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Abstract

Background: Transitions of care is an essential part of a patient's journey through a health care
system. It refers to the movement of a patient during an acute or chronic illness between different
settings and health care providers., results in different challenges in providing ongoing care, and
the movement of patient to home, which means the start of a new round of management activities
and /or self-management, so health systems must focus on patient education and training about
self-management and engage the patient as an active partner. Ineffective transition of care is
recognized as a critical issue threatens patient safety, resulting in poor clinical outcomes,
increased readmission rates in hospitals and financial burdens on the patient and healthcare
system.

Obijectives: This study aimed to explore the standing condition, strengths and weakness points of
the current care transition processes, in addition to recognizing the patients’, health care
providers’ and decision makers’ impressions about it, in order to highlight it and make
recommendations for improvement and development.

Methodology: the study is mixed one, the quantitative part is descriptive, analytical and cross
sectional, was done through organizing interviews with patients discharged from the hospitals to
fill in face-to-face questionnaires with 383 patients from four hospitals (2 general hospitals and 2
specialized hospitals) and the qualitative part included interviews with ten key informants and five
focus groups. Quantitative data was analyzed using the Statistical Package for the Social Sciences
software and the qualitative data was analyzed by open coding thematic analysis method.

Results: As for the eight study domains, the percentage of these domains ranged from (56.7%) to
(69.05%) means. The overall patients' perspective was moderate, the lowest for the continuity of
care and the highest for the care coordination. The discharge planning domain was 66.5%, the
preparation domain was (63.4%), the information exchange was (69%), medication reconciliation
domain was 59%, health education domain was 56.24% and follow up domain was (64.5%).
Health providers and key informants revealed that there are gaps and barriers impeding the
effective transition of care process, there are no systematic transition of care processes at hospitals
and there is a lake of knowledge ,lack of understanding of discharge plans during hospitalization
and lack of clarity in health care provider roles which tends to exacerbate already fragmented care
responsibilities during transitions between settings and providers. And there is a serious lack of
information addressing the problems the patient may face after discharge. The study showed poor
provision of patient-centered care, patient and his family did not feel involved or informed about
decisions in care, patient education is not a priority, it is about some instructions given before
discharge. The study also revealed the fragmentation of the system in the provision of medicines to
the patient, the medication reconciliation process is therefore not done. In addition to incomplete
transfer of information, most patients receive oral instructions, patients don 't understand written
instructions and the discharge sheet is not informative for all information needed to the patient
during care transition. There is a lack of teamwork, interdisciplinary work is dominated by
individualism, and there is insufficient communication within a multidisciplinary team between the
different specialties. There is poor coordination between hospitals and primary health care and
community agencies which threaten continuity of care and results in readmission to hospitals.

Recommendations: The study recommended developing national transition of care policies to
ensure continuity of care and integration of services, strengthening the role of primary care to
reduce the burden on hospitals, working to develop a comprehensive health information system,
encouragement of patient-centered services and developing medication reconciliation policy and
procedures.
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Chapter One

Introduction

1.1 Background

Transitions of Care (TOC) refers to the various points where a patient moves to, or
returns from, a particular physical location or makes contact with a health care
professional for the purposes of receiving health care, this includes transitions between
home, hospital and consultations with different health care providers, it is an essential
part of a patient's journey through a health care system at many different times and
places (WHO, 2016).

Care transition necessarily involves several health care providers in and between settings,
all contributing to one individual's responsibility for care. This, however, results in
different challenges in providing ongoing care. Unfortunately, care transition is often
discontinuous and poorly coordinated, leading to poor quality of care, compromised
patient safety and adverse events (Naylor et al., 2017).

World Health Organization (WHO) Defines quality as “the extent to which health care
services provided to individuals and patient populations improve desired health
outcomes. In order to achieve this, health care must be safe, effective, timely, efficient,
equitable and people-centered.”(WHO, 2006: 9) .Patient safety has long been seen as a
key factor in improving the quality of care and safe care can be seen as a barometer of
healthcare systems' success in improving quality (Syed et al., 2018). Therefore, care
transition is a handover encircled by risk, dangers and hazards due to latent factors that
are system failures, or active failures who are health care providers '. Such failures can
threaten patient safety and lead to medical errors, rehospitalization and even death
(Greenwald, Denham, & Jack, 2007). Risk can be caused by a number of factors,
including fragmentation of the healthcare system, poor communication, lack of
coordination among healthcare providers, lack of or inefficient discharge planning,
inadequate monitoring and continuity of care and care transition gaps lead to unnecessary
readmissions which increase health system costs and life-threatening to patients
(Hesselink, et al., 2014)

Many readmissions are due to confusing discharge arrangements, unclear instructions

from various providers, drug mistakes, including dangerous interactions between drugs
1



and duplications. The consequences of ineffective transitions are far-reaching and can
cause frustration among providers, add unnecessary costs to the health care system and
cause confusion and stress for individuals and their family members (Naylor et al., 2017;
Jencks, Williams & Coleman, 2009).

The concept of transition is derived from social science, Meleis ' theory of transition,
which indicated that the transition reflects changes in health status, changes in
relationships and responsibilities, aspirations and capacities, indicating changes in human
needs (Meleis, 2011). He emphasized that such a change is taking place in the health
situation, so we have to expect environmental factors that could threaten our patients
during the care transition period, the transition itself produces a vulnerability status so
this impression of Meleis makes us think of the fragility of our patients and the
dimensions of this fragility that interfere with the major problems of the health system
and its complex environment and the objective is to concentrate on identifying the points
where fragility hits the peak while acknowledging the health needs of the individual and
to take preventive steps before the transition takes place by assessing the information and

education levels as well as communication at the time of transition (Meleis, 2011).

In the United States of America (USA), the United Kingdom (UK) , Australian Health
System and many other countries, effective transition of care has been a priority for
several years, such countries have developed numerous transitional care programs and
policies for effective care transition with a multidisciplinary approach to reducing the
number of hospital readmissions and reducing mortality and morbidity attributable to
inadequate care transition, it has been a critical indicator of the quality of hospital care in
recent years, and declining readmission rates are a major challenge for leaders of the

health care system (Kommuri, Johnson, & Koelling, 2012).

Accordingly, the Palestinian healthcare system must be alert to those processes that a
system of fragmented care and inconsistent performance in the transition of care could
compromise the quality of care and patient safety, resulting in poor clinical outcomes,
increased readmission rates in hospitals and financial burdens on the patient and

healthcare system.



1.2 Problem statement

Ineffective transition of care is recognized as a critical issue threatens patient safety.
According to the Joint Commission International (JCI), (80%) of hazardous medical
errors are likely to include miscommunication among health care providers during
patient transition. The transition process includes senders who transmit known patient
information and move a patient's care to the next clinician, and recipients who embrace
the patient's information and care. Besides causing patient harm, improper
communication can lead to delays in treatment, inappropriate treatment and a longer stay
in the hospital (Joint Commission, 2012). Upon hospital discharge, (49%) of hospitalized
patients experience at least one medical error, diagnostic examination, or follow-up tests
(Moore et. al., 2003). One study reported that one-quarter of patients had an adverse
event post-discharge, and half of the Adverse Events (AEs) were preventable (Forster et
al., 2004).

To the researcher's best knowledge, AL Massri (2009) conducted a study on the
discharge process in the West Bank (WB). In addition, Al Ron (2009) conducted a study
on the discharge process at the Al-Shifa Hospital in Gaza Surgical Departments and Abu
Dagga (2014) conducted a study on the discharge process at government hospitals in
Gaza Strip (GS). And the three studies found that there are a lot of gaps in the discharge
process, but these studies focused on one part of the transition from hospital to home.
However, there is an information gap on how all care transition processes works in Gaza
Hospitals and there is a lack of reliable information and strategies related to care

transition.

The ultimate goal of the researcher is to analyze the current system, deepen the patient
journey of his disease to explore discrepancies, patients suffering, success and failure
through this path. Thus, this study attempts to pay attention to this unclear area of care
delivery process and to investigate current practices in governmental hospitals to
promote the awareness of policy makers toward effective transition of care policy that

improve quality and patient safety.

1.3 Justification

Many of us feel the anxiety and overwhelming of hospitalization whether on our own or
with a loved one and the confusion that follows after discharge to home or transition

from one health provider to another at the same hospital or another hospital, patients
3



discharged from hospital to home must get better and not have to worry from unclear

instructions, medical errors or possible side effects of drugs.

Uncoordinated care and fragmentation that result from ineffective communication among
health providers during transition of care processes can lead to misuse of resources,
medication and medical errors ,patient frustration and rehospitalization which is stressful
for team and dangerous for patients , as every hospitalization increases the risk of
hospital acquired infections, medication errors, falls and other side effects which are
costly to the health care system, on the order of $12-$44 billion annually in the USA
(Alstveit, Aase, & Barach, 2011). Studies on chronic patients in USA hospitals propose
that more than 75 percent of readmissions for chronically ill patients are potentially
preventable with planned care transition after discharge (Medicare Payment Advisory
Commission, 2007). Readmissions thus provide a critical indicator of quality and safety

over an episode of care for policy and care system managers.

In Gaza governmental hospitals the total number of discharged patients according to
MoH report (2018), 197,391 patients, and the number is increasing every year, thus the
number of patients needing care after discharge increases. In addition, the number of
injuries in the (GS) as a result of the wars 26,797, an average of 136.6 per 10,000
inhabitants, (54%) of them admitted to hospitals. And increasing life expectancy of old
age lead to increase in chronic and complex diseases. According to Courbage, Abu
Hamad, & Zagha, (2016) study about demographic changes next years, Palestinians aged
65 years and over will increase from (2.9%) to (7.7%). As a result of aging, there will be
more chronic and degenerative diseases, and more multiple health problems that are
common among elderly people. The population projection indicates that the proportion of
the elderly population will triple over the coming 35 years, in addition Palestine is going
through epidemiological transitions, non-communicable diseases (NCDs) are the major
causes of morbidity and mortality. These factors enlarge the need for comprehensive and

coherent follow up system and supportive transition of care processes.

Transition of care have been the subject of recent attention among health plans,
researchers and policymakers in several countries to upgrade quality of care and health
outcomes, cost saving and patient satisfaction. Efforts are done last several years and

continue through transition of care programs tailor care transition programs to identify



patients' needs and engaging them early in the transition process safety (Naylor et al.,
2017).

Moreover, this is considered as the first study in Gaza focus on the (TOC), according to
the researcher's knowledge, which will contribute to creating awareness of this issue and
contribute to encourage healthcare policy maker at different levels to apply intervention
programs to improve transition of care at our hospitals and put this issue as a priority in

health can plan.

1.4 Aim

To assess the effectiveness of transition of care process in Gaza governmental hospitals
and associated factors, in order to highlight it and provide policy makers and health

providers with recommendations for improvement and development.

1.5 Objectives

1- To examine current (TOC) practice in governmental hospitals in Gaza.

2- To explore areas of strengths and weaknesses in relation of (TOC) process.

3- To appraise effectiveness of care transitions from patients/ caregivers, health care
providers and policy maker perspectives.

4- To determine differences in patient perspectives about the (TOC) processes in

relation to patient characteristics.

1.6 Context

1.6.1 Demographic context

Palestine's total area is about 27000 square kilometers, (GS) and (WB), total population
4,915,943 million are in the state of Palestine, about 2,953,943 of population reside in
WB which represents (60.1%) of total population, while 1,961,406 reside in GS with a
percentage of (39.9%) (PCBS, 2018a)

According to PCBS (2018a), the total area of GS is 365 square kilometers on the east
coast of the Mediterranean Sea, approximately (1.35%) of the Palestinian land; it is
separated from WB because of Israel territory. It is divided into five governorates: North
Gaza, Gaza City, Mid Zone, Khan Younis and Rafah. GS considered as one of the most

density areas over the world that reach to 5,374 people by Km2. This high density of



population and a restricted area of land create high demands for health services and
increase work loud on healthcare providers. Children under 5 years represents (14.9%) of
population, children under (15) years represents (41.6%) of population, and elderly
population who are more than 60 years represent (4.8%) from total population. The
population is getting older, but the majority of them are young, with continually high

fertility rates and increased life expectancies.

According to MoH (2018) the crude death rate reaches (2.76) deaths per 1000,
cardiovascular disease is the leading cause of death (50.6%), cancer( 10.6%) ,respiratory
diseases (5.7%), perinatal diseases (5%), communicable diseases (2.4%) and diabetes
(2.6%), shedding light the major health problems that the occupied Palestinian territory
currently faces. The prevalence of non-communicable diseases and their risk factors are
high, the reduction of communicable diseases incidence, in tandem with longer life
expectancy and lifestyle changes, the population morbidity profile has changed, non-
communicable diseases (NCDs) are emerging as todays leading health concerns and
costly to treat and monitor, this epidemiological transition toward chronic diseases will
increase the need for comprehensive follow up and effective (TOC) processes (Kyu et
al., 2016) .

1.6.2 Socioeconomic characteristic

The (GS) suffers from hard economic condition because of Israel blockade. In 2018, the
unemployment rate increased dramatically to (52%) compared to (44%) in 2017. The
total Gross Domestic Product (GDP) in GS is 2,970.5 USD Million (PCBS, 2018a). Yet
(80%) of the population depends on international humanitarian assistance, while the
continuing intra-Palestinian divisions worsen the humanitarian and service crisis on the
ground, the number of Palestinian refugees dependent on United Nations Relief and
Works Agency for Palestine Refugees in the Near East (UNRWA) for food aid grew
from less than (80,000) in 2000 to nearly a million today (UNRWA,2018). The poverty
rate was (38.8%) in (GS) in 2011 increased to (53%) by the end of 2017 one of the
highest in the world (PCBS, 2018a), and the situation is complicated further by different
political, economic and social factors, this economic downturn could have an effect on
financial access to healthcare facilities, it may also increase the burden of poverty-related

diseases like malnutrition, sanitary related diseases and anemia.



Access to clean water and electricity is still in crisis and affects almost every part of
Gaza's life. Clean water is unavailable to (95%) of the population, and electricity supply
has only recently increased to be 12 hours a day by the end of October 2018. Ongoing
power shortages, however, have seriously impeded the provision of essential services,
health, water and sanitation in general. And the fragile economy of Gaza continues to

struggle, most of the sectors of manufacturing and agriculture.

1.6.3 Health care system

The health care system in Palestine is complicated and fragmented, facing continuous
challenges due to political circumstances, siege, conflicts and wars, which causes
continuous drainage of current limited resources. Moreover, internal Palestinian
governmental fragmentation, cause poor coordination between stakeholders, which by
common sense is, reflected on MOH's facilities in terms of lack of resources, poor

resources allocation and low responsive governances.

Palestinian health sector includes three main levels of care of the primary, secondary and
tertiary health care. It consists of four main providers; Ministry of Health (MOH), the
(UNRWA), Non-Governmental Organizations (NGOs) and the private for-profit service.
All providers share the delivery of health services at various levels with MOH, the main
and largest provider of health services in the government health sector (MOH, 2018).
MoH operates primary, secondary and tertiary health services and purchases from
domestically and abroad the unavailable services. UNRWA provides primary health care
services to refugees only and purchases some secondary care services. NGOs provide
primary, secondary and other tertiary health services (MOH, 2018). The private- for-
profit sector through some specialist hospitals offers the three levels (Regional Health
Systems Obeservatory-EMRO-2016).

The shortage of electricity and the scarcity of drugs and medical equipments are life-
threatening, particularly for patients with non-communicable diseases and emergencies.
Electricity shortages affect the 12 government hospitals and more than 140 clinics for
primary health care (PHC) clinics (49 MOH, 22 UNRWA and 66 NGO PHC facilities)
and distracting essential services such as blood banks, laboratories, and storage of
vaccines (OCHA, 2017).



MOH is the responsible body for the leadership and organization of the work of the
Palestinian health sector, through well management of the health sector and ensure the
necessary resources needed for sustainability and development. MoH is also responsible
for policy development, the legislation, laws, plans, activation of partnerships between
the various partners in the sector and with other sectors and optimal management and

investment of available resources (MOH, 2018).
1.6.4 Hospitals in GS

The MoH is the key provider for secondary health services in GS. According to annual
report of MOH (2018), number of hospitals in (GS) 32 hospitals in a rate of 1.63 hospital
/100.000 of population with 2.943 beds in a rate of 15 bed/10.000 of population, while to
cope with population growth hospital beds should be increased to 3,100 at the year 2020
(Courbage, Abu Hamad, & Zagha, 2016). Hospitals are distributed as the following; MoH
operates 12 hospital in a rate of 0.66 hospital /100.00 of population, this rate is less than
the reported rate in Jordan (1.9) and the average OECD country rate (4.9) with 2,240
beds which represents (76.1%) of total beds at GS by rate of 11.4 bed /10,000 of
population. Number of inpatient beds at governmental hospitals 1,782 beds cover a
variety of services (28.2%) for general surgery, (24.5%) internal and phycatric, (21%)
pediatric, 11.9% gynecology and (13.6%) intensive care beds. Military medical services;
includes 2 hospitals with 177 beds represented (6%) from total beds in GS. Occupancy
rate was (52.9%) and LOS was 2.4 day. In addition, NGOs run 16 hospitals with 526
beds, represents (17.9%) from total beds

Admitted patients was of all hospitals was 243.333, (81.8%) admitted to governmental
hospitals at the year of 2018 with increase of (1.9%). Occupancy rate at governmental
hospitals was (95%) while occupancy rate at Non-governmental hospitals was (45%).
Length of stay (LOS) average at governmental hospitals was 3.3 day during the year of
2018 while LOS average at Non- governmental hospitals was 2.2 day during the same
year. Turnover rate at governmental hospitals 113.4 time by the year of 2018 which
means that the bed is occupied 113 times during the same year and that explains high
occupancy rate at the year 2018. Turn over interval rate at governmental hospitals 0.2
days equals 5 hours while it was 2.7 days at NGOs hospitals (MOH,2018).



No of patients at emergency departments of governmental hospitals was 1.402.222
patient with increase (4%) than the year 2017 represented (86.9%) of total emergency
patients while NGOs hospitals emergency patients represents (5.9%) and Military
medical services represented (7.2%). Moreover percentage of outpatient clinic patients
was (54%) at MoH hospitals, (34.4%) at NGOs and (7.6%) at Military medical services
(MOH, 2018).

All those numbers indicate high hospital utilization at MoH which need to reinforce

transition of care processes as an essential part of care continuity.

1.7 Definition of terms

1.7.1 Transition of care

Is the movement of patient from the place of care to another one, inside settings from one
department to another, between settings from hospital to another or from hospital to
primary healthcare center or rehabilitation center, between providers, from generalist
doctor to specialist doctor or between different health providers or the patient leaves to

home.

1.7.2 Patient safety

Patient safety means that there is no preventable harm to the patient during the health
care process and that the risk of unnecessary harm associated with health care is reduced

to an acceptable minimum.

1.7.3 Medication error

Any preventable event that may cause or contribute to improper use of medication

causing harm to the patient.

1.7.4 Adverse event

An unexpected medical problem that occurs during treatment or other therapy. Adverse
events may be mild, moderate, or severe and may be caused by something other than a

drug or therapy.



Chapter Two

Literature Review & Conceptual Frame Work

2.1 Conceptual Framework

As shown in figure (2.1) The conceptual framework illustrates the basic elements of the
study, defines how these elements are linked together and describes the research

variables and it is used as a guide for the researcher.

The researcher wants to explore the current transition of care processes that are
implemented in governmental hospitals in GS. Following are the elements that have been
recognized by the literature must be in place for effective transition of care:

2.1.1 Discharge planning

Discharge planning is a collaborative approach to healthcare continuity, coordination, and
evaluation. Successful discharge planning maintains the continuity phase covering the
identification, assessment, a set of goals, planning, execution, coordination, and evaluation
of health care; it is defined as “the link between the patient's hospital care, and the

treatment received in the community after discharge”(Shepperd et al., 2013)
2.1.2 Preparation for transition

It is the assessment of patient readiness for care transition taking in consideration
physical and psychological condition to the patient and the capability of the patient to
take care of their health after transition from hospital.

2.1.3 Information exchange

Timely and efficient exchange of important information on care between patients,
families, and health care providers. Successful (TOC) requires timely, perfect and
appropriate clinical information communication between health care providers
throughout the entire care continuum. Information related to patient care must be
transmitted to the patient in the form of a summary of information on patient care.
Follow-up instructions and patient education should be given in a specific patient's
language at a specific sheet.
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2.1.4 Medication reconciliation

Ensuring that patients and their families use medications safely and on the basis of
patient care plans, developing and implementing a drug management plan as part of the
overall care plan of the patient, medication reconciliation with medicine lists for pre-
hospitalization and post-hospitalization, clarifying which medications to take, highlight
any changes in the regimen, explain the intent of each medication when to take each

medication properly, and annoying side effects to look out for.

2.1.5 Patient education

Patient and family education and engagement to improve their active involvement in
their own care, including informed decision-making. Patients and their families are
familiar with the condition and care plan, upgrading patient and family learning activities
to promote the use of teaching back to risk-specific problems, developing expertise in
self-care performance and ascertain the degree of understanding of patients by asking

them to explain in their own words the details of the plan.

2.1.6 Follow up care

Facilitate the successful transition of patients by appropriate follow-up care activities
from one level of care or provider to another. Patients and families have prompt access to
key health care providers after an episode of treatment, depending on the illness and
needs of the patient. Making appointments before discharge for medical follow-up and
post-discharge examinations, post-transition contact with patients and/or families and

other healthcare provides.

