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ABSTRACT

BackgroundTransitions 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
errorsand rehospitalizatioa Researchers have developed ansdtésl several interentions

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 inesscto health carand community supports

that may influence outcomes.

Objectives¢ KS ALISOAFTAO FAY 2F GKAA NBaSINOK gl &
of the discharge planning process (phase 1), and to involve patients and rural psowvider
designing andesting a contextually appropriate enhanced intervention to improve patient
outcomes and reduce rehospitalizations (phase 2).

Phase 1 MethodsRural patients and other stakeholders engaged in a structured process to set
a program develpment agenda formproving discharge planning and rural transition

processes. Working with researchers, thenBmber patient design team (PDT) developed a
patient-centered survey questionnaire.

Phase 1 Result#s total of 514 patients (57%) living in 4alicounties respoded to a mailed

survey. Respondents reported difficulties getting services locally, challenges in dealing with the

medical system, problems with finances, a lack of local fellppand a lack of coordination
between the regional referighospital (RRH)ral local providers. Patients reported receiving
only 55% of rural transition services applicable to their situation. Overall, 28% of responders

g2
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hospitals.

Phase 2 Methbds: 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 Assesknked 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 redewer hospital radmissions than
patients who received standard discharge planning up to 30 days postdischarge.

Phase 2 Result#: total of 127 patients participated in an effectiveness trial using a guasi
experimental design; 77 participated in baselownditions, and 6 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 intervgntiop

reported fewer rehospitalizatins than those il KS o6+ aSt Ay S 3INSBULC), | i o

b H Qe004;P=bnonv > T 9B @LiH WoliOMOIPpBRAH P U MNOSRICEA 6L @
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95% CIL, M50 0.12;P=.050) after discharge. However, we did not find a statistically
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department (ED) visits.

ConclusionsEngaging rural patients and stakeholglén 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 patiémction.

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 sedported by patients and may be inaccurate

due to recall error. Nonetheless, sefiported hospital utilizations had the advantage of

capturing hospitalizations in >1 facility. Third, this rural sample is a relatively small one. Fourth,
several of the statistal tests performed involved multiple comparisons, and some of the
significant findings reported may be due to chance.



BACKGROUND

Transitions in care following discharge from hospital to home have been identified as a
period during which patients anmore likely to experience adverse events or medical extdr
Althoughdischargeplanning is intended tdacilitate thesetransitions the process has been
described as fragmented and uncoordinatethadequatedischarge planning contributes to
poor healh outcomes, patient dissatisfaction, and rehospitalization. In some instances,

hospitals may be penalized for such rehospitalizatibns.

In recent years, researchers and practitioners have developed several interventions
aimed at reducing hospital readmisas For example, the REéngineered Discharge (Project
RED) study used engineering systems analysis methods to assess the discharge planning process
and design a multicomponent intervention aimed at reducing €astl postdischarge
hospitalizatiosin a lage urban health care systefmln a randomized controlled trial, Project
RED found up to 30% reduced hospital readmissions, increased adherence to medicalfollow
and reduced cost. Such results are promising, but the project creators acknowledgedinat th
findings may not generalize to rural areas. Further, most discharge planning research has been
conducted from a systems perspective. Accordingly, additional patientered discharge

planning research is needed to address rural issues.

Resident®f rural andfrontier countiesexperience significardisparities irhealth care
accessand outcomes when comparedwith their counterpartswho live inmetropolitanareas®®
One study found a rurahortality penalty, a disparity in annual metropolitan and
nonmetropolitan ageadjusted mortality per 100 00DRuralhealth analystsarguethat sparse
populations araunableto support local services aritlat travel to distantservicegpresents
additionalbarriersto access?%1 Thelackof formal medicakervicescombined with higher
occupationahazardsglevated risk for depression and other mental ilinesses, and lower
income levelsgontributes todisparitiesin rural health outcomes? Research has also shown
that individual and community factors plan importantrole in hospital utilization rates
postdischargé314The 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 accomadate the limied access to affordable pharmacies, primary care,

rehabilitation, specialty care services, or community health supports in rural &reas.

Disability researchers conducted 3 national concerns surveys to explore issues of
importance in the tansition from npatient rehabilitation hospitals to independent living in
rural communities from the perspective of patients with multiple chronic conditions, hospital

discharge planners, and rural community service providet&indings showed that was very

important to rural patients that a homeare program was in place when they were discharged.

These data indicated, however, that rural patients were largely dissatisfied with their-home
care program planning. Althougtuchstudies have provided snghts intothe care transition
priorities and needs of rural residents, little is known about the process of planning for
RAAOKINHS 2N LI GASydaqQ | OlGdzZt SELISNASyOSa

regional referral hospitals (RRHs). The speaifn of thigesearch was to ascertain rural
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providers in designing and testing a contextually appropriate Rural Options at Discharge Model

of Active Plannig (ROADMAP) thamproves patient outcomes and reduces rehospitalizations.



PARTICIPATION OF PATIENTS AND OTHER STAKEHOLDERS

Recent trends in research methodology suggest that involving patients and other
stakeholders in the research process protects figdifrom threas to their social validity the
extent to which eneusers judge research products as relewantuch as other research
designs protect against threats to internal and external valitfifihis project began as part of
an effort to organize a lmader researcltollaboration 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 isues facing ral 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 rurahconties.

Resarchers 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 beneficiariesaketholdersn
identifying outcomes of interest and designing solutions for improving systems performance.
Originally used in neighborhood developméhthe CRM has been applied widely to set{ow
income action agenda®,nursing home transitions resedragendag} research agendas for
rural independent living programs and rehabilitation hospitdland agendas for mental health

patients?3

Briefly, the CRM may be divided into 2 phases, as seen in Figure 1. The first phase
involves stakeholders (eg, flents and prok RSNAR O Ay |daSaaiay3da I aedads
designing solutions to identified problems. The second phase involves developing and testing

programs based on the design.



Figure 1.Components of the Dhases of theproject: design andevaluation?
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We identified the patient populatin for this research asc¢luding 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 botlthe RRH and the CAHSs, thienmediate supervisors, physician practitioners at

both the RRH and in the 4 rural counties, ddpitaladministrators.

Thirty-two patients served as content experts and informed researchers abeirt
experience oflischargeand transition issues ia 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 Concerng.Surve
Patients and other steeholders 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 desigmedested 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 obsensatbthe process implenméed
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 operaimanual describing predures 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.



ORGANIZATION OF THE REPORT

This project was conducted aollaboration with an RIRand 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 neurosurgey. A CAH is a rural conumity hospital that receives co$tased reimbursement
to help ensure its continuation in an otherwise underserved area. A CAH must have 25 or fewer
acute care inpatient bedand must be located more than 35 miles from another haapilt
must maintain arannual average length of stay of 96 hours or less for acute care patards
must provide 24/7 emergency care services. There are 1332 CAHs in the United‘St&tes.
selected hese 4 CAHs because they had adopted or plannanptement theEpic electraic

medical records system.

This draft final research report is organized in 2 sections reflecting the 2 phases of
researchPhase 1 reports our work to engage patients and stakeholders in assessing the
discharge planning and rurhnsition process, anoh designing system improvements
intended to facilitate discharge and transition to a small town or rural commuRitgase 2
reports on an evaluation of an enhanced discharge and rural transition model based on the

process designenh phase 1.
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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) exgg patients and stakehaérs in developing a patiefttentered

framework for rural transitions to fit the emerging health care services context.

Study Design

This study involved a mixedethods approach to engaging stakeholders in identifying
system problems. It included strucea interviews with patients and providers, a rAadsed
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 odl4 ru
countiesin 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 institudrorursing home, obe
incarcerated. We obtained this information from the hospital admissidata. 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 ConSemsy to potential
respondents. This letter explained the purposeled 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 thmmamunity health and rural medicine survey
package. The package includedover letter that explained the purpose of the survey as well

as why the patient had been selected to participate. istitutional review boardIRB ruled

11



that consent to participte 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. Thesreenniversal list
of potential issues and outcomes derived from therature, interviews of experts,
observations of processes, and, in this case, interviews with patients about their personal
experience. Next, stakeholders use the menu to developtee® Concerns Survey. This survey
is distributed to as many patients 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 itat Concerns Report that generates the agenda for
community discussioforums. 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 exp@&nces, including details of actual practice and associated outcoines.
facilitator leads each forum in identifying potential causes of problems and possilfgons
Next, researchers integrate suggested solutions into a program outline describingaibe
components and processes of the suggested new arrangement. Basind other stakeholders

review the outline and make suggestions for modification.

12



Figure 2 Basic steps of Patient Concerns Report Method
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Contextuabssessmenive began the process by conducting a rapid review of
literature on discharge planninge&nd, we conducted a series of interviews with medical staff
and discharge planners about discharge planning and rural transaiarech of the 5
participating hospals (ie, the RRH and the 4 CAHE)ird, we conducted a series of
observations of RRHstharge 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
AYVGSNIBASS F2NXNIG SELX 2NAY3 LI GASYGaQ SELISNASY
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rural community (AppendiR). Werandomlyrecruited 40 patients from amonifposewho 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 wereided a $50

honorarium forparticipating

Patientdesignteam Researchers recruite4 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 includédk S SEGSy G 2F | LI GASy G Q& SELI

treatment and transitions to a smathwn or rural community, the amount and quality of
information and perspective provided by the patient during the interviews, and interest and
availability. All PDT menabs were hired as contracted consultants and compensated

monetarily for their time.

Paient concerngnenu Researchers worked with the PDT to use the results of the
contextual assessment, along with the results from the 32 rural patient interviews, tdagese
draft Patient Concerns Menu of issues describing life in rural communitiessuneki related to
getting medical treatment. In extensive discussions, the PDT revised the menu several times.
The final Patient Concerns Menu included 301 items (AppeB)dixganized around 20
different topics representing patient experiences throughdu hospitalization and care

transition processes.

Patientconcernssurvey Next, the PDT used the menu to develop a Patient Concerns
Survey. PDT members independently stdd items from the menthat each believed to be
most important to include in a Patnt Concerns Survey; they selected a total of 101 items.
After selections were tallied, 2 researchers facilitated a teleconference to discuss selected items
and narrow thetem 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.

14



Communityhealth andrural medicineguestionnaireWe constructed a

guestionnaire with 4 parts & AppendixX0). Part 1 asked respondents to report the number of
years of school they had finished, the number of individuals living in their household, the
K 2 dza S K 2 dalf@oine, langd yihether they used Indian Health Services (IHS).

Because reducing hespitalizations 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 sysgm. This situation made it impractical to review medical records to assess thefrate
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 CA¥isgaearby areas and
to other tertiary facilities. Data from any one hospital mat napture these other hospital
admissions. Accordingly, we asked patients to-sgbrt the number of different times they
had been hospitalized in the RRH, the numbedifierent times they had been hospitalized at
any other hospital, and the number 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 satisfagtiinthe issues
developed using the Patient Concerns Survey. Ratings of importadcga#isfaction with each
itemwere madeon8322 Ay i a0l fSad gKSNB ané NBLINBaASYiSR y

indicated very important or very satisfied (Appen@pPart 2).

