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Abstract 
Background 
Parents of hospitalized children, especially parents of children with complex and chronic health 
conditions, report not being adequately prepared for self‐management of their child's care at 
home after discharge. 

Problem 
No theory‐based discharge intervention exists to guide pediatric nurses' preparation of parents 
for discharge. 

Purpose 
To develop a theory‐based conversation guide to optimize nurses' preparation of parents for 
discharge and self‐management of their child at home following hospitalization. 

Methods 
Two frameworks and one method influenced the development of the intervention: the 
Individual and Family Self‐Management Theory, Tanner's Model of Clinical Judgment, and the 
Teach‐Back method. A team of nurse scientists, nursing leaders, nurse administrators, and 
clinical nurses developed and field tested the electronic version of a nine‐domain conversation 
guide for use in acute care pediatric hospitals. 

Conclusions 
The theory‐based intervention operationalized self‐management concepts, added components 
of nursing clinical judgment, and integrated the Teach‐Back method. 

Clinical Relevance 
Development of a theory‐based intervention, the translation of theoretical knowledge to 
clinical innovation, is an important step toward testing the effectiveness of the theory in 
guiding clinical practice. Clinical nurses will establish the practice relevance through future use 
and refinement of the intervention. 

 

The transition to home‐based recovery and continuing management of health needs can be 
challenging when hospitalized children and their families are not adequately prepared for 
discharge (Weiss et al., 2008). Many parents report feeling overwhelmed and underprepared 
for their role in managing their child's care at home within the context of family and work 
demands (Berry et al., 2011; Lerret & Weiss, 2011; Lerret et al., 2014). Parental concerns about 
the health of the child at discharge, as well as worry about and difficulty coping with 
postdischarge health problems, can lead to unplanned utilization of healthcare resources such 
as unscheduled office visits, emergency department (ED) visits, and readmission to the hospital 
(Bernstein et al., 2002; Berry, Agrawal, Cohen, & Kuo, 2013; Weiss et al., 2008; Weiss, Ryan, & 
Lokken, 2006).  

Discharge preparation is multifaceted, encompassing inter‐related processes of discharge 
planning, coordination of postdischarge services, and discharge teaching (Weiss et al., 2015). 
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Discharge teaching includes both structured and informal education that ideally begins on 
admission and culminates with a confirmation on the day of discharge that the child and family 
are knowledgeable and ready to carry out each component of the plan for care at home after 
discharge (Berry et al., 2014; Kornburger, Gibson, Sadowski, Maletta, & Klingbeil, 2013). While 
understanding of the disease process and treatment plans are important, discharge teaching 
often does not adequately address the broad range of planning, coping skills, and supports 
needed for the many competing demands on family resources that factor into child and parent 
self‐management at home (Lerret et al., 2014).  

While comprehensive discharge preparation is important for all families (Berry et al., 2014), it is 
particularly critical for children with complex or chronic medical conditions (Lerret & Weiss, 
2011; Lerret et al., 2014). These children often have frequent hospitalizations and can account 
for a substantial number of readmissions and healthcare costs (Berry et al., 2011). The child's 
health outcomes in the postdischarge period can be compromised when preparation for 
discharge is not comprehensively planned (Desai, Popalisky, Simon, & Mangione‐Smith, 2015). 
For example, parents of children who had a solid organ transplant reported needing emotional 
support and guidance in parenting the child in addition to education about the condition and 
medication administration skills (Lerret et al., 2014). These findings point to the need for better 
understanding of the optimal communication content, process, and timing in discharge 
interventions (Samuels‐Kalow, Stack, & Porter, 2012).  

Comprehensive discharge interventions for adult patients have emerged to support effective 
hospital discharge and transition to home (Hansen et al., 2013), but are less developed in 
pediatric hospitals. In a recent review of 14 pediatric intervention studies (asthma, cancer, and 
neonatal care), 6 were effective at reducing at least one outcome (ED or hospital readmission). 
Four of the six had a robust inpatient education component, four had a follow‐up community 
component, and all used some type of individualized planning with patients and families. 
However, none reported a conceptual framework or detail outlining what components of the 
intervention were successful (Auger, Kenyon, Feudtner, & Davis, 2014). The researchers 
recommended measuring the extent to which patients and parents feel prepared for self‐
management upon discharge as a useful outcome to evaluate quality of discharge care. A 
recently published Framework for Pediatric Hospital Discharge Care provides guidelines for 
family‐centered discharge processes and concurs that discharge readiness is the culmination of 
the discharge care process (Berry et al., 2014).  

Nursing scientists have strongly advocated for theory‐based interventions as a mechanism to 
increase quality and reproducibility of findings (Conn & Groves, 2011; Kazer, Bailey, & 
Whittermore, 2010; Sidani & Braden, 2011). However, currently there are no theory‐based 
nursing discharge interventions in the nursing literature. Using a theory as the foundation for 
development of an intervention guides selection of operational components of the 
intervention. Linking theoretical constructs, measurement of outcomes, and interpretation of 
the results in light of existing knowledge embedded in the theory provides an understanding of 
how the intervention works to achieve the desired goals (Conn & Groves, 2011).  
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This article addresses the gap in theory‐based pediatric discharge preparation literature by 
detailing the development of a clinical nurse‐delivered intervention built by a team of nurse 
scientists, clinical leaders, administrators, and clinical nurses practicing in an acute care 
pediatric hospital. This Family Self‐Management Discharge Preparation Intervention (FSM‐DPI), 
a conversation guide designed to optimize discharge preparation for parents of hospitalized 
children, was influenced by the Individual and Family Self‐Management Theory (IFSMT; Ryan & 
Sawin, 2009), Tanner's Model of Clinical Judgment in Nursing (Tanner, 2006), and the Teach‐
Back method aimed at improving patient comprehension of health teaching (Schillinger et al., 
2003).  

The IFSMT was used to identify and organize the self‐management content (the what) of the 
intervention, which focused on enhancing parental self‐management at home. The Model of 
Clinical Judgment in Nursing was used to structure each of the intervention content areas in a 
way that facilitated aspects of nursing clinical judgment (the why), and the Teach‐Back method 
was used to suggest how the nurse might address each self‐management domain (the how). A 
short description of each will be presented followed by the specific process of developing the 
pediatric discharge intervention.  

Theoretical and Methodological Influences on Intervention 
Development 
Individual and Family Self‐Management Theory 

The IFSMT (Figure 1) is a midrange theory that describes the relationship of concepts in the 
context and process domains with the proximal (self‐management behaviors) and ultimately 
distal outcomes (health status, quality of life, and cost of health; Ryan & Sawin, 2009). Self‐
management places the accountability for managing a condition with the individual and/or 
family and thus changes the focus of care. Concepts in the context domain describe the unique 
risk and protective factors that will impact the family's ability to carry out self‐management. 
These concepts are divided into three categories: (a) the complexity of the child's condition, (b) 
the child's physical and social environment, and (c) individual child and family factors. 
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Figure 1. Individual and Family Self‐Management Theory 

The concepts in the process domain of the IFSMT capture the child's and parent's learning and 
the process of developing competency in self‐management skills and abilities. These concepts 
delineate the three categories in the self‐management process: (a) knowledge and beliefs, (b) 
self‐regulation, and (c) social facilitation. Learning about the condition prepares the family 
members to resolve competing goals and develop confidence in their ability to manage a 
condition. Self‐regulation is an iterative problem‐solving process and includes a number of skills 
and abilities such as goal setting, self‐monitoring, decision making, planning, and self‐
evaluation. Both the child and the parent develop skills to deal with the emerging issues. For 
example, the child or the parent may need to learn the difference between a minor symptom 
that can be evaluated with a “watch and see” approach and a symptom that needs immediate 
action. Developing plans and continuous evaluation of the effectiveness of those plans is critical 
to the process. Emotional adjustments are often a challenging aspect of self‐regulation that 
change throughout development as well as disease progression. Social facilitation provided by 
healthcare providers, family members, and peers aide the parent in gaining these abilities and 
skills. 