2.1.7 Continuity of care

Continuity of care is all about quality of care over time. It is the communication,
collaboration, and synchronization of medical information between different providers to
facilitate patient care through multiple times and multiple care settings. To what degree
the patient has an ongoing relationship with a medical team or clinical team member and
organized clinical care that progresses seamlessly as the patient travels between various

parts of the health service.
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2.1.8 Coordination of care

Care coordination seamlessly integrates multiple providers and specialists delivering a
patient's health care. Coordinated care aims at improving health outcomes by ensuring
that treatment is not provided in silos by different providers through removing repetitive
tests and procedures, and helping to reduce health care costs. It is regarded as a key
element of the effective transition process. This makes the transition of patients easy and

straightforward to move patients from one level to another.
2.1.9 Leadership support

Leadership support is one of the most important factors for success of (TOC). This means
paying attention and reinforcing the regulations of the executive, policy making and
strategies making for all participants in transition of care system. Senior management
becomes mindful of the challenge of transitions and is dedicated to finding solutions.

They find ways to reduce readmissions and produce other positive results.

Transition of care process effectiveness measure by: Perception of policy makers which

means leadership support health care providers and patients.
2.1.10 Perception of patient and health care providers

This applies to the satisfaction of the patient's or not the with transition of care he
experienced and the health care providers perspectives with the procedures they provided

in reference to transition of care process.
2.1.11 Patient characteristic variables

There are several patient characteristics that might affect the transition of care processes
which include; hospital department age, gender, patient educational level, and (LOS) at

hospital and frequency of admissions.
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2.2 Literature Review

2.2.1 Transition of care definition:

Care transition is an interdisciplinary approach involving assessment, setting goals,
scheduling, preparation, and evaluation. Effective transition of care is a connection
between the patient's hospitalized treatment and the community's post-discharge care.
Health system integration is vital to ensuring the quality of health services, but this
integration is met with many obstacles, specifically when the desired outcomes enhance
healthcare quality, security and resource efficiency to ensure continuity of patient
treatment and disease prevention, diagnosis, recovery, palliative care at various levels.
(TOC) is one of the most important axes for the integration of the health system (Glenny,
et al., 2013); (Lima et al., 2018).

It is defined as a set of actions designed to ensure the coordination and continuity of
health care, as patients transfer between different locations or different levels of care
within the same location (Coleman & Boult, 2003). Coleman & Boult (2003)
hypothesized that improving quality and safety during the transition of care varies greatly
between improving quality and safety in a single health institution because the goal of
the transition of care is to facilitate the link between the needs of the patient and his care

setting

In other words, care transition is an integrated treatment plan that covers a wide range of
services based on the availability of well-trained and informed providers of patient goals,
orientations and health status information. It also covers planning, collaboration, and
interaction between service providers and addresses the change in patient health as it
travels between different health centers. For example, moving to and from operating
rooms or intensive care units, or from one health center to another. Studies have shown
that there are very important problems in the quality of services for patients when care is
transferred across multiple care bodies, especially when moving from one health care

center to home or another health care center (Coleman et al., 2002)

Poor control of transition processes has been followed by negative effects on transition
patients, their wellbeing, their expectations and care outcomes (Molter & Abrahamson,
2015). These negative effect trends include depression, immersion, stress, lack of

medication compliance, increased complications, and preventable death, especially for
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life-threatening diseases such as heart diseases(Ponikowski et al., 2014). On the other
hand, evidence-based research has shown that good health management during care
transition has a positive effect on the side of the patient and their families (Van et al.,
2008).

2.3 Transition of care processes:

The researchers in the field of the effective transition of care have identified several
interventions to improve the process ((Naylor et al., 2017; Jencks, Williams & Coleman,

2009; Hansen, et al., 2011). Such interventions can be defined as follows:

1- Pre- transition interventions

Discharge planning, patient education, medication reconciliation, patient preparation,
booking for follow-up after discharge.

2- Post- transition interventions

Coordination with service providers, follow-up through telephone, home visits.

3- Interventions between and after transition

Transition training, patient instructions, continuity of care among providers.

2.3.1 Discharge planning

Discharge planning is to develop an individual plan for the patient prior to discharge in
order to ensure that the patient is discharged at the right time with the necessary services
after discharge (Shepperd et al., 2013).

Planning to discharge is a complicated process that should start from the beginning of the
hospital admission of the patient and anticipated the length of his hospital stay, even if
he needed services or equipment at home or had to be transferred to another health center
or a different level of care (Meyer, Jekowsky, & Crane, 2007). Planning for the transition
of care is a vital component of the quality of service provided to patients and of ensuring
the continuity of the health care system. It is important to enable the patient to continue
treatment and return to his performance before the disease (Halasyamani et al., 2006).
The misconception of discharge planning is a set of measures taken at the end of a
hospital stay. The quality of care at the discharge is therefore poor, as the planning for

the transition of care consists of assessing the patient at the time of admission, training
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and teaching the patient and his family, follow-up and assessment of his situation after
transition. The plan should be adapted to the patient's needs and satisfy their expectations
(Solomon, Damba, & Bryant, 2013).

This integrated procedure begins when admitted and continues through hospital
treatment, interspersed with the risk assessment of the patient's functional and cognitive
status. It also addresses the home environment in which the patient returns, the
psychological and cultural factors affecting the patient, support systems and lack of
information. Assessment of the patient's condition and health care needs should be
initiated upon admission and repeated over the course of the illness and hospitalization,
responding to changes in patient health as a new diagnosis or event that alters the
patient's needs, when changing the shifts and before going out, make sure the patient is

ready to transition (Laugaland, Aase, & Barach, 2012).

Structured discharge care planning is a proven method of reducing hospitalization and re-
admission, reducing costs and ensuring continuity of care after discharge. It results in
better mental health, increased patient satisfaction with services and improved patient
outcomes. It not only improves the quality of care but also improves the quality of life of
both the client and his family (Shepperd et al., 2013).

The discharge planning process includes the following: Effective recognition and
assessment of patients who need assistance, support and identify their needs, to facilitate
discharge planning, work with the patient, family and therapist team, develop
recommendations and options for continuity of patient care and reference for changes
and services that meet the needs of the patient, provide support and encouragement for
the client and his family and include him in the decision-making process and provide him

with a plan for the length of the stay and the change of patient situation.

In addition to paying attention to community services, an effective care transition plan
depends on the involvement of the patient and their families and prepare them to
discharge after taking into account the information and education that they need to make
the patient and the family in the form of expectations and to avoid confusion during the
transition of care. The involvement of the patient and his family is a key to a successful
care transition plan and a multidisciplinary team that must be involved in its
development. The data from the patient and his family helps staff develop meaningful

plans before leaving the hospital. Studies have found that the role of the family in
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planning care transition is positive, family involvement increases the effectiveness of
care and increases in elderly cases, critical illnesses and hearing-impaired patients. The
family of patients is an important source of information for health providers. It also plays
an important role by sharing patient information with therapists and giving them
feedback (Duguid, 2012).

Evaluation of patients at risk of readmission became part of the transition of care
initiatives especially to identify high-risk patients and high-cost patients and who will
benefit from coordination and follow-up after discharge using assessment tools to help
identify patients at risk of adverse events following discharge in order to begin the
follow-up of his condition and to initiate interventions that prevent re-admission to the
hospital or to visit the emergency department. Risk factors include low education,
hospitalization, several diseases or multiple medications. Patients who are discharged
against medical advice (AMA) are at high risk, a retrospective cohort study was
conducted at an urban academic medical center found that patients with AMA had a
higher readmission rate and also a double increase in death risk compared to those with
discharge planning. Those who leave AMA have to be advised regarding the illness-
specific risks associated with premature discharge and the increased risk of death and
readmission (Southern, Nahvi, & Arnsten, 2012).

Abu Dagga(2014) , conducted a study about discharge process at governmental hospitals
in GS, the overall patient perspectives about the discharge process was low (33.6), the
highest percentage was about receiving information about medications (42.9%) and the
lowest percentage was about receiving information about referral (16.2%), over half
(53.4%) of surveyed patients indicated that were not involved in their discharge process
and three out of every patient showed that physical needs not assessed before discharge,
the overall mean scores about health care providers perspectives and practices related to
discharge process was 71% much higher than clients reported score, the highest
percentage was about perception regarding the outcome of effective discharge planning
(84.40%); mean while the lowest was in the availability of regulations (57.25%) and the
study illustrated that more than two third of health care providers were not trained on

discharge planning.
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2.3.2 Preparations for Care Transition

Preparing the patient for transition is a major determinant of the patient's health
outcomes and satisfaction. Preparing the patient for the care transition should take into
consideration the patient assessment of his/her readiness for care transition in terms of
physical and psychological condition and the patients' perceptions of taking care of

themselves after transition from hospital.

The physical and psychological preparedness are both important for the efficiency of care
transition. The health care providers should clarify the dangerous signs and symptoms
that require the patient to consult the physician immediately, and those symptoms that do
not need to consult the physician about, where the patient and his/her family could deal
with at home. Therefore, the patient should realize clearly whom he/she will contact
when these signs arise (Specialist doctor-PHC- GP doctor- or the ED department at the
hospital), which requires providing the patient with a name and a telephone number to

communicate in case of emergency (Coleman & Boult, 2003).

Involvement of the patients and their families in the daily morning round deem necessary
as it helps the patients and their families to prepare for the care transition, it builds trust,
it shows the patient's expectations and foster the physical and psychological assessment
(McCarthy, Johnson, & Audet, 2013).

In a study conducted to find the relationship between the patient's readiness for discharge
and preparations at hospital for discharge and patient-specific characteristics were
conducted on 1755 patients the result was less than half of patients (47.8%) indicated
their readiness to discharge, Only (58%) of patients indicated that they received
interventions from service providers to prepare themselves for self- care, (30%) received
interventions to prepare them for symptomatic management (Mabire, Bachnick,
Ausserhofer, Simon, & Group, 2019).

The most important physical indicators which should be assessed such as; movement,
pain, energy level, appetite, sleep, swallowing, and food taking, while the psychological
indicators to be assessed like anxiety, fear, difficulty to sleep, hallucination, and
depression. The knowledge indicators such as the skills required to treat their health like
being familiar with the medicines and their side effects, and the ability to take a good
care of themselves post transition (Commission, 2010).
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Sneath (2009) has reviewed several studies about the patients ‘families' opinion regarding
the preparedness of their children's care transition from the hospital, where it was found
that the patients have had many questions that were left without answer from the health
service care team, and they felt that their children were not ready for care transition. In
addition, he pointed that the health care providers should encourage their patients to
express their opinion of their ability to encounter the care transition, and so are the
patients, they need to be supported by their families during the care transition. That the
patient and his/her family together will experience the status of care transition, as the
anxiety, fear and stress negatively reflect on the patient and his/her family to figure out

the required information (Sneath, 2009).

The psychological preparations have to be included within the patient care transition
plan, in order to help the patient cope before, during, and after the care transition, in
addition to the care transition timing, as it has to depend on the health care team

knowledge of the patient's readiness, physically and psychologically (Ellis, 2010).

The successful preparation for the care transition may lead to a correct care transition and
therefore, it may be resulted in the success of the patient and his/her family to complete
the treatment of the patient and the good care of his/her health condition at home. On the
contrary, the difficulty to face the health care transition and/or having complications or
problems after the care transition may imply the lack of readiness and improper
preparation of the patient for care transition, which would evidently bring about the
patient readmissions or repeated visits to the ED department in the hospital. The lack of
preparedness for the patient care transition and his/her return to the hospital course has
been studied, in return, the patients discharged in an effective way and planned care
transition proved to be more committed to the treatment plan and better adherent to
attend to the consultation appointments, and less readmitted during 30 days (Jack et al.,
2009)

2.3.3 Information Exchange

The care transition process is a complicated one and a high-risk process. And the
ineffectiveness information exchange may lead to dangerous outcomes. Besides, poor
communication of information exchange between the health care providers is related in

about (80%) of medical errors which occur during the care transition. The care transition

19



safety and efficiency requires a clear communication and coordination in due time and

documenting the patient’s information (Solet, et al., 2005) .

The information exchange through the care providers deem necessary to inform about the
patient, and it affects all the facts related to the patient, as it includes conveying the
medical information about the patient, as well as the medical care responsibility
whenever the patient moves between the different medical specialists and medical
documentation or communication and/or both, and sometimes it needs interpretation as in

the X -ray results.

2.3.3.1 Documentation

The medical documentation is any information about the patient available in the patient’s
file, which is kept as a patient’s’ record. All the employees within the health care team
need to know their role in communicating and circulating the patient’s precise
information, in order to prevent repetition or loss of the patient’s exact information
during the process of exchanging the knowledge between the hospitals, health centers
and health care providers. The discussion and circulation of the patient’s information
should be made according to specific criteria to ensure the clarity and accuracy of the

information exchange (LaMantia, et al., 2010).

2.3.3.2 Hand off between providers

The gaps in exchanging the accurate and complete information, and the effective
communication between the health care providers when changing the responsibilities
upon hand off patients is a major problem, that negatively reflect on the health care
quality and safety of the patient. Despite the fact of the primary objective of handing the
patient off during the care transition is merely to provide the correct information about
the patient, his/her current condition, and any changes recently happened or expected to

take place, yet, each hand off is a strong opportunity for errors to occur.

The care transition of the patient between the hospital physicians and the primary health
care physicians generates an inevitable requirement to improve the communication when
exchanging the information between the admitted patients’ physicians and the out

patients’ physicians upon the care transition process (Kripalani et al., 2007).
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The proper exchange of the accurate related information about the diagnosis results,
treatment complications, medical consultations, the crucial tests’ results upon discharge,
and the arrangements for follow-up may better the continuity of health care. In contrast,
communicating at a later time, and the inaccurate information exchange between the
health care providers, especially and directly after the care transition would bring about
undesirable outcomes for continuity of care, patients’ safety, satisfaction of patients and
health care providers, as well as the resources’ utilization (Coleman, Min, Chomiak, &
Kramer, 2004).

For quite a long time, the health organizations and institutions suffer from the improper
process of passing the important and correct information about the patient from one
health care provider to the other, and/or from a health care team to another. Hand off the
patient is a process that is shared between the sender, who is the health care provider that
conveys the information about the patient, who has been care transited out of his
responsibility, to another health care provider, who is the recipient that will receive the

information about the patient and takes a good care of him/her

In a survey done by JCI, it has found that in the average, more that (37%) of the patient
hand off was ineffective and did not allow the recipient to provide a safe care to the
patient. It has also concluded that about (21%) of the senders are unsatisfied with the
handing and receiving quality.

The certain root causes validated by JCI for communication failure during the patient’s
handing and receiving is the culture that does not give a room for handing and receiving
such as; absence of team-work, respect, the expectations’ difference between the sender
and recipient, the ineffective communication techniques like verbal communication
and/or bed-side communication, the insufficient time for the receipt and the disturbance
which takes place upon the patient receipt and the lack of special criteria and procedures
for receipt like (e.g. situation, background assessment and recommendations) (SBAR).
Besides, the lack of sufficient staff to work at specific times of the day or week.

Moreover, not involving the patient in hand off procedures (Commission, 2012).

Other definite reasons include the sender who provides inaccurate and incomplete
information about the patient, as the sender himself does not know very much about the
patient and hand that patient to the recipient. The sender also could not receive an

updated information about the patient such as; the laboratory tests results and X-Ray
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reports as they are not available during the hand off time, and at the same time, the
sender is unable to communicate with the recipient who will receive the patient. Another
problem is the inability of the sender to follow-up with the recipient when adding new
information that should be informed, while the recipient may have other priorities and he
is neither able to take care of the transited patient, nor have any information about
him/her (Commission, 2012).

The information exchange should be done on time, which evolves that the patient when
transited for care, there should be a time schedule that gives the chance for the recipient
to receive the patient in due time, and effectively design the treatment plan or any

required interventions and/or changes (Commission, 2012).

In the emergency departments, communication between the health care providers and
patients is truly significant and indispensable, while the problematic environment at the
emergency departments lead to losing this important part of communication. At one of
the studies made in this regard, it was found that the patients leave the ED with
incomplete information about their health condition and the required instructions of their
treatment. Many factors bring in this status, one of which that the information available
at the emergency departments are higher than the patient health education level. The
study also found that the verbal communication between the patients and the health care
providers is almost brief and incomplete (Engel et al., 2012).

2.3.3.3 Discharge Summary

The discharge summary and instructions is a collection of documents which include
important information about the patient that is based on the patient’s diagnosis and
procedures made for him/her in the hospital. The discharge summary provides the
information that is essential and related to the patient, the information includes vital parts
such as; patient diagnosis, a brief about patient’s disease history, general information
about the physical tests, tests results, improvement in the patient condition, treatment,
and plans and follow-up. The discharge summary is the primary documentation used by
the physician to register and document the patient’s details in the hospital, description of
clinical incidents, medications, and follow-up instructions. The medications and
diagnostic tests results are critical and central information within the discharge summary
(Myers et al., 2006).
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In the Kingdom of Saudi Arabia, Mahrous (2013) has made a questionnaire about the
patients’ opinion and level of satisfaction with the information given to them upon
discharge and care transition, 167 patients have participated in the study. The researcher
has found that (44.3%) of patients were unsatisfied with the information that should meet
their needs upon care transition, (45%) of patients were not satisfied with the information
that should make it clear to them what they have to do after discharged from the hospital,
(60.46%) of patients have not received any information about expected complications,
(46%) of patients have not received any information regarding the indicators of critical
symptoms that may happen to them, (69.3%) of patients did not know to whom they
should approach for help, (35.3%) of patients lack information about the medications,
(53.3%) of patients did not know the reason for prescribing each medication, (69.3%) of
patients do not the side effects of the medications, (46.6%) of patients have not received
any information about the food, (52.3%) do not have information about the follow-up
instruction upon care transition, (68.2%) of patients have not received a written
document for care transition that explains the patient medical condition and shows the
instructions upon care transition. As for the surgeries’ patients, (41%) of patients do not
have information about the way to take care of their wound, and (42%) of patients were
unsatisfied with the clarity of instructions and information upon care transition
(Mahrous, 2013).

The discharge summary could improve the health care services provided to the patient
when it is sent to the physicians who follow-up the patient at the out-patient clinics and
the primary health care physicians. The primary health care physician needs an
information resource about the patient, in order to follow the patient up after care
transition, as whenever the discharge summary has been clear and complete, it makes
better communication with the patient, because the patient could not give the physician

the full and accurate information about his/her stay in the hospital.

Generally, the patients are not a reliable alternate for the discharge summary, and it has
been found that the discharge summary is a way to improve the patient’s information,
and his/her satisfaction. Circulating the discharge summary deem necessary, as the
patient becomes responsible for giving this summary out to his/her physician upon
follow-up after care transition, and as the communication between the inpatients care
team and the outpatient care team upon care transition is vital for patient safety. The

studies made in this regard proved that the patient follow up with a physician who has
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access to the discharge summary has been related to decreasing the risk of readmission,

while the lack of communication has serious consequences (Van Walraven, et al., 2002).

(Agency for Health Research and Quality, 2014) has stated that the discharge summary
should be handed to the patient before care transition, the summary should be written at
the primary level of health education for the patient. Also, these information should be
written for each patient as an individual case, and be written at the level of third or fourth
primary grade in the language that the patient prefers, and it should include the reason for
hospital admission, the medications’ list written in a simple language, with their doses
and times for taking them, as well as the follow-up appointments. It should also include
the symptoms that the patient should pay attention to, what he/she should do, and with
whom he/she would communicate. Regarding the medications, the written information
have to elucidate what the patient would take, when, why, and how, and be informed
about the side effects that he/she should be careful about. It is similarly important to
clarify whom the patient would approach if and when these symptoms appeared. In
addition, the physicians should confer with their patients about the way to get the
medications and clarify whether there will be any financial difficulties for the patients.

Moreover, the discharge summary should be complete at the discharge time.

The discharge summary plays an essential role in helping the patient to deal with his/her
illness, and protect the patient from any complications and/or disorder resulted out of
ignorance, nevertheless, from the other hand, it helps protect the medical staff from being
sued as a result of misbehavior. The completeful discharge summary spells out all the
related health procedures and treatment which have been done in the hospital, it is
necessary for the hospital to keep a copy of the patient’s file, while the patient has to sign
for receiving his/her information. All these procedures, if properly done, would help in

protecting both the patient and medical staff to be sued.

2.3.4 Medication reconciliation

The medications errors are a common problem, particularly when the patients move
between the health care service providers. The discrepancies usually take place upon
hospital admission and discharge, wherever the patient moves between the different

health care providers, when he/she moves between the departments in the hospital, when
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sharing consultations between specialists and when moving from a hospital to another
hospital medicines (Wheeler, et al., 2018).

Transition points within or across healthcare settings are often associated with changes in
the medicines the patient prescribed, In addition, patients' medications may change as a
result of , changing, starting or discontinuing over-the-counter medication purchased by
the patient in pharmacies, herbal, traditional or complementary medicines without
contact with their doctors, use drugs from friends or family members.

More than (40%) of the medications errors are resulted from the inadequate medication
reconciliation at the care transition, out of which (20%) of medications errors cause harm
for the patient, as the miscommunication of the medical file are so common and end with
serious medication errors. These are truly problematic times for the patients who take
several medications, (25-80%) of patients had at least one medication discrepancy or
failure to communicate in-hospital medication changes at discharge (Lehnbom, et al.,
2014) .

The studies made in this regard have proved that most patients are subject to at least one
medication discrepancy upon hospital admission, which is a global issue (Pippins et al.,
2008).

The Medications’ discrepancies which occur with the care transition negatively reflect on
the health system and the patient, they include an increase in using the resources in
treating the patients, an increase in the medical staff work burden in tackling these
discrepancies and treating them, which all negatively affect the health system’s
outcomes. It may be important to indicate that about (15%) of the OECD countries

expenses is spent due to these risky incidents (Slawomirski, Auraaen, & Klazinga, 2017).