In addition to the CRM, our literature review found several instrursetgsigned to
assess ihospital discharge planning services, as well as measures of patient capacity-for self
care. Although we noted several observations and recommeadsin our literature review
for ways to support postdischarge transition, we fouralestablished instruments for assessing
such transitions to rural areas. Accordingly, we developed our own. Rdith& questionnaire
asked patients to report on whether doctor, nurse, or other health care professiohat
provided any of a series @# discharge planning or patient education services (eg, developed a
plan for recovering at home). These items were derived from the literature review, discharge
planning plicies and regulations, practices recommended during interviews with practitioners

serving rural areas, and statements made by patients during the interviews. Patients were

15
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received a service, or that the service was not applicable (NA) to theatisitu

Finally, Part 4 used the Patient Activation Measure (PA)) an established instrument
designed to assess patient capacity for-selfe?> The PAMLO provides 5 response options
N} y3IAy3 FNRY aRAaAlFINBS aGNRPYIAEE NBE2ZRFIAINBE LI A 2

After items were placed in a survey format, researchers used aakadl technique to
pilot-test the survey with 3 voluntee@nd with members of the PDT. Survey items and format
were revised accordingly for clarity. Overall, thevayrachieved a Fleséfincaid reading grade

level of 7.5%7

Concernseports We analyzed the survey data ascertain actual patient experience

in the discharge and transition process. These findings were organized into brief reports for

each county andto a singleoverall report (Appendib).

Communitydiscussioriorums We used the concerns reports to set the agenda for

a series of discussion fans conducted with patients and stakeholders in the 4 rural
communities and with stakeholders at the RRH: ¥¥nducted 2 meetings in each rural county:

1 specifically for patients and 1 for stakeholders. We also conducted 2 discussions forums with
stakeholeers at the RRH. Each meeting was structured to present findings on thatexp
strengths and problems @htified through the Patient Concerns Survey. A brief report of the
local findings was distributed. A facilitator led participants in a discussitireofature 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 dene tosolve them In addition, we
conducted followup interviews with participants who contributed sifjoantly to the

discussions and who expressed interest in contributing further by reviewing details of program

design.
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Design ofntervention Following the discussion forums, we convened a series of

meetings with the PDT and key stakeholders (ie, hobkpitgsicians, administrators, and

discharge planning staff) to design a model for posthospital transitions system improvement.

First, we compiled recomendations (eg, goals, practices, organizational structure) from the

literature review, contextual assasent, and discussion forums. Then we integrated

recommendations from these sources into a list of potential program components and

procedures (eg, cdact by a provider, center for independent living, discharge planner,

physician, and social worker) after LJ- G A Sy 4§ Qa NBGdzNYy K2YS G2 OKSO

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 senand modified others. For example, all staéklers
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 systenTheymademultiple suggestions for who might be tlhest 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 tdkyemtes. As
with other stakeholders, thenemberssupported 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 Outomes

The primary product of this study was atggnt-centered framework for improving
discharge planning and rural transition support\sees. Secondary outcomes included
identified strengths and problems of the discharge planning and rural transitiopostgofrom

patient and stakeholder perspectise
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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 lard.This study was conducted in Montana, a state with a
population 0f989 417 people living on 145 546 square miles foraazerage density of 6.8
persons per square mif 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 studyA member of the Povidence Health and Services Syst&RHs 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 usegpheelectronic melical record system. This
study focused on pants discharged from the RRH to 1 of 4 Montana counties served by CAHs

that also used Epjincluding Beaverhead, Lake, Powell, and Sanders counties.

The Montana Department of Public Health and Human Serdiesignated all 4
counties involved in this stly as rural counties (counties with <50 people per square rfile).
Furthermore, all 4 were nonmetropolitan counties, and 3 of the counties met the criteria of
being a frontier county (population <6 people pgusre mile). Travel time to Missoula from
the principal town of the 4 counties ranged from 79 to 145 minutesX78 miles). Portions of
Lake and Sanders counties are included in the Flathead Reservation, home to the Salish, Pend
RQhNBAf t S ibkesyTRbleylp@vid&sybasit deindgraphic diaten the most recent
US Census for each of the 4 counties included in the present study. Apgmdbents a map

of the study area.
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Table 1. Characteristics of the 4 Rural Geographic Areas

County Beaverhead Powell Lake Sanders

Geographiacharacteristics

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, % 94.9 924 68.2 921
Native American, % 1.8 4.6 23.4 4.3
Hispanic otLatino, % 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 21521 19 188
Percentage belowoverty 15.1 15.3 22.4 22.0
Principal city population, n 4134 3111 4488 1313

Characteristics ahedicalsettings The RRHad 253 licensed beds. It provided
treatment and services (jeancer, cardiology, diabetes and endocrinology, diagnostic imaging,
joint replacement, maternity and childbirth, neurobehavioral medicine, neuroletyy,to more
than 8000 patients from 17 counties each year. The characteristics of the CAHs aralisted i
AppendixD, Table 2.

Time Frame of Study

The survey component of éhstudy was conducted in the summer of 2014, involving
patients discharged from the RRH over them8nth period between January 2013 and June

2014. The patient and stakeholder discussiorums were conducted in the fall of 2014.
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Data Collection and Sowes

We used a survey mailing strategy modeled after the methodology of Dillmarf%t al.
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 wouldreesk about their
recent health care experiences. One week later, the questionnaires, along with pgsiate
return envelopes and $5 cash honoraria for their assistance, were seritgatants in the
sample. Two weeks after the initial questionnairesrezmailed, a reminder letter was sent to
all participants who had not returned the initial questionnaire. Finally, after another week, a
second questionnaire with a postagaid returnenvelope was sent to all participants from

whom a return questionnairbad 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 s$poreding
patients in the sample. Researchers later matched the li$t survey results using a participant

code.

Community andesigndiscussionResearchers kept detailed notes on the

recommendation®f patients and other stakeholders in the communaigcussion groups and

in subsequent planning discussions.

Patient andstakeholder discussion forurResearcheralsopresentedstudy

findings in open discussions with stakeholders and patients. Researchers recorded participant
comments and recommendatis. Iterations of a proposed model for system improvements

were updatel.

Analytical and Statistical Approaches
Researchers entered survey data into a Microsoft Excel spreadsheet. An independent

statistician used R softwaf® Foundationhttps://www.r-project.org/) to summarize

responses and analyze the data. First, respem demographics were summarized. Second,

averages for the ratings of the importance and satisfaction of each of the 30 items of patient
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concerns were calculated and converted into percentages of importance distaston. In

addition, relative strength O2 NBa ¢SNB O f OdzZf F GSR o0& Ydzf GALX &
by its average satisfaction rating (ie, average importance x average satisfaction). Similarly,

relative problem scores were calculated foreadh¥ o6& Ydzf GALX @Ay3 'y AGS)Y
importance by the difference between its average importance and average satisfaction (ie,

F@SNI IS AYLERNIFYOS P ol @SNF3IS AYLRNIIYOS t @

Third, the frequencies of discharge planning services received were calculated by
deleting items that pients 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:FAMLtings were tdied
and scores assigned to established levels, including having lower levels of pisuileng or
coping skills (level 1); lacking basic knowledge about their condition, treatment options,-or self
care (level 2); having basic understanding of their ciomialiand treatments with some success
in making behavioral changes (level 3); and having made most of the needed behavioral

changeqlevel 4)

Finally, we tallied the number of times patients reported that they had been
hospitalized in the RRét any othe 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, @&and Pvalues, as appropriate.

Changes to the Original Study Protocol

We followed theprotocol originally proposed without notable changes.
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Results

The RRH discharged 1119 patients between the ages of 18 and 75 yearsto 1 of 4
targeted rural countiefrom 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
respondel to a recruitment letter to report the patient had died. Forsgven 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 questionnee 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 tharighth period. Of these, 10
additional mrticipants 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%), andst 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 alonetdtal of 45% of the sample was retired, and about 30%
worked at least partime. 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 ddedicaid (57%). Just over 8% of respondents were uninsured. Of

the 509 patient respondents, 78 (15%) reported using IHS.

22



Figure 3. Patient flow diagram for phasé 1

Eligible Sample Mailed
Surveys
n=564

Patients Discharged to
Four Counties
N=1,119

L

é A Undeliverable
Deceased N =60

n=108
. \I{ vy
- ™ Withdrew
Inmates at State N=10
Prison
n=47
L v
o T
k4 Unusable
4 ™
- . N=3
Eligible Sample Mailed A, y
Surveys
n=564 - -
\ - Valid Sample
M= 891
L A

Valid Responses
N =509 (57%)

aThe left column shows the patients excluded from the full sample. The right coluowsghe 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)

Other 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)

Selfpay 42 (8) 6 (13) 24 (9) 2 (3) 10 (7)

Other government 30 (6) 1(2) 21 (8) 2 (3) 6 (4%)

insurance

Medicare HMO 35 (7) 2 (4) 14 (5) 3 (5) 16 (11)

22Nl SNEQ O2 7(Q) 0 (0) 3(1) 1(2) 3(2)
Income,$, n (%)

<20 000 144 (30) 7 (17) 76 (30) 12 (24) 49 (36)

20 00140 000 154 (32) 15 (36) 74 (29) 17 (33) 47 (35)

40 00180 000 135 (27) 17 (40) 73(29) 12 (24) 29 (21)

Xy n Anan 53 (11) 3 (7) 30 (12) 10 (20) 10 (7)

ancludesunknown, patient refused, bla¢ckative Hawaiian, or Pacific Islander.
bTwenty-eight respondents did not provide data on their income.

24



Patient Concerns

Table 3 presents the average importance and satisfaction ratings of each of the 30
Patient Concerns Suey items. The importance of @&éms 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 skilld ttreede
deal with the medical syste (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 coordinatiomgetnthe RRH and local

providers(item 18).
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Table 3. Ratings of Patient Concerns

Average Average
importance, satisfaction,

ltem Issues % %

23 You can get the rehabilitation and other health care 87 69
services you need in your hometown.

25 Yourlocal hospital and medical providensll work with 88 71
you to come up with a reasonable way you can pay ya
bills.

20 Your local physician follows up with you after you get 87 71
home.

9 You have a health care provider who you can turn to fi 20 75
help dealing with the medical care system.

1 The medical providers you see treat you with respect. 96 82

12 You understand the complications that you might 94 80
experience from the treatment you receive.

22 You can get the medications yoeed from your local 94 80
pharmacy at an affordable cast

29 Once you return home, your local health care provider 73 55
checks in with you to see how you are feeling
emotionally.

30 Once you get home from the hospital, you can get 90 76
appointments with your local provider within a
reasonable time.

4 You have the skills to advocate for yourself in the med 90 76
system.

18 SPHstaff and your medical providers at home work 87 73
together as a team.

2 You have a lonterm relationship with a local doctor 90 77
who is familiar with your health.

6 P Hstaff takes the time to listen to what you have to s 95 83
about your health.

28 You have an advance directive on file that tells your 81 67

medical providers what you want done in case you
cannot speak for yourself.
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Average Average
importance, satisfaction,

ltem Issues % %

15 SPHstaff explains exactly vat you should expect during 92 80
your recovery and how long it will take.

7 SPHloctors and nurses describe your treatment in way 96 86
that you can understand.

16 SPHstaff work with your family and other care provider 85 74
to teach them how they can helpu recover.

19 SPHwill work with you to come up with a reasonable 89 79
way to handle your bill.

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

14 Before leaving the hospital, you get clear directions on 94 85
how to contact yourdoctor about questions or concerns

27 You have a plan that spells out what you should do to 84 74
stay healthy over the long term.

5 You have a plan for taking care of things at home whe 90 81
you are in the hospital.

24 You ca easily get aide to your medical appointments 89 80
and back home.

17 SPH staff works with you to schedule foltoyw 88 79
appointments as close to where you live as possible.

13 SPHstaff gives you instructions on how to care for 93 85
yourself in a formhat is easy for you to understand.

10 SPH staff checks in with you to see how you are feelin 80 71
emotionally.

21 There are programs in your town, such as Meals on 75 66
Wheels, that help people when they need it.

8 Family and friends provide pport while you are in the 91 87
hospital.

11 SPHstaff talks to you about changes that you may nee 78 74
to make to your home, such as adding ramps or grab
bars.
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Average Average
importance, satisfaction,
ltem Issues % %

26 , 2dz Oly dzaS GKS K2aLAdl € 69 68
to check your records, sche@udppointments, and send
messages to yourealth care providers.

