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ABSTRACT

Unplanned hospital readmissions contribute to financial and human cost,
prompting hospitals to seek tailored interventions to improve patient health outcomes.
The Archway Partnership Project implemented a prospective cohort study to examine
modifiable factors associated with readmissions to a rural hospital in South Georgia. This
present qualitative study aimed to determine the feasibility and acceptability of (1)
methods and approach and of (2) dietary assessment methods used in the Archway
Partnership Project. Email surveys were utilized to obtain data on the perspective of
research team members. Thematic analysis was used to identify two themes: factors that
impacted the Archway Partnership Project and actions that may overcome these factors.
Subthemes identified included complications to recruitment, data collection, and staffing.
Analysis revealed potential solutions. Findings from this study established limiting
aspects and suggested solutions of the Archway Partnership Project, which, once

addressed, may lead to improved feasibility and acceptability.
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CHAPTER ONE
Introduction

Hospital (re)admissions present a persistent burden on patient well-being and
healthcare cost. The annual cost of Medicare payments for unplanned hospital
(re)admissions in 2011 was $9.4 billion, with many (re)admissions estimated to be
preventable (1). Hospital readmissions have been used as quality of care indicator,
because a large proportion of readmissions are considered to be preventable by
improvements in coordination of care and discharge planning (2). Readmissions are
associated with quality of care, as they pertain to the timeliness, effectiveness, and
efficiency of the health care provided during a hospital stay (3). Low quality of care has
been traditionally viewed as a main factor in post-discharge complications, which in turn
may lead to unplanned hospital readmissions (4).

In order to improve hospital quality of care and contain associated healthcare cost,
the Medicare Hospital Readmission Reduction Program (HRRP) was implemented under
the Patient Protection and Affordable Care Act (ACA) in October 2012 (5, 6). This
program reduces payments to hospitals with excess all-cause 30-day readmissions for
Medicare beneficiaries initially admitted with diagnoses of acute myocardial infarction
(AMI), heart failure (HF), pneumonia, chronic obstructive pulmonary disease (COPD),
elective total hip arthroplasty, total knee arthroplasty, and coronary artery bypass graft
surgery (7). The original all-cause readmission rate of almost 20% was significantly

reduced to 17.8% between 2009 and 2015 (8, 9).



While readmission rates have been decreasing across the U.S, there are remaining
barriers to overcome. The Center for Medicare Advocacy has identified 4 factors as
“most strongly related to preventable readmissions:” premature discharge, lack of
partnership between inpatient and outpatient services, failure to communicate care goals
to patients, and lack of emergency department decision-making skills to admit patients
who may not require an inpatient stay (10, 11). In addition, readmission rates may be
influenced by social factors, including demographic characteristics, the cultural
competency and communication clarity of medical professionals, access to care, disease
self-management, and medical factors, such as disease severity and comorbidities (12-
14). Social factors such as older age, race, lower SES, undesirable health behaviors, and
living situation, have been shown to result in increased readmission risk (12, 15, 16).
Moreover, individuals experiencing self-management issues, such as lack of discharge
information understanding, lack of ability to care for themselves, or low medication or
diet adherence are more likely to be readmitted (17). Patients in rural areas tend to be
older, in poorer health, to have a lower socioeconomic status (SES), and have reduced
access to medical care compared to urban patients (18, 19). Although research has shown
associations between readmission and patient-specific factors, previous studies have not
investigated the problems and challenges faced by rural, low-SES populations that may
result in readmissions to the hospital. There is a need for research to fill the current gap of
knowledge pertaining to unique factors associated with readmissions of patients to rural
hospitals serving predominantly low SES populations.

Through a collaboration with the Archway Partnership, which connects Georgia

communities with University of Georgia (UGA) researchers and resources to address



locally identified issues, researchers at the UGA College of Pharmacy, Department of
Clinical and Administrative Pharmacy, conducted a prospective observational study in
order to identify factors influencing readmissions to Taylor Regional Hospital (TRH), a
hospital in Hawkinsville, a rural area in Georgia. Guided by the Vanderbilt Inpatient
Cohort Study (VICS) conceptual framework, the following factors were assessed: health
literacy, aspects of self-management, patient-system factors, and individual patient
characteristics (13). This study was unique in its approach in that it was stakeholder
informed through community based participatory research (CBPR). While currently still
ongoing, this research has the potential to identify future interventions that may lessen
human and financial costs to patients, hospitals, and their communities.

Knowledge of feasibility and acceptability of projects, such as the Archway
Partnership Project, is needed to devise and implement the most effective intervention
programs (20). Individual interviews, including online surveys, are a common and
effective method utilized to evaluate these criteria (21, 22). Online surveys have been
shown to be effective in eliciting timely, insightful, and quality responses from
participants (23). Previous studies have used interviews to gather insights about barriers,
facilitators, and further project needs from researchers involved in the implementation of
the larger projects and serve as a basis for this formative project (24, 25).

The objective of this study was to evaluate the feasibility and acceptability of a
prospective cohort study examining factors related to hospital readmissions of
hospitalized patients with original admission diagnoses of HF, COPD and pneumonia at
TRH. During this study, we also focused on evaluating the feasibility and acceptability of

the dietary assessment methods used to examine patient dietary characteristics in relation



to hospital readmissions. The expected outcome of this study was to inform researchers
of appropriate methods to assess factors that may impact hospital readmissions for
patients originally admitted with diagnoses of HF, COPD, or pneumonia in a rural

setting.



CHAPTER TWO

Literature Review
Hospital Readmissions in the United States

The Centers for Medicaid and Medicare Services (CMS) define a hospital

readmission as “an admission to a hospital within 30 days of a discharge from the same
or another hospital.” By definition, hospital readmissions may be the result of any
condition, regardless of relation to the diagnosis at the original admission, as all
readmissions are considered to be disruptive to patients, caregivers, and the healthcare
system (26). In 2011, 16% of hospital admissions of Medicare/ Medicaid beneficiaries
resulted in 1 or more readmissions within 30 days of discharge (1). In 2011, $41.3 billion
were spent as a result of hospital readmissions, $9.4 billion of which were Medicare/
Medicaid covered costs (1). For Medicare patients, the 4 conditions with the highest
readmission rates were congestive heart failure, septicemia, pneumonia, and COPD, with
respective readmission rates of 24.5%, 21.3%, 17.9%, and 21.5% in 2011 (1). The
Medicare Payment Advisory Commission estimated that in 2009, 12% of readmissions
were potentially avoidable (5, 27). With this in mind, Goldfield et al. defined potentially
avoidable readmissions as those with ““ reasonable expectation that it could have been
prevented by the following: (1) the provision of quality of care during the initial
hospitalization, (2) adequate discharge planning, (3) adequate post-discharge follow-up,
or (4) improved coordination between inpatient and outpatient health care teams” (28). In

addition to these provisions, there are other variables that may act as factors predicting or



influencing early hospital readmissions. The 30-day period post hospital discharge is a
vulnerable time for patients, as they must manage new diagnoses, medications, and
discharge instructions, and are often required to adopt new knowledge and skills
associated with disease self-management (29). It is crucial to understand how
socioeconomic status, demographics, rural location, health status, discharge planning, and
disease self-management affect hospital readmissions. A better understanding of these
factors may help lower high readmission rates and subsequent human and financial costs

in the U.S.

Factors Associated with Hospital Readmissions
Socioeconomic and demographic factors

Patient characteristics associated with a higher risk of 30-day readmissions
include race, older age, and SES (30). In 2016, 14.5% of the U.S. population was over the
age of 65 years (31, 32). Those aged older than 75 years were found to be more likely to
experience a 30-day readmission than their younger counterparts, in part explained by
increased morbidity, more severe disease states at admission, and higher likelihood of
lower SES (14). The U.S. Census Bureau reported that more than 1/3 of older adults are
living at or below 200% of the Federal Poverty Level (FLP) in 37 states (31, 32). Further,
a review found that older adults of low SES have an increased risk of readmissions after
an initial hospital admission for HF or community-acquired pneumonia within 30 days of
discharge (12). Additionally, those insured with Medicare and/or Medicaid, especially
African-Americans, are also more likely to experience early readmissions (12, 33).

Equally important, regions where lower educational status is most prevalent, have



reported higher readmission rates for HF and pneumonia patients (34). Those with less
than a college education were 3.1-fold more likely to be readmitted to the hospital within
30 days than their more educated counterparts (17). In summary, SES of the area’s
population, regardless of proximity to the hospital, has shown to have an effect on
readmission rates of those with HF and pneumonia (34).
Rural Location

Rural hospitals and hospitals with greater shares of low-income beneficiaries were
penalized more often and had higher average penalties due to the HRRP (8). This may be
explained by rural populations having a higher risk of hospital readmissions due to a
higher percentage of elderly people and people at lower SES than in urban areas (35-38).
It was also reported that individuals who live in areas with fewer general practitioners per
capita may be readmitted more frequently (34). Researchers speculated that the
combination of older, low-SES populations and fewer general practitioners, who serve
the population, may result in lower rates of follow-up care noted in these areas (38). For
those living in rural communities, the largest barriers to follow-up care with a primary
care physician (PCP) after discharge appear to be financial costs, transportation, and PCP
convenience, such as short wait times, availability, or potential for house calls (39).
Health Status

The level of physical, mental, and cognitive functioning, the presence of

comorbidities, and disease severity are determinants of health status (13). Sattler et al
conducted a study on the effects of various factors on hospital readmissions in low-
income older Medicare beneficiaries in need of nutrition assistance in GA and found that

those admitted more than once had a higher prevalence of chronic comorbidities than



those who were not readmitted (40). In addition, increasing disease severity and poor
functional status have also been associated with higher levels of readmissions (30). In a
similar study that controlled for comorbidities, poor functioning measures, such as
physical limitations, were independently associated with higher incidences of
readmissions (41). Disease severity, determined by patient age, the initial diagnoses, and
presence of comorbidities, has been associated with higher levels of hospital
readmissions, more emergency department and urgent care visits, and higher hospital
resource needs (42).

