higher occupational hazards
and other social determinants contribute to disparities in outcome.7 While medical
services are only one element of rural health, they are significant. Rural health
advocates, medical providers and researchers have pursued several strategies to
reduce or eliminate these disparities,8 including financial incentives for providing
rural services,9 strategies for recruiting and retaining practitioners,10 providing
outreach clinics,11 and telemedicine.12 From a systems perspective, one can start at
nearly any point. Rural residents and those who serve them suggested we begin by
examining the process of discharge planning from regional referral hospitals home
to a rural community.13
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Discharge planning
Medical service providers, administrators, researchers, and health care
advocates have come to see discharge from a RRH back to small town or rural
community as one point at which the disparity in rural health is most apparent.
Discharge planning is intended to facilitate the transition from hospital care to
recovery at home and the majority of patients receive discharge instructions. A
systematic review of the literature on discharge planning found that, “The evidence
suggests that a structured discharge plan tailored to the individual patient probably
brings about reductions in hospital length of stay and readmission rates....” 14
Nonetheless, researchers have found that many of the studies neglected to collect
data on primary variables of discharge (e.g., bridging the gap between hospital and
home) and none reported on the effectiveness of communication between hospital
and community. Indeed, discharge planning has been described as fragmented,
uncoordinated, and contributing to both poor outcomes and patient
dissatisfaction.15
Patient and Provider Perspectives
Little is known about the process of planning for discharge or patients’
actual experiences in transition home to a rural community.16 Patients may have a
wide range of needs when they are discharged from a RRH back home to a small
town or rural community. Discharge planners and other staff at the RRH are
seldom aware of the range of services and resources that a patient could use to
facilitate their recovery close to home. Indeed, in our research, regional providers
acknowledged that they lacked information about the many small towns they
served in their catchment area. Patients, RRH staff, and small town providers all
reported that this frequently led regional providers to refer patients to services and
providers in the city. Additionally, staff at the local critical access hospitals we
worked with acknowledged that they had difficulty maintaining familiarity with
the resources available in their area.
Healthcare Cost and Utilization Project (HCUP) data from 2010 reported
that there were 7,090,836 (18.2%) discharges of patients to residences in
micropolitan or non-core counties (rural).17 While many of these were from local
critical access hospitals (CAH), as many as 2,666,887 discharges were from
regional referral hospitals. Of these discharges to non-core counties – the most
rural of areas – rates of mortality were higher, and discharges to home and to home
health care were lower than for discharges to urban areas. This pattern may be due
to disparities in access to appropriate health care and may contribute to disparities
in outcome.
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Re-Engineered Discharge Planning
Clancy18 argued that financial incentives tied to service rather than patient
outcomes have deflected attention from investing in discharge planning. Now,
however, those incentives are shifting from service units to outcomes.19 This shift
creates a context in which discharge planning may become a key function of
treatment. She reported that a systematic and consistent discharge planning
process, the Re-engineered Discharge (RED) model, improved patient care and
safety while reducing costs. Nevertheless, while the RED model has shown
promise in urban areas, its creators acknowledge that it is unlikely to generalize to
rural areas.
Enhanced Discharge Planning and Rural Transitions
There is a need for a method to overcome these barriers and reduce these
rural disparities. Our research took a patient-centered perspective to design rural
options at discharge – model of active planning (ROADMAP). Previous research
has demonstrated that effective and efficient discharge planning can decrease rehospitalization by as much as 30%.20 No such discharge models have been
developed for application with rural residents, however. Further, none has
reported taking a patient-centered perspective.
The ROADMAP model builds strong professional relationships between
staff at RRH and staff at local CAHs. Our experience suggests that these
relationships benefit the hospital and provider networks while focusing on
improving patient outcomes. Finally, it is worth noting that providers reported that
these procedures facilitated the use of swing-bed placements.
Swing Bed Transition
As discussed above, many rural communities may lack important recovery
services and supports. In some instances, the local CAH may provide “swing bed”
services. A swing bed allows a patient to be discharged from a RRH to a local
CAH where they can receive a higher level of services and support than if they
were simply discharged home. This swing bed approach is designed to aid in a
smooth discharge and rural transition.
Funding
The development and evaluation of this model and these procedures was
supported by a contract with the Patient Centered Outcomes Research Institute. As
such, the additional activities of hospital staff working on the project were covered
with these funding resources. Relatively little additional time was needed to
implement this model, however. Three of the four CAHs that participated in the
research integrated these additional functions into the job of existing staff.
Changes in regulations provide reimbursement mechanisms that can support these
activities (e.g., Care Coordination). Further, proposed regulations for discharge
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planning increase requirements for activities that are consistent with the procedures
described here.2
Patient Involvement
We have involved rural residents with multiple chronic health conditions
and rural health care providers in designing a contextually appropriate patientcentered rural ROADMAP. This new “social technology”3 is specifically tailored
to fit rural systems in the emerging new health care context. Involving those who
would be expected to use a system increases the probability that the ROADMAP
will take into account key process and outcome dimensions – increasing the
likelihood of adoption by others in similar circumstances. The rural ROADMAP
method is designed to align rural services and supports with patient-centered
outcomes. This approach incorporates an assessment that takes into account a rural
patient’s goals, preferences for approaches to achieve them, the relevance of health
to those goals, and the rural context in which they live. When fully implemented,
these strategies hold promise to reduce the disparities in health outcomes
experienced by rural residents by improving their recovery following
hospitalization. Ultimately, we believe that such incremental improvements will
contribute to reducing the cost of health care.
Negotiating Payment of Bills
An issue of high importance to the patients we worked with involved the
ability to negotiate the payment of their hospital and medical bills. For some
patients, this issue seemed to create so much stress that it interfered with recovery
– psychologically and physically. Reviewers from the hospital perspective
uniformly commented that they each had staff that could help patients with this
issue. Still, patients were either not aware of this option or had been frustrated in
their attempts to reach what they saw as a reasonable agreement. While the
Affordable Care Act has begun to chip away at the broader issues of medical
insurance, a hospital may want to review their policies and procedures to determine
if this issue might be addressed more effectively from a patient perspective.
Patient Risk, Capacity, and Needs
A small number of patients often account for a large proportion of rehospitalizations. Researchers have suggested that providing additional resources to
patients most likely to be re-hospitalized might reduce readmissions following
hospital discharge. These researchers have suggested three broad perspectives for
2

3

Proposed Medicare and Medicaid Programs Revisions for Discharge Planning (CMS–3317–P). Federal Register
Vol. 80 No. 212; November 3, 2015
Here, social technology refers to methods for organizing groups of people into operating systems, arranging
systems to produce desired outcomes reliably, and building the capacity of individuals to function within that
system to gain its benefits.
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assessing the likelihood of readmission, including a medical risk, a personal
capacity, and an environmental- or social-determinants perspective.
A medical risk model categorizes individuals into groups with common
medical characteristics associated statistically with higher rates of rehospitalization. The common characteristics are often determined by the data that
are available in the medical record (e.g., LACE+). For example, previous
hospitalizations have been shown to predict future hospitalizations. A high risk
score suggests that providing a patient with added supports at discharge might
reduce the likelihood of a readmission. Similarly, a personal capacity perspective
uses assessments of a patient’s knowledge, skills, and abilities for managing their
health to predict the likelihood of being readmitted. These factors are typically
assessed by provider judgment or by using a brief questionnaire (e.g., PAM10).
For example, a patient may indicate that he or she has little confidence in being
able to follow through on medical treatments at home. This suggests that
providing a patient with more information, instruction, or training, might reduce
the likelihood of a readmission.
Here, we employed the third perspective, an environmental or social
determinants perspective, to develop and test a Rural Transition Needs
Assessment. This involved patients in assessing their practical needs for recovery
at home. Needs included several community factors (social vital signs) that may
affect a patient’s ability to achieve a smooth transition home.
The medical risk approach is efficient because the data are readily available
in a patient’s medical record but it does not suggest the types of support a patient
might need. A personal capacity approach might be considered effective because it
builds long-lasting skills but it might be considered somewhat less efficient
because new data must be collected and someone must provide more education to
the patient. Regardless, both approaches use statistical analyses to predict the
outcome. As such, both are subject to Type I and Type II errors. That is, in
targeting individual members of a group, they may prioritize an individual for extra
services who may not need them (i.e., a false positive or Type I error). On the
other hand, individuals who do not share the characteristic but who need specific
supports may not get them (i.e., a false negative or Type II error).
This needs model may be somewhat less efficient than the medical risk
model because each individual’s needs must be assessed but it points neatly to
solutions in the community. Further, it is less likely to provide services to those
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who do not need them or to miss providing service to those who do. Such an
approach may complement and enhance standard risk and capacity assessments.
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CHAPTER 2: OVERVIEW OF ENHANCED DISCHARGE PLANNING AND
RURAL TRANSITION SUPPORT MODEL
Patients from small towns and rural areas face a wide range of complex and
often confusing choices when it comes to addressing their health and healthcare
concerns. Because such patients live in communities with fewer resources of all
types, they may benefit from information and support to understand their options
and decide which ones are best for them.
This manual presents a model for providing enhanced discharge planning
and rural transition supports and describes operational detail of how it works.
Figure 1 outlines the components of the model. First, a Research Transition
Coordinator (RTC) identifies eligible patients upon admission. The RTC
establishes an Episode of Care in the patient’s Epic electronic medical record and
notifies a Local Community Transition Coordinator (LCTC) at the CAH serving
the area in which the patient lives.4 The RTC conducts a Rural Transition Needs
Assessment and works with the patient to establish a patient’s Rural Transition
Agenda. This agenda is posted in the patient’s Episode of Care and shared with
the LCTC. The LCTC reviews the patient’s file and creates a Discharge Orders
Verification Checklist. After discharge, the LCTC conducts a Transition
Conference (TC) with the patient and completes the development of a Rural
Transition Plan that links the patient to locally available services. The patient and
LCTC implement components of the plan together. The LCTC monitors the
progress in implementing the plan and updates all the providers through the Epic
Episode of Care.
It is important to emphasize that this project was designed to test an
experimental process. The methods included in this manual come from the
literature, from cutting-edge practices in the field of care coordination, and from
recommendations from medical care providers, and from patients themselves. The
program ensures that all patients who participated in this study received the same
basic discharge planning services. Some patients also received these enhanced
discharge planning and rural transition services. The goal of the study was to
determine how these additional services and supports affected patient outcome and
re-hospitalizations. To achieve these goals of the study, we organized providers
involved into groups with specific roles and responsibilities. These are described
in increasing levels of detail beginning below and in the following chapters.5

4
5

We used Epic’s In-Basket for secure communication. Other systems may have similar tools.
These tasks and functions may be reorganized based on your circumstances. See Foreword (p. 2).
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Figure 1: Basic components and steps of the recommended transition model.
Figure 2 outlines the roles and responsibilities for implementing the
components of the research study. The left column summarizes the RRH’s current
discharge planning process. The second column presents the framework suggested
for all contributors. This adds local outpatient transition support, including a TC
after discharge, provided by a Local Community Transition Coordinator (LCTC).
The Patient Design Team preferred that the LCTC be an employee of a local
agency and strongly supported a TC component. CAH administrators and staff
emphasized the importance of the RRH involving the LCTC early in the process.
In addition, RRH physicians recommended that the relationship between the
hospital discharge planners and the LCTCs be parallel to that between a treating
physician and the local primary care provider. Other hospital stakeholders
suggested using an Epic Episode of Care to establish a working relationship
between the Discharge Planners and the LCTCs as soon as the patient is admitted
and enrolled in the study. The columns on the right show the activities that would
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be conducted by the research project staff at the RRH or through contract with the
CAHs (i.e., local transition support).

Figure 2: Roles and responsibilities for implementing the components of
research study.
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CHAPTER 3: ORGANIZING AND MANAGING AN ENHANCED
DISCHARGE AND RURAL TRANSITION SUPPORT MODEL
This Enhanced Discharge Planning and Rural Transition Support model
requires some minor changes in the tertiary care hospital’s standard discharge
planning protocol. It also requires creating a position of LCTC in each
participating CAH. These key actors must work closely with the patient to achieve
a patient’s goals. Finally, the system must be monitored so that successes can be
celebrated, and so that problems can be identified and resolved.
Overview of Roles for Research
For research purposes, we divided the roles and responsibilities across those
who were most directly involved in the transition from St. Patrick Hospital (SPH)
to one of the four counties with a CAH participating in the study. Table 1 outlines
the roles and responsibilities for the key actors in the Enhanced Discharge
Planning and Rural Transition Supports project. These are summarized below and
in greater detail in the following chapters.
Discharge Planners and Current Practices
One goal of this research project was to ensure that all patients receive at
least the basic standard level of care, treatment, and support as was currently
provided. Accordingly, for the purposes of this research, the SPH Discharge
Planners continued to provide the same services and supports that currently
provided. The experimental procedures were added to the current services.
Research Transition Coordinator (RTC)
Two Research Transition Coordinators at SPH, both members of the
Research Team, delivered the enhanced discharge planning procedures. These
enhanced procedures were designed to extend the standard practices in a way to
smooth the transition home. As these activities extend current practice, the
Research Transition Coordinators coordinated these new activities with the
Discharge Planners and other staff.
Local Community Transition Coordinators (LCTC)6
This was a new role recommended by patients and providers. The purpose
of this new role was to provide a smooth transition from the hospital through the
immediate (30-day) post discharge transition and recovery, and to a patient’s
natural support systems within the community.
Patients

6

Because the LCTC’s role is relatively new, Appendix 4 presents a draft job description for recruitment.
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It was important to underscore that this was a research project and as such,
patients needed to consent to both participate in the project and approve access to
their medical records for evaluation purposes.
Research Team
The Research Team, including University faculty and students as well as the
RTCs, collected and analyzed data to assess the progress and impact of the project.
In addition, a key responsibility included reporting on our findings to Hospital
Management.
Hospital Management
This project operated under the approval of the hospital administration. The
Research Team provided them with updates they could use in monitoring the
appropriateness and value of the project.
Table 1: Roles and Responsibilities for Key Actors in Research Study
Roles and Responsibilities
1) Discharge Planners document needed services in Epic
Discharge Planners 2) Physician reviews
(DP) and Current 3) Floor Nurse Prints the After Visit Summary and
Practice
delivers it to the patient
4) Discharge
1) Identify patients from targeted counties
2) Consent and enroll patients
3) Initiate Epic Episode of Care
4) Involve the LCTC
5) Start Rural Transition Needs Assessment
Research
6) Probe for insights into needs
Transition
7) Guide the patient in prioritizing needs
Coordinators
8) Develop a Rural Transition Agenda
9) Prepare 7 – Day Transition Calendar
10) Schedule a Transition Conference
11) Review package with patient
12) If appropriate, explore a swing bed placement
Local Community 1) Establish a Transition Referral
Transition
156

Roles and Responsibilities
2) Prepare for a patient’s discharge and Transition
Conference
3) Initiate local services
4) Conduct a Transition Conference
5) Finalize a Rural Transition Plan
6) Provide transition supports to implement plans
7) Facilitate transition to routine activities
8) Close a case
1) Choose to participate
2) Meet with RTC to set a Rural Transition Agenda
3) Get home safely
4) Complete and return surveys
Patients
5) Follow Discharge Plan and initial Seven – Day
Schedule
6) Meet with LCTC to finalize a Rural Transition Plan
7) Implement the plan
8) Exit when ready or by 30 days
1) Monitor project activities to ensure appropriate care
2) Weekly patient case reviews
3) Meet with DPs to update on process and resolve any
Hospital
confusion
Management
4) Monthly management reviews and adjustments
5) Monthly updates
6) Evaluations and reports
Weekly Coordination Teleconferences
Coordinator
(LCTC)

Stakeholders in the research design process identified a lack of
communication between discharge planners at the RRH and staff at the local CAH
as a significant gap in the transition process. Staff of the CAHs reported that they
were generally unaware of patients returning from treatment at the RRH who
might present for services or treatment locally. Patients frequently reported that
they were not told about services that they might be able to get in their local
community. RRH hospital staff reported that they were often unfamiliar with
services that were available in the many rural communities to which their patients
returned and that they did not know who to contact locally for assistance.
Moreover, they often received calls from patients after discharge who asked for
help but they seldom learned of the ultimate outcome of their efforts.
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In response, we instituted weekly phone calls between the RTCs and the
LCTCs. These calls were led by an RTC. They included brief announcements,
discussions of improvements to the transition procedures, case reviews, and
discussions of lessons learned. LCTCs frequently shared information about
strategies for securing services for patients. We strongly recommend this
component.
Community Resources Bank
It is difficult for providers in rural communities to keep track of the services
that are available locally. Working from a distance, it is even more difficult for
RRH Discharge Planners to understand all the services that might be available in
each of the many rural communities in their catchment area. An Enhanced
Discharge Planning and Rural Transition Network can benefit from developing and
maintaining a Community Resource Bank. Such a bank lists and describes the
services and supports that may be available in each community. We have
organized services available to address each of 18 standard patient needs.
Together, these are programmed into a tablet computer and form the Rural
Transition Needs Assessment.
A companion manual, Systematically Developing a Local Health and
Human Services Resource Bank for Rural Communities, is available.7 This manual
lays out the procedures and provides examples of the development of local
resources and how to program a tablet computer to link the Rural Transition Needs
Assessment to local resources. The resource banks for Beaverhead, Lake, Powell,
and Sanders counties developed for this study are also described in the above
publication.

7

Seekins, T., Greene, S., Long, R., Wong, J., Eisenreich, B., & Boehm, H. (2017). Systematically Developing a
Local Health and Human Services Resource Bank for Rural Communities. Missoula, MT: Rural Institute on
Community Inclusion, University of Montana.
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CHAPTER 4: DISCHARGE PLANNING AND CURRENT PRACTICE
The Rural Transition Team is composed of four central players, including:
(1) the patient, (2) the SPH Discharge Planners, (3) the Research Transition
Coordinators, and (4) the Local Community Transition Coordinators.
It is important to note that, for the purposes of this study, the SPH discharge
planners and other hospital staff continue their current practices unchanged. The
RTCs and LCTCs add enhanced discharge planning and rural transition services
and supports for those patients who consent to participate in the evaluation of this
new model. In this way, patients who enroll only in the baseline phase of the study
receive the same services as any other patient. Similarly, patients who consent to
participate in the evaluation of the new model receive those same services plus the
enhanced components. Figure 3 portrays the standard (shaded) and enhanced
transition support process from the perspective of the LCTC.
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Figure 3: Enhanced Discharge Planning and Rural Transition process. The shaded
boxes at the top of the figure represent the standard practice. The open boxes at
the bottom represent the experimental procedures. All patients received the
standard procedures. Patients in the experimental conditions also received the
enhanced procedures.
During the intervention phase of the research, the RTCs worked with the
RRH Discharge Planners and other members of the treatment team to ensure that
patients received the services and supports they need in the most effective way.
The roles and tasks of each, beginning with the RRH Discharge Planner, are
outlined in the sections below. In practice, the role and functions of the RTC may
be integrated into those of the Discharge Planning staff.
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CHAPTER 5: ROLES AND TASKS FOR THE RESEARCH TRANSITION
COORDINATOR
The Research Transition Coordinator (RTC) initiates the Enhanced
Discharge Planning and Rural Transition process. There are 12 steps that this
project performed in order to initiate enhanced rural transition planning and
support. These are listed below, with detailed descriptions following.
12 Tasks of Research Transition Coordinator
1) Identify patients from targeted rural counties.
2) Consent and enroll patients in research project.
3) Initiate Episode of Care tab in Epic.
4) Involve the LCTC.
5) Start a Rural Transition Needs Assessment.8
6) Probe for insights into patient needs.
7) Guide the patient in prioritizing needs to address.
8) Develop a Rural Transition Agenda.
9) Prepare Seven-Day Transition Calendar.
10)
Schedule Transition Conference.
11)
Review the package with the patient.
12)
If appropriate, explore a swing-bed placement.
Identify patients from targeted counties
The first step in providing enhanced discharge planning and rural transition
support is to identify patients from targeted counties. For the purposes of this
project, this involved identifying individuals who were admitted as in-patients
from and were planning to go home to Beaverhead, Lake, Powell, or Sanders
counties. Examples of how these patients could be identified include: a social
worker who may identify a patient who has a pre-planned admission from
Beaverhead County or a nurse who may identify a patient transferred from Clark
Fork Valley hospital’s emergency department. Alternatively, the RTC may review
the record of patients admitted each day to identify patients who qualify for the
study. Identifying patients from rural counties starts a process designed to smooth
the transition home by establishing a link to the LCTC, a case manager in the local
community who can facilitate access to services and needed support.
8

In the Foreword (p. 3), we recommend that these functions be exchanged with the LCTC’s function of preparing a
Discharge Orders Verification Checklist (p. 35).
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Consent and enroll patients
The second step is to consent and enroll patients. For our project, this
involved the RTC visiting with the patient while they are in the hospital and
following a standard script that informs the patient about the study.9 If the patient
expressed interest, the RTC gave the patient a copy of the informed consent to
review and sign. This process gave patients the opportunity to participate in the
study or to decline to do so.
Initiate an Episode of Care in Epic
If a patient consented to participate in the experimental phase of the study,
the third step is to initiate an Episode of Care in Epic.10 This involved a series of
procedures that created a section in a patient’s Epic chart to document the issues
present and treatments provided in one easy-to-find and easy-to-review place.
Figure 4 shows an example of this file. Initiating an “Episode of Care” in Epic
creates a platform for engaging the LCTC in the discharge and rural transition
process. It provides one location in the patient’s electronic file where all providers
can easily find the information they need to facilitate the patient’s discharge and
transition home. It also provides a place in the electronic medical record where a
patient’s local community providers can easily find the information they need to
support the patient’s transition to routine activities.