As internationally recognized, the total cost of medication errors has been estimated at
US$ 42 billion annually (Aitken & Gorokhovich, 2012).

Most of the medication errors could be avoided by the medication reconciliation, which
is making the comparison between the medications prescribed for the patient and all the
medications that the patient takes. In addition to looking over the medications stopped,
the medications the patient previously has taken with the medications added in the

hospital, in order to medically decide for the new list of medications.
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The medication reconciliation may help in identifying the medications problems such as;
the medications interacting with each other’s and the danger of the risky incidents. This
reconciliation should properly occur at each treatment time and with the care transition
from one health provider to another. Moreover, the patients and their families should be
fully involved and be conferred about their medications changes, reasons for changes,
purpose of prescribing each kind of medication, doses, how to take the medications, way

to manage medications and keeping them at home (Duguid, 2012).

The patients would be eventually involved in the care transition process through
providing them with the updated medications list and/or the same medications list. They
need to be oriented with the information about the medications upon care transition

and/or any time the medication changes.

Whereas the hospital pharmacist plays the leading role in the medicine's reconciliation,
nevertheless, it is the responsibility of the whole medical care team. The whole health
team members should be trained on this technique, not only that, but the team work
culture should be reinforced as well as sharing the responsibility and effective
monitoring. The specialties limitations and competition among the health care service
providers from one hand and between the health providers and managers at work on the
other hand should be molten and be gotten rid of, and work following the
multidisciplinary team approach should be recommended and supported (Young,
Barnason, Hays, & Do, 2015).

Zianeian et.al (2012) conducted a prospective cohort study to assess the frequency of
medication reconciliation mistakes and patient uncertainty of their medications after
discharge which enrolled 377 patients, the findings were (22.3%) of admission
medications were represcibed or stopped at discharge wrongly (24.2%) of those
medication were classified as suspected provider errors. Interview comparisons of the
discharge lists of patients showed that 81.6 percent of patients did not know the names of
their drugs stopped, (64%) unable to name drugs and doses for of their new drugs
and (69.3%) could not name the changed the frequency of their re-dose medication
(Ziaeian, et al., 2012).

In accordance with the World Health Organization (WHO) report in 2017 (WHO, 2018)
regarding the medication's safety during the care transition, it would include applying

structured formal procedures for medication at all the care transition steps, based on:
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1.Taking the best possible medications history of the patient through interviewing the
patient and making sure of the information through one reliable resource at least,
updating the medications list of the patient, and communicating with the health care
providers to which the patient will be transited, in order to know the changes on the
medications list. Meanwhile, identifying roles and responsibilities, training, support, and

making the tools and technology available.

2.The partnership between the patient and his/her family and the health care providers is
required to agree on the treatment plan, and to ensure that the patient has received
sufficient health education and training, in order to safely manage his/her medications.
Making sure that the patient has the updated list of medications, as well as prioritizing
the patient most vulnerable to the risk of using the medications through communicating

with the patients before and after the care transition.

3. Application of a system to manage medications, that includes medical cooperation,
nursing, and pharmaceutical, and working on improving the employees’ capabilities and

information about the medications and their risks.

4. Improving the quality and availability of health information upon the care transition,
in order to facilitate getting the patient medications history through the patient electronic

file and/or requesting the paper document file.

5. The medications history information should be verified and it should include reasons
for changing the medications list during the time of admission in the hospital, which has
to be realized by the health provider at the next stage of care. The studies therein have

shown that this has reduced the medication errors and bettered the patient’s outcomes.

2.3.5 Patient Education

2.3.5.1 Patient and family engagement

The patient and his/her family are considered as the most important partners for
improving the health care quality and safety. Their participation as effective members
with the health care team is a prime component for making the health service care safer.
It also helps in reducing the percentage of readmission and visits numbers for patients

attending to the emergency departments.
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Patient-Centeredness is a key aspect for bettering the quality of health care services. It
focuses on involving the patients and their families as real partners in the treatment
process which could be met through educating and training the patient, creating mutual
information and knowledge and respecting the patient's values, needs and expectations
(CIliff, 2012). This objective could be achieved with the effective communication and
coordination between the health service care providers from one hand and the patients
and their families from the other hand. The health service care providers should pay a big
attention and priority to educating the patient in order to be able to deal with his/her
illness status and treatment options in a way to reinforce the patient's true engagement.

Educating the patient process is a collection of instructions that spotlights on the ability
of the patient to care for his/her health condition. The quality education delivered for the
patient and his/her family is the best technique to anticipate the patient readiness for care
transition (Johnson, Sandford, & Tyndall, 2003; Weiss et al., 2007). It is the combination
of educational programs that primarily take place during the patient’s stay in the hospital,
which paves the way for the patient and his/her family for the care transition from the
hospital to home, as the patient's education tends to complete during the patient stay in
the hospital and makes a priority with the discharge time. When the patient's education is
left until the discharge time, the patient loses interest and attention and the short time

available for the health care team brings ineffective patient education.

2.3.5.2 Discharge instructions

The patient discharge instructions are known as any kind of documentation the health
service care provider may make to hand to the patient upon discharge from the hospital
to home with the purpose of maintaining patient safety and continuity of receiving the
treatment at home in order to foster the patient's interest and care about his/her health
status. These instructions may be oral or written, while most patients prefer to speak to
them, and enclose the dialogue with written instructions accordingly (Taylor & Cameron,
2000) .

The researches done in this respect proved that (40 — 80%) of the oral information given
to the patients had been immediately forgotten, while half of these information were

wrongly recalled. Many studies therein have shown that the weak level of health
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education and health knowledge may lead to weak health outcomes especially for elderly

patients with low education level (Solomon et, al., 2013).

Failure to comprehend the patient discharge instructions is one of the most important
reasons for the patient's dissatisfaction with the health care provided. One of the studies
has found that the patients do not get the details related to the medicines, food cautions,
and changing the life style, which leads to an ineffective care transition as the discharge
instructions should be taken as a complete process and not as an alternate for the oral
instructions. The verbal instructions between the health care providers and the patient
deem necessary and are considered as a crucial part that helps the staff to make sure that
the patient has comprehended the instructions totally and they give the patient the
opportunity to ask questions about his/her health condition (Mahrous, 2013).

The successful transition of health care requires providing the patient with suitable
instructions and information that conforms with the patients’ health needs which
reassures the continuity of care at home. Communication and education include all what
the patients’ needs of knowledge and skills during his/her illness time in the hospital, as
well as the knowledge and skills in various areas including: how to use medication and
medical instruments and equipment, dietary instructions and nutritional education which
he/she should master upon discharge from the hospital. As the patient should play a
proactive role in taking care of his/her health condition, which evolves that he/she should
do quite an effort to get a stable health condition and prevent or reduce the complications
that may arise because of any chronic diseases. This role enables the patient to identify
his/her health problems at an early stage. Moreover, engagement of the patient and
his/her family in the treatment process is essential for the continuous health education
and learning system (McGinnis, Saunders, & Olsen, 2011).

The factors that affect the patient's acceptance and readiness to learn about his/her health
are many, as the health organizations and institutions' environment is a place that is
difficult to train in, therefore, a suitable health learning environment should be created
which would encourage and support the communication and coordination with the
patients and their families, in order to meet their health education needs and recognize
the difficulties encountered by the patient that hinders his/her care for his/her health
condition (McBride & Andrews, 2013).
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2.3.5.3 The Teach-Back technique

Is a tool used by healthcare providers to verify whether a patient (or caregiver)
understands what is explained to them. When a patient understands, they will be able to
"teach-back" the information correctly in the patient's own words. This technique allows
the provider to identify and correct in real time any misunderstandings in order to prevent
adverse events related to a lack of understanding of the information on discharge.
Teaching back method has been validated to teach a patient new skills (e.g. insulin
administration or dressing change). This method can be used sequentially, starting early
in the hospital, to build knowledge, attitudes, and skills more effectively. It is a way to
help the patient to be involved and in harmony with the health education and makes
him/her able to ensure what he/she has learnt. In one study, teaching back was done to
patients with heart failure over a three-day period. Day 1 focused on the aspects of
knowledge (e.g., "What medications are you taking?" "What is your definition of heart
problems?") Day 2 focused on the aspects of attitude (e.g., "Why is it important to keep
an eye on your diet or to weigh yourself daily?") Day 3 concentrated on attitudes and
abilities (Example: "How can you take your medicines every day or get to your follow-
up appointments?") In this small study, the readmission rate and the duration of second
hospital stays were decreased for patients who were readmitted(Peter et al., 2015).

Patient education is a nursing responsibility in the first place, yet, the rest of other health

provider’s members such as; physicians, pharmacists, physiotherapists, and others should
play their roles in the health education process. The lack of a clear description of roles
and responsibilities of the health education at the care transition time is practically
resulted in repetitions, omissions, and unclear information that confuse the patient and so
lead to lack of commitment and disobedience to the discharge instructions (Ashbrook,
Mourad, & Sehgal, 2013).

2.3.6 Follow-up care

The healthcare provider should make follow-up appointments before discharge from the

hospital and review all the details with patients that included the date of appointment, time

and location. They should also discuss with the patient how to get to the appointment by

providing maps and guidance. The main important thing is explaining to the patient the

main purpose of that appointment. Also, to teach the patient to call the hospital if they need
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to reschedule the appointment. Give the patient the contact information which includes the
phone number of hospital. In addition, ask the patient to bring the discharge summary to all

appointments (Agency of Healthcare Research and Quality, 2013).

Follow-Up upon care transition is essential for improving the patient's outcomes, and in
order to meet the objective out of it, the health care providers are requested to guide the
patients to better their health condition. They are also requested to involve the patient upon
his/her return for follow-up after care transition from the hospital.

Follow-Up upon care transition may contain regular medical assessment of the patient's

health condition, including clinical examinations, blood tests, and X-Ray tests.

According to the National Cancer Institute (2019), follow-up care checks for health
problems that may occur months or years after treatment ends. The long-term relationship
with the patient deems necessary for the individuals who have recovered from all types of
treatment. For instance, Cancer patients could be subjected to follow-up either monthly or
annually after recovery, while Orthopedic Surgery patients may need a continuous follow-
up especially after having been operated. The nature and level of follow-up directly count
on the type of disease and the health condition of the patient (National Cancer Institute,
2019).

The regular follow-up after care transition helps in disclosing any health complications
early, relieves them, maintains the patient out of hospital, and decreases the patient's
readmission in the hospital, which positively reflects on reducing the expenditures spent on
the health system.

There is no ideal time for the first follow-up after care transition, either with a specialist or
with a primary health care physician (GP). Many factors are related to the follow-up
appointment such as; the severity of the disease, the patient's capability to continue taking
care of his/herself at home, as well as the psychological and logistical factors. Several
studies have proved that the patients who have been followed-up upon care transition were

the least subjected to be readmitted in the hospital.

A study on Medicare patients for cardiac patients admitted in the hospital at 225 hospitals
has concluded that the percentage of readmission during 30 days has been the highest for
the patients discharged from the hospitals, who have been the least followed-up 7 days

after patients' care transition (Hernandez et.al, 2010).
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2.3.7 Continuity of Care

The continuity of care is the extent of health service care integration and consistency which
conforms to the patient’s needs and the surrounding environment, that's how a patient
receives treatment as continuous and cohesive over time; this is the result of good
information flow, strong interpersonal skills, and good care coordination (WHO, 2018).
Continuity of care occurs when separate and discrete elements of care are connected and
when those elements of care that endure over time are maintained and supported. Since the
patient urgent needs to receive the health care from many specialists and many health
centers. The need almost arises for the patient care transition from one hospital to another,
or within the same hospital, or from a hospital to a primary health care center, therefore,
the continuity of care is an indispensable requirement for the health system. It is a result of
linking the patient proper access to the health care with the proper communication between
individuals, and the easy flow of information between health service providers, in addition
to the proper coordination between the health care service providers in order to keep the
system consistency. As for the patient, the continuity of care means the availability of
correlated and consistent health care service provided all the time through. For the health
care service providers, the continuity of care means their experience to get sufficient
information about the patient, in order to better apply their skills, and the trust that their
health service care be recognized and followed-up by other health care providers (Haggerty
et al., 2003).

Haggerty et al. (2003) Proposed there are three types of continuity of care; relational
continuity characterized by ' the patient's continuing therapeutic relationship with one or
more providers, management continuity, Described by a consistent approach to clinical
health management that is responsive to changing needs of patients and informational
continuity in which Clinical information is used to make each individual's current

treatment appropriate.

Success of the continuity of care lies in improving the care transition between the hospitals
and primary health care centers. The community mostly counts on the cooperation and
proper communication between all the health system components, as the care transition out
of a health center does not always mean the end of health care provision, but it may be a

start of care provision at another health care center. Moreover, the most important
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objective of planning for care transition is making sure of the continuity of care and linking

the health services care with each other.

Planning for care transition is an essential component for improving the care of patients
with chronic diseases, as the patient’s needs do not stop with care transition, therefore, the
care should continue between the hospitals with each other’s, and between the primary
health care centers and the community in order to make sure of the safety of health care
service and best use of resources. Since the chronic diseases make a burden on the patient’s
family shoulder, this would require counting on the health care services upon care
transition, which includes the supporting services from the community, home care, primary
health care, and the visits to the emergency departments to meet the patient’s needs upon
care transition. The health services needed from a number of specialties and a group of
health care providers, that creates challenges in coordinating the health care and so, keep
the continuity of care (Coffey & McCarthy, 2013).

Based on the studies made on care transition from the hospital, the patient encounters
failure in the continuity of care because of many reasons such as; loss of follow-up visits,
untrained staff, health providers’ team burn-out, the inability to meet the patient’s needs
and expectations, as well as the failure to implement the plan of care transition. All
mentioned reasons are resulted in discontinuity of care, which brings partial care. The
discontinuity of care and the weak health system applied make a difficult burden on the
health care providers, which weakens the preparations for the patient and his/her family.
Also, the lack of support for the patient, all these reasons may lead to patient’s bad

outcomes that include elongated time of recovery and risky incidents (Alstveit et al., 2011).

The fragmented health care system and the separation between the hospitals and the
community bring in a complicated health care system, which increases the possibilities of
communication failure and discontinuity of care and percentage of medical errors repeated
with the progress of patient’s age, with the lack of complete information conveyed to the

primary health care providers upon care transition (MacAdam, 2008).

2.3.8 Coordination of Care

Coordination of care is the pre-arrangement of the patient health care to facilitate providing

the health service care to the patients properly. This arrangement includes the list of

activities that reinforce, improve, and assess the complementarity and harmony of health
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care through different physicians, specialists and health care providers, between the
primary health care and hospitals, between the health care providers and patients. Besides
it includes the mechanisms and techniques used to manage the health service care during

the time of illness and care transition.

Examples of health care coordination like the activities through which the patient is
supported during the care transition, for instance; when the patient moves from one
hospital to another and the arrangements of the health care services to be provided to the
patient in due time. Furthermore, the care transition includes planning for care transition,
arranging the appointments for follow-up after care transition at the outpatient clinics,
follow-up in the primary health care or with specialists, coordinating the medications or
any treatment services after care transition, in addition to helping in providing any

equipment and/or instruments that the patient may need at home (Singer et al., 2011).

Coordination of care is critically important for assessing the patient’s needs and objectives
in a way to create bonds and connections between the patients and the resources available
in the community. The coordination activities require sharing the patient’s health
information, to make sure of the continuity of care and health services needed for the

patient, as well as the rehabilitation, in order to maintain the patient’s health.

The Agency for Healthcare Research and Quality (2013), in its Care Coordination
Measures Atlas has established an outline of its criteria related to the coordination of care,
that is the comprehensive care is considered as a multi-dimensional structure, it is
recognized as the health care coordinated through specialists, health centers and the
continuous supporting systems during the whole treatment time and visits. This care fits in
with the patient’s needs and expectations, and it depends on sharing the responsibility
between the patient and health care service providers to achieve a better health condition.
Therefore, the coordination of care should be applied through the health care service
providers, along with the different resources of the community, sharing the responsibility
between the patient and health care service providers, and keeping the assessment of the

patient’s health condition all the time through (McDonald et al., 2010).

The lack of coordination during the care transition, especially from the hospitals is related
to the readmission, the increase in attending several times to the emergency departments,
the medications’ errors, which all are several negative consequences that badly reflect on

the health services expenditures.
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In one of the studies made in this regard, about half of the medications’ errors in the
hospital, and (20%) of all the sentinel incidents have been related to the lack of
communication and coordination during the care transition, which has eventually resulted
in the readmission in the hospital (Barnsteiner, 2005). This has also been the basic reason
of (80%) of sentinel incidents registered at JCI, as when the care transition is made through
coordination, the patient’ special health information flows fast, which would decrease
using the health services repeatedly, resolve the contradictions between the health care
service providers, and would prevent the medical errors. The best techniques to apply the
coordination of care during the health care transition is through the inter-professional

cooperation.

The weakness of communication’s chains through the multi-disciplinary medical teams has
been the key reason for the sentinel incidents registered at JCI in the USA between the
years 1995 and 2006. It remains the basic reason which leads to file a lawsuit and
complaints caused by the care transitions (Commission, 2006). Out of 25.000 to 30.000
preventable adverse incidents which brought permanent disability in Australia, (11%) has
been due to lack of communication and coordination, while (6%) has been because of the
health service care providers’ incompetent skills and capabilities (Wacogne & Diwakar,
2010).

2.4 Leader ship support

Leadership means defining and strengthening executive regulations, policy making and
creating strategies for all stakeholders in the discharge planning system, accepting high-

level accountability and responsibility.

One study conducted in Iran to study the most important obstacles to effective discharge
planning, the most significant was the lack of willingness of managers to execute
successful discharge planning, lack of familiarity of the process by senior managers ,that
the managers ' and politicians ' attitudes play a key role in the health system. They didn’t
give any priority to the discharge planning in health system. Lack of comprehensive plan
to develop Discharge planning is not involved in the strategic plan in the ministry of health
is not involved in training curriculum of medical and paramedical students which result in
lack of a comprehensive system approach to patient care that leads to unified and
consistent processes and avoids inconsistency between different levels and different

providers. Systemic approach identifies care change as a priority in the healthcare system,
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creates a roadmap for successful transformation of care systems and incorporates transfer
of care in the curriculum for education, lack of integration and implementation of a
coordinated system of referrals with definite standards and regulations for the transition of
care and the definition of medical and administrative rules and responsibilities at various
levels of health services. Managers in every levels of management should coordinate and
interact with each other in the planning, performing and evaluation of (TOC) processes
(Gholizadeh et al., 2016).

2.5 Perception of patients

Involvement of patients has a positive influence in their outcomes ,it is a vital factor for
effective transition of care and their satisfaction on healthcare services in general, and

their good rule in decreasing medical errors (Weingart et al., 2011).

When patients really understand their treatment, then the care they received will be better
evaluated by them. That is why there is a growing interest internationally, in reforming
health services not only to be more resource-efficient and effective, but also to be more

patient-centered in further improving efficiency and effectiveness.

Patient-centered care (PCC) is viewed as a key element of safe, high-quality health care.
It is defined as health care which respects and reacts to the interests, needs, and values of
patients and customers. However, the achievement of this kind of care requires good

communication between health professionals, patients, and families.

Principles of (PCC) by Picker Institute (2013) consist of integration of care,
coordination, education, physical well-being, emotional support and relief of fear and
anxiety; engagement of family, transition and continuity and access to care, in addition to
the central basis of respect for patients’ values, preferences and needs (Riechmann &
Stahl, 2013).

2.6 Perception of healthcare providers

Healthcare providers perspective about discharge planning process was studied by Abu
Dagga (2014) at Gaza governmental hospitals by five domains which illustrated that the
domain of current practice related to discharge planning process scored (63.4%), giving
instructions domain was (80.4%), information and about medication domain was

(71.4%), availability of regulations and records was (57.25%) which is the lowest score

36



and finally their perception about discharge planning outcomes was (81.4%), this result
indicates good perception of healthcare providers.at the same study health care providers
responses about barriers that hinder effective discharge planning ,the majority of them
agreed and strongly agreed that over work load (78.9%) and high demand for hospital
bed (72.5%) and scarce social and health services after discharge (75%) was the main

barriers for effective discharge planning.
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Chapter Three

Methodology

This chapter outlines the methods used in this study. This explains the study's design,
sampling, data collection methods and analysis of data, It describes the pilot sample, the
study period and response rate. The information, reliability and suitability of the study

instrument are preceded by the study limitations that appear at the end of this chapter.

3.1 Study design

The design of this study is mixed, descriptive, analytical and cross sectional one.
Descriptive research is defined as a method of a study describing the features of the
population or phenomenon being studied and description of the current situation.
Analytical research is a specific type of research requiring critical thinking skills and the
evaluation of facts and information relevant to the research being carried out. Cross
sectional design reflects the existing facts at the same point of time of data collection, it is
less expensive and it consumes less time than other longitudinal studies. In this study,
methodological triangulation would provide combination between quantitative
(interviewed questionnaire with patients) and qualitative paradigms (Focus group
discussions (FGDs) with health providers) and (in depth interviews with key informants
(KII) to validate findings from one method with another, or to enhance understanding of
the facts on the ground (Donovan and Sanders, 2005).

After the gquantitative, the qualitative component was carried out to examine the issues

arising from the quantitative analysis.

3.2 Study Population
The study includes two populations.
3.2.1 Quantitative Part

The study population includes all patients discharged from all governmental hospitals.
The number of patients discharged from 12 governmental hospitals in GS in 2017 was
197,391 patients (MOH,2018).