Model of Clinical Judgment in Nursing: The Reflective Practitioner 

Tanner's Model of Clinical Judgment in Nursing, or “thinking like a nurse,” is a type of engaged 
moral reasoning. This model, generated from an extensive review of over 200 studies on clinical 
judgment in nursing, expands the understanding of the complexity of nurses' clinical judgments 
when caring for a child/family and the perception of what constitutes exquisite care (Tanner, 
2006). The model reflects the impact of the nurse's skill, knowledge, pattern recognition, and 
expectations on the clinical interaction. Knowing the child's objective data and the child or 
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family concerns is foundational but not sufficient for reflective clinical judgment. Clinical 
judgment requires not only integration of the parent's or family's complexity, but the nurse's 
consideration of the complexity of the context of care, including knowledge of the clinical 
environment and the competing demands of nurse and parent. Tanner describes the process 
that experienced nurses use as (a) noticing: developing a perception of the situation; (b) 
interpreting: developing an understanding of the situation; (c) responding: implementing the 
best course of action for the situation; and (d) reflecting: evaluating the health status and the 
child or family to determine whether or not the action needs to be revised (Table 1).  

Table 1. The Impact of the Research‐Based Model of Clinical Judgment on the Development of 
the Intervention  

Tanner findings in synthesis of 
the literature 

Aspects of the process of clinical 
judgment 

Translation to the intervention 

Clinical judgments are often 
influenced as much by what 
nurses bring to the situation 
(expectations, knowledge, and 
pattern recognition) than the 
objective data encountered. 
Knowledge of the patient is 
necessary but not enough for 
sound clinical judgment. 
Engaging with the parents and 
their concerns is necessary, as is 
an engagement with the child 
and his or her concerns.  

Noticing 
A perceptual grasp of the 
situation at hand 
Noticing emerges from  
(a) nurses' expectations of the 
situation, which in turn are built 
on nurses' knowledge of 
patient's patterns;  
(b) nurses' experience with and 
clinical knowledge of like 
patients, and nurses' scientific 
knowledge. This stage is where 
nurses get their initial grasp of 
the situation.  

The prompt statements in the 
intervention facilitate the nurses 
“noticing” areas that need to be 
addressed for successful discharge 
preparation.  

Clinical judgments are complex 
and are based in the context of 
the patient/family and the 
culture of the nursing care unit. 
They reflect analytic, intuitive 
and narrative reasoning patterns.  

Interpreting/responding 
Nurses' noticing and initial 
interpretation or grasp of the 
clinical situation triggers a 
reasoning pattern and decision 
on a course of action.  

The intervention structure delineates 
the nurses' interpretation of family 
preparation, specifically the nurses' 
assessment of whether the parent 
has the correct information/plan, 
incorrect information/incomplete 
plan, or no understanding or plan for 
the discharge component.  

Nurse engagement in reflection 
improves learning, expands 
clinical knowledge, and enhances 
judgment in complex situations.  

Reflection 
Reflection in action is the nurses' 
ability to “read” how the 
patient/family is responding to 
the nursing intervention and 
adjust the interventions based 
on that assessment. 

The intervention conversation guide 
is built on the assumption that the 
nurses' ability to read how the 
parent is responding to the 
intervention and adjust activities 
accordingly is the key to effective 
discharge preparation.  

Note. Adapted from Tanner, C. A. (2006). Thinking like a nurse: A research‐based model of clinical 
judgment in nursing. Journal of Nursing Education, 45(6), 204–211. 
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Teach‐Back Method 

The Teach‐Back method emerged from the health literacy literature (Schillinger et al., 2003), 
which addressed an individual's ability to obtain and understand health information (Kemp, 
Floyd, McCord‐Duncan, & Lang, 2008; National Quality Forum, 2009; Peter et al., 2015). The 
Teach‐Back method was established with the goals of improving the patients' understanding of 
their condition, verifying knowledge acquisition, and improving health outcomes (National 
Quality Forum, 2009). In the Teach‐Back method, patients are asked to say back in their own 
words or “show” through demonstration, the knowledge and skills they have learned from their 
healthcare provider. It is a way to confirm patients' understanding and ability to apply health 
information and newly learned skills to manage their health needs. Key tenets of the method 
include using open‐ended questions; grouping information provided into small segments; and 
checking, clarifying, and rechecking accuracy and completeness of learning. The method has 
been taught to numerous nurses, therapists, pharmacists, and other interdisciplinary 
healthcare providers across settings and has been implemented in the healthcare setting for 
which the discharge preparation intervention was created (Kornburger et al., 2013). While 
often used in practice, there is limited research on the Teach‐Back method. A few researchers 
have found it to be effective in a range of patient teaching situations (Kemp et al., 2008; Peter 
et al., 2015; Slater, Dalawari, & Huang, 2013; White, Garbez, Carroll, Brinker, & Howie‐Esquivel, 
2013). Researchers have suggested that using the Teach‐Back method helps patients transition 
from having their conditions managed by healthcare providers to becoming better able to self‐
manage their condition (Haney & Shepherd, 2013; Howie‐Esquivel, White, Carroll, & Brinker, 
2011). Shifting the focus of discharge preparation from a nurse‐to‐parent information transfer 
session to a more interactive process was central to including this method in the intervention. 
Building and supporting family self‐management capacity could improve parent and child 
outcomes following discharge. 

Process of Intervention Development 
Initial Development of the Intervention 

Collaborators from a clinical academic partnership, the Consortium for Pediatric Nursing 
Research in Milwaukee, Wisconsin, which included the Children's Hospital of Wisconsin and the 
Colleges of Nursing at the University of Wisconsin‐Milwaukee (UWM) and Marquette 
University, entered into a dialog to identify a research project of joint interest. Discharge 
teaching emerged as the priority due to the realities of the clinical environment and current 
practice, the strategic initiatives of the clinical organization, the expertise of investigators at 
Marquette University on discharge readiness, and the expertise of investigators at UWM in self‐
management. The goal of the collaboration was to improve the pediatric discharge process with 
a nursing intervention. The intervention was aimed at improving the quality of discharge 
teaching, readiness for discharge, and coping in the postdischarge period by assuring that 
parents have the necessary self‐management knowledge, skills, and abilities to transition to 
home self‐management after a child's hospitalization.  
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The identification of the problem and the outcomes was consistent with the IFSMT, which 
delineates, in the process domain, the skills and abilities needed to perform self‐management 
behaviors. The self‐management behaviors are proposed to impact child health, individual and 
family quality of life, and costs of health. Each of the self‐management skills and abilities is 
amenable to change.  

Having identified the problem and the expected outcomes, the investigators developed the 
goals, components of the intervention, model of delivery, and dose (Sidani & Braden, 2011). 
The investigators recognized that assessments and interventions are carried out throughout the 
hospitalization, culminating in the child/parent being ready to self‐manage the child's care 
following hospital discharge. The intervention was designed to be used as a single conversation 
guide, as a “day of discharge” verification of adequacy of family preparation for self‐
management after discharge, with additional areas of inadequate preparation identified by the 
nurse. The patient population for this intervention was identified as parents who were taking a 
child home after a hospitalization of at least 2 days. It was anticipated that the level of 
discharge preparation included in this intervention would not be necessary for those who were 
hospitalized for a shorter time period. The unique needs of parents of newborns, children in 
critical care units, or children discharged to home hospice were not addressed in the 
intervention. The intervention was therefore appropriate for all other parents of hospitalized 
children from 0 to 18 years of age who could speak sufficient English to participate in an 
interactive intervention without an interpreter.  

