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- Abstract and Keywords

Patients with hip fracture transition through several care environments during
recovery. The purpose of this study was to examine information exchange by -
physiotherapists duriﬁg'care handoffs of patients with hip fracture. Using an ethnographic
approach, 11 patients w_ith hip fracture and their networks of family caregivers (n=8) and
heaith care providers (n=24) were recruited in a rural community of southwestern -
Ontario. Patients were followed from acute care through each post-acute care setting.
Data sources included semi-structured interviews, obserVations and document review.An
inductive analytic approach was used. Findings revealed that handoffs were challenged
when information transfer was untimely. Family caregivers experienced challenges in
| obtaining information required to facilitate the handoff. Major ifnplications included:

appropriate methods to facilitate information exchange by physiotherapists in various

~

rural' settings need to be identified; and health system practices which ensure patients and

family caregivers receive adequate information at care handoffs need to be developed.

Keywords: care transitions, care handoffs, continuity of care, qualitative reSeafch,

ethnographic approach, physiotherapy
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PREFACE R
The work described in this thesis was situated within a larger pan-Canadian
- research project entitled: InfoRehab: Enhancing MSK Rehabilitation through Better Use
of Health Information A(Stole‘e, 2009)!. This program of research undertook to study the
transfer of health information as patients with hip fracture were transitioned across the -
conﬁhﬁum of care. In the larger project, data were collected from three sites: one in
British Columbia and two in Ontario. =

This thesis used data from the rural Ontario site.

IStolee, P. (2009). Inforehab: Enhancing MSK Rehabilitation through Better Use of Health Information,
CIHR Emerging Team Grant, Applied Health Services and Policy Research, No. 190378.
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o1 INTRODUCTION

~.In the context of our aging population, hip fractures are a significant and
increasing health problem and they. contribute to growing pressures in our health care
system (Leslie et al., 2009). Patients with hip fracture typically experience transitions
through several care en,vironments during the course of their recovery, at which time their
car‘e. is handed off to various health care professionals in other 'settiﬁgs. ‘Older adults
typically have multiple chronic conditions or co-morbidities, which contribute to .+
increasing complexity of care. Hospital lengths of stay are becoming shorter, and many.
patients are dischargedin a vyeak condition with loss of function, d‘eﬁendence in-activities
of daily living, and ongoing rehabilitatiye care needs.

'Rehabilitation crosses the care continuum in our health care system. -
Rehabilitation professionals, including physiotherapists, are intimately involved in the
care of patients with hip fracture across the care environments they traverse.
tPhysiotherapy care handoffs associated with patieht transitions between settings have not
- received much attention. In particular, physiotherapy care handoffs in rural settings,

| which tend to have fewer health care resources (Forbes &Hawranik, in preSs):‘ and higher
proportions of elderly people (Dandy & Bollman, 2008), have not been subject to -
research studies, as seen in the following review of relevant literature. .-
50 1 RES :Literaturé review .
- The growing elderly population, the epidemiology of hip fracture, and*caré B
transitions made by elderly patients across the continuum of care are discussed:belt)w.‘ In
addition, the concepts of handoffs and continuity of care are reviewed. The literature

reviewed was identified through a search of several databases, including PubMed,

Y



Scopus, CINAHL and Google Scholar, using the search terms: transitions, c'ontinuity of
care, handoffs, handovers, elderly, hip fracture. The search was limited to papers
published since 2000 and in the Enghsh language Relevant papers included prior to
2000 were retrreved from the b1bllograph1es of selected papers
1 1. 1 Demograplucs of agmg in Canada

It is common knowledge that the Canadian populatlon is aging Current data show
that as of J uly 2009, semors aged 65 and older compnsed 13 9% of Canada s population
a record high (Statistlcs Canada 2009) ThlS percentage is prolected to grow close to
25%, or close to 9 mllhon semors by 2030 as the last of the baby boom cohort turns 65
(Stat1stlcs Canada, 27005).‘ The greatest percentage increase is expected in those oyer age
85, in t’act, their nurribers will quadruple (S‘inha,iet al., 2009). Further, centenarians :
currentlgf number an estirnated 7600(‘), a sharp increase’from 34QO in 20(ll. By 2030 it is
estirnated th:at Canada Will hayeoyer 15,00Q centenarians tStatistics Canada, 2009)i |
While _man)i seniors are healthy_, large nunabers; particularly»arnong the oldest old (aged
- 85+4) have_rnultiple, chronic health conditions and re_quire the use lo}f substantial health
resources ‘W;olff .et al. (20(')2‘)“ found that 8’2%lof aged U.S. .Medicare beneﬁciaries had ,
one or more chron1c condltrons w1th the prevalence 1ncreasmg w1th age from 74% of
those aged 65 to 69 years to 88% of those aged 85 years and older Inpatient hospltal |
adn‘nssrons increased with the nurnber of chronic condltions. Further, nearly ‘2/3 of
elderly beneﬁciaries \nith two or rnore chronic conditions accounted for 95’% of Me‘dicare |
expenditures and 1nd1v1duals w1th four or more chromc 111nesses had a 99% probabihty

