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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: ¢ƘŜ ǎǇŜŎƛŦƛŎ ŀƛƳ ƻŦ ǘƘƛǎ ǊŜǎŜŀǊŎƘ ǿŀǎ ǘƻ ŀǎŎŜǊǘŀƛƴ ǊǳǊŀƭ ǇŀǘƛŜƴǘǎΩ ŀŎǘǳŀƭ ŜȄǇŜǊƛŜƴŎŜ 
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 
ǊŜǇƻǊǘŜŘ җм ƘƻǎǇƛǘŀƭ ǊŜŀŘƳƛǎǎƛƻƴǎ ǘƻ ǘƘŜ wwIΣ ŀƴŘ му҈ ǊŜǇƻǊǘŜŘ җм ǊŜŀŘƳƛǎǎƛƻƴǎ ǘƻ ƻǘƘŜǊ 
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 quasi-
experimental 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 ǘƘŜ ōŀǎŜƭƛƴŜ ƎǊƻǳǇ ŀǘ о Řŀȅǎ όҍлΦфуΤ 95% CI, 
ҍнΦно to 0.04; P = ΦлолύΣ т Řŀȅǎ όҍлΦфмΤ 95% CI, ҍнΦлм to 0.00; P = ΦлнрύΣ мп Řŀȅǎ όҍлΦтпΤ 95% CI, 
ҍмΦст to 0.07; P = ΦлотύΣ нм Řŀȅǎ όҍлΦфнΤ 95% CI, ҍмΦур to ҍлΦмоΤ P = ΦлммύΣ ŀƴŘ ол Řŀȅǎ όҍлΦснΤ 
95% CI, ҍмΦ45 to 0.12; P = .050) after discharge. However, we did not find a statistically 
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ǎƛƎƴƛŦƛŎŀƴǘ ŘƛŦŦŜǊŜƴŎŜ ƛƴ ǘƘŜ ǇǊƻǇƻǊǘƛƻƴ ƻŦ ǇŀǘƛŜƴǘǎ ǊŜǇƻǊǘƛƴƎ җм ǊŜƘƻǎǇƛǘŀƭƛȊŀǘƛƻƴǎ ƻǊ ŜƳŜǊƎŜƴŎȅ 
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 
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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 home-

care 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 

ŘƛǎŎƘŀǊƎŜ ƻǊ ǇŀǘƛŜƴǘǎΩ ŀŎǘǳŀƭ ŜȄǇŜǊƛŜƴŎŜǎ ǘǊŀƴǎƛǘƛƻƴƛƴƎ ƘƻƳŜ ǘƻ ǊǳǊŀƭ ŎƻƳƳǳƴƛǘƛŜǎ ŦǊƻƳ 

regional referral hospitals (RRHs). The specific aim of this research was to ascertain rural 

ǇŀǘƛŜƴǘǎΩ ŀŎǘǳŀƭ ŜȄǇŜǊƛŜƴŎŜ ƻŦ ǘƘŜ ŘƛǎŎƘŀǊƎŜ ǇƭŀƴƴƛƴƎ ǇǊƻŎŜǎǎΣ ŀƴŘ ǘƻ ƛƴǾƻƭǾŜ ǇŀǘƛŜƴǘǎ ŀƴŘ ǊǳǊŀƭ 

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 validityτthe 

extent to which end-users judge research products as relevantτmuch 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 low-

income 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 provƛŘŜǊǎύ ƛƴ ŀǎǎŜǎǎƛƴƎ ŀ ǎȅǎǘŜƳΩǎ ŎǳǊǊŜƴǘ ƻǇŜǊŀǘƛƻƴ ŀƴŘ 

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  

 
aPhase 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: AS/9w¢!LbLbD t!¢L9b¢{Ω w¦w![ ¢w!b{L¢Lhb{ 
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  

 

 

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 
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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 ǘƘŜ ŜȄǘŜƴǘ ƻŦ ŀ ǇŀǘƛŜƴǘΩǎ ŜȄǇŜǊƛŜƴŎŜ ǿƛǘƘ ƳŜŘƛŎŀƭ 

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 

ƘƻǳǎŜƘƻƭŘΩǎ ŀƴƴual 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-Ǉƻƛƴǘ ǎŎŀƭŜǎ ǿƘŜǊŜ άлέ ǊŜǇǊŜǎŜƴǘŜŘ ƴƻǘ ƛƳǇƻǊǘŀƴǘ ƻǊ ƴƻǘ ǎŀǘƛǎŦƛŜŘ ŀƴŘ άпέ 

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 self-

care. 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 
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ŀǎƪŜŘ ǘƻ ǊŜǎǇƻƴŘ ōȅ ƛƴŘƛŎŀǘƛƴƎ άȅŜǎΣέ ǘƘŜȅ ƘŀŘ ǊŜŎŜƛǾŜŘ ŀ ǎŜǊǾƛŎŜΣ ƻǊ άƴƻΣέ ǘƘŜȅ Ƙad 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 

ǊŀƴƎƛƴƎ ŦǊƻƳ άŘƛǎŀƎǊŜŜ ǎǘǊƻƴƎƭȅέ ǘƻ άŀƎǊŜŜ ǎǘǊƻƴƎƭȅέ ŀǎ ǿŜƭƭ ŀǎ ŀƴ άb!έ ǊŜǎǇƻƴǎŜ ƻǇǘƛƻƴΦ  

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 ŀ ǇŀǘƛŜƴǘΩǎ ǊŜǘǳǊƴ ƘƻƳŜ ǘƻ ŎƘŜŎƪ ƻƴ ǊŜŎƻǾŜǊȅΦ 

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 

ŘΩhǊŜƛƭƭŜΣ ŀƴŘ YƻƻǘŜƴŀƛ ǘǊibes. 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 

Geographic characteristics     

Land area, square mile 5541 2326 1490  2760 

Population 9246 7027 28 746 11 413 

Density per square mile 1.7  3.0 19.3 4.1  

Race/ethnicity     

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 

Households, n 4110 2411 11 829 5149 

Mean number in household  2.11 2.31 2.38 2.17 

Median household income, $ 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 

 

