213521

: ¥ . . -
Afef ldnszuaumsifusulfidnisuyuiidius e Raurgdununsuiasszoe
=) [} o [ {d 4 o Qs a a . o & 1 o) (Y
nfasudiudmiudgeegiovihesess lulsmennassfuafogl (Tertiary care ) fiftseg luglimany Ju
= 5 4 U { 1 o o 3 ad
sonifisamile Anwiluvediheerganssuaneds 2 Tu 3 vesfihofdegsnududiudihogeeowiiduile
4 o da 2 1 Y@ 1{1 o A Y Y+ aw Yy e a e
Fefe fillemsthunardsdeudimiin nqudlhminendnudenquiids 3o lfun  neunaindwi
a an 1 - P ¥ 1 ar I e ! o ar
Ufidenlunedile fuanmuiindniiquadilesuiy fillhegeegiduihedeswaznsounia
¥ o A ' 4 A4 g9 ¢ do 4 J 4 a 4 & o
uazd i lumizsaudugieides sssznafdhmsfinydwdidounnsiag 2546 Aufouiunay
2547
P4 o a i v o aa 3 awa a o 1
msfnuraumssivesmsusmsszezlfoudmluniuniidom  wudinisdfiassedala
asouaguauuanimslfiandmuall szuu@ufiduiuniseg 18ud psneumumssmie
msaeuldnmuifudihouazassuairdmivnsquanuesdefitn  wonnassdiudnusudmie
Athenndoyafidsadliuld  udlilddemsilgnuasumumsquadihofunsnnatiquadilelunssuqg
o ] [ [ o 1 @ o 1 "
uwunis§meda i ldldhduunanelunswioudihsuazaseunsineusmiiedilesensin
T 14
Tsawenuna mstfuiinlunniuiinmswiendmihouaznisquaderiies iauyseluaz liiBedenisqua
Asites .uazwnaiuihnsnuwuimihedthafumsfivau Mldon uazlidedies nans
UszanusfuguivSnsguamguay MldmseSoudeusmuehindey fiheliannsondutngld
A dd o & Yo 1 v @ o 9/ o 4 1 A
dounndfifrdelidmie dilhouazaseuniivannuiiulsdesnisinyzuazdayadreqiienisqua
Aupsrefithy fiavwidnlifmeledeusnflAsy
(X oo L2 0 o o 4 4 d” ' o a s o P
nquds3feds ldswiuiannaudeudilymil Tasswfulmsedaaunseluasiigvin
< ' @ A o a wa [ g
duegudmumamaudly Taolfu3inmshauvememnadifiiculuvedihoiunsquadihoun
] . et ¢ A 9/ 1 ‘3 = b4 v b 4 o R
Aumswennaflinnudeiieslumsguadihuinniu wiuadwanudanudiloludesnsiuin was
aHauwutuiinidoazdaoulumsiuiindonsnawmus mivuazdeedoyavesdilie adrauwuds
o A o I T A o Qs = oea T s a a a s
vasnsAuTuMIT LS M sagquadellesdmiudufdncedndaeu mudszdninmlunsiy
wagdansve e luudazensfadedemssenieiivanainingw uazseningWuinisiy

.
S o o g

9o = [ 4 1 o & v
AuuSms swiinsyangedeyafidifyvesdihaietssamaimiwiie lumsduiiunssenieiiy



213521

N . ¥ 1
anaumInIn  wasiiuasiidauswvesdihonazsaseuniimnaiiinurusmiediendutu
o a J S 9/ 9 n Sd - A o a

nannmsdsuszuumsuSnst dlddithegeegfinuihesesdiszsznafiueusnudalulsweiuia

:1’ o @ 9 4 Y Vo = Y =% 9 t o 1
funslasmdo 150 fhouazaseunialdsunmswsouanuniouuaziinuniondenisdmiie
aduthudevay 882 1&5unsnumudmisuazquaderioiosns 9575 finrwiaweledeusnish
185uszdunndovay 73.3 uazidwygefedihoinsnesveslssnenalasunisdede liguduins