Abbreviation: SPH§t. Patrick Hospital

Hospital Utilization

A total of 33@patients (66%) reported 1 admission to the RéRtte January 2013.
Others reported 2 (19%), 3 (6%), orm@3%) admissions to the RRH (HOS). Overall, 110
respondents (22%) reportetladmission to another hospital during the-b@nth period. A
total of 91 patients (18%) reported 2 or more admissiamsamother hospital. In addition, 144
patients (44%) reporte 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 influeree afs,
race, IHS utilization, and marital statue.(iliving 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 asdediavith HOS + ED. Logistic regression
showed age was negaely associated with HOS+&® FF SO0 aA1T S®W9{ 83X bLADPAH
w{ 96 nonmny T dp: P7.008). Mere spacfiically, foil verybgBa n ny n T
decrease in patient age, the loglds of HOS + ED were predicted to increase by 0.287 (with all
other variables held equallJsing HOS + ED in a Poisson regression model, we found that age
gl a yS3aluarpgSte aaz20AF0SR gA0GK K2ALIAGEE dziAf A
b n4byP=.00003). In addition, the average HOS + ED visits were 3.46 for patients with a
SAYAFAOFY(d 20KSNJFYR nodnn F2N LI GASyGa 6K2 RAF
nonpnanT pr [/ LIPH0o0@@)pco G2 bLandndgyyT
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Patient Concerns and Mpital Utilization

We computedSpearman correlations between HOS + ED scores and indizéthia
problem scores for each of the 30 patient concerns questions. Two items showed a positive
relationship with hospitalizations: the extent to whiofedical proviérs treated a patient with
respect(r = 0.141; 0.066, 0.23P,=.0012) andhe extentto whichthe RRH staff worked with a
patient to schedule followup appointments as close to where the patient lived as possilste

0.13; 0.040, 0.21P=.0040).

Hogital Discharge Experience

Patients reported a wide range of experiences with the disahargcess. Table 4
shows the percentage of patients who reported receiving each of 24 discharge planning and
patient education practices. Overall, patients reportéat they received an average of 55% of

services they judged applicable to their situation.

Table 4. Transition Practices

ltem Yes, %

1. Planned your admission so that you did not have to travel in the dark orth 46
day before to get there on time.

2. Helped you develop a plan for managing your affairs while you were away 14

3. Helped your familyind a convenient, inexpensive place to stay so they cou 30
be near you while you were in the hospital.

4. Worked with you to develop a plan foecovering at home. 74

5. Kept your local physician informed of your treatment so they knew your ne 55
when you eturned home.

6. Talked with you about changes you might have to make in your hosigeh 37
as adding ramps or grab barshat could aid in yourecovery.

7. Asked you about your duties and chores at home to help you plan your 50
recovery.

8. Taught you how talo the key things you had to do to take care of yourself 63
once you returned home.
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Iltem Yes, %
9. WSOASHSR SIOK YSRAOLI (A 2 thérdhow yozNdoifids 64
take each one.

10. Made sure that you could get the medications you needed once you got bi 72
home.

11. Told you about possible complications to look for and explained what to d¢ 77
you experienced any problems.

12. Gave yoiwcontact 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 plarhaving you follow along on your own 82
copy.

15. Had you explain the discharge plaryour own words. 37

16. Made sure you had the right medical equipment and that you knew howta 51
use it.

17. Talked to you about using your @hart account to communicate with your 37

health care providers.

18. Made followup appointments for times that wereealistic and convenient for 77
you.

19. Referred you to a counselor or offered you medication if you felt depresser 27
anxious while in the hosial.

20. Made sure that you had someone you could count on to get you home anc 83
take care of you while yorecovered.

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

22.{ OKSRdztf SR 22dzNJ RAAOKI NBS a2 GKI 72
Missoda or drive home in the dark.

23. Called you after you left the hospital to check on yprogress. 54

24. Referred you to a counselor or offered you medication if you felt depresser 17
anxious after you went home.

We found a negative relationship betweéenth utilization scores (HOS and HOS + ED)
and hospital discharge experiencgores. 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 fddlOSH(I' b n G66\Clb T1 @ t0 ©0.905;P=.064) and is statistically
signiicant for HOS + ERI{ b n G68/Clb T P toépm D /PR .015).

Finally, in an effort to discern the hospital experience factors that might contribute to
hospital and ED utilizen, we conducted a series ofsamplet tests comparing the mean
scoresfor 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
pah Sy 1 Qa FI YA & tKH A Y HodiD); RYworkirs) with2he patieht@o dévelop a
plan for recovering at home [ b P& 102)) [3) telling the patient about possible
complicationst(I' b HP&10L); @) giving the patient contact numbers to call if they
experiencel any problems{I'  B2:Pd .03); (5) scheduling follovup appointmens for
convenienttimes ¢I' L oP& M), 16) scheduling discharge so a patienuldavoid driving
home in the darkt(" b HP&102); &And (7) calling the patient after they lefi¢ hospital to
ched on their progresstC b HP& (G).T

Patient Activation

Of the 498 respondents who completed the PABL 42 (8%) were categorized as
having lower levels of problersolving or coping skills (level; 86 (17%) as lacking basic
knowledge about their codition, treatment options, or seltare (level 2)292 (46%) as having
basic understanding of their condition and treatments with some success in making behavioral
changes (level 3and 141 (29%) as having made most of the needed betawihanges but
mightK S RAFTFAOdZ G& YIFIAYyGrAyAy3d GK2aS OKIy3Sa
indicated a negative relationship between PAM level and HOS + ED scords ( b n @68n c T
Cilb n dtotpp & s/Pm OID).

Developing an Enhanced Discharge PlannntgRaral 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 gaients received athe

RRH. Anecdotally, CAH social work staff reported that patients discharged from the RRH
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frequentlyvisitthe local ED with problenthat could havebeenprevented hadsocial work

staff been involved. CAH physicians and administasirongly urged thaany 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 usad a tooko improvecommunication in anticipation of its wider
implementation, although several stakeholders recommended developing a {zequgpencil

system as a backup.

Discharge planners at the RRH reported that they felt hampered in preparing for
path Sy (1 4 Q R A a GrmukiEkeS bedagse tRdlzidked 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 disphergers
reported thatthey 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 includewing bede placemerts from the RRH as paof the
transition home A sing bed placement is a Medicarapprovedprogram that allowsCAHg0
provideskilled care services once acute hospital care is no longer required but the patient

continues to need services that cannot éasily provided in thome.

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 attescharge be developeth 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 wdutelp the providers RS NB G F YR GKS LI GA Sy
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 researc team integrated allhese recommendations into a working model. The

initial draft design for the proposed intervention (Appen@ixFigure 1) went through several
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AGSNI GA2yad CAIdzNE n LINBaSyida G§KS 2dzsddbryS T2 N
established pratices (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 condefcd Rural TransitioNeeds

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
O2dzyGe GKI G O2dzZ R &rdaodhé2Hdilinkage biteds xo3efaur@es (G NI y a A
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 §e2 (1 A F A S Rn-iashiét émaifanidhpbane) that a patient from

the community was being treated at the RRH and that the lRaddbeenposted.

The LCTC would access the electronic record to review the agenda and to prepare a
discharge orders verificath form. Next,the LCT&E2 dzf R AY F2N)Y | LI GASyidQa
was being treated at the RRH and was enrolled in transition services, and would provide a link
G2 GKS LI GASYydQa 9h/ Ay 9LAO® ! FGSNJ hd a OKIF NHS
LJ- G A Sy ( Qgethek tReYp4tient ang the LCTW@ould review thePTAand develop a
transition plan. The LCTC provided support and assistance as needed through to case closure,
when longterm goals were reviewed. The LCTC reported progress in t8eaB@in weekly

telecorference 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 (Appétiiits the job descriptions). For the purpose bist
research project, mmbers 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 fitggse positions were

designed to be absorbed into existing positio¢ée evaluated thisnodel evaluated in phase 2.
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Figure 4 Enhancedlischarge andural transition model proces$

Discharge . N Arrive
Plan Discharge 7 Home
Needs ™~ T L Moni
Assessment g = Early Discharge Y_rafnsnlon fvionitor,
- Epic L Visit, Plan, Case
and Patient Involvement Orders
.. EOC L. X and Closure,
Transition of LCTC Verification
Supports and LTG

Agenda

v A4

{ Transitions Progress Report ]

A
Weekly I

Stafling Call

AbbreviationsEOCepisode of care; LCTC, local community transitmordinator; LTG, lonterm goal; PCP, primary care provider.

aTentative model describing the enhanced discharge and rural transition process. The shaded boxes at the top of therigerd thp standard practice.

The open boxes at the bottom repregahe 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 EFFECTIVENES®FRANLENHANCED
DISCHARGE PLANNING AND RURAL TRANSITION MODEL

Backgound
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)
testthe NB ANI YQa STFFSOGADSYySaa Ay A Yvdupitdizagors. KSI| f (-

Methods

Study Overview

In phase 2, we developed a procedures manual for providing enhanced discharge
planning and rural transition services based on the design createldagse 1 (the experimental
condition; see Appendi®). Weused theprocedures manual ttrain 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 guidegithese 6 hypotheses:

1. Patients in the experimental condition wi#port 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 dft@n patients in the
baseline condition.

3. Patients in the experinmgal condition will see a PCP sooner and more often than
patients in the baseline condition.

4. Patients in the experimental condition will report highsgrores on the 1:2em Short
Form HealthSurvey (SE2)than patients inthe baseline condition.

5. Patientsin the experimental condition will have a higher rating on tlaeeCTransitiors
Measure (CTMB) than patients in the baseline condition.

6. Patients in the experimental condition will reporigherscores on thdrural Transition
Measure (RTM4) thanpatients inthe baseline condition.

35



Two new functional roles were added to implement the enhanced discharge planning
and rural transition support services. RRH research staff (a nurse and answ&ial) were paid
by the grant to serve as RTCs. Existing stafti(S8es and a social worker) of 3 CAHs served as
LCTCs. The fourth CAH hired a new staff member (counseling psychologist)-aisa ildITC.
Specific responsibilities and functions for bgtositions are detailed throughout the
procedures manual. The hpisalsreceived compensatiofrom the PCORI contract for their

collaboration (eg, Appendix Chapter 5).