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 

https://www.r-project.org/
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concerns were calculated and converted into percentages of importance and satisfaction. In 

addition, relative strength ǎŎƻǊŜǎ ǿŜǊŜ ŎŀƭŎǳƭŀǘŜŘ ōȅ ƳǳƭǘƛǇƭȅƛƴƎ ŀƴ ƛǘŜƳΩǎ ŀǾŜǊŀƎŜ ƛƳǇƻǊǘŀƴŎŜ 

by its average satisfaction rating (ie, average importance × average satisfaction). Similarly, 

relative problem scores were calculated for each itŜƳ ōȅ ƳǳƭǘƛǇƭȅƛƴƎ ŀƴ ƛǘŜƳΩǎ ŀǾŜǊŀƎŜ 

importance by the difference between its average importance and average satisfaction (ie, 

ŀǾŜǊŀƎŜ ƛƳǇƻǊǘŀƴŎŜ Ҏ ώŀǾŜǊŀƎŜ ƛƳǇƻǊǘŀƴŎŜ ҍ ŀǾŜǊŀƎŜ ǎŀǘƛǎŦŀŎǘƛƻƴϐύΦ  

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 self-

care (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  

 
aThe 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 

Respondents, n  509 47 262 60 140 

Sex, n (%)      

Male  268 (53) 26 (47) 134 (51) 28 (47) 80 (57) 

Female 241 (47) 21 (53) 128 (49) 32 (53) 60 (43) 

Age, years, n (%)      

18-49 87 (17) 3 (6) 54 (21) 9 (15) 21 (15 ) 

50-75 422 (83) 44 (94) 208 (79) 51 (85) 119 (85) 

Race/ethnicity, n (%)      

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) 

Insurance coverage, n (%)      

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) 

²ƻǊƪŜǊǎΩ ŎƻƳǇŜƴǎŀǘƛƻƴ 7 (1) 0 (0) 3 (1) 1 (2) 3 (2) 

Income, $, n (%)b      

<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) 

җул ллл 53 (11) 3 (7) 30 (12) 10 (20) 10 (7) 

aIncludes unknown, patient refused, black, Native Hawaiian, or Pacific Islander. 
bTwenty-eight respondents did not provide data on their income. 
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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 
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Item Issues 

Average 
importance,  

% 

Average 
satisfaction,  

% 

26 ¸ƻǳ Ŏŀƴ ǳǎŜ ǘƘŜ ƘƻǎǇƛǘŀƭΩǎ ǎŜŎǳǊŜ ŜƳŀƛƭ ǎȅǎǘŜƳΣ aȅ/ƘŀǊǘΣ 
to check your records, schedule appointments, and send 
messages to your health care providers. 

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 ό9ŦŦŜŎǘ ǎƛȊŜώ9{ϐΣ ҍлΦлнутΤ {ǘŀƴŘŀǊŘ 9ǊǊƻǊ 

ώ{9ϐΣ лΦлмлуΤ фр҈ /LΣ ҍлΦлрлу ǘƻ ҍлΦллупΤ 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 

ǿŀǎ ƴŜƎŀǘƛǾŜƭȅ ŀǎǎƻŎƛŀǘŜŘ ǿƛǘƘ ƘƻǎǇƛǘŀƭ ǳǘƛƭƛȊŀǘƛƻƴ ό9{Σ ҍлΦллтуΤ {9Σ лΦллмфΤ фр҈ /LΣ ҍлΦлммп ǘƻ 

ҍлΦл41; P = .00003). In addition, the average HOS + ED visits were 3.46 for patients with a 

siƎƴƛŦƛŎŀƴǘ ƻǘƘŜǊ ŀƴŘ пΦпл ŦƻǊ ǇŀǘƛŜƴǘǎ ǿƘƻ ŘƛŘ ƴƻǘ ƘŀǾŜ ŀ ǎƛƎƴƛŦƛŎŀƴǘ ƻǘƘŜǊ ό9{Σ ҍлΦмфтуΤ {9Σ 

лΦлрлпΤ фр҈ /LΣ ҍлΦнфсо ǘƻ ҍлΦлфууΤ 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 Yes, % 

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

46 

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 
be near you while you were in the hospital. 

30 

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 
when you returned home. 

55 

6. Talked with you about changes you might have to make in your houseτsuch 
as adding ramps or grab barsτthat could aid in your recovery. 

37 

7. Asked you about your duties and chores at home to help you plan your 
recovery. 

50 

8. Taught you how to do the key things you had to do to take care of yourself 
once you returned home. 

63 
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Item Yes, % 

9. wŜǾƛŜǿŜŘ ŜŀŎƘ ƳŜŘƛŎŀǘƛƻƴΩǎ ǇǳǊǇƻǎŜ ŀƴŘ ƘŀŘ ȅƻǳ ǎƘƻǿ them how you would 
take each one. 

64 

10. Made sure that you could get the medications you needed once you got back 
home. 

72 

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

77 

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 planτhaving you follow along on your own 
copy. 

82 

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 
use it. 

51 

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

37 

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

77 

19. Referred you to a counselor or offered you medication if you felt depressed or 
anxious while in the hospital. 

27 

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

83 

21. Arranged for you to get services in your hometown. 37 

22. {ŎƘŜŘǳƭŜŘ ȅƻǳǊ ŘƛǎŎƘŀǊƎŜ ǎƻ ǘƘŀǘ ȅƻǳ ŘƛŘƴΩǘ ƘŀǾŜ ǘƻ ǎǘŀȅ ŀƴ ŜȄǘǊŀ Řŀȅ ƛƴ 
Missoula or drive home in the dark. 

72 

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 
anxious after you went home. 