of belng hospitalrzed in one year (Wolff et al 2002) Among cond1tions requirmg



hospitalization of older adults, hip fracture is one of the most serious (Morris & . =

- Zuckerman, 2002). ’

1.1.2 Epidemiology of hip fractures in Canada

Recent data has shown that age-adjusted hip fracture rates have been declining in
Canada, as welI .as several other countries (Leslie et al., 2009).: Howéver, the same .
aqthors warn that due to the changing population structure, the absolute number of hip
fractures continues to increase in Canada, exerting serious effects on the healfh care.
system (Leslie et al., 2009). In 2005-2006 there were approximately 28,200 hip fracture
hospitalizations in Canada (CIHI, 2007), which calculates to roughly 77 per day, or one
évery 18 minutes. Nine of 10 patients are over 65 years of age (Morris & Zuckerman,
2002), and the largest proportion of patients with hip fracture is aged 75 years or older
(Wells et al., 2003). Hip fracture rarely occursvwithout co-morbidity (Marengdni et al.,
2009), and these impact significantly on survival and recovery. Seven percent of patients
with hip fracture in 2005-2006 died within 30 days of hospital admission, and studies
* have shown between 28 and 35% die within 12 months (CIHI, 2007). - -

Significant health care costs are associated with hip fractures. A landmark Ontarib
study by Wiktorowic;,z et al. (2001) placed the average one year cost of care at $26, 527,
and noted that costs varied significantly by discharge deétination ($21,385 for patients
discharged to community compared to $44,156 for those transferred to long term care).
Total annual health care costs were estimated at $650 milIion, and were predicted to rise
with the aging population. Important elements of these costs were rehabilitation, home

care services, re-hospitalization, and informal care by family caregivers (Wiktorowicz et



al., 2001). Review of these elements highlights some of the transitions in care settings

~ experienced by hip fracture patients during recovery.

( 113 bare transit“ions
| Vulnerahlc elderly patients are most at risk fromlpoor care. quality during care
transitions. Consequentl’y, a body of research has developed around concepts of pat1ent
care ‘across transmons or transmonal care. Naylor (2002) described transitional ccire asa
terrn"encompassing' “a broad range of services and environments.designed to proimo'tei the
safe and tlmely transfer of patients from one level of care to another (e g. acute to
subacute), or from one type of setting to another (e.g. hospital to home)” (p 128) Ina
review of 94 studies from 1985 to 2001 on care transitions of elderly patients Naylor
(2002) found high rates of poor outcornes including high rates of re-hosp1tal1zat10n and
srgmﬁcant unmet needs. Breakdowns in communication and differing ei(pectations
between patients families and health care providers often left famihes with substantial
1nformation needs and inadequate access to services. Brooten and colleagues (1988)
| developed The Transitional Care Model a model of care delivery utilizing transitional |
. care nurses (advanced practlce nurses), to provide follow up care to patients after early
discharge from hospltal to home In over two decades of research, Naylor and colleagues
' (‘1 999, 2004 2009) adapted the model to follow elderly patients during acute care
eplsodes in hospital through to the discharge home, Therr work has yielded 51gn1ﬁcant
1mprovement in chmcal outcomes 1nc1ud1ng reduced readmlsswn rates fewer hospital
days and reduced health care costs | |
FColeman and Boult (2003) deﬁned transrtlonal care as ‘a set of actlons des1gned

to ensure the coordlnation and continulty of health care as patlents transfer between



different locations or different levels of care in the same location” tp.-*S 56). Trairisitional
~ care may encompass hospitals, post-acute care settings; patients’ homes, primary and -

. specialty care practices, as well as assisted living or long term care facilities (Coleman &
Boult, 2003). Studies By Coleman and others have documented adverse consequences for
elderly»patients due tovppor7transfer. of information across care transiﬁons (Coleman &
Boult, 200_3;;Chugh, etal., 2009); Similar to the work of Naylor, Coieman and colleagues
pioneered The Care Transitions Intervention, which erﬁployé tools to improve cross-site
communication and a nurse “transition coach” (again, an advance practice nurse) to.
guide patients across care transitions (Coleman et al., 2004). Coleman et al. (2005) . .
furthered evaluatiVe work in this field by developing the Care Transitions Measure.