Acknowledging the clinical judgment of the skilled pediatric clinical nurse, the wide variety of 
medical conditions, the unique needs of families, and the varying discharge needs, the team 
determined that a structured, but non‐condition‐specific “conversation guide” would be the 
most useful and effective intervention to enhance discharge preparation. The investigators' 
philosophical approach was one that aimed to enhance the already strong judgment of the 
clinical nurse (Tanner, 2006) by developing a conversation that operationalized the evidence‐
based components of self‐management (Ryan & Sawin, 2009).  

The comprehensive approach to development of the FSM‐DPI involved incorporating the 
theory‐based approaches and review of the literature on discharge preparations, readiness for 
discharge, and discharge interventions. The IFSMT formed the basis for the content of the 
intervention. The key process components of knowledge and beliefs, self‐regulation, and social 
facilitation were incorporated as appropriate into nine content domains of the FSM‐DPI: home 
care, child's care, practice, medications, watching child, recovery, child development, family 
adjustments, and parent support. The intervention was designed to guide the nurse through 
evaluation of a series of self‐management issues that parents may face at home; facilitate 
assessment of the family's strengths; validate knowledge, skills, and abilities for managing the 
child's care; and assist parents in anticipating and solving emerging self‐management issues 
after discharge (Table 2). While the content was developed directly from the IFSMT, the clinical 
nurses “relabeled” the content domains using language that was more congruent with the 
language a nurse might use when talking to families. For example “monitoring,” a component in 
the IFSMT self‐regulation process, was labeled “watching child” by the clinical nurses in our 
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partnership. Because the intervention guide was to be used for children with varying conditions 
and often with unique contextual factors, the integration of these context factors relied on the 
nurse's clinical judgment.  

Table 2. Interactive Discharge Conversation Guide: Preparing Parents to Manage Care at Home 
(With Confidence)  

IFSMT Process 
Concept 

 
Primary Teach-Back 

Component 

Intervention 
Category 

Prompt Statement RN Assessment RN Response 

Knowledge Talk-
back 

Medications Let's talk about each 
medication that your 
child will take at home. 
(Have parent read list 
back and talk back.) 

• Name and 
reason for 
taking 

• Dose and side 
effects 

• Time of 
administration 
(if PRN, when 
will you give 
it?) 

After listening to you, I 
think we also need to 
talk about 

[ ] Verbalizes 
correct 
information 

[ ] 
Incorrect/unsure 
about information 

[ ] No 
understanding of 
information 

[ ] Positive 
reinforcement 

[ ] 
Supplemental 
information 

[ ] Extensive 
teaching 

[ ] Corrected 
information 
errors 

[ ] Provided 
additional 
resources 

Knowledge/self-
efficacy Talk-back 

Child’s Care I am interested in 
making sure you 
are ready to take 
your child home 
from the hospital 

What part of your 
child's care do you 
feel sure you can 
handle? 

What are the parts 
of your child's care 
that you don't feel 
sure you can 
handle? What 
other information 
can I get you?  

[ ] Verbalized correct 
information 

[ ] Incorrect/unsure about 
information 

[ ] No understanding of 
information 

[ ] Provided positive 
reinforcement 

[ ] Provided 
supplemental 
information 

[ ] Provided extensive 
teaching 

[ ] Corrected information 
errors 

[ ] Provided additional 
resources 



What worries or 
concerns do you 
have about caring 
for your child at 
home? 

What other 
questions do you 
have? 

After listening to 
you, I think we also 
need to talk about 

Demo-back Practice What parts of your 
child's care have you 
practiced here in 
preparing for going 
home? 

(Review teaching 
checklist to assure all 
topics have been 
covered.) 

[ ] Demonstrates skills 
correctly 

[ ] Needs guidance with 
demonstration of skills 

[ ] Unable to demonstrate 
skills 

[ ] Provided positive 
reinforcement 

[ ] Provided 
supplemental 
information 

[ ] Provided extensive 
teaching 

[ ] Corrected information 
errors 

[ ] Provided additional 
resources 

Self-regulation: 
Monitoring Think-
forward 

Child 
Development 

Many children behave 
differently than usual 
after they go home 
from the hospital. 

We like to talk to all of 
our families about the 
kinds of behaviors 
parents can expect. 
Sometimes children 
regress, or act younger 
again for a short time.  

You know your child 
best. How do you think 
your child will be at 
home? (provide 
example based on 
developmental level). 
This kind of temporary 
behavior is normal; kids 
are resilient and you 
should see 

[ ] Verbalizes correct 
information 

[ ] Incorrect/unsure about 
information 

[ ] No understanding of 
information 

[ ] Positive 
reinforcement 

[ ] Supplemental 
information 

[ ] Extensive teaching 

[ ] Corrected information 
errors 

[ ] Provided additional 
resources 

[ ] Provided pamphlet on 
age‐specific behaviors 



improvement over 
time. Kids can act 
younger for 2–3 weeks. 
If you find the behavior 
does not improve after 
2–3 weeks, you should 
discuss it with your 
nurse or doctor.  

Here are some things 
you can do to manage 
your child's behavior 

Self-regulation: 
Monitoring Think-
Forward 

Watching Child Let's talk about things 
to watch for in the first 
few days or weeks after 
your child is home:  

Tell me how you would 
know if your child is not 
doing well? 

What will you/they 
watch for? 

What will you do to 
keep track of these 
things? 

I want to be sure that 
you know when to call 
your doctor or nurse 
when you go home 

Tell me what situations 
would make you want 
to call your nurse or 
doctor? 

What made you bring 
your child in? 

What made you 
nervous about your 
child's health? 

What did he/she look 
like? 

What are other changes 
(problems) that would 

[ ] Verbalizes correct 
information 

[ ] Incorrect/unsure about 
information 

[ ] No understanding of 
information 

[ ] Positive 
reinforcement 

[ ] Supplemental 
information 

[ ] Extensive teaching 

[ ] Corrected information 
errors 

[ ] Provided additional 
resources 



make you bring him/her 
in? 

Think about what 
he/she looked like 
when you brought 
him/her in. That's what 
you might want to 
compare to in order to 
know what to watch 
for. 

Self-Regulation: 
Problem Solving 
Think-Forward 

Recovery Think for a few minutes 
about your child going 
home … imagine how 
you think it will go 

Tell me about your 
child's normal activities, 
e.g., getting up, eating, 
going to school or 
daycare? How will these 
activities be different 
while recovering at 
home?  

What will your child 
need help with at 
home? 

When do you plan to 
send him/her back to 
school? What is your 
plan for day care, 
sports, driving, school 
notes, excuses  

After listening to you, I 
think we also need to 
talk about 

[ ] Verbalizes correct 
information 

[ ] Incorrect/unsure about 
information 

[ ] No understanding of 
information 

[ ] Positive 
reinforcement 

[ ] Supplemental 
information 

[ ] Extensive teaching 

[ ] Corrected information 
errors 

[ ] Provided additional 
resources 

Self-Regulation: 
Problem Solving 
Think-forward 

Family 
Adjustments 

In taking your child 
home from the 
hospital, what 
adjustments will you 
make? 

Have you thought about 
changes you and your 
family will have to make 
for your other children, 

[ ] Vague or unrealistic 
plans 

[ ] No plan 

[ ] Provided validation of 
plans 

[ ] Worked with patient 
to identify specific plan 
(parent engaged in 
planning) 

[ ] Worked with patient 
to identify specific plan 



your job, and/or other 
family members?  

In the first few days at 
home? 

Long‐term changes? 

After listening to you, I 
think we also need to 
talk about 

(parent not engaged in 
planning) 

[ ] Reviewed options: 
home health, ICM, social 
service, other 

Social Facilitation 
Think-forward 

Home Care Tell me about who will 
care for your child at 
home 

Who lives with you? 