9

The services provided were described to the patient as part of enrollment. If adopted as a program, we
recommend explaining the services to the patient at this point. Appendix 5 provides a sample script.
10
Some patients were enrolled in a baseline condition only. These patients received only the current discharge
planning services but they provided the same data as those in the experimental condition.
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Select the Episodes of
Care activity tab
Click New

In the Name field,
indicate how you
want to specify the
episode. This is a
free text field; you
will use “PCORI.”
Enter the Type
“IDT Care Plan
Select Accept
You will see the
PCORI episode has
been created.
To see the
encounters/visits
linked to this
episode, click the
plus sign next the
episode, then click
the plus sign next to
Visits.
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You can now see the
Care Coordination
encounter that we
are in is
automatically linked
to the Episode.
Figure 4: Sample Episode of Care in Epic.
Involve the LCTC
The fourth step is to involve the LCTC. This involves sending an alert to the
LCTC to notify the LCTC that a patient from their community has enrolled in the
study and that you have (or will) start an Episode of Care in Epic. For example,
you might send an email to your colleague that a patient that lives in their area has
been admitted to St. Patrick Hospital and is expected to be discharged back to their
community within the week. This alert invites the LCTC to review the Episode of
Care document and to contact you to begin participating in planning the transition
back home.
Start a Rural Transition Needs Assessment
The fifth step is to start a Rural Transition Needs Assessment. This involves
engaging the patient in completing ratings of 18 specific patient-centered transition
needs using the Rural Transition Needs Assessment programmed into the
ROADMAP tablet computer. Table 2 below lists the needs considered. These
include several patient, community service, and community factors (social vital
signs) that may affect a patient’s ability to achieve a smooth transition home, the
ease of securing needed services locally, the speed of recovery, and rehospitalization.
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Table 2: Listing of 18 Rural Transition Needs Assessed
Areas of Rural Transition Needs
Housing
Groceries and Meals
Medications
Personal Assistance for Daily
Activities
Home Health Care
Home Modifications
Performing Daily Chores
Care of Dependents
Income and Finances

Counseling and Emotional Support
Medical Bills and Insurance
Scheduling Follow-Up Appointments
Rehabilitation Appointments
Transportation
Recovery Expectations
Management of Treatment Tasks
Medical Contacts for Complications
Long-Term Lifestyle Changes

The Rural Transition Needs Assessment is conducted using a tablet application.
Figure 5 presents an example of such an assessment for one patient. Each item is
structured so that it begins with a patient education statement followed by an
opportunity for the patient to rate his or her confidence that they can meet the need.
Ratings are recorded on a scale of “0” to “4” where a rating of zero means the
patient is not at all confident and a rating of four means the patient is very
confident. The patient may also rate an items as not applicable (NA). The Rural
Transition Needs Assessment program treats each item a patient rates as “2” or less
as a potential problem to include on the patient’s Rural Transition Agenda. It also
automatically prepares a list of local resources that a patient might find useful in
addressing the need. Completing the ratings provides the data to begin to focus on
the needs a patient may want to address in order to maximize their recovery.
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Figure 5: Sample Rural Transition Needs Assessment Template. Screen shot of the
tablet computer showing two needs items and the rating scale.
To start the needs assessment, you might introduce yourself and explain why
you are visiting the patient. Then you might say, “The resources and supports you
have at home and in your community can make a difference in how well you heal
and how quickly you recover. I’m going to ask you to rate your confidence in
meeting several issues that you may face once you get home. Please, rate your
confidence in achieving each one on a scale of “0” to “4,” where zero means that
you are not confident and a rating of “4” means you are very confident. You can
also rate an item as not applicable (NA) to you.”
Probe for insights into a patient’s needs
The sixth step is to probe for insights into a patient’s needs. This involves
asking the patient to provide more details about items rated as “2” or less in
confidence. For example, if a patient rates their confidence in the housing item as
“1,” you might ask, “Can you tell me more about that?” This encourages the
patient to describe more precisely the details of their situation. You can record the
additional information about potential problems in the tablet.
Guide the patient in prioritizing needs
The seventh step is to guide the patient in prioritizing needs. This involves
reviewing items a patient rates as “2” or less, discussing the benefits to recovery of
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addressing the need, and asking if the patient would like assistance in addressing
the issue once he or she returns home. For example, you might say, “The
assessment shows that you are concerned about the possibility of falling on the
stairs at home. Arranging your house to be more accessible would help prevent a
fall and make your recovery easier. Would you like help from the LCTC in
addressing this issue once you get home?” Similarly, you might say, “The
assessment shows that you are not confident that you can get an appointment with
a local rehabilitation provider. Getting into physical therapy in a timely fashion
can speed your recovery. Do you want to add this issue to your Rural Transition
Agenda?” Involving the patient in the selection of issues to address orients the
discharge planning and transition supports to the patient’s needs.
Develop a Rural Transition Agenda
The eighth step is to develop a Rural Transition Agenda. This involves
using the tablet application to link a patient’s prioritized needs to locally available
resources and posting the resulting agenda in the Epic Episode of Care. Figure 6
shows an example of one patient’s Rural Transition Agenda. Each item lists the
need addressed (e.g., Performing Daily Chores), provides additional information
about the issue, and lists resources available locally that might be used to help
address the issue.
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Figure 6: Rural Transition Agenda for a hypothetical patient.
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The Transition Tablet Application generates the Patient Agenda by linking
needs to resources listed in a Community Resource Bank. This agenda provides a
starting place for the patient and the LCTC to develop a plan of support. If the
patient adds this issue to the Rural Transition Agenda, the program will flag it for
the LCTC. She will use the assessment to identify local resources that might help
the patient. (The development of a Community Resource Bank is described in a
companion manual, A Systematic Approach to Developing Local Resource Banks
for Rural Communities.)
Prepare a Seven-Day Transition Calendar
The ninth step is to prepare a Seven-Day Transition Calendar. This involves
working with the patient to plan a daily schedule for at least the first three days of
his or her return home, integrating care instructions into a calendar. Figure 7
shows a sample of a schedule for the first days of one patient’s transition back
home. A Transition Schedule helps the patient understand the likely course of
recovery and reminds the patient of what he or she needs to do.
THE SEVEN-DAY CALENDAR
Part of the Enhanced Discharge process involves preparing a “seven-day calendar” for a patient before
they leave the hospital. This calendar lists tasks, events, and appointments for the first seven days after a
patient arrives home. This might include tasks such as changing dressing or taking prescribed
medications. It might list events such as having meals delivered at certain times on certain days. It might
also list things a patient wants to do such as attending a grandchild’s school play. It will also include
medical and other appointments scheduled before the patient leaves the hospital. Once a patient gets
home, he or she may discover problems completing or managing the scheduled activities. These
discoveries may present additional needs that should be addressed.
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Figure 7: Seven-Day Transition Calendar. Sample of a schedule
for the first seven days of one patient’s transition back home.
Schedule a Transition Conference
The tenth step is to schedule a Transition Conference. This involves
working with the patient and the LCTC to set a tentative date for a TC. This date
may change after the patient arrives home but it provides a point of transition
planning.
A TC involves a conversation between the LCTC and the patient in which
they develop a Rural Transition Plan. A TC may involve a home visit, a meeting
at the local critical access hospital, or a conversation over the phone. While the
patient’s preferences should be respected, the preferred option for this project
involved a home visit.
Review the package with the patient
The eleventh step is to review the package with the patient. This involves
summarizing the findings of the needs assessment, the selection of the issues the
patient has chosen to address with the help of the LCTC once they get home, and
reminding them of the Seven-Day Calendar and contact information for the LCTC.
Provide the patient with a printed packet including their Rural Transition Agenda
and tell the patient that the LCTC will contact them once they get home.
Explore a swing-bed transition, if appropriate
Finally, given your assessment of the patient, the twelfth step is to explore a
swing-bed transition, if appropriate.11 This involves working with the medical
providers to determine if a patient meets the criteria for a discharge to a swing bed
at the local hospital. Swing-bed placements are specifically designed to provide a
higher level of initial support to promote a healthy transition home for patients who
may require such support.

11

Information about swing-bed placements can be found at https://www.cms.gov/Medicare/Medicare-Fee-forService-Payment/SNFPPS/SwingBed.html.
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CHAPTER 6: ROLES AND TASKS FOR THE LOCAL COMMUNITY
TRANSITION COORDINATOR
Current trends in health care delivery suggest that the right supports
provided to patients at the right time may improve outcomes and reduce rehospitalizations. For patients being discharged from a tertiary care facility back to
a small town or rural community, this support includes the assistance of a Local
Community Transition Coordinator (LTC). In the current era of short hospital
stays and rapid discharges, the LCTC must work quickly and systematically. The
LCTC has several important jobs to perform, including initiating transition support
services, developing a Rural Transition Plan, implementing the plan, and closing
the case. This manual describes each of these steps in detail and provides
examples of how they can be completed.
The primary job of a LCTC is to assist patients in making the transition from
dependence on medical providers back to their routine activities and to natural
systems of support. The major activities in the job include:
A) Establish a Transition Referral
B) Prepare for patient’s discharge and Transition Conference
C) Initiate local services
D) Conduct the Transition Conference
E) Finalize the Rural Transition Plan
F) Provide transition supports to implement plans
G) Facilitate patient’s transition to independence and natural systems of
support
H) Close the case
The following sections of this manual explain the rationale behind each of
these major steps, lists the tasks for completing each step, and provides examples
of how you might complete the tasks. While this section presents an overview of
an LCTC’s role in the transition process, it is not a complete description of what
you might do. Each individual will present different needs and perspectives. Each
LCTC must apply their own unique values and skills in providing support within
their community.
A. Establish a Transition Referral
The LCTC’s first task is to establish a Transition Referral. There are four
steps in this job, including:
1) Monitor Epic for referrals
2) Acknowledge referrals
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3) Communicate with the Research Transition Coordinator
4) Notify the primary care provider of the patient’s transition
Monitor Epic for referrals
The first step in establishing a transition referral is to monitor Epic for
referrals. This involves checking the Epic report file, In-Basket, or phone
messages for any referrals at least once each day. For example, you might check
your phone messages and be notified that there is a patient from your area that has
been admitted to St. Patrick Hospital who has consented to participate in the study.
Such a phone call would alert you to check Epic for referral information.
Acknowledge referrals
The second step in establishing a transition referral is to acknowledge
referrals. This involves returning phone calls or email alerts to let the RTC know
that you have received the referral and are initiating the rural transition process.
For example, you might reply to an email from a Discharge Planner to let that
person know that you received their early alert and are starting your part of the
transition process. Your acknowledgement lets the RTC know that you are
available and that you will be following the case.
Communicate with the Research Transition Coordinator
The third step in establishing a transition referral is to communicate with the
Research Transition Coordinator (RTC) about a patient’s Rural Transition Needs
Assessment. This may involve a phone call or secure email exchange with the
RTC so that you have the pertinent information (i.e., patient’s full name, date of
birth, gender, etc.) so you can access the Rural Transition Agenda in patient’s Epic
Episode of Care. It may also involve reviewing a patient’s potential needs and
available resources with the RTC. For example, you might call the RTC who
referred the patient to you, and ask if he or she has completed a Rural Transition
Needs Assessment. If the RTC has not yet completed the assessment, you might
work with her to do so. If she has completed it, you can ask for a copy or access it
in Epic. This will give you a head start in planning the supports you may need to
provide.
Notify the primary care provider
The fourth step in establishing a transition referral is to notify the primary
care provider (PCP) of the patient’s transition. This involves insuring that a
patient’s local PCP is informed of the patient’s hospitalization and imminent
discharge. For example, you might send a note via Epic In-Basket to a patient’s
PCP that one of their patients has enrolled in the ROADMAP project and that you
will be providing transition support. Further, you might let them know that they
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can access the patient’s “Episode of Care” in the Epic system. This step promotes
continuity of care and care coordination once the patient returns home.
B. Prepare for a Patient’s Discharge and Transition Conference
The LCTC’s second task is to prepare for a patient’s discharge and their
Transition Conference (TC). Preparing for the patient’s discharge and TC while
the patient is still in the hospital will familiarize you with the patient’s needs and
desired levels of assistance. While the initial plan may change significantly once
you meet with the patient, having a plan to review enhances the confidence a
patient might have in working with you. You should have access to the Rural
Transition Agenda through Epic before or at the time of discharge. There are six
steps to perform in order to prepare for the patient’s discharge and the TC. These
include:
1)
2)
3)
4)
5)
6)

Prepare Discharge Orders Verification Checklist
Review the Patient’s Rural Transition Agenda
Summarize potential resources and gaps
List questions about patient’s goals and circumstances
Note any special conditions or circumstances from local perspective
Prepare draft plan for the Transition Conference discussion

Physicians and other health care providers give patients a variety of “orders”
to be followed once a patient is discharged and returns home. Such orders range
from starting, maintaining, or discontinuing medication routines to participating in
physical therapy. Generally, patients understand and can follow these directions.
Occasionally, however, a patient may encounter obstacles that impede following
the orders or there may be miscommunication with various providers. For
example, in one case, a physician ordered home oxygen for a patient. The patient
understood that the oxygen would be delivered to him at his home and that he did
not need to do anything to follow up on this. The patient waited several days
without receiving the delivery. When the LCTC contacted the patient, she learned
about this situation and checked with the local oxygen providers and discovered
that they had no record of the order. She checked with the patient’s physician to
communicate this gap in service. They worked together to rectify the situation,
likely preventing a visit to the emergency room and a possible hospital
readmission.
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Prepare a Discharge Orders Verification Checklist
The first step of a Local Community Transition Coordinator is to prepare a
Discharge Orders Verification Checklist. This involves reviewing a patient’s After
Visit Summary and other relevant records to identify those things a patient should
do to manage their recovery once they get home. For example, you may find that
the After Visit Summary instructs a patient to continue to take the medications he
was prescribed by his PCP and that he should take a prescribed antibiotic for the
first 14 days after returning home. Any orders should be entered into a Discharge
Orders Verification Checklist. Figure 8 shows a standard form of a Discharge
Orders Verification Checklist you can use. You should enter the orders you
identify in the appropriate fields of the Discharge Orders Verification Checklist. In
this example, the LCTC noted three orders – for a medication, oxygen, and a PCP
appointment. Preparing a checklist gives you a structure to use in reviewing the
patient’s status when you make your first contact. This checklist provides a simple
tool for reviewing the patient’s progress when your first contact them. It also helps
ensure that the important tasks for recovery are completed. This is a simple, easyto-implement patient service that can reduce the potential for unnecessary
emergency room visits or hospital readmissions.

WHAT IS A TRANSITION CONFERENCE?
A Transition Conference (TC) is a meeting with the
patient after they return home. The purpose of the TC
is to review the patient’s Rural Transition Needs
Assessment and Rural Transition Agenda, and to
complete a Rural Transition Plan.

175

Figure 8: Sample Discharge Orders Verification Checklist.
Review the patient’s Rural Transition Agenda
Once the RTC alerts you to the posting of the patient's Episode of Care, the
second step in preparing for a patient’s discharge and Transition Conference is to
review the patient’s Rural Transition Agenda. This involves opening the patient's
file in Epic and reading their Rural Transition Agenda. The Rural Transition
Agenda is a brief document that shows the needs the patient might want help in
addressing. For example, one patient’s agenda - as shown in Figure 6 (presented
previously) – indicates the patient has expressed concerns about three issues. First,
she has expressed concerns about Performing Daily Chores. Specifically, she
understands she will need to take things slow and was beginning to strategize how
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to perform daily chores (e.g., taking out the trash). She also expressed concerns
about taking care of her daughter and where to go if she had medical
complications.
Summarize resources and gaps
The third step in preparing a patient’s return home is to summarize resources
and gaps. This involves preparing a case note for the patient’s Epic chart that lists
the identified gaps and resources. For example, in the case presented in Figure 6,
the patient's agenda may show that the first need is in the area of “Care of
Dependents.” Specifically, the patient reported she “cares for her daughter who
has a disability.” The Rural Transition Agenda lists one local resources that the
patient may use to address that issue. Summarizing resources and gaps in this way
begins to suggest the elements of a plan.
List questions about a patient’s goals and circumstances
The fourth step in preparing for a patient’s Transition Conference is to list
questions about a patient’s goals and circumstances. This involves noting any
questions about a patient's hopes for recovery that are not clear to you and any
confusing issues related to their needs and resources. For example, a patient may
report living alone with several pets but not indicate a need for pet care during
hospitalization or recovery at home. You may have questions about whether this
has simply been overlooked, if the patient has assumed that she can manage
without help, or whether someone is already caring for the animals. Identifying
such questions provides you with an agenda of issues to clarify with the patient.
Note any special conditions or circumstances from the local perspective
The fifth step in preparing for a Transition Conference is to note any special
conditions or circumstances from the local perspective. This involves taking your
knowledge of the community into account in drafting a plan. For example, the
patient may have indicated a need for alternative housing and you may be aware of
a new rental that has recently become available. Similarly, the RRH discharge
planner may not be aware that the local YMCA is now offering rehabilitation
services reimbursed by Medicare or that the local hospital has recently added a
cardiac rehabilitation specialist. Noting these special conditions and circumstances
expands the quality of services you can tell the patient about during the first TC.
Patients have indicated a strong desire to have the support of a local coordinator
because you are more likely to have useful information and advice for their
transition back into the community.
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Prepare a draft plan for the Transition Conference discussion
The sixth step in preparing for a Transition Conference is to prepare a draft
plan for the Transition Conference discussion. This involves pairing the patient’s
identified needs with resources that you can present to the patient during the TC.
For example, Figure 9 below shows a discussion draft for a visit with a patient who
is to be discharged after a hip replacement. In this case, the patient identified four
agenda items, including medications, assistive equipment, daily chores, and
rehabilitation. The LCTC identified and listed several different potential sources
of service or support that might help the patient address these needs. The LCTC
also listed some actions that might form part of the plan. Such a draft is not meant