For Medicare beneficiaries in 2011, the 4 conditions with the largest number of 30-
day readmissions were congestive heart failure, septicemia, pneumonia, and COPD (1).
Consequently, heart failure, pneumonia, and COPD were initially included in Medicare’s
HRRP policy to reduce readmission rates. The Centers for Disease Control and
Prevention (CDC) and the American Heart Association (AHA) estimated that 5.7 million
Americans were affected by HF in 2012 (43). Heart failure is the most common diagnosis
in hospital patients 65 years and older (44). Low SES and older age are predictors of HF
exacerbations (37, 45). Additionally, a higher rate of HF readmissions was noted for
African-American participants, potentially due to genetic differences and differences in
sodium metabolism (46, 47). Potential complications of heart failure include kidney and
liver failure, which further increase risk for readmissions (48, 49).

An estimated 15 million Americans have been diagnosed with COPD and the
prevalence of COPD is higher in those 65 years of age or older (50). As of 2011, the
prevalence was highest in the Southeastern region of the U.S., with 6.9% of Georgian

respondents in a national survey reporting a diagnosis of COPD, only slightly higher than



the national average of 6.5% (50, 51). Additionally, this survey reported that COPD
prevalence increased with decreasing annual household income. For those residing in
low-income areas, the chance of being readmitted to the hospital for COPD was 22%
above their higher income counterparts (52). This condition is associated with declines in
respiratory function, which in turn leads to increased mortality risk, decreased quality of
life, and greater risk of disability (53). Due to difficulty eating during acute exacerbations
of COPD, nutritional deficiencies and a negative nutrient intake can occur, which may be
sustained and result in poor prognosis and increased risk of readmission (54).

Recurrent pneumonia is a common reason for PCP visits and hospitalizations
(55). Annual hospitalization rates for pneumonia typically increase with age and
recurrence is very common in pneumonia survivors, especially in the elderly (55). Low
SES and education status have also been associated with increased risk of pneumonia
exacerbations (12). In light of these factors, relative risk of pneumonia is higher in rural
areas compared to urban centers (56). A wide range of medical complications, including
oropharyngeal dysphagia, malnutrition, and a compromised immune system, may cause
readmissions of these patients (57).
Health Literacy

Health literacy is defined as the ability to read, understand, and act upon health

information, including reading and comprehending prescription labels, appointment
reminders, completing health insurance forms, and following instructions for self-
management (58). Low health literacy may result from inadequate patient-physician
communication and lead to poor health status, reduced health benefits, greater use of

emergency care, missed physician visits, inappropriate use of medication and nutrition



prescriptions, and increased hospitalizations (58-60). In a study conducted to identify the
relationship of health literacy and non-adherence in HF patients, researchers found that
those with lower health literacy were 4 times more likely to be non-adherent to medical
instructions (61). Authors speculated that this non-adherence likely resulted in an
increased risk for HF readmissions (61). Baker et al administered the Test of Functional
Health Literacy in Adults questionnaire to Medicare enrollees to determine the
relationship between health literacy and healthcare utilization. Patients with inadequate
health literacy were more likely to be hospitalized compared to those with adequate
health literacy, even after adjusting for health status and SES (59). This carries
importance, because 1/3 of Medicare enrollees aged 65+ years were found to have
inadequate health literacy (62). Many of these patients were taking 3 or more medications
per day and had at least 1 chronic condition, increasing their need to have adequate health
literacy to actively participate in their own care (62).
Quality of Care

Readmissions occurring within 30 days of discharge may reflect poor quality of
care, whereas readmissions at later times may be more likely due to the underlying
severity of a patient’s disease (63, 64). When compared to urban medical centers, rural
hospitals did not perform as well on quality of care indicators for cardiovascular disease
and pneumonia (65). A study by Balla and colleagues found that 1/3 of early
readmissions were linked to quality of care issues and could have been prevented if the

problem had been addressed during the initial stay (66).
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Discharge Planning and Social Support

Poor discharge instruction comprehension, including medications and diet prescribed,
and poor knowledge about disease management may lead to higher readmission rates
(17). In a study that examined patients’ perception of the discharge process, Horwitz et
al. found that only 26.3% of patients 65+ years of age were knowledgeable about their
post-discharge care (67). Factors examined in this study included whether follow-up
appointments had been made and if patient diagnosis and instructions were explained in
language they could understand, emphasizing a great need to provide patient-friendly
discharge instructions and verify patient understanding at hospital discharge (67). In
addition to older age, lower educational status and cognitive impairment were also
identified as leading to poor understanding of discharge instructions (29, 68). Although
low comprehension of discharge instructions was associated with higher readmission
rates, this study showed that patients perceive their understanding of discharge
instructions higher than objectively measured (67). For example, 89% of patients with
potentially preventable readmissions reported high perceptions of the ability to conduct
post-discharge care whereas actual ability was much lower (11). In order to minimize
readmissions, the Project Re-Engineered Discharge (RED) randomized intervention
utilized individualized patient education, appointment reminders, and phone calls from
medical professionals to reinforce discharge plans (69). A discharge advocate, who was
trained to identify best discharge practices, created these individualized plans. The
coordination of care in this study resulted in a reduction of 30-day readmission rates for

the urban patients who received the intervention (69).
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Improving communication between physicians and their patients and their patient’s
caretakers may improve information exchange and discharge planning (70). A review by
Phillips et al showed that interventions that included comprehensive discharge planning
plus post-discharge support reduced hospital readmissions in HF patients (71). Lack of
understanding of discharge instructions has been shown to stem from the increased stress
of hospitalization in intensive care unit patients, which may be decreased by adequate
social support from family and friends during the transition from hospital to home (72).
This support can consist of informational, emotional, or instrumental assistance (73).
Research has shown that social support affects adherence to discharge plans; however,
research is inconclusive on how social support influences hospital readmissions (12, 74).
It is plausible that patients who rely on family and friends to care for them after discharge
are protected from hospital readmissions. A study conducted in 1000 patients admitted to
12 academic medical centers between 2012 and 2013 reported that 15% of readmitted
patients noted insufficient support from family, caregivers, or friends (11). Living alone
and being unmarried, as well as more frequent address changes, were also associated with
higher levels of readmissions (12). Without social support, disease management may be
inadequate and hospital utilization may increase (11).

Disease Self-Management

Disease self-management is greatly influenced by a combination of the factors,
including rural location, SES, health literacy, social support, and discharge planning (75).
Adequate self-management knowledge, including ability to identify symptoms that
indicate worsening of disease and appropriate care, has been shown to have a positive

impact on quality of life and hospitalizations (76). Unplanned readmissions may result
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due to gaps in self-management knowledge (30, 77, 78). Self-management behaviors
include medication and diet adherence, smoking, and substance abuse, which are factors
significantly associated with hospital readmissions (12). The World Health Organization
(WHO) determined that only 50% of chronic disease patients take their medications as
recommended (79). Common recommendations include appropriate and regular use of
medications, a low sodium diet for HF patients, increased physical activity, preventative
care methods, such as medication therapy for hypertension, and self-monitoring of signs
and symptoms of patient disease states (61, 80). Lack of adherence to medications has
shown to result in decreased physical functioning, increased disease exacerbations, and
higher risk for hospitalization (81). Lack of adherence to diet has shown to result in
malnourished patients who have a higher risk of readmissions and other adverse health
outcomes than their well-nourished counterparts (82). It has also been determined that
lack of knowledge about and inability to comply with low-sodium diets are associated
with increased risk for HF readmission within 90 days (61). Adherence may be a
component of other aspects of self-management, such as self-efficacy, or the perceived
adequacy of one’s ability to self-manage, as well as motivation (83). A study by Linn and
colleagues distributed self-administrated self-management assessments to HF patients
and found that those with the lowest self-management scores had the highest rates of
readmissions, indicating a need to educate patients on how to self-manage (75). In
addition, interventions that focus on teaching appropriate self-management skills have
shown a decrease in readmission rates (84, 85). This holds importance as self-
management skills may help improve not only 30-day readmissions, but also long-term

health outcomes (76).
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Policy Action to Reduce Hospital Readmission Rates

To address high readmission rates in Medicare patients, improve quality of care,
and save healthcare cost, the HRRP was established under the 2010 Affordable Care and
Patient Protection Act, and 1st implemented in October 2012. The policy requires the
Centers for Medicare and Medicaid Services (CMS) to reduce payments to Medicare-
participating hospitals with excess readmissions for Medicare beneficiaries initially
admitted with AMI, HF, pneumonia, COPD, elective total hip arthroplasty (THA), total
knee arthroplasty (TKA), and coronary artery bypass graft surgery (CABG) (7). These
conditions were identified and endorsed by the National Quality Forum as the most
relevant to the HRRP based on evidence from administrative claims data (86). The
program penalizes hospitals by reducing payments across all Medicare admissions if they
report higher-than-expected readmission rates for these conditions (8). A penalty is given
to any hospital with a Medicare risk-adjusted readmission rate greater than the annual
national average, which was 17.8% in 2015, and is based on the difference between the
estimated rate officials believed was appropriate and the actual rate (27, 86). The penalty
is assessed against diagnosis-related-groups (DRG) payment rates for all conditions at a
hospital and is applied to all admissions. DRGs function as the basic unit of payment and
set payment rates for treatments of related diagnoses (87). For example, if a patient was
admitted to a penalized hospital, the typical Medicare DRG payment would be reduced
according to the percent penalty. The original 2012 ruling of HRRP adopted readmission
measures for AMI, HF, and pneumonia, and established methods to calculate the excess
readmission ratio of individual hospitals that included adjustments for factors such as

demographics, comorbidities, and patient frailty (7). In 2014, CMS adopted an algorithm
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to account for planned versus unplanned readmissions, so that hospitals would not be
over-penalized (7). Chronic obstructive pulmonary disease, elective THA, and TKA were
added to the list of applicable conditions in 2015, and CABG will be included in the
payment calculations in 2017 (7). In 2012, 2/3 of Medicare-participating hospitals were
found to have higher readmission rates than the CMS models predicted, resulting in a
penalty for each of these hospitals (63). In 2013, the penalty rate was 1% of each
hospital’s Medicare based DRG payment but has since increased to 3% in 2017 with an
average payment adjustment of a 0.58% reduction among all hospitals (8). CMS
estimates that 2017 penalties across all hospitals will total $528 million, $108 million
more than 2016 (8). This increase in total penalties is due to the larger number of
conditions included in the calculations for the 2017 readmission penalty, as a similar
increase was seen in 2015 when COPD and knee and hip replacement were added (8).