17 

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 Ґ ҍлΦлунΤ 95% CI, ҍлΦмсу to 0.005; P = .064) and is statistically 

significant for HOS + ED (r Ґ ҍлΦмлуΤ 95% CI, ҍлΦмфп to ҍлΦлнмΣ 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 

patƛŜƴǘΩǎ ŦŀƳƛƭȅ ŦƛƴŘ ŀ ǇƭŀŎŜ ǘƻ ǎǘŀȅ όt Ґ ҍнΦооΤ P < .03); (2) working with the patient to develop a 

plan for recovering at home (t Ґ ҍнΦнфΤ P < .02); (3) telling the patient about possible 

complications (t Ґ ҍнΦтсΤ P < .01); (4) giving the patient contact numbers to call if they 

experienced any problems (t Ґ ҍнΦ22; P < .03); (5) scheduling follow-up appointments for 

convenient times (t Ґ ҍоΦмнΤ P < .00); (6) scheduling discharge so a patient could avoid driving 

home in the dark (t Ґ ҍнΦноΤ P < .02); and (7) calling the patient after they left the hospital to 

check on their progress (t Ґ ҍнΦфуΤ 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 ƘŀǾŜ ŘƛŦŦƛŎǳƭǘȅ ƳŀƛƴǘŀƛƴƛƴƎ ǘƘƻǎŜ ŎƘŀƴƎŜǎ ƛƴ ǘƛƳŜǎ ƻŦ ǎǘǊŜǎǎ όƭŜǾŜƭ пύΦ {ǇŜŀǊƳŀƴ ˊ 

indicated a negative relationship between PAM-10 level and HOS + ED scores (r Ґ ҍлΦмлсΤ 95% 

CI, ҍлΦмфр to ҍлΦлмсΤ 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 

patƛŜƴǘǎΩ ŘƛǎŎƘŀǊƎŜ ǘƻ ǊǳǊal 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 άǎwing bedέ 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 unŘŜǊǎǘŀƴŘ ǘƘŜ ǇŀǘƛŜƴǘΩǎ 

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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ƛǘŜǊŀǘƛƻƴǎΦ CƛƎǳǊŜ п ǇǊŜǎŜƴǘǎ ǘƘŜ ƻǳǘƭƛƴŜ ŦƻǊ ǘƘŜ ǇǊƻƎǊŀƳΩǎ Ŧƛƴŀƭ ŘŜǎƛƎƴΦ ¢Ƙƛǎ ƳƻŘŜƭ ǿŀǎ ōŀsed 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 

Ŏƻǳƴǘȅ ǘƘŀǘ ŎƻǳƭŘ ǎǳǇǇƻǊǘ ŀ ǇŀǘƛŜƴǘΩǎ ǘǊŀƴǎƛǘƛon 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 ƴƻǘƛŦƛŜŘ όǾƛŀ 9ǇƛŎΩǎ ƛn-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 ǿƻǳƭŘ ƛƴŦƻǊƳ ŀ ǇŀǘƛŜƴǘΩǎ t/t ǘƘŀǘ ǘƘŜ ǇŀǘƛŜƴǘ 

was being treated at the RRH and was enrolled in transition services, and would provide a link 

ǘƻ ǘƘŜ ǇŀǘƛŜƴǘΩǎ 9h/ ƛƴ 9ǇƛŎΦ !ŦǘŜǊ ŘƛǎŎƘŀǊƎŜΣ ǘƘŜ [/¢/ ǿƻǳƭŘ ŎƻƴŘǳŎǘ ŀ ǘǊŀƴǎƛǘƛƻƴ Ǿƛǎƛǘ ŀǘ the 

ǇŀǘƛŜƴǘΩǎ ƘƻƳŜΦ ¢ƻgether, 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.  

 



 

34 

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.  
aTentative 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 pǊƻƎǊŀƳΩǎ ŜŦŦŜŎǘƛǾŜƴŜǎǎ ƛƴ ƛƳǇǊƻǾƛƴƎ ƘŜŀƭǘƘ ƻǳǘŎƻƳŜǎ ŀƴŘ ǊŜŘǳŎƛƴƎ Ǌehospitalizations.  

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 ƘƻƳŜ ŎƻǳƴǘȅΩǎ /!I ōŜŎŀǳǎŜ ǘƘƛǎ ǿŀǎ ŀ ǎǳǇǇƻǊǘ 

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 ŜŀŎƘ ǇŀǘƛŜƴǘΩǎ ǊƻƻƳ ǘƻ ŜȄǇƭŀin the study, to identify any additional factors that might 

ŜȄŎƭǳŘŜ ǘƘŜ ǇŀǘƛŜƴǘΣ ŀƴŘ ǘƻ ŘŜǘŜǊƳƛƴŜ ŀ ǇŀǘƛŜƴǘΩǎ ǿƛƭƭƛƴƎƴŜǎǎ ǘƻ ǇŀǊǘƛŎƛǇŀǘŜΦ LŦ ŀ ǇŀǘƛŜƴǘ ƳŜǘ ǘƘŜ 
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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 ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǇŜǊǎǇŜŎǘƛǾŜΣ ǘƘƛǎ ƛƴǾƻƭǾŜŘ о ŜƭŜƳŜƴǘǎΣ ƛƴŎƭǳŘƛƴƎ 

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 thŜ ǇŀǘƛŜƴǘΩǎ ŦƛƭŜ ǘƻ ŘŜǘŜǊƳƛƴŜ ǿƘŀǘ ǘǊŜŀǘƳŜƴǘ ǘƘŜ ǇŀǘƛŜƴǘ ǿŀǎ ǘƻ ǊŜŎŜƛǾŜ ŀƴŘ 

examined any history that might be relevant to recovery. Next, the DP either visited the patient 

ƛƴ ǘƘŜ ƘƻǎǇƛǘŀƭ ǊƻƻƳ ƻǊ ŎƻƴŘǳŎǘŜŘ ŀ ǊŜŎƻǊŘǎ ǊŜǾƛŜǿ ǘƻ ŀǎǎŜǎǎ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǎƛǘǳŀǘƛƻn. 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 

ǇŀǘƛŜƴǘΩǎ ǎƛǘǳŀǘƛƻƴΣ ǘƘŜ 5t ƳƛƎƘǘ Ŏƻƴǎǳƭǘ ǿƛǘƘ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǇƘysicians, nurses, or other care 

providers, and they might work to arrange transportation or temporary shelter. The DP entered 

ŦƛƴŘƛƴƎǎ ŀƴŘ ŀŎǘƛƻƴǎ ƛƴǘƻ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŜƭŜŎǘǊƻƴƛŎ ƳŜŘƛŎŀƭ ǊŜŎƻǊŘΦ CƛƴŀƭƭȅΣ ǘǊŜŀǘƳŜƴǘ ǎǘŀŦŦ ǳǎŜŘ 

information in Epic to prepare an after-visit summary (AVS) for the patient that included a 