to make the decisions for a patient but to provide a convenient starting place of
discussion with the patient about how she would like to address these needs.
Figure 9: Sample Draft Rural Transition Plan.
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C. Initiate Local Services
The third task of a Local Community Transition Coordinator is to initiate
local services. There are 6 tasks to perform in order to prepare for the patient’s
discharge and the Transition Conference. These include:
1. Contact the patient.
2. Review Discharge Orders
3. Probe for problems and resolutions
4. Confirm or schedule a Transition Conference
5. Get directions to the patient’s home
6. Ask for any special instructions upon arrival
Contact the patient
The first step in initiating local services is to contact the patient within two
days of discharge. This may involve several efforts to make contact with the
patient to introduce yourself and begin providing services. You might make
contact with a patient by phone, email, or in person. If by phone, you should
introduce yourself and explain your role in facilitating their recovery at home. For
example, you might say, “Hello, my name is Susan Briggs. I am the Local
Community Transition Coordinator working with the regional hospital to facilitate
your transition from your recent treatment back home.” Introducing yourself
establishes your authenticity.
Review and resolve discharge orders
Once you feel the patient is comfortable in talking with you, the second step
is to review and resolve discharge orders. This involves asking the patient how
they are doing and asking if they have been able to implement their discharge
orders. For example, you might say, “I have a list of your discharge orders that I’d
like to review with you. First, your After Visits Summary says that you are
supposed to get a prescribed medication, Atorvastatin, and take it once a day.
Have you been able to get the prescription filled and have you taken it as
directed?” Reviewing the patient’s discharge orders helps identify any gaps or
problems that you might help the patient address.
Probe for problems and solutions
If the patient reports that he or she has been unable to initiate or complete an
order, you should probe for problems and solutions. This involves asking the
patient if there are impediments to filling the orders and offering to help resolve
them. For example, you might say, “Not having the oxygen that was ordered
seems like a significant problem. Is there an obstacle you see? Can I help resolve
this issue?” Identifying potential problems in the period immediately after
discharge can help avoid unnecessary visits to the ER or hospital readmissions.
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Confirm or schedule the Transition Conference
The fourth step in initiating services is to confirm or schedule the Transition
Conference. This involves either confirming the date and time for the TC,
rescheduling it, or scheduling a time for the visit. For example, during your call,
you may learn that a patient’s spouse cannot be at a scheduled TC unless the visit
is set for a different time. In such a case, you should do your best to accommodate
the patient and their caregivers. Confirming a convenient time ensures that you
will get the time you need and increases the acceptance you are likely to receive
from the patient and their family.
Get directions to the patient’s home
The fifth step in initiating services is to get directions to the patient’s home.
This involves checking the patient’s record for his or her address and looking it up
using an electronic directions application to obtain a map from your office to the
patient’s house. For example, you might use Google Maps to get directions to the
patient’s home. Getting specific directions helps you plan how much time you will
need to get from your office to their home.
Ask for any special instructions upon arrival
The sixth step is to ask for any special instructions upon arrival. This
involves asking the patient if there are any special instructions on getting to or
getting into the house. For example, while you are on the phone with the patient to
remind them of your scheduled visit, you might ask, “Are there any special
directions for getting to your house?” or “Do you have any animals or other things
I should watch for when I get to your house?” Going to a patient’s home for the
TC may seem obvious but it can present challenges. In rural areas, the roads may
not be well marked. Further, when you get to the house, there may be animals in
the yard – from dogs to horses to chickens – that need to be treated properly.
Getting instructions from the patient or a caregiver helps ensure that you can find
your way there and that you are not disruptive when you arrive.
D. Conduct a Transition Conference
As mentioned above, a Transition Conference (TC) is a meeting with the
patient after they return home. The purpose of the TC is to review the patient’s
Rural Transition Needs Assessment and Rural Transition Agenda, and to complete
a Rural Transition Plan. You can hold a TC in several ways. For example, you
might meet the patient at their home, at your hospital, at a local clinic, or at a local
human service agency. You might also conduct the TC by phone, a Transition
Tele-Conference. The preferred method for holding the TC is to meet with the
patient (and caregivers, as appropriate) at the patient’s home. Meeting at the
patient’s home helps you better understand a patient’s needs and the resources they
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have available to address them. Nonetheless, if a patient expresses a desire for an
alternative to meeting at his or her home, you should honor the patient’s
preferences by offering the alternatives. These guidelines assume that you will
hold the TC at the patient’s home. They easily apply to any setting, however.
There are 13 tasks to conducting a TC, including:
1. Call to alert patient and care givers at least an hour before visit
2. Follow any established safety procedures
3. Arrive on time
4. Introduce yourself
5. Verify that you are at the patient’s home
6. Verify that this is a convenient time
7. Ask for a convenient place to talk
8. Make observations about the level of organization of the home
9. Start the conversation by commenting on your observations
10.Explain the purpose of the Transition Conference
11.Remind the patient that this is part of a research project
12.Explain the process
13.Re-affirm confidentiality
Call to alert patient and caregivers
The first step in conducting a Transition Conference is to call to alert patient
and caregivers at least an hour before visit. This involves calling the patient’s
home phone or cell phone to remind them of your appointment and that you are
leaving to meet them. For example, you might call a ranch family to remind them
that you will be visiting at 3:00 PM, that you are on your way, and that you may
arrive a few minutes late because of the weather. Calling to alert the patient that
you will be there within the hour allows them time to prepare for your arrival. It
also provides a chance for the patient to re-schedule the TC if he or she is not
feeling up to it yet. (It is important to note, however, that you should go to the
scheduled appointment, even if you do not reach them by phone. They may be
busy doing something else but still expect you at the scheduled time.)
Follow safety procedures
The second step is to follow safety procedures. This involves following any
protocol established for the safety of staff who conduct home visits. For example,
your hospital may ask a staff member who conducts home visits to inform a
designated person where you are going and when you expect to return. Then,
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when you return, you should let the designated person know. Such processes help
ensure your safety.
Arrive on time
The third step in conducting a home Transition Conference is to arrive on
time. This involves leaving so that you will arrive about 5-10 minutes early. This
gives you time to account for any problems in travel. For example, in visiting
someone who lives on a ranch outside of town, you may find yourself travelling on
a rough road or you may encounter obstacles such as moving cattle.
Introduce yourself
The fourth step is to introduce yourself. This involves telling the person
who greets you your name and your organizational affiliation, and explaining the
purpose of your visit. For example, you may say, “Hello, my name is ________. I
am from ____________ hospital. I am here for a follow-up visit with
________________ who was just treated at St. Patrick Hospital.” Introducing
yourself puts the person who greets you at ease and helps them accept your visit.
Verify that you are at the patient’s home
The fifth step in initiating a home visit is to verify that you are at the
patient’s home. This involves telling the person who greets you who you are here
to see and asking if they are at home. For example, you might ask, “Is
____________ home?”
Verify that this is a convenient time
Even if a patient is at home and you have alerted them that you were on your
way, the patient’s circumstance and condition may have changed. It is important
that the visit be convenient for the patient and caregivers. Accordingly, the sixth
step in conducting a Transition Conference is to verify that this is a convenient
time. This involves asking the patient if this is still a convenient time, as the visit
may take an hour or more. For example, you might say, “I hope that this is still a
convenient time for you.” Checking to see if this is still a convenient time
demonstrates to the patient that they are in control of their recovery and that you
are there to support them in that process.
Ask for a convenient place to talk
If the patient invites you into his or her home for a home visit, the seventh
step in starting the home visit is to ask for a convenient place to talk. This simply
involves asking the patient where he or she would like to talk. In some instances, a
caregiver may answer the door because the patient is still not able to get up and
move around easily. In this instance, you may meet wherever the patient is resting.
In other instances, the patient may still be resting and simply call you into the
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house and tell you where to come. You should be aware of your surroundings at
all times, especially when entering someone else’s home. There may be
unforeseen hazards such as power cords, toys, or throw rugs that may trip you or a
lamp that you might knock over and break.
Make observations about the home
The eighth step in starting the home visit is to make observations about the
level of organization of the home. This involves taking note of the degree of
organization or disorganization of the house. For example, you might notice that
there are many toys in the yard. There may be several cats on the porch. There
may be several people in the living room. There may be a stack of recently washed
dishes on a kitchen counter by the sink. Taking note of the conditions in the house
may provide useful insights into the patient’s needs and resources. It may also
provide a handy way to start your conversation.
Start a conversation by commenting on your observations
The ninth step in starting the home visit is to start a conversation by
commenting on your observations. This involves focusing on one of your
observations and asking about it. For example, you might say, “I see you have lots
of toys in the yard. Do you have grandchildren who visit often?” “I saw three nice
looking cats on the porch. Are they yours?” Asking about the conditions of a
patient’s house gives them the opportunity to begin to tell their story. This is a
helpful way to break the ice. It also helps you begin to gather more information
that might help you provide proper supports to the patient.
Explain the purpose of the Transition Conference
The tenth step in starting the home visit is to explain the purpose of the
Transition Conference. This involves reminding the patient that you are there to
help organize their recovery. For example, you might say, “I am here to follow-up
on the Rural Transition Agenda you started with (name) at St. Patrick Hospital.
My job is to help you through the steps to maximize your recovery. In particular,
my job is to help you think through the things that you need to facilitate your full
and speedy recovery, and to identify and get connected with local services that
might help. Some of those resources may be formal services or programs such as
physical therapy. Others may be less formal, such as organizing your friends and
neighbors to help you care for pets while you recover.”
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Remind the patient that this is part of a research project.
The eleventh step in conducting the home visit is to remind the patient that
this is part of a research project.12 This involves reminding the patient that the
services and supports that you provide are part of a research project and that he or
she is free to withdraw at any time. You may also remind them that they will
receive an honorarium for providing data about their discharge and transition
experience. Reminding the patient that they can withdraw at any time meets one’s
obligations as a researcher.
Explain the process
The twelfth step in conducting the home visit is to explain the process. This
involves summarizing the services and supports that you will provide and the data
that they will be asked to provide. For example, you might say, “Today, we will
review the Rural Transition Agenda you created while you were still in St. Patrick
Hospital. I will show you the types of services and supports that are available here
locally that might help you address your needs. You can decide which of them
might interest you and we will talk about how to arrange for assistance you need.”
Outlining the process helps the patient understand that you will provide
information and support that the patient needs to arrange for the quickest and best
recovery they can achieve. Table 3 provides a brief summary of the process.

12

If you are not replicating this research project but instead implementing this model, we recommend explaining
your program to the patient at this point.
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Table 3: Summary of the Transition Process
Transition Process
1. Review your Rural Transition Agenda
2. Review a draft plan I prepared while you
were still a patient in St. Patrick hospital
3. Revise the Rural Transition Plan to reflect
your current needs
4. Implement the plan to get the services and
supports that will help you recover
5. Facilitate your transition back to your
natural routines.
6. Complete our work together within 30 days,
if possible
Re-affirm confidentiality
The thirteenth step in conducting the home visit is to re-affirm
confidentiality. This involves reminding the patient that both the services you
provide and their involvement in the research project (if applicable) will be strictly
confidential. For example, you might say, “As you recall, the services and support
I can provide are part of a unique research project. So, you are free to withdraw at
any time and anything we discuss will be kept confidential; shared only with others
who you might choose to provide support or the research team.” When we were
conducting this as a research project, reminding the patient that this work is part of
a research project helped the patient understand that the home visit and other
supports provided were unique and may have limits.
E. Finalize the Rural Transition Plan
The primary function of the home visit is to finalize a plan that will facilitate
the patient’s transition from dependence back to routine activities and involvement
in community life. There are twelve steps in finalizing the Rural Transition Plan.
These include:
1)
2)
3)
4)
5)

Start a patient Transition Record
Check on the patient’s progress
Review the patient’s Seven-Day Transition Calendar
Offer guided problem solving, if there are questions
Review and discuss the draft Rural Transition Plan
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6) Modify the plan as appropriate
7) Describe the local resources that might provide needed support or assistance
8) Ask the patient if he or she has any other ideas
9) Ask the patient which ones he or she would like to pursue
10)
Determine who will take the next step in pursuing a particular solution
11)
Check to see if the patient has concerns about paying for his or her
medical treatment
12)
Finalize the Rural Transition Plan
Start a Patient Transition Record
The first step in finalizing a patient’s Rural Transition Plan is to start a
Patient Transition Record. This involves filling in the information in the
Transition Support Record. Figure 10 below shows one example, Joe Smith who
lives in Dillon. He says that his preferred mode of communication is by phone,
although he has an email account. The record shows that, over time, the LCTC has
had six contacts on his behalf and that these have totaled 185 minutes so far.
Tracking contacts made on a patient’s behalf will help researchers or program
evaluators estimate the cost-effectiveness of the ROADMAP program.
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Figure 10: Sample Patient Transition Record.
Check on the patient’s progress
The second step in finalizing a plan is to check on the patient’s progress.
This involves asking, generally, how the patient’s recovery is going. For example,
you might say, “Well, I understand that you were discharged Monday. How have
you been doing since then?” Alternatively, you might say, “When we talked by
phone and reviewed your discharge orders, you were having some trouble getting
an appointment with your local physician. Did that get resolved?”
You should specifically ask the patient (or caregiver) whether they have
been able to follow the recommendations on the Seven-Day Transition Calendar.
For example, you might ask, “Did you post your Seven-Day Transition Calendar in
a handy place? Has it helped you remember the things you need to do to recover
as quickly and as completely as you would like?” If they do not raise any
concerns, you should ask if they have any concerns or questions to be sure the
patient has the information and help they need. For example, you might ask, “It
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looks like your physician has prescribed several medications. Have you been able
to get those prescriptions filled? Have you had any difficulties taking them as
recommended?” Checking on the patient’s progress gives you additional insight
into how the patient is approaching their recovery and how you might best help
their efforts.
Review the patient’s Seven-Day Transition Calendar
The third step is to review the patient’s Seven-Day Transition Calendar.
This involves discussing the successes and any problems a patient had in
completing or managing the tasks, events, or appointment list in the seven-day
calendar. For example, you might ask if the patient has followed the medication
regime laid out in the calendar. She might reply, “I think so but I’m not sure.”
Such a response suggests a potential new agenda item.
Offer guided problem solving
The fourth step is to offer guided problem solving, if the patient has
concerns or questions, or if you note a problem that seems important. This
involves helping the patient think through issues and decide how to address them.
For example, the patient might report that he or she has not been able to get the
prescription medications they were prescribed. You might say, “That sounds
pretty serious. Would you like to talk through ideas on how you might get them?”
If the patient indicates that he or she would like some help thinking through the
problem, you might ask, “Well what seems to be the problem?”
Not all concerns are the obvious ones. In this case, the patient might say,
“The prescription is ready at the local pharmacy but I haven’t been able to get there
to pick it up.” You might ask, “Do you have any family or friends that could pick
it up for you?” Alternatively, you might ask, “Have you checked with the
pharmacy to see if they would deliver it?” Very often, problems that seem
complex at first have easy solutions.
In this case, if the patient and you cannot devise a plan to solve the problem,
you may offer to pick up the prescription and deliver it for them. In other cases,
the patient may need to consult with their PCP or other specialists. In still other
cases, a problem might be addressed by referring the patient to an agency that
specializes in the sort of support that would help the patient solve their problem.
Review the draft Rural Transition Plan
Once you have checked on the patient’s progress and provided any needed
guided problem solving, the fifth step is to review the draft Rural Transition Plan
you have prepared. This involves giving the patient a printed copy of the draft
Rural Transition Plan, and reading through it sequentially. You should use your
tablet computer to update the plan. Figure 9 (above) shows an example of a draft
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Rural Transition Plan. You might give the patient a copy of the draft plan you
prepared and say, “This is a draft for a plan to address the needs you identified
while you were still in the hospital. Let’s go through it one item at a time. You
can use this draft – it is for you to keep – to take any notes. Once we finalize the
plan, I will print it out and send a final version to you.”
You should review each listed need and agenda item. Ask the patient to tell
you a bit about the issue and what they would like to see happen. For example,
you might say, “The first need you identified as part of your Rural Transition
Agenda involves housing and shelter. Can you tell me a bit about the issue and
what you want to see happen?” This gives the patient an opportunity to explain the
problem as they see it and to describe what they want as a solution. (NOTE: A
patient may be reluctant to discuss the issues if caregivers are present. If a
caregiver is present, you should ask if the patient would like to start the
conversation with you alone. You can explain that the caregiver can join the
conversation at any time the patient desires.)
Modify the Rural Transition Plan, as appropriate
The sixth step is to modify the Rural Transition Plan, as appropriate. This
involves reviewing the patient’s Rural Transition Agenda to see if any of the issues
have changed, and dropping, modifying, or adding needs based on the patient’s
experience since returning home. For example, a patient may say that an item
identified as a need while he was in the hospital (e.g., daily chores) took care of
itself, but that another issue (e.g., paying medical bills) has emerged. You should
note this change in the Rural Transition Plan and examine options for the added
issue.
Describe the local resources that might provide needed support or assistance
The seventh step is to describe the local resources that might provide needed
support or assistance. This involves telling the patient about the services available
from each local resource listed as part of the draft plan and summarizing how you
think they might help the patient meet his or her objectives. For example, you
might say, “You indicated that you were not confident that you could get the
transportation you needed. You said that in particular you did not think you would
be able to drive your car to your doctor appointments and that you would like to
find someone to give you a ride. The Senior Center does not have a volunteer
driver program but does have a van service you could use. An alternative might be
to see if someone from your church would be willing to give you a ride. Another
option might be to see if you might be able to hire someone temporarily to use
your car to drive you.”
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Ask the patient if he or she has any other ideas
The eighth step is to ask the patient if he or she has any other ideas. For
example, you might ask, “Have you had any thoughts about how to address this
need?”
Ask the patient which ones he or she would like to pursue
Once you have identified as many options as you think useful, you should
ask the patient which ones he or she would like to pursue. This involves the
patient deciding which path or solution he or she thinks would be most convenient
and effective.
Determine who will take the next step in pursuing a particular solution
The tenth step is to determine who will take the next step in pursuing a
particular solution. The goal in this step is to maximize the patient’s control and
independence. You should provide just enough assistance to ensure the needed
steps are completed but not so much that the patient is depending on you.
See if the patient has concerns about medical payments
One of the most significant concerns reported by patients who are
discharged from a referral hospital to a small town or rural community involves
dealing with the billing and payment process. Specifically, patients report that
they have difficulty negotiating a reasonable way to pay their bills with the
hospitals. This concern is despite the desire of hospitals to do so. This gap in
understanding is particularly acute among those who lack medical insurance. This
situation creates a great deal of tension among these patients and simply is not
healthy for them. Functionally, it may lead a patient to stop purchasing and taking
prescribed medications because they feel they cannot afford to buy them. As such,
addressing this issue may smooth the transition process significantly for some
patients and may improve outcomes. In this case, your job is to check to see if the
patient has concerns about medical payments that have not yet been addressed. If a
patient has concerns about medical payments, determine their nature. For patients
who are concerned about paying their bills, you can refer them to the payment
coordinator and explain that part of their job is to help patients find resources to
address the payment issues, not to simply put pressure on the patient to “pay up” or
to try to collect what someone cannot pay. For those who lack medical insurance,
review their options with them. If they are interested, facilitate enrollment in an
insurance plan, such as those available through federally assisted programs.
Finalize the Rural Transition Plan
Finally, once you have addressed the agenda items and developed a plan, you
should finalize the plan. This involves summarizing your notes to confirm the
decisions the patient wants to pursue. Your summary and the patient’s should
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coincide. Next, you should note any changes on your copy of the TC and be sure
that the patient has noted the changes on their copy.
Thank the patient for taking time to be involved in the study. Tell them that
you will send a copy of the Rural Transition Plan and that you will begin working
on the tasks assigned to you.
F. Provide Transition Supports to Implement the Rural Transition Plan
The central function of the rural transition process is to provide transition
supports. This involves implementing and monitoring the progress of the Rural
Transition Plan. This personalizes the relationship you will develop with the
patient. As such, it helps to develop a “therapeutic alliance.” This means that the
patient gains trust in you and you gain trust in them. The following provides
detailed suggestions on seven tasks you should complete in implementing the
Rural Transition Plan, including:
1)
2)
3)
4)
5)
6)
7)

Complete updates of the patient’s Rural Transition Plan
Send a copy of the final plan to the patient
Update Episode of Care
Facilitate referrals and appointments
Follow through on action items
Monitor patient’s progress and achievements
Keep Episode of Care up-to-date

Complete updates of the Patient’s Rural Transition Plan
The first step in providing transition supports is to complete updates of the
patient’s Rural Transition Plan. This involves revising and editing the plan based
on the home visit once you return to your office. For example, once you get back
to your office, you might review any notes you made, add them into the Rural
Transition Plan file, edit the information to be sure it is clear, and save the file.
Documenting any final changes quickly helps ensure that you capture all the
details you worked out with the patient.
Send a copy of the final plan to the patient
The second step in providing transition supports is to send a copy of the final
plan to the patient. This may involve sending a version by email or through
regular mail, or even dropping off a copy at the patient’s home. Getting the final
changes to the patient quickly helps reinforce the tasks the patient needs to
complete and the ones the patient should expect from you.
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Update the Episode of Care
The third step in providing transition supports is to update the Episode of
Care. This involves carefully labeling the file and posting the finalized Rural
Transition Plan in the Epic Episode of Care. For example, we saved the file as
“IDT CARE PLAN” to distinguish it from other Episodes of Care. Then post it to
the patient’s Episode of Care. Figure 11 provides an example of where you might
file this finalized plan. Posting the finalized plan makes it accessible by most
providers who are serving the patient.

Figure 11: Sample of Epic Episode of Care.
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Facilitate referrals and appointments
The fourth step in providing transition supports is to facilitate referrals and
appointments. This involves calling any agencies you agreed to contact for the
patient to make a referral. For example, the patient may identify needing help in
planning more nutritious – and less salty meals – as a need. Together, you might
have agreed that the patient would check the Internet for appealing recipes and that
you would contact the hospital dietician to see if she would meet with the patient to
discuss meal planning. You would contact the dietician to see if she would be
available for such a consultation and how the patient might schedule a meeting.
Facilitating referrals and appointments increases the likelihood that these tasks will
be completed and that the patient’s needs will be addressed.
Follow through on action items
The fifth step in providing transition supports is to follow through on action
items. This involves completing the tasks in the plan you have agreed to do for the
patient. For example, you might contact the CAH pharmacist to see if there is a
medication assistance program for which the patient might be eligible and get the
information to the patient. Following through on action items is the key to
facilitating a smooth and effective transition.
Monitor a patient’s progress and achievements
The sixth step in providing transition supports is to monitor a patient’s
progress and achievements. This involves checking in with the patient by phone,
email, or visit to report what you have done to facilitate referrals and appointments,
to explain any actions that they need to take to complete the connections you have
made, and to ask what progress they have made on the tasks they agreed to pursue.
For example, you might call a patient and say, “This is Kathy from the
ROADMAP Project. I am just calling to check in with you. I wanted you to know
that the Dietician here at the hospital would be happy to provide you with some
assistance in planning the changes in your diet. You just need to call her at 2450989 to set up an appointment. Were you able to find any help on the Internet?”
Sometimes having another person actively involved in working with a patient
reinforces the patient’s efforts to manage their health.
Keep the Patient Transition Record and Epic Episode of Care up to date
The seventh step in providing transition supports is to keep the Patient
Transition Record and Epic Episode of Care up to date. This involves using the
Patient’s Transition Record to document any contacts you have with the patient or
on the patient’s behalf, and posting any changes to the Rural Transition Plan in the
Epic Episode of Care. Figure 12 shows a sample of updated Transition Record.
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Figure 12: Sample of an updated Transition Record.
G. Facilitate Transition to Independence and Natural Systems of Support
Health is a personal resource and a means to other ends. Patients seek
treatment because a health condition is interfering with things they want to do. We
believe that providing supports that address a patient’s immediate needs facilitates
this process. It is important to limit your support to that which is needed to ensure
that the patient can manage their health and health care on their own. Another job
for the LCTC is to help ensure that a patient is on a path not just to recovery but
also to health and wellness. As such, before closing a case, you may work with the
patient to assess his or her long-term goals and help get them in touch with
programs, services, or other resources that can help them achieve their long-term
goals. This involves using the long-term goal assessment on your Transition
Tablet.
The Long-Term Goal Assessment is conducted using another tablet
application. Figure 13 presents an example of using the application for such an
assessment of one patient. Each item is structured so that it begins with a patient
education statement followed by an opportunity for the patient to rate his or her
confidence that they can meet the goal. Completing the ratings provides the data to
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begin to focus on the needs a patient may want
to address in order to maximize their recovery.

