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This- participatory action research was conducted with the aim to develop a holist;c c'on‘tin.uing
care model for the elderly with chronic illnesses in one tertiary care hospital in northeastern Thailand. Key .
informants included 58 regfstered nurse and three physicians who cared. for-the elderly in four medicali
wards in the hospital and 60 elderly patients patients with chronic illnesses and their caregivers. The study
was conducted during April 2008 and April 2009 and was carried out in four phases. Phase 1 was a -
- situational analysis conducted to assess problems associated with the continuing care of. elderly -with:
- chronic illnesses. In this phase a data collection was done fhrouéli 1)‘ r;:viewé of pa‘tieﬁts’ ril‘edicalv,réclordas
and the hospital database, 2) interviews and focus- group diécussions with the nurses and t_he physxcxans .
who were caring for the patients, 3) in-depth interviews and focus group discussions with the patignts and
their caregivers, and 4) open-ended questions among the registered nurses. Six most common chronic .
illnesses among the elderly in this hospital were cerebrovascular diseases, chronic obstructive pulmonary..
disease, chronic renal failure, diabetes mellitus,_ ischemic heart disease, and hypertension. In the second
phase, the interdiaciplinary team reflected the infonnatiop obtained from Phase 1 to develop a holistic
continuing care model for elderly with chronic illnesses. Results revealed that in order to achieve optimum
. outcomes ‘of . continuing care - quality, and effective cooperation, communication and referral for this -
hospital, the newly developed coiltinuing, care model needed to relay on three key factors. These factors -
- were 1) enhancement of the healthcare provider competency, 2) establishment of the clinical database, and
3) development of the continuing care innovations. Then the third phase was conducted by the‘
interdisciplinary team that consisted of ten members including an internal mgdicine physician. five
| registered nurses from four medical wards, a pharmacist, a nurse from the dialysis unit. a nutritionist and a
nursc from the hospital’s continuing care center to develop a continuing care model that spanned the care
from admission to discharge and home visits afterward. Due to the project time constraint, the reacarch
team could only select one chronic illness. chronic renal failure, to test the model. Therefore, a group of
clderly with chronic renal failure who came to receive care during the time of project implememation
were additionally invited to jom the study. In addition, the working tcam developed 1) a discharge

planning documentation form for patients with chromce renal failure using the DMEETHOD model. 2) a
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chronic renal failure discharge planning assessment form that delineated the role of interdisciplinary .
healthcare providers and designated a five-day admission duration, and 3) a-self-care handbook for the
patients and caregivers. Lastly, the fourth phase of the study was conducted to evaluate the outcome from
Phase 3. Patient outcomes evaluation confirmed the effectiveness of this continuing care model and
discharge planning. All patients reported a very high level of satisfaction (average 98/100) and the: mean
admission duration was at 5.2 days. None of the elderly patients developed complications. while admitting
in rthe hospital. The interdisciplinary team reported increased learning, sharing of experience, -apd
collaborative decision making among members. The model helped created a com@umcating channel for
the healthcare team to continually care for patients and reduced voverlapping_ roles- of providers. This, in
turn, resulted in improved care quality, efficiency and standards. Nevertheless, the project time constraint
limited the application of this continuir_xg care model among the elderly with other chronic illnesses to
“thoroughly evaluate the model effectiveness the validity of the discharge planning assessment and
documentation forms. As a result, it is recommended that the next phase of the project should address this
issue. After the model has been extensively evaluated and improved, a replication of the model should be

done for elderly with other chronic illnesses.