Study Design

We used a quasixperimental timeseries design to evaluate tiprogram This design
involved starting enrolled patients from eachtbg 4 counties in a baseline condition in which
they received usual discharge servi@easeline A Then, once a stable rate of enrollment had
been reached, the introduction of the p&rimental procedures was staggered across patients
from each county ovetime. Patients enrolled in thisxperimentalcondition received the
standard discharge services plus the enhanced discharge planning and rural transition supports.
That is, all patiets from one county were enrolled into the intervention while those frira
other counties remained in baseline. Later, patients from a second and third county were
added to theexperimentalcondition while those from the remaining county remained in
basdine, and so on. Finally, a return to baseline condi(imamseline Bwas 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 istalarly helpful in protecting against
threats posed by seasonal vailas. Table 5 presents a Gatype chart for the design as

originally planned.
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Table 5. Chart of Quasixperimental Design

g:i;y and 1 2 3 4 5 6 7 8 9 10 1 12
Beaverthead | © X0 X0 X0 X0 X0 X0 0 0 0 0 0
Lake 0] (0] X0 X0 X0 X0 X0 XO 0] 4] 0] 4]
Powell 0] (0] (0] X0 X0 X0 X0 X0 X0 (0] (0] (0]
Sanders 0] 0] 0] 0] X0 X0 X0 X0 X0 X0 0] 0]

O =baselinecondition
XO =experimentalobservation

Paticipants

All patients from the 4 selected counties admitted to the R&Hreatment 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 hdkeealso included patients
discharged to a swing bed arrangementinthi¢i2 YS O2dzydéQa /! 1 o6SOF dza S
service for the transition home. Researchers excluded patiétit®y were younger than 18
years or older than 75 years of age, were @nisrs of the state correctional facility in Powell
County, came from awere being discharged to a nursing home or other loergn care facility,
were admitted with a primary diagnosis of a psychiatric impairment or substance abuse, were
actively dying, opresented cognitive impairments that would significantly limit theidigbto

consent or to complete the measurement instruments (Flekaicaid reading level = 7.5).

Enrollmentin orderto identify eligible patientsan RTGevieweda daily report of
patients admittedto the RRH. Based on the review, the RTC develofistic 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 inclosi criteria to recruit into the study. Next, the RTC
visitedS | OK LI G A Sy lifthe stNdy,2oYdeniifg ang dfldifiorial factors that might
SEOf dzRS GKS LI GASyGZ FyR G2 RSGSNNAYS | LI GAS
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inclusian criteria and expressed interest, the RTC reviewed the informed consent material and

enrolled the patient.

Intervention and Comparison Controls

Theestablished discharge planning procedures and practtéise RRHserved as the
standard comparator. From KS LI 0 ASy 1 Qa LISNELISOUADSS (GKA& Ay
verification of financiaineans, discharge planning, and patient instructions. Six discharge
planners (DPs) served patients in the RRH. When a DP initiated work with a patient, they
reviewedtlS LI GASYy (G Q& FAES G2 RSUOSNNYAYS 6KIFG GNBI G
examined anyistory that might be relevant to recovery. Next, the DP either visited the patient
Ay (GKS K2aLWAGFE NRB2Y 2N O2y RdzO0G SR nlThiNB O2 NRa N
included determining if the patient had a place to go after treatment (eg, hanelter, etc)
and if they had someone to provide transportation there when discharged. Depending on the
LI GASYyGQa aArdGdzZ A2y > (KS §siciany, hulisksior @encarelzt G ¢ A
providers, and they might work to arrange transportatimntemporary shelter. The DP entered
FAYRAY3Ia YR OGA2ya Ayldz2z GKS LI GASydQa St SO
information in Epic to prepare aafter-visit summary (AVS) for the patient that included a
RS&ONX LI A 2y reafment, K 1Bt ofdredicat®nys ér@ instrictions for their use, and
patient educational materials about treatment and sedfre.Patients were given thAVS when

they left the hospital. All patients enrolled in the study received these standard services.
Enhanceddischargeplanning andural transitionsupports 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 geracti

1. Aresource bank for each rural community
2. A Rural Transition Needs Assessment lirtkechtegories of the resource banks

3. APTA
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4. An EOC in Epto support patient transition

5. A patientcentered communication procedure between RRH staff and LCTCs
6. A dischage orders verification procedure

7. A transition planning protocol

8. Transition followup procedures

9. A longterm goal assessment process linked to community resources

10./ 2 YYdzy AOIF A2y LINPOSRdzNBa G2 FfSNI GKS LI GA
transition home

11. A coordination mechanism between LCTCs at the CAHs and the RTCs at the RRH to
facilitate teamwork

Procedurallythe RTC at the RRIded a tablet computer to conduct a Rural Transition
bSSRa ! 34aSaavyYSyid ¢AGK | drskdsvieR yinked toseivBeshildi A Sy (i Q
supports listed in a community resource bank. Together,thes¢ ®R | LJ G A Sy 4 Qa G NJ
agenda. The RTC posted the transition agenda in an EOC tab in Epic. The RTC then notified the
[/ ¢/ Ay GKS LI Gtydhaf thedRRH Kaal Xofitt€d 2nd Wakzyfdating a patient
from their community. The LCTC reviewed tNety & A G A2y | 3SYy Rl | YR LINB LI
return to the community. Once home, the LCTC contacted the patient to check on their status
andtoworkwiKk G KS LI GASyd G2 RSOSt2L) I yR SESOdzi S |

was reported in Eigand during weekly teleconferences between the RTCs and LCTCs.

Ruralcommunityresourcebanks Connecting a patient to local resources that can
help addess needs may facilitate a smooth transition from an RRH back home to a small town
or rural communiy. We developed community resource banks for each participating
community that was linked to the Rural Transition Needs Assessment. Apfehstx resouce
banks with the services available in each community involved in this study, as well as a manual
describing how to developesource bank$or other communitiesthe process of elveloping

the resource banks is describedtdtp://scholarworks.umt.edu/ruralinst health wellness/45/

Figure 5 shows the distribution of resources available across all 4 participating communities.
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Figure 5Number oftransition resources (N = 34 By categoryacross 4counties
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Ruraltransitionneedsassessment angatienttransitionagenda To become
FIEYAEALFNI gAGK (GKS LI A Sy ( Qkie RECirévidaed the2Eyic 0 ST 2 NB
medical record for patienta&’ho metinclusion criteria. Once a patient was enrolled in the study,
the RTC worked witthem (and caregivers as deemed appropriatethg patient) to complete
a structured Rural Transition Needs Assessment wsiaglet to rae it K S LJlcdnfidSngel Q &
in their ability to meet each of 18 transition needs (eg, housing, groceries and meals,
medications, etc). The RTC read an item froratdett computer screen and asked the patient to
rate it according to their confidenceinméety 3 G KSANJ ySSR® ¢KSYy (GKS w¢
rating by checking the relevant box. These ratings were stored electronically in the tablet. The
assessment wastructured to provide brief educational information about the need and asked
the patienttoNJ 6§ S GKSANJ O2y FARSYOS Ay YSSiAy3a SIOK y!
Gné OBSNE O2yFARSY(GO® ! LI GASYyld Ozadnledlf a2 NI

2 such items.

Figure 6.Sample ofitems from the Rural Transition Needsssessmat andrating scale

Not Confident Very Confident  NA
A safe and comfortable place to live
contributes to your healing and recovery.
H fident that h f
ow confident are you that you have a safe 0 1 5 3 4 o

and comfortable place to live when you leave
the hospital?

You should eat a healthy diet to provide the

nutrients your body needs to heal. You may

need someone to help you get groceries or

prepare meals for a while. How confident are 0 1 2 3 4 i
you that you have someone you can count on

to help you get groceries and prepare meals

when you get home?
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LGSYa NIYGSR aGuée 2NIf26SNI o6& GKS LI GASyd ¢S
NI SR Fy AGSY & aué 2NJ2d2 giSSNKE  (GYKSS Fw @0/A (g 2YRENS
we/ ¢g2dzf R GKSY NBO2NR itiokdbinfadhatioh Bnfrangition dugpart.J2 y a4 S a
If a patient rated an item as 3 or higher (or NA), but that rating seemed incongruent with
information learned from thdile review or discussion with the patient, the RTC would ask,
G/ Ly @2dz GSf 26y 2v02 NG\ {10 2RSS K G KIF 0 ySSRKé ¢ KA A
change in rating. Again, these explanatory responses were recorded as additional information.

LCTCs usdtis additional information in preparing the transition plan.

¢ KS LI GA Syl QaverSlyike@tdadatdbasg & fesoerogise local
community resource banlknown to provide services and supports that addressed the need in
0KS LI A Siyismarih nadiydagt & &f the top 6 needs had resources in the bottom
half of the distribdion of available resource3.ogether, the needs and linked services created a

PTA. Figure 7 shows a sample PTA.
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Figure 7.Screenshot of apatient transition agenda®

Patient Transition Agenda

1. Performing Daily Chores

Additional Patient Info: Patient is ready to take things slow and is strategizing how to do daily chores
like taking out the trash (making sure it's not too heavy), etc.

Resources Available:

Lake County Council on Aging 406.676.2367 528 Main St. SW, Ronan

2. Care of Dependentsl

Additional Patient Info: Patient cares for her daughter who has a disability. Currently a friend is caring
for daughter while she is in the hospital. A co-worker has also helped at times. Patient is concerned
that this help will not continue once she discharges from the hospital and returns home.

Resources Available:

Mountain View Care Center 406.676.5510 829 Main St SW, Ronan

3. Medical Contacts for Complications

Additional Patient Info: Patient plans to go to walk in clinic as needed as it’s the closest to her home (4
blocks away).

Resources Available:

Providence St. Joseph Medical Center, Ronan Clinic 406.883.5680 Six 13th Ave E, Polson

St. Luke’s Community Healthcare 406.675.4441 107 6th Ave SW
CSKT DHRD 406.675.2700
Providence St. Joseph Medical Center 406.676.5680 63351 US-93, Ronan

Serviced A 80 SR I NB F @ Af | 0t &ddoyld bé us&l tolattidieds Bachiidedtified ReduSniite 6 y
areas of medication, home modifications, and rehabilitation services.

Electroniepisode otare. The RTC posted the PTA in an EX@EAppendixF) inthe
LI GASYyGQa St SOGNRyYyADA IY SREaERS @raaiNaBglpRad®e LGTe G A T A SR
serving the county to which the patient was scheduled to return that a patient was being
treated at the RRH, and provided an estimated dateistlthrge. This early involvement
allowed LCTEXi 2 NBGOASg | LI GASYGQa G NE aaiMibeyfdscurcash a1 F
to meet those needs while the patient was still in the hospital. In addition, the LCTC reviewed
0§KS LI A Sy i 0prepared{a Discifarge Qidets Veériffcation Checklist that listed
2NRSNAR | YR NFBO2 YYSy Rtouekyathdme feg, Medicdidhs, blygemh Sy G Q&

orders, etc).
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Verifyingdischargeorders andscheduling dransitionconferenceOnce
discharged home do aswingbed placement, the LCTC contacted the patient to check on their
status and to schedule a patienttnsition conference (TC). The LCTC used the brief Discharge
Orders Verification Checklist (see Apperfgixo review the status of each dischargeler 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 ob&tach securing the services. If no
immediate gaps were identified, the LCTC scheduled a TC with the patedCTG@hen
Y2UAFTASR GKS LI GASYydQa t/t GKFd 2yS 2F GKSANI
in the enhanced discharge and rurednsition study, and provided directions for locating the

LI GASYGQa 9h/ Ay 9LAOO®

PatienttransitionconferenceThe patient TC involved the LCTC meeting with the
patient in their home to review the PTA and develop a transition plan. Although the preferred
aStGiAy3a F2NJIGKS ¢/ gla GKS LI GASYy(diQa K2YS: 6K
evenoverthdJK2y S® aSSGAy3a G GKS LI GASyviedddask2YS 41 ;
helping the LCTRetter understand a patient and/as believedo lead to recognition of
previously unidentified needdt was alswiewedas helping the LCTC judge what types of
sdzlJLI2 NJia 6SNB Yzad ftA1Stfe G2 FAG GKS LI GASYdQa

patient and caregivers.