CMS has publicized hospital readmission rates on its “Hospital Compare” website
since 2009 (27). Since the implementation of HRRP in 2012, readmission rates have
begun to fall and the 2016 all-cause readmission rate was 15.6% (9, 86). Specifically, the
readmission rate of HRRP targeted conditions declined from 21.5% in 2007 to 17.8% in
2015 (88). The vast majority of hospitals have improved their readmission rates,
suggesting that new interventions put into place to avoid fines were successful (8)

While there has been success in lowering national readmission rates, HRRP has
raised some concerns. The Medicare Payment Advisory Commission has suggested that
factors beyond hospitals’ control should be considered in penalty allocation to excess
readmission rates (27). Changes to the measure discussed were risk-adjusted measures

and setting hospital performance targets. Currently, Medicare readmission measures
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adjust for patient demographic characteristics, including age, but they do not take into
consideration socioeconomic or community-level social factors (27). Therefore,
legislation has been introduced to Congress in hopes that HRRP penalty calculations can
be adjusted for socioeconomic factors. Another concern is that, as of 2017, HRRP does
not utilize targets for readmission rates, such as a rate of less than 15%, and hospital
performance is instead compared to national averages (8). This means that if national
readmission rates decline, hospitals that have been successful in improving their
readmission rates but still have rates above the national average may still be penalized.
Additionally, hospitals are bearing the penalties of readmissions alone, while other
provider and patient factors likely playing a role in patient disease management, are not
considered. Focusing on outpatient care and self-management may be a way to improve
readmission rates outside of hospitals (8). While policymakers develop solutions to these
issues, hospitals are interested in examining factors associated with readmission and

develop potential strategies to reduce readmissions subject to penalties (86).

Archway Partnership Project Approach and Methodology

In order to help communities solve locally identified problems through UGA
researchers and resources, the Archway Partnership was founded in 2005. Taylor
Regional Hospital approached the Archway Partnership and researchers at the UGA
College of Pharmacy, Department of Clinical and Administrative Pharmacy, in an
attempt to find ways to reduce readmissions of HF, COPD, and pneumonia patients.
While currently ongoing, the Archway Partnership Project serves as a stepping-stone to

filling in the gaps of knowledge about causes of readmissions in a rural population in
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Georgia through a sample of patients originally admitted to TRH for HF, COPD, or
pneumonia. The Archway Partnership Project was informed by community stakeholders.
This study approach has shown to be successful in determining and prioritizing issues in
disease management and public health, and promoting quality of life (89). In addition,
community based participatory research (CBPR) has shown to have beneficial effects on
socioeconomically-disadvantaged communities (90).
Hospital Readmissions in Pulaski County

The Archway Partnership study took place at TRH in Hawkinsville, Pulaski County,
GA, a county at high risk for hospital readmissions. Taylor Regional Hospital, an acute
care facility which serves Pulaski County, is 1 of only 61 rural general hospitals in the
state, and had predicted readmission rates of 17.7%, 20.6%, and 15% for COPD, HF, and
pneumonia in 2015, respectively (91). Hawkinsville, GA, is defined as “rural” with a
population of less than 50,000 people or less, and categorized as “not urban” by the U.S.
Department of Health and Human Services Health Resources and Service Administration
(HRSA) (92). In 2015, the U.S. Census Bureau reported that 31.8% of the population in
Pulaski County were African-American (32). In addition, 19.5% of the total population in
Pulaski County were aged 65+ years (31, 32). Further, 80.9% of residents reported
having at least a high school diploma between the years of 2011 and 2015, and only
12.1% reported having a minimum of a Bachelor’s degree (32). Adding to the increased
risk of potential readmissions, the average household income in Pulaski County, GA, in
2015 was $17,600, just below 150% FPL (31, 32). Due to the increased readmission rate
risks, TRH has been seeking to improve their transitional care between hospital and

community through collaboration with the Archway Partnership in order to control
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readmission rates of their HF, COPD, and pneumonia patients. The hospital has an
invested interest in addressing the issue as the 49-bed hospital has experienced a loss in
financial assets since the implementation of the HRRP (93).
Archway Project Goal, Approach, and Methodology

The currently ongoing, exploratory Archway Project uses a prospective cohort
study design, whereas many studies focused on readmission rates were retrospective (94).
The long-term goal of this research project is to reduce 30-day hospital readmissions
rates for patients originally admitted with diagnoses of HF, COPD, or pneumonia. The
objective of the project is to identify self-management characteristics associated with
readmissions of patients originally admitted with HF, COPD, or pneumonia. Gaining
such knowledge could lead to the development of programs aimed at reducing the human
and financial costs of excess hospital readmissions. A convenience sample of patients
18+ years who were admitted to TRH with diagnoses of HF, pneumonia, and COPD
beginning in January 2016 were included in the project. Patients not meeting these
criteria, those who did not wish to participate, and those who were being discharged to a
long-term care facility or a rehabilitation center were excluded. Patients were identified
by ICD-9 diagnosis codes from their medical record and were subsequently recruited by
trained nurses using a standardized script on the 2nd or 3rd day of their hospital stay. The
6-item Cognitive Screening tool was used to assess patient’s cognition level in order to
determine eligibility for study inclusion (95). The 3-object recall, which was included in
this tool, has high sensitivity for identification of subjects with cognitive impairment
(96). After this screening, each participant received a unique research identification

number. Recruitment continues, as the project is still ongoing.
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Information was collected via patient interviews and from hospital records by a
nurse researcher or a hospital case manager. Multiple factors were assessed in person at
discharge and via telephone for all remaining collection times. Participants were
interviewed 4 times and were expected to participate in the study for 1 month. The
estimated interview times were as follows: 1) Baseline survey at discharge was 30-40
minutes, 2) the 1st of 3 follow-up telephone interviews (3 days post-discharge) was 15-20
minutes, 3) the 2nd follow-up telephone interview (20 days post-discharge) was 20-30
minutes, and 3) the last follow-up telephone interview (30 days post-discharge) was 15-

20 minutes. Total duration of patient participation was 2-2.5 hours.

Timeline of Archway Partnership Project
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1
]
i
N SPcret:enﬁfolr Patient | _ia] 15tFollow- 2™ Follow- 3 Follow-
Admissionto | _ Potentia Consent | ! Up Call Up Call Up Call
Taylor Eligible Patients ! End of
Regional " Patient

1
Hospital 1-7 Days Post-Admission | 23 15-20 30  Participation
E Days Days Days

Patient Discharged
and Interviewed

Information about the timeline of the Archway Partnership Project are illustrated
in Figure 1. At baseline, demographic data, presence of discharge instructions, health
literacy, medication adherence, presence of depression, diet, dietary sodium prescription,
physical activity level, and smoking status were assessed. At the 1st telephone follow-up,

dietary sodium prescription was measured again along with post-discharge medication

19



and medical access, understanding of discharge instructions, and stress levels. The 2nd
follow-up assessed medication adherence and stress level once more, in addition to
patient self-efficacy. The final follow-up included measurements of physical activity,
smoking status, health-related quality of life, and social support. Throughout patient
enrollment in the project, healthcare utilization, including readmissions, emergency room
visits, and PCP visits, were monitored. All potentially identifiable information were
protected by usage of research identification numbers and filed in a locked cabinet in a
locked room. Only nurse researchers and team members at TRH have access to these
medical records.

Factors Measured in Archway Project

All questionnaires are available for review in Appendix A.