When your child goes 
home, who will be the 
person (or people) who 
take care of your child?  

When you're not home, 
who takes care of your 
child? 

There will be things that 
other caregivers will 
need to learn. How will 
they learn them and 
when?  

After listening to you, I 
think we also need to 
talk about 

[ ] Specific plans identified 

[ ] Partial plans identified 

[ ] Vague or unrealistic 
plans 

[ ] No plan 

[ ] Provided 
validation of plans 

[ ] Worked with 
parent to identify 
specific plan—
parent engaged in 
planning 

[ ] Worked with 
parent to identify 
specific plan—
parent not engaged 
in planning 

[ ] Reviewed 
options: home 
health, ICM, social 
service, other 

[ ] Scheduled teaching 
time and plan for other 
caregivers 

Social Facilitation 
Think-Forward 

Parent Support Some parents share 
that managing their 
child's care at home is 
often stressful  

Who will be able to 
help you with 
household activities 
while you take care of 
the child?  

Have you identified 
specific things for your 
helpers to do? 

[ ] Specific plans identified 

[ ] Partial plans 

[ ] Vague or unrealistic 
plans 

[ ] No plan 

[ ] Provided validation of 
plans 

[ ] Worked with patient 
to identify specific plan 
(parent engaged in 
planning) 

[ ] Worked with patient 
to identify specific plan 
(parent not engaged in 
planning) 

[ ] Reviewed options: 
home health, ICM, social 
service, other 



Who can you count on 
to give you emotional 
support if you are 
worried or stressed? 

If you have questions or 
need more information 
on managing your 
child's care, what 
resources do you have?  

After listening to you, I 
think we also need to 
talk about 

Note. ICM = interdisciplinary case management; IFSMT = Individual and Family Self‐Management 
Theory; PRN = as needed; RN = registered nurse. 

Tanner's Model of Clinical Judgment influenced the overall approach and structure of the FSM‐
DPI. The assumption in creating the intervention was that an interaction or conversation guide 
was needed that (a) integrated the critical content areas as a “trigger” for the nurse, (b) 
structured the intervention for ease in documenting the nurse's interpretation and response to 
the situation, and (c) accommodated the nurse's ability to reflect on the parent's response and 
alter teaching. The stages of Tanner's Model of Clinical Judgment in Nursing were reflected in 
the three steps of data collection, interpretation, and nurse response included in the 
intervention. The team felt the “conversation guide” structure would facilitate the important 
aspects that the nurse needed to consider and would be flexible enough for the nurse to 
individualize the discharge preparation, interpret child and parent response, respond to their 
concerns, and adapt information or activities based on parents' understanding (see Table 1).  

Teach‐back had been implemented in our clinical setting for several years as a method of 
enhancing communication between healthcare providers and families (Kornburger et al., 2013). 
In the development of the intervention, “teach‐back” was identified by the clinical nurses as 
central to their work and this discharge activity. For the purposes of intervention development, 
the Teach‐Back method was expanded in two ways. The first was to add precision by specifying 
the labels for two strategies, talk‐back and demo‐back. Talk‐back was added to imply that 
verbal responses were expected, and demo‐back was added to clearly identify that a skill (e.g., 
dressing change) required more than parent statements of the procedure. Although the Teach‐
Back method includes aspects of skill verification, we thought it best to be more specific about 
expectations. The second expansion was to add a think‐forward approach to help the parent 
project to how the child's care would be managed in the home environment. Think‐forward 
was identified as a strategy during the intervention development sessions. It was an outgrowth 
of discussions between nurses in the academic and practice partnership and was influenced by 
Tanner's Model (Tanner, 2006), which includes reflective practice. The think‐forward addition 
was especially useful in helping the parents consider the self‐management skills and abilities 
and the social facilitation they would need to effectively care for their child at home. While 
some questions used in past “teach‐back” initiatives (Peter et al., 2015) addressed the future 
(e.g., How will you remember to weigh yourself every day? How will you remember to take 
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your medication?), the think‐forward strategy in this intervention was new. Think‐forward 
created a way for parents to tell the nurse what they believed would be important aspects of 
their future circumstances at home and how they planned/prepared for the future. In essence, 
think‐forward gave the nurse feedback on parent planning just as talk‐back or demo‐back gave 
the nurse feedback on knowledge and skills.  

In the intervention, multiple teach‐back strategies can be used in each domain. However, in 
Table 2, we indicated which of three strategies, talk‐back, demo‐back, or think‐forward, was 
recommended as the primary teaching approach for each of the content domains of the FSM‐
DPI. For example, a nurse might primarily use “think‐forward” to help the parent anticipate and 
plan for care at home. But if the nurse found that the parent needed supplemental information, 
he or she would then use “talk‐back” to assure the parents understood the additional 
information provided. Having specific language for these strategies identified in the 
intervention reflected the exact nature of how the nurse was to obtain feedback from the 
parent.  

The iterative development of the intervention included the following steps: (a) developing the 
flow sheets for content, (b) having the content evaluated by a panel of clinical nurses who 
suggested revisions, (c) multiple large group sessions where the content and format was 
reviewed by team members, (d) relabeling the IFSMT process concepts in language that was 
more consistent with the terminology and work flow of the clinical nurse, and (e) creating a 
paper version of the intervention guide for field testing. The academic partners had previously 
developed the IFSMT (Ryan & Sawin, 2009). In an iterative process that spanned several months 
and multiple meetings, the academic and clinical partners met jointly to develop the theory‐
guided intervention, content of the domains, questions, nurse assessment, and nurse actions. 
Following informal pilot testing with a small number of families assigned to several of the 
clinical nurses, the joint team revised the conversation guide. Table 2 is the team's working 
document of the conversation guide. Column 1 (IFSMT process) shows the IFSMT process 
categories aligned with the nine content domains to be covered in the interactive conversation 
(Column 2, Intervention category) and the primary strategy for delivering the intervention (talk‐
back, demo‐back, and think‐forward). Column 3 (Prompt), Column 4 (RN assessment), and 
Column 5 (RN response) operationalize the intervention conversation. The key components are 
the nurse's prompt statements based on the content (Column 3); the nurse's interpretation of 
the parent's responses to the content probes about their knowledge, skills, and abilities 
(Column 4); and the nurse's response, or action, to validate, reinforce, or modify parents' 
knowledge, skills, and abilities (Column 5).  

After responses to the prompt statements, the nurse could progress directly to interpretation 
or expand the conversation in each section as warranted based on the assessment of the 
parent response (After listening to you, I think we also need to talk about …). The nurse's 
interpretation section addresses how well the parents are able to verbalize correct information, 
demonstrate the skill correctly, and generate a plan. Finally, for each of the intervention 
domains, the nurse indicated the response to the interpretation. Validation and positive 
reinforcement is to be given if the parent masters the domain. In contrast, if parents do not 
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master the domain, the nurse could respond by using one or more strategies such as providing 
supplemental information, extensive teaching, correcting information errors, providing 
additional resources, or providing a pamphlet on age‐specific behaviors. There is no required 
order for progressing through the conversation about each of the FSM‐DPI domains. The nurse 
is free to use the order that meets the family's needs and priorities.  

Development of the Electronic Version 

Four clinical nurses from two general medical surgical units volunteered to field test the initial 
printed version of the intervention and provided feedback that the multiple‐page document 
was too cumbersome to use. The team decided to convert the intervention to an electronic 
format on an iPAD® platform. The intervention was transferred to the iPAD® by computer 
scientists at Marquette University with expertise in use of mobile devices for health 
applications. The electronic version is menu driven. Following password‐protected login, a 
home screen is displayed that allows the nurse to see the menu with the nine domains on the 
left part of the screen and the content for the domain being discussed on the right. Color 
coding tells the nurse which domains are yet to be discussed (white for not started, yellow for 
partially complete, green for complete). The domain list remains visible, allowing the nurse to 
switch between domains if the conversation with the family transitions to a new content area. 
The structure of the FSM‐DPI intervention on the i‐PAD® remained the same (see Table 2), with 
each of the three columns from the paper version now visible vertically on the screen. There is 
a separate screen for each domain. The iPAD® can be connected via the Internet to a secure 
database for storage of data for evaluating intervention fidelity and outcomes. Retraining using 
the iPAD® version of the FSM‐DPI was conducted. Feedback from the clinical nurses who had 
field tested the printed version indicated that the iPAD® version was much easier to use and 
facilitated their workflow in the discharge process. 