R _Accordingly, a care transition as defined by Coleman (2003) involves the - .
physical transfer of a patient to a different location for care, either within a health care
facility (e.g. hospital), to another health care institution (e.g. rehabilitation hospital, -
retirement home, long term care facilify)‘or home with care providers in the community
- (family physician, home care services) and forms the basis of discussion of transitions in
this thesis. To decrease the riAsk of adverse outcomes at or lelowing transitions, patients
require an element of continuity in their care. .

1.1.4 Continuity of care - '

... Continuity refers to “the organized, coordinated and steady passage of individuals
through the various elements in a system of care and services” (Hébert, et. al., 2003, p. 1).
In Canada, components of the health care system evolved around the care of persons with
acute illness. However, increasingly, Canada’s aging population is coping with a growing

burden of chronic disease (Sinha et al., 2009). The delivery of services needed to support



frail older persons with multiple co-morbidities lies with many agencies, jurisdictions and
" providers. Services are not well coordinated to take all needs into ac:‘couht.““No single
. institution or agency has both clinical and fiscal responsibility, being ultimately *
requnsible and accouﬁtable for the care of frail older ‘Canadians” (Hogan, et. al. 2002).
Weinbe:g et al. (2007) studied coordination and continuity of care for post-surgical
orthdpaedic patients across multiple settings, and alsq described a sjstem “in wﬁich no
one provider is accountable for co‘ordination of care across the continuum” (p. 22)..
nC‘ontinuity of care is a conéept which crosses both organizational boundaries, as
well as those of health care professional disciplines (Haggerty et al., 2003). Haggerty et
al. (2003) described two core elements of continuity: care of an individual patient, and
care delivery over time. Further, they idéntiﬁed three types of continuify: 1) informétional
continuity - the use of information from past events and personal circumstances to make
current care appropriate for a person; 2) management continuity - a consistent and logical
approach to managing health conditions that is responsive to the changing needs of a
. patient; and 3) relational continuity — an ongoing therapeutic relationship between a
patient and their l}ealth care providers. The emphasis on each type of continuity differs
dépendingfon the type and setting of care (Haggerty et al.; 2003). - .«

- Holland and Harris (2007) undertook to clarify the cbnéepts of discharge
planning, transitional care, coordination of care and continuity of care, and develéped a
conceptual framework positioning these concepts within the context of health care
outcomes. Continuity of care (infonnational,' relational and ménagement, as per Haggerty
et al., 2003) was defined AS an outcome on its own, but was also seen as a potential

predictor of other outcomes such as hospital readmission, and patient satisfaction with



care. Discharge planning was seen as a process, a set of interventions bounded by an
~ episode of admission and discharge from a specific care setting, such as a hospital.
. Transitional care was also described as a process, but one which spanned several care
settings (Holland & Ha‘rris,_~2007). o

i Frail elderly pa_tignts with a hip‘ fracture, usually with multiple morbidities, -
ex’pefience‘a number of transitions through various levels of care deing the process to
recovery. Their journey usually begins with presentation .to the emergency room via
ambulance, assessment and admission to hospital, followed by .successive transfer to
surgery, an acute care ward and a discharge destination appropriate for their level of care
needs. At each transition, care responsibilities pass off to various health care -
professionals in other settings or less formally to the patient and family members in the
community. A United States national consensus conference on improving the continuum
of care for patients with hip fracture concluded that “all parties involved in hip fracture'
care must reconsider their roles vis-a-vis a coordinated continuum of care approach” and
further, that “any health care provider involved in the care of a patient with hip fracture
should have all pertinent information concerning the patient” (Morris & Zuékefrnan, :
2002, p. 674). While mention was also made that health care bractitioners require
é;lucation' on the psychosocial needs of the patient and family throu‘ghqut the treatment
episode following fracture, no reference was made to the involvement of inforniai
caregivers in information transfer during care transitions. The act of transferring.
information at the time of patient transition, presumably with the intent of ensuring care

continuity, is referred to as the “handoff”. .