Once a patient has identified their goals,
you should ask them if they see a connection
between their health and their goals. For
example, you might ask, “Do you see any
connections between achieving you goals and
maintaining your health?” This type of
question prompts a patient to consider how their
health affects their ability to do what they want
to do or achieve the things they desire.
Next, use the Tablet Application to assess
the level of confidence a patient has in meeting

GOALS, HOPE, PATHWAYS AND
MOTIVATIONAL
INTERVIEWING
A person must do many things to
manage their recovery from significant
health issues and medical treatment.
Providers often note that their patients
do not follow through on needed
changes. Researchers combined
several theories of human behavior
change – Stages of Change, Learned
Optimism, Hope, Sense of Coherence,
and behavior modification – to create
structured procedures for helping an
individual make and maintain needed
changes. Motivational interviewing
prompts a person to identify their
personal goals, asks them to identify
problems or barriers in achieving
those goals, and helps them identify
solutions or pathways and resources
for solving the obstacles they face. In
a medical context, providers include
health as one aspect of the pathway to
one’s goals. A patient who sees a
clear connection to achieving their
goals and maintaining their health is
more motivated to do the things he or
she needs to do to achieve those goals.

their goals. As with the Rural
Transition Needs Assessment,
this will help identify goals for
which there may be local resources that can help a patient. Figure 14 below shows
three long-range goals identified by one patient. It also shows the resources
available in the community to which you might refer the patient for assistance in
addressing these goals. If a patient is interested, draft a Long-Term Goal Plan.
Figure 13: Sample Long-Term Goal Assessment
The patient profile lists the goals for which a patient lacks confidence. You can
use the goals profile provided by the tablet application to discuss which, if any, of
the issues the patient may want to address. Still, the patient is asked to decide
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which issues they would like assistance in addressing. Those issues selected form
the basis of the patient’s Long-Term Goal Plan. If the patient adds this issue to the
agenda, you can use the tablet application to generate a list of local resources a
patient might find useful in pursuing their goals. You can then send them a copy
through the mail or email.

Figure 14: Sample Long-Term Goal Plan of Support. A sample of three long-range
goals identified by one patient with suggested resources
H. Conduct an Exit Interview and Close a Case
One of the primary goals of the Enhanced Discharge Planning and Rural
Transition model is to facilitate the patient’s return to their routine activities and
involvement in community life. As recovery proceeds, a patient may discover that
they are not recovering as quickly as they expected. Alternatively, they may find
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that the treatment has led them to a place where they can address issues that they
had not been able to address before. One way to set those criteria is to set a time
limit to how long you can provide support before the support they may still need
should come from other community sources. There are four options for
completing this transition to independence and natural systems of support.
Whatever option is best for leading to closure of a patient’s case, the final meeting
with the patient is to conduct an exit interview. These are the four options listed
below: (1) Close case upon completing plan; (2) Close case at patient’s request; (3)
Close case at 30 days; (4) If needed, extend services for up to 60 days.
Close the case upon completing the plan
The first option for closing a case is to close the case upon completing the
plan. This means that once all the tasks that the patient and you included in their
Rural Transition Plan are completed, you should close the case. Closing the case
involves talking with the patient to explain that your involvement will end. For
example, you might say to the patient, “We have completed all the tasks we set for
ourselves when we developed your Rural Transition Plan. So, unless there is a
significant issue we have overlooked, you seem to be doing well independently. I
would like to close my work with you.” Restating the criteria and explaining the
process of your support allows the patient to make any final requests, if they
believe they have additional needs for your assistance. If there are no significant
issues on which you might provide support, you can close the case after this
interview.
Close the case at the patient’s request
The second scenario for closing a case is to close the case at the patient’s
request. This involves talking with the patient about exiting services. For
example, after completing most (or all) of their tasks, a patient may tell you that
they feel that they can take care of the rest of their needs independently. You
should honor such requests, even if there are ways that you feel the patient or their
caregivers might benefit from your continued involvement.
End services and supports after 30 days
Another option for closing a case is to end services and supports after 30
days. This criterion reflects the established threshold for re-hospitalization. As
such, for the purposes of this study, we recommended that each of the cases be
closed after 30 days.
Extend services for up to 60 days
Alternatively, you can extend services for up to 60 days, if circumstances
warrant such an extension. Because such circumstances are difficult to predict, we
recommend that you discuss extending these services to a patient with your
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supervisor to verify a need, to ensure that you have the time and resources for
doing so, and to consider alternatives for the patient. In addition, we ask that you
present the case to the LCTC team. If you are conducting a research project, the
Principal Investigator should be consulted.
Some patients may have extensive and complex needs that require support
that extends past these transitional support services. You may refer them to
chronic care coordination, case management, or independent living services.
Thank the patient
Finally, once you and the patient agree on closing the case, thank the patient
for taking time to be involved in the study. Tell them that you will send them a
copy of the Long-Term Goals Plan, if you helped develop one. For our project we
also informed them that, once the study was completed, they could find a copy of
the findings on the PCORI website (http://www.pcori.org/research-results/pcoriliterature) or at similar sites (https://clinicaltrials.gov).
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Final Notes
In your role of Local Community Transition Coordinator, you may also be
expected to build local resources that patients can use to aid in their recovery. This
may involve simply building a Community Resources Bank. It may also involve
managing the program by participating in various meetings or submitting
evaluation reports. It might also involve representing the program to various
stakeholders. We offer some additional material to help you with these tasks.
Thank you, we hope you have found this manual helpful. Please, let us
know how you do.
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APPENDIX 1: GLOSSARY
Community Resource Bank – A Community Resource Bank is a list of services
and agencies that address patients’ transition needs. Community resources are
linked to each patient-centered need in the Rural Transition Needs Assessment.
Each community creates and maintains its own list but shares it with other
hospitals.
Critical Access Hospital (CAH) – Critical Access Hospital is a designation given
to certain rural hospitals by the Centers for Medicare and Medicaid Services
(CMS). The CAHs in this research study included Clark Fork Valley Hospital,
Deer Lodge Medical Center, Barrett Hospital and Healthcare, and St. Joseph
Medical Center. Each CAH was located in a rural and frontier county in Montana
and were planning to adopt Epic.
Discharge Orders Verification Checklist – The Discharge Orders Verification
Checklist is a form that helps the LCTC review orders placed at the regional
referral hospital and subsequently received by the patient. The checklist is a tool to
help prevent unnecessary complications such as a readmission post discharge from
the regional referral hospital.
Discharge Planning – The process intended to facilitate the transition from
hospital care to recovery at home.
Epic – Epic is the electronic medical record system that served as a valuable
documentation and communication tool for providers at the regional referral
hospital and the rural critical access hospitals which participated in this project.
Episode of Care – An Episode of Care is a section or portion of an electronic
medical record (EMR) that captures encounters, notes and other documentation
related to a patient’s hospitalization and follow-up care. It provides a method of
documentation that tells a patient’s story from hospitalization to recovery. All
providers in the EMR can subsequently link their work to the Episode of Care in
the patient’s electronic medical record. The Episode of Care continues until the
patient’s reason for hospitalization is resolved. Additionally, the Episode of Care
provides outlying providers with a one-stop place to find information related to
their patient’s hospitalization, rather than searching through the electronic medical
record to find important information.
Exit Interview – The exit interview is a discussion between a patient and an LCTC
at the end of services to summarize the work they completed. This discussion
determines if the patient is no longer in need of additional supports and services.
Completion of the Rural Transition Plan may indicate that the patient is ready to
exit the program. Patients with extensive and complex needs may require an
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extension, or referral to more intensive services such as chronic care or case
management.
In-Basket Message – An In-Basket message is a way to securely communicate
between providers in Epic, an electronic medical record system. In our research,
the In-Basket Message was used to notify LCTCs of a patient’s enrollment into the
study. The LCTC could access and review the patient’s Episode of Care directly
from the In-Basket Message.
Local Community Transition Coordinator (LCTC) – The LCTC provides rural
transition support services in order to ensure a smooth transition from hospital to
home. In our research, the LCTC completes the Discharge Orders Verification
Checklist, conducts a Transition Conference, creates a Rural Transition Plan, and
supports, monitors and documents patient progress throughout the 30-day period
post hospitalization. Nurses, social workers, and counselors served in the LCTC
role.
Long-Term Goal Assessment – The Long-Term Goal Assessment is housed in the
Tablet Computer. Similar to the Rural Transition Needs Assessment, the LongTerm Goal Assessment helps patients identify goals and associated community
resources. The LCTC conducts this assessment when immediate needs are met and
the patient is ready to talk about their long-term goals.
PCORI – The Montana ROADMAP Research Project was funded by the PatientCentered Outcomes Research Institute.
Regional Referral Hospital (RRH) – A regional referral hospital is a tertiary
referral hospital (also called a tertiary hospital, tertiary referral center, or tertiary
care center, or tertiary center) that provides specialty services to patients in a large
geographic area. Providence/Saint Patrick Hospital was the RRH included in this
research study. Providence/Saint Patrick Hospital is a tertiary-care facility located
in Missoula, MT.
Research Transition Coordinator (RTC) – The RTCs are social workers, nurses,
or other qualified staff who deliver the enhanced discharge planning procedures,
including: screening for eligible patients, enrolling patients, conducting Rural
Transition Needs Assessment, establishing the Episode of Care, and providing
early notification to the LCTCs to begin rural transition support services. The
RTCs work in coordination with existing regional referral discharge planners. All
enrolled patients continue to receive normal discharge planning services along with
the enhanced discharge planning procedures. This position might also be referred
to as the Hospital Transition Coordinator (HTC).
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ROADMAP – (Rural Options at Discharge Model of Active Planning) A patientcentered approach to discharge planning which enhances the current discharge
planning process from a regional referral hospital to rural communities.
ROADMAP also adds a critical component: rural transition support services.
Rural Transition Agenda – The Rural Transition Agenda is created through the
Rural Transition Needs Assessment tablet application. The agenda lists patient
needs identified and associated local community resources. The agenda is given to
the LCTC in order to prepare for the patient’s transition home.
Rural Transition Needs Assessment – The Rural Transition Needs Assessment is a
brief assessment including 18 patient-centered questions. It helps the provider and
patient anticipate the needs a patient may have upon returning home to their rural
community. This needs assessment was programmed into a tablet computer and
populates the Rural Transition Agenda which is provided to the LCTC in order to
inform the beginning of the transition support process.
Rural Transition Plan – The Rural Transition Plan is created in collaboration
between the LCTC and the patient during the Transition Conference. The plan
lists the patient’s identified needs (agenda items), associated community resources,
and action steps required in order to secure local resources to meet patient needs.
Seven-Day Transition Calendar – The Seven-Day Transition Calendar is a tool
created to help the patient organize their first few days following discharge from
the hospital. The calendar helps the patient understand the likely course of
recovery and reminds the patient of what he or she needs to do.
Swing Bed – A swing bed hospital is a hospital or critical access hospital (CAH)
that provides post-hospital skilled nursing facility care and meets certain Medicare
requirements. This includes post-hospital extended care services furnished in a
swing bed hospital. Swing bed placements offer rural patients an intermediary
place to recover closer to home.
Tablet Computer – The tablet computer houses the Rural Transition Needs
Assessment application which is conducted by the RTC at the regional referral
hospital.
Transition Conference – The Transition Conference is a discussion between a
patient and an LCTC to review the patient’s Rural Transition Agenda and together
develop a Rural Transition Plan. It occurs after the patient returns home and is
conducted by the LCTC. While it is preferable to conduct the Transition
Conference at the patient’s home, it can also be conducted at a convenient and safe
location such as the local CAH, or even over the phone.
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Transition Referral – A Transition Referral occurs between the regional referral
hospital RTC and the critical access hospital LCTC in order to initiate transition
support services. There are multiple ways to make a referral. In our research
project, we used Epic In-Basket Messages to make referrals to the LCTCs.
Transition Support Record – A Transition Support Record is a form that assists
the LCTC in keeping record of the time they spend providing transitional support
services to each patient. Keeping record of supports helps administrators
determine the viability and funding for an LCTC position.
Transition Supports – For the purposes of our research study, transition supports
include connecting patients to a variety of community resources.
Weekly Staffing Call – The weekly staffing call is a teleconference between RTCs,
LCTCs, the Research Team (if applicable), and Team Management. The
teleconference provides an opportunity to discuss research protocol, review cases,
and share knowledge. The call creates a feedback and communication loop
between providers otherwise separated by geographic location.
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APPENDIX 3: MODIFYING THIS MODEL TO FIT YOUR
CIRCUMSTANCES
As stated in the Foreword to this manual, you will want to modify these
procedures to fit your circumstances. This appendix suggests a broad framework
for considering such changes. It also offers recommendations for changes based
on the lessons we learned in the development and evaluation of this model.
Framework for Change
The discharge planning and transition process is surprisingly intricate. If
you tug on one of its strings, many parts of the fabric will move. There are several
stakeholders with overlapping and sometimes conflicting interests. Treating
physicians may believe that a hospital’s responsibility ends when the patient
leaves. Patients may just want to get home. Discharge planners with a background
in social work may be sensitive to the patient and family’s emotional needs and
want to provide support. Discharge planners with a nursing background may want
to provide more in-depth patient education. Supervisors may highlight the need for
meeting requirements efficiently. Providers in the rural communities to which
patients are discharged want to be involved early. Administrators will be
concerned with costs and network development. All of these factors need to be
considered in changing the existing system. One way to approach this task is to
invest in building a rural transition network.
You can begin the process in several ways but an early step should involve
establishing a consensus on the importance of the problem and a vision for the
future. Generally, this involves agreement that more attention on discharge
planning and rural transition could improve patient outcomes and might reduce
readmissions. It may also involve agreement that the medical system has a
responsibility to address the social and environmental needs of its patients. Indeed,
it should acknowledge that the two are linked.
A next step is to seek support for planning from key administrators at the
regional hospital and the partners in the rural communities being served. (We
recommend that a partnership involve a local critical access hospital or similar
organization but it may also involve an aging services program, an aging and
disability resource center, or center for independent living.) As you talk with these
key stakeholders, you should note their concerns and interests. What are their
aspirations related to this feature of medical services? What are their goals? What
are their limitations?
Once you secure support for planning from key stakeholders, you might hold
a series of discussions to outline the way the current system functions and to assess
how the components of the ROADMAP model might help achieve their
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aspirations. During this phase, you may find that you might be able to drop some
components of the ROADMAP model, modify others, and add some of your own.
The goal is to identify elements of a coherent system that responds to your
program’s circumstances.
Recommendations
In addition to focusing on the transition process, this model also offers some
additional options each referral network (hospital to home network) might
consider. These include questions about how to assign discharge planners to
patients, and questions about what resources are available in each rural community
that might facilitate recovery and promote long-term health.
Discharge planner’s role
First, we created a separate role of a Research Transition Coordinator (RTC)
for the purposes of our research design. The RTC delivered the experimental
procedures in a way that separated the procedures received by patients in the
control group. In practice, we recommend that the role and functions of the RTC
be integrated into the role of existing discharge planners.
Rural Transition Needs Assessment and Discharge Orders Verification
The RTCs conducted the Rural Transition Needs Assessment (described in
Chapter 5). At the same time, the person filling the role of the Local Community
Transition Coordinator (LCTC) prepared a Discharge Orders Verification
Checklist (described in Chapter 6). Our experience suggests that these
responsibilities should be reversed. That is, we believe now that the person serving
as discharge planner should prepare the Discharge Orders Verification Checklist
and the LCTCs should be responsible for conducting the Rural Transition Needs
Assessment. In our research, many needs were not identified before discharge but
were added once a patient returned home. In addition, some issues identified as
needs before discharge became less salient once the patient returned home.
This shift in functional roles reduces the time required by regional referral
hospital (RRH) staff but does not substantially increase the time needed by the
person serving as the LCTC. This makes it easier to integrate this model into the
RRH but may make it more difficult for the local critical access hospital to adopt
it. These changes might be negotiated by participating entities.
We also recommend that two items from the Rural Transition Needs
Assessment, specifically the Recovery Expectations and Management of Treatment
Tasks, be moved to the Discharge Orders Verification Checklist. Regional referral
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hospital staff who provide the treatment are best situated to specify the discharge
orders.
Scheduling the Transition Conference
We recommend, based on our experience, that the LCTC initiate contact
with the patient or a caregiver to schedule the Transition Conference. Trying to
coordinate a scheduled visit from the RRH proved quite difficult. If you choose
this option, the LCTC should initiate contact with the patient within 24 hours of
discharge in order to maximize the effectiveness of the Discharge Orders
Verification Checklist.
Eligibility for program services
Our research focused on patients 18 to 75 years old who were discharged
home. Nonetheless, we recommend that these services be expanded to include
patients of all ages.
We also excluded patients admitted with a primary diagnosis of mental
illness or substance abuse. This population accounts for many readmissions but
their patterns of need and systems of services are often distinct and more intense
than that of the general population. While the procedures described in this manual
may generalize to these patients, it may require more operational resources (e.g.,
staff time). If you include this population, we encourage you to plan accordingly.
Otherwise, we included all patients, regardless of their medical risk, personal
capacity, or needs for support services. We did not prioritize patients for
intervention. Rather, we allowed patient need to determine the supports provided.
It may be possible to prioritize patients for these services and supports. But our
experience shows that no one measure is adequate to do so. We encountered
patients with high risk scores (i.e., LACE+) but low needs, and we encountered
patients with low risk scores but high needs. And we encountered patients with
low risk levels and few needs but who had limited capacity for self-care.
Include advance directives and physician orders for life sustaining treatment
Several providers integrated steps to ensure that their patients had advance
directives and physician orders for life sustaining treatment (POLST) completed as
part of this model. We encourage you to consider doing so, as well, but those
procedures are not described here.
Seven-day Transition Calendar
While the literature, current practice, and several key stakeholders, including
our patient design team, recommended using a Seven-Day Transition Calendar, it
was difficult to execute. One of the reasons was that pertinent information was
seldom available until just before the patient was discharged, leaving no time to
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prepare one while the patient was still in the hospital. There are potential solutions
to this problem (e.g., programming an auto-fill function in the electronic medical
record so that orders automatically populate a calendar) but they require time and
resources. Unless you have those resources, we recommend that the calendar be
dropped.
Electronic or paper records
The use of the same electronic medical record by all participants greatly
facilitated the process. Not all potential partners may have access to the same
electronic medical records. In such a case, it may be necessary to revert to a
combination of paper-and-pencil forms, fax machines, email, and the telephone.
Zone vs. man-to-man assignment
There are many ways to organize and assign discharge planners. One way is
to assign discharge planners to patient groups treated or to physician groups
providing the treatment. For hospitals that discharge a large proportion of their
patients to surrounding rural communities, discharge planning managers might also
consider assignments based on the areas to which patients are discharged. This is
referred to as a “zone” approach. This involves assigning individuals so that they
work with patients from specific counties. For example, one case manager might
be assigned to work with patients primarily from Beaverhead County. This creates
the opportunity for that discharge planner to become familiar with the resources in
the county, and to establish and maintain working relationships with specific local
providers. Research in other areas has shown this strategy to be effective.
Chronic conditions and peer support
As the American Medical Association noted (see AMA quote at beginning
of manual), “... the hospital setting is not an ideal educational environment …
Therefore, care coordination models (should) consider re-focusing long-term selfmanagement education tasks to the ambulatory setting after hospital discharge,
when patients (and their caregivers) are often in a better state to receive education
and other support to help them manage their condition and treatment.” This
perspective extends even more into the local community for those patients who
have chronic conditions. Several models of patient education and peer support
have been shown to be quite effective in helping individuals manage their health
and maintain active participation in their community.13

13

Many resources for organizing and maintaining support groups are available on the internet. They range from
quite simple to extensive. For example, see http://www.endurance.org/so-you-want-to-start-a-support-group/.
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APPENDIX 4: ETHICAL CONSIDERATIONS
We encourage you to be explicit about the ethical principles that serve as a
foundation to your work. The following are derived from the National Association
of Social Workers (1999)14 code of ethics. Other professional organizations offer
similar guidance.
Privacy and Confidentiality
The Code of Ethics of the National Association of Social Workers provides
a useful framework for hospital discharge and rural transition planning. They state
that … providers … should respect clients’ right to privacy. Providers should not
solicit private information from clients unless it is essential to providing services or
conducting evaluation or research. Once private information is shared, standards
of confidentiality apply. These include:
(a) A provider may disclose confidential information when appropriate with
valid consent from a client or a person legally authorized to consent on
behalf of a client.
(b) A provider should protect the confidentiality of all information obtained
in the course of professional service, except for compelling professional
reasons. The general expectation that a provider will keep information
confidential does not apply when disclosure is necessary to prevent serious,
foreseeable, and imminent harm to a client or other identifiable person. In
all instances, a provider should disclose the least amount of confidential
information necessary to achieve the desired purpose; only information that
is directly relevant to the purpose for which the disclosure is made should be
revealed.
Termination of Services
Similarly, social work guidelines offer a useful structure for terminating
services. They suggest that a provider should terminate services to clients and
professional relationships with them when such services and relationships are no
longer required or no longer serve the clients’ needs or interests. Importantly, a
provider should take reasonable steps to avoid abandoning clients who are still in
need of services. A provider should withdraw services precipitously only under
unusual circumstances, giving careful consideration to all factors in the situation
and taking care to minimize possible adverse effects. A provider should assist in
making appropriate arrangements for continuation of services when necessary.
14