Independent Variables
Demographic Data

Race, ethnicity, language, and socioeconomic status were abstracted from hospital
electronic health records (EHR) and an in-person interview. The questionnaire used
during the in-person interview to record this information included questions about age,
patient perception of overall health, ethnicity, highest level of education completed, and
language spoken. Education and income were used to assess SES. As the project has been
conducted at a community level, research team members approached the project with a
general idea of the SES of the community. This method has been utilized often and is

effective and confidential (97). Research using medical records has been conducted
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according to city, state, and federal laws and regulations, including the Health Insurance
Portability and Accountability Act of 1996 (HIPAA).
Depressive Symptoms and Stress

The 8-question Patient Health Questionnaire (PHQ-8) detected the presence and
severity of depressive symptoms and stress. Chronic conditions, such as COPD, and
health outcomes may be negatively affected by comorbid depressive symptoms (98). This
tool is a valid diagnostic and severity measure for depressive disorders in population-
based studies (99).
Health Literacy

A trained nurse measured the patient’s ability to process and understand basic
health information via The Newest Vital Sign (NVS) survey (100). This survey was
designed to quickly and accurately evaluate a patient’s ability to read, understand, and act
upon given health information and takes about 3 minutes completion time (101). This
survey is comprised of 6 literacy and numeracy questions, which consist of 1 health
scenario and a nutrition facts label (101). The questions lend information about a variety
of components beyond reading and writing skills. For instance, numeracy involves the
manipulation of numbers, which is a skill patients rely on to calculate blood sugar levels,
to assess blood pressure readings, to measure medications, and to determine insurance
deductibles. Numeracy is assessed on the NVS survey by asking patients to calculate total
caloric amounts and percentages of daily intake off of the nutrition facts label. Asking
patients to read and interpret potential allergens on this label assesses literacy.
Information gathered from the NVS survey results can be used to tailor education

programs to specific populations (102). The NVS survey has been validated for
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assessments of Caucasian, African-American, Hispanic and several other ethnicities and
of adults throughout the lifespan (102).
Understanding of Discharge Process and Instructions

Understanding of discharge instructions was measured using a modified version
of the Understanding Discharge Instructions survey established by Horwitz and
colleagues (67). This survey was created in response to a 2010 evaluation of transitional
care of patients 65+ years with acute coronary syndrome, HF, or pneumonia. The
modified survey includes a variety of questions pertaining to language used, recognition
of PCP recommendations and prescriptions, and follow-up plans (67). Patient
understanding of transitional care and the experience associated with the discharge
process were evaluated with the Care Transitions Measure (CTM-15) measurement tool.
This validated survey generates information that can be utilized by health care systems to
improve coordination of care out of the hospital (103). Use of the CTM series in minority
groups and in rural America has shown that African-Americans and rural residents tend
to report worse transition experiences than their counterparts, which carries importance
for the Archway Partnership Project (104).
Patient Self-Efficacy

Patient self-efficacy was measured using the Patient Activation Measure (PAM-
13™) assessment tool via phone call (105). Self-efficacy is defined as the personal belief
that one possesses the skills and knowledge to self-manage (83). This 13-question survey
measures patient knowledge, skill, and confidence for self-management, and has been

shown to be valid and reliable across age ranges and racial categories (105).
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Sodium Intake

A self-reported Dietary Sodium Restriction Questionnaire (DSRQ) was
administered to measure patients’ knowledge of their nutrition prescription and their
adherence to the restriction, if prescribed (106). Low-sodium diet recommendations are
the most common non-pharmacologic intervention used in care of HF patients and
nonadherence is very high (106-108). In a study by Neily and colleagues, 86% of HF
patients in a rural hospital were unaware that they were prescribed a low-sodium diet and
56% were able to determine whether foods were low or high sodium content (107). It has
been validated for use in HF patients in both rural and urban settings (106).
Dietary Intake Assessment

Dietary intake was assessed via phone call with the Block Brief 2000 Food
Frequency Questionnaire (FFQ), which uses a list of about 70 possible food items (about
2/3 of the usual questionnaire) and includes portion amount. It was used to assess quality
of reported intake (109). Completed FFQs were sent away to NutritionQuest for analysis
of dietary quality and composition (110). Composition analyses of dietary intake yielded
macro- and micronutrient intakes and a Healthy Eating Index (HEI) 2010 score for each
respondent (111). The HEI is a measure of diet quality measuring conformance of dietary
intake to the 2010 Dietary Guidelines for Americans with 10 nutrient components (112).
Each component of the index has a maximum score of 10 and a minimum score of 0. The
maximum overall HEI score is 100 (112). High component scores indicate intakes close
to the recommended ranges or amounts; low component scores indicate fewer adherences
with the recommended ranges or amounts. Adequacy and moderation are the 2 major

perspectives of this index. Additionally, HEI 2010 can be used to identify gaps between
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actual intake and recommended intake and identify healthy eating patterns in patients
(112).

The Archway Partnership Project selected FFQs instead of other dietary
assessment methods, such as food diaries and recalls, for the study protocol due to
concern of patient burden and administrative concerns of implementation. Information
from FFQs may be used to determine usual dietary intake, as they estimate intake over
long periods of time (113). This method may also be used for assessing the dietary
differences between two groups, in this case, participants readmitted and not readmitted,
but estimates are likely to be biased (114). These biases may be the results of participants
reporting more healthful intakes than actually consumed to appeal to researchers. This
can be done in a single interview session, rather than multiple times over the course of
the study, such as required for 24-hour dietary recalls, but frequency does prevent some
level of bias (114, 115). Additionally, FFQs can be used to comprehensively assess
nutrient intake in order to allow researchers to identify specific dietary factors that lead to
adverse health outcomes of patients with chronic diseases (115). The full version of the
Block FFQ can take 30 to 35 minutes to complete, whereas the predicted time for the
2000 edition is 15 to 20 minutes (116). Block Brief FFQs are validated for use across the
lifespan, in a diverse population of ethnicities, and via interview or self-administration
has been compared with the typical diet records and recalls (109, 116). The use of
telephone-administrated FFQs has been shown to have correlations with validated means

of data collection (113, 117).
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Medication Adherence

Medication adherence and barriers related to adherence were analyzed using the
Morisky Medication Adherence Scale (MMAS-8) survey and patient interview.
Medication refills were monitored to assess if patients had access to pharmacies for their
post-discharge medication fills. The 8-question MMAS-8 survey ranked the degree of
adherence and focused on medication-taking behaviors and possible barriers. The
MMAS-8 has been validated for use in clinic settings, for low-income patients, and for
patients with chronic diseases (118).
Physical Activity

Physical Activity (PA) was measured using the Health Risk Assessment (HRA)
conducted at annual PCP visits. The HRA is a self-reported assessment, circulated by the
CDC for the ACA, in which exercise frequency and intensity are measured and health-
promoting feedback can be given by the PCP (119). Results from this tool informed
researchers on patients’ frequency, duration, and intensity of physical exercise. Questions
in this assessment were written at a Sth or 6th grade literacy level, in plain language that
is culturally appropriate and actionable, meaning that programs to help patients improve
behaviors are available (119).
Smoking Status

Current smoking status was evaluated using the Behavioral Risk Factor
Surveillance System (BRFSS) survey. Questions asked on this survey informed
researchers on the tobacco history of participants, the frequency, and type of tobacco use.
The information gathered by this survey can be used at a state or community level to

assess needs and plan public health priorities. Assessments of the survey, including
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questions about smoking status, have been conducted and concluded that the BRFSS is a
valid and reliable source on health related information (120). While differences in self-
reports and physical measures have been reported, the self-report methods in the BRFSS

for smoking have been deemed reliable (120).

Dependent Variables
Health-related Quality of Life

A European Quality of Life 5-Dimensions 5-Level (EQ-5D-5L) survey was used
to assess mobility, self-care, usual activities, pain, and anxiety/ depression. These were
measured via telephone call. The measurement tool included 5 questions and a visual
scale to decrease patient burden and improve response rate. Participants were asked to
indicate if they had no problems, some problems, or complete inability/extreme issue
with each health state (mobility, self-care, usual activities, pain/discomfort, and
anxiety/depression). While depressive symptoms had already been assessed in more
detail, this tool provides a follow-up assessment to determine if symptoms have subsided.
The EQ-5D-5L survey has been validated for use in patients with chronic conditions,
such as cardiovascular and respiratory diseases (121).
Healthcare Utilization

Hospital readmissions, emergency room visits, and physician visits were
measured from baseline to 30 days post-discharge using the RED toolkit interview form
via telephone call and hospital record abstraction (69). The toolkit, which includes
activities and materials for improving the discharge process, was developed by Boston

University in 2003 and has since been adopted by many hospitals. The toolkit includes an
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outline of the steps needed to implement RED at a hospital and a script and form for
recording telephone interviews (122). This form includes space to record dates and
reasons for readmission, emergency room visits, and physician visits (122). It provides
hospitals with a standardized strategy for measuring discharge planning and healthcare

utilization (123).

Feasibility/ Acceptability of Project Implementation

Gaining insights into the project implementation experiences of researchers is
vital to identify problems hindering the success of the project (124). Feasibility studies
are typically conducted alongside pilot studies to identify parameters needed to be
redesigned if the study was repeated at a larger scale. These parameters can include
barriers to recruitment, follow-up rates, number of eligible patients, and the
characteristics of outcome measures (125). Research on the methodology, specifically
feasibility and acceptability of larger studies, is crucial, regardless of outcome, as it may
inform future studies of appropriate and effective protocols (125).

Whether a study approach and methodology is feasible and acceptable is often
measured through the perspective of research team members. The perspective of the
research team member can be gained through interviews, which may be online surveys,
face-to-face, or telephone interactions (22). In a qualitative study of 72 researchers, who
were involved in recruiting participants to a randomized control trial, organizational
difficulties, barriers to recruitment, and researcher discomfort were identified through
researcher report of experiences in interviews (25). For example, recruiters were

uncomfortable and anxious in circumstances of identifying and approaching potential
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participants. These results indicated that further training and support were needed for
researchers to recruit effectively. Further, interview methods can be used to determine the
acceptability of various research tools. A study on nurse experiences in using a palliative
care tool resulted in knowledge of the usefulness and feasibility of the tool (24).

An email questionnaire was chosen to conduct research due to convenience,
geographical distance between researchers, and freedom for open expression of views
without influence from the interviewer. Open-ended questions were included to allow
respondents to voice concerns about the research to ensure that project developers could
fully understand the issues encountered by research team members and that no important
issues were missing (126). Web-based data collection has been shown to have the
advantages of low-cost and short response time (127). Research has shown that email
respondents are more likely to respond and provide more in-depth responses than those
who receive questionnaires in the mail or via telephone, due to convenience and
participants having more time to think deeply about responses (23). Additionally, email
questionnaires with open-ended questions were shown to elicit similar numbers of ideas

and be of similar quality as an interview conducted via telephone (23).