1.1.5 Handoffs

The American Joint Commission On‘Accr.editation of Healthcare Organizations s
(JCAHO) defines the primary objectives for handoffs as follows: “The primary objective
of a handoff'is to pro?ideaccurate information about [a patient’s] care, treatment and
services, current condition and any recent or anticipated changes.” Further, it is stated
“the information communicated during a handoff must be accurate ‘in ofder to meet safety
goals” (Patterson, 2010, p.53).

Much research on care handoffs through multiple care environments has taken:
place in the United States after the J CAHO mandated transitions be included in National
Safety Goals (2005). Physician and nursing handoffs occur daily in hospitals as patients
are moved from one unit to another, are cared for from one shift to énother, or discharged
from hospitals to home care. Arora et al., (2009) noted that one academic teaching
hospital reported over 4000 handoffs occurring daily, totalling 1.6 million per year, and -
that executing handoffé is a core competency for hospital physicians.

Kriplani et al. (2007), systematically reviewed literature on handoffs between . .
hospital-based and primary care physicians, and characterized handoffs as t'he\passing of.
the “baton of responsibility for patient care” (p. 839), concluding that this must happen
with confidence and certainty to ensure that important information is not lost during
patient transitions. Apker et al. (2010) portray handoffs as the “glue that holds tﬂe health
care continuum together” for patients having numerous health care providers during
hospital admission, care and discharge (p. 161). Serious adverse events are described due
to inadequate handoffs, such as medicétion errors and delayé in diagnosis and treatment

(Apker et al., 2010; Patterson et al., 2010). These are frequently linked to inadequate



_ c'ommunication, busy clinical workloads, and lack of quiet space free from distractions or
" interruptions. Arora and colleagues (2008, 2009) developed specific program, verbal and
. content recommendations for hospitalist handoffs, and noted tha_t the literature supports
face to face handoffs supported by the use of a structured template to guide information
éxchange;'Many studies‘oﬁ nursing handoffs also support a verbal exchange:
supplemented with written information to improve the transfer of pa‘tient’ information
(Arora, 2009).

o Riesenbefg, Leitzsch and‘ Cunningham (2010) conducted a systematic review of"" .
nursing handoff literature. While they outline both barriers and strategies for efféctive |
.handoffs described in‘a wide number of studies, they conclude that very little erhpirical
evidence exists to date on what constitutes effective nUrsing handoff practices
(Riesenberg, Leitzsch, & Cunningham, 2010). The issues identified included
communication barriers, lack of standardized forms, time constraints and high complexity
of cases and caseloads.

" One teéhnique that has been studied and applied widely in nursing practice is the
SBAR method — Situation, Background, Assessment and Recotnméndation, adépted from
the aviation industry (SBAR Technique for Communication: A Situational Briefing
Model, 2005). This method of handoff has been implemented in high‘risk settings, such
as intensive cafe units and emergency departments, and primarily ih nursing-phyéician
communication scenarios (Haig et al., 2006; Leonafd et al., 2004). ‘Medication
reconciliation programs and electronic health record technology are other recent tools
being deployed during handoffs in attempts to reduce loss of information as patients

make transitions (Helleso, Lorensen & Sorensen, 2004; Hughes & Clancy, 2007). =~
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Coleman (2003) acknowledged the multiple providers in multiple settings
" involved in the care of frail older patients with hip fracture, and that in eachcase a .
 successful ‘handoff” of care between professionals across settings is critical to - ‘
achievement of optimal outcomes. Cohen and Hilligoss (201 0);irt areview of care .. . -
handoffs in hospitals,' ob_served that there has not been a consistent definition of the term
handoffin the literature, and that this contributes to uncertainty aboat the scope of .
activities which should or should not be encompassed by this term: The working .~ |
definition used in their extensive review ‘was: “the exchange between health professionals
of information about a patient accompanying either a transfer of control over, or of
responsibility for, the patient” (Cohen & Hilligoss, 2010, p. 2). Cohen and Hilligoss’
definition serves the purpose of this thesis, although all of the papers in the review related
to physician and nursing care handoffs.
1.2 Gaps in the literature and study rationale

In the research eited above, the focus has been on physician and nursing care
-handoffs. Handoffs by tehabilitation professionals have been given little attention by
researchers to date. One study (Benhameutchins & Effken, 2010) addressed multi-
professional patterns of communication during handoffs in hospitals, but no rehabilitation
care providers were included in their sample. One group in Canada (Andreoli et al., 2010;
Velji et al., 2008) has implemented the SBAR technique for communication withitl "
rehabilitation teams; however, this was for Speciﬁc patient care issue's of fall prevention
and management, not for handoffs of rehabilitative care.‘ SESUE

Additionally, in the physician and nursing handoff literature, most studies of

patient transitions and care handoffs occurred within one care setting, namely unit to unit
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in liospitals. -Accreditation Canada has recognized the importance of effective 7

* communication and information transfer at transition points as eritical to patient safety, .