ŘŜǎŎǊƛǇǘƛƻƴ ƻŦ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǘreatment, 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. /ƻƳƳǳƴƛŎŀǘƛƻƴ ǇǊƻŎŜŘǳǊŜǎ ǘƻ ŀƭŜǊǘ ǘƘŜ ǇŀǘƛŜƴǘΩǎ t/t ƻŦ ǘƘŜƛǊ ƘƻǎǇƛǘŀƭƛȊŀǘƛƻƴ ŀƴŘ 

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 

bŜŜŘǎ !ǎǎŜǎǎƳŜƴǘ ǿƛǘƘ ŀ ǇŀǘƛŜƴǘΦ ¢ƘŜ ǇŀǘƛŜƴǘΩǎ ƛŘŜƴǘƛŦƛŜd needs were linked to services and 

supports listed in a community resource bank. Together, these forƳŜŘ ŀ ǇŀǘƛŜƴǘΩǎ ǘǊŀƴǎƛǘƛƻƴ 

agenda. The RTC posted the transition agenda in an EOC tab in Epic. The RTC then notified the 

[/¢/ ƛƴ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ƘƻƳŜ ŎƻƳƳǳƴƛty that the RRH had admitted and was treating a patient 

from their community. The LCTC reviewed the tǊŀƴǎƛǘƛƻƴ ŀƎŜƴŘŀ ŀƴŘ ǇǊŜǇŀǊŜŘ ŦƻǊ ǘƘŜ ǇŀǘƛŜƴǘΩǎ 

return to the community. Once home, the LCTC contacted the patient to check on their status 

and to work witƘ ǘƘŜ ǇŀǘƛŜƴǘ ǘƻ ŘŜǾŜƭƻǇ ŀƴŘ ŜȄŜŎǳǘŜ ŀ ǊǳǊŀƭ ǘǊŀƴǎƛǘƛƻƴ ǇƭŀƴΦ ! ǇŀǘƛŜƴǘΩǎ ǇǊƻƎǊŜǎǎ 

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.  

http://scholarworks.umt.edu/ruralinst_health_wellness/45/
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Figure 5. Number of transition resources (N = 347) by category across 4 counties 

 

0

10

20

30

40

50

N
u
m

b
e

r 
o

f 
R

e
so

u
rc

e
s 



 

41 

Rural transition needs assessment and patient transition agenda. To become 

ŦŀƳƛƭƛŀǊ ǿƛǘƘ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǎƛǘǳŀǘƛƻƴ ōŜŦƻǊŜ ǾƛǎƛǘƛƴƎ ǘƘŜƛǊ ǊƻƻƳ, 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 ǘƘŜ ǇŀǘƛŜƴǘΩǎ 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 meetƛƴƎ ǘƘŜƛǊ ƴŜŜŘΦ ¢ƘŜƴ ǘƘŜ w¢/ ǊŜŎƻǊŘŜŘ ǘƘŜ ǇŀǘƛŜƴǘΩǎ 

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 ǊŀǘŜ ǘƘŜƛǊ ŎƻƴŦƛŘŜƴŎŜ ƛƴ ƳŜŜǘƛƴƎ ŜŀŎƘ ƴŜŜŘ ƻƴ ŀ ǎŎŀƭŜ ƻŦ άлέ όƴƻǘ ŎƻƴŦƛŘŜƴǘύ ǘƻ 

άпέ όǾŜǊȅ ŎƻƴŦƛŘŜƴǘύΦ ! ǇŀǘƛŜƴǘ ŎƻǳƭŘ ŀƭǎƻ ǊŀǘŜ ǘƘŜ ƴŜŜŘ ŀǎ b!Φ CƛƎǳǊŜ с ǇǊŜǎŜƴǘǎ ŀƴ example of 

2 such items. 

Figure 6. Sample of items from the Rural Transition Needs Assessment and rating scale 
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LǘŜƳǎ ǊŀǘŜŘ άнέ ƻǊ ƭƻǿŜǊ ōȅ ǘƘŜ ǇŀǘƛŜƴǘ ǿŜǊŜ ǘǊŜŀǘŜŘ ŀǎ ǇƻǘŜƴǘƛŀƭ ƴŜŜŘǎΦ LŦ ŀ ǇŀǘƛŜƴǘ 

ǊŀǘŜŘ ŀƴ ƛǘŜƳ ŀǎ άнέ ƻǊ ƭƻǿŜǊΣ ǘƘŜ w¢/ ǿƻǳƭŘ ŀǎƪΣ ά/ŀƴ ȅƻǳ ǘŜƭƭ ƳŜ ŀ ōƛǘ ƳƻǊŜ ŀōƻǳǘ ǘƘƛǎΚέ ¢ƘŜ 

w¢/ ǿƻǳƭŘ ǘƘŜƴ ǊŜŎƻǊŘ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǊŜǎǇƻƴǎŜǎ ŀǎ ŀŘŘitional 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, 

ά/ŀƴ ȅƻǳ ǘŜƭƭ ƳŜ ƳƻǊŜ ŀōƻǳǘ Ƙƻǿ ȅƻǳ ǿƛƭƭ ƳŜŜǘ ǘƘŀǘ ƴŜŜŘΚέ ¢Ƙƛǎ ǇǊƻƳǇǘ ǎƻƳŜǘƛƳŜǎ ƭŜŘ ǘƻ ŀ 

change in rating. Again, these explanatory responses were recorded as additional information. 

LCTCs used this additional information in preparing the transition plan. 

¢ƘŜ ǇŀǘƛŜƴǘΩǎ ŜƴŘƻǊǎŜŘ ƴŜŜŘǎ were linked to a database of resources (the local 

community resource bank) known to provide services and supports that addressed the need in 

ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŎƻǳƴǘȅΦ 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 

 
aServices ƭƛǎǘŜŘ ŀǊŜ ŀǾŀƛƭŀōƭŜ ƛƴ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ƘƻƳŜǘƻǿƴ 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 

ǇŀǘƛŜƴǘΩǎ ŜƭŜŎǘǊƻƴƛŎ ƳŜŘƛŎŀƭ ǊŜŎƻǊŘΣ ƴƻǘƛŦƛŜŘτǾƛŀ 9ǇƛŎΩǎ ƛƴ-basket email and phoneτthe 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 ǘƻ ǊŜǾƛŜǿ ŀ ǇŀǘƛŜƴǘΩǎ ǘǊŜŀǘƳŜƴǘΣ Ǌƛǎƪ ŦŀŎǘƻǊǎΣ ƭƛƪŜƭȅ ƴŜŜŘǎΣ ŀƴŘ available resources 

to meet those needs while the patient was still in the hospital. In addition, the LCTC reviewed 