Study Objective, Specific Aims, Hypotheses

The overall goal of this qualitative research study was to test the acceptability and
feasibility of the Archway Partnership Project study approach and methodology. The 1st
specific aim of this study was to evaluate the perspectives of research team members of a
prospective project examining factors related to hospital readmissions of rural

hospitalized patients with original admission diagnoses of HF, COPD, and pneumonia on
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how well the methods and approach used in this specific setting worked. The 2nd specific
aim was to evaluate the feasibility and acceptability of the dietary assessment method
used to examine patient dietary characteristics. Direct quotations from research team
members were analyzed to evaluate feasibility and acceptability. We hypothesized that
(1) research team members found the various tools and methods used to be feasible to
collect data that may be used to identify factors of readmission that can be targeted for
readmission, and that (2) the FFQ used for dietary assessment was feasible to collect data

that can be used to identify dietary components that may be associated with readmissions.
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CHAPTER THREE
Methods
Study Design
For the purposes of understanding feasibility and acceptability of the Archway
Partnership Project, a 5-question survey was sent, via email, to key research team
members involved in the implementation of this study. The survey was sent to individual
research team members and returned between January and March 2017. The questions
ranged from broad aspects of the project as a whole, to more narrow questions about the
implementation of the FFQ. This questionnaire was used to gather responses to 5
questions of experience as follows:
1. What are the facilitators of implementing this project?
2. What barriers, if any, were encountered while implementing this project?
3. What would you change, if anything, about the implementation of this project?
4. What were your experiences with implementing the food frequency questionnaire
(Block Brief 2000 FFQ)?
5. Are there any suggestions you can make about how to better implement this
project?
All questions allowed for open-ended responses. These methods enabled a deeper
understanding of the experiences with the Archway Partnership Project research process
needed to identify the stages of research in need of improvement. Those who did not

respond to the initial questionnaire response request were sent a follow-up email within 2
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weeks of sending the initial questionnaire. If after 3 email attempts potential participants

did not respond, no further contact was attempted.

Institutional Review Board Approval
The UGA Institutional Review Board (IRB) on Human Subjects approved this

study (IRB ID#STUDY00002481).

Data Management

All questionnaires were completely confidential and kept either on a computer
with lock codes and passwords required to access them or in a locked filing cabinet in a
locked room. Personal identifying information was removed from transcripts. Only

research team members have access to the data files.

Participants

Research team members involved with the Archway Partnership Project,
including research team members at TRH (Lamar Leslie, M.S., Pharm.D), research team
members at UGA who developed study design and methodology (Henry Young, Ph.D ,
Shada Kanchanasuwan, Pharm.D) and team members at the Archway Partnership
administrative level (Michelle Elliot, MPA) were included in the study. The participants
were identified by the project Primary Investigator, Dr. Young, which is common in
research that interviews key informants (128). Five questions were sent to researchers by
email. There was an 80% return rate (N=4). The research team members’ responses gave

a wide range of perspectives on experiences with the Archway Partnership Project
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implementation. The small sample size in this study is typical of qualitative research, as
qualitative sampling is conducted purposefully to “illuminate the questions under study

and to increase the scope or range of data exposed (129).”

Thematic Analysis

Analysis was conducted using thematic analysis methods, based on the
techniques of constant comparison from grounded theory (130, 131). Thematic
analysis was conducted to examine trends and patterns in the survey responses. In
order to identify common themes across the data, analysis was conducted across
questions, rather than for each open-ended question individually. One
independent reviewer conducted analysis of all questionnaire transcripts. The
coding method was both inductive and semantic; reviewer abstracted codes and
themes directly from the surface meaning of data with no preconceived notions by
repeated rounds of reading and categorizing. This process included 6 steps: 1)
becoming familiar with data; 2) generating initial codes; 3) searching for themes;
4) reviewing the themes; 5) defining and naming themes; and 6) producing the
report (130). During the 1st step, the reviewer read through all survey transcripts
to gather basic analytic information and allow orientation to the data (131). This
initial step was crucial in that it provided the opportunity for the reviewer to break
up data into component parts, compare data with other data, and identify gaps
(131). Next, while generating initial codes, the reviewer coded using line-by-line
coding and the constant comparison method keeping in mind the research

question of the feasibility and acceptability of the Archway Partnership Project
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(131). This included further comparing data with other data to find differences
and similarities. All 19 codes were abstracted from the survey transcripts, some of
which were derived in vivo, or directly from the data using participant’s words, to
preserve participants’ meanings (131). During the 3rd stage of analysis, these
codes were sorted, synthesized and organized into larger groups of data, hereby
denoted as “themes.” Potential themes were created and cross-referenced with
each other to identify relationships and overlap. Patterns of codes were then
reviewed to verify that themes were coherent. A thematic map was created to
determine if themes accurately reflected the whole data set and to show

relationships between themes.
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The final thematic map is presented in Figure 2. Subthemes were identified
through the creation of this map and overall themes were constructed. These
themes underwent repeated investigation for refinement and direct quotes from
surveys were grouped under each to provide clear illustration. A “member check”,
in which survey participants had the opportunity to approve or deny analysis, was
conducted to further prevent subjective coding (132). Two research team
members responded to these member check emails to affirm thematic analysis,
while the lack of response from the other team members was also considered
affirmative. Memos were created throughout analysis to define each code and
gather all relevant quotes and information from survey and to maintain a level of
organization. The overall themes that resulted from this analysis of perspectives
were organized into a framework comprised of: 1) Factors that impacted the
Archway Partnership Project; and 2) Actions that may overcome these factors.
These are presented, respectively, in the results section below. This framework
offers insight into the acceptability of the project by the terms of the Archway
Partnership Project researchers. These analyses revealed that aspects of the

project were limiting but can be adapted to streamline implementation.
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CHAPTER FOUR
Results
Two main themes were identified from the thematic analysis: (1) factors that

impacted the Archway Partnership Project, and (2) actions to overcome barriers. Within
factors that impacted the Archway Partnership Project, the sub-themes included staffing,
recruitment challenges, and data collection barriers, each of which were comprised of
further codes pulled from data. In our presentation of actions to overcome barriers, the 2
sub-themes identified were streamlining solutions and solutions to increase recruitment.
The codes that comprised these sub-themes were paired with quotations and evidence

from participant responses.

Factors that Impacted the Archway Partnership Project

This section of the results addressed the factors that affected the feasibility and
acceptability of the larger project. Participants identified barriers in the Archway
Partnership Project as related to: 1) staffing; 2) recruitment; and 3) data collection as
themes. The presentation of each sub-theme displayed the intricate problems research
team members encountered during each stage of the research process.
Staffing

Major points that were identified by research team members as complications
with staffing included not having enough staff participation, not having a “consistent”

staff pool, and a need for more staff training for the project to continue. Research team
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members at TRH noted “it was difficult getting enough participations from staft.”
Although nurses and doctors at the facility were approached to assist in the
implementation of the study, various constraints prevented increased participation. This
resulted in a small researcher team available to implement the project while “not having
staff fully responsible for the project” on site. One research team member reported,
“staffing issues to implement the project in the hospital [include] turnover, burden with
daily duties, [and] students returning to school.” The research team members on staff at
TRH were busy with the daily patient care activities; therefore, student researchers were
recruited during the summer of 2016. These student researchers were seen as project
facilitators, as during this period, project implementation went at a steady pace.
Unfortunately, this pace quickly declined once student researchers had to return to the
university for the fall semester. This issue of consistency of researcher team members
posed a further problem, as constant turnover led to increased need for training. “The
learning curve for this project was steep,” mentioned 1 research team member when
asked about project barriers. The protocols for this project included multiple in-depth
questionnaires predicted to take 20-40 minutes each to conduct with patients and had a
timeline of 1 month per patient that may have been inadequate for those interviewing
patients. “It took some time to learn this,” reported 1 research team member about the
study protocol. Overall, 100% of research team members identified a need for a higher
number of research team members and many also reported a need to “train them.”
Without an appropriate amount of well-trained team members, the Archway Partnership

Project would not be capable of moving forward, according to the interviewees. One
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research team member stated, “The role of the research assistant, in my opinion, is
critical.”

It is important to note that despite small numbers for staffing, research team
members did praise those who did participate. “The hospital staff is committed to the
value of the information collected and to helping their patients’ outcomes improve,”
noted one research team member after expressing need for more trained staff.
Recruitment Challenges

When questioned about barriers encountered during the Archway Partnership
Project implementation, 75% of research team members mentioned recruitment issues,
including a low patient census, narrow window of time for recruitment, and issues to
identifying eligible patients. Inadequate staffing was also noted at this point, as
implementation of this project was “facilitated primarily by the identification of eligible
patients,” and there were not enough staff present to identify these patients. Despite the
fact that exclusion criteria were not expansive, they were seen as a barrier to recruitment:

“Barriers to this project include patients that reside in nursing homes or
who have caregivers. Many of these patients rely on others for the
administration of their medications and management of their health. These
patients are usually not eligible.”
The difficulty with recruiting project participants was intensified by low patient census at
TRH. One research team member reported the census to be lower than “anticipated” and
felt that it had “lengthened the time of the study to an unacceptable degree.” Without a
steady flow of patients into the hospital, the research team was unable to identify and

recruit participants to the project, which seems to have resulted in a level of study fatigue,
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as the motivation among research team members due to the novelty of the project wore
off. Even when eligible patients were identified, issues persisted. “There seems to be a
very narrow window between admission where the patient is well enough to take part in a
lengthy interview and release,” a research team member wrote. Due to time constraints
from daily duties and low TRH staff participation, available research team members may
easily miss this time window and consequently, patients may be discharged without being
interviewed. In addition, over 40% of patients asked between January and July 2016 to
participate refused project participation.