Implementation Challenges 

The main implementation challenge was the logistics of freeing the clinical nurses' time for an 
in‐depth conversation with parents (and child if old enough) that was longer than the standard 
discharge teaching and required uninterrupted time. Other challenges that arose in preparing 
for clinical application were primarily operational, including infection control measures for 
using the iPAD® on clinical units, securing the iPAD® between uses, and maintaining Internet 
connectivity. Integrating the intervention into an already busy practice requires strategies to 
facilitate the time needed for this intervention.  

The practice partners identified multiple strategies to address these implementation 
challenges, including (a) “handing off assignments and pagers” to a charge nurse for the 
intervention implementation time, (b) planning for adequate time for the intervention in 
staffing assignments if the nurse is assigned a patient being discharged, (c) buddying with a 
fellow nurse to cover patient assignments during the discharge teaching session, and (d) fully 
engaging nurse leaders on the unit to support nurses in arranging time to conduct the 
interactive discharge conversation.  

https://sigmapubs.onlinelibrary.wiley.com/doi/full/10.1111/jnu.12284#jnu12284-tbl-0002


Discussion 
The development of the intervention generated multiple “lessons learned.” The principal lesson 
was the power of the academic practice partnership, which created a milieu for “group think.” 
Each of the academic practice partners participated in group think with different perspectives. 
The clinical nurse perspectives related to everyday clinical practice. The nurse leaders' 
perspectives highlighted nursing standard workflow on the units, existing systems, and 
expectations related to discharge. Finally, the academic nurses' perspectives focused on theory, 
measurement issues, the evidence on discharge preparation and self‐management, and 
approaches to effective teaching.  

The practice partners provided leadership throughout the development of the intervention 
about the feasibility of the content and conversation strategies. This input was central to each 
stage in the development of the final product. In the iterative discussions, the practice partners 
affirmed the relevance of the select components of self‐management discharge preparation 
while identifying that some components were not typically addressed at discharge, for 
example, the child development domain. The clinical partners also transformed the language 
used in the conversation guide and led the discussions of how the intervention should be 
structured for easy flow. During the process, they reported a new appreciation of how complex 
it is to provide high‐quality discharge preparation and were challenged to think differently 
about implementing an enhanced discharge model within the time constraints of typical day‐of‐
discharge care. Several clinical nurses reported that participating in developing this intervention 
led them to improve their practice; one nurse indicated that she thought being an active 
participant in this experience influenced her practice more than if change was implemented as 
a “typical” practice change.  

Conclusions 
A theory‐based FSM‐DPI was developed by nurses in a practice and academic partnership. The 
self‐management and clinical judgment content was carefully translated to domains in an 
interactive conversation guide. The Teach‐Back method was expanded to specifically include 
talk‐back, demo‐back, and think forward strategies. A field test by clinical nurses determined 
that using the printed version of the intervention was cumbersome and an electronic version 
was created to be tested in a large feasibility study. Operational issues in the clinical setting 
have been identified and strategies generated to address them. Implementation of the nursing 
intervention to enhance the pediatric discharge process is expected to improve the quality of 
discharge teaching, readiness for discharge, and outcomes in the postdischarge period by 
assuring that parents have the self‐management knowledge, skills, and abilities needed to 
transition to home self‐management after a child's hospitalization. The evaluation of this 
intervention has the potential to generate practice‐based evidence for the intervention, the 
theoretical underpinnings, and the strategies of teach‐back used. Evaluation of implementation 
experiences of nurses and patients is currently in progress. Further assessment of the content 
validity of the intervention through review by professional content experts and parents as 
recipients of care is indicated. Finally studies of outcomes attributable to the intervention are 
needed to determine utility for practice. 



Clinical Resources  

• Agency for Healthcare Research and Quality: https://www.ahrq.gov/  
• Family Caregiver Alliance. Hospital discharge planning: A guide for families and caregivers: 

https://www.caregiver.org/hospital-discharge-planning-guide-families-and-caregivers  
• Project RED: http://www.bu.edu/fammed/projectred/components.html  
• Society of Hospital Medicine. Better outcomes by optimizing safe transitions: 

http://www.hospitalmedicine.org/Web/Quality_Innovation/Implementation_Toolkits/Projec
t_BOOST 
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	Clinical Relevance

