SV | | T d'
nsquariligeenanaliaa:

N3N UIIHUY =y

as. 3501 Uszasesan RN.

Ph.D. (Home Health Care Nursing)
MSN. (Adult Home Care Nurse Practitioner)
MS. (Public Health Nursing)

E-mail:worranan()1@yahoo.com



the contimuum o1 carc

HOME CARE: HEALTH SELF-CARE
Rehabilitation / DEFICIT

Preven-tion‘ of RECOVERY ILLNESS NEED For
Complication Signs &
Health Promotion / Symptoms
Signs &Symptom Management
Monitoring MEDICAL CARE

DISCHARGE PLANNING PROCESS

Transition: Level of care
Type of caregivers



n1sUsUssuugunn

msdgsdszuugumw iumsisuluszan
v G . = A
NIZUIUNAY (Paradigm) NUMIFaN]9
HAENANNN TUUENE T ITZTUDTUMN
A d o 1 Y Y
90NINUINMININUNNE N1IANDITUIA
Tiwsounu ludssuituusmaiagn

v ¢ a
Inanas duadesning. (2547). 3 Jowaumal §adszvugumn
UWIIA. NFANWA: VIHN 931980 3100, (+H11 4)



ANTIFUNIN : FNTTIFUN2E

www.hsro.or.th

AUMN : gUNTIT llﬁﬂﬂllﬂ?ﬁJﬁlﬂﬂ!!ﬂ!ﬁ@ﬂiﬁﬂ NIINY
Iﬁﬂ!‘W‘c’N!‘VHHH !!ﬂﬁﬂlﬂﬁ/‘l‘ﬁ%ﬂﬂﬂx‘] “qUNIL ﬂ!lluﬂx‘iﬂ
IIN mwmmamﬂ ?‘D aNfIN Lias ‘i)ﬂ?fl”ﬂ! (ifﬂlﬂﬂ)” "'IN
ﬁN1ﬂﬂQﬂ1’i@£j§"JﬁJﬁu6ﬂ@\‘iﬂu ASOUANI? PNYH qInd

AQ' Y | I © ]
HAZaULINIADNOE N . “@gmun]qu

AABFIGUMN : FUVBIFUNIZ AD NITVIUMS Hi3enN Annchaaz
TaknnswnuaNaulagms s gUMNHIogUNIZVIATINN
Al



-4 o Y
a5191 150U
NISASIUASNEUNIN AANITHTILATHIAAE

N lusgumwe nansiaanyana
NNFIAN NNRILIARDN LASNI9UWLeLN

“Health is integral in total
human and social development”
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Managed Care:Costs containment
with high quality of care

U

Health Service System

ncreased

ﬂ Health

Health Be_haviors of Health Providers | Promotion

U

Decreased IPD

V

—)| Increased Ambulatory Care

Decreased Length
of Hospital Stay

T

— > Increased Home Care
TT

—

Half-way House
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Jitapunkul, S. (2000). Elderly Women in Thailand: A Current Status.
Bankok: Chulalongkorn University Printing House. (p. 14)



Life Expectancy (years) at Birth

year Male Female
1959-1961 53.64 58.74
1969-1971 57.70 61.35
1975-1980 59.25 63.19
1985-1990 62.24 66.19
1995-2000 67.36 71.74
2005-2010 68.86 73.00
2015-2020 70.07 74.11

(Jittapunkul, 2000)




Life expectancy of Thai at different ages
by sex 1n 1995-1996

Age group Male Female
60-64 20.29 23.89
65-69 17.14 20.20
70-74 14.18 16.89
75-79 11.87 14.60

30 10.90 13.60

Jitapunkul, S. (2000). Elderly Women in Thailand: A Current Status. Bankok: Chulalongkorn
University Printing House. (p. 14)
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Age Male Female
Problem 60-64 |65-69 |70+ 60-64 | 65-69 70+
DM 4.1 4.3 4.2 4.4 6.8 9.5
HT 8.1 8.2 15.7 12.6 10.8 16.5
COPD 4.3 5.3 7.9 3.4 4.6 5.0
CHD 1.8 4.3 2.6 1.3 2.5 2.5
Hypercholesterolemia | 15.1 13.9 11.8 |[255 25.1 21.4
Arthralgia 51.9 52.5 55.7 |64.5 69.4 64.9
Back pain 49.5 53.7 50.2 52.6 52.6 o4.7

