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ABSTRACT

Introduction Faced with costly hospital readmissions

of increasingly complex patient populations, transitional
care is a priority throughout Ontario, Canada; yet, rural
patients have significantly more hospital readmissions
and emergency department visits during the first 30 days
following hospitalisation than urban patients. Because
transitional care (TC) was designed and evaluated with
urban patients, addressing urban-rural disparities in TC
effectiveness requires increasing the alignment of TC with
the needs of patients and families in rural communities
and the rural nursing practice context. The study objectives
are to (1) determine the perceived acceptability of
evidence-based TC interventions targeting postdischarge
care management to patients, families and nurses and (2)
adapt the interventions to patients’ and families’ needs
and the rural nursing practice context.

Methods and analysis This multimethod study has two
phases. In phase |, 32—48 patients and families will rate their
level of preparedness for discharge and the acceptability of
evidence-based TC interventions. Participants will be engaged
in semi-structured interviews about their care management
needs, their perspectives on the interventions in fitting

those needs and in providing suggestions for adapting the
interventions to fit their needs. TC interventions perceived as
acceptable to patients and families will be examined in phase
II. In phase Il, 32—48 hospital and home care nurses will rate
the acceptability of the interventions identified by patients and
families and attend focus group discussions on the feasibility
of providing the interventions. Phase | and Il data will be
analysed using descriptive statistics and qualitative content
analysis.

Ethics and dissemination Ethics approval was obtained
from the Research Ethics Board at York University and
participating hospital sites. Findings will be communicated
through plain language fact sheets, policy briefs, press-
releases and peer-reviewed conference presentations and
manuscripts.

INTRODUCTION
Poorly planned and executed hospital
discharges are associated with emergency

Strengths and limitations of this study

» This study uses a systematic process to assess the
perspectives of patients, families and nurses on the
acceptability of hospital-to-home transitional care
interventions and, based on those perspectives, to
adapt the interventions for rural transitional care.

» Assessing the acceptability of the interventions will
highlight intervention aspects requiring modification
to enhance intervention responsiveness, uptake, im-
plementation and effectiveness.

» The study uses telephone interviews and focus
groups to overcome the logistical and geographical
barriers to conducting research in rural communities.

» The self-report measures are subject to response
bias.

» The study is limited to Ontario, Canada and its find-
ings may not be generalisable to other countries.

department visits and hospital readmis-
sions, which are costly to the healthcare
system.! Hospital-to-home transitional care
(TC) involves time-limited interventions
delivered predominantly by nurses during
and following hospitalisation that focus on
continuity of care; supporting patients and
families in managing postdischarge care is
a hallmark of high-quality TC.* With estab-
lished benefits in improving outcomes, TC is
a priority in Ontario, Canada. Yet, patients in
rural communities have significantly higher
emergency department visits and hospital
readmissions than their urban counterparts.”
Almost 60% of rural patients visit the emer-
gency department for a non-urgent health
problem within 30days of discharge, and up
to 59% of their hospital readmissions—which
are conservatively estimated to unnecessarily
cost the health system $C162million/year—
are preventable.” These findings suggest
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inadequacies in preparing patients and families to manage
postdischarge care, and they highlight the need to opti-
mise TC in rural communities to resolve rural-urban TC
inequities. However, four key gaps in knowledge and
practice, validated in our prior stakeholder engagement
activities, need to be addressed to optimise TC in rural
communities.*

Non-alignment of TC with the rural context

Rural communities have higher proportions of older
people, higher rates of multiple chronic conditions’ and
more people of lower socioeconomic status than urban
communities,’ which are all risk factors for hospital read-
mission.” Furthermore, rural communities are character-
ised by longstanding trends of health-service deprivation
(less health system infrastructure and human health
resources), and barriers to accessibility and utilisation
related to distance and widely dispersed patient popula-
tions.”” These characteristics have been ignored in prior
TC trials, which excluded rural communities, limiting the
applicability of their findings.