38



3.2.2 Qualitative part

The first population is health providers. As the researcher conducted 5 Focus Groups
Discussions (FGDs) with the health providers. The second population were policy

makers, ten key informants interviews (KII); five from hospitals and five from MoH.

3.3 Eligibility criteria

3.3.1 Inclusion criteria

Patients or caregivers transitioned from inpatient hospital departments at study settings

hospitals and have given discharge sheet during the data collection period.
3.3.2 Exclusion criteria

1- Daily care patients
2- Patients (LOS) less than 24 hours
3- Obstetrics patients

3.4 Period of the study

The study began in June, 2018 and ended by November, 2019.

3.5 Sampling

3.5.1 Sample size

3.5.1.1 Quantitative Part

According to the annual report of the MoH about hospital statistics in 2017, the total
number of admitted patients to governmental hospitals inpatient department was 198.684
patients. A proportional sampling approach, Raosoft software program was used to
calculate the sample size with a (95%) confidence interval and (5%) acceptable marginal
error (Annex 1). The calculated sample size equals 383 at (95%) confidence level.
However, the sample was increased to 400 patients in order to cover for possible non

respondents and the response rate was (95.7%).
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The sample in this study is a multistage one. First hospitals divided to general hospitals and
specialized hospitals. The researcher selected two general hospitals and two specialized
hospitals randomly using simple random technique. Then, a systematic convenient

selection for patients had been done depending on inpatient volume per each hospital.

Table (2.1): Population and sample size for each hospital

No | Hospital Number of inpatients | % of sample | Sample size
1 | Al-Shifa Medical center 57.388 74.1% 296

2 | Andonisi Hospital 9.181 11.8% 47

3 | Ophtalmic Hospital 4.790 6.1% 25

4 | Al Dorra Pediatric Hospital | 6.083 7.8% 32

Total 77.442 100% 400

3.5.1.2 Qualitative Part

1- Healthcare providers

A non-probability purposive sample of healthcare providers was selected at each hospital
to conduct 5 focus group discussions. Participants in the focus groups were selected to

ensure that they represent multiple professionals in health care.

2- Key informant interviews (KII)

A non-probability purposive sample of 10 key informants' for interviews were selected.
The idea of including this sample is to dig deeply and understand in-depth their

perspectives about transition of care success and challenges.
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Table (2.2): explains qualitative part participants

Focus group Participants

Focus group discussions with physicians 2 groups of 10 participants
(one group for general hospitals and the

other for specialized hospitals)

Focus group discussions with nurses 2 groups of 10 participants
(one group for general hospitals and the

other for specialized hospitals)

Focus discussions group with multiple One group of 10 participants
professions (pharmacists, lab technicians,
physiotherapists, radiology technicians,
psychologist, local representative,

rehapitalation center representative)

KII Participants
In depth interviews with 5 key health General director of hospitals
managers from general hospitals administration, medical department
administration manager, pharmacy department manager,

nurse department manager, operation

rooms department manager

In depth interviews with 4 key health Hospital manager, medical managers,
managers from hospitals nurse manager, pharmacy manager
In depth interviews from PHC One PHC manager

3.5.2 Study Instruments

3.5.2.1 Quantitative Part

A questionnaire used to collect data form patients discharged from hospitals. The tool was
developed based on available literature and the objectives of the study. It consisted of 10
parts (Annex 2).

The main parts for the questionnaire are:

1- (15) items related to patient characteristics.
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2- (7) items related to patient engagement with discharge planning.

3- (6) items related to patient preparation before transition.

4- (10) items related to information exchange.

5- (10) items related to medication reconciliation.

6- (12) items related to patient education and instruction they have been provided.
7- (8) items related to follow-up appointments.

8- (6) items related to continuity of care.

9- (6) items related to communication and coordination.

10- (3)open ended questions about patient opinions and suggestions for improvement.

3.5.2.2 Qualitative Part

The researcher collected the data with the help of a note-taker through open ended (semi-
structured) questions. The researcher asked these questions within both the FGDs with

health providers and in-depth key informants Kl face to face interviews (Annex 4).
The main parts of FGDs and KllIs are:

1-Describtion of (TOC) processes

2-Describition of hand off process

3-Assessment of patients at risk of readmission

4-Barriers of effective (TOC)

5-The requirements for whole system approach to patient care

3.5.3 Pilot study

3.5.3.1 Quantitative

Pilot testing was done prior to the start of the main study. The aim of the pilot study was
to check the reliability and validity of the questionnaire as well as to evaluate the
possible outcome and to detect if there is a need for modification to the instruments.
Piloting also aim to have an idea of the obstacles may face the researcher during the data

collection, such as the accessibility to participants or records, in order to minimize the
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non-response rate. The pilot study was done on 30 patient. Few questions have been

modified that seemed nonsensical or confusing.

3.5.3.2 Qualitative part

A pilot focus group and a pilot interview was done for further improvement of the study

validity and reliability. It was helpful to learn the management of time and discussion.

3.6 Ethical Considerations

The researcher was committed to all ethical consideration required to conduct the study.
Ethical approval was obtained from the Palestinian health Research Council in Gaza
(Annex 5 . In addition, an official approval was obtained from the MoH relevant
authorities: General Directorate of Human Resource, General Directorates of Hospitals,
and Hospitals managers (Annex 6). Every participant in the study received a complete
explanation about the research purposes and confidentiality and about the optional
participation in the study. All the ethical consideration observed, respect for people and

human rights, respect for truth, and confidentiality was given and maintained.

3.7 Methods of data collection

3.7.1 Quantitative part

The researcher with four data collectors who obtained formal training collected the
quantitative data through face to face questioner. The training was done to data
collectors to understand study aim and objectives, the main components of the
questionnaire, how to start interview, how to ask questions and how to ask open ended
questions in order to standardize the data collection method and ensure the reliabity of
the study.

After random selection of patients, face to face interview was done after the patient is

discharged from inpatient department to another department, another hospital or home.

Data collection was done at time of patient discharge prior to leaving the hospital, after
obtaining their verbal consent acceptance for participation and informing them to drop

out when they want to.

43



Before starting the interview, data collectors explained the importance of the study, the
main objectives, reflection express their opinion on detecting problems to find solutions.
The data collector briefed the respondent during the interview on what they understand,
to ensure that the respondent clearly expresses his/her opinion and verifying he or she

understood the questions.
3.7.2 Qualitative part

Focus groups have been made using audio recording in order to help take notes, manage
time and assist the researcher. Using the audio recording with the permission of the
participants has been a good idea to recall the details of the meeting. Each session has
taken 60 to 90 minutes with 8-10 participants attending. The structure of the group and the
group discussion has been prepared carefully with the purpose of creating a non-

threatening environment.

At first, the researcher has expressed gratitude for the attendees’ participation and simply
briefed about the study and its main objectives. The researcher indicated that the

attendants’ presence and participation has been of prime importance.

The researcher has therefore elucidated the general rules of the meeting that would
facilitate the discussion and allow for an open dialogue with the participants, which would

give every individual the chance to partake and express their view points.

Having initiated with brainstorming questions, the discussion has been planned to tackle all

the details required. Finally, the researcher has prepared a brief report in this regard.

In depth interviews with ten key informant from MoH managers and policy makers was
conducted. Each interview lasts about an hour. There has been a prolonged effort as the

interviewer tried to probe answers and adequately cover all the interview dimensions.
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3.8 Scientific Rigor

3.8.1 Quantitative part (questionnaire)

3.8.1.1 Reliability

The following steps have been taken to ensure reliability of the instruments:

e Training of data collectors on how to interview the patient and how to ask questions, it
means to ensure that the questionnaire filling is uniform.
e Continuous validation and review of completed questionnaires.

e Data entry on the same data collection day to insure data quality.

Table 3.2 below shows the reliability test result for all domains:

Table (2.3): Reliability estimates for the survey domains

. No of Cronbach's

Sn Domains

paragraph Alpha
1. | Planning 7 0.702
2. | Preparation 6 0.721
3. | Medication 10 0.891
4. | Health education 12 0.820
5. | Follow up 8 0.883
6. | Continuity of care 6 0.786
7. | Coordination 5 0.727

3.8.1.2 Validity

To ensure the face and content validity , the questionnaires were evaluated by eight
experts in the field to evaluate its relevance and identify whether the questions agreed
with the scope of the items and reflect the concept of research problem.

Eight experts with different background evaluated the questionnaire in order to assess its
significance, consideration was given to their comments, where all question that reached
less than (80%) consensus were removed (see Annex 7). In addition, a pilot study was
performed before the actual data collection to examine patients responses to the
questionnaire and how they got it. This enhanced the validity of the questionnaire after

adapting it to be better understood.
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- Internal Consistency

To check internal validity, the researcher calculated the correlation between each item
and the corresponding field. Tables (3.4) present the correlation coefficient for each
domain and the total of the corresponding field. The p-values (Sig.) are less than 0.05,
thus the correlation coefficients of all domain are significant at o = 0.05, therefore it can

be said that all items of each field are consistent and valid to measure what it was set.
3.8.2 Qualitative part (in-depth interviews)

To ensure the trust of the qualitative component in this study. First, a peer review was
conducted by health experts to evaluate the interview questions to ensure that they cover
required dimensions. A member review was then done to ensure that the transcripts were
correct and clear during the interviews. However, the recording of interviews and focus
groups enhanced the tracking of information and the accuracy of transcripts. Finally, all the
transcripts and recordings were kept for tracking the information by others at any time
(Audit trail).

3.9 Data entry and analysis

3.9.1 Quantitative part

The researcher used the Statistical Package of Social Science (windows version 20, SPSS,
Chicago, USA) program to give descriptive and inferential statistics. The variables was
coded then entered into the computer. Data cleaning was done to check for any missing or
error in data entry (through running frequency analysis). All suspected or missed values
was checked by revising the available data collection forms. The collected data was
organized and analyzed based on the objectives of the study. The following analysis was

performed:

1-Descriptive statistical analysis was made by comparing frequencies and percentages of

different variables to find out the mean, median, and other statistics.

2- Inferential statistics was made to examine the relationships between independent
(categorical) variables and dependent variables (numeric scores) including t-test was used
to compare two means of independent variables for example, to examine the relationship

between gender (2 independent) (categorical) variables and transition of care domains
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(dependent variables), one way ANOVA test used to compare means of more than two
independent variables with one dependent variable, to examine the relationship between
patient characteristic variables (more than 2 independent) variables, for example
overeducation level, hospital and transition of care domains (dependent variables) and
MANOVA test was used to compare means of more than one dependent variable with
more than two independent variables. For example, the relationship between transition of

care domains and departments.

3-The researcher determines the P value to be (<0. 05%) with (95%) confidence interval.

3.9.2 Qualitative part:

Open coding thematic analysis method was used to analyze the transcripts of the in-depth
interviews and FGDs. The researcher obtained the main findings from the transcripts of the
interviews and FGD. Then, categorization of related ideas, and comparison and integration
between the quantitative and the qualitative findings was done to create rich items for

discussion and representation.

3.10 Limitations of the study

- All participants were interviewed at the time of discharge , they are in a hurry to
leave the hospital. Some participants might have provided hasty or inadequate
answers to the study questions.

- People are poor and in need to receive services from hospitals. This might have lead
them not to honestly disclose their real opinions about their transition of care

processes.
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Chapter 4

Results and Discussion

The results of quantitative and qualitative analysis of the data combined, including

descriptive analysis of the demographic characteristics and inferential statistics to study

the relationships between independent and dependent variables are listed herein under.

4.1 Descriptive Statistics

4.1.1 Demographic characteristics of participants

Table (4.1) shows the distribution of participants according to demographic

characteristics; gender, age, residency and educational level.

Table (4.1): Distribution of the study participants by demographic characteristics

Variables | Number | %
Gender
Male 203 53.0
Female 180 47.0
Total 383 100.0
Respondent
Patient 228 59.5
Attendant 155 40.5
Total 383 100.0
Age
25 years or less 83 23.5
26 -50 years 94 26.6
51 - 60 years 61 17.3
Above 60 years 115 32.6
Total 353 100.0
Mean age= 46.2, MD =50.0, Std=23.7
Governorates
Gaza 274 71.5
North 95 24.8
Other Places (Mid Zone and South of | 14 3.7
Gaza)
Total 383 100.0
Education Level (participants)
Secondary 143 37.5
University 105 27.6
Preparatory 80 21.0
Primary 28 7.3
Iliterate 25 6.6
Total 381 100.0

48



The results indicate that (53.0%) of study participants were males while (47.0%) were
females, which is inconsistent with Al Ron (2009) where female respondents were
(65.12%). About (59.5%) of respondents were the patients themselves and (40.5%) were
their attendants. Some parents and others participated instead of the patients themselves

because of the patients’ tiresome and/ or illiteracy.

Regarding age, nearly (32.6%) of respondents’ ages were more than (60), and ( 26.6%)
their age was between (26 to 50) with a mean of (46.2) years.

As for the place of residency, (71.5%) of the participants were from Gaza City, out of
which, (25%) from the north and about (4%) from other places, because the hospitals in

which the study has been conducted were three in Gaza City and one in the North.

Respecting the respondents’ education level;(37.5%) had secondary education, (27.6) had
university education, while (21%) had preparatory education. (7.3%) were primary-
educated and (6.6%) were illiterate.

The results herein detailed are not matching with PCBS population report of 2017 which
shows that (4.4%) of GS population was over (60) and (2.8%) were illiterate (PCBS,
2017). That the study has focused on the elderly patients and other specific population.

4.1.2 Hospital Related Variables of the Study Participants

Table (4.2): Distribution of the study participants according to hospital related variables
(N=383)

Items | Number | %

Hospital
AL Shifa 236 61.6
Al Andonisi 67 175
Al Durra 46 12.0
Ophthalmology 34 8.9
Total 383 100.0

Department
Surgical - Shifa 125 32.6%
Medical- Shifa 66 17.2%
Pediatric - Al Durra 46 12%
Cardiac - Shifa 45 11.7%
Ophthalmology 34 8.87%
Surgical - Andonisi 32 8.3%
Medical - Andonisi 25 6.5%
Cardiac - Andonisi 10 2.6%
Total 283 100%
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Route of admission
Emergency 314 82.0
Outpatient Clinics 38 9.9
Other Governmental Hospitals 10 2.6
PHC 9 2.3
Other 8 2.1
Private Hospitals 4 1.0
Total 383 100.0
Frequency of Admission
Frequent admission 214 56.9
First time admission 162 43.1
Total 376 100.0
The Medical Procedures
Treatment 313 81.7
Surgery 129 33.8
Examination 263 28.8
Consultation 36 9.4
Average Long of stay
3 Days and less 167 43.6
From 4 to 7 Days 187 48.8
More than 7 Days 29 7.6
Total 383 100.0
Mean= 4.48, MD = 4.00 , Std= 2.81
Mode of Discharge
Home 369 96.3
According to patient request 7 1.8
Referral to another department 3 0.8
Referral to another hospital 4 1.0
Total 383 100.0

As displayed in Table 4.2, (61.6%) of the study participants have been discharged from
AL Shifa Hospital, (17.5%) have been followed-up by Al Andonisi Hospital, and
(12.0%) have followed-up by Al Durra Hospital, with (8.9%) followed-up by the
Ophthalmology. The percentages are associated with the number of patients discharged
annually from Al Shifa Hospital, which is the highest number at GS hospitals (MOH,
2018).

In addition, (17%) of patients were discharged from medical departments at Al Shifa
Hospital, out of which, (6.5%) from medical departments at Andonisi Hospital, in other
words, (23.5%) of the respondents were discharged from medical departments, while
(32.6%) of the respondents were discharged from surgical departments at AL- Shifa
Hospital, (8.3%) were discharged from surgical departments at Andonisi Hospital.
Approximately, (41%) of the patients were discharged from surgical departments, (12%)
from cardiac departments, and (12%) from paediatric departments. About (9%) of the

patients were discharged from ophthalmology departments. The findings detailed in here
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are consistent with the distribution of admitted patients according to Hospitals
Directorate General Annual Report (MOH, 2018).

Besides, (82.0%) of the respondents were admitted into the hospital through the
emergency department, out of which (10%) from outpatient clinics, while only (2.3%)
were referred from primary health care centres. The result is higher than Abu Daggah
(2014), who has studied discharge process at governmental hospitals in GS and
concluded that (65%) of patients were admitted from emergency department, and (35%)
were admitted through outpatient clinics. Also, the issue is related to the attendance rate
at governmental emergency departments, which has been (715/1000 )population with an
increase of (7.3%) in 2018 compared to 2017, which is quite a large number of patients
negatively reflecting on the quality of patient care, and bringing in a heavy work load at

emergency departments.Ineffective (TOC) maybe one of the reasons behind.

About (57%) of patients were admitted more than once, while (43%) were admitted for
the first time. Different from Abu Dagga (2014) which found that (42%) were admitted
repeatedly and (58%) were first admitted patients, while According to the study of AL
Ron (2009) (35%) of patients were admitted more than one time, which proves that the

readmission percentage is increasing due to ineffective (TOC) and/or other factors.

The average mean of the length of stay has been (4.5 days), while the median stay in the
hospital was ( 4 ) days, which has reduced in comparison to previous studies where the
average mean of LOS has been (6.67), and the median has been 5 days (Abu Dagga,
2014), which is higher if compared with the average of LOS of all governmental
hospitals based on the MoH annual report in 2018. The report shows that it has been (3.3
days). Decreased LOS makes a premature discharge, countless number of attendances to
the emergency departments, which eventually would not only increase the admission rate

but also accelerate discharge from hospitals.

4.1.3 Patients perspectives about transition of care processes

Patients’ perspectives about transition of care processes have been listed into 8 domains;
patient discharge planning, preparations for discharge, information exchange between the
medical staff and patient, medication reconciliation, health education for patient and/or

his/her family, follow-up appointments continuity of care and coordination.
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Within the scoring of patient perspectives about transition of care process, the survey
questions have been assessed according to 5-points Likert scale ranging from strongly

disagree, disagree, neutral, agree, and strongly agree.
4.1.3.1 Discharge Planning

Table (4.3): Distribution of the study participants according to their responses about

discharge planning

wm
. wn
ol g 2l 2| % =z 22
Items 2 & S| 3| a 3 S8
(¢>]
Agreement of the patient with N |7 59 31 2a4 | 42 367 | 73.4

discharge plan
% |18 | 154 | 8.1 63.7 | 11.0

Providing the patient with enough N | 5 34 81 291 | 42 368 | 73.6
information about his diagnosis ' '

% |13 |89 |21.1 |57.7 | 11.0

Providing the patient with enough N |23 |73 110 | 153 |24 321 | 64.2
information about his prognosis ' '

% | 6.0 |19.1 | 28.7 | 399 |6.3

Informing the patient estimation N |21 |194 |34 114 | 20 279 | 558
about length of stay in hospital ' '

% |55 |50.7 |89 |29.8 |52

The medical staff answer the patient N |4 26 107 | 205 |41 366 | 73.2
questions & complaints ' '

% |10 |68 |27.9 |535 |10.7

The_z medicgl staff ask about the N |24 |96 129 | 128 |6 299 | 598
patient social status and needs

% |63 |25.1 |33.7 |334 |16

Informing the patient with adequate N |10 |79 104 | 171 |19 329 | 65.8
time to make decisions prior to ' '

transfer from hospital % |26 | 206 | 27.2 | 446 |50

Mean = 66.53, Median = 65.71 , Std=11.27

Table 4.3 shows that (63%) of the participants have reported that they agreed with the
medical staff about their discharge plan, while (11%) strongly agreed. Conforming with
Abu Dagga (2014) whose result pointed out that about (29% )of heath care providers

replied with the answer (always or usually) that the discharge planning should begin at
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the day of admission, while (65%) of the participants mentioned that the discharge

planning should start at the day of care transition.

In addition, more than (70%) of the participants indicated that they have been informed
about their diagnosis, while less than half have been informed about their prognosis.
Through FGDs one senior doctor explained ‘Generally speaking, we do not pay attention
to provide patients with information about their diseases' prognosis, the effort is made
only to manage their treatment during hospitalization’ (FGD, doctor), which does not go
in line with the study of Duguid (2012) who highlighted that sharing information with
the patient and his/her family, and involving them in discharge planning helps to bring in
an effective health care and makes the key to successful discharge planning. Another
FGD participant has proposed that ‘If we direct our attention to increase the patient
awareness about prognosis, this will increase the compliance for treatment, especially
for chronic patients’ (FGD, doctors). Through patient’s interviews, one patient said ‘I
was admitted to the hospital, and today | was discharged, and | don't know anything
about my illnesses. Shepperd et al (2013) stated that the discharge planning, if made,
would improve the patient understanding of his/her illness and prognosis, furthermore,
would positively better the patient satisfaction with services and improve patient

outcomes and quality of life.

More than half of participants have agreed that they have had a chance to ask about their
health condition. FGDs revealed that patient and family ask several questions and they
usually answer their questions, but most patients have many attendants, each one asks the
same questions at different times, which interrupts their work and confuses the medical
team as a nurse said ‘regulations for numbers of attendants and visitors are a must’
(FGD, nurse). Also they ascertain that the main concern for the health team is to deliver
medical care to the patient, which is a priority, while no standard discharge planning is
available, and the decision is not shared with patients, it all depends on the clinician's
behavior, attitude and individual communication skills .In addition KllIs confirmed that
there is no discharge planning at our hospitals, while inpatient departments are
overcrowded with patients, the number of staff is not adequate. they cannot give a
specific group of patients to a specific nurse due to the lack of staff. According to the

required working hours, there is a shortage of nursing in hospitals of (17%) and most of
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the nursing work an unpaid overtime, so, nurse work is functional, one patient is passed
through several nurses, one nurse withdraw samples out, another nurse writes down the
vital signs, and a third nurse gives treatment and so on, each nurse does specific task for
specific number of patients, therefore, there is neither clear discharge plan nor
accountability for it, which is consistent with Al Massri (2009) who has conducted a
study in the WB about discharge process and found that more than half of health care

providers do not implement transition of care planning.