	Parents of hospitalized children, especially parents of children with complex and chronic health conditions, report not being adequately prepared for self‐management of their child's care at home after discharge.
	No theory‐based discharge intervention exists to guide pediatric nurses' preparation of parents for discharge.
	To develop a theory‐based conversation guide to optimize nurses' preparation of parents for discharge and self‐management of their child at home following hospitalization.
	Two frameworks and one method influenced the development of the intervention: the Individual and Family Self‐Management Theory, Tanner's Model of Clinical Judgment, and the Teach‐Back method. A team of nurse scientists, nursing leaders, nurse administrators, and clinical nurses developed and field tested the electronic version of a nine‐domain conversation guide for use in acute care pediatric hospitals.
	The theory‐based intervention operationalized self‐management concepts, added components of nursing clinical judgment, and integrated the Teach‐Back method.
	Development of a theory‐based intervention, the translation of theoretical knowledge to clinical innovation, is an important step toward testing the effectiveness of the theory in guiding clinical practice. Clinical nurses will establish the practice relevance through future use and refinement of the intervention.
	The transition to home‐based recovery and continuing management of health needs can be challenging when hospitalized children and their families are not adequately prepared for discharge (Weiss et al., 2008). Many parents report feeling overwhelmed and underprepared for their role in managing their child's care at home within the context of family and work demands (Berry et al., 2011; Lerret & Weiss, 2011; Lerret et al., 2014). Parental concerns about the health of the child at discharge, as well as worry about and difficulty coping with postdischarge health problems, can lead to unplanned utilization of healthcare resources such as unscheduled office visits, emergency department (ED) visits, and readmission to the hospital (Bernstein et al., 2002; Berry, Agrawal, Cohen, & Kuo, 2013; Weiss et al., 2008; Weiss, Ryan, & Lokken, 2006). 
	Discharge preparation is multifaceted, encompassing inter‐related processes of discharge planning, coordination of postdischarge services, and discharge teaching (Weiss et al., 2015). Discharge teaching includes both structured and informal education that ideally begins on admission and culminates with a confirmation on the day of discharge that the child and family are knowledgeable and ready to carry out each component of the plan for care at home after discharge (Berry et al., 2014; Kornburger, Gibson, Sadowski, Maletta, & Klingbeil, 2013). While understanding of the disease process and treatment plans are important, discharge teaching often does not adequately address the broad range of planning, coping skills, and supports needed for the many competing demands on family resources that factor into child and parent self‐management at home (Lerret et al., 2014). 
	While comprehensive discharge preparation is important for all families (Berry et al., 2014), it is particularly critical for children with complex or chronic medical conditions (Lerret & Weiss, 2011; Lerret et al., 2014). These children often have frequent hospitalizations and can account for a substantial number of readmissions and healthcare costs (Berry et al., 2011). The child's health outcomes in the postdischarge period can be compromised when preparation for discharge is not comprehensively planned (Desai, Popalisky, Simon, & Mangione‐Smith, 2015). For example, parents of children who had a solid organ transplant reported needing emotional support and guidance in parenting the child in addition to education about the condition and medication administration skills (Lerret et al., 2014). These findings point to the need for better understanding of the optimal communication content, process, and timing in discharge interventions (Samuels‐Kalow, Stack, & Porter, 2012). 
	Comprehensive discharge interventions for adult patients have emerged to support effective hospital discharge and transition to home (Hansen et al., 2013), but are less developed in pediatric hospitals. In a recent review of 14 pediatric intervention studies (asthma, cancer, and neonatal care), 6 were effective at reducing at least one outcome (ED or hospital readmission). Four of the six had a robust inpatient education component, four had a follow‐up community component, and all used some type of individualized planning with patients and families. However, none reported a conceptual framework or detail outlining what components of the intervention were successful (Auger, Kenyon, Feudtner, & Davis, 2014). The researchers recommended measuring the extent to which patients and parents feel prepared for self‐management upon discharge as a useful outcome to evaluate quality of discharge care. A recently published Framework for Pediatric Hospital Discharge Care provides guidelines for family‐centered discharge processes and concurs that discharge readiness is the culmination of the discharge care process (Berry et al., 2014). 
	Nursing scientists have strongly advocated for theory‐based interventions as a mechanism to increase quality and reproducibility of findings (Conn & Groves, 2011; Kazer, Bailey, & Whittermore, 2010; Sidani & Braden, 2011). However, currently there are no theory‐based nursing discharge interventions in the nursing literature. Using a theory as the foundation for development of an intervention guides selection of operational components of the intervention. Linking theoretical constructs, measurement of outcomes, and interpretation of the results in light of existing knowledge embedded in the theory provides an understanding of how the intervention works to achieve the desired goals (Conn & Groves, 2011). 
	This article addresses the gap in theory‐based pediatric discharge preparation literature by detailing the development of a clinical nurse‐delivered intervention built by a team of nurse scientists, clinical leaders, administrators, and clinical nurses practicing in an acute care pediatric hospital. This Family Self‐Management Discharge Preparation Intervention (FSM‐DPI), a conversation guide designed to optimize discharge preparation for parents of hospitalized children, was influenced by the Individual and Family Self‐Management Theory (IFSMT; Ryan & Sawin, 2009), Tanner's Model of Clinical Judgment in Nursing (Tanner, 2006), and the Teach‐Back method aimed at improving patient comprehension of health teaching (Schillinger et al., 2003). 
	The IFSMT was used to identify and organize the self‐management content (the what) of the intervention, which focused on enhancing parental self‐management at home. The Model of Clinical Judgment in Nursing was used to structure each of the intervention content areas in a way that facilitated aspects of nursing clinical judgment (the why), and the Teach‐Back method was used to suggest how the nurse might address each self‐management domain (the how). A short description of each will be presented followed by the specific process of developing the pediatric discharge intervention. 
	Theoretical and Methodological Influences on Intervention Development
	Individual and Family Self‐Management Theory
	Model of Clinical Judgment in Nursing: The Reflective Practitioner
	Teach‐Back Method

	The IFSMT (Figure 1) is a midrange theory that describes the relationship of concepts in the context and process domains with the proximal (self‐management behaviors) and ultimately distal outcomes (health status, quality of life, and cost of health; Ryan & Sawin, 2009). Self‐management places the accountability for managing a condition with the individual and/or family and thus changes the focus of care. Concepts in the context domain describe the unique risk and protective factors that will impact the family's ability to carry out self‐management. These concepts are divided into three categories: (a) the complexity of the child's condition, (b) the child's physical and social environment, and (c) individual child and family factors.
	/
	Figure 1. Individual and Family Self‐Management Theory
	The concepts in the process domain of the IFSMT capture the child's and parent's learning and the process of developing competency in self‐management skills and abilities. These concepts delineate the three categories in the self‐management process: (a) knowledge and beliefs, (b) self‐regulation, and (c) social facilitation. Learning about the condition prepares the family members to resolve competing goals and develop confidence in their ability to manage a condition. Self‐regulation is an iterative problem‐solving process and includes a number of skills and abilities such as goal setting, self‐monitoring, decision making, planning, and self‐evaluation. Both the child and the parent develop skills to deal with the emerging issues. For example, the child or the parent may need to learn the difference between a minor symptom that can be evaluated with a “watch and see” approach and a symptom that needs immediate action. Developing plans and continuous evaluation of the effectiveness of those plans is critical to the process. Emotional adjustments are often a challenging aspect of self‐regulation that change throughout development as well as disease progression. Social facilitation provided by healthcare providers, family members, and peers aide the parent in gaining these abilities and skills.
	Tanner's Model of Clinical Judgment in Nursing, or “thinking like a nurse,” is a type of engaged moral reasoning. This model, generated from an extensive review of over 200 studies on clinical judgment in nursing, expands the understanding of the complexity of nurses' clinical judgments when caring for a child/family and the perception of what constitutes exquisite care (Tanner, 2006). The model reflects the impact of the nurse's skill, knowledge, pattern recognition, and expectations on the clinical interaction. Knowing the child's objective data and the child or family concerns is foundational but not sufficient for reflective clinical judgment. Clinical judgment requires not only integration of the parent's or family's complexity, but the nurse's consideration of the complexity of the context of care, including knowledge of the clinical environment and the competing demands of nurse and parent. Tanner describes the process that experienced nurses use as (a) noticing: developing a perception of the situation; (b) interpreting: developing an understanding of the situation; (c) responding: implementing the best course of action for the situation; and (d) reflecting: evaluating the health status and the child or family to determine whether or not the action needs to be revised (Table 1). 
	Table 1. The Impact of the Research‐Based Model of Clinical Judgment on the Development of the Intervention 
	Translation to the intervention
	Aspects of the process of clinical judgment
	Tanner findings in synthesis of the literature
	The prompt statements in the intervention facilitate the nurses “noticing” areas that need to be addressed for successful discharge preparation. 
	Noticing
	Clinical judgments are often influenced as much by what nurses bring to the situation (expectations, knowledge, and pattern recognition) than the objective data encountered. Knowledge of the patient is necessary but not enough for sound clinical judgment. Engaging with the parents and their concerns is necessary, as is an engagement with the child and his or her concerns. 
	A perceptual grasp of the situation at hand
	Noticing emerges from 
	(a) nurses' expectations of the situation, which in turn are built on nurses' knowledge of patient's patterns; 
	(b) nurses' experience with and clinical knowledge of like patients, and nurses' scientific knowledge. This stage is where nurses get their initial grasp of the situation. 
	The intervention structure delineates the nurses' interpretation of family preparation, specifically the nurses' assessment of whether the parent has the correct information/plan, incorrect information/incomplete plan, or no understanding or plan for the discharge component. 
	Interpreting/responding
	Clinical judgments are complex and are based in the context of the patient/family and the culture of the nursing care unit. They reflect analytic, intuitive and narrative reasoning patterns. 
	Nurses' noticing and initial interpretation or grasp of the clinical situation triggers a reasoning pattern and decision on a course of action. 
	The intervention conversation guide is built on the assumption that the nurses' ability to read how the parent is responding to the intervention and adjust activities accordingly is the key to effective discharge preparation. 
	Reflection
	Nurse engagement in reflection improves learning, expands clinical knowledge, and enhances judgment in complex situations. 
	Reflection in action is the nurses' ability to “read” how the patient/family is responding to the nursing intervention and adjust the interventions based on that assessment.
	Note. Adapted from Tanner, C. A. (2006). Thinking like a nurse: A research‐based model of clinical judgment in nursing. Journal of Nursing Education, 45(6), 204–211.
	The Teach‐Back method emerged from the health literacy literature (Schillinger et al., 2003), which addressed an individual's ability to obtain and understand health information (Kemp, Floyd, McCord‐Duncan, & Lang, 2008; National Quality Forum, 2009; Peter et al., 2015). The Teach‐Back method was established with the goals of improving the patients' understanding of their condition, verifying knowledge acquisition, and improving health outcomes (National Quality Forum, 2009). In the Teach‐Back method, patients are asked to say back in their own words or “show” through demonstration, the knowledge and skills they have learned from their healthcare provider. It is a way to confirm patients' understanding and ability to apply health information and newly learned skills to manage their health needs. Key tenets of the method include using open‐ended questions; grouping information provided into small segments; and checking, clarifying, and rechecking accuracy and completeness of learning. The method has been taught to numerous nurses, therapists, pharmacists, and other interdisciplinary healthcare providers across settings and has been implemented in the healthcare setting for which the discharge preparation intervention was created (Kornburger et al., 2013). While often used in practice, there is limited research on the Teach‐Back method. A few researchers have found it to be effective in a range of patient teaching situations (Kemp et al., 2008; Peter et al., 2015; Slater, Dalawari, & Huang, 2013; White, Garbez, Carroll, Brinker, & Howie‐Esquivel, 2013). Researchers have suggested that using the Teach‐Back method helps patients transition from having their conditions managed by healthcare providers to becoming better able to self‐manage their condition (Haney & Shepherd, 2013; Howie‐Esquivel, White, Carroll, & Brinker, 2011). Shifting the focus of discharge preparation from a nurse‐to‐parent information transfer session to a more interactive process was central to including this method in the intervention. Building and supporting family self‐management capacity could improve parent and child outcomes following discharge.
	Process of Intervention Development
	Initial Development of the Intervention
	Development of the Electronic Version
	Implementation Challenges