ǘƘŜ ǇŀǘƛŜƴǘΩǎ !±{ ƛƴ 9ǇƛŎ ŀƴd prepared a Discharge Orders Verification Checklist that listed 

ƻǊŘŜǊǎ ŀƴŘ ǊŜŎƻƳƳŜƴŘŀǘƛƻƴǎ ŦƻǊ ǘƘŜ ǇŀǘƛŜƴǘΩǎ Ǌecovery 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 

ƴƻǘƛŦƛŜŘ ǘƘŜ ǇŀǘƛŜƴǘΩǎ t/t ǘƘŀǘ ƻƴŜ ƻŦ ǘƘŜƛǊ ǇŀǘƛŜƴǘǎ ƘŀŘ ōŜŜƴ ǘǊŜŀǘŜŘ ŀǘ ǘƘŜ wwIΣ ƘŀŘ ŜƴǊƻƭƭŜŘ 

in the enhanced discharge and rural transition study, and provided directions for locating the 

ǇŀǘƛŜƴǘΩǎ 9h/ ƛƴ 9ǇƛŎΦ 

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 

ǎŜǘǘƛƴƎ ŦƻǊ ǘƘŜ ¢/ ǿŀǎ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ƘƻƳŜΣ ǘƘƛǎ ƳŜŜǘƛƴƎ ŎƻǳƭŘ ŀƭǎƻ ǘŀƪŜ ǇƭŀŎŜ ŀǘ ǘƘŜ ƭƻŎŀƭ /!I ƻǊ 

even over the ǇƘƻƴŜΦ aŜŜǘƛƴƎ ŀǘ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ƘƻƳŜ ǿŀǎ ǇǊŜŦŜǊǊŜŘ ōŜŎŀǳǎŜ ƛǘ ǿŀǎ 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 

sǳǇǇƻǊǘǎ ǿŜǊŜ Ƴƻǎǘ ƭƛƪŜƭȅ ǘƻ Ŧƛǘ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŎƻƴǘŜȄǘ ŀƴŘ ǘƘǳǎ ōŜ ƳƻǊŜ ƭƛƪŜƭȅ ǘƻ ōŜ ǳǎŜŘ ōȅ ǘƘŜ 

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 

ŦŜƭǘ ƴƻ ƭƻƴƎŜǊ ŀǇǇƭƛŜŘΣ ŀƴŘ ŀŘŘŜŘ ŀƴȅ ǘƘŀǘ ƘŀŘ ŜƳŜǊƎŜŘ ŦǊƻƳ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŜȄǇŜǊƛŜƴŎŜ ƛƴ 

returning home. Together, the patient and the LCTC ǊŜǾƛŜǿŜŘ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǇŜǊǎƻƴŀƭ ǊŜǎƻǳǊŎŜǎ 

(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 

ŀƎǊŜŜŘ ǳǇƻƴ ǎǘŜǇǎ ŀƴŘ ƳƻƴƛǘƻǊŜŘ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǇǊƻƎǊŜǎǎ ƛƴ ŀŎƘƛŜǾƛƴƎ ƻǘƘŜǊ ƻōƧectives. Progress 

ǿŀǎ ǊŜŎƻǊŘŜŘ ƛƴ ǘƘŜ ǇŀǘƛŜƴǘΩǎ 9h/Φ !ŦǘŜǊ ол ŘŀȅǎΣ ǘƘŜ [/¢/ ŘƛǎŎǳǎǎŜŘ ŎƭƻǎƛƴƎ ǘƘŜ ŎŀǎŜ ǿƛǘƘ ǘƘe 

ǇŀǘƛŜƴǘΦ LŦ ǘƘŜ ǇŀǘƛŜƴǘ ŀƎǊŜŜŘΣ ǘƘŜ [/¢/ ŘƛǎŎǳǎǎŜŘ ŀ ǇŀǘƛŜƴǘΩǎ ƭƻƴƎ-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 

9h/Σ ŀƴŘ ǎŜƴǘ ǘƻ ǘƘŜ ǇŀǘƛŜƴǘΩǎ t/tΦ 

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 rŜǾƛŜǿ ŀƴŘ ŘƛǎŎǳǎǎ ǘƘŜ ǇǊƻŎŜŘǳǊŜǎΦ Lƴ ŀŘŘƛǘƛƻƴΣ ǘƘŜ wwIΩǎ 

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 tƘŜ ǇǊƻƎǊŀƳΩǎ ƛƳǇƭŜƳŜƴǘŀǘƛƻƴΦ 

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 

http://scholarworks.umt.edu/ruralinst_health_wellness/44/
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hospital readmission. Finally, RTCs and LCTCs ƪŜǇǘ ƴƻǘŜǎ ŘŜǘŀƛƭƛƴƎ ŜŀŎƘ ǇŀǘƛŜƴǘΩǎ ǎƛǘuation 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-о ƛǎ ŀ ǎǘŀƴŘŀǊŘƛȊŜŘ ǉǳŜǎǘƛƻƴƴŀƛǊŜ ǘƻ ƳŜŀǎǳǊŜ ǇŀǘƛŜƴǘǎΩ ǇŜǊǎǇŜŎǘƛǾŜǎ ƻƴ ŎƻƻǊŘƛƴŀǘion 

of hospital discharge services.32 Patients rate whether they strongly agree, agree, disagree, or 

strongƭȅ ŘƛǎŀƎǊŜŜ ǿƛǘƘ о ƛǘŜƳǎ όάIƻǎǇƛǘŀƭ ǎǘŀŦŦ ǘƻƻƪ Ƴȅ ǇǊŜŦŜǊŜƴŎŜǎ ƛƴǘƻ ŀŎŎƻǳƴǘΣέ άL ƘŀŘ ŀ ƎƻƻŘ 

ƛŘŜŀ ǿƘŀǘ L ǿŀǎ ǊŜǎǇƻƴǎƛōƭŜ ŦƻǊ ƻƴŎŜ L ƭŜŦǘ ǘƘŜ ƘƻǎǇƛǘŀƭΣέ ŀƴŘ άL ŎƭŜŀǊƭȅ ǳƴŘŜǊǎǘƻƻŘ ǘƘŜ ǇǳǊǇƻǎŜ 