(Jittapunkul, 2000)
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Self-Management Task of Chronically Ills

To achieve optimal outcomes in the
management of chronic illness
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Causes of Inetfective Self-Management
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Causes of Ineffective Self-Management
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Causes of Ineffective Self-Management
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(Wasson, Keller, et al., 1992; Rubenstein et al., 1989;
Cameron & Gregor, 1987; Connelly, 1987; Smith & Hoppe,

1991; Cohen et al., 1994; Cassell, 1991; Orleans et al., 1985;
Sobel, 1995; Ruberman, 1992; Spiegel, 1995)



Reasons of Suboptimal Outcomes
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HoneliViedication
JiheldSuenTaemaes 6 ¥iia (SD =3.52) e 0— 19
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DIUIUEN IUIU Sosay
Taiaten 9 3.9
1-2 %A 28 12.0
3 -4 ¥HA 49 20.9
> 5 5UA 148 63.2
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dielasvenlaeads 6 viia (SD =3.52) Wae 019 (n = 225)
AUIUNAZ TOHAZVBINL I8 DIWUNMINIIUIUEN HAZDIE

UIUEN 01eH1e (3 11IU-%) 39

0-14.9 15-39.9 40-59.9 60T

1-2 ¥da  12(42.9) 3(10.7) 8(28.6) 5(17.8) 28(12.4)
3_4%Ua 7(14.3)  4(8.2) 12(24.5) 26(52.0) 49(21.8)
> 5 %A 8(5.4) 7(4.8) 35(23.6) 98(66.2)  148(65.8)

ERLY 27(12.0) 14(6.2) 55(24.4) 129(57.3) 225(100.0)
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ﬂ%”aﬁmmnmﬁﬂmﬁ'ﬂw MIUSMIEN AmAnaeY
IUIE(%) NUIULN(%)
1 52(22.2) 92(58.2)
2 14(6.0) 30(19.0)
3 5(2.1) 18(11.4)
4 1(0.4) 3(1.9)
5 1(0.4) 11(7.0)
6 1(0.4) 1(0.6)
8 1(0.4) 1(0.6)

9 1(0.4)

2(1.3)
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NQNEN NUIU(IE) Soaaz
Beta Blocker 11 19.0
Analgesic & Anticoagulants 10 17.2
ACE Inhibitor 7 12.1
Oral Antidiabetic Agents 6 10.3
Antihypertensives 6 10.3
Antacids 6 10.3
Antihyperlipidemic Agents S 8.6
Insulins 5 8.6
Antituberculosis 3 5.1
Corticosteroid 3 5.1
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Chronic Niness and Home Care

©Home care services ease the transition
from the hospital to home (Berkman et al.,
1991)

©Home care services enhance the quality of
care at home following hospitalization
(Williams, Blue, & Langlois, 1994)

©Home care patients are readmitted to
hospital less frequently than non-home care

patients (Leiby & Shupe, 1992)



Hospital Readmission among
chronically ill patients (Madigan et al., 2001)

€ Hospital readmission rate: 24%
€> Reasons of hospital readmission:
48.4% new problems
35.5% worsening of a primary diagnosis
29.0% worsening of a secondary diagnosis
€ Hospital readmission is a multidimentional
concern: patients, caregiver/family, health care
provider and health care system
€ Predictors: Increased age, increased severity
of 1llness, history of prior rehospitalization
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Mz sUsaInmmMn Hospital Accreditation
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1. IHUAMMNGIGA (High Quality)

2. ?jﬂé’ﬂamﬂuﬂmjﬂma (Patient-Center Care)

3. UAAININANNNIND]D (Staff Satisfaction)

4. ATNNUQUMN NANNTTUMIQUAVUTHANVIB TN
(Quality of health care team)

S. ﬂﬁﬂﬁummmiumNﬁmmmgwmaammﬂ%
N‘IJ’Jﬂ"lﬂﬁ‘ﬂﬂ1§ﬂl!ﬁ‘ﬂﬂ§®‘ﬂﬂﬁﬁﬂﬂﬂﬂﬁﬂﬂﬁd‘ﬂﬂl?‘nﬂl@\‘i
I%J‘iJ’JEl (Institutionally integrated)