National Association of Social Workers. (1999). Code of ethics of the National Association of Social Workers.
Washington, DC. NASW Press.
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A provider who anticipates the termination or interruption of services to
clients should notify clients promptly and seek the transfer, referral, or
continuation of services in relation to the clients’ needs and preferences. Similarly,
a provider who is leaving an employment setting should inform clients of
appropriate options for the continuation of services and of the benefits and risks of
the options.
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APPENDIX 5: SAMPLE LCTC JOB DESCRIPTION
Local Community Transition Coordinator
Overview
Current trends in health care delivery suggest that the right supports
provided to patients at the right time may improve outcomes and reduce rehospitalizations. For patients being discharged from a tertiary care facility back to
a small town or rural community, this support includes the assistance of a Local
Community Transition Coordinator (LCTC). In general, the job of the Local
Community Transition Coordinator is to provide rural transition supports to
patients after discharge from the hospital. This job involves the LCTC initiating
transition support services, working with the hospital discharge planner, research
team and patient to develop a Rural Transition Plan, implementing the plan,
evaluating and reporting progress, and closing the case.
An LCTC works within a critical access hospital serving a rural catchment
area. He or she establishes referrals from regional referral hospitals for rural
transition supports, works with the patient and hospital discharge planner along
with the research team to develop a Rural Transition Plan designed to smooth the
transition home, improve health outcomes, and reduce the need to go back to the
hospital for further services. The LCTC conducts home visits, interviews a patient
to understand a patient’s needs and goals, identifies a patient’s support needs,
clarifies a patient’s role in managing their health care needs after discharge,
determines needed referrals, and provides assistance in arranging appointments as
needed, arranging needed supports, making referrals, monitoring and assessing
progress, modifying the plan and responsibilities as needed, and closing the case.
Knowledge Skills and Abilities
A LCTC should be knowledgeable about medical care and or community
support services systems; should be knowledgeable about patient or client rights,
including confidentiality; and should be knowledgeable about patient-centered or
client-centered services. An LCTC should have skills of organizing and
maintaining patient/client service records, skills in working with individuals to
develop plans for achieving an individual’s goals. An LCTC should have the
ability to work well with other professional service providers from a wide range of
public and private agencies (e.g., medical to social services). He or she should
have the skills and ability to conduct individual needs assessments and develop
linkages to local service providers to meet those needs.
Education and Experience
LCTCs should have a bachelor’s degree in Social Work, Nursing, or related
discipline plus two years of experience in providing services, or a Master’s degree.
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APPENDIX 6: SCRIPT FOR DESCRIBING ROADMAP RESEARCH
PROJECT TO PATIENTS
Hi my name is ________________. I work for a research project that is looking at
patients when they land here at St. Pats and then return home to their rural
communities. We understand traveling for care can be challenging, so we’re
looking at the discharge planning process and how it goes for rural patients. We’re
hoping to develop tools that enhance the discharge planning process and make the
transition home smoother for patients.
We’re currently enrolling patients from Lake, Powell, Sanders and Beaverhead
counties. You’re from __________ county, correct?
Participation in the research study includes three main components:
1. Together we’ll complete a needs assessment here at the hospital to
anticipate some of the needs you might have when you return home. We ask
you questions like “Do you have a safe and comfortable place to live when
you go home?”
2. Second, you’ll complete a series of surveys that ask you questions about
your experience once you arrive home. There are 7 total surveys, sent to
you at the following time intervals, 3, 7, 14, 21, 30, 60, and 90 days. Here is
an example of a survey so you can get a sense of the questions we’ll be
asking you.
3. Third, you’ll be partnered with a Local Community Transition
Coordinator, someone from your community who will follow up with you
within 3-7 days of discharge. They’ll be in touch with you to schedule a
Transition Conference which can be at home, over the phone, or another
convenient location. They’ll help connect you with community resources if
needed and then follow up with you again at 30 days post discharge for a
long-term goal assessment and exit interview.
Does this sound like something you might be interested in? Okay, let’s go through
the informed consent form together, and find a time to complete the needs
assessment before you are discharged home.
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A bank is a repository of important resources. Individuals can deposit,
withdraw, and borrow the resources of the bank to use as needed.

The research reported in this work was funded through a Patient-Centered Outcomes
Research Institute (PCORI) Award to the University of Montana (AD-12-11-4788). The
views, statements, and opinions presented in this work are solely the responsibility of
the authors and do not necessarily represent the view of the Patient-Centered
Outcomes Research Institute (PCORI), its Board of Governors or Methodology
Committee.
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Health Resource Directories for Four Rural Communities in Montana
Providers located in large, urban hospitals often lack information about the
services and resources available to patients they discharge to small towns and rural
areas. Indeed, some believe that there are few if any relevant services in those
areas. Yet, patients typically want to get needed services as close to where they
live as is practical.
It is hard for urban-based providers to learn about and maintain knowledge
of the services and programs available in the many small towns and rural
communities in their catchment areas. These programs are small, scattered,
diverse, and numerous. Further, they are not broadly advertised and may
frequently change. Still, it is important to note that many small communities have a
portfolio of resources that address basic needs.
The lack of awareness and understanding of the resources available leads
some urban providers to refer patients back to the urban center for needed services
and supports. For many rural residents, this is impractical. Moreover, the
communities often have local resources that can help patients address many of
their needs. Using those local resources also helps sustain the community.
One objective of the ROADMAP project involved designing a Local
Resource Bank that would facilitate the use of local services. This included
processes for identifying available resources, for linking patients to those
resources, and for sustaining the bank.
Methods
We chose to work with four counties in the service area of St. Patrick
Hospital serving Western Montana. Each county was the site of a critical access
hospital that had either adopted the Epic® electronic medical record system or were
planning to do so. These included, Beaverhead, Lake, Powell, and Sanders
counties. Table 1 presents selected demographics and geographic elements of the
four study counties.
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Procedurally, we collected lists of public and private organizations providing
services in each of the four counties from the social workers located at the four
CAHs. These lists served as a basis for expanding known resources. Second, we
reviewed community documents (e.g., hospital and community needs assessments,
hospital development plans, phone directories, etc.) to identify additional
resources available in each county. Third, researchers interviewed local hospital
staff and service providers to identify additional resources. Fourth, as many
references to these resources were often old, we verified the existence of each
agency and updated the services it provided by searching web sites. Finally, we
reviewed the lists of agencies for their relevance in assisting patients in recovery at
home.
At this point, we noted that these agencies all provided services and supports
to address one or more needs mentioned as important to the transition process by
patients or other stakeholders, or reported in the literature. We organized those
agencies into 18 need categories derived from these sources. Table 2 lists those 18
categories of need.
Areas of Transitions Needs
Housing
Groceries and Meals
Medications
Self-Care
Home Health Care
Home Modifications or Equipment
Daily Chores
Dependent Care
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Finances and Income
Emotional Support and Counseling
Paying Medical Bills
Follow Up Medical Treatments
Rehabilitation
Transportation
Recovery Expectations
Self-Management of Treatments
Emergency Contacts
Lifestyle Changes
Next, we created a resource bank for each county; an electronic database that
listed all known resources. Many community resource directories list all the
agencies that can be identified in a community. Further, the resources are simply
listed in alphabetical order. This limits the ability to match patients to the most
appropriate services. These banks were organized around the needs addressed by
the service(s) they provided. The bank was structured to store information about
the county in which a resource was available, the need addressed, the name of the
organization of individual providing the service or support resource, a brief
description of the service or resource provided, the contact information, and other
notes (e.g., eligibility restrictions, time of service, etc.). In those cases where an
agency provided services and supports that address more than one need, the agency
and the specific services provided were listed in each relevant category.
These services were listed independently from eligibility criteria or other
modifying information. For example, an agency may describe its mission as
providing housing options for low income families. Our bank entry under services
and supports provided would indicate only that the agency provided housing
options. Information that conveyed such potentially restrictive information was
noted in a separate data field of “notes.” We intentionally refrained from including
qualifying information in the description of services because some agencies
reported “stretching” their scope of services to address needs in small communities
served by few programs. In other words, we let a patient’s needs and
circumstances guide the referral.
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Findings
Figure 1 presents the number of local resources that address 18 basic,
common needs of patients returning home from hospital treatment. Overall, we
identified 332 programs addressing these needs; an average of 83 agencies in each
county.

Overall, there were more resources available in the community to address
needs associated with securing adequate nutrition during recovery than any other
need. We did not identify any resources that specifically addressed a patient’s
recovery expectations or self-management skills. It may be that these needs are
addressed by the treating physicians or local PCPs once a patient returned home.
Surprisingly, while the lack of transportation is frequently reported as the top rated
problem in rural communities, we identified 14 public transportation providers in
the four counties. Each county had at least one.
One way to consider the richness of the services available in each county is
to examine the number of service entities available per person. Table 3 presents
these data. The average number of people per agency is 168. Lake County has the
highest population and the highest ratio of agencies per person (273 per agency).
This may be because the existing agencies are larger in terms of staff and other
resources. Nevertheless, it highlights the importance of these agencies getting
referrals for their services in order to survive and to continue in their community.
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Table 3
Ratio of County Residents to Service Resources
Powell Beaverhead Sanders Lake
Population 7,000
9,300 11,413 26,507
Agencies
64
91
80
97
Ratio
109
102
143
273
Figure 2 presents the percentage of all resources for each need category.
This mirrors the total number of agencies per category but highlights the breadth
by showing that no category exceeds 15% of the resources available.

Percent of Resources by Need Category
20%

15%
10%
5%
0%

Finally, the full Resource Bank for each county is presented in Appendices
A – D. Each entry or resource is keyed to a Rural Patient Needs Assessment. A
hospital Transitions Coordinator uses a tablet computer to conduct the Needs
Assessment. When a patient indicated low confidence that they will be able to
meet a need, the program automatically links the resources available in the
patient’s home community that they might use to address that need.
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County

Need

Beaverhead

Housing

Beaverhead

Housing

Beaverhead

Housing

Beaverhead

Housing

Beaverhead

Housing

Beaverhead

Housing

Beaverhead

Groceries and
Meals

Beaverhead

Groceries and
Meals

Provider

Services and Programs

Telephone
Number

Beaverhead
Villa
Bicentennial
Apartments
Brookside
Village

Offers subsidized housing. (406) 6836428
Offers subsidized housing. (406) 6832727
Offers subsidized housing. (406) 6832755

Snowcrest
Apartments
Kindred
Nursing and
RehabilitationParkview
Renaissance
Senior Care

Offers subsidized housing. (406) 6836582
Offers short-term care,
(406) 683
nursing services, and
5105
assisted living.

Beaverhead
Allied Senior
Services
Beaverhead
Senior Citizens

Address
400 N. Idaho St,
Dillon, MT 59725
716 W. Center St,
Dillon, MT 59725
100 West Glendale
St, Dillon, MT
59725
124 Skihi St,
Dillon, MT 59725
200 Oregon St,
Dillon, MT 597253624

Offers short-term care,
nursing services, and
assisted living.
Offers home delivered
meals.

(406) 6834002

1025 E. Center St,
Dillon, MT 59725

(406) 6601978

PO Box 1422,
Dillon Mt 59725

Provides weekly
congregate meals.

(406 6836406

126 S. Montana St,
Dillon, MT 59725
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Beaverhead

Groceries and
Meals

Provides free food items.

(406) 6832199

131 E. Helena St,
Dillon, MT 59725

Groceries and
Meals

Beaverhead
Community
Food Pantry
Soup and Roll
for the Soul

Beaverhead

Provides free lunch on
Tuesdays.

(406) 6834594

131 E. Bannack St,
Dillon, MT 59725

Beaverhead

Groceries and
Meals

Meals on
Wheels

Offers home delivered
meals.

(406) 6600152

Dillon, MT 59725

Beaverhead

Groceries and
Meals

Provides supplemental
nutrition assistance.

(888) 7061535

610 N. Montana St,
Dillon, MT 59725

Beaverhead

Groceries and
Meals

41 Barrett St,
Dillon, MT 59725

Groceries and
Meals

Provides vouchers for food
supplements to women,
infants, and children.
Offers emergency food
services.

(406) 6834771

Beaverhead

(406) 6835570

116 Washington St,
CL 7, Dillon, MT
59725

Beaverhead

Groceries and
Meals

Offers delivery of food
supplements each month.

(406) 8343580

Beaverhead

Groceries and
Meals

Supplemental
Nutrition
Assistance
Program
Women, Infant,
and Children
(WIC)
Montana
Migrant and
Seasonal Farmworkers
Council, Inc.
Commodity
Supplemental
Food Program
Dillon School
BackPack
Program

Provides free food.

(406) 6832386
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Beaverhead

Groceries and
Meals

Lima Summer
Food Service
Program
Dillon Summer
Food Service
Program
Shopko
Pharmacy

Beaverhead

Groceries and
Meals

Beaverhead

Medications

Beaverhead

Medications

Safeway
Pharmacy

Beaverhead

Medications

Van’s IGA
Pharmacy

Beaverhead

Medications

Beaverhead

Medications

Montana
Migrant and
Seasonal Farmworkers
Council, Inc.
Providence
Saint Patrick
Hospital

Provides free summer
meals.

(406) 2763571

Provides free summer
meals.

(406) 6839622

75 Swenson Way,
Dillon, MT 59725

Offers prescription
services including filling
prescriptions, counseling,
and education.
Offers prescription
services including filling
prescriptions, counseling,
and education.
Offers prescription
services including filling
prescriptions, counseling,
and education.
Offers prescription
services including filling
prescriptions, counseling,
and education.

(406) 6832316

125 E. Glendale St,
Dillon, MT 59725

(406) 6835002

570 N. Montana St,
Dillon, MT 59725

(406) 9887121

110 Southside Blvd,
Dillon, MT 56725

(406) 6835570

116 Washington St,
CL 7, Dillon, MT
59725

Offers to find resources to
help patients pay for their
medicine.

(406) 3292706
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Beaverhead

Self-Care and
Personal
Assistance

Renaissance
Senior Care

Beaverhead

Self-Care and
Personal
Assistance

Kindred
Nursing and
RehabilitationParkview

Beaverhead

Self-Care and
Personal
Assistance

Montana
Independent
Living Project

Beaverhead

Self-Care and
Personal
Assistance
Self-Care and
Personal
Assistance
Self-Care and
Personal
Assistance
Self-Care and
Personal
Assistance

Carla Brown

Beaverhead

Beaverhead

Beaverhead

Offers short-term care and
assistance with personal
needs, including bathing,
grooming and dressing.
Offers occupational
therapy designed to help
patients regain skills
related to activities of
daily living.
Provides education and
training to re-learn daily
living skills that might
have been lost due to a
change in health.
Offers in home/ private
pay care-giving.

(406) 6834002

1025 E. Center St,
Dillon, MT 59725

(406) 683
5105

200 Oregon St,
Dillon, MT 597253624

(406) 9255005

435 S. Atlantic St,
Dillon, MT 59725

(406) 6600324

Dillon, MT 59725

Lona Bruha

Offers in home/ private
pay care-giving.

(406) 9521310

Dillon, MT 59725

Darlene Cross

Offers in home/ private
pay care-giving.

(406) 9253589

Dillon, MT 59725

Alice Hayes

Offers in home/ private
pay caregiving.

(406) 6839602

Dillon, MT 59725
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Beaverhead

Beaverhead

Beaverhead

Beaverhead

Beaverhead

Self-Care and
Personal
Assistance
Self-Care and
Personal
Assistance
Self-Care and
Personal
Assistance
Self-Care and
Personal
Assistance
Self-Care and
Personal
Assistance

Debbie & Pete
Johnson

Offers in home/ private
pay caregiving.

(406) 6601916

Dillon, MT 59725

Donna Jones
Morrison

Offers in home/ private
pay caregiving.

(406)6836597

Dillon, MT 59725

Sharon
McWilliams

Offers in home/ private
pay caregiving.

(406) 6834709

Dillon, MT 59725

Diane Staley

Offers in home/ private
pay caregiving.

(406) 6604859

Dillon, MT 59725

Offers health education
services.

(406) 6835570

116 Washington St,
CL 7, Dillon, MT
59725

Offers home health care
services.

(406) 6839221

30 Hwy 91 S,
Dillon, MT 59725

Beaverhead

In-Home
Health Care

Montana
Migrant and
Seasonal Farmworkers
Council, Inc.
Barrett Hospital
and Health Care

Beaverhead

In-Home
Health Care

Home Care
Services

Offers home health care
services.

(406) 6839045

610 N. Montana St,
Dillon, MT 59725

Beaverhead

In-Home
Health Care

Lantis Home
Care

Offers home health care
services.

(888) 8652903

3405 Ten Mile
Road, Dillon, MT
59725
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Beaverhead

Beaverhead

Home
Modifications
and
Equipment
Home
Modifications
and
Equipment
Home
Modifications
and
Equipment
Home
Modifications
and
Equipment
Daily Chores

Beaverhead

Daily Chores

Beaverhead

Care of
Dependents

Pro Shine
Cleaning and
Restoration
Allen
Landscape and
Nursery
Precious One
Daycare

Beaverhead

Care of
Dependents

Kindred
Nursing and

Beaverhead

Beaverhead

Beaverhead

Dillon Medical
Oxygen Supply

Offers rental of home
oxygen equipment and
other medical equipment.

(406) 6836848

19 E. Sebree St,
Dillon, MT 59725

Life Alert

Offers personal emergency (406) 830response and home
3543
medical alert.

Community
Home Oxygen
Inc.

Offers rental of home
oxygen equipment.

(406) 6834660

114 S. Pacific St,
Dillon, MT 59725

Beaverhead
American
Legion

Provides medical
equipment on loan.

(406) 6600941

437 East Glendale
St, Dillon, MT
59725

Offers full-service
cleaning and restoration
services for your home.
Offers landscaping and
lawn services.

(406) 6832226

530 S. Dakota St,
Dillon, MT 59725

(406) 6834243

16 Pierce Dr,
Dillon, MT 59725

Offers childcare services.

(406) 6836127

110 N. Washington
St, Dillon, Mt 59725

Offers respite care
services.

(406) 683
5105

200 Oregon St,
Dillon, MT 597253624
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RehabilitationParkview
Beaverhead

Care of
Dependents

Renaissance
Senior Care

Beaverhead

Care of
Dependents

Beaverhead

Care of
Dependents

Beaverhead

Care of
Dependents

Beaverhead

Care of
Dependents

Beaverhead

Family
Finances

Beaverhead

Family
Finances

Offers respite care
services.

(406) 6834002

1025 E. Center St,
Dillon, MT 59725

Mother Goose’s Offers childcare services.
Day Care

(406) 6836659

1066 Laknar Ln,
Dillon, MT 59725

Veterinary
Hospital of
Dillon
Happy Hollow
Boarding
Kennel
Dog Tired Pet
Boarding

Offers pet boarding
services.

(406) 6832385

2150 Overland Rd,
Dillon, MT 59725

Offers pet boarding
services.

(406) 6834470

255 North Ln,
Dillon, MT 59725

Offers pet boarding
services.

(406) 5656794

693 Gamblers Run,
Dillon, MT 59725

(406) 9255010

610 N. Montana St,
Dillon, MT 59725

(406) 5336855 or 1
(800) 3821325

25 W. Silver Street
PO Box 3486
Butte, MT 597023486

Dillon Field
Provides a wide range of
Office of Public income support programs
Assistance
such as SNAP, TANF,
LIEAP, WIC, etc., and
provides information and
referrals.
Human
Provides energy-bill
Resource
assistance services.
Development
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Council District
XII HRC
Beaverhead

Family
Finances

Beaverhead

Counseling
and Support

Beaverhead

Counseling
and Support

Beaverhead

Counseling
and support

Beaverhead

Counseling
and Support

Beaverhead

Counseling
and Support

Beaverhead
Community
Wood Bank
Ministry
Western
Montana
Mental Health
Women’s
Resource/
Community
Support Center
AWARE Inc.

Provides heating wood to
(406) 596low-income families, aged, 3690
and handicapped.

203 E. Glendale St,
Dillon, MT 59725

Offers psychiatric services,
including adult outpatient
psychotherapy and
counseling.
Provides counseling
services to individuals,
couples, and families.

(406) 6832200

234 E. Reeder St,
Dillon, MT 59725

(406) 6836106

221 1/2 S. Idaho St,
Dillon, MT 59725

Provides individual and
family social services.