ŦƻǊ ǘŀƪƛƴƎ ŜŀŎƘ ƻŦ Ƴȅ ƳŜŘƛŎŀǘƛƻƴǎέύΦ ¢ƘŜȅ Ƴŀȅ ŀƭǎƻ ǊŀǘŜ ŀƴ ƛǘŜƳ ŀǎ ƴot 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-мпΣ ōŀǎŜŘ ƻƴ ǘƘŜ ǿƻǊƪ ƛƴ ǇƘŀǎŜ мΣ ǘƻ ŀǎǎŜǎǎ ǇŀǘƛŜƴǘǎΩ ǇŜǊǎǇŜŎǘƛǾŜǎ ƻƴ 

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 

ǿƛǘƘ ŜŀŎƘ ƻŦ мл ǎǘŀǘŜƳŜƴǘǎ ǎǳŎƘ ŀǎΣ ά²ƘŜƴ ŀƭƭ ƛǎ ǎŀƛŘ ŀƴŘ ŘƻƴŜΣ L ŀƳ ǘƘŜ person who is 

ǊŜǎǇƻƴǎƛōƭŜ ŦƻǊ ƳŀƴŀƎƛƴƎ Ƴȅ ƘŜŀƭǘƘ ŎƻƴŘƛǘƛƻƴΦέ IƛƎƘŜǊ ǎŎƻǊŜǎ ƛƴŘƛŎŀǘŜ ƎǊŜater capacity for self-

care. 

The LACE+ is a compilation of medical and treatment factors (eg, chronic conditions, 

ǇǊŜǾƛƻǳǎ ƘƻǎǇƛǘŀƭƛȊŀǘƛƻƴǎύ ŘŜǊƛǾŜŘ ŦǊƻƳ ŀ ǇŀǘƛŜƴǘΩǎ ƳŜdical 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 

ǿƻǳƭŘ ŀŎƘƛŜǾŜ ŀ лΦул ǎǘŀǘƛǎǘƛŎŀƭ ǇƻǿŜǊ ǿƛǘƘ ʰ ŀǘ лΦлр Ŧor 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 

ŎƻƳǇŀǊƛƴƎ ŜƴǘǊƛŜǎ ό/ƻƘŜƴ ˁ Ґ ΦфутύΦ ²Ŝ ŀƴŀƭȅȊŜŘ ǎŜǾŜǊŀƭ ŀǎǇŜŎǘǎ ƻŦ ǘƘƛǎ ǇǊƻƎǊŀƳΦ CƛǊǎǘΣ ǿŜ 

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 

ǘƘŜ 9ȄŎŜƭ ǎǇǊŜŀŘǎƘŜŜǘ ǘƻ άwέ ŦƻǊ ŀƴŀƭȅǎƛǎΦ IŜ ǳǎŜŘ tƻƛǎǎƻƴ ŀƴŘ ƭƻƎƛǎǘƛŎ ǊŜƎǊŜǎǎƛƻƴΣ ŀƴŀƭȅǎƛǎ ƻŦ 

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-мл ǿŜǊŜ ŀƴŀƭȅȊŜŘ ǳǎƛƴƎ ǘƘŜ ŎǊŜŀǘƻǊǎΩ ǇǊƻǇǊƛŜǘŀǊȅ 

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 

 



 

50 

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 

Enrollment status     

Enrolled 63 50 14 127 

Completed  62 47 13 122 

Lost to follow-up 1 3 1 5 

Age     

<18 years 0 0 0 0 

Between 18 and 65 years 37 26 10 73 

>65 years 26 24 4 54 

Sex     

Female 28 21 6 55 

Male 35 29 8 72 

Race     

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 

Ethnicity     

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 
aBaseline A is a period of observation preceding the intervention.  
bBaseline B is a period of observation after the intervention had been discontinued. 
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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 Ґ ҍмΦфнΤ {9Σ оΦрфΤ фр҈ /LΣ 

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 Ґ ҍоΦосΤ {9Σ пΦтлΤ фр҈ /LΣ ҍмпΦур ǘƻ ҍоΦунΤ 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 

ǇŀǘƛŜƴǘΩǎ t!a-10 scores and the number of needs identified during the Rural Transition Needs 

Assessment (r Ґ ҍΦп93; P < .001) and the number of needs identified during their transition at 

home (r Ґ ҍΦпнлΤ P Ґ ΦллнύΦ CƻǊ ōƻǘƘ ǊŜƭŀǘƛƻƴǎƘƛǇǎΣ ŀǎ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŎŀǇŀŎƛǘȅ ƛƴŎǊŜŀǎŜd, the 

number of needs they identified decreased.  
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Figure 9. Number of patients reporting needs by need categorya 

 
aEach 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.  
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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 

Total  100 91 91 

 

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 

Days 
postdischarge  

Hospital admissions 
Proportion of patients with 

at least 1 readmission ED visits 
Proportion of patients with 

at least 1 ED visit 

Coefficient 
 (95% CI) P value 

Coefficient 
 (95% CI) P value 

Coefficient 
 (95% CI) P value 

Coefficient 
 (95% CI) P value 

3 ҍ0.98  
όҍнΦно ǘƻ лΦлпύ 

0.030 ҍ0.42  
όҍнΦлн ǘƻ лΦфрύ 

0.279 0.004  
όҍмΦрс ǘƻ мΦопύ 

0.502 0.17  
όҍмΦнс ǘƻ мΦпуύ 

0.597 

7 ҍ0.91  
όҍнΦлм ǘƻ лΦлл) 

0.025 ҍ0.56  
όҍнΦмп ǘƻ лΦттύ 

0.211 ҍ0.32  
όҍмΦсм to 0.75) 

0.286 ҍ0.01  
όҍмΦнт ǘƻ мΦмтύ 

0.496 

14 ҍ0.74  
όҍмΦст ǘƻ лΦлтύ 

0.037 ҍ0.13  
όҍмΦрп ǘƻ мΦмсύ 

0.424 ҍ0.19  
όҍмΦнп ǘƻ лΦтпύ 

0.347 0.09  
όҍмΦмл ǘƻ мΦннύ 

0.558 

21 ҍ0.92  
όҍмΦур ǘƻ ҍлΦмоύ 

0.011 ҍ0.55  
όҍмΦфп ǘƻ 0.67) 