	Collaborators from a clinical academic partnership, the Consortium for Pediatric Nursing Research in Milwaukee, Wisconsin, which included the Children's Hospital of Wisconsin and the Colleges of Nursing at the University of Wisconsin‐Milwaukee (UWM) and Marquette University, entered into a dialog to identify a research project of joint interest. Discharge teaching emerged as the priority due to the realities of the clinical environment and current practice, the strategic initiatives of the clinical organization, the expertise of investigators at Marquette University on discharge readiness, and the expertise of investigators at UWM in self‐management. The goal of the collaboration was to improve the pediatric discharge process with a nursing intervention. The intervention was aimed at improving the quality of discharge teaching, readiness for discharge, and coping in the postdischarge period by assuring that parents have the necessary self‐management knowledge, skills, and abilities to transition to home self‐management after a child's hospitalization. 
	The identification of the problem and the outcomes was consistent with the IFSMT, which delineates, in the process domain, the skills and abilities needed to perform self‐management behaviors. The self‐management behaviors are proposed to impact child health, individual and family quality of life, and costs of health. Each of the self‐management skills and abilities is amenable to change. 
	Having identified the problem and the expected outcomes, the investigators developed the goals, components of the intervention, model of delivery, and dose (Sidani & Braden, 2011). The investigators recognized that assessments and interventions are carried out throughout the hospitalization, culminating in the child/parent being ready to self‐manage the child's care following hospital discharge. The intervention was designed to be used as a single conversation guide, as a “day of discharge” verification of adequacy of family preparation for self‐management after discharge, with additional areas of inadequate preparation identified by the nurse. The patient population for this intervention was identified as parents who were taking a child home after a hospitalization of at least 2 days. It was anticipated that the level of discharge preparation included in this intervention would not be necessary for those who were hospitalized for a shorter time period. The unique needs of parents of newborns, children in critical care units, or children discharged to home hospice were not addressed in the intervention. The intervention was therefore appropriate for all other parents of hospitalized children from 0 to 18 years of age who could speak sufficient English to participate in an interactive intervention without an interpreter. 
	Acknowledging the clinical judgment of the skilled pediatric clinical nurse, the wide variety of medical conditions, the unique needs of families, and the varying discharge needs, the team determined that a structured, but non‐condition‐specific “conversation guide” would be the most useful and effective intervention to enhance discharge preparation. The investigators' philosophical approach was one that aimed to enhance the already strong judgment of the clinical nurse (Tanner, 2006) by developing a conversation that operationalized the evidence‐based components of self‐management (Ryan & Sawin, 2009). 
	The comprehensive approach to development of the FSM‐DPI involved incorporating the theory‐based approaches and review of the literature on discharge preparations, readiness for discharge, and discharge interventions. The IFSMT formed the basis for the content of the intervention. The key process components of knowledge and beliefs, self‐regulation, and social facilitation were incorporated as appropriate into nine content domains of the FSM‐DPI: home care, child's care, practice, medications, watching child, recovery, child development, family adjustments, and parent support. The intervention was designed to guide the nurse through evaluation of a series of self‐management issues that parents may face at home; facilitate assessment of the family's strengths; validate knowledge, skills, and abilities for managing the child's care; and assist parents in anticipating and solving emerging self‐management issues after discharge (Table 2). While the content was developed directly from the IFSMT, the clinical nurses “relabeled” the content domains using language that was more congruent with the language a nurse might use when talking to families. For example “monitoring,” a component in the IFSMT self‐regulation process, was labeled “watching child” by the clinical nurses in our partnership. Because the intervention guide was to be used for children with varying conditions and often with unique contextual factors, the integration of these context factors relied on the nurse's clinical judgment. 
	Table 2. Interactive Discharge Conversation Guide: Preparing Parents to Manage Care at Home (With Confidence) 
	Note. ICM = interdisciplinary case management; IFSMT = Individual and Family Self‐Management Theory; PRN = as needed; RN = registered nurse.
	Tanner's Model of Clinical Judgment influenced the overall approach and structure of the FSM‐DPI. The assumption in creating the intervention was that an interaction or conversation guide was needed that (a) integrated the critical content areas as a “trigger” for the nurse, (b) structured the intervention for ease in documenting the nurse's interpretation and response to the situation, and (c) accommodated the nurse's ability to reflect on the parent's response and alter teaching. The stages of Tanner's Model of Clinical Judgment in Nursing were reflected in the three steps of data collection, interpretation, and nurse response included in the intervention. The team felt the “conversation guide” structure would facilitate the important aspects that the nurse needed to consider and would be flexible enough for the nurse to individualize the discharge preparation, interpret child and parent response, respond to their concerns, and adapt information or activities based on parents' understanding (see Table 1). 
	Teach‐back had been implemented in our clinical setting for several years as a method of enhancing communication between healthcare providers and families (Kornburger et al., 2013). In the development of the intervention, “teach‐back” was identified by the clinical nurses as central to their work and this discharge activity. For the purposes of intervention development, the Teach‐Back method was expanded in two ways. The first was to add precision by specifying the labels for two strategies, talk‐back and demo‐back. Talk‐back was added to imply that verbal responses were expected, and demo‐back was added to clearly identify that a skill (e.g., dressing change) required more than parent statements of the procedure. Although the Teach‐Back method includes aspects of skill verification, we thought it best to be more specific about expectations. The second expansion was to add a think‐forward approach to help the parent project to how the child's care would be managed in the home environment. Think‐forward was identified as a strategy during the intervention development sessions. It was an outgrowth of discussions between nurses in the academic and practice partnership and was influenced by Tanner's Model (Tanner, 2006), which includes reflective practice. The think‐forward addition was especially useful in helping the parents consider the self‐management skills and abilities and the social facilitation they would need to effectively care for their child at home. While some questions used in past “teach‐back” initiatives (Peter et al., 2015) addressed the future (e.g., How will you remember to weigh yourself every day? How will you remember to take your medication?), the think‐forward strategy in this intervention was new. Think‐forward created a way for parents to tell the nurse what they believed would be important aspects of their future circumstances at home and how they planned/prepared for the future. In essence, think‐forward gave the nurse feedback on parent planning just as talk‐back or demo‐back gave the nurse feedback on knowledge and skills. 
	In the intervention, multiple teach‐back strategies can be used in each domain. However, in Table 2, we indicated which of three strategies, talk‐back, demo‐back, or think‐forward, was recommended as the primary teaching approach for each of the content domains of the FSM‐DPI. For example, a nurse might primarily use “think‐forward” to help the parent anticipate and plan for care at home. But if the nurse found that the parent needed supplemental information, he or she would then use “talk‐back” to assure the parents understood the additional information provided. Having specific language for these strategies identified in the intervention reflected the exact nature of how the nurse was to obtain feedback from the parent. 