(406) 6839385

610 N. Montana St
#15, Dillon, MT
59725

Barrett Hospital Offers counseling services. (406) 683and Healthcare
1197 or
Clinic
(406) 6831183
Sandra Micken, Offers counseling services. (406) 683PhD
5124
Psychology

30 Hwy 91 S,
Dillon, MT 59725

224 N. Montana St,
Dillon, MT
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Beaverhead

Counseling
and Support

Beaverhead

Counseling
and Support

Beaverhead

Denise
Kirkpatrick,
MED, LCPC

Offers counseling services. (406) 6834873 or
(406) 9250144
LaTresha
Offers counseling services. (406) 683Garrison, MED,
6801
LCPC, LMFT

765 W. Park St,
Dillon, MT 59725

Counseling
and Support

Jackie Foster,
LCSW

Offers counseling services. (406) 6836219

1118 E. Sebree St,
Dillon, MT 59725

Beaverhead

Counseling
and Support

Malainya Ryan,
LCPC

Offers counseling services. (406) 9253677

212 E. Bannack St,
Dillon, 59725

Beaverhead

Counseling
and Support

UM Western

Offers counseling services. (406) 6837180

710 S. Atlantic St,
Dillon, 59725

Beaverhead

Counseling
and Support

Offers counseling services. (406) 8650381

610 Monroe Ave,
Dillon, MT 59725

Beaverhead

Counseling
and Support

Offers short-term problem
and solution focused care
for a wide range of mental
health concerns.

41 Barrett St,
Dillon, MT 59725

Beaverhead

Counseling
and Support

CAMAS- Case
Management &
Counseling,
PLLC
Southwest
Montana
Community
Health CenterDillon
Dillon
Counseling
Center

(406) 6834440

Offers counseling services. (406 9251313

23 S. Idaho St,
Dillon, MT 59725

312 S. Pacific St,
Dillon, MT 59725
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Beaverhead

Counseling
and Support

Beaverhead

Medical Bill
Assistance

Beaverhead

Medical Bill
Assistance

Beaverhead

Beaverhead

Montana
Migrant and
Seasonal Farmworkers
Council, Inc.
Providence
Health and
Services

Southwest
Montana
Community
Health CenterDillon
Local Medical Beaverhead
Follow-Up
County Public
Appointments Health
Department
Local Medical Southwest
Follow-Up
Montana
Appointments Community
Health CenterDillon

Offers counseling services
for migrant workers and
families.

(406) 6835570

116 Washington St,
CL 7, Dillon, MT
59725

Offers help to eligible
patients in paying for only
medical services received
at a Providence Health &
Services facility.
Provides medical services
on a sliding fee scale.

(406) 7472455

(406) 6834440

41 Barrett St,
Dillon, MT 59725

Offers assistance in
connecting individuals
with needed personal
health services.
Offers appointments for
wellness checks, chronic
health conditions, etc.

(406) 6834771

41 Barrett St,
Dillon, MT 59725

(406) 6834440

41 Barrett St,
Dillon, MT 59725
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Beaverhead

Local Medical Dillon Medical
Follow-Up
Clinic
Appointments

Beaverhead

Local Medical
Follow-Up
Appointments
Local Medical
Follow-Up
Appointments
Local Medical
Follow-Up
Appointments

Beaverhead

Beaverhead

Beaverhead

Rehabilitation
Appointment

Beaverhead

Rehabilitation
Appointment

Beaverhead

Rehabilitation
Appointment

Offers urgent care,
medical walk-ins, and
general exams.

Barrett Hospital Offers emergency care as
and Health Care well as a non-emergency
walk-in clinic.
Beaverhead
Offers physical exams and
Family
cancer screenings.
Planning Clinic
Montana
Provides primary and
Migrant and
preventative care.
Seasonal Farmworkers
Council, Inc.
Barret Hospital Offers a variety of
and Healthcare rehabilitation services,
including physical and
occupational therapy.
Kindred
Offers a variety of
Nursing and
rehabilitation services,
Rehabilitation- including physical therapy,
Parkview
occupational therapy, and
speech-language therapy.
Montana
Offers rehabilitation
Migrant and
services such as
Seasonal

(406) 6834400

120 S. Atlantic St,
Dillon, MT 56725

(406) 6833000

600 Hwy 91 S,
Dillon, MT

(406) 6834771

41 Barrett St,
Dillon, MT 59725

(406) 6835570

116 Washington St,
CL 7, Dillon, MT
59725

(406) 6833000

600 Hwy 91 S,
Dillon, MT

(406)-6835105

200 Oregon St,
Dillon, MT 597253624

(406) 6835570

116 Washington St,
CL 7, Dillon, MT
59725
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Farmworkers
Council, Inc.

occupational therapy and
physical therapy.

Orthopedic
Rehab

Offers orthopedic
rehabilitation services.

(406) 6833675

201 Southside Blvd,
Dillon, MT 59725
125 N. Idaho St,
Dillon, MT 59725

Beaverhead

Rehabilitation
Appointment

Beaverhead

Transportation Dillon City Bus

Provides free inter-city
transportation.

(406) 6604247

Beaverhead

Transportation Veterans’
Transportation

(406) 7821604

Beaverhead

Transportation Beaverhead
Allied Senior
Services
Transportation Southwest
Montana
Community
Health Center
Bus Service
Medical
Southwest
Contacts in
Montana
Case of
Community
Complications Health CenterDillon

Provides free
transportation to medical
appointments.
Offers transportation
between Lima, Dillon, and
Butte.
Provides bus
transportation to
Community Health Center
from Lima to Dillon, and
from Dillon to Butte.
Offers appointments for
wellness checks, chronic
health conditions.

Beaverhead

Beaverhead

(406) 6601978

PO Box 1422,
Dillon Mt 59725

(406) 6834440

41 Barrett St,
Dillon, MT 59725

(406) 6834440

41 Barrett St,
Dillon, MT 59725
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Beaverhead

Beaverhead

Medical
Contacts in
Case of
Complications
Medical
Contacts in
Case of
Complications
Lifestyle

Beaverhead

Lifestyle

Beaverhead

Lifestyle

24/7 Muscle
and Fitness

Offers access to fitness
equipment.

(406) 9250922

435 S. Atlantic St,
Dillon, MT 59725

Beaverhead

Lifestyle

Curves

(406) 6836210

29 E. Helena St,
Dillon, MT 59725

Beaverhead

Tribal/Indian
Health
Services

Indian Health
ServicesBillings Area
Office

A fitness center for women
that offers access to fitness
equipment, and a variety
of group exercise classes.
Provides Public Health,
Environmental Health,
Health Care services and
community-based disease
prevention services to
American Indian and
Alaska Native people.

Beaverhead

Dillon Medical
Clinic

Offers urgent care,
medical walk-ins, and
general exams.

(406)6834400

120 S. Atlantic St,
Dillon, MT 56725

Barrett Hospital Offers an emergency care
and Health Care as well as a nonemergency walk-in clinic.

(406) 6833000

600 Hwy 91 S,
Dillon, MT

Southwestern
Montana
Family YMCA
Straugh
Gymnasium

Offers a gym, an indoor
pool, and a variety of
group exercise classes.
Offers access to fitness
equipment.

(406) 6839622

75 Swenson Way,
Dillon, MT 59725

(406) 6837331

E. Poindexter St,
Dillon, MT 59725

(406) 2477248
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Beaverhead

Veteran
Services

Montana
Veteran Affairs

Providing services and
(406) 324assistance for all Montana 3740
veterans, and surviving
spouses and dependents in
coordination with
associated federal and state
agencies, veterans’
services organizations,
private organizations and
individuals.
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County

Need

Provider

Services and Programs

Telephone
Number

Address

Lake

Housing

Cherry Hill
Village

Offers subsidized housing.

(406) 8833978

Lake

Housing

Offers subsidized housing.

(406) 8833470

Lake

Housing

Human
Resource
Development
Council
Lakeview
Village

Offers subsidized housing.

(406) 8832222

Lake

Housing

Offers subsidized housing.

Lake

Housing

(406) 6764898
(406) 6765510

Lake

Housing

Maxwell
Apartments
Mountain
View Care
Center
St. Joseph
Assisted
Living

50236 Highway 93
S., Polson, MT
59860
411 1st Ave. SW,
Ronan, MT 59864
829 Main St. SW,
Ronan, MT 59864

(406) 8838970

11 17th Ave. E,
Polson, MT 59860

Lake

Housing

(406) 8710642

405 6th Avenue
West, Polson, MT
59860

The Pines of
Polson
Assisted
Living

Provides assisted living.

Provides a long-term care
alternative combining
housing, support services
and healthcare as needed.
Provides assisted living
services.

400 Cherry Hill
Court, Polson, MT
59860
414 1st St. E.,
Polson, MT 59860
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Lake

Housing

Closer to
Home

Provides assisted living
services.

Lake

Housing

Provides assisted living
services.

Lake

Housing

The Pines of
Mission
Assisted
Living
The Retreat

Lake

Housing

Lake

Housing

Lake

Housing

Lake

Groceries and
Meals

Polson Health
and
Rehabilitation
Center
St. Luke
Extended Care

Offers housing and
healthcare in an assisted
living facility.
Provides assisted living
services.

Offers rehabilitation and
transitional care for those
seeking return to their
home environment.
Offers subsidized housing.

Lake County
Community
Housing Ronan
Housing
Authority
WIC
Provides food vouchers for
women, infants, and
children.

(406) 7450272; (406)
529-7657
(406) 7451021 or
(406) 8710642
(406) 8834897

61262 Watson Rd,
St. Ignatius, MT
59864
320 Mission Dr,
St. Ignatius, MT
59865

(406) 8834378

Nine 14th Ave. W,
Polson, MT 59860

(406) 6762900

107 6th Ave. SW,
Ronan, MT 59864

(406) 6765900

111 2nd Ave. SW,
Ronan, MT 59864

(406) 8837308

802 Main St., Suite
B, Polson, MT

1303 Rivendell Ct,
Polson, MT 59860
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Lake

Groceries and
Meals

Office of
Public
Assistance

Offers supplemental
nutrition assistance through
education and an EBT card
to purchase food.
Offers free food items
through a food pantry.

(888) 7061535

826 Shoreline Dr.,
Polson, MT 59860

Lake

Groceries and
Meals

Jocko Valley
Food Pantry

(406) 7265550

Arlee Senior
Center

Serves inexpensive meals.

(406) 7263213

Jocko Valley
Lutheran Church
P.O. Box 257
Arlee, MT 59821
106 Wessinger St.,
Arlee, MT 59821

Lake

Groceries and
Meals

Lake

Groceries and
Meals
Groceries and
Meals
Groceries and
Meals

Charlo Senior
Center
Mission Valley
Senior Center
Mission Valley
Food Pantry

Serves inexpensive meals.

(406) 6442531
(406) 6762371
(406) 7450057

Lake

Groceries and
Meals

(406) 7454462

Lake

Groceries and
Meals

St. Ignatius
Serves inexpensive meals.
Community
Senior Citizens
Center
Ronan Bread
Offers free food items
Basket
through a food pantry.

(406) 6764357

10 6th Ave. SW,
Ronan, MT 59864

Lake

Groceries and
Meals

CSKT Ronan
Nutrition Site

(406) 6765495

12 Terrace Lake
Rd., Ronan, MT
59864

Lake
Lake

Serves inexpensive meals.
Offers free food items
through a food pantry.

Offers a food supplement
program.

110 MT-212,
Charlo, MT 59824
528 Main St. SW,
Ronan, MT 59864
203 Blaine,
St. Ignatius, MT
59865
212 Main St.,
St. Ignatius, MT
59865
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Lake

Groceries and
Meals

CSKT Polson
Nutrition Site

Lake

Groceries and
Meals

Lake

Offers a food supplement
program.

(406) 8836877

701 1st St. E.,
Polson, MT 59860

Polson Loaves Offers free food items
and Fish Pantry through a food pantry.

(406) 8835855

904 1st St. E.,
Polson, MT 59860

Groceries and
Meals

Polson Senior Serves inexpensive meals.
Citizens Center

(406) 8834735

504 3rd Ave. E.,
Polson, MT 59860

Lake

Groceries and
Meals

Commodities
Program

Offers a food supplement
program.

(406) 7454115

Lake

Groceries and
Meals

Salvation
Army

(406) 2474357

Lake

Groceries and
Meals

Bigfork Food
Bank

Offers free hot meals with a
breakfast and lunch
program.
Offers free food items
through a food pantry.

410 Mountain View
Dr. St. Ignatius, MT
59864
110 Bountiful Drive,
Kalispell, MT 59901

(406) 8372297

7545 Hwy 35 S.,
Bigfork, MT 59911

Lake

Groceries and
Meals

Lake

Groceries and
Meals

Lakeside West Offers free food items
Shore Food
through a food pantry.
Pantry
Elmo Nutrition Serves inexpensive meals.
Site

(406) 8442779; (406)
261-4560
(406) 8495055

Lake

Medications

The
Provides medical
Providence St. prescription services.
Joseph Medical
Center
Pharmacy

(406) 8838444

7150 Hwy 93 S.
P.O. Box 192
Lakeside, MT 59922
P.O. Box 329
St. Ignatius, MT
59876
6 13th Ave. E,
Polson, MT 59860
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Lake

Medications

Providence
Lakeshore
Pharmacy

Provides medical
prescription services.

(406) 8830342

Lake

Medications

Mission Drug

Provides medical
prescription services.

(406) 7453000

Lake

Medications

Provides medical
prescription services.

(406) 6762111

Lake

Medications

Family Health
Pharmacy &
Gift
R & R Health
Care Solutions

50331 US-93,
Polson, MT 59860
(inside Super One
Foods)
110 N. Main St.,
St. Ignatius, MT
59865
63307 US-93,
Ronan, MT 59864

Provides medical
prescription services.

(406) 6765600

63802 US-93,
Ronan, MT 59864

Lake

Medications

Bigfork Drug

Provides medical
prescription services.

(406) 8374370

8111 MT-35,
Bigfork, MT 59911

Lake

Medications

Wal-Mart
Pharmacy

Provides medical
prescription services.

36318 Memory Ln,
Polson, MT 59860

Lake

Medications

Safeway
Pharmacy

Provides medical
prescription services.

Lake

Medications

Walgreens

Provides medical
prescription services.

(406) 8839221; (800)
273-3455
(406) 8832340; (406)
883-3674
(406) 3006042

Lake

Medications

Partnership for
Prescription
Assistance

Offers a program to assist
with paying for medical
prescriptions.

(888 ) 4772669

Phone only

146 S. Shore Route,
Polson, MT 59860
40770 MT HWY 35,
Polson, MT 59860
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Lake

Medications

Lake

In-Home Health
Care

Lake

In-Home Health
Care

Lake

In-Home Health
Care

Lake

In-Home Health
Care

Big Sky
Pharmacy

Offers help to Medicare
clients in paying for
Medicare approved
prescription drug insurance
premiums.
Lake County
Provides in-home health
Home Health
care services including:
meal preparation, light
house work, and
transportation.
Partners in
Offers skilled nursing,
Home Care
physical therapy,
occupational therapy,
speech therapy, social
work, pharmacy, and home
health aide services.
Cheerful Heart, Provides in-home health
Inc
care services including:
transportation, shopping,
meal preparation, mail pick
up, grocery delivery,
hospital visitation, pet care,
light house and yard work,
and errands.
Lake County
Offers assistance in finding
Council on
available in-home health
Aging
care providers.

(866) 3691233; (406)
444-1233

Phone only

(406) 6767300

711 Main St. SW,
Ronan, MT 59864

(406) 6768412

1-14th Ave. W.,
Polson, MT 59860

(406) 8833070

P.O. Box 688,
Polson, MT 59860

(406) 6762367

528 Main St. SW,
Ronan, MT 59864
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Lake

In-Home Health
Care

Lake

In-Home Health
Care

Lake

In-Home Health
Care

Lake

In-Home Health
Care

Lake

In-Home Health
Care

Lake

In-Home Health
Care

A Plus Health
Care

Provides in-home health
care services including:
personal assistance, nursing
care, and self-directed care.
Western
Offers information and
Montana
assistance about in-home
Aging Services health care providers.
Benefits
Offers home health services
Spectrum
including: skilled nursing,
Medical
physical and occupational
therapy, speech therapy,
home health aide and
medical social work.
Home
Provides home-based
Caregivers Inc skilled nursing,
rehabilitation, and chronic
disease management.
Addus Home
Offers information and
Care, Inc
assistance about in-home
health care providers.
Summit
Offers services to persons
Independent
who reside at home and
Living Center, have a medical necessity
Inc.
for assistance with
activities of daily living.

(406) 7554968

1310 South Main,
Kalispell, MT 59901

(406) 8837284

110 Main St., Suite
5, Polson, MT
59860
145 Southlake Crt,
Suite 3,
Polson, MT 59860

(406) 8830246

(406) 8833590

41758 Jette Lake
Trail, Polson, MT
59860

(406) 2571101
(Kalispell)
(406) 6760190

4972 Potter Park
Loop, Missoula, MT
59808
111 2nd Ave. SW,
Ronan, MT 59864
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Lake

Home
Modifications
and Equipment

Partners in
Home Care

Lake

Home
Modifications
and Equipment

Lake

Home
Modifications
and Equipment

St. Luke
Community
Oxygen and
Medical
Equipment
Norco

Lake

Home
Modifications
and Equipment
Home
Modifications
and Equipment

Rotech
Community
Home Oxygen
Lincare

Daily Chores

Lake County
Council on
Aging

Provides local resources for (406) 676services including: in2367
home healthcare,

Lake

Lake

Offers medical equipment
for home use and can adapt
living spaces to meet the
needs of people with
physical limitations so they
can continue to live
independently and safely.
Offers home delivery of
oxygen supplies and quality
durable medical equipment
from walkers to hospital
beds.
Provides medical
equipment and supplies for
home use.

(406) 8838412

1-14th Ave. W.,
Polson, MT 59860

(406) 6765531

107 6th Ave. SW,
Ronan, MT 59864

2555 Lasalle Rd.,
Kalispell, MT 59901
or 2850 Stockyard
Rd., Missoula, MT
59808

Provides home oxygen and
medical equipment.

(406) 7524804
(Kalispell)
or (406) 7286362
(Missoula)
(406) 7284315

Provides home oxygen and
medical equipment.

(406) 2572454

2111 South Avenue
W., Missoula, MT
59801
465 Ash Road,
Kalispell, MT 59901
528 Main St. SW,
Ronan, MT 59864
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transportation, meal
preparation, and personal
assistance.
Lake

Daily Chores

Partners in
Home Care

Provides home health and
hospice services

(406) 8838412

1-14th Ave. W.,
Polson, MT 59860

Lake

Daily Chores

A Plus Health
Care

(406) 7554968

1310 South Main,
Kalispell, MT 59901

Lake

Daily Chores

Summit
Independent
Living Center,
Inc.

(406) 2151604 or
(866) 2306936

124 Main St.
Ronan, MT 59864

Lake

Care of
Dependents

Sprouts

Provides services in
nursing care management,
personal care, self-directed
care, private duty, and
medical staffing.
Offers personal assistant
services including: bathing,
personal hygiene and
grooming, meal preparation
and eating, toileting,
dressing, etc.
Offers childcare services.

(406) 2704518

402 16th Ave E,
Polson, MT 59860

Lake

Care of
Dependents

Mountain
View Kennels

Offers boarding for dogs.

(406) 7264006

Lake

Care of
Dependents

Serendipity
Playhouse

Offers childcare services.

(406) 8832503

73342 Lilac Flower
Lane, Arlee, MT
59821
307 7th Ave W,
Polson, MT 59860
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Lake

Care of
Dependents

Mom’s Child
Care

Offers childcare services.

(406) 6762944

117 3rd Ave SE,
Ronan, MT 59864

Lake

Care of
Dependents

Offers services to care for
dependents.

(406) 6765510

829 Main St. SW,
Ronan, MT 59864

Lake

Care of
Dependents

Mountain
View Care
Center
Lake County
Council on
Aging

(406) 6762367

528 Main St. SW,
Ronan, MT 59864

Lake

Care of
Dependents

(406) 8834031

216 1st St. E.
Polson, MT 59860

Lake

Care of
Dependents

Offers respite services for
caregivers to provide
temporary relief and rest
from caring for their loved
ones.
Comfort
Offers respite services,
Keepers
which provide planned
short-term breaks for
families and other unpaid
caregivers who need time
outside the home or to
simply take a rest.
Home
Offers services to care for
Caregivers Inc. dependents.

(406) 8833590

Lake

Family Finances

(406) 8833470

Lake

Family Finances

Human
Resource
Development
Council
Office of
Public
Assistance

41758 Jette Lake
Trail, Polson, MT
59860
414 1st St. E.,
Polson, MT 59860

1 (888) 7061535

826 Shoreline Dr.,
Polson, MT 59860

Offers employment &
training programs, fuel
assistance, and other
programs.
Provides temporary
financial assistance.
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Lake

Family Finances

Lake County
Council on
Aging

Lake

Family Finances

Community
Action
Partnership of
Northwest
Montana

Lake

Counseling and
Support

Sunburst
Mental Health
Services

Lake

Counseling and
Support

Western
Montana
Mental Health
Center

Lake

Counseling and
Support

Pathways
Treatment
Center

Offers information about
assistance programs and
will help with necessary
paperwork.
Provides information and
assistance with LowIncome Energy Assistance
Program (LIEAP),
weatherization, housing
assistance, fuel assistance,
and employment and
training.
Provides opportunities for
growth in individuals,
families, and communities
through mental health
services, family support,
arts, and education.
Offers counseling to help
individuals and families
adapt to changes in health,
process grief and loss, and
manage trauma.
Provides acute inpatient
services for those who
experience a mental health
crisis or substance abuse.