Patientcenteredtransiion plan andsupports During the TC, the LCTC reviewed
the PTA with the patient. The LCTC confirmed the ifiedtneeds, dropped ones the patient
FStG y2 t2y3ISNI LW ASRE IYyR RRSR lyeé GKFG KI
returning home. Togier, the patientand the LCTAE GA Sg SR G KS LI dASy (i Qa L
(eg, family, friends, etc) and servicavailable locally to address the needs, considered their
utility and acceptability for the patient, and developed a plan for securing needaubsts. The
steps were recorded in a transition plan forse€AppendixF) 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 extenslipport for up to 90 days. During that time, the LCTC completed the
FANBSR dzLll2y &aiGSLlA FyR Y2yA(d2NBR éckvés. Rrdgréss Sy (i Qa
gl & NBO2NRSR Ay (KS LI GASydQa 9h/ & ! FieSNJ on R
LI GASYGo LT GKS LI GASyYyd | 3 NBS goals, anf 8getherthedy RA & O
identified other community supports that thgatient might find useful in achieving any related
objectives. The LCTC prepared a case summary letter thagemaso the patient, posted in the
9h/ X FTYR aSyd G2 GKS LI GASydQa t/t o

Instructionaimanual,orientation, andraining Researchers developed a

proceduresmanual using a behavioral instructional forfiatAppendixF). This involved
conducting a detailedask analysis to specify the major jobs and tasks required to implement
and maintain the experimental procedures. Each job was further analysedsrcomponent
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 stepe Appendi¥ and

http://scholarworks.umt.edu/rualinst health wellness/44/

Staff serving as RTCs and LCTCs read the manual and participated-ioreyday
orientation and training sessiont&rdA S¢ | YR RAa0dzaa GKS LINE OSRdzNE
information technology staff trained all staff in thise of Epiand the newly created EOC
component. Finally, the RTCs and LCTCs patrticipated in weekly teleconferences during which

they discussedd S LINR ANJF YQa AYLIX SYSyidlGdAaz2y o

Study Outcomes and Measures

The primary outcome for this study was patieeported medical service utilization (ie,
hospital readmissions and ED visits). Secondary measures included patient reports of the
quality of discharg@lanning, perspectives on the delivery of rural transition services, and

health status. Tertiary outcomes inded measures of patient capacity for sedre and risk for
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hospital readmission. Finally, RTCs and sCTELIG y 2 i Sa RSO mdtidgnadl S OK L

progress.

Medicalserviceutilization 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®@dhey hadbeen to see their PCP or family
physician (2) the number of times they had gone to the ED of any hospitatéatment; (3)
the number of times they had been admitted (hospitalized at least overnight) to SPH in
Missoula, Montanaand (4) the number ofitnes they had been admitted (hospitalized at least

overnight) to any other hospital.

Dischargeguality. Weused the CTM to measure the quality of discharge planning.
TheCTM A& | &GFYRINRATI SR [jdzSadGdA2yyl ANBioni2 YSI &
of hospital discharge servicésPatients rate whether they strongly agree, agree, disagree, or
strong @ RAA&F3ANBS GAGK o AGSYa o6al 2aLlImaidlrt adal ¥+
ARSI 6KIFIG L ¢6la NBalLRyaRhyRSaF204 GiyKiSe Ldzfy BF NE& il ;
F2NJ GF1Ay3 SIFEOK 2F Y@ YSRAOLI dtappligadlétotiheir ¢ KS& YI &

situation. Higher scores reflect better discharge care.

TransitionservicesAs discussed in phase 1, we did not find an imsgnt for
assessing the services provided to facilitate the transifiiom discharge tdhome. Accordingly,
we developedhe RTMM N Z o6l &SR 2y GKS g2NJ] Ay LKIFasS wmx (:
the delivery of transition services after discharge framegional hospital to a small town or
rural community3® AppendixH presents a sample of this instrumeftatients responded by
indicating whether they strongly disagree, disagree, agree, or strongly agree with each of the 14
items. Patients may also iradite whether an item is not applicable to their situation. Higher

scores reflect more transition servicesopided.

Healthstatus. To measure health outcongwe used the SE2,34a 12item

standardized questionnaire that measures functional and emotibealth. Patients rate each
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item on an ordinal scale. Data are analyzed using a proprietary algorithnanghesis creates
an overall health score and subscores that reflect functional health and mental health. Higher

scores reflect a better health status

TertiarymeasureswWe used the PAMO to assess patient capacity for sedfre after
discharge. Patients indicate whether they strongly agree, agree, disagree, or strongly disagree
gAUK SIFOK 2F wmn adlradSySyida a&adzQkrson@hbisa2 KSy | f
NBalLlRyairoftS F2NI YIyYyIlI3IAy3a Yeé KShatériagaciy oysBA A2y d

care.

The LACE+ is a compilation of medical and treatment factors (eg, chronic conditions,
LINBGA2dza K2aLWAGFf AT I A dicAlaezordRIGiNGtH@iBHRspilald®ion | LI

that is used to assess risk for rehospitaliza®

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, 2Cdrkd November 30, 2016. The primary
focus of the study was on medical service utilizatioming the first 30 days following
discharge. Nonetheless, because few studies have reported ldagaroutcomes, we also

asked patients to report on their experiersat 60 and 90 days postdischarge.

Data Collection and Sources
First, at enrollmentye askedpatients for selected demographic informaticandthey
completed the PAMLO measure. Additional demographic information was collected from

electronic medical reords. In addition, we collected the LACE+ score from the medical record.

Second, resaahers 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 afte

they were discharged from the RRH. The packages includedT (in the first packeonly
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because it focused solely on dischardbg SF12 (in all packetsthe RTM14 (in all but the first
packet because it focused on services received after rgigrhome) and the 4 medical service
utilization questions (in all packet#®)ppendixH presents a sample of this instrument. RTCs
gave patients the 3and 7day evaluatiorpacketsin the RRH to complete at home. The
research staff sequentially mailed tihemainder of the evaluatiopacketsto patients 3 days
before the end of each measuremigperiod. Each evaluatiopacketincluded an instrument

and a seladdressed stamped envelope for returning a completed questionnaire. In addition,

the first 6 instrumats included a $10 honorarium; the last packet included a $40 honorarium.

Analytical ad Statistical Approaches

In planning the study, we determined that the RRa&dldischarged an average of 803
patients to the 4 counties each year over the previous 3yeé&/e found that 60 respondents
g2dzZZ R F OKASGS | noyn &adrh simpktidest.We et d dcmiBnedt g A (§ K b
target of 145 participants (50 each from Lake and Sanders counties, 30 from Powell County, and

15 from Beaverhead County).

Reponses from the evaluatiopacketswere entered into a Microsoft Excel
spreadsheet. A snd observer verified entries by independently entering all data and
O2YLI NAy3d SyiNrSa o6/ 2KSy ¢ I odhpytod 28 |ylfel
assessé 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 Venf€h&oklist. Third,
we gave a set of hypotheses that guided our work to an independatistician. He converted
GKS 9EOSt &LINBIFRaAaKSSO G2 awé F2NI Fyltearaod IS
variance, and tests to examine the hypotheseaddressing primary and secondary outcome

measures. We report measures of effect, stardlerror, 95%CIs andPvalues, as appropriate.

Responsestothe SIRand PAMiAn ¢ SNB 'yl f &l SR dzaAy3a GKS Ol

algorithms.
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Changes to the Origin&tudy Protocol

We had originally proposed to involve the center for independent livergisg 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 sulstg the provision of those

supports by the CAHSs.

Results

Figure 8 presents a patieflow diagram for this study. The RTCs screened 751 patients
from the 4 counties. Of those, 5Patients(76%)were excluded as ineligible based on
exclusion criteria54 (30%) who met the inclusion criteria declined to participate in the study,
and 127 (70%) enrolled in the study.

Figure 8 Patientflow diagram of the Montana ROADMAP Study

Patients from Four
Rural Counties
MN=751
L (N=75Y)
¥
-
Ineligible
(n=570)
e l .y
-
Declined
(n=54)
A o
¥
' ™y
Enrolled
(n=127)
A A
l L 4 1
Baseline & Intervention Baseline B
(n=63) (n=750) (n=14)
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Table 6 presents the number of patients excluded by criterion. Patients asthhitt
observation only were not includeédge accounted for 42% phtients excludedrom

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 (egsame-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, lefthospital before cantact) 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 A | Intervention Baseline B Total

Enrolment status

Enrolled 63 50 14 127

Completed 62 47 13 122

Lost to followup 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, Al&san 5 6 2 13

Asian 0 0 0 0

Native Hawaiian or Pacific

Islander

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
bBaselineB is a period of observation after the intervention had been discontinued.
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Table 8 presnts the response rate to the measurement instruments across the 7 time
points. The 127 patients who participated were given or mailed 7 evalupticketseach, a

total of 889 evaluatiopackets Patients returned 779 (87.6%) questionnaires with data.

Talde 8.Response Rate to Measurement Instruments

Time since
discharge, Enrolled and
days expected Received Percentage
3 127 117 921
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 groupuld providethe best insight into the data.
Accordingly, we organized our data into 2 groups for analysis: baseline aneemmtien 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 LACiBdéex), and inpatient capaty for selfmanagement (using the
PAM10). Table 9 compares the sex, age, LACE+, andlBAkbres for eligible patients who
declined with those who enrolled by experimental condition. Usih¢eat to evaluate the
similarity between patients in the baseé and intervention groug we found that the LACE+
scoreswere possibhhigher for those in the intervention group’ b MdpH T {95 o dPp T
0.2414.48;P= .058) and that patients in the intervention group scored higher on the-BAM
than those in bhe baseline groupt’ Lo ®ocT {9 nNndTAP=@FYH. /LI bLwmnod
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Accordingly, subsequent analyses controlled for those variables to account for differences in

the baseline andhterventiongroups.

Table 9. Eligible Patients Who Declined and &led by Sex and Age

Declined BaselineA Intervention BaselineB
n=>54 n =63 n=50 n=14

Male Female Male Female Male Female Male Female

No. 41 13 35 28 29 21 8 6
Average age, 63 59 60 59 63 63 65 57
years

LACE+ score - - 41.0 46.5 52.8 45.4 43.9 33.5
PAM10 - - .81 .82 .85 .90 .76 91

Abbreviations: LAGELength of stayn hospital Acuity of admissiorComorbidity and Emergency department
utilizationin the 6 manths before admissionlPAM10, PatientActivation Measure.