A oA
guamsuruiiensquaderiesdoyaz 100
¥ ]

namsAteihIf iduuamalums iuinisdiholuszeznlaoud wazldagaiumuieves

a a ' a P ' = ° ' =] n:i 9y
nsusmsszezlfoud i iuuSunfifnudmueds nszuumsvesmenuwudmihofiews oudile

ar 9 1 1 9 A a 9 ¥ 1 [} 4 1 = o o = ! =t
aduthutazmsdededihuiemsaanuquadisediedeiios mizefiddyvesnsuinsssezlasy

v & o t N
iutlszneudisTsamenuna guivinguamauanlndiiu naztnvedihe wennadndwiiunum
o o o wa ~ { ] o [l 0 ° [~ ' [
g lumalfiidnsuSmssseznldeudin aszuaumisihaunuuiidous danudunguediaaue
1 = Y = 3/ o t aa o o1 o a A o wa
manazmiufouiu Innazdeudaedniidefinsziaenrniusiefivsing uazuwuimenisygiia
t @ a ' - ° i o a @A o
Saufunugveansazfeuda feldifansiiemiddovuzmshunediuiin afuanwduls anw
o YR

- 1 =] ° 1 o J ' ae ) 5
ﬂ’lﬂ{]ﬂﬂﬂﬂﬂﬂﬁﬁ']ﬁ%‘Uﬂ\‘iﬂ'\ﬁ‘l’]“'mi'éllﬂu ﬁHJ'liﬂLL%ﬂﬂJﬁ'\’UﬂQﬂumﬁulﬁ ﬂq3JE§§’JﬂJ'JﬁJfJ§U§ﬂQWﬁQ@1Hﬁ]VI

srdamsnuiymivesaiies

d‘( o Qs ﬂq A o - ﬂ' 1 d"é‘ 4 ar 1 d'd 1
Nau"lmmﬂfgmma'lunﬁwmm;ﬂuv‘umsmmﬁzﬂmﬂaaumumuﬂm‘]ﬂﬂﬂmaqwuwamms

;4
=3 ]

Y53 i HadefweduaiunisWann 1dud 1. ulenefidanuveslsmoialunmsduiiunsiGes
] ° . 91 VoA 9o ) Y] ' A4 v Y Y1 a o
maeTousmihouazquadihedeiies 2. anzfibwesimiminauiifisades dladuaiumivayu
Tunsiaun uazgaujaiu sadlesulanazanuilsaazvesne1uiadnduynaulunislgia

g @ & et v & Ao ' A 1 = 1 a
3. szuumstufnftiuuuiudinfidany wag 4. ausulisvesthanmsnywazdhouimslulnsens
o o Ay d L v as = o a4d o '
Wannszuumsquadgeery Tedeii lugedenisiauua 18Suldiduilsfengonenmsiann 1dun
- d' d' =y 9 a ¥ d' 9 ¥
1. fsvTnsoumeluvessuwenannyuaeunylunsquadie 2. nsfiadefeasvoyadienves
dile nazmsdszauarwsauflesisgsenhefivanauisdwazmsiidius wvedihonazaseunia
Tumsneunumsguadeiss 3. ssuumsdedenisquagtellfiguivimsguamquanidany uae
4. fuamavdndwitidwsniulunsquadibe feiefiewiannfounladdaldluemen Tdud
Sasiirdeveansiaimingaudsnisquadiheveudaziunisneruia  AnyueTIsuAv AR
@ a 9 4 P4 Ay o ' o ' A o g« 9
assuaafiquagihededieninu uasilifenendemsiannediann fe dnvaemaiuihovesdie

E 4 o da o Y
Q’Q'E'J'IQ‘VIﬁl‘U‘]J’Jfﬂ.iﬂiﬂﬂﬂﬂ'JWNEuLliﬁllﬁg“ﬁﬁJ“ﬁﬂu



213521

Participatory Action Research was adopted in this study to develop a transitional care service model
for elderly individuals with chronic illnesses receiving care in a tertiary care hospital of northeastern Thailand.
The study was conducted between January 2003 and December 2004 in a male medical unit whefe two-thirds
of the patients were elderly persons with moderate to severe symptoms resulting from chronic illnesses. The
study’s participants included registered nurses who worked in the unit, an interdisciplinary health care team,
elderly patients who had chronic illnesses, and their families, as well as personnel in other related health units.