(406) 6762367

528 Main St. SW,
Ronan, MT 59864

(406) 8833470 or 1
(800) 3445979

110 Main St.
P.O. Box 132,
Polson, MT 59860

(406) 8834061

203 Main St. ,
Polson, MT 59860

(406) 5329170
(Ronan) and
(406) 8833556
(Polson)
(406) 7563950

8-2nd Ave. SW,
Ronan
and
1105 1st St. E.,
Polson 59864

200 Heritage Way,
Kalispell, MT 59901
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Lake

Medical Bill
Assistance

Providence
Health and
Services

Lake

Medical Bill
Assistance

Western
Montana Area
VI Agency on
Aging

Lake

Local Medical
Follow-Up
Appointments
Local Medical
Follow-Up
Appointments
Local Medical
Follow-Up
Appointments
Rehabilitation
Appointments

Providence St.
Joseph Medical
Center
Providence St.
Joseph Medical
Clinic - Ronan
St. Luke
Community
Hospital
Polson Health
and
Rehabilitation
Center
Providence St.
Joseph Medical
Center

Lake

Lake

Lake

Lake

Rehabilitation
Appointments

Provides help in paying for
medical services received
at a Providence Health and
Services Facility.
Offers financial assistance
with medical bills.

(866) 7472455

110 Main Street,
Suite 5, Polson, MT
59860

Provides access to local
primary care providers.

(406) 8837284
(Polson) or 1
(800) 2664188
(Statewide)
(406) 8835680

Provides access to local
primary care providers.

(406) 6765680

63351 US-93,
Ronan, MT 59864

Provides access to local
primary care providers.

(406) 6764441

107 6th Ave. SW,
Ronan, MT 59864

Provides physical therapy, (406) 883occupational therapy, and
4378
speech-language pathology.

Nine 14th Ave. W,
Polson, MT 59860

Offers occupational therapy (406) 883and physical therapy.
5680

6 13th Ave. E,
Polson, MT 59860

6 13th Ave. E,
Polson, MT 59860
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Lake

Rehabilitation
Appointments

St. Luke
Community
Hospital
South Lake
Taxi

Provides physical therapy
and speech therapy as well
as a full medical facility.
Provides local taxicab
transportation.

(406) 6764441

107 6th Ave. SW,
Ronan, MT 59864

Lake

Transportation

(406) 8839220

Transportation

Annie’s Taxi

Provides local taxicab
transportation.

(406) 3090999

300 Montana
Landing, Polson,
MT 59860
404 12th Ave. E.,
Polson, MT 59860

Lake
Lake

Transportation

Mission Valley Offers transportation
Senior Center
services.

Lake

Transportation

Polson Senior
Citizen Bus

Offers transportation
services.

Lake

Transportation

Medicaid
Transportation
Center

Offers transportation for
medical appointments.

Lake

Medical Contacts Providence St. Provides a full line of
in Case of
Joseph Medical medical and healthcare
Complications
Center
services.

Lake

Medical Contacts Providence St. Offers healthcare and
in Case of
Joseph Medical medical services in a clinic
Complications
Clinic - Ronan setting.

(406) 6762371 or
(406) 6762367
(406) 8834735
(406) 4436100 or 1
(800) 2927114
(406) 8835680 or
(406) 8838453
(406) 6765680

528 Main St. SW,
Ronan, MT 59864

504 3rd Ave. E.,
Polson, MT 59860

6 13th Ave. E,
Polson, MT 59860

63351 US-93,
Ronan, MT 59864
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Lake

Medical Contacts St. Luke
in Case of
Community
Complications
Hospital

Lake

Lifestyle

Lake

Lifestyle

Lake

Lifestyle

Lake

Lifestyle

Lake

Lifestyle

Arlee
Community
Fitness Center
Saint Ignatius
Fitness &
Community
Center
The Workout
Express Firm

Provides general medical
and surgical care for
inpatient, outpatient, and
emergency room patients,
and participates in the
Medicare and Medicaid
programs.
Offers a fitness center for
an assortment of activities.

(406) 6764441 (Main)
or (406) 6763600
(Ronan);
883-2555 (
Polson)
(406) 7262302

107 6th Ave. SW,
Ronan, MT 59864

Offers a fitness center for
an assortment of activities.

(406) 7454242

1123 Mountain
View Dr.,
Saint Ignatius, MT
59865
304 Main St,
Polson, MT 59860

Offers personal training
and other health club
services.
Mission Valley Offers competitive
Aquatics
swimming, recreational
swimming, swim lessons
for all ages, water safety
instruction, senior fitness,
physical therapy/cardiac
rehabilitation and family
fun.
Big Sky
Provides a fitness facility
Strength and
and fitness classes.
Fitness

(406) 2614836

Pow Wow Rd,
Arlee, MT 59821

(406) 8834567

309 Ridgewater
Drive, Polson, MT
59860

(406) 8831344

100 5th Ave E,
Polson, MT 59860
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Lake

Indian Health
Services/Tribal
Health Contact

CSKT Tribal
Health and
Human
Services

Provides outpatient primary
care, dental, pharmacy,
optometry, x-ray, physical
therapy, diabetes
management, health
education, public health
nursing, patient advocates,
durable medical equipment,
audiology, medical records,
behavioral health, and
substance abuse services.

(406) 6760137
(Ronan) or
(406) 6752700 (Pablo)
or (406) 8835541
(Polson) or
(406) 8495798 (Elmo)

Lake

Veteran Services
Contact

Montana
Veterans
Affairs

Provides services and
(406) 755assistance for all Montana
3795
veterans, and surviving
spouses and dependents in
coordination with
associated federal and state
agencies, veterans’ services
organizations, private
organizations and
individuals

71972 Bitterroot Jim
Rd, Arlee, MT
59821;
35401 Mission Dr,
St. Ignatius, MT
59865; 35860
Round Butte Rd,
Ronan, MT 59864;
35959 Big Knife Ln,
Pablo, MT 59855;
5 4th Ave. E,
Polson, MT 59860;
33116 US-93 N,
Elmo, MT 59915
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County

Need

Powell

Housing

Powell

Housing

Powell

Housing

Powell
Powell

Powell

Provider

Services and Programs

Telephone
Number

Address

Habitat for
Assists in finding
Humanity–
affordable housing.
Southwest
Montana
Pebblestone Square Offers subsidized
housing.

(406) 7828579

66 West Park Street,
211, Butte, MT
59701

(406) 8462803

Provides short stay care,
nursing services, and
assisted living.

(406) 8461655

Groceries and
Meals
Groceries and
Meals

Colonial
Manor/Deer Lodge
Care and
Rehabilitation
Center
Deer Lodge Food
Pantry
Powell County
Senior Center

714 Milwaukee Ave
# 213, Deer Lodge,
MT 59722
1100 Texas Ave,
Deer Lodge , MT
59722

Groceries and
Meals

Powell County
Council on Aging

Offers a Senior
(406) 846Companion program
9789
which pairs a companion
with a participant for
socialization and errands
and provides a free ride to

Offers free food items.

(406) 8463812
Offers lunch at the center (406) 846and home delivered meals 3939

710 Idaho St, Deer
Lodge, MT 59722
100 Missouri Ave.
Deer Lodge, MT
59722
409 Missouri Ave.,
Suite 109, Deer
Lodge, MT 59722
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the senior center for
lunch.

Powell

Groceries and
Meals

Food Pantry/ Food
Bank

Powell

Groceries and
Meals

Powell

Groceries and
Meals

Women, Infant,
and Children
(WIC)
Supplemental
Nutrition
Assistance
Program

Powell

Medications

Keystone Drug

Powell

Medications

Safeway Pharmacy

Powell

Medications

Powell

Medications

Seeley Swan
Pharmacy
Comprehensive
Pharmacy Services

Powell

Medications

Providence Saint
Patrick Hospital

Provides free food items.

101 Milwaukee
Avenue, Deer Lodge,
MT 59722
Provides food vouchers
(406) 8461100 Hollenback
for women, infants, and
1722 or (406) Lane, Deer Lodge,
children.
563-7863
MT 59722
Offers supplemental
(406) 846Deer Lodge Field
nutrition assistance
9796 (Local) Office: 409 Missouri,
through education and an or 1 (888)
Ste 114, Deer Lodge
EBT card to purchase
706-1535
MT 59722
food.
(National)
Provides medical
(406) 846407 Main St, Deer
prescription services.
2120
Lodge, MT 59722
Provides medical
(406) 846201 N Main St, Deer
prescription services.
1550
Lodge, MT 59722
Provides medical
(406) 6773027 MT-83, Seeley
prescription services.
8989
Lake, MT 59868
Provides medical
(406) 69326 Garnet Way,
prescription services.
7179
Warm Springs, MT
59756
Offers to find resources to (406) 329help patients pay for
2706
prescribed medications.
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Powell

Medications

Medications

Partnership for
Prescription
Assistance
Big Sky Pharmacy

Offers a program to assist
with paying for medical
prescriptions.
Offers to help pay the
monthly premiums for
eligible Montanans with
Medicare Part D
prescription drug
coverage.

Powell

Powell

Medications

Costco

Provides mail order
pharmacy services.

Powell

Medications

Ridgeway

Provides mail order
pharmacy services.

Powell

Medications

Walmart

Powell

Self-Care and
Personal
Assistance

Provides mail order
pharmacy services.
Montana
Provides education and
Independent Living training to re-learn daily
Project
living skills that might
have been lost due to a
change in health.

1 (888) 4772669
1 (866) 3691233 In-State
Toll Free or
(406) 4441233 Out-ofState and
Helena Area
1 (800) 6076861

1 (800) 6303214 or local
(406)6426040
1 (800) 2733455
(406) 4425755

2195 E Custer Ave,
Helena, MT 596021217.
Helena Pharmacy:
(406) 495-7040
2824 US Hwy 93 N,
Victor, MT 59875

825 Great Northern
Blvd, Suite 105,
Helena, MT 59722

256

Powell

Powell

Self-Care and
Personal
Assistance
Self-Care and
Personal
Assistance

Powell

In-Home
Health Care

Powell

In-Home
Health Care

Powell

In-Home
Health Care

Powell

Home
Modifications
and
Equipment

Life Alert

Offers personal
emergency response and
home medical alert.
Deer Lodge
Offers education and
Medical Center
information to patients to
help prevent and treat
illness and injury.
Frontier Home
Provides assistance to
Health and Hospice patients with home care
– Butte, Montana
to maintain their lifestyle
and independence at
home.
A Plus Health Care Provides assistance to
Inc.
patients with home care
to maintain their lifestyle
and independence at
home. (Serves Powell
County)
A Plus Health Care Provides assistance to
Inc.
patients with home care
to maintain their lifestyle
and independence at
home. (Serves Powell
County)
Lincare
Offers an array of home
medical equipment,
including oxygen

(877) 8303543
(406) 4151026

1100 Hollenback
Lane, Deer Lodge,
MT 59722

(406) 7238933

1940 Dewey Blvd,
Butte, Montana
59701

(406) 7825900

1941 Harrison, Suite
A, Butte, MT 59701

(406) 4433866

1528 9th Ave.,
Helena, MT 59601

(406) 7231212

3750 Wynne Ave.,
Butte, MT 59701 or
416 Main St, Deer
Lodge, MT 59722
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systems, homecare beds,
and more.
Powell

Home
Modifications
and
Equipment

Powell

Home
Modifications
and
Equipment
Home
Modifications
and
Equipment

Powell

Rotech
Offers an array of home
(Community Home medical equipment,
Oxygen)
including oxygen
systems, homecare beds,
and more.
Air Exchange
Offers home oxygen care
Oxygen
to Butte and the
surrounding areas.

(406) 8463928 WYNNE AVE.
2222 or (406) SUITE 1,
494-6900
BUTTE,MT 59701

(406) 7826708

35 S Main St, Butte,
MT 59701

Norco

(406) 4941349

1911 Meadowlark
Suite A, Butte, MT,
59701

(406) 8469789

409 Missouri Ave.,
Suite 109, Deer
Lodge, MT 59722

(406) 8469315

274 Arrow Stone Ln,
Deer Lodge, MT
59722
1940 Dewey Blvd,
Butte, Montana
59701

Offers an array of home
medical equipment,
including oxygen
systems, homecare beds,
and more.
Offers light housekeeping
for seniors and pairs a
companion with a
participant for
socialization and errands.
Provides lawn and garden
services.

Powell

Daily Chores

Powell County
Council on Aging

Powell

Daily Chores

Lawn Monsters

Powell

Daily Chores

Frontier Home
Provides healthcare
Health and Hospice services in a patient’s
– Butte, Montana

(406) 7238933
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home after illness,
surgery or hospitalization.
Powell

Daily Chores

A Plus Health Care Provides assistance to
Inc.
patients with home care
to maintain their lifestyle
and independence at
home.

(406) 7825900

Powell

Daily Chores

(406) 4433866

Powell

Daily Chores

Powell

Care of
Dependents

A Plus Health Care Provides assistance to
Inc.
patients with home care
to maintain their lifestyle
and independence at
home.
Home Helpers of
Provides assistance to
Helena
patients with home care
to maintain their lifestyle
and independence at
home.
Building Blocks
Offers childcare.
Childcare

Powell

Care of
Dependents

Partnership for
Provides shelter to stray
Animal Welfare
and owner surrendered
Humane Society of pets.
Deer Lodge

(406) 4382231

1941 Harrison, Suite
A, Butte, MT 59701
serving Beaverhead,
Deer Lodge, Granite,
Powell, Jefferson,
Silver Bow and
Madison
1528 9th Ave.,
Helena, MT 59601

2300 N. Harris
#7661, Helena, MT
59604

(406) 5609293

410 Washington St.,
Deer Lodge, MT
59722
(406) 560226 Vigilante Dr.
0721 or (406) Deer Lodge, MT
560-0721
59722
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Powell

Care of
Dependents

Deer Lodge Head
Start Center

Provides day care and
preschool services.

(406) 8463044

Powell

Care of
Dependents

Valley Veterinary
Clinic

Offers pet boarding and
kennels.

(406) 8463627

Powell

Care of
Dependents

A Plus Healthcare

(406) 4433866

Powell

Family
Finances

Powell County
Council on Aging
via LIEAP

Powell

Family
Finances

Powell

Family
Finances

Human Resource
Development
Council District
XII HRC
Office of Public
Assistance –
Powell County

Provides dependent care
help, such as companion
and respite care services.
Offers information about
assistance programs, such
as energy bill and
property tax assistance,
and will help with
necessary paperwork.
Provides energy bill
assistance services.

Provides a wide range of
income support programs
such as SNAP, TANF,
LIEAP, WIC, etc., and
provides information and
referrals.

Immaculate
Conception Church
607 Clark St Deer
Lodge, Montana
59722
171 N Boulder Rd,
Deer Lodge, MT
59722
1528 9th Ave.,
Helena, MT 59722

(406) 8469789

409 Missouri Ave.,
Suite 109, Deer
Lodge, MT 59722

(406) 5336855 or 1
(800) 3821325
(406) 8469796

25 W. Silver Street
or PO Box 3486
Butte, MT 597023486
409 Missouri
Avenue, 114, PO
Box 884, Deer
Lodge, MT 59722
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Powell

Counseling
and Support

AWARE Inc.

Offers counseling
services.

(406) 6937633

Powell

Counseling
and Support

Montana Telepsych Offers counseling
Solutions, Inc.
services.

(404) 4422032

Powell

Counseling
and Support
Medical Bill
Assistance

Diana Vashro
(LCPC, NCC)
Deer Lodge
Medical Center

Offers counseling
services.
Provides help in paying
for medical services.

(406) 8461167
(406) 8462212

Powell

Medical Bill
Assistance

Providence Health
and Services

(866) 7472455

Powell

Medical Bill
Assistance

SHIP Program

Provides help in paying
for medical services
received at a Providence
Health and Services
Facility.
Provides free healthbenefits counseling and
advocacy service.

Powell

Medical Bill
Assistance

Southwest
Montana Aging
and Disability
Services (Area V
Agency on Aging)

Powell

Offers help to adults and
families to become
educated and connected
with services in their
communities. Also help
fill out complicated
applications for available
services.

(406) 8472767 or 1
(800) 5513191
(406) 7825555

1347 Cottage Cir
Deer Lodge, MT
59722-9600
308 Milwaukee
Ave., Deer Lodge,
MT 59722
PO Box 103, Deer
Lodge, MT 59722
1100 Hollenback
Lane, Deer Lodge,
MT 59722

2103 Harrison Ave.,
Butte, MT 59703
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Powell

Local Medical Deer Lodge
Follow-Up
Medical Center
Appointments

Provides access to local
primary care providers in
a clinic setting.

Powell

Rehabilitation Powell County
Appointments Physical Therapy

Offers physical therapy
services.

Powell

Rehabilitation Deer Lodge
Appointments Medical Center

Offers physical therapy
services.

Powell

Rehabilitation Deer Lodge Care
Appointments and Rehabilitation
Center

Offers nursing services
for adults of all ages who
require assisted living.

Powell

Rehabilitation Premier Physical
Appointments Therapy

Offers physical therapy
services.

(406) 8467770

600 Main St #1, Deer
Lodge, MT 59722

Powell

Rehabilitation Ronda L.
Appointments Wangerin, PT
Transportation Rim Rock
Trailways

Offers physical therapy
services.
Offers inter-city
transportation.

(406) 8463448
Butte Office:
(406) 7233287 or
Helena
Office: (406)
442-5860

310 Main St, Deer
Lodge, MT 59722
1415 N Montana
Ave.,
Helena, MT 59601

Powell

Hospital
(406) 8462212 or
Clinic (406)
846-1722
(406) 8461991
Hospital
(406) 8462212 or
Clinic (406)
846-1722
(406) 8461655

1100 Hollenback
Lane, Deer Lodge,
MT 59722

1101 Maryland
Avenue # 2, Deer
Lodge, MT 59722
1100 Hollenback
Lane, Deer Lodge,
MT 59722

1100 Texas Avenue,
Deer Lodge, MT
59722
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Powell

Transportation Powell County
Transportation

Offers limited
transportation for out of
town medical
appointments.
Provides local taxicab
transportation to
Bozeman, Helena, Dillon,
Anaconda, Deer Lodge
and Whitehall.
Provides gas assistance to
any patient seeking
cancer treatment.
Offers a full menu of
primary care, medical and
surgical specialties.

(406) 8461888

Powell

Transportation Mining City Taxi

Powell

Transportation Powell County
Council on Aging

Powell

Powell

Medical
Deer Lodge
Contacts in
Medical Center
Case of
Complications
Lifestyle
Fitness Connection

Offers services such as
fitness equipment and
classes.
Offers fitness related
services.

(406) 8463636

Powell

Lifestyle

Sun-Up Fitness

Powell

Lifestyle

Central Park Center Offers an indoor
swimming pool and gym
at CPC (Central Park
Center).

(406) 7236511 or (406)
490-3642

(406) 8469789

409 Missouri Ave.,
Suite 109, Deer
Lodge, MT 59722
(406) 8461100 Hollenback
2212 or (406) Lane, Deer Lodge,
846-1722
MT 59722

(406) 8467575
(406) 8461553

311 Montana Ave
Deer Lodge, MT
59722-1435
1010 Carter Street,
Deer Lodge, MT
59722-1709.
444 Montana Ave.,
Deer Lodge, MT,
59722
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Powell

Tribal/Indian
Health
Services

Indian Health
Services

Powell

Veteran
Services

Montana Veterans
Affairs

Offers assistance in
partnership with
American Indians and
Alaska Natives, to raise
their physical, mental,
social, environmental and
spiritual health to the
highest level.
Providing services and
assistance for all Montana
veterans, and surviving
spouses and dependents
in coordination with
associated federal and
state agencies, veterans’
services organizations,
private organizations and
individuals.

(406) 2477248

(406) 3243740
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Appendix G
Sanders County, Montana Resource Bank
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County

Need

Provider

Services and Programs

Sanders County
Community
Housing
Organization
Bennett Homes
and Realty

Offers subsidized housing
and a senior home repair
program.

Telephone
Number

Sanders

Housing

(406) 5467183;
(406) 8273973
Offers subsidized housing. (406) 8274663

Sanders

Housing

Sanders

Housing

Mountain
Homes

Offers subsidized housing. (406) 8274663

Sanders

Housing

Offers subsidized housing. (406) 8274663

Sanders

Housing

Teddy
Roosevelt
House
Saleesh House

Sanders

Housing

Lion’s Manor

Offers subsidized housing. (406) 8273115

Sanders

Housing

Dyna Kuehnle

Provides assistance in
finding housing.