Lack of fit between the rural nursing practice context and TC
research trials

TC is mostly nurse-led and Ontario nurses report being
responsible for providing TC.* ® Most TC is based on
trials where patients had extensive support from Master’s
prepared Advanced Practice Nurses from hospital admis-
sion to up to 3 months after discharge, with frequent
home visits.”"* Although rural nurses practice with a high
degree of autonomy, they do so with fewer resources, less
education and across larger geographical regions than
nurses in TC trials."” When there is poor fit between
provider, patient and setting characteristics of trials versus
those of the practice area where the interventions are
implemented, adaptation is extensive.'” These adapta-
tions can result in considerable intervention implemen-
tation drift to the extent that the adapted interventions
no longer resemble the original ones evaluated in the
trials.'® Adapted interventions with substantial drift fail to
improve outcomes, highlighting the need to work with
nurses in applying a systematic process to intervention
adaptation.

Limited functional care planning in TG

People living with chronic conditions have poorer func-
tional health and greater risk of hospital-related func-
tional decline and disability.18 ' Functional decline and
related complications (eg, falls) are key causes of hospital
readmission in at-risk populations.20 Consequently, rural
TC requires interventions that meet patients’ functional
needs; yet, few TC trials focus on functioning.”' ** We
found only two TC trials focusing on functioning, but
they, too, were conducted in urban communities,12 2
limiting generalisability of their findings. Furthermore,
40% and 76% of eligible trial patients, respectively,
declined participation,'*' raising doubts about the rele-
vance of the interventions, and highlighting the need to

better understand patients’ perspectives on interventions
that aim to optimise their functioning during the postdis-
charge recovery period.

Non-alignment of TC with families’ needs

Because rural communities have fewer healthcare
services, families are essential to effective TC.? Many
families are expected to perform care activities that, in
hospital, were performed by nurses, and patients with
multiple chronic conditions require more complex care
management.”” The functional abilities and care require-
ments of these patients often differ substantially following
hospital discharge than pre-admission, and most families
feel unprepared to successfully manage postdischarge
care—67% of families report that their postdischarge
caregiving needs are not addressed.” These findings
underscore the urgency of aligning TC with families’ care-
giving needs. Alignment enhances TC’s responsiveness to
families’ needs and increases their caregiving confidence,
ultimately improving patient and system outcomes."”

Study objectives

The study objectives are to (1) determine the perceived
acceptability of evidence-based TC interventions to
patients, families and nurses and (2) adapt the interven-
tions to fit patients’ and families’ needs and the rural
nursing practice context.

Research questions

The research questions include:

1. What are the perspectives of rural-dwelling patients
and their families on the acceptability of the TC in-
terventions in fitting their postdischarge care manage-
ment needs?

a. How prepared are rural-dwelling patients and fami-
lies to manage postdischarge care?

b. What are their unmet postdischarge care manage-
ment needs?

c¢. Which TC interventions are acceptable, meet their
needs/fail to meet their needs and why?

d. What suggestions do patients and families have for
adapting TC interventions to improve fit with their
needs?

2. How do hospital and home care nurses serving rural
communities perceive the feasibility of the TC inter-
ventions identified by patients and families as accept-
able and fitting their needs?

a. Which interventions are acceptable and feasible to
nurses, and which should be modified and how?

b. What barriers and facilitators may influence their
implementation?

c. What resources do nurses need to implement them?

Transitional care interventions

The evidence-based TC interventions (hereafter, referred
to as interventions) are derived from prior reviews of
studies in acute and postacute care settings. They target
postdischarge care management needs and include:
discharge planning, managing treatments (including
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Table 1 Description of transitional care interventions
Aspect Discharge planning Treatments Warning signs Physical acitivity
Goals Prepare patient and family to  Ensure patient and family know Ensure patient and family Ensure patient and family
manage care and recovery the treatments (eg, medications, know the warning signs that understand the importance
at home after discharge; wound care) to be used/applied indicate worsening health of physical activity during
continue to meet patient at home; increase patient and  conditions and what to do recovery; promote safe
needs after discharge; ensure family confidence and ability about them. physical activity; prevent
patient care is coordinated as to use treatments correctly; declines in patient ability
patient returns home. improve patient health. to perform daily physical
activities; promote patient
return to usual daily activities.
Key Assess: patient and family Assess: patient self-care/ Assess: patient and family Assess: patient level of
components needs related to managing family care management and learning needs about mobility and need for assistive

and activities

care and recovery at home.