In addition, (35%) of the respondents agreed the medical staff gave them an estimate of
their length of stay in hospital. As for informing the patients and assessing their (LOS),
FGD participant doctors explained that they cannot predict the average stay of the
patient, especially in cases of multiple diseases and unclear diagnosis, the patient and
his/her family are inquiring all the time about when to leave, while they cannot give a
clear answer to their question and most of the times, one doctor gives an answer and
another doctor gives an opposite answer, which causes a lack of confidence for the
patient, it also involves the health team into troubles and problems with patients ‘and
about this point one patient said bitterly ‘everything is bad from the moment of entry to
the moment of discharge, and dealing with the patient is not good, nobody answers my
questions’. What has been mentioned goes inconsistent with Solomon et, al (2013) who
stressed that the discharge plan should be modified according to the needs of the patient
throughout the duration of his/her illness in the hospital, and the patient's needs should
be updated with the patient and his/her family to meet their expectations. The overall
mean score was (3.3) out of (5) (66.5%). Despite the researcher taking note that the
concept of discharge planning as a structured process has not been understood by most of
the patients. Kripalani et al (2007) stated that patients and their families have had wide
variation in their knowledge of the health care system and how should the health
providers engage them in the process. FGDs disclosed the fact that health providers do
not know that discharge planning is a process which requires several stages to be
achieved. Their view point was that the discharge plan is a set of procedures to be done
only at the care transition time as one nurse said ‘There is no organized discharge
planning at our hospitals, the process is going randomly without specific responsibilities

or accountability’ (FGD, nurse). The misunderstanding of care transition planning for
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patients and staff should be dealt with at the moment of admission, otherwise, it may lead
to unsatisfactory consequences for the patient, overloud on health providers and increase

of cost.

4.1.3.2 Preparations for discharge

Table (4.4): Distribution of the study participants according to their responses about preparations

for discharge from hospital

wm
¢ o n
o |z | |2 |y |z |z
Items é e _% % & 2 )
= = -
D
The patient understood how to N 11 33 34 257 48 3.78 | 75.6
manage his health after % | 29 | 86 | 89 | 671 | 125
discharge
The patient understood the N 14 82 104 | 160 23 3.25 | 65.0
W""T”'”g signs and symptoms % 3.7 214 | 27.2 | 418 | 6.0
which need a doctor call
The patient understood whom N 16 79 115 | 149 24 3.22 | 644
he will call if he noticed % | 42 | 206 | 300 | 389 | 63
warning signs and symptoms
Providing the patient with a N 84 251 10 28 10 | 2.03 | 40.6
telephone number to contact % | 219 | 655 | 2.6 7.3 2.6
Assessment of psychological N 20 86 143 | 120 14 | 3.06 | 61.2
readiness for transition % 5.2 225 | 373 | 31.3 | 37
Assessment of physical ability N 7 19 118 | 182 57 3.69 | 73.8
to perform daily activities % 1.8 5.0 | 30.8 | 475 | 14.9
Mean = 63.43, Median = 63.33, Std=11.90

As shown in table (4.4), the majority of patients have implicated how to manage their
health after discharge, (67%) of patients have agreed, and (12.5%) of patients strongly
agreed. The result which proves incongruent with Mabire et.al (2019) in which (58%) of
patients have indicated that they received interventions to prepare themselves for self-
care. Yet, less than half of participants have agreed that they have understood the
warning signs and symptoms which need a doctor call, and whom to call upon request,
conforming with Mabire et.al (2019) study which explained that (30%) of patients have

received interventions to prepare themselves for symptomatic management.
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In addition, less than half of participants have agreed that they have been informed about
whom to call if they have noticed any warning signs, and more than (85%) of participants
have reported that they have not been provided with a contact telephone number of a
person to call if they had a health problem. This conclusion was justified by the Klls
that most of patients admitted from the emergency department to inpatient department,
there is no specific consultant for every patient, so, if the patient has noticed any warning
signs, he/she would return back to the emergency department, except if the patient
follows-up his/her disease at a private doctor clinic, the private doctor almost works at
the governmental hospital, he then communicates with the patient personally, in general
,in our system patient is not provided with a telephone number to contact when the need
arises. Not providing the patient with a telephone number to contact is one of the
problems that the researcher believes it causes the increase in emergency department
visitors and the heavy burden borne by emergency medical staff. Through FGD
discussions, a senior doctor has commented ‘As long as there is no specific consultant
who would supervise the patient during the period of hospitalization, and agree with the
patient on the discharge plan, therefore, there would be no specific person to
communicate with the patient in the event of any emergency, an so the patient will return
to the emergency department’(FGD, doctor). Decision makers should find a way for
patients to communicate with their therapists, and take their advices by telephone instead
of attending to the emergency department.

Only (31.3%) of participants have agreed and (3.7%) strongly agreed that the medical
staff assessed their psychological readiness before transition. FGD participant revealed
that they do not assess the psychological state of the patient before discharge and only
care about the clinical improving of the patient. In this context, policy makers have
mentioned that they have worked to integrate the psychological health at the emergency
departments in some hospitals, while a big number of staff has been trained on the basics
and diseases of psychology as well as the mechanism to provide urgent help and
guidance, moreover, a referral system to refer the psychological cases has been
developed, if the medical team noticed that some patients admitted to the hospital
departments were in need of psychological support, they will be referred to the
psychology department in the hospital, this kind of service has been made available at 3
central hospitals, nevertheless, it only works at the mental health of the individual rather
than the psychological preparedness before the care transition. The overall mean score
has been 3.1 out of 5 (63.43%), that means more effort must be done by health providers
to improve patients readiness and preparation before transition.
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4.1.3.3 Information exchange

Table (4.5): Distribution of the study participants according to their responses about

information exchange between medical staff and patient

) Yes No Total
Variable
N % N % N %
Providing the patient with
discharge sheet 372 97.1 11 2.9 383 100.0
Explaining the information
written in the discharge sheet 232 60.6 151 39.4 383 100.0

Providing the patient with the
final diagnosis written on the 354 92.4 29 7.6 383 100.0
discharge sheet

Discharge sheet included the

clinical history before 215 56.1 168 43.9 383 100.0
admission

Discharge sheet has included

investigations and clinical 336 87.7 47 12.3 383 100.0

procedures done in hospital

Discharge sheet has clarified
if the patient has drug or food 107 27.9 276 72.1 383 100.0
hypersensitivity

Discharge sheet has clarified
the medical condition at the 337 88.0 46 12.0 383 100.0
time of care transition
Discharge sheet has clarified
medications prescribed for
the patient after transition
from hospital

Discharge sheet has been
written with understood and
clear language and it 147 38.4 236 61.6 383 100.0
contained little of medical
terms and abbreviations
Informing the patient about
the need to show the
discharge sheet to other
health care providers

370 96.6 13 3.4 383 100.0

174 454 209 54.6 383 100.0

Mean = 69.03, Median = 70.00, Std= 17.56
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As shown in table 4.5, most of the patients have been provided with a discharge sheet
(97%), and about (3%) have informed that they did not have a discharge sheet, while the
researcher believes that the patients did not recognize that they got it. About (60%) of
the patients have reported that the medical staff has explained the information written in
the discharge sheet, which goes in line with Abu Dagga (2014) study where (62%) of
respondents have understood the information they received. In addition, (92%) of
patients have been provided with final diagnosis. Although the diagnosis was written on

the discharge sheet, several patients showed a lack of understanding of their diagnosis.

Also, (56%) of the participants have been provided with the clinical history before
admission and (87%) of discharge sheets have included investigations and clinical
procedures done in hospital while (88%) of discharge sheets have explained the patient
medical condition at the time of care transition. In comparison with Mahrous (2013)
study, where (44.3%) of patient have not been satisfied with the information that should
meet their needs and (45%) of patients have not been satisfied with the information,
which should answer their questions about what have to be done after discharge, while
(68,2%) of respondents have not received information about the medical condition to be

used at other points of care transition.

FGDs has affirmed that the discharge form have to be changed in a way that allows
writing all the necessary instructions one senior doctor said ‘Discharge paper is not
informative at all and the format of discharge paper does not include all the information
about the patient history, there is no space for patient instructions, sometimes, we write
instructions in an additional paper’ (FGD, doctor). And about information exchange
with patients FGD participants agreed that there is no time to explain the information for
the patient upon discharge time, furthermore, the inpatient beds are fully occupied, the
emergency department is overcrowded, and the repeated interruptions of emergency
admissions often leave the team with insufficient time to speak to the patients before
transition to home. One nurse said ‘Most doctors provide the patient with a discharge
sheet without seeing him/her, and the sheet is sent to the patient by nurses, which leaves
him/her without knowledge about the importance of the discharge sheet' (FGD, nurse).
Several patients during the interviews complained that they did not understand the
discharge summary and they suggested to be written in Arabic, one patient said ‘I don't
know the value of the discharge sheet, and | don't understand whom I'm going to give it

and what I'm going to do with it’.
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In addition, (96%) of discharge sheets describe the medications prescribed for patients
after transition from hospital. According to the researcher's observation, the sheet only
contains the names of drugs without any clear information. It is often written in a bad
handwriting, which may lead to medication’ errors. And (28%) of participants’ discharge
sheets explain whether the participants have drug and/or food hypersensitivity or not,
which is an essential information for the patient safety, especially during the care
transition. Through FGDs, one participant has commented that ‘several cases of
preventable deaths which have taken place during the past year, have been documented
due to ceftriaxone hypersensitivity'. Deaths that may be prevented if the information had
been available for the medical staff through the discharge sheet to be handed by the
patient to the attending physician in case of care transition. And (62%) of participants
have denied that discharge sheet has been written with understood and clear language.
Also, the discharge sheet only contained some of medical terms and abbreviations. What
has been mentioned has not been consistent with the Agency of Health Research and
Quality (AHRQ) which has recommended that the discharge summary should be written
at the level of third or fourth primary grade, in a language that the patient prefers. If and
when the discharge summary has been written accordingly, it may help the patient deal
with his/her illness. Managers confirmed that the discharge sheet don’t contain more
detailed information of value for the patient, therefore, they suggested that the discharge
sheet has to be filled by a doctor with a medical secretary, in order to include the
important medical information for the patient and other health providers, it must also
include the specific instructions of the patient, and the instructions have to be written in

native language with little medical abbreviations.

More than half of the participants (55%) have not been informed about the need to show
the discharge sheet to other health care providers. For the same point, one manager has
concluded ‘I do not blame doctors, because we often have insufficient beds which
sometimes result in early discharge of the patients, and the time is insufficient to explain
the information of discharge summary to the patient’(KIl). Another key informant
pointed that ineffective information exchange between health care providers causes many
problems during transition from one hospital to another’ then elaborated that ‘The reality
of the transition from one hospital to another works as “a divorce” in which the next
hospital starts the investigations from the beginning, irrespective of what have been done
for the patient in the hospital transferred from'. Doing the investigations all over again
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causes an overuse of resources and overload of work, as well as radiological exposure,
which together bring back the risk again and all the hazards that threaten the patient
safety.

Traditionally, the discharge summary was used mainly for documentation of acute
hospital care with little need for information transfer, because the physician used to get

the patient’s file at the follow-up meeting at the outpatient clinics.

Regarding the information exchange between health care providers at the outpatient
clinics, policy makers mentioned that many steps have been taken to computerize the
health information system, yet these steps go slowly due to many hindrances, the most
important of which is the lack of financial resources to purchase ready-made computer
programs to replace the old ones , in addition to the lack of internet reliable networks to
support the computerized system .One of the best achievements is computerizing the out-
patients clinics, in order to strengthen the communication among the health care
providers, regrettably, the process has not been completed at all the hospitals, and a gap
is still found in the system, especially when the patient is transited from one physician to
another, where nothing is clear about the patient’s health condition, particularly with the
weak health documentation for the patients’ paper files. One manager mentioned ‘The
drug stores, radiology departments, and laboratory departments have been all
computerized, nevertheless, the clinical information has been partially computerized'
(K1) ,this results in the lack of knowledge about the clinical history of the patients
attending to the out-patients clinics, and patients attending to the emergency departments,
moreover, a computerized program that incorporates the primary health care centers with
the hospitals is not available yet ,which is consistent with Abu Hamra(2014) study
findings about the assessment of electronic health record readiness in GS , who found
that most of the integration of information and communication technology found with
administrative functions and barely she found health information about medical or nurses

notes or clinical results.

FGD participants spotted the light toward The Cancer patients attend Al-Shifa Hospital,
because of the lack of admission beds at Al- Rantisi Hospital, the patients are admitted to
the medical departments without the mere knowledge about their clinical history and/or
the clinical interventions made for them before. Furthermore, the health team only count

60



on the patient’s family information and medical reports available with them, while the

medical team try only to treat the symptoms upon patient admission.

As for the information exchange between health providers at the same department,
managers have described the handoff process; that hand off between hospital nursing is
perfect and organized, while the time overlaps between shifts. Before any shift, the
information regarding the patient's full name, diagnosis, treatment and clinical
interventions during the shift are delivered, the treatment plan is also handed to the next
shift nurses; yet, this technique has failed with the physicians, the physicians do not
commit to the overlap handover, instead, they use specific register of handover for
specific and unstable patients . In fact, the handover process is verbally done in hospitals,
the team tried to use SBAR handoff method, which is a model for handover according to
the standards required for safety, but they have not been able to stick to it, about this
point one key informant said ' the handover process is not officially documented, since
the number of patients in the department is high, and the handover process using this
model takes a long time, which may exceed two hours, while the time of handover is only
half an hour' (KII).
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4.1.3.4 Medication reconciliation

Table (4.6): Distribution of the study participants according to their responses about

Medication reconciliation

w
o |z | 5|2 |2 =z |z
Items 3 & = < & 2 |32
= @ S ] P S 5 2
@ D - @D @D
@D
Understanding the daily taken N 15 65 20 256 27 3.56 | 71.2
d
rugs % | 39 | 170 | 52 | 668 | 7.0
Understanding the drugs taken N 15 89 81 177 21 3.26 | 65.2
only when needed % | 39 | 232 | 211 | 462 | 55
Understanding changes on the N 19 105 | 116 | 132 11 | 3.03 | 60.6
medication list before admission
cation ™ 195! % | 50 | 274 | 303 | 345 | 29
Understanding the reason of N 21 109 80 154 19 3.11 | 62.2
taking each drug % | 55 | 285 | 209 | 402 | 50
Understanding drug doses and N 26 130 57 155 15 3.01 | 60.2
frequenc
quency % | 68 | 339 | 149 | 405 | 39
Understanding the route of N 33 135 78 126 11 2.86 | 57.2

administration of drugs, before or
after food % 86 | 352 | 204 | 329 | 29

Understanding symptoms or side N 54 222 55 47 5 2.29 | 4538

effects of drugs and how to
monitor and whom to contact if % 141 1580 | 144 | 123 1.3

noticed

!Jnderst_anding drug —drug _ N 68 186 79 44 6 231 | 46.2
interactions and how to avoid % 178 286 1 206 | 115 | 16

Understanding how and from N 18 101 99 139 26 3.14 | 62.8
where to get the drugs % | 47 | 264 | 258 | 36.3 | 638

Understanding where the N 27 110 88 141 17 3.03 | 60.6

medication to be kept at home

% 70 | 287 | 230 | 368 | 44

Mean = 59.18, Median = 60.00, Std= 14.36

As shown in table (4.6) the majority of the participants have reported that they

understood the drugs types to take daily, (67%) have agreed, and (7%) have strongly

agreed, while about half of them have clearly understood the drugs to take only when
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needed. These are better than the results of Abu Daggha (2014), where the over mean
score has been (42.9%) for the domain of information of medication after discharge.
However, (37%) of participants have clearly recognized changes on their medications list
before admission. About (45%) have realized the reason of taking each drug, doses and
frequencies, while (41%) have become aware about how to keep the drugs at home. In
addition, (33%) of participants have reported that they comprehended the instructions
about the drug use. Similar to Mahrous (2013) results in which (35.3%) of patients did
not get any information about the medications, (53.3%) of patients did not know the
reason for prescribing each medication, while (69.3%) of patients did not realize the side
effects of the medications. Kriplani and colleagues (2007) findings reported that about
(13% )of participants have agreed that they need to understand the side effects of drugs,
how should the drugs be monitored, the drug interactions, and how to avoid, also (31%
)of participants have recognized how and from where they will get the drugs, (26% )have
been uncertain about the medications name, dose, frequency and route of administration
and he has recommended the patient should be provided with the reason for prescribing
each medicine and the discharge summary should explain the reasons for including new
medications and alterations to previous treatment. Otherwise, serious medication errors
may occur. The overall mean score has been (59.18%), which reflects the prime

importance to develop medication reconciliation regulations.

According to Cawthon et al (2012), the majority of patients have indicated that it was
"quite helpful™ to speak with a pharmacist about their medications before discharge.
(72.8%), particularly about how to take the medications, and how to manage prevent the
side effects. Receiving an illustrated medication list (69.6%) and a follow-up phone call
after discharge (68.0%) has been also considered relatively helpful. Patients with limited
health literacy have expressed the great benefit. Patients have also reported feeling more
comfortable speaking with their outpatient health care providers about their medications.
Through patient interviews, many patients reported severe suffering to access the drugs,
and not to get the necessary information about them, one patient said ‘I don’t know
anything about my drugs, even if | know, | have no money to buy it, I do not know

whether [ was treated or punished!!’.

Through FGDs, senior pharmacists have informed that in our hospitals, the drugs are
dispensed for inpatients by unit dose drug distribution system, when a patient transferred

from one department to another, patient cardex is revised by pharmacists at the inpatient
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pharmacy, the drug doses are checked, drug-drug interactions, and the physicians are
contacted if the need arises to change the medications and the team asks for lab results
for specific drugs, which need adjustment or microbiological cultures for antibiotic use,
the cooperation between physicians and pharmacy team varies, but in general, the use of
unit dose system assures safe drug use for inpatients but there is no contact between the
pharmacy and admitted patients; no knowledge is available about the patient previous
drug history before admission, furthermore, the system does not help to get information
about the patient medication list, except when the pharmacist of interest communicates
with patients directly as one pharmacist mentioned 'we as pharmacists lack to relation
with patients during discharge'(FGD, pharmacist). FGDs revealed that pharmacists are
not available at the time of transition, and are not involved in drug prescription at
discharge at all ,counseling’s about medications at care transition is a physicians and
nurses' role with the absence of pharmacists at the care transition process, which is a big
problem that threatens patient medication safety as their pharmacological information is
not accurate as one pharmacist mentioned ‘Out of my follow-up for patients, | believe that
patients with co-morbidities usually do not understand their medications, while many
patients are admitted or readmitted due fo drugs’ side effects, neither the patient nor the
doctors realize that’ (FGD, pharmacist). The clinical pharmacy department is not
included within the organizational structure of our hospitals and the quality of drug
information differs from one doctor to another, some physicians take good care of patient
consultation about the drugs, while others do not care and delegate the task to nurses ,one
doctor said ‘We usually discuss the changes on patient medication list, and the purpose
of change haphazardly’ (FGD,doctor). FGD participant highlighted another critical point
that most drugs which are prescribed for patients at care transition time are not dispensed
from the hospital pharmacy, some are not included in the essential drug list of MoH,
therefore the patient will buy the drugs from a private pharmacy, while other drugs
within the essential drug list will be dispensed from a primary health care center,
therefore, the medical staff of the hospital don’t not care to give information to the
patient, because the patient will get drugs from a place outside the hospital, and he will
ask the private pharmacist all the questions about the instructions of the drugs-taking.
One manager has mentioned ‘The absence of a communicative relationship between the
pharmacist and the admitted patients brings in negative consequences, therefore, the

MoH are working on training part of the hospital pharmacists to become clinical
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pharmacists with the purpose of taking a more effective role with the team of therapists,

in order to help reduce the medication errors’(KII).