0.191 ҍ0.29  
όҍмΦмф ǘƻ лΦроύ 

0.250 ҍ0.04  
όҍмΦлу ǘƻ лΦфтύ 

0.472 

30 ҍ0.62  
όҍмΦпр ǘƻ лΦмнύ 

0.050 ҍ0.03  
όҍмΦнн ǘƻ мΦмлύ 

0.478 ҍ0.32  
όҍмΦнм ǘƻ лΦпуύ 

0.220 ҍ0.05  
όҍмΦлф ǘƻ лΦфсύ 

0.462 

60 ҍ0.57 
όҍмΦор ǘƻ лΦмоύ 

0.055 ҍ0.07  
όҍмΦнр ǘƻ мΦлпύ 

0.452 ҍ0.48  
όҍмΦор ǘƻ лΦнфύ 

0.116 ҍ0.14  
όҍмΦмф ǘƻ л.87) 

0.394 

90 ҍ0.38 
 όҍмΦмл ǘƻ лΦнфύ 

0.137 0.17  
όҍлΦфт ǘƻ мΦнфύ 

0.381 ҍ0.43  
όҍмΦнн ǘƻ лΦнфύ 

0.126 ҍ0.18  
όҍмΦно ǘƻ лΦупύ 

0.368 

Abbreviation: ED, emergency department. 



 

58 

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 
post-
discharge  

Treatment 
group 

Sex Age No. in household LACE+ 

 
Coef. (95% CI) 

P 
value Coef. (95% CI) 

P 
value Coef. (95% CI) 

P 
value Coef. (95% CI) 

P 
value 

Coef. (95% 
CI) 

P 
value 

3  ς0.962 
(ς2.884 to 

0.499) 

0.207 
 

0.713 
(ς0.730 to 

2.390) 

0.340 
 

0.026 
(ς0.040 to 

0.106) 

0.462 
 

0.414 
(ς0.134 to 

0.901) 

0.128 
 

0.040 
(0.004-
0.082) 

0.027 
 

7  ς0.098 
(ς0.726 to 

0.516) 

0.756 
 

0.251 
(ς0.374 to 

0.901) 

0.434 
 

0.013 
(ς0.018 to 

0.047) 

0.427 
 

0.149 
(ς0.110 to 

0.375) 

0.245 
 

0.021 
(0.006-
0.037) 

0.008 
 

14  0.043 
(ς0.377 to 

0.461) 

0.839 
 

0.240 
(ς0.184 to 

0.674) 

0.269 
 

0.024 
(0.001-0.0.049) 

0.043 
 

0.279 
(0.081-0.474) 

0.006 
 

0.016 
(0.005-
0.027) 

0.005 
 

21  ς0.095 
(ς0.481 to 

0.287) 

0.626 
 

0.329 
(ς0.054 to 

0.723) 

0.093 
 

0.014 
(ς0.006 to 

0.035) 

0.189 
 

0.219 
(0.041-0.392) 

0.016 
 

0.015 
(0.005-
0.025) 

0.004 
 

30  ς0.312 
(ς0.686 to 

0.054) 

0.095 
 

0.270 
(ς0.081 to 

0.631) 

0.133 
 

0.003 
(ς0.015 to 

0.022) 

0.749 
 

0.184 
(0.016-0.346) 

0.032 
 

0.013 
(0.004-
0.022) 

0.004 
 

60  ς0.471 
(ς0.800 to ς

0.153) 

0.004 
 

0.256 
(ς0.044 to 

0.561) 

0.095 
 

ς0.003 
(ς0.020 to 

0.014) 

0.690 
 

0.155 
(0.009-0.295) 

0.037 
 

0.012 
(0.005-
0.020) 

0.002 
 

90  ς0.264 0.066 0.414 0.004 0.015 0.072 0.231 0.002 0.013 0.001 
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Days 
post-
discharge  

Treatment 
group 

Sex Age No. in household LACE+ 

 
Coef. (95% CI) 

P 
value Coef. (95% CI) 

P 
value Coef. (95% CI) 

P 
value Coef. (95% CI) 

P 
value 

Coef. (95% 
CI) 

P 
value 

(ς0.551 to 
0.017) 

 (0.127-0.709)  (ς0.001 to 
0.033) 

 (0.087-0.373)  (0.005-
0.020) 

 

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

SF-12 functional health score. There was a marginal effect of the number of people in the 

ǇŀǘƛŜƴǘΩǎ ƘƻǳǎŜƘƻƭŘΣ ǿƘŜǊŜ ƛƴŎǊŜŀǎŜǎ ƛƴ ǘƘŜ ƴǳƳōŜǊ ƛƴ ǘƘe household corresponded to lower SF-

12 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 < 10ҍ10) 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 patientǎΩ CTM-3 scores were a 

significant predictor of whether or not they had either an ED visit or hospitalization (ES, ҍпΦпсфоΤ 

SE, 2.0388; 95% CI, ҍуΦфо to ҍлΦтнΤ 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, 0.048-

0.113; P < .001) ǿŜǊŜ ǇǊŜŘƛŎǘƛǾŜ ƻŦ ǇŀǘƛŜƴǘǎΩ /¢a-3 scores. The effect of pŀǘƛŜƴǘǎΩ ƛƴŎƻƳŜ ƻƴ 

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 

 
Abbreviation: CTM-3, Care Transition Measure. 
aData 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 

ŘƛŦŦŜǊŜƴŎŜǎ ǿŜǊŜ ŦƻǳƴŘ ōŜǘǿŜŜƴ ŎƻƴŘƛǘƛƻƴǎ ƻƴ ǇŀǘƛŜƴǘǎΩ w¢a-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 ŀǎŎŜǊǘŀƛƴ ǊǳǊŀƭ ǇŀǘƛŜƴǘǎΩ ŀŎǘǳŀƭ ŜȄǇŜǊƛŜƴŎŜ ƻŦ 

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 2-

sample 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 

ǇŀǘƛŜƴǘǎΩ w¢a-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-мпΩǎ ǾŀƭƛŘƛǘȅΣ 