Involve patient and family in:
setting goals and planning
care; identifying strategies to
meet goals and home care
needs.

Prepare patient and family
how to manage care

and recovery at home

after discharge (provide
instructions and demonstrate
skills).

Address barriers to meeting
goals.

Organise and coordinate care
with community providers.

learning needs; treatments
prescribed but not used
properly and underlying
reasons.

Involve patient and family
in: setting goals related to
managing treatments after
discharge and identifying
strategies to meet goals.

Teach patient and family about
treatments to be continued

at home, provide verbal

and written instructions,
demonstrate use or application
of treatments.

Resolve treatment
discrepancies based on
problem identified.

Ensure that medication
reconciliation has been
performed on hospital
admission and discharge and
on returning home.

potential warning signs
specific to patient’s health
conditions or surgical
procedures.

Teach patient and family
about warning signs (eg,
explain, demonstrate and/or
provide written information
on how to monitor and
recognise them, what to do,
when to get medical help,
who to contact and when to
go to the emergency room).

devices; patient and family
physical activity learning
needs; barriers to physical
activity.

Involve patient and family in
setting physical activity goals
and identifying strategies to
meet those goals.

Teach patient and family about
risks of bed rest, safe mobility,
balancing rest with physical
activity.

Increase physical activity
based on patient goals,
physical abilities, activity
tolerance, and health
conditions.

Address barriers to performing
physical activity.

All interventions are initiated within 24 hours of hospital admission and continued daily throughout hospital stay. Discharge planning lays the
foundation for the other three interventions and ends at hospital discharge. The other interventions continue after discharge for 1 month, with
home visit and telephone follow-up, and their continued need is reassessed at 1 month postdischarge.

medications), identifying and responding to warning
signs and restoring physical functioning.' ** #28 The four
interventions are summarised in table 1.

METHODS

Study design

This multimethod, two-phase, descriptive study (figure 1)
is guided by the Intervention Acceptability and Collabora-
tive Intervention Planning Frameworks, which combine a
patient-centred approach to intervention adaptation
and the principles of community-based research, and
makes engaging healthcare consumers (eg, patients and
families) and providers (eg, nurses) in adaptation an
explicit priority.17 ¥ Adaptation involves modifying or
revising aspects of an intervention (eg, delivery method)
based on consumers’ and providers’ perspectives of the
interventions.” The framework provides direction on
systematically adapting interventions to align them with

consumers’ needs in particular healthcare contexts,
while preserving the interventions’ essential elements, to
enhance intervention responsiveness, uptake, implemen-
tation and, ultimately, effectiveness.

Two phases of activities are planned for this study. In
phase I, TC consumers (patients and families) will be
engaged in assessing the interventions’ acceptability in
meeting their postdischarge care management needs and
inform adaptation of the interventions to fit these needs.
In phase II, TC providers (nurses) will be engaged in
assessing the interventions’ acceptability and feasibility for
the rural nursing practice context and inform adaptation
to this context. Both phases use logic models (tailored to
the participant group targeted in each phase) to promote
understanding of the interventions (online supplemen-
tary material, appendix A). Logic models contain infor-
mation, synthesised from empirical literature, depicting
an intervention’s (1) goals (what it aims to achieve); (2)
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PHASE I:
Transitional Care Consumers

Target Population:
Patients and Families

!
Eligibility & Screening:
Assess for eligibility

!
Data Collection Method:
Telephone interviews to administer measures and ask semi-structured questions

Focus on:
Transitional care experience and unmet needs
Preparedness for managing post-discharge care
Perceived acceptability of 4 transitional care interventions
Suggestions for modifying interventions to meet patients’ and families’ needs

Findings:
Identification of interventions viewed as acceptable and of modifications to make

Qutputs:
Acceptable and modified transitional care interventions moved to next phase