RuraltransitionneedsassessmenOverall, 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 adddiameed during the T€nducted 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 thdgntified. Figure 9 gesents the distribution of needs

identified by patients while they were in the hospital before discharge and at the TC
postdischargeData show that patients, on average, identified 2.9 needs: 1.8 before discharge
and 1.1postdischage. An initial analysi suggests no correlation between LACE+ scores and the
number of needs identified. There is, however, a modest negative correlation between the

LJ- G A S y-i0xéores dncithe number of needs identified during the Rural TransitiodsNee
Assessmentr(C  B3¢Px .001) and the number of needs identified during their transition at
home¢l' LAPTHAT AHODP C2NJ 6020GK NBflI A2y arelLlas | a

number of needs they identified decreake
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Figure 9 Number ofpatients reporting needs byneed category?
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aEachof the 18 categories before discharge is listed. The needs are dropped and added at the transition
conference.
Dischargerdersverification Table 10 presents the results from the application of
the Discharge Orders Vadation Checklist. Overall, weudnd 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 10Discharge 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 oPrimary 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 EDitgisnd 56 hospél readmissions. This meant
that 49 patients (38.6%) reported at ledsvisit to an ED within 90 days after discharge, and 29

patients (22.8%) reported at leasthospital readmission.

Table 11. Number of Emergency Department Visits &ehospitalizatios

Patients with >0  Patients with >0

ED visits, Rehospitalizations, ED visits, rehospitalizations,
n n n (%) n (%)
Baseline 57 37 23 (30) 16 (21)
Intervention 26 19 26 (52) 13 (26)
Total 83 56 49 (39) 29 (23)

Abbreviation: EDemergency 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
postdischargeln this analysis, the Cls includedaeehospitalizations. This may mean there is
no statistically meaningful or statistically significant difference between the grddmpsever, a
logistic regression analysis found no statistically significant difference in the proportion of
patients who reported at leastl 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 ED visit.
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Table 12. Model Coefficients for @atment Group Effects on Hospitalization and ED Visits

Proportion of patients with

Proportion of patients with

Hospital admissions at least 1 readmission ED visits at least 1 ED visit

Days Coefficient Coefficient Coefficient Coefficient

postdischarge (95% CI) Pvalue (95% CI) Pvalue (95% ClI) Pvalue (95% ClI) Pvalue

3 50.98 0.030 50.42 0.279 0.004 0.502 0.17 0.597
ObH®HO OLH®AH obmdpc ObmM®PHC

7 £0.91 0.025 £0.56 0.211 £0.32 0.286 £0.01 0.496
ObH®AM) ObHO®MRN 0 b mtd0. 1D ObMOHT

14 £0.74 0.037 50.13 0.424 50.19 0.347 0.09 0.558
obmodcT Obmdpn ObMOHRN ObmMdmn

21 £0.92 0.011 50.55 0.191 50.29 0.250 £0.04 0.472
Obmodyp 0 b m ©EY) Obmodmp obmodny

30 50.62 0.050 50.03 0.478 50.32 0.220 £0.05 0.462
obmodnp ObM®HH ObM®OH M obmdn g

60 £0.57 0.055 0.07 0.452 £0.48 0.116 £0.14 0.394
ObmM®dop ObM®HDPp obmM®dop 0 b M ® mM8P)

90 50.38 0.137 0.17 0.381 50.43 0.126 50.18 0.368
ObmM®dmM~n obnodgpT Ob M®HH ObM®PH O

Abbreviation: ED, emergency department.
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Evaluation oSecondary Outcomes

We also evaluated secondary outcomes that we sasoasributing to the primary

outcomes

Primarycare providervisits We hypothesized that patients in the experimental
condition would see a PCP sooner and more often over the first 30pdesydischargehan
patients in the baseline condition. Table 12wals the number of PCP visits and the proportion
of patients with atéast1 PCP visit over the 90 dagsstdischarge for those patients oth the
baseline and experimental conditisrWe found no statistically significant differences.
However, Table 14hews strong correlations with other predictors in a post hoc exanmmat
using a Poisson regression, after adjusting for a priori differences inHlaf@EAM10 scores.
This suggests that, for example, the number of people in a household and the LAG@Earesco

positively associated with PCP visits.

Table 13Number of P@ Visits and Patients with at LeastPCP VisiwVithin 90 Days
Postdischarge

Patients with >0 PCP

PCP visits, n (%) visits, n (%)
Baseline 211 (62) 60 (63)
Intervention 128 (38) 36 (37
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Table 14. Model Coefficientand P Values of Predictors of Total PCP Visits

Days Treatment Sex Age No. inhousehold LACE+
post- group
discharge
P P P P Coef. 05% P
Coef. 5% CI) value Coef. 05% CI) value Coef. 5% CI) value Coef. 5% CI) value a) value
3 ¢0.962 0.207 0.713 0.340 0.026 0.462 0.414 0.128 0.040 0.027
(¢2.884 to (¢0.730 to (¢0.040 to (¢0.134 to (0.004
0.499) 2.390) 0.106) 0.901) 0.082)
7 ¢0.098 0.756 0.251 0.434 0.013 0.427 0.149 0.245 0.021 0.008
(c0.726 to (¢0.374 to (¢0.018 to (¢0.110to (0.006
0.516) 0.901) 0.047 0.375) 0.037)
14 0.043 0.839 0.240 0.269 0.024 0.043 0.279 0.006 0.016 0.005
(c0.377 to (c0.184 to (0.0010.0.049) (0.0810.474) (0.005
0.461) 0.674) 0.027)
21 ¢0.095 0.626 0.329 0.093 0.014 0.189 0.219 0.016 0.015 0.004
(c0.481 to (¢0.054 to (c0.006 to (0.0410.392) (0.005
0.287) 0.723) 0.035) 0.025)
30 ¢0.312 0.095 0.270 0.133 0.003 0.749 0.184 0.032 0.013 0.004
(c0.686 to (c0.081 to (c0.015to (0.0160.346) (0.004
0.054) 0.631) 0.022) 0.022)
60 ¢0.471 0.004 0.256 0.095 ¢0.003 0.690 0.155 0.037 0.012 0.002
(¢0.800 tog (c0.044 to (¢0.020 to (0.0090.295) (0.005
0.153) 0.561) 0.014) 0.020)
90 ¢0.264 0.066 0.414 0.004 0.015 0.072 0.231 0.002 0.013 0.001
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Days Treatment Sex Age No. inhousehold LACE+

post- group
discharge
P P P P  Coef. 5% P
Coef. 5% CI) value Coef. 5% CI) value Coef. 5% CI) value Coef. 5% CI) value Q) value
(c0.551 to (0.1270.709) (c0.001 to (0.0870.373) (0.005
0.017) 0.033) 0.020)

Abbreviation: LACE Length of stayn hospital Acuity of admissiorComorbidity and Emergency departmeatilizationin the 6 maths beforeadmission
Coef, model coefficient.
aCounty was notricluded in this model due to instability.
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Functional anagnentalhealth. We hypothesized that functional and emotional
health scores on the SE2 would differ between the baseline and experimental conditions.
Specifically, we anticipated that the experimal condition would have higher scores than the
baseline condition whenssessing the subscores or using a total 86core. Our analysis
showed, however, that there do not appear to be any systematic differences in either th2 SF

functional or mentahealth scores between the baseline and intervention groups.

A repeated masures model was used to investigate whether any differences existed,
after adjusting for other variables (sex, age, county, income, IHS utilization, LACE+, ah@ PAM
scores). We fond no significant effects of treatment conditioR£.371), sexH=.690), county
(P=.385), incomeR =.549), LACE+ scoe%.130), or PAMIO scoreP=®dT pT 0O 2y GKS LI
SF12 functional health score. There was a marginal effect of the nurobpeeople in the
LI 6ASyiQa K2dzaSK2f RZI ¢ K $ Ndbsetiol coN&Spoddé&dio Iowgr-SE KS Y
12 functional health score®E.097). There were overwhelming effects of time orRl@Fscores
with the scores increasing steadily over thedy period P< 1319 from a median of 35.02 on
day 3 to 40.63 on day 9Uhere was also a very strong effect of age oi1&EBEcore P=.00003),
where an increase of 10 years in age corresponded to a decrease in the mgars&ite by

1.90 points.

Characteristics a@nhanceddischargeolanning The CTM3 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 serices would have a higher rating on the GBNhan patiens in the baseline
condition. Using a logistic regression model, we found that padi€®t M3 scores were a
significant predictor of whether or not they had either an ED visit or hospitalizéESi (n ®n c o T
SE2.0388;95% CIt y dt@bon ®R=H0I87).

Patient income was also significantly related to medical utilizat8y(671; SE, 0.347;
0.0271.415;P=.0410), where higher income levels corresponded to a higher probability of

having at leat one of either type of visit. This means that thdds 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, CBMores were modeled using treatment group, sex, age,
county, IHS utilization, income, LACE+, and AAMcores as predictors. Only a§&0.0055;
SE0.0027;95% CI10.000:0.0109;P=.047) and incomeHS0.080;SEN.016;95% CI0.048
0.113;P<.001)6 SNBE LINBERA Ol A @BSscoredThelsifed of | VRSB G/ama Ay 02 YS
CTM3 scores was further examined. Figure 10 shows that as&3ddres increaskfrom

approximately 0.5 to 1.0, income increasdeom <$10 000 ta>$80 000 per year.

Figure 10Rdationship between CTM3 scoreandincome?

Means and 95% Confidence Intervals of CTM3 Scores
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Abbrevation: CTM3, Care Transition Measure.
@Data depicted with means arzh% Cldy income.

Characteristics afuraltransitionsupports The RTML4 score indicated the

number of transition services providede used &-samplet test and Wilcoxon rank sum test
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to compare RTM.4 scores between baseline argperimentalcondition groups. No significant
RATFSNBYOSa 6SNB TF2dzy R 0 SilesBdeg. AP@nidk adsdsdngmi 2 Y
using logistic mdels indicated RTM4 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 0.1ruRit$#14 score.
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DISCOSSION

Brief Synopsis

We conducted a patieatenteredstudytoF & OSNIi F Ay NHzNJ € LI GASyGac
the discharge process, and to design and test a contextually appropriate enhanced discharge
planning and rural transition gyport program. In phas 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 problétestified in the existing system. In
phase 2we developed a detaitkoperations 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 locaidaio The local
provider reviewed discharge orders with the patient and worked \hitin or herto develop and

implement a transition plan.

In evaluating the efficacy of the enhanced discharge and rural transition support model,
we found that patients irthe interventiongroupreported fewer rehospitalizations than those in
the baseline group over the first 30 dgysstdischarge. This suggests that the enhanced
discharge and rural transition support program was effective in its goal of reducidgy30
rehospitalizations. Howewewe did not find any statistically significant difference in the
proportion of patients reportind. or more rehospitalizations. These latter findings reduce the
confidence in the breadth and effectiveness of the intervention. Algtoanly some findings
showed statistical significance, most other correlations were in the right diredtian is,
participants in thanterventiongroup tended to have fewer visits to any hospital or BI2.are
grateful to a PCORI reviewer for this ob&#ion. In additiona 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 outcomesincluding the quality of discharge planning, the number of rural

transition services received, and health outcome. We used the-8Tdvassess the quality of
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discharge planning. Using a logistic regression model, we found that3Gtbtes were a

signifiant predictor of whether or nopatientshad either an ED visit or were rehospitalized.

We developed the RTHl4 to assess the number of transition services provided. A 2
samplet test and Wilcoxon rank sum test were used to compar&iR4 scores between
baseline and intervention groups. No significant differences were found between conditions on
LJ- G A S y-fidsseresv & post hoc assessment using logistic models indicated R3ddres
were a significant predictor of whether a patigmad either an ED 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 RFM score. This latter finding lends support to the RiM Q& @I £ A RA

but we did rot perform a formal vhdation of the measure.