	The iterative development of the intervention included the following steps: (a) developing the flow sheets for content, (b) having the content evaluated by a panel of clinical nurses who suggested revisions, (c) multiple large group sessions where the content and format was reviewed by team members, (d) relabeling the IFSMT process concepts in language that was more consistent with the terminology and work flow of the clinical nurse, and (e) creating a paper version of the intervention guide for field testing. The academic partners had previously developed the IFSMT (Ryan & Sawin, 2009). In an iterative process that spanned several months and multiple meetings, the academic and clinical partners met jointly to develop the theory‐guided intervention, content of the domains, questions, nurse assessment, and nurse actions. Following informal pilot testing with a small number of families assigned to several of the clinical nurses, the joint team revised the conversation guide. Table 2 is the team's working document of the conversation guide. Column 1 (IFSMT process) shows the IFSMT process categories aligned with the nine content domains to be covered in the interactive conversation (Column 2, Intervention category) and the primary strategy for delivering the intervention (talk‐back, demo‐back, and think‐forward). Column 3 (Prompt), Column 4 (RN assessment), and Column 5 (RN response) operationalize the intervention conversation. The key components are the nurse's prompt statements based on the content (Column 3); the nurse's interpretation of the parent's responses to the content probes about their knowledge, skills, and abilities (Column 4); and the nurse's response, or action, to validate, reinforce, or modify parents' knowledge, skills, and abilities (Column 5). 
	After responses to the prompt statements, the nurse could progress directly to interpretation or expand the conversation in each section as warranted based on the assessment of the parent response (After listening to you, I think we also need to talk about …). The nurse's interpretation section addresses how well the parents are able to verbalize correct information, demonstrate the skill correctly, and generate a plan. Finally, for each of the intervention domains, the nurse indicated the response to the interpretation. Validation and positive reinforcement is to be given if the parent masters the domain. In contrast, if parents do not master the domain, the nurse could respond by using one or more strategies such as providing supplemental information, extensive teaching, correcting information errors, providing additional resources, or providing a pamphlet on age‐specific behaviors. There is no required order for progressing through the conversation about each of the FSM‐DPI domains. The nurse is free to use the order that meets the family's needs and priorities. 
	Four clinical nurses from two general medical surgical units volunteered to field test the initial printed version of the intervention and provided feedback that the multiple‐page document was too cumbersome to use. The team decided to convert the intervention to an electronic format on an iPAD® platform. The intervention was transferred to the iPAD® by computer scientists at Marquette University with expertise in use of mobile devices for health applications. The electronic version is menu driven. Following password‐protected login, a home screen is displayed that allows the nurse to see the menu with the nine domains on the left part of the screen and the content for the domain being discussed on the right. Color coding tells the nurse which domains are yet to be discussed (white for not started, yellow for partially complete, green for complete). The domain list remains visible, allowing the nurse to switch between domains if the conversation with the family transitions to a new content area. The structure of the FSM‐DPI intervention on the i‐PAD® remained the same (see Table 2), with each of the three columns from the paper version now visible vertically on the screen. There is a separate screen for each domain. The iPAD® can be connected via the Internet to a secure database for storage of data for evaluating intervention fidelity and outcomes. Retraining using the iPAD® version of the FSM‐DPI was conducted. Feedback from the clinical nurses who had field tested the printed version indicated that the iPAD® version was much easier to use and facilitated their workflow in the discharge process.
	The main implementation challenge was the logistics of freeing the clinical nurses' time for an in‐depth conversation with parents (and child if old enough) that was longer than the standard discharge teaching and required uninterrupted time. Other challenges that arose in preparing for clinical application were primarily operational, including infection control measures for using the iPAD® on clinical units, securing the iPAD® between uses, and maintaining Internet connectivity. Integrating the intervention into an already busy practice requires strategies to facilitate the time needed for this intervention. 
	The practice partners identified multiple strategies to address these implementation challenges, including (a) “handing off assignments and pagers” to a charge nurse for the intervention implementation time, (b) planning for adequate time for the intervention in staffing assignments if the nurse is assigned a patient being discharged, (c) buddying with a fellow nurse to cover patient assignments during the discharge teaching session, and (d) fully engaging nurse leaders on the unit to support nurses in arranging time to conduct the interactive discharge conversation. 
	Discussion
	The development of the intervention generated multiple “lessons learned.” The principal lesson was the power of the academic practice partnership, which created a milieu for “group think.” Each of the academic practice partners participated in group think with different perspectives. The clinical nurse perspectives related to everyday clinical practice. The nurse leaders' perspectives highlighted nursing standard workflow on the units, existing systems, and expectations related to discharge. Finally, the academic nurses' perspectives focused on theory, measurement issues, the evidence on discharge preparation and self‐management, and approaches to effective teaching. 
	The practice partners provided leadership throughout the development of the intervention about the feasibility of the content and conversation strategies. This input was central to each stage in the development of the final product. In the iterative discussions, the practice partners affirmed the relevance of the select components of self‐management discharge preparation while identifying that some components were not typically addressed at discharge, for example, the child development domain. The clinical partners also transformed the language used in the conversation guide and led the discussions of how the intervention should be structured for easy flow. During the process, they reported a new appreciation of how complex it is to provide high‐quality discharge preparation and were challenged to think differently about implementing an enhanced discharge model within the time constraints of typical day‐of‐discharge care. Several clinical nurses reported that participating in developing this intervention led them to improve their practice; one nurse indicated that she thought being an active participant in this experience influenced her practice more than if change was implemented as a “typical” practice change. 
	Conclusions
	A theory‐based FSM‐DPI was developed by nurses in a practice and academic partnership. The self‐management and clinical judgment content was carefully translated to domains in an interactive conversation guide. The Teach‐Back method was expanded to specifically include talk‐back, demo‐back, and think forward strategies. A field test by clinical nurses determined that using the printed version of the intervention was cumbersome and an electronic version was created to be tested in a large feasibility study. Operational issues in the clinical setting have been identified and strategies generated to address them. Implementation of the nursing intervention to enhance the pediatric discharge process is expected to improve the quality of discharge teaching, readiness for discharge, and outcomes in the postdischarge period by assuring that parents have the self‐management knowledge, skills, and abilities needed to transition to home self‐management after a child's hospitalization. The evaluation of this intervention has the potential to generate practice‐based evidence for the intervention, the theoretical underpinnings, and the strategies of teach‐back used. Evaluation of implementation experiences of nurses and patients is currently in progress. Further assessment of the content validity of the intervention through review by professional content experts and parents as recipients of care is indicated. Finally studies of outcomes attributable to the intervention are needed to determine utility for practice.
	Clinical Resources 
	 Agency for Healthcare Research and Quality: https://www.ahrq.gov/ 
	 Family Caregiver Alliance. Hospital discharge planning: A guide for families and caregivers: https://www.caregiver.org/hospital-discharge-planning-guide-families-and-caregivers 
	 Project RED: http://www.bu.edu/fammed/projectred/components.html 
	 Society of Hospital Medicine. Better outcomes by optimizing safe transitions: http://www.hospitalmedicine.org/Web/Quality_Innovation/Implementation_Toolkits/Project_BOOST
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