PHASE II:
Transitional Care Providers

Target Population:
Nurses

!
Eligibility & Screening:
Assess for eligibility

b
Data Collection Method:
Self-administration of a measure of each interventions’ acceptability and telephone semi-
structured focus group interviews

Focus on:
Perceived acceptability of transitional care interventions identified as acceptable to
patients and families
Potential facilitators and barriers to implementing the transitional care interventions
Resources needed to deliver the transitional care interventions
Suggestions for modifying interventions to enhance feasibility of their implementation
in the rural practice context

Findings:
Identification of interventions viewed as acceptable and feasible

Outputs:
Acceptable and feasible transitional care interventions — evaluation in future trial of outcomes in
rural practice context

Figure 1 Study flow diagram.

processes involving its components and activities (what it
entails), mode of delivery (how it is given), the human
and material resources for providing it, dose (eg, how
many sessions, how often) and (3) outcomes (the short-
term and long-term outcomes that are expected).” *!
Both phases will be conducted in collaboration with two
hospitals that serve different rural regions of Ontario
(Southwestern and Northeastern) with data collection
beginning in Summer 2018 and continuing through
Spring, 2019.

Phase |: patient and family perspectives

Sample and setting

The target population is rural-dwelling adults, at risk
for readmission and the families of these patients. The
purposeful sample will be stratified by role (patient or
family), hospital region (Southwestern and Northeastern
Ontario) and includes English-speaking and reading
adults, aged 18 years and older. Eligible patients: are
being discharged from hospital for a medical condition
or surgical procedure—these patients have the highest
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readmission rates (65% and 13.3%, respectively) in
rural Ontario, live in a region with a Rurality Index for
Ontario>40,"* are at risk for readmission (indicated by
a LACE score >8)* and are cognitively able to respond
to questions (indicated by a Mini-Mental State Examina-
tion (MMSE) score >24).* Patients will be excluded if they
are: admitted for palliation; unable to stand or weight-
bear at discharge (evidenced by a score of 0 on the corre-
sponding item of the Basic Physical Capability Scale),”
or transferred to a rehabilitation, long-term or alter-
nate level of care prior to returning home which would
preclude their consideration of the interventions in the
hospital-to-home postdischarge period. Eligible families
are unpaid, primary care partners (eg, relatives, partners
or friends)? of patients meeting all eligibility criteria, with
the exception of the cognitive ability criterion. Between
8-12 patients and 8-12 families will be interviewed per
region (for a total of 3248 TC consumers), depending
on informational saturation within each region.36 This
sample size was determined based on recommendations
that 12-60 participants, with an average of 30, are needed
to achieve saturation in qualitative studies”; this sample
size is also sufficient for the study’s quantitative descrip-
tive purposes.”

Variables and measures

Screening measures

Patients’ cognitive ability to respond to questions will be
determined with the MMSE score documented in their
medical record; the MMSE has established reliability
and validity.” Inability to stand or weight-bear will be
measured by self-report using the corresponding item
of the Basic Physical Capability Scale%; the scale demon-
strated construct validity (all items fit the Rasch model
testing) and internal consistency reliability (Cronbach's
@=0.79) in acute and long-term care samples.” Data on
patients’ palliation and transfer status will be extracted
from the patients’ medical record using a standard form.

The rurality of the area where patients live will be
measured by the Rurality Index for Ontario.” The index
is a census-based metric, derived from population size and
density and travel times to nearest basic and advanced
referral centres, developed for rural healthcare planning
and policy development purposes.” Scores are obtained
by asking the patient or family for the patient’s postal
code and entering it into an online calculator; a score >40
is considered rural” and higher scores indicate higher
degrees of rurality.”