Our analysis showed, however, that there do not appear to be any systematic differences
in either the SA.2 functional or mental health scores between the baseline and intervention
groups. Reported functionalind emotional health otcomes, as measured by the-SE, were
similar between the groups. Further,-3% measures improved for all patients across time, as

might be expected.

Context for Study Results

First, studies such as Project RED and current camglioaion practice® 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 suggebtsited or noeffect. Specifically, we found no
differences between patients enrolled in baseline amtgrventiongroups in ratings of discharge
planning quality, number of transition supports reported, or health outcome as measured by the

SF12.

Second both Project RED rearchers and this study found that patients with higher
activation levels had lower rehospitalization rates. These findings lend support for including
LINE OSRdzNBa (2 Ay ONBI &Bandgeneitt ido &nfafide OaspitdBehadyeOA (& F

and rural tansition 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 guidamoeld substitute for

iy ONBF&AYy3 1y26fSRIS yR &1Aff d CdzidNB NB&SI ND

capacity for selinanagement within the brief time available in the context of treatment.

Third, this work adds consideration of patient trarm needs and commuty 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 18tient needs. We founthat 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 andeddib needs during the TC.
Thirty patients (60%) identified at leakheed before discharge, and 25 (50%) identified at least
1 additional need during the TC conductedstdischargeAn initialanalysis suggests no
correlation between LACE+ scores andrhenber of needs identified, suggesting they tap
RATFSNBYG O2yaidaNuHzOGad ¢KSNB Aax K2gSOSNE | Y2
PAM10 scores and the number of needs identifiedidgrthe Rural Transition Needs
Assessment(C b dPx 0QTand the number of needs identified during their transition
home¢l' LAPTH®AIANHOP® C2NJ 020K NBflIGA2y @KELIAS & GF

number of needs they identified decreake

Generalizability of the Findings

These findings are from singlestudy inl rural region, and only a small part of that
region. The patiets are not representative of the large and varied rural population. Moreover,
the communities and hospitals are not representative of the diversity found across rural

Ameria.

There might have been a ceiling effect with some of the secondary measuré4-3T
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 dischéageipg,
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patients rate their experience of discharge planning services as abewatme Althoughthis
may also be true for the RTW, it does not account for the absence of difference in health
outcomes measured by the 8. Alternatively, it may be #t the patient profile was too broad
and risk too low a high risk nght have led b a more noticeable difference. Similarly, the age

range of participants mght have excluded more people of higher risk.

Implementation of Study Results

The procedures follwed are specified to a degree that they could be easily replicated. A
procedures mnual 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. Iftedoa
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 thdiadja to local resources should
be included and its utility explore@efore pursuing disseminationresearchers should

determine if this enhanced discharge model produces consistently improved outcomes.

Subgroup Analyses

No subgroup analyses wecenduced.

Study Limitations

Althoughbroad, the age range was limited to adults no olthean 75 years. This limits
the study. For example, only 25% of patients in phase 1 fell into the first 2IRAddtegories of
having lower levels of problersolving or copig skills. Our assessment of the program was
hampered by the small number of rehasgizations reported by patients. Only 29 patients
across both groups reported 56 rehospitalizations; 16 patients in the baseline condition reported
37 rehospitalizations,ra 13 patients in the experimental condition reported 19
rehospitalizations. Frorane 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 linhieed t
number and status of patients who participated. For example, patients who indhe hospital

for observation were excluded from participating in the intervention. Offering these services to
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all patients regardless of ageight have produced more rehp#alizations among those at
greater risk. However, given that there were no diffieces in ratings of the effectiveness of the
enhanced discharge planning (as measured by the-@)Tamd the rural transition support
services (as measured by the RTH), sich a broader age rangeigit not have made any

difference.

The data evaluating thimpacts of the transitions interventiashould be interpreted
with caution for several reasons. First, they come frbraral region served by RRH. They may
not reflect mral conditions broadly or hospital services provided by other institutions. Secon
the primary measures of hospital utilization are selported by patients and, given the
relatively long time period (90 days), may be inaccurate due to recall erraasr Bhird,
patients discharged over the weekend were not included in the studg;may bias the results
by limiting the number of patients participating. Nonetheless,-sgtforted hospital utilizations
had the advantage of capturing hospitalizationsrare thanl facility. Third, several of the
statistical tests performed involvedultiple 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 theythta structured
patient engagement process, the CRM, in a rural medical sefiilmg.process drove the
development and evaluation of an enhanced discharge planning and rural transition program.
Data suggest the program had modest effects and that teads are in the right direction. The
intervention favorably affected some outcomeeasures 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 wideage range and patients with a higher risk profile.
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APPENDICES

AppendixA. Semistructured Interview Format

Interview Script Checklist:
Location:

1 Introductions- (friend/family member name: )

1 Thanks for agreeing to participate
1 Initial questions about project?

1 We are primarily interested in learning about your reosgdical experiences at
St. Patrick Hospital & bettaunderstanding how you prepared to return home.

1 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/questiofisDiscuss Audia& pictures (if home interview)

Pre Surveys/questionis Assistance completing?

REVIEW HOSPITALIZATION DETAILS:

Planned/unplanneaidmission to St. Patrick Hospital (circle one)

Hospitalizedfor what health condition?

# of Days Hospidlized:

Clarify we are interested 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?

1 How we hope this interview willvork is that initially theparticipant will answer
each questioto 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

| am going to ask you a lot of questions today about your experiences both in and
out of the hospital, and | thought we might start by having you spend 5 or 10
minutes just telling us aboybur general experience of preparing to go to the
hospital, beig 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 ma routine day? (e.g., work,
responsibilities and sociahctivities)

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

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

Ifplanned what ot her hospitals did you coc¢
Could you have gone tol?2the

I Do you have any concer n®meddwo?(eg., get t i
confidentiality, quality of care, etc.)

** |f unplanned admission, skip to #5.

4. If going to Missoula was part of a planned treatment, did your doctor or
someone in their offce talk with you about what to expect after your
hospitalization?
I Did they help you plan for returning
I Yesl No

I 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 wee in the hospital?

I How helpful was this support?

I Danybne travel to Missoula to be with you or stay with you in the
hospital?

I Would more or |less social support

6. We know that it is important for patients to have trustingagonships with
their medical providersDuring 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?
I Di d yeaaugh tireewith 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?

I Who, if anyone, t al keeakling@motionallydu ab

-_

Overall, how weuletthe loospitai7re el i ng when
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Preparing to Return Home

9. How did the hospital staff help you prepare to go home?

I Who assessed your needs and talked
you wouldneed when you returned home?

—

Di d you ghangesinyoor hama o assist your recovery?
(ramps, railings, medical beds, remove rugs, etc.)

I How were you & your family/friends

-_

Did you or aadwaate fer yeulinoreer to ggvudhet o
help you neded?

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, follew
up appointments, length of recovery)

-_

Di d weWritten ancide Oral instructions?

I If yes towritten, did you read the information you were given?

-_

How did the information you receiyv

11 What were you told to do if you experienced problems once you returned
home?

Wsigns or symptoms were you told to watch ouPfor ( Wh at 0 s

5 <

ormal / whatoés not)

I Were the instructions clear about
I Who were you instructed to contact
them?

I

Wer e t heswittendown?r ucti ons
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12 What was your plan for managing you daily activities like shopping for
groceries, preparing meals, taking care of animals/pets once you returned
home?

I What, if any, responsibilities did
going back tavork, school, caring for others, preppimgals, etc.)

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

14 After you left the hospital, did your recovery go as yowexpected?
I Were there any unexpected challenge:

I Did a healthcare provider contact y«
were doing?

I Wh at -uf servidesodid you receive?
Primary care
Pharmacist assistance
Physcal therapy
In-home care
Meals on wheels/meal prep assistance
Counselor
House keeping

15What was your experience like followingup with your doctor or other local
medical providers like a physical therapist, counselor, or pharmacist once
you returned home?

I Wer e t hemwiees that didmat wodk ost2e(What happened?)

—_

Did you experience any difficulties
correctly once you returned home?

I Were there other services tmhedt you ¢
for?

I Di d eamutroudbla with transportation or getting to your appointments?

16 How did family, neighbors, and/or friends help you after you returned
home?
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17.Did you have to go back to the hospital for any reason?
I I'f so, why?

18.Since your lasthospital stay, whatother health conditions have you
experienced?(e.g., increased pain, decreased ability to get around, weight
gain, anxiety or depression)

[ What are you currently doing to impt
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 cauld have beendone differently to make
your recovery process easier?
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Additional Questions

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

22 Any additional questions for us?
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Appendix B. Patient Concerns Menu

COMMUNITY HEALTH AND RURAL MEDICINE (CHARM)
PATIENT CONCERNS MENU

The purpose of the study is to improve medical outcomes and to reduce the need for
returning to the hospital becaysa&tients encounter problems that could have been
prevented. In particular, this study focuses on the issues faced by those who live a
signficant distance from a Regional Referral Hospital (e.g. St. Patrick) and go

home after treatment there.

The itemdbelow are statements about life in small towns and issues related to
getting medical treatment there and at a regional referral hogpitabsSt. Patrick
Hospital in Missoula. The items are organized around stages of health and medical
care.

Functions over ti meé

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 gay.

4. There are plenty of recreational opportunities in your community and
surroundng 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. Peoplemn 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.
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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 yar 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,roneighbors nearby that you can call on when
you need help.

15. Everyone is wated 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 affordi@ public transportation in your community to get
you where you need tag

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. Itis affordable to live in your commuigi

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 thathef
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 athe about health care from family, friends, and others
in your community.

. 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 &#enent and other home healthcare services
you need locally.

30. Medical specialists regularly come to your commurotytovide specialty
treatment in your local hospital.
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31.

32.
33.
34.
35.
36.

37.

38.

39.
40.

41.

42.

43.
44.
45.

46.

47.

48.
49.

50.
51.

52.
53.

4.

Assistive services and home health programs are available in your
community to help pede remain in their own home.

Your community has a professional counselor or psychologist.

You have access wprimary care doctor in your home town.

Your community has a pharmacy

Your community has a physical therapist or a chiropractor.

Most people in your town have adequate medical insurance or can afford to
pay for their healthcare.

Your community ha adequate public transportation to get you to Missoula
for medical treatment.

You are able to get the care you need in your home towneiasamable

time frame (within 10 days).

Local healthcare providers in your community maintain confidentiality.
Your local medical providers are knowledgeable about and able to treat
your health conditions.

You have no concerns about the quality of carergoeive at your local
hospital.

Your local hospital providers take the time to answer all of your questions.
Your local doctors and nurses treat you with respect.

Your health care providers talk to you using words you can understand.
Doctors and nurses wbur local hospital make you feel good about the
guestions you ask, and they encourage you to ask questiong durin
appointments.

Local hospital staff are kind, courteous, and professional

Healthcare providers in your community are willing to considerrstese
treatments.

Medical providers in your home town are capable and competent.

You feel confident that your local medical providers have your best interest
at heart.

There is a hospital in your community.

Emergency medical treatment is available inrycommunity when you

need it (e.g., car crashes, falls, etc.).

You can get the caryou need at your local hospital in a crisis situation.
You have enough confidence in your local medical resources to use them in
an emergency.