6. %’mz1Jumﬁgua@dndmﬁmﬁmmzauﬁué’ﬂymz I
1azANNIUIIIVBIN1IY (Compatible with case mix,
volume, and intensity)

7. Uuﬁugmmﬁmﬁwﬁ&m (Based on work analysis)
umﬁugmmmmmﬁ’mmsmﬁ@uamwwma (Based on the
uniqueness of each patient care area)

8. uuﬁugmmmmﬁ%’ﬂﬂﬁmﬁuwa (Based on evaluation
research)

9. aMU Hulﬁ1ﬁu1ﬂﬂlﬂﬁmﬁlﬂi (Supportive of institutional

objectives)
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-—-Dynamic process
:D —Interactive communication

—Patient centered

Key Aspects




@ ansnauTuflegsnululsanenuianas aam3nduined
Spelulsanenuiasn (Decrease hospital length of stay and
unplanned rehospitalization)
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sErelsanenUIauaz iy (Improve Coordination &

Transitional Care)
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Discharge Planning is an interdisciplinary responsibility
that focuses on coordination across the continuum of care

Steps in Discharge Planning Process

<+ Assessing admission

4+ Making decisions regarding post-hospitalization care
4+ Engaging in comprehensive communication

4+ Involving a multidisciplinary team

4+ Completing discharge procedures (e.g. checking

discharge medications

Foust, J. B. (2007). Discharge planning as part of daily nursing practice.
Applied Nursing Research, 20, 72-77.



Four stages of discharge planning

O Getting to know the patient

@ Identifying initial discharge plans

© Getting the patient ready to go home

O Assessing older adults’ transition back to the
community

Foust, J. B. (2007). Discharge planning as part of daily nursing practice.
Applied Nursing Research, 20, 72-77.
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Step A
Medical & Nursing intervention
Assessment of risks and needs

Personal Strengths
Resourees
4r Acute Care Needs

% Step A
—L Psychosocial Needs

Family & Personal Strengths
Social Suppor Underlying Resorces
Experiences Continuing | Acute Care Needs
& Beliffs care need
Family Psychosocial Needs
upparts
Step B Underlying Resources
Experiences ) Continui
Sten B ¢ Beliefs Health Maintenance ontinuing care
R And Promotio n(?ed
Decide goals Disease Prevention | Family supports
Plan teaching
Implement intervention Step C Step C
Confirm plan nderlying
Implementation Experiences
Follow up & Belletsﬁm
Evaluation Coordination & C

Communication Seyvices
Support




Clinical Pathway Clinical Pathway
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Continuing
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Collaborati y Coordination |Determination
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X/ Case
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Health Is not solely determined by

physiological measurements but also includes

mental, psychosocial and spiritual aspects.
(Rice, 2001)
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Individual Perceptions

Modifying Factor

Likelihood of Action

l

Perceived Benefits

Demographic
Socio-psychological

Perceived Susceptability
To disease x

Perceived Severity of
Disease X

variables

|

—» | Perceived Threat

Of disease x

A 4

Of preventive action
Minus
Perceived barriers
To preventive action

J

Likelihood of Taking
T Recommended

Cues to Action:
Mass Media
Advice
Providers, family, friends
Newspaper

Preventive Health
Action

(Original work: Hochbaum, Rosenstock, leventhal, Kegeles, 1950)



Assessment

Functional status: IADL, ADL
Cognitive status:

ability to participate in discharge
planning process

ability to learn new information)
Psychological status: depression screening
Patient's perception of self-care ability

Knowledge deficits regarding health care
needs



Environmental factors of postdischarge
setting

Caregiver formal and informal support
needs

Physical and psychological capabilities of
family/caregiver

Review of medications and simplification
of regimen

Prior link to community services

(1998-2004 National Guideline Clearinghouse)



Self-Determination
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Interdisciplinary Collaboration
The Study of Hospice Care
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Wittenberg-Lyles, E.M., Oliver, D.P.; Demiris, G., & Courtney, K.L. (2007). Assessing the
nature and process of hospice interdisciplinary team meeting. Journal of Hospice and
Palliative Nursing, 9, 17-21.
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Interdisciplinary leam Meeting
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nature and process of hospice interdisciplinary team meeting. Journal of Hospice and
Palliative Nursing, 9, 17-21.
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Teamwork-Collaborative Workmg

and dealing with
and (Nagi, 1975); dlfferent
Ideologies and philosophies of care and
different languages and terminology
(Caldock, 1995, Wilson and While, 1998)
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Nursing's Role in Interdisciplinary
Accountability
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fAssessment Skills