Data Collection Barriers

Overall, research team members found the research process “time-consuming.”
The “burden with daily duties” identified as a staffing barrier likely also affected data
collection of the Archway Partnership Project. With 1 in-person interview and 3 follow-
up telephone call interviews included in the study protocol, research team member time
invested was 2-2.5 hours, not including time for data entry, which was also seen as a
barrier by 1 research team member.

Issues often arose pertaining to patient understanding of questions asked in
implemented surveys. In fact, 75% of responding research team members indicated that
patients experienced difficulty with responding to survey questions. “The education level
of patients has been a huge challenge to collecting information,” noted 1 research team
member. Criticisms from 75% of research team members were directed at the use of the
Block Brief FFQ. “I also found that many of the questions that required patients to use
mathematical calculations for nutritional facts were very difficult for patients,” wrote 1

research team member. Similarly, another explained, “Participants didn’t really seem to
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understand the questions and references to the portion size of the meals (although
pictures were provided).” Some found it too “time-consuming” on its own, while others
found it “cumbersome to implement.” Despite having no other dietary questionnaires
involved in the project, one research team member even felt that the FFQ was
“redundant.”

In summary, the 3 subthemes mentioned outline the major barriers to the project
as seen by the research team members. At each stage of the project, from staffing to

recruiting to collecting data, barriers were identified and discussed.

Actions to Overcome Barriers

This section of the results addresses how the aforementioned factors can be
overcome to result in a more easily accepted project. Every research team member
respondent lent at least 1 suggestion for how to improve implementation. The 2 groups of
solutions that were emphasized by the data were (1) to streamline the project and (2) to
increase recruitment.

To streamline the project, suggestions were made to remove the FFQ or decrease
the number of follow-up telephone calls. The “cumbersome” FFQ brought much criticism
from research team members, due to causing confusion among participants. “I [would]
not include the FFQ into the interview because it is too long for the interview process,”
suggested one research team member. Another research team member had a similar idea
and reported, “I understand diet and lifestyle have major effects on health. It might be
more beneficial if the food questionnaire was done separately as an independent study.”

Another streamlining suggestion aimed at decreasing interview times. When asked what
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changes should be made, a research team member responded, “I would probably only
have 2 follow up phone calls after the initial interview instead of 3.” Another research
team member took this suggestion a step further by stating, “I would cut down the
interview into just 2 interviews (before and after).” Indeed, following this suggestion
could decrease research team member time investment by 20 minutes to an hour. Such a
strategy would, however, require protocol evaluation to determine parts of the survey that
could be excluded or edited.

Increasing the recruitment of both research team members and participants was a
critical need identified by this qualitative research. Facilitating this process could
substantially impact the project as a whole. A need to identify research team members
was especially apparent in data, as having a “committed and motivated staff” was seen as
a way to better implement the project. One research team member suggested identifying
“community resources that might provide a consistent research assistant pool.” This
could include temporary work agencies, volunteer organizations, or students from local
universities. “Partnering with Middle Georgia State University’s Nursing program could
have been beneficial for research assistant recruitment,” 1 research team member
implored. Partnering with outside organizations, such as schools and other rural hospitals,
was suggested by 50% of research team members. Research team members also
suggested that the Archway Partnership Project “include more rural hospitals to increase
qualified participants in the study” and “expedite data collection.” This is a suggestion

that has been previously acknowledged and pursued by lead research team members.
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CHAPTER FIVE
Discussion

The purpose of this qualitative study was to determine feasibility of the methods
and approach of the Archway Partnership Project. This study was also designed to
determine if the FFQ utilized in the project was feasible and acceptable to the research
team members and setting. In summary, this study found that the Archway Partnership
Project research team members identified barriers and potential solutions to the
implementation of the project. Research team members readily identified difficulties with
staffing and training, recruitment issues stemming from lack of eligible patients, and
confusion surrounding multiple measurement tools as key barriers to project
implementation. A key finding was the importance of research assistants to the project,
as inadequacies with staff recruitment had demobilized other stages of the research
process. The FFQ utilized in the Archway Partnership Project was a challenge as
participants struggled to understand dietary intake questions. Research team members
also found this tool difficult to implement for this project protocol. These findings can be
utilized to develop a more widely accepted project protocol to evaluate modifiable factors

of readmission.

Staffing

The research team members involved in the Archway Partnership Project

evaluated their peers as committed to the project, yet, from their perspective, the project
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required more research team members for appropriate implementation. The time burden
of the study was identified as a staffing issue, as research team members at TRH
perceived a lack of time to finish both, clinical care duties and research obligations. A
large time investment and research team members working a significant distance from
each other have been noted as barriers by researchers in other qualitative research, just as
they were identified in this study (133). Evidence from another qualitative study of
researchers indicated that research roles were of “lower status” than clinical roles, and
therefore not prioritized (25). Due to this prioritization, researchers employed by the
study, such as the UGA student research team members involved with this study, have
been shown to be easier to train and utilize during recruitment and data collection (25).
Training was seen as an area to improve by research team members, which is a common
complaint among health care researchers interviewed for qualitative research (134).
Additionally, study fatigue may have played a role in the level of participation noted by
some research team members, as issues with study protocol have been shown to lead to a
lack of motivation in researchers (135). In order to gain insight on how to engage
research team members more effectively, the researcher that did not respond to the survey

email should be pursued.

Recruitment

Research team members struggled with recruitment due to a low patient census,
timing of identification, and various patient characteristics that made them ineligible to
participate. Training and work-related support of research team members involved in

recruitment has been suggested to help with completing recruitment (25). Additionally,
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the issues with identifying eligible patients due to low census or research team member
insecurity are not uncommon. In fact, Donovan et al conducted a qualitative study with
recruiters which reported that research team member discomfort with study protocol led
to anxiety associated with approaching patients (25). The Archway Partnership Project
study population included mostly socially disadvantaged individuals, which may be more
difficult to recruit. A review by Bonevski et al found that research team members often
struggle with recruiting subjects from this population due to mistrust in research or
researchers, fear of authority, and perceptions of no personal benefit from participation in
research (136). A qualitative study to determine patient perspective of research team
members might lend useful information for this project’s future. Researcher and
healthcare provider bias was also identified as a barrier to recruitment by the Bonevski
review, as healthcare professionals failed to encourage research participation due to
beliefs that lower SES populations lacked time, interest, or ability to participate. It is
uncertain if this bias existed among the Archway Partnership Project research team
members. Time burden was a barrier encountered during recruitment, as research team
members had a “narrow window” to identify and recruit patients before discharge. This
may have been the perception of the “lower-status role” of research, placing the study as
a low priority, or insecurities in recruiting skills, which have been indicated as barriers to
nurse researchers (135). Additionally, Spilsbury et al reported that fluctuations in
recruitment rates may affect the personal motivation of research team members, as they
may not be capable of meeting expectations of lead research team members. This time
burden was further implicated through decreased staffing, which may have put stress on

research team members involved in recruiting patients.
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Data Collection

Patients who were recruited had misunderstandings of measurement tools,
especially the FFQ, which research team members identified as being time-consuming
and cumbersome. One research team member reported, “The education level of patients
has been a huge challenge to collecting information.” Bonevski’s review also identified
language, lack of education, and low literacy as major barriers to data collection and
measurement as these issues may prohibit the collection of self-administered survey data.
(136). Low educational attainment and older age have also been associated with
difficulties in remembering activities accurately, even without the presence of cognitive
impairment, which may have led to the patient confusion about various measurement
tools, including the FFQ (137). Similar to data reported in this study, other qualitative
research has reported that patients struggle with reporting on portion sizes, despite the
inclusion of pictures for comparison (138). These difficulties with measurement tools
may have caused interview times to extend past the allotted amount, which would explain

research team members’ complaints that the tools were “time-consuming”.

Suggested Solutions

The overall theme of overcoming barriers outlines possible solutions for future
research studies, as identified by study team members at the Archway Partnership
Project. These research team members realized that although the Archway Partnership
Project has experienced barriers to implementation, “the project itself is a brilliant idea
with great potential.” Qualitative methods have been utilized to evaluate local issues to be

considered when introducing new ideas and determining potential solutions (139). One
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suggested method to improve recruitment of both patients and research team members
was to partner with local organizations, colleges, and other rural hospitals. Greysen and
colleagues also identified partnering with community organizations as important, as
partnering may provide a way to fill the “missing piece” in patient’s healthcare that
hospitals cannot fill (140). This would align well with the methods of CBPR, as more
local community members would be involved with the research process. Researchers
reported that hiring community members for CBPR studies was effective for improving
data collection due to increased participant trust (141).

Another recommended solution was to decrease the number of interviews
conducted and to remove the FFQ from the study protocol. Limiting time spent in
interviews would cut down on research team member time commitment and possibly
study fatigue, but would require intense evaluation on inclusion and exclusion of surveys.
Half of researchers suggested that removing the FFQ would be sufficient to shorten the
research process, due to the time-consuming and “cumbersome” nature of the tool that
the researchers reported. The Rapid Eating and Activity Assessment for Patients (REAP)
is a possible alternative dietary assessment that could be utilized. This validated
questionnaire provides assessment in one to nine minutes and can be transformed into a
Healthy Eating Index (HEI) score (142). As a healthy diet has been shown to have an
important effect on clinical outcomes, excluding a dietary assessment may have
significant impacts on study findings and long-term planning in the prevention of hospital

readmissions (143).
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Strengths

Qualitative studies can offer valuable insights into the perspectives of research
team members, generating research questions for quantitative studies (144). Thematic
analysis provides flexible methods for conducting in-depth analyses while still allowing
data to be presented in a way that is readily accessible to those outside of the academic
community (144). Interviews are ideal for in-depth personal narratives and exploring a
single respondent’s reactions without the bias of other participants. Further, interviews
can be conducted without the constraints of moderators, assistants, meeting spaces, and a
collaboration of time (21). In comparative studies, interviews were shown to be 32-37%
more cost-effective and to generate more high-quality ideas per person than other
qualitative methods, such as focus groups (21, 145). The methods used in this study are
ideal for formative evaluation, as they are relatively quick while still providing insights
into project implementation, identifying areas to improve, and suggesting solutions to

barriers (139).