There is ambulance servigeyour community that you can access by
calling 911.
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55. Specialty medical care is alatile in your home town.

Avalilability of Financial Assistance in Your Community

56. Local financial assistance to help you pay for medical care is available.

57. You can get loal financial assistance to help pay for your transportation to
and fromout-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 wento 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 ofvhat you wanted done if you were hospitalized.

61. Before you were hospilized, 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 treatieemd how to
manage it.

63. Before you were hospitalized, you understaticf 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 noeblems.

65. Pri or to going to the hoe@pitthadt, cyloeaia
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 @evoc
for your best interest prior to being hospitalized.

D. Local Primay Care
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67.

68.

69.

70.

71.

Prior to your hospitalization at St. Patrick Hospital, you had a doctor you
saw locally who was familiar with your health.

Prior to your hospitalization at St. Patrick Hospitaly@ad a good
relationship with your local primary care provider.

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.

Prior toyour hospitalization at St. Patrick Hospital, your local doctas &
personal acquaintance.

Prior to your hospitalization at St. Patrick Hospital, your doctor in your
home town listened to you.

. Getting Hospital Care Locally

72.
73.
74.
75.
76.

77.

78.

You had a clear understandiof the role the local hospital plays in the
community, the serges it provides, what it does well, and its limitations.
You had confidence in the local hospital.

Local hospital staff had good bedside manners.

Medical professionals at your local hospttaok the time to listen to you.
Local hospital staff were able tdentify what was wrong and connect you
with the help you need.

Local hospital staff worked with you until there was a clear understanding
of your healthcare needs.

Your local hospital trated you fairly.

Hospital Referrals & CareCoordination

79.
80.
81.

82.
83.

Your local hospital helped you access the care you needed in a timely
manner.

Your local hospital got you the care you needed to ensure your wellbeing.
Your local hospital quickly relayed the needefibrmation about your

health condition té&t. Patrick Hospital when you were transferred for
additional care.

St. Patrick Hospital has a good relationship with your local hospital.

The communications between your local health care providers and the

medial staff at St. Patrick Hospital was excatle
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84. Your transfer from your local critical access hospital to St. Patrick Hospital
was carried out quickly and smoothly.

85. Your local physicians and the hospital staff at St. Patrick Hospital took
possible weatheand road conditions into account when thelyegluled
your treatment and followp 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 youget a clear understanding of what you needd 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 serge.

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.

. 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,uyobtained the needed equipment for
your recovery prior to your hospitalization.

93. If you had a planned admissigrjor 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 admissichealthcare providers in your home town
helped prepare you for your out of town hospitalization.

95. If you had gplanned admission, your local doctor gave excellent
instructions on how to prepare for surgery at St. Patrick Hospital as well as
on how to pla for your recovery once you returned home.

96. If you had a planned admission, prior to going to the hospital, gutuwf
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 wouldtakecover,
pain you might experience, etc.).

97. If you had a planned admission, health care providers gave yaket joh
written information before your treatment so that you had time to read it,
learn what to expect, and how to plan for your recoverymaten

98. If you had a planned admission, prior to going to the hospital for treatment,
a hospital staff membée.qg., a social worker, nurse, or discharge planner)
helped translate medical lingo into understandable terms and helped you
address the concerns ybad 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 plad for someone to go with you to
St. Patrick Hospital that could help you understand and remember what the
doctors said.

101.1f you had a planned admission, you had enough planning and support so
you didnoét feel | i ke a burodireemds.on y ol

102.1f you had a planned admission, your providers acknowledged the unique
challenges of living duof town and attempted to work with you to
accommodate those challenges (e.g., scheduling appointment at times that
account for travel time and dsce).

Clear Treatment and Recovery Expectations

103.1f you had a planned admission, before going to thepital 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 effgaismight experience,
etc.).

104.1f you had a planned admission, someone talked to you before your
treatment &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
Avalilability of Financial Assistance from St. Patricklospital

105.1f you were uninsured at the time you were hospitalized, you were able to
get treatment at St. Patrick Hospital without waiting to qualify for Medicali
or another assistance program.

106.St. Patrick Hospital provided help in paying for your transdmh 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 fim 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.
Patrck Hospital.

110.You receved 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 foryour family during tratment).

. wWSOSAGAY3I ¢NBIFIOYSYyld o6& aG.A3 [/ AGeég 520

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 thing that you wanted tonow.

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.Thedoctors at StPatrick Hospital worked with your family to explain what
you were going through and what they could do to help assist you in your
recovery.

. Services from the Regional Referral Hospital

Competency and Professionalism of Hospital Staff &t Batrick Hosptal

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. Patk Hospital wa 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 comia at St.
Parick 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 ie thospital.

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 Sti¢kaHospital 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. PatrickHosptal staff took the time to make sure they understood the
guestions 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 Dr 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 iPatientCentered @re

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 wagpersonally invested in your tément 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 aboututstigns that you
asked

140.Hospitd 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, courteousi@ professional

145.1t 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 amd 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 Hospigdiked to you about how you
were feelilg 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 faels 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 m&ai health treatment options were dissed
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 andidated your fears about your
condition,treatment, and recovery.

157.The staff checketh 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 ProvidiAgsistance to Prepare Your Return

160.Before you left St. Patk 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. Pack 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 hapgad plan for addressing
recovery complications prior to leimg 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 getithe services
and treatment you would need in your hometso 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.

165.1f you did not alreadyave a primary care provider, your doctor at St.
Patrick Hopital connected you with followp 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
understanithg 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 foHaps care

168.St. Patrick Hospital coordinated with the services you ugeun
hometown (e.g., tribal health, local doctors, rehalbiditaprograms, 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 rewery at home.

170.St. Patrick Hospital transferred your recoralyour 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 carejayessanges,
etc.).

172.You were able to get most of your follewmp 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 andworked with you to accommodate those challenges when
scheduhg 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 optiorigiaving 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, etc9o 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 ywhuing your recovery.

178.Your partner, friend, or other family membeas 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 cogmutaoom at a
certain time to insure family or friends could beolved 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 understandivigaof
you needed to do once you returned home.

181. Your partner, friendor 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 froSt. Patrick Hospital were clear and
easy to understand.

183.St. Patrck 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 understobgalr
guestions and concerns regarding your return home andsaawary 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 askedyibu felt ready to be discharged from the
hospital.

187.You could easy 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 easlyou to understand.

189.All your discharge options were discussed ptmbeing 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 recovenbpted
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, digeha
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 ywere discharged from St.
Patrick Hospital.

195.You were able to stay at the hasgpuntil 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 adated 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. Patrickospital, you were given the resources you
needed to manage your health condition at home.

200 ou had enough planning and support
your partner, family or friends.

201.You were able to follow your discharge plan and achieve mgfn
recovery goals after returning home.
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202.You were able to get from your home to thephtad safely.

AT dASYd 9RdzOF A2y G {dGdd tFGNAOL QA | 2
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 sideffect information for new medications

205.St. Parick 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 Hospitgproviders gave you enough information at discharge
that you understood your health conditiand you felt comfortable
managing your symptoms and your recovery process once you returned
home.

207.Your physician at St. Patrick Hospital made sure you undetshmocauses
of your disease before you returned home.

Preparation for complications

208.Your docta 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 lear written and oral instructions regarding when and how
to contact your doctor if you had ai®ns or concerns after arriving home.

210.You received support from St. Patrick hospital staff when you realized you
had an unexpected complication after returioge.

Physical Limitations and Rehabilitation

211.Your physician at St. Patrick Hospital gave ywuunderstandable
description of what you could expect from your treatniencluding 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 ytloess, 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 befoe you left the hospital.

214.Your doctor gave you eellent 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.Y ou understood the stages of recovery you woalthgough 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/recommendatiofisr exercising, managing your diet, and
managimg 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 kaving 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 atSt. 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. Parick Hospital, you learned how important rehab exercises feere
your recovery.
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223.Prior to leaving St. Patrick Hospital, you had a plan for how you were going
to return to your daily activities over time.

Overall Quality of Information Provided

224.The information you received about your condition and how to manage it
once you returned home prevented you from having additional hospital
readmissions/ER visits.

225.Your discharge instructions and health informatron received from St.

Patrick Hospital were very helpful and aided in your recovery.

. Coordinating the Servicegou Need Between St. Patrick Hospital and Local
Providers

226.When you returned home, your local primary care provider was already
aware ofyour hospitalization at St. Patrick Hospital, and they had received
records from your hospital stay.

227.Your received redrrals to rehab programs in your hometown area before
being discharged from St. Patrick Hospital.

228.Your discharge plan from St. Patrick $fmtal included using the closest
available resources and services in your community.

229.The doctors at St. Patrick Hosd showed confidence in the medical
providers and the hospital in your hometown, and encouraged you to
follow-up with local providers wénever possible.

230.The healthcare resources available in your home town and closely
surrounding areas were describegaa 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 followap with you after discharge.

232.St. Patrick Hospital staff arranged and scheduled adefpllat®-up visits
with your provider for you before you were discharged home.

233.St. Patrick Hospital staff worked with your local hospitatbordinate x
rays, wound care, dressing changes, etc., after you returned home.
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Stage 5: The Transition Home & Recuwery

P. Managing Expectations and Coping with Concerns
General Support and Emotional Considerations

234.0nce you returned home, you were able to discuss your illness and how
your iliness affected your life with family and friends.

235.0nce you returned home, ydocal healthcare providers continued to
check in withyou about how you were feeling emotionally to make sure
you were coping okay with the many changes in your life.

236.0nce you returned home, you felt prepared for the physical and emotional
aspects of yourecovery process.

237.0nce you returned home, yduiends and family provided you with the
emotional and practical support you needed.

238.0nce you returned home, you felt supported in your community.

239.0nce you returned home, you received additional emotionpbsufrom a
therapist or counselor.

240.0nce you ratrned 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 horared to work were talked about and
addressed omaongoing 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 procss.

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 nse
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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 persaily invested in your treatment and ear

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 doctas w

available to answer your questioifsjou 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 mairs.

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 follow-up call from your locahealth 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 o 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 doingtihame.
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259.After you returnd 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 medktations 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.

PatientEducation in yourCommunity

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 listrefcovery 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 or the treatment yogot 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.Financialconcerns 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 billsthout goang 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 Recoveiysocial and Family

273.You were able to cope with the feelings you experienced after ftdnde
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 Istipjiort
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 RecoveiyJse of Technology

278.The information you found on the internvessclear 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 doctoosptals, 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, caregivergaking 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 Coordation
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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 foHagvappointments that were
scheduled for you (or that you scheduled for yourself upon returning home).

286.You were informed o$pecialize care (traveling doctors) coming to your
hometown.

287.You could get a followup appointment with a local provider (doctor,
physical therapist) within about 10 days of returning home.

288.You could afford the followup care that was recommended.

289.You were able tonegotiate your medical charges so that you were able to
access followup services where you wanted them.

Follow-up Transportation

290.You had transportation to get to your follayp appointments safely.
291.Your follow-up doctor appointments werathin a reasnable 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 Hospitastaff connead 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
accommodatgour life sthedule.

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 monitoyour 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 selifected rehabilitation program so you
did not have to travel long distances to get the cavengeded.

T. Acheving the Outcome You Want

300. You were able to return to your routine at home and work.
301. You kept your job despite being gone for treatment and recovery.
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