About the medication dispensing system ,at our hospitals, drugs are not dispensed to
patients discharged from hospitals, except some specific drugs for convulsion, hepatitis,
kidney failure, cancer and other specific chronic diseases for the patients in need, mainly
for secondary care, a specific list and protocol have been made for that, and the health
staff are committed to use, other drugs outside the specific list are dispensed from the
primary healthcare because there is no outpatient pharmacy, except for some serious and
costly drugs, where the patients receive part of their medication from the hospital and the
remainder from the primary health care, one key informant astonishingly asked 'How
would the drug's interactions be reviewed if the drugs are dispensed from different
places’(KII). This fragmentation may result in incomplete prescription, it will end with
the hospital pharmacist counselling the patient for some drugs, while the private
pharmacist outside will council the patient for the remaining drugs, which may cause
incomplete picture for the patient medication and drug interactions, that no one neither
care about nor know about , which all evidently lead to medication errors, medication
side effects, repetition of some drugs to the same patient, and incorrect drug dosing for
some drugs when taking other ones which must be adjusted. Regarding the same point
one manager said painfully 'The system could not be changed, if the outpatient pharmacy
dispense all drugs for all discharged patients, this requires a large number of
pharmacists to work in the hospital, and may eventually cause increased expenditures
of the MOH, while the refugee patients receive their medications from the UNRWA’
(KI).
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4.1.3.5 Patient and family education

Table (4.7): Distribution of the study participants according to their responses about

patient and family education

»
ol g | 8|2 2]z |2
Items 8 & S | 5 @ 2 |2
< 3 2 @ 3 5 |52
@D @ - (¢] D
@D
Providing the patient with N 63 147 13 150 10 | 2.73 | 54.6
written instructions % 164 | 384 | 34 | 392 | 26
Providing the patient with verbal N 21 47 65 216 34 | 351 | 70.2
instructions % 55 | 123 | 170 | 564 | 8.9
Clarifying the instructions for the N 15 47 81 220 20 | 3.48 | 69.6
patient and family % 3.9 | 123 | 21.1 | 574 | 5.2
providing the patient with N 11 138 98 114 17 | 297 | 594
instructions to take care of % 29 | 365 | 259 | 302 | 45

wounds, incision or refereeing
him to a medical center

Informing the patient if need N 23 159 | 122 37 9 257 | 514
physiotherapy and determine the % 6.6 | 454 | 349 | 106 | 2.6
duration
If physiotherapy is needed, N 27 165 | 131 25 4 247 | 494
referring the patient to a medical % 7.7 | 469 | 372 | 7.1 1.1
center
Informing the patient about home N 22 104 | 181 69 5 2.82 | 56.4
needs for his/her health condition % 58 | 273 | 475 | 181 | 1.3

Informing the patient how to N 22 111 | 154 89 5 2.85 | 57.0
change his/her life style % 58 | 29.1 | 404 | 234 | 1.3
Informing the patient how to N 26 89 120 | 119 11 | 3.00 | 60.0

change diet after transition from % 71 | 244 | 329 | 326 | 3.0
the hospital

Informing the patient about the N 25 109 | 137 | 105 6 2.89 | 57.8
daily level of activity allowed % 6.5 | 285 | 359 | 275 | 1.6
Informing the patient how to N 39 136 | 131 43 0 251 | 50.2
monitor his/her weight % 11.2 | 39.0 | 375 | 123 | 0.0
Informing how to use the needed N 35 63 204 69 5 2.86 | 57.2
medical equipment % 9.3 | 168 | 543 | 184 | 1.3

Mean = 56.24, Median = 56.67 , Std= 10.67

As shown in table (4.7), more than half of patients have not been provided with written
instructions to take care of their health, (38.4%) disagreed, (16.4%) strongly disagreed
and (3.4%) were uncertain while (56.4%, 9%) of them have agreed and strongly agreed

respectively that they have been provided with verbal instructions. In comparison with
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Abu Daggha (2014), (24%) of her participants have received written instruction while
(63%) have received verbal information. FGD participant commented ‘We try as much as
possible to teach the patients, and nursing often does this task’ (FGD,nurse). Another
one added ‘If the patient is diabetic, we give him/her instructions about the food list and
how to inject insulin, in case of bedridden patient, we explain the care instructions to the
family, and inform how to care with folly catheter, and when to change another
one’.(FGD,nurse). FGD nurses agreed that when the patient asks any questions, they
almost answer his/her questions, whereas if no questions were made, no one cares and
they usually care to educate new patients, as they think that old patients with chronic
diseases know how to take care of their health and know the details about their drugs, so
they do not need education. In the preparation of the patient before discharge, if the
patient needs to use nebulizer, suction, gastrostomy, ryle tube, the nurses learn the
patient and their families before discharge, yet, for simple cases discharged on

antibiotics, they do not care about.

In addition, only (4.5%) strongly disagreed and (30.2%) has agreed that they got
instructions to take care of wounds or incision. At this point, one FGDs participant has
commented ‘We lean the patient how to take care of their surgical wound after surgery,
and clarify the need either for a nurse at home or to attend at a primary health care
center, sometimes the patients do not care and return back to the hospital with surgical
site infection’(FGD,nurse). He then added ‘What we need is health education for all
community members, as patients and their families do not understand the nature of
diseases and its complications, so they do not follow the instructions’ (FGD,nurse).
Through FGD of doctors, they elaborated that they try to give instructions to the patient
before the care transition, and prepare him/her for the next steps, because if they do not
do so, the patient will return to the hospital again, yet the doctors' behavior differ from
one to the other and sometimes, the pressure of work makes it difficult to give the patient
his/her right, since this task and /or responsibility is not documented in the job
description'(FGD,doctor). One manger has commented ‘Patient education is generally
not a priority for all health care providers, whether physician, nursing or
pharmacist'(KIl).FGD nurse participants complains that the nurse gives instructions to

the patient before discharge, nevertheless, the patient does not trust the information
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given from the nurse, and waits to ask the doctor, which is due to the lack of an
integrated health team. KKIs mentioned that the great interest in patient education
focuses on reproductive health more than other health care services, as mothers are
educated about family planning and nutrition, a special form has been developed to
educate mothers and we will gradually promote education for other health services. Also,
one manger said 'Patient education is relatively poor, and the evident proof is diabetic
patients and their related complications, the hospital nursing work is limited only to
giving treatment and making dressing, the patients leave the hospital without adequate

counseling, and the role of primary health care is week'(KII).

The mean score for this domain is (56.24%), and reflect that working on patient
education is minimal, while patients should be informed about their illness and the
treatment plan, they need educational programs to be organized between primary health
care and hospitals, to identify roles and responsibilities, when, where, how, as well as

making brochures and guidance sessions.
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4.1.3.6 Follow up appointments

Table (4.8): Distribution of the study participants according to their responses about

follow-up appointments

w
. 9]
oz |Z|2|2|z|z@
Items $ | & =1 = & R
e | 3 o 3 3 | 5|52
@D @D - @D ()
(0]
Providing the patient with follow-up N| 12| 47 | 30 | 264 | 30 |3.7|732

appointment % |31|123| 7.8 |689] 7.8

Participating and agreement with the patient N| 15| 75 | 114 | 167 | 12 | 3.2 | 644
on follow-up plan % |39 196|298 | 436 | 3.1
Participating with family in the follow-up N| 15| 68 | 106 | 182 | 12 | 3.3 | 65.6
appointment % |39 178|277 | 475 | 3.1
You have been informed about the place of N| 16| 84 | 100 | 162 | 21 | 3.2 |64.6

follow-up % 42| 21.9 | 261 | 423 55

Receiving advice about the importance of N|17 | 62 | 73 | 178 | 53 | 356938
follow-up at the outpatient clinic in the

hospital % [ 4.4 1162 |19.1 | 465 | 13.8

Receiving advice about the importance of N| 23| 60 |117 | 134 | 49 | 3.3 |66.6
follow-up at the primary healthcare centers % 6.0 157 1305 (350 128

Providing the patient with a date to take the N| 26| 89 | 153 | 98 8 |29|58.6
delayed lab results % | 7.0 | 23.8 | 40.9 | 262 | 2.1

Informing the patient about some lab N |24 | 116 | 149 | 77 7 |28]56.0
investigations required on the date of follow- % (643111399 206 19

up
Mean = 64.52, Median = 65.00 , Std= 14.23

As shown in table (4.8), in relation to the respondent's perception about the follow-up
appointments, (77%) have reported that they have been provided with follow-up
appointments, less than half have agreed that they have participated and agreed on their
follow-up plan, and (50%) have reported that their families have participated in follow-
up appointment. Most of the FGD respondents have agreed that patients are not involved
in the follow-up appointments, within the noisy environment which do not encourage the
health team to engage the patients, moreover, the inpatient departments are overcrowded

with visitors. A senior doctor said ‘How can we discuss the follow- up appointment
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details with the patient and his family, if the patient has ten attendants and many
visitors'(FGD, doctor). Another doctor has added ' Most doctors give the patient's
discharge sheet out without looking, afterwards, the nurse informs them to go to the
outpatient clinic, in order to book an appointment(FGD, doctor).Some cases are booked
at the outpatient clinics in the hospital, particularly acute cases two weeks after, others

are booked for primary health care centers.

Another FGD respondent has noted that 'some patients do not know how to book and
where, and they then return after sometime to book, delaying their follow-up date’ (FGD,

doctors).

Nearly (60%) of respondents have agreed that they have received advice about the
follow-up at the outpatient clinics, while less than half have been advised to follow up at
the primary healthcare centers. The respondents in the FGDs have emphasized that as
long as there is no discharge plan for the patient, there will be evidently no follow-up
plan, the entire system is based on the doctor's decision, the nursing team almost inform
the patient where to go for the follow- up after the doctor writes the discharge sheet,
later, the patient gets his/her medications from a primary healthcare center or buy the
medication at a private pharmacy. One nurse added ‘When it comes to the patient and his
family, all that matters is how they will get the medications, and the culture of the client
is that the drug is the only diseases' rescue’ (FGD, nurses). Besides, all the key
informants at hospitals have agreed about the weakness of primary healthcare role, which
reflect on the increase in the pressure on hospitals, the culture of our patients is to go to
the primary health care only to get medications, the role of primary health care for
discharged patients is limited to giving medications, as the primary health care centers
are crowded with patients only a few days a month, the days after receiving the order
from the central drug warehouses. In the same context one manager has mentioned
‘Failure to activate the primary health care causes an overload on the outpatient clinics,
which result in poor follow-up and poor patient guidance added to prolonged waiting

lists and waiting times’ (KII).

In this regard, an endocrinology doctor has said ‘60% of diabetic patients attending to
the outpatient clinic at AL Shifa hospital are uncontrolled diabetes, 100 patients attend
to the specialized diabetes clinic on one day divided to 2 doctors, the patients need both
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health education and effective follow-up programs, the patient is not given the adequate

time, which brings in complications and increased admissions’ (FGD, doctor).

In addition, only (28.3%) of the respondents have got a date to take the delayed lab
results. At this point, a head of laboratory department in a general hospital has explained
how delayed tests are handled, that if a patient has been discharged from the inpatient
department, and there were delayed laboratory results, the lab department sends the
results to the department which requested them. The results are archived in the patients’
files to be reviewed at the follow-up visit, while neither the patients nor the doctors are
communicated about the results. The poor follow-up of the laboratory results has been
identified as one of the key processes which results in unsafe patient health care by the
World Alliance of Patient Safety, and it is a particular problem for patients moving
between hospitals and community settings (Organization, 2008). Thus, the health

policymakers should pay attention to the problem.

The overall mean of the follow-up domain has been (56.24%), which indicates the level
of malpractice. Through interviews with patients a lot of patients suggest to improve
follow up system, provide an electronic home booking system and find a reminder
system for the patient to go to the date of the examination, in order to facilitate follow-up

and bookings.
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4.1.3.7 Continuity of care

Table (4.9): Distribution of the study participants according to their responses about
continuity of care

w
o | 2| Z|» | 2| z|z2
Items 2 S S | 5 & 2 |38
= 3 S ® 3 5 |52
@D @D - (¢>] D
D
Information about institutions N 23 110 | 102 | 130 16 3.0 | 604
needed for continuity of care % 6 289 | 268 | 341 | 4.2
Ensured who will take care of the N 30 121 | 117 | 103 10 29 | 570
patient at home % 79 | 31.8 | 30.7 | 27 2.6
Clarifying the patient disease and N 21 95 129 | 124 12 3.0 | 60.6
needs to whom will take care of % 55 | 249 | 339 | 325 | 3.1

him/her at home
Ensuring safe transportation after N 18 59 110 | 160 34 3.4 | 67.0

discharge % 4.7 | 155 | 289 | 42 8.9
Coordination with other agencies N 52 133 | 120 53 4 25 | 50.2
according to patient needs % 144 | 36.7 | 331 | 146 | 1.1
Coordination with the primary N 57 182 89 28 2 2.3 | 45.2

healthcare centers for follow- up % 159 | 508 | 249 | 7.8 0.6
Mean = 56.7, Median = 65.00 , Std= 14.23

As shown in table (4.9), In relation to the respondent’s perception about continuity of
care, less than half of participants (38%) have received adequate information about
institutions needed for continuity of care. The results were related to Abu Dagga (2014)
findings, who has reported that (35%) of healthcare providers have provided their
patients with knowledge about a referral resource after discharge (always and usually).
In addition, (30%) of respondents have reported there has been a coordination with the
primary health care center, while nearly (15%) have agreed there has been a coordination

with other agencies according to the patients’ needs.

In this context, Klls showed that discharge of the patient from the hospitals is perceived
that the hospital has discontinued the relationship, if a patient is discharged from the
surgery department, and he/she needs physiotherapy, the communication between the
hospital and the primary care centers is weak, for example; if the patient has been

referred to a primary health care center, none of the hospitals will be informed to which
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center the patient has been referred, nor will the hospitals get any information whether

the patient will follow-up with MoH centers or UNRWA.

In regard to communication between hospitals and PHC, one manger has pointed out that
the medical staff in hospitals do not coordinate with the primary healthcare centers, as
they recognize that the patients have follow-up files at the primary health care centers,
and that they get their drugs from there, therefore, the patient gets an appointment at the
outpatient clinic in the hospital, and at the same time visits his/her primary health care
center individually without any prior coordination, which means that the chronic patients
receive health services at the outpatient clinics of hospitals and the primary care centers

at the same time.

Through Klls, mangers pointed to some suggestions to improve continuity of care. One
manager said 'if the hospitals provide the primary care centers with specialized doctors
for chronic diseases, and arrange specific timetables that allow patients to receive all
health services divided between primary health care centers and hospitals ,the
coordination for patient hospitalization will be properly done, and feedback will be

easier and more safe for continuity of care’ (KII).

All primary health care centers have the authority to refer patients to hospitals,
nevertheless, if there has been a clear policy of referral between the primary health care
centers and hospitals, the admission percentage to hospitals will decrease, and the health
situation will be better, in this context one key informant suggested 'if there have been
specific centers have the approval to refer to hospitals, which will nominate specific
physicians, since the number of doctors is limited, it will be easier for hospitals to

coordinate and/or give feedback about the patient’(KIl).

The communication channels between primary and secondary health care from one side,
and between hospitals and community health services from the other side are relatively
poor. The MoH should strengthen the communication between hospitals and primary
health care centers. FGD respondents pointed that we have specific criteria for the
referral from MoH hospitals to rehabilitation centers, has been developed prior to the
referral of the cases, where a representative from the rehabilitation hospital will be
present to assess the case, and if it is compatible with the referral criteria, specific form
called Form No.1 is released and the patient is referred to the rehabilitation hospital. The

representative from the rehabilitation center one of FGDs responders explained the
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procedures after a patient transition, if the rehabilitation hospital requests any
information about the patient, the rehabilitation hospital contacts with the hospital the
patient has been referred from, in order to complete the information about the patient, in
case the patient has any complications, and in need of hospital care, the rehabilitation
center will contact the hospital to turn the patient back. He has added ‘when the patient is
referred from the hospital, the relationship with the hospital is broken, while no

communication is made from the hospital’ (FGD, rehabilitation center representative).

As for transportation, nearly half of the participants have agreed that the medical staff
have ensured safe transportation for them. And through interviews with patients a large
number of patients complained about their transportation to home specially surgical
patients, one patient said ‘The worst thing that happened to me is not being taken home
by ambulance from the hospital, an ambulance was requested at my expense and this is

Very expensive’.

Most of FGDs participants and mangers have agreed that a policy exists for
transportation of patients from one hospital to another to secure patients’ movement.
Although there is no ambulance available in all hospitals, however, the hospital has a
policy to ask for ambulance when referring a patient from one hospital to another, the
treating physician determines the type of ambulance, there may be delays in the arrival
of the ambulance, but it does not affect the patient's life, as long as the patient is inside
the hospital, in the event that the requested ambulance is an intensive care one, the
response will be fast, and the patient will be referred with a follow-up sheet from the
referring hospital, in which the patient history ,clinical condition and recommendations
are written and filed” (KII). For the same point, a senior nurse has mentioned that ‘In
our hospitals, the patient is referred from one hospital to another or from one
department to another within the hospital with good care, yet, if the condition of the
referred patient is stable, the patient will be referred accompanied by nurse, but if the
patient condition is unstable, the patient will be accompanied by an intensive care

physician’ (FGD, nurse).

One of Klls highlighted the transition policy between governorates that the MoH tries to
reduce the movement of patients between hospitals, so that the central health services
exist in each governorate, however, some services centralized are in AL Shifa Hospital in

Gaza and the European Hospital in the South, which reduces transitions between
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hospitals particularly for intensive care cases, and ensure equity of health services
distribution with specific map of services (Annex 8. Transition of pediatric patients in
Gaza is from the secondary hospitals to Al Rantisi tertiary hospital and to the surgical
departments in Al-Shifa medical complex, the distribution of the health services at all
governorates result in positive and negative outcomes, at one hand, services spread
across the hospitals, due to the occupation division of Gaza to many sections since 2005,
which has a negative impact of the scattered human resources, beds, drugs and IV fluids,

at the other hand, the positive impact is that a map of health services has been integrated.

Regarding the referral policy between the hospitals, when a patient moves from one
hospital to another, a referral is requested from the treating physician, the doctor who
will coordinate with other hospitals should be a senior one, if the case is accepted, the
referral form will be released from the hospital with a brief report on the health condition
one manager comments 'The hospital has been using the referral form for 10 years, it
focuses on the patient referral process, and it should be updated to include all the
details related to the patient, the process is effective, but the hospital has not assessed to
how safe it is' (KII).
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4.1.3.8 Care Coordination

This part of the study was asked for patients who were transferred from one department

to another within the hospital or from one hospital to another.

Table (4.10): Distribution of the study participants according to their responses about

coordination of care
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Information about the aim of N 1 9 1 21 10 3.71 | 74.2

referral
% 24 | 214 | 24 50 23.8

Readiness of medical staff at the N 1 10 3 22 6 352 | 704
referral department /hospital

% 24 | 238 | 7.1 | 524 | 143

Medical staff at the referral N 3 11 3 19 6 3.33 | 66.6
department /hospital was familiar
with the patient disease
You felt health providers respect N 1 5 7 19 10 | 3.76 | 75.2
each other’s

% 71 | 262 | 7.1 | 452 | 143

% 24 | 119 | 16.7 | 452 | 238

Satisfaction with the N 8 12 2 15 5 2.93 | 58.6
communication of medical team

% 19 | 286 | 48 | 357 | 11.9

Mean = 69.05, Median = 72.0, Std=17.52

As shown in table (4.10), (74%) of participants were received adequate information
about the aim of referral, (66%) agreed that medical staff at the referral department
/hospital was ready for them, and (60%) of participants reported that medical staff at the
referral department /hospital was familiar with their disease, (69%) of participants felt
health providers respect each other’s while less than (50% )of participants reported that
they are satisfied with the communication between the medical staff. Overall mean score

(3.4) of (5) (69.05).
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About the coordination of medical team between each other at the same department or
between different departments or different hospitals all managers and FGDs respondents
agreed that there are regulations for coordination but there is a lack of team work
between health providers at all levels and any coordination is far away from patients. If
there is a patient will be transferred from one hospital to another, medical staff
coordinates with the medical staff at the other hospital and informs him the patient's
diagnosis and condition and what is expected the other hospital refuses or accepts it, but
the patient himself not involved and does not know that he will be transferred, which is
confirmed by one nurse who said ‘after communication between physicians then with the
ambulance ,the last person to be informed is the patient and his family’(FGD,nurse).
About coordination between departments during the transition from one department to
another for example from medical department to surgical or others, the coordination
between physicians and nurses of the two departments is going on verbally by telephone,
and sometimes poor communication and lake of documentation causes some
interruptions which cause transfer patients by nurse to nurse coordination, then doctor at
the second department refuse the patient due to misunderstanding which causes problems
with the patient and his family ,in the same context one patient said 'they told me you will
be transferred from the medical department to the surgical department ,then after
leaving, doctors at the surgical department refused and return me back, | was so ill, then
| became worse'. And about transition from the emergency department to inpatient
departments, decision of admission from the emergency department is taken by GP
doctors, for example a patient complains of abdominal pain, will be admitted to hospital
and diagnosed query appendicitis, then the other day, surgeon discharge him due to
wrong diagnosis of GP doctors, at pediatric hospitals any patient with pyrexia admitted
to hospital and then discharged the other day due to unneeded admission One senior
nurse was speaking with frustration ‘How will the patient be transitioned effectively from
the hospital if he is admitted ineffectively?' then another participant added ‘if we look to
admission, we will find a large number of patients admission for a period of less than 24
hours’ (FGD, nurse). The process going on in the way that a nurse at the internal
department receives the patients sent with admission sheet from the emergency
department and then admitted to the doctors' room for evaluation, at this point one doctor

comments 'sometimes the patient is admitted even the doctor of the internal department
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don’t agree, then the patient will be discharged the other day’ (FGD, doctor).One
manager pointed that ‘we have established a policy of existence of senior doctor at the
emergency department all the time to decrease admission, but the problem is the
significant decrease in the number of senior doctors, a large number of expert and senior
doctors have left work because of the high work loud, low salaries and difficult life at
GS’ (KII). At the same point another key informant added ‘We are suffering from a great
shortage of medical staff, specially doctors and nurses, we lost many employees and at
the same time, there is no employment compensate this shortage, compensation is by

temporary unemployment employees, who don’t own experience” (KII).

Ineffective admission causes work loud on health providers, misuse of resources,
weakness the quality of care for the patients of complex situation and sever illnesses.
Another weak point ,when the patient is admitted from the emergency department to
inpatient departments, if the patient is previously admitted to the hospital, he will be
registered at the department that he was previously admitted in, but when he admitted
next time, he will be admitted to any department and the next day he will be transferred
to the department he was registered at before, due to weakness of health information
system which cause overload work and unsatisfaction of patients. About coordination
between general departments and intensive care units, all mangers and FGD respondent
agreed that transition of any patient to intensive care unit must follow specific criteria for
admission and prioritization according to availability of beds. When a patient transferred
to intensive care unit, after performing the basic procedures, then doctors discuss with
patient family, explaining everything related to the patient, his situation and all the
possibilities of his condition, explaining the hospital system and the dates of visits, one
manger commented 'the most committed department to sign the patient consent form is
the intensive care unit, while other departments are not committed to use it and involve

patients’ (KII).