. and outlines required organizational practices which must be in place to minimize risk.
Importantly, these guid‘\‘elines now extend to sending information to other settings outside
the‘organization (ROP Handbook, 2010). Tests for compliance include requirements for
meehanisms to be in place for timely transfer of information (such aS trarisfer forms and
checklists), demonstration of staff awareness of mechanisms used to transfer information,
and documented evidence that timely transfer of information occurs. = -

Along with numerous co-morbidities requiring accurate information exchange,
patients with hip ‘fracture have ongoing rehabilitative needs which cross the care
continuum. The majority of patients experience limitations in mobility and declines in

- functional status in the aftermath of hip fracture (Bentler et al., 2009), and the probability
of needing help in activities of daily living (especially bathing and dressing) has been
found to be up to eight times higlher,than in non-injured seniors (Carriere, 2007). In

“attempts to maximize their functional outcomes, hip fracture patients are typically
referred for engoing rehabilitative services upon hospital discharge to home care and
sometimes on to outpatient care. Each of these care transitione involves a handoff of - : -
rehabilitative care, most commonly, physiotherapy. Specific circumstances and
challenges related to information‘.transfer across care settings for rehabilitatioii previders
have not been identified. Few studies have attempted to determine what actually occurs at
transition points, or where coordination problems occur across the continuum (Weinberg
et al., 2007). In addition, the impacts of care handoffs on patients and family caregivers

as they prepare to assume their roles in care have not been examined.
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Given the dearth of information on handoffs in rehabilitation care, as well as
“across care settings, this study aimed to gain an understanding of the information needs of
( phySiotherapists; patients with a hip fraéture, and their family caregivers across the
éontinuum of care. As bersons with hip fracture make transitions between services and
their care needs change, t_imély.and accurate communication of patient and clinical
infoﬁnation across settings is crucial. ==
1.2.1 Purpose and Research Questions

This study was designed to explore the‘ex‘change‘of information regarding
patients with hip fracture, in their. journey through the rural health care system in real
time. "Speciﬁcally, the purpose'(')f this study was to explore information transfer and
information exchange occurring through care handoffs being executed by -
physiotherapists across the care continuum. Tﬁc research questions were: 1) What
information do physiotherapists see as important to managiﬁg a hip fracture and sharing
with others in order to optimize care for patients at points of transfer across the
‘continuum of care? 2) What information do physiotherapists actually exchange across
health care settings? 3) What are the challenges to exchanging information thro\ugh care
handoffs to optimize rehabilitative care for frail elderly patients during points of transfer
/across the continuum of care? Ultimately the key conceptFOf interest bécame “how does
information exchange by physiotherapists contribute to the patient and family exﬁeri_ence
of continuity of care across settings”, a question that includes informational and ' -

management aspects of continuity of care. : . -
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2 ‘STUDY APPROACH AND METHODOLOGY
2.1 Study approach
 As mentioned in the preface, the current study was part of a larger study of health
information transfer acfos's the continuum of éare for seniors who had fractured a hip,
namely,'_ Inforehab: Enhancing MSK Rehabilitation through Better Use of Héalth ‘
InforinatiOn (Stolee, 2009). In the larger project, data were colle'cted from three sites:
one in Bfitish Columbia and two in’ Ontario. These sites focused on different health care
contexts, including large urban, mixed smaller urban énd rural, and rural. In order to
study practices in their everyday, real life settings, a qualitative, ethnographic approach
was chosen for InfoRehab. Qualitative methodologies are suifablc for exploring
behaviours, attitudes and interactions of groups of people. Ethnqgraphic_ approaches =
allow researchers to explore and examine environment§ in aétioh through “being there”
(Murchison, 2010, p.12). Witnessing interactions firsthand allows one to ekplore i
dynamics and gain in-depth understandings of the health care environment (Brewer,.
-2000). A key strength of ethnographic study is the ability to “illuminate locally relevant
understandings and ways of operating” (Murchison, 2010, p. 12).. -
2.1.1 Research paradigm |
‘The research paradigm throughout the planhing,‘ fieldwork and data analysis was
shaped by relativist ontology (Guba & Lincoln,’ 1 994; F indiay, 2006). Patients céme to
rehabilitative care with a common diagnosis of hip fracture, however, their varied ages,

pre-fracture lifestyle, level of functioning, home situation, socioeconomic status, co-