Patients’ risk for hospital readmission will be
measured by the LACE index (through extraction from
the medical record).” The index uses four variables to
predict patients’ risk for hospital readmission during
the 30-day discharge period: length of hospital stay (‘L’),
acuity of the hospital admission (‘A’), comorbidities
(‘C’) and emergency department visits in the 6 months
before admission (E).*! The LACE index was validated
using administrative data from 1 000 000 patients and
the four variables were significantly associated with

30-day hospital readmission.*’ The index demonstrated
discriminant ability in the hospital readmission of
4812 medical and surgical patients discharged from 11
Ontario hospitals (C statistic=0.68, 95% CI 0.65 to 0.71);
a one-point increase in the index was associated with an
18% increase in 30-day hospital readmission (OR 1.18,
95% CI 1.14 to 1.21)."" Family screening variables (eg,
a primary care partner) will be measured by self-report
using a standard form.
Preparedness for managing postdischarge care
Patients’ and families’ preparedness for managing post-
discharge care will be measured by the Care Transition
Measure, a 15-item self-report measure with 4 response
options from strongly disagree (1) to strongly agree (4). The
total score is derived by taking the mean of the items’
scores; higher scores reflect a higher level of preparedness
for discharge. The measure was content validated with 49
discharged patients and their families, and demonstrated
construct validity (item correlations ranged from 0.25
to 0.75 with the items of a conceptually related tool),*
discriminant validity (discriminated between patients
with postdischarge emergency visits and rehospitalisa-
tions) and internal consistency reliability (Cronbach's
0=0.93).%
Percerved intervention acceptability
Patients’ and families’ perceived intervention accept-
ability will be measured by the self-report Intervention
Acceptability Scale. The scale provides a written descrip-
tion of each intervention followed by a set of items to rate
its acceptability in terms of its appropriateness, effective-
ness, side effects/risks and ease of use. A 5-point scale
ranging from not at all (0) to very much (4) is used in the
rating. The total score is derived by taking the mean of
the items’ scores. The scale has demonstrated internal
consistency reliability (0>0.80) and factorial validity
(factor loadings>0.30) M

Sociodemographic and health characteristics

Patients' sociodemographic and health characteristics
will be measured using standard self-report questions
on age, gender, marital status, employment status, occu-
pation, living arrangement, highest level of education,
ethnicity and number of days since hospital discharge;
reason for hospital admission will be extracted from the
medical record. Families will respond to similar standard
questions to describe their own sociodemographic char-
acteristics, in addition to their caregiving relationship
(eg, spousal caregiver).

Data collection procedures

The data collection materials and procedures will be pilot
tested for clarity, comprehension and time commitment
prior to use in the full study. Potential eligible partici-
pants will be identified by hospital nurses who will intro-
duce the study, and ask participants for permission to give
their names to the Research Associate (RA). The RA will
contactinterested participants to explain the study, obtain
consent, confirm eligibility using the screening measures
(as described above) and arrange the interviews.
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To overcome logistical and geographic barriers char-
acteristic of rural communities, consenting participants
will be interviewed by telephone within 30 days of hospital
discharge. Telephone interviews, which we have used
previously, are less intimidating and as effective as face-
to-face interviews,”” and will be conducted by the RA.
Prior to the interview, the RA will mail interview materials
including the logic models describing the interventions;
the Care Transitions Measure assessing preparedness for
managing postdischarge care; the Intervention Accept-
ability Scale assessing intervention acceptability and
sociodemographic and health questions assessing partici-
pants’ characteristics.

Participants will be asked to remove distractions from
the environment such as turning off the TV or radio and
to go to a quiet area for the interview to optimise commu-
nication. Participants will be asked to follow the measures
to promote understanding. The RA will first administer
the Care Transitions Measure, and then ask semi-struc-
tured questions about participants’ TC experiences to
identify needs. The RA will then describe each interven-
tion using the information in the respective logic model
and ask participants to rate each intervention’s accept-
ability in addressing their needs. This will be followed by
semi-structured questions (eg, What part(s) of this inter-
vention can be changed to better address your needs?)
focusing on how the interventions fit/do not fit their
needs, intervention aspects that should be modified and
how.*® Interviews will be 60-90 min, audio-recorded and
transcribed.