And about cardiology department one doctor mentioned ‘There is good communication
between emergency department and cardiology department, if a patient with Ml arrived
the hospital ,directly referred to CCU unit without any investigations at the emergency

department to safe patient timely (FGD,doctors).
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Health care providers pointed to the communication at kidney dialysis unit , the number
of patients is increasing, 486 patients at governorate of Gaza and North using only 55
machine, dialysis for patients continues for midnight 2-3 AM, there is good
communication with maintenance department if any machine disrupted, internal
departments and ICU due to presence of dialysis department inside Al-Shifa complex
,but the main problem is due to fragmentation of the service for the patients at North
Gaza, dialysis is done at Al Shifa hospital and the medications got from Al Andonisi

hospital with increase the patient suffering.

And about the collaboration and behavior of health providers when a patient transferred
between departments one manager said ‘The biggest problem we face in our hospitals is
working individually and lack of teamwork, if there is a team involved in the treatment of
the patient is composed of a doctor, pharmacist, nurse and psychological support the
results would be better’ (KII). More over the performance varies between the
departments because the specialized departments do not provide full service to the
patient, for example, when diabetic foot patient is transferred to the department of
vascular surgery for a problem in his foot they forget that he is a diabetic patient or has
other morbidities need monitoring and care only about the vascular problem of his foot
and this is generally the problem of specialized sections which can deteriorate the patient
situation. One of FGDs participants commented at the same point ‘Although there are
specialists with higher degrees, they work individually, for example, the surgeon is only
care in prescribing analgesics and antibiotics to the patient and does not care if the
patient has other diseases such as diabetes, hypertension or others, when the patient

deteriorated ,consult internist doctor’(KII).

With regard to the coordination between hospitals and primary health care centers
,participants mentioned that when the patient referred from primary care to the hospital,
he is transferred without prior contact or coordination with the hospital, where the patient
is transferred according to his geographical area only, as the patient arrives at the
hospital as one doctor commented 'the primary care referral sheet is taken as a "visa" to
enter the hospital only, medical team at the hospital don’t care about the primary health
care information at referral form and start assessing the patient as new case. ’(FGD,

doctor).
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4.2.3.8 Overall patient perspectives about transition of care process
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Figure (4.1): Overall patient perspectives about transition of care process

As shown in figure (4.1), the mean scores of (TOC) domains ranged from (55.7%) to
(69%). The highest score is for 2 domains the domain of information transfer and the
domain of coordination (69%) , followed by planning (66.53) and the lowest was for the
domain of continuity of care (55.71). These results indicate that the patients perspective
about transition of care processes were moderate which is inconsistent with qualitative
analysis for transition of care domains, which was more deep than the quantitative
analysis. In addition patient rights are not well known by the patients and their families,
and they are not aware of to having adequate and comprehensive transition of care
processes. When the patients understand their rights and care, they will evaluate their

care effectively.

4.2 Inferential Statistics

This part represent the relationship between study domains and its relation of participant

demographic variables regarding hospital, gender, age group and education level.
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4.2.1 Relationship between care transition process and hospitals

Table (4.11): Differences between care transition domain scores by hospitals

Hospital N Mean Std F Sig.
Planning AL Shifa 236 | 65.19 | 9.35 | 23.440 | <0.001
Al Andonisi 67 63.92 | 11.61
Ophthalmology 34 80.59 7.60
Al Durra 46 66.77 | 14.60
Total 383 | 66.53 | 11.27
Preparation AL Shifa 236 | 61.69 | 8.00 | 27.855 | <0.001
Al Andonisi 67 65.22 | 11.74
Ophthalmology 34 78.53 | 11.32
Al Durra 46 58.55 | 18.83
Total 383 | 63.43 | 11.90
Information AL Shifa 236 | 72.84 | 17.38 | 30.955 | <0.001
Al Andonisi 67 12.98
Ophthalmology 34 80.88 7.93
Al Durra 46 57.83 | 15.19
Total 383 | 69.03 | 17.56
Drugs AL Shifa 236 | 60.82 | 11.08 | 38.690 | <0.001
Al Andonisi 67 52.21 | 12.50
Ophthalmology 34 75.82 | 11.22
Al Durra 46 48.61 | 19.39
Total 383 | 59.18 | 14.35
Education AL Shifa 236 | 5793 | 7.71 |18.922 | <0.001
Al Andonisi 67 57.76 | 10.30
Ophthalmology 34 55.34 | 10.26
Al Durra 46 46.01 | 17.25
Total 383 | 56.24 | 10.67
Follow up AL Shifa 236 | 67.98 | 8.79 |54.817 | <0.001
Al Andonisi 67 57.13 | 12.30
Ophthalmology 34 76.76 | 12.55
Al Durra 46 48.48 | 21.42
Total 383 | 64.52 | 14.23
Continuity of AL Shifa 236 | 58.97 | 9.67 | 28.919 | <0.001
care Al Andonisi 67 52.89 | 12.93
Ophthalmology 33 57.58 | 13.16
Al Durra 46 41.74 | 17.84
Total 382 | 55.71 | 13.06
Coordination AL Shifa 17 63.06 | 17.86 | 2.009 0.129
Al Andonisi 11 78.55 6.76
Ophthalmology 2 76.00 5.66
Al Durra 12 67.67 | 21.87
Total 42 69.05 | 17.52
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As shown in table (4.11), One-way ANOVA test used to compare mean differences of
participants perceptions between care transition domains. Participant perspective about
the domain of planning, the difference was statistically significant in relation to hospital
they discharged from (p-value <0.001). To find the direction of these differences, post
hoc Scheffe test was performed and showed that ophthalmic hospital patients elicited
higher scores (mean-80.59), compared to other hospitals. Also, the domain of
preparation, the difference was statistically significant (p-value <0.001), according to
post hoc scheffe test ophthalmic hospital had elicited the higher mean score (78.53%).
And in the domain of information transfer the difference was statistically significant (p-
value <0.001) by post hoc Scheffe test ophthalmic hospital had elicited the higher mean
score also (80.88%). For the domain of medications, the difference was statistically
significant (p-value <0.001), by post hoc Scheffe test, Ophthalmic hospital and Al Shifa
hospital had elicited the higher mean score (75.82%), (60.82%) respectively. Health
Education domain the difference was statistically significant (p-value <0.001), Al Dorra
hospital had the lowest mean (46.01%) indicated by post hoc scheffe test. And for follow
up domain, difference was statistically significant (p-value <0.001), by post hoc scheffe
test for the favor of Ophthalmic hospital. Continuity of care domain difference was
statistically significant (p-value <0.001), by post hoc scheffe test Al Shifa hospital had
the higher score (67%) and Al Dorra hospital had the lowest mean score (41.74%)

Most domains the highest score was for Ophthalmic hospital and this result is consistent
with (Habib, 2016) which reported that patients at Ophthalmic Hospital reported positive
perception about quality of care, patient responses about meeting expectation domain
was (71.5%). One of FGDs participants pointed that ‘The Ophthalmology Hospital works
at the primary, secondary and tertiary level at the same time, the only hospital for eye
specialty, for North, Gaza and middle governorates, so there is integration of the service
at the same place, increase the opportunity for quality improvement and the response for
patient needs and expectations’ (FGD,doctor.) One manger reported that * At the
emergency department of the Ophthalmic Hospital consultant is available for 24 hours
to evaluate difficult cases and give advice to new doctors, which is a critical point for the
effective admission and results in effective care transition’(KII), another FGD respondent
mentioned ‘After surgery, a written paper is given in which clear and ready instructions

are given to the patient at the discharge’ (FGD,doctor).
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4.2.2 Relationship between care transition domains and hospital departments

Table (4.12): Differences between care transition domain scores by hospital departments

Domain Department N Mean Std F Sig.
Planning Medical - Shifa 66 63.68 5.90 2.201 0.054
Medical - Andonisi 25 59.77 11.37
Surgery - Shifa 125 65.51 11.26
Surgery - Andonisi 31 66.82 11.66
Cardiac - Shifa 45 66.54 7.30
Cardiac - Andonisi 10 63.71 9.24
Total 302 64.86 9.87
Preparation Medicine - Shifa 66 61.31 4.37 4.000 0.002
Medicine - Andonisi 25 60.40 11.48
Surgery - Shifa 125 62.03 9.93
Surgery - Andonisi 31 67.74 10.90
Cardiac - Shifa 45 61.33 5.96
Cardiac - Andonisi 10 69.00 12.58
Total 302 62.45 9.07
Information Medicine - Shifa 66 75.61 15.00 11.425 0.000
Medicine - Andonisi 25 54.40 11.58
Surgery - Shifa 125 70.08 17.39
Surgery - Andonisi 31 58.71 13.84
Cardiac - Shifa 45 76.44 19.56
Cardiac - Andonisi 10 58.00 12.29
Total 302 69.37 17.73
Drugs Medicine - Shifa 66 65.12 6.96 24.223 0.000
Medicine - Andonisi 25 50.40 12.88
Surgery - Shifa 125 55.71 11.62
Surgery - Andonisi 31 50.13 11.35
Cardiac - Shifa 45 68.71 6.18
Cardiac - Andonisi 10 60.40 9.47
Total 302 58.85 11.90
Health Education | Medicine - Shifa 66 59.82 5.01 6.738 0.000
Medicine - Andonisi 25 54.87 10.49
Surgery - Shifa 125 55.45 8.77
Surgery - Andonisi 31 59.30 10.64
Cardiac - Shifa 45 62.04 4.83
Cardiac - Andonisi 10 60.83 7.91
Total 302 57.91 8.34
Follow up Medicine - Shifa 66 66.25 6.13 16.469 0.000
Medicine - Andonisi 25 52.10 11.29
Surgery - Shifa 125 68.70 10.36
Surgery - Andonisi 31 60.97 12.41
Cardiac - Shifa 45 68.50 6.96
Cardiac - Andonisi 10 57.75 11.57
Total 302 65.60 10.66
Continuity of care | Medicine - Shifa 66 57.83 7.08 5.470 0.000
Medicine - Andonisi 25 48.67 10.89
Surgery - Shifa 125 59.68 11.00
Surgery - Andonisi 31 54.84 13.38
Cardiac - Shifa 45 58.67 8.97
Cardiac - Andonisi 10 54.67 12.88
Total 302 57.55 10.70
Cardiac - Andonisi 10 71.67 16.65
Total 302 72.55 12.22
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As shown in table (4.12), ANOVA-test used to compare mean differences of participants
perceptions of care transition by hospital department admitted to Al Shifa and Al Andonisi
Hospitals. The difference in means among departments were statistically significant for six
domains, domain of health education, difference in means was statistically significant(p-
value<0.001). The highest means was for Al Shifa (62.0%) and Andonisi (60.8%) cardiac
departments, domain of information (p-value<0.001) the higher means was for cardiac
(76.44%) medical (75.61%) of Al Shifa departments, domain of medication
(p-value<0.001), the highest means was for AL Shifa departments, cardiac (68.71%),
medical(65%). Preparation domain (p-value=0.002) the highest means was for Andonisi
cardiac department (69%), follow up (p-value<0.001) higher means was for surgery
(68.7%), cardiac (68.5%), medical (66.2%) of Al Shifa departments. In most of the
domains perception of patients discharged from Al-Shifa departments was higher than Al
Andonisi departments of the same specialty. Through Klls, managers pointed that the
Andonisi hospital provides services in the northern Gaza area which is very crowded, the
cultural and social level is low, the region's population is extremely poor which increases
the proportion of diseases in this region, this causes the hospital to be overcrowded, and
the hospital suffers from a severe shortage of beds. Medical staff are forced to early
discharge for patients. During patient interviews, most of the patients discharged from the
Andonisi hospital, expressed their sorrow resulting from their lack of readiness to

discharge.

As for the cardiac departments in both hospitals, the staff of departments are experts and
the heads of departments are highly efficient and disciplined. Treatment, procedures of

prompt referral, rapid intervention and catheterization are excellent.
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4.2.3 Relationship between care transition domains and gender

Table (4.13): Differences in care transition domains scores by participant gender

Demographic Data Gender N Mean Std T Sig.
Planning Male 203 65.33 | 1156 |-2.211 | 0.028
Female 180 67.87 |10.81
Preparation Male 203 62.58 12.62 -1.489 | 0.137
Female 180 64.39 | 10.99
Information Male 203 68.42 |17.10 |-0.722 |0.471
Female 180 69.72 | 18.08
Drugs Male 203 57.08 | 1458 |-3.069 |0.002
Female 180 61.54 | 13.76
Health Education Male 203 5470 |11.02 |-3.039 |0.003
Female 180 57.98 | 10.02
Follow up Male 203 64.24 | 1420 |-0.409 | 0.683
Female 180 64.83 | 14.30
Continuity of care | Male 203 55.34 | 14.05 | -0.589 | 0.556
Female 179 56.13 | 11.87
Coordination Male 27 68.74 |19.15 | -0.151 | 0.881
Female 15 69.60 | 14.72
Female 180 76.20 | 14.15

As shown in table (4.13), the difference in means of domain scores according to the
gender of participants .Females patients reported significantly higher scores (p-value
=0.028) in relation to discharge planning than males with mean (67.87%), similarly the
domain of medications (p-value =0.002) with mean of (61.54%) and also in the domain
of health education (p-value =0.003) female perceptions are higher than males. However,
the difference in means of other domains were not statistical significant. This result is
inconsistent with Abu Dagga (2014), where difference in means regarding gender were not
statistically significant. And consistent with Cleary et al (2002) study which pointed that
female participants rate more positive score about care. This finding could be attributed to
the care of females to ask and discuss her illness with health providers Almborg et al
(2008) suggested that when patients are shared with information and decision making

about their illness are more satisfied about care and their expectations will be realistic.
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4.2.4 Relationship between care transition domains and age

Table (4.14): Differences in care transition domains scores by participant age

Domain Age N Mean Std F Sig.
Planning 25 and less 83 65.44 12.07 1.173 0.320
25— 50 Years 94 65.29 11.80
51 - 60 Years 61 68.34 10.58
Above 60 Years 115 66.68 9.74
Total 353 66.31 11.03
Preparation 25 and less 83 63.33 12.21 0.379 0.768
25— 50 Years 94 63.83 10.24
51 - 60 Years 61 65.19 10.50
Above 60 Years 115 63.65 10.71
Total 353 63.89 10.90
Information 25 and less 83 63.73 16.87 5.662 0.001
25— 50 Years 94 68.72 16.80
51 - 60 Years 61 74.26 16.88
Above 60 Years 115 72.26 18.12
Total 353 69.66 17.61
Drugs 25 and less 83 55.71 16.84 5.773 0.001
25— 50 Years 94 58.19 12.73
51 - 60 Years 61 61.77 13.34
Above 60 Years 115 63.13 11.21
Total 353 59.84 13.74
Health Education 25 and less 83 52.49 11.68 8.637 0.000
25— 50 Years 94 57.13 9.53
51 - 60 Years 61 58.63 7.57
Above 60 Years 115 58.86 7.90
Total 353 56.86 9.60
Follow up 25 and less 83 61.17 16.07 5.281 0.001
25 —50 Years 94 66.68 11.58
51 — 60 Years 61 67.50 10.66
Above 60 Years 115 67.57 10.27
Total 353 65.81 12.48
Continuity of care 25 and less 83 52.41 14.92 5.872 0.001
25— 50 Years 94 57.91 9.93
51 — 60 Years 61 58.96 9.82
Above 60 Years 114 58.45 10.40
Total 352 56.97 11.66
Coordination 25 and less 11 69.09 16.69 0.093 0.963
25— 50 Years 7 70.29 19.98
51 — 60 Years 3 70.67 23.44
Above 60 Years 12 66.67 13.68
Total 33 68.61 16.22

As shown in table (4.14), the difference in means regarding age are statistically
significant for five domains: the domain of information exchange, medications, health

education, follow up and continuity of care (p-value =0.001) (Table 4.14). The
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perception of participants (51-60) years and above (60) years is the highest scores for the
five domains, which is also indicated by post hoc scheffe test. This result is congruent
with previous studies, for example Zahen et al (2002) showed that older patients are
more satisfied than younger patients about healthcare. Cleary et al. (2002) pointed that
older patients rated higher satisfaction scores about their behavioral health care and
health plan more highly than did other patients . Zaslavsky et al. (2001) found that there
is a linear effect of increased satisfaction with increase age. Older patients suffer from
home care, and who will take care of them at home 24 hours, at the hospital, the nursing
staff provides them with care throughout the day. Medicines, disposables and everything
they need are provided at the hospital, especially in light of the difficult economic
situation in Gaza, the family bears its burdens. FGD participants mentioned that some of
old patients readmitted to hospital due to neglection at their home. One manager
mentioned that ‘Most of the medicines for chronic diseases are not available in primary
care, due to poverty and the tragic situation in the community, and the elderly patient
cannot buy these drugs which deteriorate their health then back again to hospital’ then
he added painfully ‘The hospital has become a “reservoir” for all complications in the
community’(KII). According to (Courbage, Abu Hamad, & Zagha, 2016) study which
pointed that number of NCDs patients will increase with aging of the population during
the next years, which will result in dependence on others for assistance in performing the
activities of daily living, especially among the older elderly, foreshadowing a significant
increase in the need for healthcare and social support services. The healthcare system
should respond by establishing geriatric and palliative services. An increase in the
number of elderly patients requiring assistance in all features of their care, including
Activities of Daily Living (ADLs), will impact the staffing requirements for nursing
services in hospitals. Although the practice of nursing home stay is not currently
widespread in Palestine, the proportion of the elderly who need nursing homes will
increase. Nursing home use globally increases with advancing age, especially for females
above the age of 85. Changing family structures mean less family support for older
people and the need for nursing facilities.

4.2.5 Relationship between care transition domains and education level

The difference of domains scores by participants education level are not statistically
significant for all domains, although several studies have been found that the highest
level of education reported less perception with their health care than lower levels of
education (Zahen et al,, 2002; Zaslavsky et al., 2001).
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Table (4.15): Differences in care transition domains scores by participant education level

Domain Patient Education N Mean Std F Sig.
Planning University 105 66.34 12.47 0.918 0.453
Secondary 143 67.39 11.45
Preparatory 80 66.29 9.96
Primary 28 67.86 9.79
Illiteracy 25 63.09 8.29
Total 381 66.62 11.16
Preparation University 105 63.37 11.47 0.903 0.462
Secondary 143 63.80 12.85
Preparatory 80 62.63 11.11
Primary 28 66.90 11.36
Illiteracy 25 61.47 9.33
Total 381 63.51 11.81
Information University 105 68.19 16.69 1.775 0.133
Secondary 143 68.32 18.95
Preparatory 80 68.88 18.00
Primary 28 68.21 12.78
Illiteracy 25 78.00 15.00
Total 381 69.03 17.59
Drugs University 105 58.63 14.70 0.647 0.63
Secondary 143 58.24 14.97
Preparatory 80 60.63 12.87
Primary 28 60.43 15.40
Iliteracy 25 61.68 10.19
Total 381 59.23 14.22
Health Education University 105 54.86 11.35 1.422 | 0.226
Secondary 143 55.73 12.14
Preparatory 80 58.19 7.96
Primary 28 57.38 8.71
Illiteracy 25 57.73 4.33
Total 381 56.26 10.57
Follow up University 105 66.40 16.39 0.646 0.63
Secondary 143 63.90 14.73
Preparatory 80 64.28 11.71
Primary 28 63.48 12.44
Illiteracy 25 63.00 8.66
Total 381 64.58 14.15
Continuity of care | University 104 56.22 14.67 0.708 | 0.587
Secondary 143 54.29 13.84
Preparatory 80 56.54 10.78
Primary 28 57.74 12.64
lliteracy 25 55.60 7.12
Total 380 55.63 13.05
Coordination University 10 71.20 16.74 0.341 | 0.796
Secondary 21 66.29 17.28
Preparatory 7 72.00 17.74
Primary 4 73.00 24.95
Illiteracy 0 . .