Stolee, P. (2009). Inforehab: Enhancing MSK Rehabllltatlon through Better Use of Health Information,
" CIHR Emerging Team Grant, Applied Health Services and Pollcy Research, No. 190378.
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morbid health conditions, and treatment trajectories yield a range of multiple realities of
' their situations. Family caregivers come from a range of backgrounds and experience,

. contributing more variation to each patient’s experience across the episode of care
following a hip fracturé. Similarly, health care providers hold a range of clinical
experience, and they fun_ction in a variety of care environments and service situations. :

The study was guided by interpretivist-constructivist episterhology (Ponterotto,

2005). In this view, the multipie realities of the research participants are conceived
through interactions with the investigator, with the goal of understanding their “lived
experiences”. With an ethnographic approach in particular, the researcher can function as
a “participant-observer” (Murchison, 2010, p. 13), allowing not only observation, but the
exb’eriencing of events, interactions and conversations in action. Deep reflection, through
~ “Interactive researcher-participant dialogue” uncovers deeper meanings, and generates

data jointly co-constructed by the researcher and participants.(Ponterotto, 2005, p. 129).

Throughout the study, the researcher was keenly aware of her active role and its influence
-on the data being generated.. '

As a physiotherapist with expertise. in geriatric care, the primary researcher.
brought both insider and outsider perspectives to the study. Being an insider with respect
fo the health care context, and specifically to rehabilitative care; offered advantages of
familiarity with the various care settings and a level of comfort in approaching aﬁd ¥
interviewing participants. Living and working in a more urban locale than the community
ﬁnder study provided some aspects of outsider perspective. ‘By engaging in ongoing

reflexivity (Findlay, 2006), the influence of various preconceptions, opinions and ideas of

the researcher were recorded and reflected upon throughout the study. Reflective
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jour_naling and analytic memos informed the iterative process of data collection and data
‘analysis, and facilitated the interprétation and construction of findings.
.2.1.2 Enhancing quality of the studj) :

To promote trus;tworthiness of the findings, criteria deécribed by Guba and
Lincoln (1985) were applied to the study design: crédibility, dependability, confirmability
and tfansferability. Credibility entaiied peer debriefing, where the research process was

~described to the large group of InfoRehab co-inve‘stig_ators and students through research .
grOup meetings. In addition, interpretation of findings was reviewed with a group of
“disinterested peers” via lab group meetings. As noted by Lofland et al. (2006) an
important advantage of team-based research is that individual fieldworkers have
colleagues who both share interest in the settings and individuals under study, and are
actively«involved‘ in the research. This was one of the strengths of the larger Inforehab
study. Dependability involved the use of triangulation of data from the various sources
(i.e. observation, interviews and document review) in corroborating interpretations during
data analysis (Mays & Pope, 2000). The use of an audit trail, which was kept throughout
all phases of the study, assisted with confirmability, or the ability of others to follow the
process of decision making during data collection and interpretation. Transferability was
facilitateci through thick description of the findings with the aim of enabling those
interested in transferring findings to other contexts to determine through their reading :

~ whether the concepts are similar enough to make such a transfer.
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2.2 Methodology :
* 2.2.1 Ethnographic approach

In order fo explore and follow the transfer and e#chahge of information regarding
patients with hip fractﬁre, in their journey through the health care system in real time, an-
ethnographic approach was chosen. Ethnographic approaches applied to health care
provide a way of accessing beliefs Iand practices in the context in which they occur,
| faciiitating understanding of the behaviours of patients and health care providers (Savage,
2000). Observation “in the field” is fundamental to the ethnographic approach
(Richardson, 2006). Interviews éllow one to further explore the thinking and reasoning of
participants in order to more closely interpret and describe interactions and behaviours
observed in the ﬁeld. In-depth interviews help to capture detail of participants’
perspectives and experience (Richardson, 2006).
Documents and other artifacts collected ffom_the field can serve to enhance the
completeness of the data.
©2.2.2 Study site