Interview skill

Interpretation skall

Non-verbal communication skill
Relationship skill
Observational skill

Evaluation skill

Goal-setting skill



Communication Skills

Meehalsvsazmlnnanulingla
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(BHAUAINANNUENINAIY warmth, respect,

empathy, genuineness
Behavior Messages (nonverbal)
C-A-R-E: C-entered attention
A-ppropriate response
R-elaxed posture
E-ye contact



Communication Skills

Verbal Communication: open/close

Content Introduction
Open Question
Narrower Focus

Exploration of detail




1eaching SKilis

“You can lead a horse to water but you
cannot make 1t drink”

Within the limited teaching time, how
you make sure that the horse 1s “thirsty”

The most concern & the immediate goal
of the patient




Patient Teaching
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The Health Balance

Dynamic
Range of
Control Needs




M-T-H-0-D Model

: Home medication

: Environment, Equipment (suction machine,
ventilator, dressing set)

: Oxygen therapy, CAPD, Insulin injection

: Disease process, Self-care, Psychosocial
and spiritual status
: Outcomes—short term & long term
Follow up visit

: Diet & Hydration



HNUNITAOU (Lessen Plan)
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MI9819 Discharge Planning & Teaching Record
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Discharge Teaching Record
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M:Medication

E:Environment, equipment

T:Treatment

H:Health

O:Out patient referral

D:Diet &Fluid




Discharge Teaching Record
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Met

Unmet

Variance

Medication

Environment, equipment

Treatment

Health

Out patient referral

Diet &Fluid
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Hospital to Home: Planning the Transition

e Assess and Document:

[1 Patient’s physical and psychological needs

[1 Patient’s self-care, cognitive and functional
abilities, and decision making skills

[1 Family’s and caregivers’ cognitive and
functional levels

[1 Availability of social support dfamily and
informal)

(1 Patient’s and family’s perception of post-
hospitalization needs, coping mechanism
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(Castro, Anderson, Hanson, & Helms, 1998; Dansky, Dellasega,
Shellenbarger, & Russo, 1996; Naylor et al., 1999; Proctor,

Morrow-Howell, & Kaplan, 1996; Rich, Beckham, Wittenberg,
Levin, Freedland, & Carney, 1995)



Hospital to Home: Planning the Transition

 Transmission of Information to Home Care
Agency
1| Communicate assessment findings (drom above)

Use structured written form

1 Identity the name of the person making the
referral



Hospital to Home: Planning the Transition

 Improve Post-Discharge Outcomes:

[1 Use advance practice nurse to coordinate care
across setting

[1 Monitor recovery through home visits and
telephone contacts

[1 Provide patient and family/,caregiver education
to prepare for patient’s arrival home, patient’s

condition and care needs



tvidence-Base Practice

Naylor, M. D., Brooten, D., Jones, R., Lavizzo-
Mourey, R., Mezey, M., & Pauly, M. (1994).
Comprehensive discharge planning for the
hospitalized elderly: A randomized clinical trial.
Annals of Internal Medicine, 120(12), 999-1006.

Naylor, M. D., Brooten, D., Campbell, R., Jacobson,
B. S., Mezey, M., & Pauly, M. (1999).
Comprehensive discharge planning and home
follow-up of hospitalized elders: A randomized
clinical trial. Journal of the American Medical
Assoclation, 28(7), 613-620.



Sample of 363 patients

Mean=75, M:F=1:1
|

Experimental group Control group

N=177 N=186

Follow up@ 2,6,12,24 wk

Outcomes
Hospital readmission Time to first readmission
Acute care visit after discharge Costs
Functional status Depression
Patient satisfaction




Neft, F. D., Madigan, E., & Narsavage, G.
(2003). APN-Directed Transitional Home
Care Model: Achieving positive outcomes
for patients with COPD. Home Healthcare
Nurse, 21(8), 543-550.
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