Total 42 69.05 17.52
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4.2.6 Relationship between care transition domains and average LOS

Table (4.16): Differences in care transition domains scores by participant average LOS

Domain Average long of stay N Mean Std F Sig.
Planning 3 days and less 167 66.69 | 12.46 | 0.540 | 0.583
4 —7 days 187 66.71 | 10.20
More than 7 Days 29 64.43 10.87
Total 383 66.53 | 11.27
Preparation 3 days and less 167 63.31 | 14.03 | 0.151 0.86
4 — 7 days 187 63.35 | 10.04
More than 7 Days 29 64.60 9.74
Total 383 63.43 | 11.90
Information 3 days and less 167 68.44 | 17.28 | 0.299 | 0.742
4 — 7 days 187 69.73 | 17.15
More than 7 Days 29 67.93 21.77
Total 383 69.03 | 17.56
medication 3 days and less 167 61.32 16.01 3.569 | 0.029
4 —7 days 187 57.26 | 12.99
More than 7 Days 29 59.24 10.86
Total 383 59.18 | 14.35
Health Education 3 days and less 167 5496 | 12.30 | 2.723 | 0.067
4 —7 days 187 56.93 9.01
More than 7 Days 29 59.20 9.79
Total 383 56.24 | 10.67
Follow up 3 days and less 167 62.68 | 16.95 | 3.011 | 0.050
4 — 7 days 187 66.32 | 11.70
More than 7 Days 29 63.45 | 10.38
Total 383 64.52 | 14.23
Continuity of care | 3 days and less 166 53.35 | 14.68 | 4.987 | 0.007
4 —7 days 187 57.34 11.21
More than 7 Days 29 58.62 12.58
Total 382 55.71 | 13.06
Coordination 3 days and less 13 64.62 | 20.45 | 0.824 | 0.446
4 —7 days 23 69.91 | 17.05
More than 7 Days 6 75.33 | 11.43
Total 42 69.05 | 17.52
4 — 7 days 187 7280 | 14.48
More than 7 Days 29 75.17 12.17
Total 383 75.15 14.84
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As shown in table (4.16), the difference in means of the care transition domains according
to the lengths of stay are statistically significant for two domains, medication
(p-value=0.029). the post hoc Scheffe test indicates statistically significant variance
between patients (3 days and less) LOS whose reported higher score (61.32%) and
patients (4-7 days) whose mean score was (57.26%). Usually patients longer length of
stay are sever illness patients and in need to multiple drugs and may be costly drugs
specially with the high shortage of NCD drugs according to the report of MOH (2018)
while lower length of stay patients less acute cases and complexity and need simple
medications. The second statistically significant domain is continuity of care
(p-value=0.007), the post hoc Scheffe test indicates statistically significant variance
between participants of (More than 7 Days) LOS who reported the highest score (58.62)
and (3 days and less) who reported the lowest score (53.35%), while follow up domain
difference in mean are not statistically significant but at the cuff point that participants of
(4-7 days) LOS reported the highest score (66.32) which inconsistent with Almborg et al
(2008) findings that longer of stay patients reported less satisfied with, goal-setting and
in identifying patient needs. This result reflect that patients with short length of stay in
need to more involvement and assistant .However, the difference in means of other

domains were not statistical significant.
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4.2.7 Relationship between care transition domains and frequency of admission

Table (4.17): Differences in care transition domains scores by participant frequency of
Admission

Demographic Data ngr%?:s(i:gnof N Mean Std T Sig.
Planning First Time 162 66.84 | 12.14

Several Times 214 66.26 10.42 0499 | 0618
Preparation First Time 162 64.07 13.31

Several Times 214 62.94 | 10.80 0.909 | 0.364
Information First Time 162 68.83 18.89

Several Times 214 | 6911 | 1661 | 01 | 0877
Drugs First Time 162 58.98 | 15.52

Several Times 214 59.19 | 13.38 01421 0887
Health Education First Time 162 5593 | 11.79

Several Times 214 | 5643 | osa | 0447 | 06%
Follow up First Time 162 65.48 | 16.29

Several Times 214 63.69 | 12.45 1.206 | 0229
Continuity of care | First Time 161 5391 | 14.59

Several Times 214 56.92 | 11.65 -2:215 | 0.027
Coordination First Time 15 76.80 | 14.20

Several Times 26 64.15 18.01 2.329 0.025

As shown in table (4.17), The difference in means of domains according to frequency of
admission are statistically significant for two domains, continuity of care (p-value=0.027)
and coordination (p-value=0.025). In regard to continuity of care, the participants admitted
several times reported higher score than participants of first-time admission While in
regard to coordination participants of first-time admission reported higher score than
several times admission. This is incongruent with the study of Kangovi et al (2012) who
studied readmitted patient's perspective and his finding was (11.8%) felt unprepared for
transition from hospital, (10.6%) suffered from inability to perform daily activities ,
(5.7%) couldn’t adhere to discharge medications, (5.0%) didn’t get discharge medications;
(4.7%) lack of social support .

91



Chapter Five

Conclusion and Recommendations

5.1 Conclusion

This study was conducted to assess the effectiveness of the transition of care processes in
governmental hospitals in GS from the perspective of patients, health providers and
decision makers. The study was performed by linking the quantitative method to the
qualitative method to explore the current practice, areas of strengths and weaknesses in

relation of care transition.

The results show that the overall perspective level of patients was relatively moderate
while health providers and key informants reported lower perspective than their patients.
The domains of perspective about transition of care processes are included; discharge
planning, patient education, medication reconciliation, information exchange, follow up
appointments continuity of care, and coordination. The highest perception level of patients

was toward coordination of care while the lowest level was toward continuity of care.

The study highlighted that there are no systematic transition of care process at Gaza
governmental hospitals, the process is not identified with its structure and steps, to patients,
providers and managers. There is a lack of knowledge and a lack of understanding of care
plans during hospitalization. It is seen only as discharge procedures and not as continuous
and organized steps which takes into account the social conditions and the needs of
patients and support them after transition. Hospitals do not have a policy and regulation for
the transition of care with specific responsibilities, leading to the lack of a clear discharge

planning.

Health providers and their managers agreed they focus on the clinical improvement of the
patient for which they are accountable, the rest of his needs of education, psychological
support and preparation for discharge depends on the individual skills of employees, the
ability to communicate and give. It is the responsibility of the family to bear the burden on

the patient.
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The study showed poor provision of PCC, there is not enough time for medical staff and
may not care to involve the patient and his family with his treatment plan and tell them
about the expected time of his/her stay in the hospital, and answer questions that the patient

and family ask about their health or educate the patient about his illness and prognosis.

It has also been shown that there are a lot of patients, do not know the symptoms that
require medical help post discharge. Most patients are discharged from the hospital without
being provided to whom they communicate after discharge when a change in their health
status occurs, forcing patients to return to emergency departments ,to be seen by doctors
who don't know their medical history. There is no source of information about previous

admitted patients in the emergency department. This may cause preventable readmission.

The study showed the emergency system's weakness, lack of consultants around the clock
in emergency departments, this sometimes leads to ineffective admission which increases
the number of admissions, increasing the burden on medical staff and wasting resources.
This is caused by the drop in senior medical professionals and their resignation because

of salary decreases and Ministry of Health's challenging working environment.

As for the psychological preparation of the patient, there are efforts by the Ministry to
support mental health and gradual integration in hospitals, to respond to the difficult social

and psychological situation of the population.

The study also revealed the majority of patients are provided with discharge sheet,
providers, their managers, and many patients agreed that the discharge sheet is not a
sufficient source of patient information. It must be change to become more informative, not
all information necessary for continuity of care is written. There is no place to write
instructions for the patient, in addition, it is written in English and medical terms that the

patient does not understand.

Efforts have also been made to improve the computerized information system in hospitals
but they are incomplete. There are still many gaps that prevent access to information in
time for the doctor especially at admission and follow-up at the outpatient clinic. The lack
of information leads to duplication of laboratory and imaging tests and many drug errors,
especially when the patient moves from one hospital to another, provided with a referral
paper that does not contain sufficient information about the patient. It also shows that the
process of transmitting information during hand-off effectively performed among nursing

staff, but it's not the way it should be for medical staff.
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The study also revealed the fragmentation of the system in the provision of medicines to
the patient. Despite a good follow-up by pharmacists for drugs that are administered
to admitted patients, however, there is no adequate communication between the pharmacist
and the patient. The medication reconciliation process is therefore not done. As a result,
many patients do not know about their new medicines and the list of medicines has
changed and they do not know the purpose of these drugs and the needed instructions

besides poor access to their medications.

The study showed that a significant number of patients did not receive written instructions
to take care of their health, and some received oral instructions. Patient education is
generally not a priority for all health providers, whether physician, nursing or pharmacist.
Patient education is not performed during hospitalization, some instructions is given before
discharge. As a consequence, the patient is less conscious of the conditions for coping with
his/her health, this may cause the condition of the patient to deteriorate after discharge and

possible readmission.

It has also been shown also that most patients receive a follow-up appointment after
discharge, but patients are rarely involved with a follow-up plan. In addition, the general
tendency of the doctors to book for follow-up at the hospital's outpatient clinic because of
their mistrust of the level of care in primary care centers and the primary care outlook is a
place to get only medicines, this causes large numbers of outpatient clinics, long waiting

lists, long waiting time and poor quality of follow up.

The research also showed a lack of a clear policy to remind the patient of incomplete
laboratory test findings upon discharge, which may include pending results that endanger

patient life.

Healthcare provider and managers stressed about the poor communication channels
between primary and secondary care, and between hospitals and community services.
Since the relationship with the patient is broken upon discharge from the hospital, there is
no contact between the hospital doctor and the primary care doctor, or between the private
sector physicians. The patient is left to cope with his/her own illness through his/her family

without hospital support or community support.

While the study showed, although there are no ambulances available in all hospitals,

however a policy on the place to ensure the safety of patients during movement and
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transfer between departments and hospitals, safe transportation during transition includes

safe medical or nursing attendant depending on the patient's stability.

In addition, the study showed that the ministry is working on equitable distribution of
services among governorates to reduce the movement of patients and maintain their safety,
however, there is a centralization of some services in basic hospitals to prevent the waste

of resources and the lack of adequate medical staff,

About the coordination of medical team between each other at the same department or
between different departments or different hospitals that appeared there are regulations for
coordination but there is a lack of team work between health providers at all levels and any

coordination is far away from patients.

The study participants showed their dissatisfaction with the weakness of the emergency
system due to poor coordination between emergency doctors and doctors in the inpatient
departments, but there is good communication when a patient moves from any department
and an intensive care unit. As for communication between employees, there is a lack of
teamwork, interdisciplinary work is dominated by individualism, and there is insufficient
communication within a multidisciplinary team between the different specialties. In
addition, coordination between staff is usually conducted orally, significant problems occur

due to lack of documentation.

5.2 Recommendations

This study has shown that there are several gaps in the health care system that prevent the
effective transition of care in governmental hospitals. It stressed the need to modification
the current transition of care system. These recommendations need to be considered for
this modification. The study covered eight key domains, from the perspective of patients,
service providers, middle managers, and decision-makers. These recommendations are
therefore based on a comprehensive analysis of the transition of care at several levels. The
study has shown that one of the main reasons for the weakness of the care transition is the
crowdness of the inpatient departments. Hospital work combined between primary and

secondary healthcare,
There must be changes at the strategic level as follows:

e The need to work to strengthen the role of primary care and increase the performance
of its staff in order to reduce the burden on hospitals, develop clear policies and
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protocols for common diseases and allocate responsibilities between primary care and
hospitals to relieve serious pressure on outpatient clinics.

e Strengthen the emergency departments, triage system, and the establishment of clear
criteria ,policies and clinical practice guidelines for hospital admission.

e Work to develop a comprehensive health information system for all health institutions
containing all the information about the patient including master patient record to
facilitate the timely arrival of information and to insure continuity of care.

e Establishing and strengthening geriatric and palliative services responding to the
increasing numbers of elderly people, hospitals will have to increase their sensitivity

and ability to care for the acutely and chronically ill aging population.

The changes at the level of the general administration of hospitals;

e Develop national transition of care policies to ensure continuity of care and integration
of services. Dissemination and training of service providers on its application

e Encourage patient-centered services in the transition of care and work with the patient
and their parents as a true partner in the therapeutic process.

o Identify specific people to follow up and monitor the transition of care and support
them and strengthen their role by the hospital administration until the behavior of staff
changes.

e Develop a system for evaluating patients at risk of readmission , using specific tools,
to determine if the patient is low risk , moderate or a high degree of risk of
readmission ,to work to increase support for these patients.

e Develop medication reconciliation policy and procedures by standardizing the
patient’s drug list and implementing computerized drug ordering which include
components of medication reconciliation elements.

e Expanding the role of pharmacists in medication reconciliation and the transition of
care processes. Pharmacists should be encouraged to monitor all medicinal products of
the patient, to ensure the medicine is delivered correctly and fully and provide them
direct contact with patients and other health care providers.

e Establishing an accounting policy and analyzing the reasons for re-admitted patients

and re-admitted patients to the emergency department.
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5.3

Work to change the components of the discharge form so as to ensure that it contains
all the necessary information about the patient and allocate a place to write
instructions for the patient in Arabic.

Developing the follow-up system after discharge and linking it to the patient's
situation, and the development of a reminder system to confirm the date of follow-up
and work to raise the awareness of patients and their families of the importance of
follow-up.

Increase the attention to the psychological evaluation of the patient before discharge
and the development of a checklist to assess the patient psychologically.

Work to educate the patient health about various diseases and exploit his stay at the
hospital to raise their health awareness.

Work to develop a system to specify the number of patient attendants and give
attention to the specific attendant of the patient who take care of him at home to teach
him and inform him on the needs of the patient of medicines and supplies and needs at
home.

Develop a way for the patient to communicate with the hospital after disrchage to

give guidance instead of going to the emergency department again.

Suggestions for further research

Study reasons of readmission of patients and its reflection on the patient and the
hospital.

Study medication errors during transition of care processes.
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Annexes

Annex (1): Sample size calculation.

<« Sample Size Calculator by... -

www.raosoft.com

. Raosoft

What margin of error can you accept? 5

5% is a common choice

What confidence level do you need? o5

Typical choices are 90%, 95%, or 99%

&

What is the population size? 77442
If you don't know, use 20000

What is the response distribution? 50 %

Leave this as 50%

Your recommended sample size is 383

Online surveys witl
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Annex (2): Questionnaire in Arabic
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Annex (3): Questionnair

Dear participant:

I am Rola Abu Dalfa, a student at the Master Degree of Public Health program, -Health
management Track, at Al Quds University, conducting a research study about Assessment
of transition of care process in Gaza governmental hospitals. The study is part of the
requirements for the fulfillment of the master degree of public health.

The study aims to the assessment of effective discharge of patient from the hospital to
home , or from one department to another at the same hospital or from one hospital to
another to highlight the procedures of care transition at governmental hospitals .your
information is so important ,it will inform about strength and weakness of transition of care
process for improvement of the process .

Participation in the study involves filling an interviewed questionnaire about your
experiences. Filling the questionnaire takes approximately 15 minutes of your valuable
time.

Although participation in this study is voluntary and you have the right to participate or not
to participate, your participation is highly appreciated. You are free to participate or to
withdraw at any moment.

Confidentiality will be maintained, and your name and contacts will not be mentioned at
all, and the information you will provide will only be used for the research purposes.
Again, I would like to thank you for agreeing to participate

Rola Abu Dalfa
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No..

1-Personal data

Hospital

Department

Date of admission

Date of discharge

Who filled the questioner Patient Attendant

Gender Male female

Age

Residency North Gaza midzone khanyonis | Rafah

Patient University | secondary preparatory primary illiterate

education

level

Attendant University | secondary preparatory primary illiterate

education

level

Route of Outpatient | Emergency | Governmental Private Primary | others

admission clinic department | hospital hospital care

Diagnosis

frequency of | First time Second time

admissions

Medical Treatment | surgery Examination Consultation

procedures

Long of stay | 3 Days and less From 4to 7 days More than 7 days

Mode of Home According to Referral to Referral to another

discharge patient request another hospital
department

Theses sentences are related to discharge planning:

NO

Items

Strongly
disagree

disagree

Strongly

neutral
eutra agree

agree

Agreement of the patient with
discharge plan

Providing the patient with
enough information about his
diagnosis

Providing the patient with
enough information about his
prognosis

Informing the patient
estimation about length of stay
in hospital

The medical staff answer the
patient questions & complaints

The medical staff ask about the
patient social status and needs

Informing the patient with
adequate time to make
decisions prior to transfer from
hospital
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These sentences about preparation for discharge:

NO Items SFroneg disagree | neutral | agree Strongly
disagree agree
1 The patient understood how to
manage his health after discharge
2 The patient understood the
warning signs and symptoms
which need a doctor call
3 The patient understood whom to
call if warning signs and
symptoms are noticed
4 Providing the patient with a
telephone number to contact
5 Assessment of psychological
readiness for transition
6 Assessment of physical ability to
perform daily activities
Theses Sentences are related to information exchange:
No sentence yes No
1 Providing the patient with discharge sheet
2 Explaining the information written in the discharge
sheet
3 Providing the patient with the final diagnosis written
on the discharge sheet
4 Discharge sheet included the clinical history before
admission
5 Discharge sheet has included investigations and
clinical procedures done in hospital
6 Discharge sheet has clarified if the patient has drug
or food hypersensitivity
7 Discharge sheet has clarified the medical condition
at the time of care transition
8 Discharge sheet has clarified medications prescribed
for the patient after transition from hospital
9 Discharge sheet has been written with understood
and clear language and it contained little of medical
terms and abbreviations
10 Informing the patient about the need to show the
discharge sheet to other health care providers
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Theses Sentences are related to medications:

NO

ltems

Strongly
disagree

disagree

neutral

agree

Strongly
agree

Understanding the daily
taken drugs

Understanding the drugs
taken only when needed

Understanding changes on
the medication list before
admission

Understanding the reason
of taking each drug

Understanding drug doses
and frequency

Understanding the route of
administration of drugs,
before or after food

Understanding symptoms
or side effects of drugs and
how to monitor and whom
to contact if noticed

Understanding drug —drug
interactions and how to
avoid

Understanding how and
from where to get the
drugs

10

Understanding where the
medication to be kept at
home
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These sentences are related to patient education:

NO

Items

Strongly

disagree

disagree

neutral

agree

Strongly

agree

Providing the patient with

written instructions

Providing the patient with

verbal instructions

Clarifying the instructions for
the patient and family

providing the patient with
instructions to take care of
wounds, incision or referring

him to a medical center

Informing the patient if need
physiotherapy and determine

the duration

If physiotherapy is needed,
referring the patient to a

medical center

Informing the patient about
home needs for his/her health

condition

Informing the patient how to
change his/her life style

Informing the patient how to
change diet after transition

from the hospital

10

Informing the patient about
the daily level of activity

allowed

11

Informing the patient how to

monitor his/her weight

12

Informing how to use the

needed medical equipment
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Theses sentences are related to follow up appointments:

NO

ltems

Strongly
disagree

disagree

neutral

agree

Strongly
agree

1

Providing the patient with
follow-up appointment

Participating and agreement
with the patient on follow-up
plan

Participating family in the
follow-up appointment

Informing the patient about the
place of follow-up

Receiving advice about the
importance of follow-up at the
outpatient clinic in the hospital

Receiving advice about the
importance of follow-up at the
primary healthcare centers

Providing the patient with a
date to take the delayed lab
results

Informing the patient about
some lab investigations
required on the date of follow-

up

Theses sentences are related to continuity of care:

Items

Strongly
disagree

disagree

neutral

agree

Strongly
agree

Information about institutions
needed for continuity of care

Ensured who will take care of
the patient at home

Clarifying the patient disease
and needs to whom will take
care of him/her at home

Ensuring safe transportation
after discharge

Coordination with other
agencies according to patient
needs

Coordination with the primary
healthcare centers for follow-

up
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Theses sentences are related to care coordination

Have you been referred from one department to another at the same hospital?

Yes...... from department .....................l To department.....................
Or from hospital.................oooiiiinnL. to hospital........................
NO. oo,
If the answer is yes
Strongly . Strongly
NO Items disagree disagree | neutral | agree agree
1 Information about the aim of
referral
2 Readiness of medical staff at the
referral department /hospital
3 Medical staff at the referral
department /hospital was
familiar with the patient disease
4 You felt health providers respect
each other’s
5

Satisfaction with the
communication of medical team

Main positive issues of your transition of care process?
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Annex (4): FGD and KII questions

Focus group discussions

1-

9-

10-

How can you describe transition of care process at our hospitals among different
levels (from hospital to home — from one department to another —from one hospital
to another, etc... ).

Quantitative findings showed that most of patients were not oriented about their
time of discharge or estimation of LOS at hospital. How can you explain that?

Tell me about hand —off process during TOC ( teamwork-respect-involvement of
patients-availability of information —tools of communication).

Quantitative finding showed that Less than half of patients agreed that they know
who to communicate if they watched warning signs and most of them not provided
with telephone number to call. How you explain that? From your point of view
process in place to assure the patient knows and understands what issues require
immediate intervention and why ( teach —back, simple instructions) .

How do you prepare patients and their families for TOC ? ( education, training ,
support on identified tasks including, safe and effective use of medical equipment,
diet and nutrition, pain management and rehabilitation techniques )

How do you deal with patients at risk of readmission (like number of previous
admissions, health literacy and confidence in self-care, complexity of medical
condition, multiple comorbidities).How could critical information be quickly and
easy available to health providers about those patients ?

Quantitative finding showed that there is poor coordination between hospitals and
primary healthcare centers for follow up after discharge .how you explain that.
How is the referral system is going on to ensure continuity of care

Quantitative finding showed that Most of patients don’t clearly provided with
information needed about their medications .why do you think ?.

From your point of view what are the barriers to effective transition of care ?

In your opinion, how can we improve transition of care processes at our hospitals?
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Key informant interview questions

1-

How can you describe transition of care process at our hospitals among
different levels (from hospital to home — from one department to another —from
one hospital to another, etc...).

Tell me about the structure, rules, health information system, policies,
guidelines and regulations on transition of care processes at our health system

How can you describe the behavior of health providers and policy makers
toward transition of care processes

From your point of view what are the requirements for whole system approach
to patient care lead to linked and coherent processes and avoid fragmentation
between different levels and different providers.

From your point of view what are the barriers to effective transition of care?
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Annex (5): Helsinki permission.
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Name: Rola Sami Abu Dalfa ipasdl
We would like to inform you that the il e CafBU B Ll ol Wl asuis
committee had discussed the proposal of e e £
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Annex (6): General Directorates of Hospitals permissions
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Annex (7) List of arbitrators

Name
1. Dr. Yehia Abed
2. Dr. Bassam Abu Hamad
3. Dr. Ahmed Shatat
4. Dr. Khaled Abu Al Eish
5. Dr. Nael Skaik
6. Dr.Ayman Al Soos
7. Dr.Nashwa Skaik
8. Bassam Mosalem
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Annex (8): Map of services at Governmental Hospitals
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