Limitations

The flexibility of thematic analysis can be both an advantage and disadvantage, as
there are few specific guidelines for analysis and insights given can be very broad (130).
Additionally, thematic analysis is still not a well-understood method, as it is relatively
new in the realm of qualitative research with guidelines 1st laid out in 1998 (146). In this
particular study, the results cannot be generalized to other studies investigating factors
involved in hospital readmissions. It is likely that only research team members, that were

most willing, responded to the emailed questionnaire, while non-responding research
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team members may have had different perspectives. Finally, only one questionnaire was
sent to research team members, with only one follow-up member check. In order to gain

more in-depth information, more interactions may have been necessary.

Implications

This study serves as a formative evaluation for the Archway Partnership Project
approach and methodology. Research team member perspectives are important sources of
information on strengthening and limiting aspects of an observational research project.
Thematic analysis provides a relatively fast method to evaluate themes of a project
evaluation. Additionally, the results of this method can be presented in a way that is
understandable to those outside of academia, which may be helpful when adapting

ongoing projects.
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CHAPTER SIX
Conclusion
In conclusion, research team members provided their perspectives on the
feasibility and acceptability of the Archway Partnership Project, which strived to identify
modifiable factors of hospital readmissions. Using thematic analysis, barriers to this
project including staffing inadequacies, recruitment challenges, and problems with data
collection were identified. Research team members indicated that there was a “learning
curve” to the study protocol that impacted all levels of the research process. They also
indicated that participants struggled to understand measurement tools, especially the
FFQ, due to literacy and education shortcomings. While the methods currently in place
have not been fully accepted by research team members at TRH, solutions to improve
their feasibility and acceptability were proposed. Solutions given by research team
members included partnering with other local organizations to improve research team
member and participant recruitment, removing the FFQ from the study protocol, and
reducing the number of interviews of participants. Implementing 1 or more of these
strategies may generate full feasibility and acceptability of the Archway Partnership
Project in the opinion of all research team members involved as methods will no longer
be deemed “cumbersome” or “time-consuming”. Follow-up interviews with research
team members after the implementation of 1 or more of these strategies could provide
further information about project needs. Additionally, a larger sample of the research

team member pool would provide more insight into the successes and barriers of the
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Archway Partnership Project. This may provide a methodology for evaluating modifiable
factors of readmissions that is specifically tailored to hospitals serving rural, low-income
populations. It is necessary to develop study methodologies that are feasible and
acceptable to specific populations; utilizing qualitative research methods is an ideal way

to assess feasibility and acceptability of such projects.
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Appendix A:

Archway Partnership Project Questionnaires

Demographic data

1.

What is your age?
'0 18-30 years

0 31-50 years
0 51-70 years

*00 71-above years

In general, how would you rate your overall health?

'0 Excellent
0 Very good
0 Good

*0 Fair

> Poor

What is the highest grade or level of school that you have completed?
'0 Some elementary or high school but did not graduate

0 High school graduate or GED
0 Some college or 2-year degree

*0 4-year college graduate

Are you of Spanish, Hispanic, or Latino origin or descent?

'0 No, not Spanish/Hispanic/Latino

2 Yes

How would you describe your race? Please choose one or more.

'O White
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20 Black or African American
3 Asian
* Native Hawaiian or Other Pacific Islander

>0 American Indian or Alaska Native

6. What language do you mainly speak at home?
'0 English

*0] Spanish

0 Some other language (please print):

Admission Abstraction Form

Yes

No

Not
known

N/A

Did the patient have acute coronary syndrome on
admission

Did the patient have CHF on admission

Did the patient have community acquired
pneumonia

Did the patient have COPD

Did the patient have asthma

Pamphlet or additional patient information
provided?

Do the d/c instructions include recommendations for
activity?

Do the d/c instructions include clear
recommendations for diet? (mark no if reads only
“cardiac diet,” “ADA diet,” “renal diet” without
explanation)

Is there a medication list in the discharge
instructions?

General comment, “Please stop taking any other
medications not listed here.”

Do the discharge instructions include smoking
cessation guidance or medications?

Do the d/c instructions include specific “call your
doctor for” signs/symptoms? (check “no” if
statement is generic, i.e. “Call your doctor if
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symptoms get worse”)

Is there a specific doctor and/or phone number to
call with problems listed anywhere in the d/c
instructions? (include f/u appointments)

CHF only

* Do these warning signs include weight gain?

* Do these warning signs include
orthopnea/PND/DOE/pedal edema?

* Do these warning signs include chest pain,
palpitations?

CAP only

* Do these warning signs include
fever/chills/sweats?

* Do these warning signs include dyspnea,
productive cough?

Name and contact information of discharging
physician included?

Who authored the discharge instructions?

* Registered Nurse

* Physician Assistant/APRN

* Physician

* (Case Manager / Social Worker / Discharge
Planner

Who discussed the discharge instructions?

* Registered Nurse

* Physician Assistant/APRN

* Physician

* (Case Manager / Social Worker / Discharge
Planner

Discharge Practices and patient understanding / Post-discharge medication and

medical access
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Comprehension of discharge instruction assessment questionnaires

Discharge instruction domains D/C instruction = Response
Medication Yes No N/A Yes No
1. Were you prescribed any new medications
at discharge?
2. Were you told to continue taking
medications they had been taking prior to
hospitalization?
3. Have you filled your prescription? N/A N/A
Follow-up appointment
4. Were you told to schedule a follow-up
appointment post-hospital discharge?
5. Did the hospital schedule a follow-up
appointment for you?
6. Have you made any medical follow-up N/A N/A
appointment?
Diet
7. Were you told to follow a specific diet at
hospital discharge? (examples of
recommended diets are diabetic, heart
healthy, low salt, or low fat diet )
Exercise/ activity
8. Were you told to engage in any physical
activity at hospital discharge? (examples
of recommended diets are physical
therapy and walking)
Smoking
9. Were you told to quit smoking?

FOR HEART FAILURE PATIENTS ONLY

Understanding discharge instructions in patient with heart failure survey

Comprehension

1. Circle the one sentence that you think is true about exercise and your heart.

a) Exercise may be harmful for my heart and I should wait before starting.
b) Exercising 30 minutes five times per week is beneficial or good for my

heart.
¢) Ishould exercise as much as I can tolerate.
d) Exercise will have no effect on my heart.
e) I do not know how exercise will affect my heart.

2. Circle the one sentence that you think is the most important advice to follow

about your diet.
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a) I should eat plenty of fruits and vegetables.

a) I should limit how much fat I eat.

b) I should limit how much salt I eat and water I drink.

c¢) I should drink more water.

d) I do not know the most important advice to follow about my diet.

3. When should you check your weight? Circle one answer.
a) Every day at home
b) Every week at home
¢) Every month at home
d) Whenever I go to the doctor
e) Never
f) I do not know how often my weight should be checked.

4. What should you do if your symptoms return or get worse? Circle one answer.
a) Wait a few days and see if | feel better
b) Stop taking my medications
¢) Call my doctor or 911
d) I do not know what to do if my symptoms return or get worse.

5. Understanding of discharge medications
Please list all of the medicines you will take after leaving the hospital

Name of medicine Dosage (mg) How many times per day?

O [Co [NV [N |Ww|ho|~

6. When and where are your follow up appointments?
List all of your schedule appointments.
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Name of doctor or clinic Date Time Location

Scoring the Understanding discharge instructions in patient with heart failure survey

For the exercise question patients received a point if they correctly identified that exercising for 30
minutes five times per week is beneficial for their heart or if they identified that they should wait
before exercising (for patients who had recently had a myocardial infarction or a major procedure
performed, such as catheterization with stenting or coronary artery bypass graft). Patients also
received a point for the exercise question if they matched alternate instructions given on their
discharge papers, such as that they should exercise as much as tolerated.

For the diet question, patients received a point if they identified that they should follow a low-salt
diet or they were able to match alternate dietary advice (e.g., eating fruits and vegetables) provided
on the discharge summary.

For the question about weight, patients received a point if they chose that they should check their
weight daily.

For the question regarding responses to worsening symptoms, patients received a point for
responding that they would call their doctor or 911 in the case of worsening symptoms.

For the question about follow-up appointments, patients scored a point if they were able to correctly
list all of the names of the doctors or clinics at which they had follow-up visits scheduled.

For the medications question, patients scored a point if they were able to correctly list all of the
medicines they would be taking after they left the hospital.

For all of these questions, patients’ actual discharge summaries and discharge medication lists were
accessed and used to score each item. All decisions about how the instrument would be scored were
made before the investigators began the study.

Cognitive screening (Six-Item screener)

1.

CALLER: I would like to ask you some questions that use your memory. [ am going
to name three objects. Please wait until I say all three words, and then repeat them.
Remember what the three objects are because I am going to ask you to name them
again in a few minutes. Please repeat these words for me: APPLE — TABLE -
PENNY. (Interviewer may repeat names 3 times if necessary but repetition not

scored.)
Did patient correctly repeat all three words? o0 Yes o No

Correct | Incorrect
What year is this? 1 0
What month is this? 1 0
What is the day of the week? 1 0
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CALLER: How often does someone have to help you when you read instruction,

pamphlets, or others written material from your doctor or pharmacy? I will read your

choices.
o 1-Never o 2-Rarely 0 3-Sometimes 0 4-Often o 5-
Always
What were the three objects I ask you to remember? Correct | Incorrect

1) Apple 1 0

2) Table 1 0

3) Penny 1 0

SCORE:

If scores 4 or more correct responses to the Six-item screeners, continue with the

script.