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 

ǇǊƻŎŜŘǳǊŜǎ ǘƻ ƛƴŎǊŜŀǎŜ ŀ ǇŀǘƛŜƴǘΩǎ ŎŀǇŀŎƛǘȅ ŦƻǊ ǎŜƭŦ-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 

iƴŎǊŜŀǎƛƴƎ ƪƴƻǿƭŜŘƎŜ ŀƴŘ ǎƪƛƭƭΦ CǳǘǳǊŜ ǊŜǎŜŀǊŎƘ ƳƛƎƘǘ ŜȄǇƭƻǊŜ ǿŀȅǎ ǘƻ ƛƴŎǊŜŀǎŜ ŀ ǇŀǘƛŜƴǘΩǎ 

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 

ŘƛŦŦŜǊŜƴǘ ŎƻƴǎǘǊǳŎǘǎΦ ¢ƘŜǊŜ ƛǎΣ ƘƻǿŜǾŜǊΣ ŀ ƳƻŘŜǎǘ ƴŜƎŀǘƛǾŜ ŎƻǊǊŜƭŀǘƛƻƴ ōŜǘǿŜŜƴ ǘƘŜ ǇŀǘƛŜƴǘΩǎ 

PAM-10 scores and the number of needs identified during the Rural Transition Needs 

Assessment (r Ґ ҍΦпфоΤ P < .000) and the number of needs identified during their transition to 

home (r Ґ ҍΦпнлΤ P Ґ ΦллнύΦ CƻǊ ōƻǘƘ ǊŜƭŀǘƛƻƴǎƘƛǇǎΣ ŀǎ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŎŀǇŀŎƛǘȅ ƛƴŎǊŜŀǎŜd, 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, 
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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 lowτa 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.  
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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 ï Discuss Audio & pictures (if home interview) 

 Pre-Surveys/questions ï 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 re-

hospitalizations) - 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?   

Ǐ How did your opinion change after being in the hospital? 

 

 

 

 

 

3. Why did you decide to go to St. Patrick Hospital?  

 

Ǐ If planned, what other hospitals did you consider and why didnôt you go to 

them? 

Ǐ Could you have gone to the ____________ (local) hospital? 

Ǐ 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? 

Ǐ Did they help you plan for returning home? 

Ǐ Yes  Ǐ No 

 

Ǐ 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? 

 

Ǐ How helpful was this support? 

 

Ǐ Did anyone travel to Missoula to be with you or stay with you in the 

hospital? 

 

Ǐ 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? 

Ǐ 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? 

 

Ǐ Who, if anyone, talked with you about how you were feeling emotionally?  

 

 

Ǐ 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? 

 

Ǐ Who assessed your needs and talked with you about additional services that 

you would need when you returned home? 

 

Ǐ Did you plan to make changes in your home to assist your recovery? 

(ramps, railings, medical beds, remove rugs, etc.) 

 

Ǐ How were you & your family/friends involved in this planning process? 

 

Ǐ 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, follow- 

up appointments, length of recovery)  

 

Ǐ Did you receive Written and/or Oral instructions? 

 

Ǐ If yes to written, did you read the information you were given? 

 

Ǐ 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? 

 

Ǐ What signs or symptoms were you told to watch out for? (Whatôs 

normal/whatôs not) 

Ǐ Were the instructions clear about when you should contact your doctor? 

Ǐ Who were you instructed to contact & how were you supposed to contact 

them? 

Ǐ 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? 

 

Ǐ 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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14. After you left the hospital, did your recovery go as you expected? 

Ǐ Were there any unexpected challenges? 

 

Ǐ Did a healthcare provider contact you after you returned home to see how you 

were doing? 

 

Ǐ 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?  

 

Ǐ Were there planned services that did not work out? (What happened?) 

 

Ǐ Did you experience any difficulties filling your medications or taking them 

correctly once you returned home? 

 

Ǐ Were there other services that you ended up needing that were not planned 

for? 

 

Ǐ 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? 

 

Returning Home 
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17. Did you have to go back to the hospital for any reason? 

Ǐ 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) 

 

Ǐ 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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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? 

 

 

  

Additional Questions 
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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 timeé 

Stage 1:  Your  Community & Routine Living  

 
A. Living in Your Community 

 

1.  Your community is a great place to live. 

2. You feel like you belong in your community. 

3. There are a lot of public events (e.g., county fair, rodeo) for community 

members to enjoy. 

4. There are plenty of recreational opportunities in your community and 

surrounding areas. 

5. There are educational resources in your community, such as libraries and 

book clubs.  

6. Most people who live in your community are involved in local events. 

7. People in your community share a common vision about how the 

community should be. 

8. Local community residents work together to contribute to the quality of 

your community. 



 

84 

9. People who choose to live in your rural community accept the limited 

access to medical care. 

10. The people in your town genuinely care about one another. 

11. Most people in your town know one another.  

12. People in the community allow each other the privacy they want. 

13.    People in your community help each other in difficult times. 

14. You have friends, family, or neighbors nearby that you can call on when 

you need help. 

15. Everyone is treated fairly in your community, regardless of how well 

connected they are to the local community. 

16.    People in your community treat each other with respect. 

17. There is safe and affordable public transportation in your community to get 

you where you need to go.  

18. You have your own transportation that can get you where you need to go. 

19. There are good jobs and business opportunities in your community. 

20. It is affordable to live in your community. 

21.    Everyone in your community has enough to get by. 
22. You can easily find adequate and affordable housing in your community. 

23. Maintaining good health is important to your friends & neighbors. 

24. Organizations in your community actively work to promote the health of 

community members.   

25. There are local programs that provide assistance when people are in need, 

such as visiting nurses, home health service, aging services, rehabilitation 

services, etc.). 

26. Your community welcomes new members. 

27. 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 ñadvance directiveò 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 
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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. 



 

88 

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 life-

flight) 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 didnôt 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. wŜŎŜƛǾƛƴƎ ¢ǊŜŀǘƳŜƴǘ ōȅ ά.ƛƎ /ƛǘȅέ 5ƻŎǘƻǊǎ 
 
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. 
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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. 
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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 didnôt 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. 
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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 ï 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 life style 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. 



 

99 

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 x-

rays, wound care, dressing changes, etc., after you returned home. 

 



 

100 

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. 

Stage 5: The Transition Home & Recovery 
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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 RecoveryïSocial 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 RecoveryïUse 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. 

  




























































































































































































































































































































