Data analysis

Descriptive statistics, commensurate with each variable’s
level of measurement, will be used to describe partici-
pants’ average standing on preparedness for managing
postdischarge care, perceived acceptability of the inter-
ventions and demographic variables. Acceptable interven-
tions have a mean rating >2 (ie, midpoint of the response
scale) and qualitative comments indicate that they fit
participants’ needs—even if adaptations are required.**
Conventional qualitative content analysis of the inter-
view transcripts will be conducted concurrently with data
collection (facilitated by NVivo 11) and will focus on
identifying the postdischarge care management needs of
patients and families and the interventions they perceive
as acceEtable/ unacceptable and fitting/not fitting their
needs.” *® Analysis will involve developing preliminary
codes and, through an iterative process, synthesising them
into meaningful, hierarchically organised categories and
subcategories.” Definitions will be developed for each
code, category and subcategory and their interconnec-
tions documented; exemplars for each will be identified.
We will examine data for trends in participants’ narratives
by their scores on the Care Transitions Measure, Rurality
Index for Ontario and Intervention Acceptability Scale
using role-ordered and conceptually clustered matrices*
and analytic memoing.” Strategies for trustworthiness
will be employed (eg, confirmability by documenting an

audit trail; credibility through independent data analysis
by members of the research team; dependability through
in-depth methodological description and transferability
through the provision of data on participant and site
characteristics).”” °' Findings will enable the identifica-
tion of interventions that fit patients’ and families’ needs
and aspects requiring adaptation, and inform revision of
the interventions. Our research team will review the find-
ings and integrate patients’ and families’ feedback into
the intervention logic models, which will be used in phase
IT of the study.

Phase II: nurse perspectives

Sample and setting

The purposive sample of nurses is stratified by their
employment location (hospital vs home care) and
hospital region (Southwestern vs Northeastern Ontario).
Eligible hospital and home care nurses (eg, staff nurses,
discharge planners) work at least 21 hours/week. Casual,
temporary or agency nurses are ineligible. Separate, small
(n=4-6) telephone focus groups will be held with nurses
from each stratum to maintain within-group homoge-
neity. Two focus groups will be held per stratum to ensure
that a diversity of perspectives is captured,” for a total
of 8 focus groups with 32-48 TC providers, based on
the same rationale as the estimated sample for phase I.
Recruitment strategies include presenting the study at
staff meetings and through email, and posting flyers with
our contact information at the sites and on their social
media accounts. Enrolment promoting strategies include
conducting focus groups during non-working hours and
providing a modest honorarium.

Variables and measures

Screening measures: Nurse screening variables (eg, hours
worked per week) will be measured by self-report using
a standard form. Perceived intervention acceptability: nurses’
perceived intervention acceptability will be measured
by the Intervention Acceptability Scale as previously
described in phase 1. Sociodemographic characteristics:
nurses' sociodemographic characteristics will be measured
with standard questions on age, gender, highest level of
education, ethnicity in addition to employment role (eg,
staff nurse, discharge planner).

Data collection and procedures

Nurses interested in participating in the study will contact
the RA who will determine their eligibility, explain the
study and obtain consent. Consenting nurses will be
invited to focus groups to adapt the TC interventions,
recommended by patients and families in phase I, to the
rural nursing context. Prior to the focus group sessions,
participants will receive an interview package containing
the intervention logic models, the Intervention Accept-
ability Scale, which nurses will have the option of
completing using an online tool or in hard copy, to rate
the acceptability of each intervention and a sociodemo-
graphic questionnaire. Our research team will review the
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nurses’ scores from the Intervention Acceptability Scale
and finalise the semi-structured interview guide. In the
focus group sessions, the RA will use the logic models to
describe the interventions and use the interview guide to
engage nurses in discussing the feasibility of providing
the interventions. Questions will prompt nurses to discuss
how the interventions should be further adapted, while
maintaining their essential elements and the adaptations
recommended by patients and families in phase I, and
considering the availability of resources to deliver the
interventions. Examples include: ‘What would help you
deliver the interventions? How should this intervention
be changed so that you can provide it in rural communi-
ties?” Focus groups sessions will be up to 90 min, audio-re-
corded and transcribed.