7 Analyses of fhe study site confirmed that the existing transitional care services didn’t adhere to the
established guidelines. The existing services included discharge planning and patient and family education
regarding self-care activities to be practiced at home. Nurses were responsible for setting up the discharge plan
using information gathered from patients and their medical records, however, patients® problems and the
nursing care plans were not communicated between the nurses responsible for the patients’ discharge and the
nurses working in other shifts. In addition, théré were several issues related to discharging and continuing care
at home. The discharge plan had not been i;sed as a guide to prepare patients and their families before being
discharged from the hospital. The documentation related to hospital discharge and continuing care were
incomplete, and as a result, not supportive of care continuation. Furthermore, nurses often perceived that
discharge planning had not been an ongoing proéess, and was burdening and difficult to manage. Cooperation
between the hospital and local primary care units (PCUS) was lacking and often lead to ineffective patient
discharge. Patients and their families were not provided enough information and necessary skills and patients
we're‘unable to go home even when their doctors had given their consent to do so. As a result, they felt
unconfident in terms of performing self-care activities at home and were dissatistied with the service they
received during their hospital stay.

The research. team designed several interventions to address these problems by collaboratively
analyzing the existing problems and circumstances as well as exploring various options fovr the solution. The

. nurses’ thought and work systems had been reorganized to adhere to a process of tcam nursing care, so that
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nurses working in the unit were able to provide continuing care to patients without rotating functions. This
eventually enhanced the continuation of patient care. Knowledge and understanding during the documentation
process were promoted to establish a user-friendly and appropriate discharge form for discharge planning, as
well as for drawing references from patients’ information. Work-flow charts for hospital discharge and
continuing care were developed for all personnel working in the unit. The effectiveness of the nurses’ shift
rotations was also promoted to enhance communication within the interdisciplinary health care team and
between health care providers and clients. Significant patient information was discussed to encourage
cooperation within the interdisciplinary team as well as to increase patients’ and families’ participation in
discharge planning.

After these interventions were implemented, the length of hospital stay for elderly patients with
chronic illnesses was shortened by an a:\.}ér-age of one day and 88.2 per cent of the patients and their families
were prepared and ready to return home by the time of discharge. Almost all patients (95.75%) received
discharge and continuing care planning. The levels of patient care satisfaction for most patients (73.3%) rose to
a “high” level. Most importantly, all patients who were the hospital’s gold card members were referred to their
respective PCU for continuing care.

This study developed a transitional care service model and concluded that care services for elderly
patients during transitional period was defined as “a process of discharge planning to prepare the patient to
return home and to refer the patient for continuing care”. The research project identified several units that were
important for transitional care serviées including the hospital, local PCU, and the patient’s home. Registered
nurses were found to have the most important role in implementing transitional care service. This participatory
work process emphasized teamwork with equal contributions from each member that enabled the team to
critically reflect on the facts and findings that the team had discovered. It further allowed the team to
collaboratively explore solutions based on the outcomes of this reflection. Team members learned to work as a
team and their confidence was enhanced. Consequently, team members felt proud with their success from
working cooperatively and the fact that they were able to solve their own problems. Eventually, the research
team members were empowered to manage their problems independently.

Important conditions that helped in developing the transitional care service model relied on several
other factors that influenced services such as those that functioned in promoting the development including
1) precise hospital policies regarding the implementation of discharge planning and continuing patient care,
2) leadership capabilities of the head nurse that promoted and supported the development, commitment,
participation and dedication of all registered nurses in the unit, 3) the documentation system that utilized easily
understandable forms for recording, and 4) the cooperation of both the client service and educational service
units. Previous barriers to the development of transitional care service that had been transformed into enabling

factors were 1) internal nursing administration that rotated teams to provide patient care, 2) the communication

of batient information, the collaboration among the interdisciplinary team, and the cooperation of patients
and families in continuing care planning, 3) a comprehensible patient referral system, and 4) the
interdisciplinary team that participated in the provision of)patient care. Factors that could be improved in the
future to further ehhance the outcomes of transitional care service included the readjustment of the nurse-
to-patient ratio to adequately providing patient care in each nursing team and their families® care characteristics

and, perhaps the most difficult barrier to overcome, the severity of elderly patients” illnesses.