O PASS O FAIL

If the patient scores less than 4 correct answers on the survey, thank them for

their time and ask if you may speak with the patient’s caregiver. When speaking with

the patient’s caregiver, inquire as to whether the patient has known issues with

cognition that are being followed by their doctor. If not, suggest that they bring this

issue to their doctor’s attention at their next visit. If the patient does not have a

physician that they follow with, suggest clinics in their immediate area where they

may receive medical care.

If the caregiver scores less than 4 correct answers on the survey, thank them for

their time. Inquire as to whether the caregiver has known issues with cognition that

are being followed by their doctor. If not, suggest that they bring this issue to their

doctor’s attention at their next visit. If the patient does not have a physician that they
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follow with, suggest clinics in their immediate area where they may receive medical
care.

Health literacy (The Newest Vital Sign)

We are asking our patients to help us learn how well patients can understand the
medical information that doctors give them. Would you willing to help us by looking
at some health information and then answering a few questions about that
information? Your answers will help our doctors learn how to provide medical
information in ways that patients will understand. It will only take about 3 minutes.
READ TO SUBJECT: This information is on the back of a container of a pint of ice

cream.

ANSWER
CORRECT?

Yes No

1. Ifyou eat the entire container, how many calories will
you eat?

Answer: 1,000 is the only correct answer

2. Ifyou are allowed to eat 60 grams of carbohydrates as a
snack, how much icecream could you have?

Answer: Any of the following is correct: 1 cup (or any
amount up to 1 cup),half the container. Note: If
patient answers “two servings,” ask “How much

icecream would that be if you were to measure it into
a bowl?”

3. Your doctor advises you to reduce the amount of saturated
fat in your diet.You usually have 42 g of saturated fat each
day, which includes one serving ofice cream. If you stop
eating ice cream, how many grams of saturated fat
wouldyou be consuming each day?

Answer: 33 is the only correct answer

4. Ifyou usually eat 2,500 calories in a day, what percentage
of your daily valueof calories will you be eating if you eat
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one serving?

Answer: 10% is the only correct answer

READ TO SUBJECT: Pretend that you are allergic to the
following substances: penicillin, peanuts, latex gloves, and bee
stings.

5. Is it safe for you to eat this ice cream?

Answer: No

6. (Ask only if the patient responds “no” to question 5): Why
not?

Answer: Because it has peanut oil.

Numbers of correct answers

Instructions:

Start Asking the 6 questions, one by one, giving the patient as much time as needed to
refer to the nutrition label to answer the questions.

There is no maximum time allowed to answer the questions. The average time needed
to complete all 6 questions is about 3 minutes. However, if a patient is still struggling
with the first or second question after 2 or 3 minutes, the likelihood is that the patient
has limited literacy and you can stop the assessment.

Ask the questions in sequence. Continue even if the patient gets the first few questions
wrong. However, if question 5 is answered incorrectly, do not ask question 6.

You can stop asking questions if a patient gets the first four correct. With four correct
responses, the patient almost certainly has adequate literacy.

Do not prompt patients who are unable to answer a question. Prompting may
jeopardize the accuracy of the test. Just say, “Well, then let’s go on to the next
guestion.”

Do not show the score sheet to patients. If they ask to see it, tell them that “l can’t
show it to you because it contains the answers, and showing you the answers spoils the
whole point of asking you the questions.”

Do not tell patients if they have answered correctly or incorrectly. If patients ask, say
something like: “I can’t show you the answers till you are finished, but for now you are
doing fine. Now let’s go on to the next question.”

Interpretation

Score of 0-1 suggests high likelihood (50% or more) of limited literacy.
Score of 2-3 indicates the possibility of limited literacy.

Score of 4-6 almost always indicates adequate literacy.
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Nutrition Facts
Serving Size

Servings per container
e e R e e R R S e A S s e e e e e e S

Amount per serving
Calories 250 Fat Cal 120

%DV

Total Fat 13g 20%
Sat Fat 9qg 40%
Cholesterol 28mg 12%
Sodium 55mg 2%

Total Carbohydrate 30g 12%
Dietary Fiber 2g
Sugars 23g

Protein 4g

*Percentage Daily Values (DV) are based on a
2,000 calorie diet. Your daily values may

be higher or lower depending on your

calorie needs.

Ingredients: Cream, Skim Milk, Liquid
Sugar, Water, Egg Yolks, Brown Sugar,
Milkfat, Peanut Oil, Sugar, Butter, Salt,
Carrageenan, Vanilla Extract.
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Patient Activation

The Patient Activation Measure, 13-item

Below are some statements that people sometimes make when they talk about their

health. Please indicate how much you agree or disagree with each statement as it applies

to you personally by circling your answer. Your answers should be what are true for you

and not just what you think the doctor wants you to say.

Strongly
disagree

disagree

agree

Strongly

agree

N/A

1. When all is said and done, I am the person who is responsible
for taking care of mu health.

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

3. Tam confident I can help prevent or reduce problems
associated with my health.

4. I know what each of my prescribed medications do.
I am confident that I can tell whether I need to go to the
doctor or whether I can take care of a health problem myself.

6. 1am confident that I can tell a doctor concerns I have even
when he or she does not ask.

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

8. Tunderstand my health problems and what causes them.

9. I know what treatments are available for my health problems.

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

11. I know how to prevent problems with my health.

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

13. I am confident that I can maintain lifestyle changes, like

eating right and exercising, even during times of stress.
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Health-related Quality of Life

EQ-5D-3L™
By placing a check in one box in each group below, please indicate which statements best
describe your own health state today
1. Mobility
'O 1 have no problems in walking about
0 I have some problems in walking about
0 1 am confined to bed
2. Self-Care
'O 1 have no problems with self-care
0 I have some problems washing or dressing myself
0 Iam unable to wash or dress myself
3. Usual Activities (e.g. work, study, housework, family or leisure activities)
'O 1 have no problems with performing my usual activities
0 I have some problems with performing my usual activities
0 I am unable to perform my usual activities
4. Pain/Discomfort
'O 1 have no pain or discomfort
0 I have moderate pain or discomfort
0 I have extreme pain or discomfort
5. Anxiety/Depression
'0d 1 am not anxious or depressed

0 I am moderately anxious or depressed
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0 I am extremely anxious or depressed

6. To help people say how good or bad a health state is we have drawn a scale
(rather like a thermometer) on which the best state you can imagine is marked 100
and the worst state you can imagine is marked 0.

We would like to indicate on this scale how good or bad your own health is today,
in your opinion. Please do this by drawing a line from the circle at the bottom of
thermometer below to whichever point on the thermometer indicates how good or
bad your own health is today.

Score (0-100): 0

100

Health Care Utilization

Survey is administered to patients beginning 30 days after the date of index hospital
discharge.

All questions and all answer categories must be read exactly as they are worded.

No changes are permitted to the order of the answer categories.

All transitional statements must be read.

Index admission date: / /
Index discharge date: / /
Date initial call attempt: / /

Caller records the call attempts and time talking with patient:

#1: Date(mo/day/yr): / / Time ofday ___ :  action taken/time with subject:
#2: Date(mo/day/yr): / / Time ofday ___ :  action taken/time with subject:
#3: Date(mo/day/yr): / / Time ofday ___ :  action taken/time with subject:
#4: Date(mo/day/yr): / / Time ofday __ :  action taken/time with subject:
#5: Date(mo/day/yr): / / Timeofday  :  action taken/time with subject:
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#6: Date(mo/day/yr): / / Time ofday ___ :  action taken/time with subject:

#7: Date(mo/day/yr): / / Time ofday ___ :  action taken/time with subject:
#8: Date(mo/day/yr): / / Time ofday ___ :  action taken/time with subject:
HOSPITAL USE

1. Have you stayed in a hospital overnight since you left the hospital on (discharge date)? This
means being admitted to a hospital floor (not just the emergency room).

'O Yes O No
If YES, please fill out the table below for each hospital visit. Ask for the hospital, date of

arrival, and reason for each hospitalization.

Hospital Date You Arrived Reason

2. Have you been to the emergency room since you left the hospital on (discharge date)? These
would be emergency room visits that did not cause you to be admitted to the hospital (so you
stayed in the emergency room the entire time and went home from the emergency room).

'O Yes O No
If YES, please fill out the table below for each emergency room visit. Ask for the

hospital, date of arrival, and reason for each visit.

Hospital Date You Arrived Reason
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4.

5.

APPOINTMENTS
These next questions are about any appointments you had after you left the hospital on
(discharge date).

3. Do you have a particular doctor’s office, clinic, health center, or other place that you usually
go if you are sick or need advice about your health?

'O Yes?O No

4. Since you left the hospital on (discharge date), have you seen your medical provider,
sometimes called a primary care provider (or someone in their office)?

'O Yes?O No

If YES, What date did you see this person?

Social Support

How often is each of the following types of support available to you if you need it?

Some of the time

Most of the time

None of the time
o | A little of the time

—
[98)

AN

W | All of the time

1. Someone to help with daily chores if you were sick

2. Someone to turn to for suggestions about how to deal
with a personal problem

3. Someone to do something enjoyable with

4. Someone to love and make you feel wanted

85




Sodium intake questionnaire

Dietary Sodium Restriction Questionnaire

1. Were you prescribed a low-salt diet by your health care provider?

Yes; if yes, continue with question 2
No; if no,
2. How closely do you follow your prescribed low-salt diet?

'O Never
20 Sometimes
30 Most times

‘0O Always

3. How easy is it to follow your prescribed law-salt diet?

'd Very hard
‘0 Hard
0 Easy

‘0 Very easy

4. Has following this diet helped you manage your health condition?

'O Notatall
‘0 Slightly

‘0 Alot
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