Offers subsidized housing. (406) 8274663

(406) 7412326

Address
Box 519,
303 Main St,
Thompson Falls, MT
59873
223 Main St.
P.O. Box 1027
Thompson Falls, MT
59783
2 Bighorn Dr,
Thompson Falls, MT
59873
107 Pine St.,
Trout Creek, MT
59874
2-18 Steamboat Way,
Thompson Falls, MT
59873
1600 Maiden Ln.,
Thompson Falls, MT
59873
Hot Springs, MT
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Sanders

Groceries and
Meals

Sanders

Groceries and
Meals

Sanders

(406) 8276931

Groceries and
Meals
Groceries and
Meals

Provides Women, Infants,
and Children food
vouchers.
Office of Public Offers supplemental
Assistance
nutrition assistance
through education and an
EBT card to purchase
food.
Dixon Senior
Serves inexpensive hot
Center
meals.
Heron Senior
Serves inexpensive hot
Citizens
meals.

(406) 2460045
(406) 7412343

35 3rd St.,
Dixon, MT 59831
27 Railroad Ave.,
Heron, MT 59844

Sanders

Groceries and
Meals

Hot Springs
Senior Center

Serves inexpensive hot
meals.

(406) 7412344

Sanders

Groceries and
Meals

Hot Springs
Food Pantry

Provides free food items.

(406) 7412182

Sanders

Groceries and
Meals

Provides free food items.

(406) 8472151

Sanders

Groceries and
Meals

Noxon
Community
Fellowship
Noxon Senior
Center

101 Main St.,
Hot Springs, MT
59845
100 Main St.,
Hot Springs, MT
59845
Noxon, MT 59853

Provides free food items.

(406) 8476000

Noxon, MT 59853

Sanders

Groceries and
Meals

(406) 8273457

1191 Mount Silcox Dr,
Thompson Falls, MT
59873

Sanders

WIC Montana

Thompson Falls Serves inexpensive hot
Senior Citizens meals.
Center

(406) 8274395 or 1
(888) 7061535

1111 Main St.,
Thompson Falls, MT
59873
2504 Tradewinds Way,
#3 Thompson Fall, MT
59873
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Sanders

Groceries and
Meals

Provides free food items.

(406) 8279897

Provides free food items.

(406) 8263333

704 1/2 Preston,
Thompson Falls, MT
59873
300 Clayton St.,
Plains, MT 59859

Provides free food items.

(406) 8265714

302 Central ,
Plains, MT 59859

Groceries and
Meals

Community
Harvest Food
Bank
Plains
Assembly of
God Shekinah
Kitchen
Plains
Community
Food Bank
Plains/Paradise
Senior Center

Sanders

Groceries and
Meals

Sanders

Groceries and
Meals

Sanders

Serves inexpensive hot
meals.

(406) 8263018

205 Meany St.,
Plains, MT 59859

Sanders

Groceries and
Meals

Trout Creek
Senior Citizens

Provides free food items
and inexpensive meals.

(406) 8274461

Sanders

Medications

Doug’s Drug

Provides medical
prescription services.

(406) 8274349

Sanders

Medications

Plains Drug
Store

Provides medical
prescription services.

(406) 8263552

#10 Larch St.,
Trout Creek, MT
59701
1221 W. Main St.,
Thompson Falls, MT
59873
214 E. Railroad Ave,
Plains, MT 59859

Sanders

Medications

Medications

Offers to find resources to
help patients pay for
prescribed medications.
Offers a program to assist
with paying for medical
prescriptions.

(406) 3292706

Sanders

Providence
Saint Patrick
Hospital
Partnership for
Prescription
Assistance

(888) 4772669
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Sanders

Medications

Big Sky
Pharmacy

Sanders

Medications

Wal-Mart
Pharmacy

Sanders

Medications

Walgreens

Sanders

Self-Care and
Personal
Assistance

Sanders

Self-Care and
Personal
Assistance
Self-Care and
Personal
Assistance
Self-Care and
Personal
Assistance

Clark Fork
Valley Family
Medicine
Network
Hot Springs
Family
Medicine
Thompson Falls
Family
Medicine
Main Street
Medical

Sanders

Sanders

Offers to help pay the
monthly premiums for
eligible Montanans with
Medicare Part D
prescription drug
coverage.
Provides in-person and
mail order prescription
services.

Provides in-person and
mail order prescription
services.
Offers home health
services and personal care
assistant referrals
Offers medical clinic
services and personal care
assistance referrals.
Offers medical clinic
services and personal care
assistance referrals.
Offers medical clinic
services and personal care
assistance referrals.

(866 )3691233; (406)
444-1233

(406) 2516066; (406)
829-8532;
(800 )2733455
(406) 7282089; (406)
543-1163
(406) 8264810

3555 Mullan Rd,
Missoula, MT 59808
and 4000 Hwy 93 S.,
Missoula, MT 59804

(406) 7413602

209 Main St.,
Hot Springs, MT
59845
120 Pond St.,
Thompson Falls, MT
59873
907 W. Main St.,
Thompson Falls, MT
59873

(406) 8274442
(406) 8274307

2527 N. Reserve St,
Missoula, MT 59808 or
10 Kruger Rd,
Plains, MT 59859
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Sanders

Self-Care and
Personal
Assistance
Self-Care and
Personal
Assistance

Bull River
Family
Medicine
Cabinet
Mountain Home
Care

Sanders

Self-Care and
Personal
Assistance

Addus Home
Care Inc.

Sanders

Self-Care and
Personal
Assistance

Summit
Independent
Living

Sanders

Self-Care and
Personal
Assistance

ResCare

Sanders

In-Home
Health Care

Clark Fork
Valley Home
Health

Sanders

Offers medical clinic
services and personal care
assistance referrals.
Provides services to assist
with daily living, such as
meal preparation, personal
hygiene, medication
assistance, and exercise.
Provides services to assist
with daily living, such as
meal preparation, personal
hygiene, medication
assistance, and exercise.
Provides services to assist
with daily living, such as
meal preparation, personal
hygiene, medication
assistance, and exercise.
Provides services to assist
with daily living, such as
meal preparation, personal
hygiene, medication
assistance, and exercise.
Offers assistance with
recovery from surgery,
illness or injury, education
to manage health

(406) 8472100

1029 MT-200,
Noxon, MT 59853

(406) 2932739; (406)
293-4600;
(844) 6054600
(406) 8261025; (406)
541-7787;
(406) 2939651 (406)
257-1101
(406) 7281630 (406)
215-1604
(866) 2306936
(406) 2519333

904 Utah Ave,
Libby, MT 59923

(406) 8264873

10 Kruger Road,
Plains, MT 59859

124 Main St,
Ronan, MT 59864

1921 Oxford St,
Missoula, MT 59801
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problems, assistance with
medical regimes, and daily
routines.
Sanders

In-Home
Health Care

A Plus Health
Care Inc.

Sanders

In-Home
Health Care

Partners In
Home Care

Sanders

In-Home
Health Care

Addus Home
Care Inc.

Sanders

Home
Modifications
and Equipment
Home
Modifications
and Equipment
Home
Modifications
and Equipment
Home
Modifications
and Equipment

Harrington
Supply

Sanders

Sanders

Sanders

Norco

Community
Home Oxygen
Clark Fork
Valley Hospital
Home Oxygen

Assists patients with home
care to maintain their
lifestyle and independence
at home.
Assists patients with home
care to maintain their
lifestyle and independence
at home.
Assists patients with home
care to maintain their
lifestyle and independence
at home.
Provides medical
equipment and supplies for
home use.
Provides medical
equipment and supplies for
home use.
Provides medical
equipment and supplies for
home use.
Provides medical
equipment and supplies for
home use.

(406) 7554968

1310 South Main,
Kalispell, MT 59901

(406) 7288848

2687 Palmer St.,
Missoula, MT 59808

(406) 8261025 (406)
541-7787

1001 S. Higgins Ave.,
Missoula, MT 59801

(406) 7218468

1208 W. Kent Ave,
Missoula, MT 59801

(406) 7286362

2850 Stockyard Rd,
Missoula, MT 59808

(406) 7284315

2111 South Ave. W.,
Missoula, MT 59801

(406) 8264852

10 Kruger Rd,
Plains, MT 59859
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Sanders

Sanders

Sanders

Sanders

Sanders

Sanders

Sanders

Home
Lincare
Modifications
and Equipment

Provides medical
(406) 543equipment and supplies for 1832
home use.
(Missoula);
(406) 2938671 (Libby)
Home
VFW
Offers to loan available
(406) 826Modifications
medical equipment that
3841
and Equipment
has been donated.
Home
The Barber Pole Offers to loan available
(406) 529Modifications
medical equipment that
2480
and Equipment
has been donated.
Daily Chores
Sanders County Offers to assist in daily
(406) 741Council on
chores such as
2343 (800)
Aging
housekeeping, lawn work, 246-5899
etc.
Care of
Sanders County Offers respite care
(406) 741Dependents
Council on
services.
2343 (800)
Aging
246-5899
Family
Office of Public Provides cash grants to
(406) 827Finances
Assistance
families with children,
4395 (888)
SNAP, medical and child
706-1535
care assistance.
Family
Community
Provides information and
(406) 752Finances
Action
assistance with Low6565 (800)
Partnership of
Income Energy Assistance 344-5979
Northwest
Program (LIEAP),
Montana
weatherization, housing
assistance, fuel assistance,

318 Mineral Ave,
Libby, MT 59923

201 Lynch St,
Plains, MT 59859
501 Main St,
Thompson Falls, MT
59873
203 Main Street
339, Hot Springs, MT
59845
203 Main Street
339, Hot Springs, MT
59845
2504 Tradewinds Way,
#3 Thompson Fall, MT
59873
214 Main St.,
8300,
Kalispell, MT 59904
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and employment and
training.
Sanders

Family
Finances

Sanders

Family
Finances

Sanders

Counseling
and Support

Sanders

Counseling
and Support

Sanders

Counseling
and Support

Sanders County Offers available funds to
Cancer Network assist with travel expenses,
medications, prostheses,
wigs or other costs
involved with cancer
treatment.
Sanders County Offers to assist clients with
Council on
completing
Aging
forms/applications for
Medicaid, LIEAP and
other public assistance
programs.
Pathways
Provides inpatient
Treatment
hospitalization for
Center
psychiatric, and
chemically dependent
adults and adolescents.
Clark Fork
Offers mental and
Valley
behavioral health services.
Behavioral
Health
Sanders County Offers a wide variety of
Coalition for
counseling and support
Families
services, such as:
transitional counseling,

(406) 8264278

P.O. Box 1311,
Plains, MT 59859

(406) 7412343 (800)
246-5899

203 Main Street
P.O. Box 339,
Hot Springs, MT
59845

(406) 7563950

200 Heritage Way,
Kalispell, MT 59901

(406) 8264810

10 Kruger Road
P.O. Box 768,
Plains, MT 59859

(406) 8273218 (800)
265-0415

303 E. Main St. #L1,
Thompson Falls, MT
59873

273

crisis counseling,
advocacy programs, and
others.
Sanders

Counseling
and Support

Sanders

Counseling
and Support

Sanders

Medical Bill
Assistance

Sanders

Medical Bill
Assistance

Sanders

Medical Bill
Assistance

Sanders

Medical Bill
Assistance

Sanders County
Mental Health
Center

Offers adult outpatient
therapy, child case
management, emergency
services, and psychiatric
services.
Cancer Network Offers counseling and
support services to those
affected by cancer.
SHIP Program
Provides free healthbenefits counseling and
advocacy service.
Sanders County Provides information on
Council on
available local resources
Aging
and application assistance.
Western
Provides information on
Montana Area
available local resources
VI Agency on
and application assistance.
Aging
Providence
Provides help in paying for
Health and
medical services received
Services
at a Providence Health and
Services Facility.

(406) 5329190

704 Maiden Lane
Box 562,
Thompson Falls, MT
59873

(406) 8264278

1311,
Plains, MT 59859

(406) 8472767 (800)
266-4188
(406) 7412343

2504 Tradewinds Way
# 3, Thompson Falls,
MT 59873
203 Main Street
339, Hot Springs, MT
59845
110 Main St, Suite 5,
Polson, MT 59860

(406) 8837284 (800)
266-4188
(800) 7472455
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Sanders

Sanders

Sanders

Sanders

Sanders

Sanders

Sanders

Sanders

Local Medical
Follow-up
Appointments
Local Medical
Follow-up
Appointments
Local Medical
Follow-up
Appointments
Local Medical
Follow-up
Appointments
Local Medical
Follow-up
Appointments
Local Medical
Follow-up
Appointments
Rehabilitation
Appointments

Rehabilitation
Appointments

Clark Fork
Valley Hospital

Provides access to local
primary care providers.

(406) 8264800

10 Kruger Rd,
Plains, MT 59859

Thompson Falls
Family
Medicine
Hot Springs
Family
Medicine
Main Street
Medical

Provides access to local
primary care providers.

(406) 8274442

Provides access to local
primary care providers.

(406) 7413602

Provides access to local
primary care providers.

(406) 8274307

Bull River
Family
Medicine
Plains Family
Medicine

Provides access to local
primary care providers.

(406) 8472100

120 Pond St.,
Thompson Falls, MT
59873
209 Main St.,
Hot Springs, MT
59845
907 W. Main St.,
Thompson Falls, MT
59873
1029 MT-200,
Noxon, MT 59853

Provides access to local
primary care providers.

(406) 8264810

10 Kruger Rd,
Plains, MT 59859

(406) 8264821

10 Kruger Rd,
Plains, MT 59859

(406) 8273659

120 Pond St.,
Thompson Falls, MT
59873

Clark Fork
Valley Physical
Therapy

Offers aquatic physical
therapy, physical therapy,
speech therapy,
occupational therapy.
Thompson Falls Offers physical therapy
Physical
and rehabilitation services.
Therapy
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Sanders

Rehabilitation
Appointments

Plains Physical
Therapy

Offers physical therapy
(406) 826and rehabilitation services. 4383

12 MT HWY 28,
Plains, MT 59859

Sanders

Rehabilitation
Appointments

Offers physical therapy
(406) 741and rehabilitation services. 2992

600 1st Ave. N.,
Hot Springs, MT
59845

Sanders

Transportation

Hot Springs
Health and
Rehabilitation
Center
Sanders County
Transportation

Sanders

Medical
Contacts in
Case of
Complications
Medical
Contacts in
Case of
Complications
Medical
Contacts in
Case of
Complications
Medical
Contacts in
Case of
Complications

Sanders

Sanders

Sanders

Clark Fork
Valley Hospital
and Family
Medicine
Hot Springs
Family
Medicine

Provide transportation
services locally and
regionally.
Provides a full line of
medical and healthcare
services.

(406) 7412346 (800)
246-5899
(406) 8264800

10 Kruger Rd,
Plains, MT 59859

Offers healthcare and
(406) 741medical services in a clinic 3602
setting.

209 Main St.,
Hot Springs, MT
59845

Thompson Falls Offers healthcare and
(406) 827Family
medical services in a clinic 4442
Medicine
setting.

120 Pond St.,
Thompson Falls, MT
59873

Main Street
Medical

907 W. Main St.,
Thompson Falls, MT
59873

Offers healthcare and
(406) 827medical services in a clinic 4307
setting.
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Sanders

Sanders

Sanders

Medical
Contacts in
Case of
Complications
Medical
Contacts in
Case of
Complications
Indian Health
Services/Tribal
Health Contact

Plains Family
Medicine

Offers healthcare and
(406) 826medical services in a clinic 4810
setting.

10 Kruger Rd,
Plains, MT 59859

Bull River
Family
Medicine

Offers healthcare and
(406) 847medical services in a clinic 2100
setting.

1029 MT-200,
Noxon, MT 59853

CSKT Tribal
Provides outpatient
(406) 745Health and
primary care, dental,
3525
Human Services pharmacy, optometry, xray, physical therapy,
diabetes management,
health education, patient
advocates, durable medical
equipment, audiology,
behavioral health, and
substance abuse services.

880,
St. Ignatius, Montana
59865
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Appendix H. Sample Evaluation Instrument

90 Day Survey
Please, Complete This Survey Three Months
After You Are Discharged from St. Patrick Hospital.

Please, Enter Date Survey Completed:

_____ / _____ / _____
Month

Day

Year
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Please, mail your answers to us!
For your convenience, we have provided a self-addressed, stamped envelope you
can use to send us your answers.
All you need to do is put your completed survey in the mail.
Thank you for your help!

This research is supported by a contract
with the Patient Centered Outcomes
Research Institute (PCORI) to the
University of Montana.
General Instructions
This survey booklet contains three brief questionnaires that will take about
10 minutes to complete. Part I asks you to rate 12 aspects of your health and
function. Part 2 asks you to rate 14 aspects of your post-discharge experience once
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you get back to your community. Finally, Part 3 asks you to report the number of
times you may have visited the emergency room or been admitted to any hospital
since your returned home from St. Patrick Hospital.
Important Note for Answering Questions
Past Thirty (30) Days
Some questions ask you to report your experience during a specific
time (e.g., the last thirty days). We will provide you some reminders
in the survey. For example, Question #4 asks you to report how
much of the time you have accomplished less than you would like
because of your physical health during the past thirty (30) days.
4. During the past thirty days, as a result of your physical health, how
much of the time have you accomplished less than you would like?

Once you complete the survey packet, fold it in half and place it in the selfaddressed stamped envelope, and put it in the mail. You don’t need to add any
postage.
If you have any questions about the survey, don’t hesitate to call the PCORI
Project Hot Line at 406 – 243 – 5754.
Thank you.
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PART 1 – HEALTH AND FUNCTION
The first 12 questions ask you to tell us how you feel and how well you
are able to do your usual activities. Some questions ask you to report your
experience during a specific time (e.g., the last thirty days). Please, pay
particular attention to these time periods and do your best to provide the
information that covers that period. Answer every question by placing an “X”
in the box in front of the appropriate answer. If you are unsure about how to
answer a question, give the best answer you can and make a written comment
beside your answer.

OVERALL HEALTH AND FUNCTION
1. In general, would you say your health is:


Excellent



Very Good



Good



Fair



Poor

2. Does your health now limit you in moderate activities, such as moving a table,
pushing a vacuum cleaner, bowling, or playing golf?


Yes, limited a lot



Yes, limited a little



No, not limited at all

3. How about climbing several flights of stairs:


Yes, limited a lot



Yes, limited a little



No, not limited at all

PHYSICAL HEALTH FUNCTIONING
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4. During the past thirty days, as a result of your physical health how much of the
time have you accomplished less than you would like?


All of the time



Most of the time



Some of the time



A little of the time



None of the time

5. During the past thirty days, as a result of your physical health how much of
the time were you limited in the kind of work or other activities you could do?


All of the time



Most of the time



Some of the time



A little of the time



None of the time

PAIN
6. During the past thirty days, how much did pain interfere with your normal
work (including both work outside the home and housework)?


Extremely



Quite a lot



Moderately



A little bitt



Not at all

VITALITY
7. During the past thirty days, how much of the time did you have a lot of
energy?
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All of the time



Most of the time



Some of the time



A little of the time



None of the time

ROLES AND EMOTIONS
8. During the past thirty days, how much of the time have you accomplished less
than you would like with your work or other daily activities as a result of any
emotional problems (such as feeling depressed or anxious)?


All of the time



Most of the time



Some of the time



A little of the time



None of the time

9. During the past thirty days, how much of the time did you have trouble doing
work or other activities as carefully as usual because of any emotional problems
(such as feeling depressed or anxious)?


All of the time



Most of the time



Some of the time



A little of the time



None of the time

MENTAL HEALTH
10. During the past thirty days, how much of the time have you felt calm and
peaceful?


All of the time



Most of the time



Some of the time
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A little of the time



None of the time

11. During the past thirty days, how much of the time have you felt downhearted
and blue?


All of the time



Most of the time



Some of the time



A little of the time



None of the time

SOCIAL FUNCTIONING
12. During the past thirty days, how much of the time has your physical health or
emotional problems interfered with your social activities (like visiting with
friends, relatives, etc.)?


All of the time



Most of the time



Some of the time



A little of the time



None of the time
Part 2 – POST DISCHARGE EXPERIENCE

These questions ask about your experiences once you got home. Check the box that
reflects the degree to which you “Disagree” or “Agree” with each. If the statement does
not apply to you, if you don’t know, or don’t remember, check the box under NA (not
applicable).
Strongly
Disagree
Disagree
1. I have had a safe and comfortable place
to live during my recovery.





Agree


Strongly
NA
Agree
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2. I have had help from family, friends, or
neighbors to get daily chores done.
3. I have had transportation to get where I
needed to go.
4. I have been able to get appointments
with local health care providers within a
reasonable time.
5. I have been able to get the medications
that I need.
6. I have had the emotional support I have
needed.
7. I have been able to make changes to my
home that have helped my recovery,
such as adding grab bars in a shower.
8. I have had the medical equipment I
needed, such as a wheel chair or
oxygen.







































































9. I have had the home health care services
I needed.











10.I have had the help I needed from local
social service agencies, such as meals
on wheels.











11.Local service providers helped me
understand how I could manage my
own health.





















12.I have been able to reach my doctor or
other providers by phone to get advice
on how to handle a problem I
experienced.
13.St. Patrick Hospital staff and my
medical providers at home work
together as a team.
14.I have one healthcare provider that I can
turn to for help dealing with the medical
system.
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Comments:

Thank you for your participation!
You have completed the seventh and final survey.
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