~ The current study came from the part of the larger study that was carried out in a

rural health care setting in southwestern Ontario. One third bf seniors in our population
reside in predominantly rural regions with proportions of seniors increésing as the .
distance from urban centres increases (Danby & Bollman, 2008). There are also known
inequities of health care services in the urban-rural continuum (Sibley & Weiner, 2011)
and increasing questions about how rural cothmuniﬁes will be able to.meet the challenges
of providing care to increasing numbers of vulnerable elderly with limited pools of health

care professionals (Skinner, Rosenberg, Lovell et al, 2008) .-
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The rural site was a post-health care restructuring merger.of two acute care -
" hospitals. The larger maintained 60 acute care beds. The smaller hospital operated 16
acute care beds. Three linked components were incorpofated into the focused study
design: 1) in-depth, senii-strUctured, audio-tape recorded interviews with patients, family
caregi'vers and health care providers at admission and discharge points of various care
settings; 2) participant obser'vvations.'of interactions between and among patients, family
care givers and health care providers before, during and after the interviews that were "
entered into electronic field notes; and 3) documents recgived by patients and family
caregivers, as well as those deemed relevant for admission or discharge by health care
providers; were cbpied for a document review. |
o : Membgrs of the Rehabilitation Services Depanment at the larger 60-bed hospital
served as study collaborators and made the initial contact with potential participants.
Patients interested in participating in the study signed a “consent to contact” form
(Appendix A), that was forwarded by secure fax to the researchers. Participahts were then
contacted by members of the research team and an in-person meeting was arranged,
during which a letter of information (Appendix B) and in-depth explanation of the study
were provided. Participants who signed the consent to participate form (Appendix C)
were enrolled in the study. Family members and health care providers Were recruited in
two ways: a) through initial contact with study site collaborators or b) following pétient
transfers to other care settings, through direct contact by the researchers. ‘f
Inclusion criteria for patients with a hip fracture were: ¢ver age 65 and currently

admitted to an acute care ward post-hip fracture surgery. Patients with cognitive

impairment who could not give informed consent could be included, provided their next
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of kin / power of attorney for personal care provided Consent. 'Famiiy caregivers were
‘included if they were identified as providing care to the patient. Health care providers
-were included if they were involved in the patient’s circle of care. An additional criterion
for all participants was fhat they were able to participate in interviews in English.

2.2.3 Participants

{

Between December 2009 and January 2011, 11 pétients (8 fexﬂale and 3 male)
were recruited following hip fracture surgery at the 60-bed acute care hospital. Purposive
sampling was used in order to generate a sample consisting of study participants with a
variety of pre-morbid situations and care cdmplexity (e.g. absence of spouse, cognitfve
impairment, and multiple co-morbidities) and diverse probable care trajectories, to
maximize the variety of care settings to which care was being handed off. The average &
age of the patieht sample was 80.3 years. The patients came from several different home
settings: seven lived in a detached dwélling, rth.ree of these lived alone, and the remainder
lived with a spouse ér son / daughter as caregiver. Four patients were in an aésisted living
/ retirement home environment prior to 'e’xperriencing their hip fracture. vAlong with the 11
patient participants, 8 family caregivers v'

(2 spouses and 6 sons/daughters) were recruited. Their average age was 57.5 years.:”
- Twenty-four health care providers from a variety of health care Settings ,
participated in the study. These included health care aides '/, registered practical nﬁrses
(N=4), registered nurses (N=7), physical and occupational therapists (N=10), physicians /
‘orthopaedic surgeons (N=3). For the most part, these individuals had a great deal of
experience working in the rural health care environment, an average of 20.4 years. A

number of health care providers were interviewed as key informants, as they were not
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| directly working with any particular patient. They provided an overall picture of general
‘policies and procedures for the admission, discharge and overall care of hip frac;ture ‘
patients within the study site hospital. Not all therapy providers were inter{'ieWed for all
patients in all settings, however, due to the rural nature of our setting, some
physiotherapykpr’oviders cared for and discussed more than one patient. -

2.24 Data collection | |

‘Semi-structured interviews were completed with patients, and members of their

care network (family caregivers and health care providers), at each care setting of the
recovery journey. Patients and some other participants were thus interviewed on more
than dnc occasion; In the ideal situation, interviews were initiated in the acute care
setting. However, a humber of patients were transferred to subsequent care settings before
all interviews could be completed. In these cases, some interviews took place -
retrospectively, and in other cases, data collection Commenced at the next post-acute care
setting.