Data analysis

Descriptive statistics, commensurate with each variable’s
level of measurement, will be used to describe nurses’
acceptability of the interventions and sociodemographic
characteristics. Transcripts of the focus group discus-
sions will be content analysed®” ** (facilitated by NVivo
11) concurrently with data collection using qualitative
analysis methods and strategies for trustworthiness, as
described in phase I. We will examine data for trends in
participants’ narratives by their scores on the Interven-
tion Acceptability Scale using role-ordered and concep-
tually clustered matrices,”™ and analytic memoing.” The
perspectives of nurses will be summarised within each
stratum and compared across strata (hospital vs home-
care, Southwestern vs Northeastern Ontario) to identify
patterns of similarity and difference. This context-sensi-
tive approach will: 1) illuminate if and how practice loca-
tion and region shape perceptions of the acceptability
and feasibility of the interventions, barriers and facilita-
tors in their future implementation, and the resources
required to provide them and 2) enable the identification
of commonalities in perceptions across regions that are
likely to be transferable. Findings will enable the identi-
fication of intervention aspects requiring modification,
and resources required by nurses to deliver the interven-
tions in rural communities. Guided by these findings,
we will revise the intervention logic models, and recom-
mend resources to implement the interventions in rural
communities.

Patient and public involvement

Members of the public informed the development of the
research idea via telephone and teleconference engage-
ment activities conducted in 2015. This resulting project
includes a patient and family representative, a nurse and
two healthcare administrators from rural Ontario. They
have played essential roles by sharing their experiences
to highlight areas of TC that require attention, which we
have integrated into the project objectives and research
plan. As the research project unfolds, they will advise on
the conduct of the proposed activities and help to inter-
pret the findings. They will assist in disseminating the

findings by helping to tailor messages to members of the
public.

Ethics and dissemination
Written informed consent will be obtained from all partic-
ipants. All identifying information will be anonymised
using alpha-numeric identifiers and pseudonyms created
by a random name generator. All data will be stored on
dedicated, encrypted, password-protected drives.
Findings will be communicated to relevant audiences
through plain language fact sheets and policy briefs that
will be tailored to end-users. These will be posted on the
York University Centre for Aging Research and Education
website. Findings will also be disseminated in a press-re-
lease and peer-reviewed journals.

DISCUSSION

Ontario’s Bringing Care Home report highlights the
need for robust evidence to inform patient-centred and
family-centred TC practice and policy.”® This study will
provide this evidence by improving understanding of
patients’ and families’ hospital-to-home TC needs in rural
Ontario. This understanding is fundamental to informing
evidence-based TC policy development to address rural-
urban disparities in TC effectiveness.”

Three potential benefits of the study’s findings are
anticipated. The first potential benefit is to improve the
ability of rural patients, at risk for readmission following
hospitalisation for medical conditions and surgical proce-
dures and their families to manage postdischarge care.
Evidence-based TC interventions, aligned to their post-
discharge care management needs, will improve TC’s
responsiveness, which in turn will improve the ability
of patients and families to manage postdischarge care,
ultimately preventing unnecessary emergency depart-
ment visits and hospital readmissions. Also, logic models
describing these adapted interventions will be developed.
These are useful tools to help patients and families under-
stand how the TC interventions work, the activities they
are involved in and how, knowledge of what to expect and
enhance their ability to identify their needs.

The second potential benefit is to increase the capacity
of nurses providing TC to rural patients at risk for hospital
readmission and their families to incorporate the adapted
TCinterventions into their practice. Applying a systematic
process in adapting TC interventions to the rural nursing
practice context will enhance intervention feasibility and
reduce the likelihood of individual nurse intervention
adaptation as well as intervention implementation drift.
TC interventions, aligned to the rural nursing practice
context, will be more applicable, and more likely to be
provided. Logic models describing how the interventions
work, the activities that nurses need to perform, the time
frames for their provision and the requisite resources will
facilitate common understanding of what nurses should
do to better meet the postdischarge care management
needs of patients and families in rural communities.

Fox MT, et al. BMJ Open 2019;9:6028050. doi:10.1136/bmjopen-2018-028050



The third potential benefit is to influence TC policy.
Administrators and policy-makers can use the findings to
inform the development of TC policy for rural patients at
risk for hospital readmission and their families.

Despite these potential benefits of the design, the study
is limited to Ontario, Canada and its findings may not be
generalisable to other countries. The self-report measures
may be subject to response bias.
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