- Interviews followed an‘ informal interview guide (Appendix D) that also allowed
for further probes or queries dépending on directions taken by interviewees. Intérview "
times varied from 25 to 45 minutes, with most lasting about 35 minutes. The majority of
interviews took place face to face, with a few completed by telephone. A total of 58
interviews were completed, consisting of 21 patient interviews, 11 family caregivér and
26 health care providér interviews. Interviews were recorded and transcribed verbatim by
the researchers, with some assistance from a paid tranScriptioniQt in order to keep up with
the volume of data. Interview transcripts were de-identified and all participants were .

- assigned pseudonyms to maintain confidentiality. . -
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In addition to interviews, observation periods occurred during visits to the study

 site hospital for participant recruitment, attendance at the team rounds, as well as during

. the formal interviews, for a total of 65 hours. During some of these periods, the reseairch
team observed patienté undergoing routine éare, receiving or being transported for meals,
participating in physiotherapy sessions, as well as actually being discharged home. In
addition, while reviewing health rei:ords at the nursing station, researchers were able to
unobtrusively observe informal communication amongst health care providers on the
unit, during teléphone; as well as informal “hallway” c;)nversations' between various .
health care providers. During these periods of observation, researchers gained a sense of
the general “milieu” and camaraderie amongst the workers in the various facilities.

- Field notes were completed for all episodes of interviews and observation periods,
immediately following, or as soon after as was feasible, using a field note guide
(Appendix E). Some periods of observation took place separately from inferviews,,such
as attending rounds, specifically attending to observe a patient being discharged, or while

- reviewing patient charts on the unit. Field notes provided ongoing recordings of
experiences and observations from the Various study environments, Additionall\y,/analytic
memos and notes were kept to document emerging ideas and reflections, to inform early
data analysis and provide further direction as the study unfolded. = = : .

- To provide a further source of pertinent data, documents relevant to patierit care
and transfers between each care setting were collected. These included both blank forms
applicable to care of hip fracture patients, participant health records, patient education
information, and policy ‘dOcumehts. A total of 286 pages of health care record documents,

- and 15 pages of information transfer policy documents and forms were retrieved. A 32-
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page patient education booklet entitled “My Guide to Total Hip Replacement” in use at -
'thé rural hospital was also obtained. These documents were scénned and utilized ina
.content analysis in the document review phase of the study. In addition, they provided a
means of triangulation during data analysis, i.e., verification and Checking‘ through
multiple}sources of data (Léﬂand, et al., 2006).

2.2.5 Data analysis

Transcribed intervie'ws, observation field notes and relevant documents, were :
cntered into a qualitative data management program, NVivo 8, (QSR International, 2008).
The_primary data source for analysis of physiotherapy handoffs were a data subset of
eight physidtherapy (and one physiotherapy aide) interviews, one occupational therapist
interview, and two orthopaedic surgeons interviews along with physiotherapy specific -
handoff documentation. All interview transcripts were examined for references to -
physiotllerapy. Peﬁinent references to physiotherapy care made by other health care
providers, patients and family caregivers, or found in health caré documentation, were
also incorporated iﬁto the data analysis.

The inductive, data-based analytic approach was ‘informed by the guidelines of
Lofland et al. (2006), as well as Graneheim and Lundman (2004). The unit of analysis
(Graneheim & Lundman, 2004) was the physiotherapy care handoff. Inferview
transcripts, field notes and documents were read throﬁgh three times “to obtain a sénse of
the whole” (Graneheim & Lundman, 2004, p.108). Following this, sources were
inspected line by line, and data were condensed and structured into initial meaning units
and categories. These initial units were reviewed by the team of four researchers to

ensure consistency of understanding. Following this, a process of focused coding further
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developed the initial ches into more elaborated interpretationé. Through this process, the
““flow of reality captured”” (Lofland, 2006, p.203), in the field notes, interview transcripts
.and documents were organized into conceptual themes and evolved into the framework

presented in the ﬁndingé. During the course of the fieldwork and data analysis, =~

research¢rs also kept memos, where emerging ideas and their interconnections were -

stored and reviewed with the team. Code memos, theoretical memos and operational /
procedural memos (Loﬂand, 2006) all contributed to the processes of coding and making

sense of the data.

2.2.6 Ethical Considerations

- Ethical approval for this project was granted by The Uhiversity of Western
Ontario Health Sciences Research Ethics Board (Appendix F). To ensure confidentiality,
all participants were given pseudonyms, and all identifying information was removed

from transcripts, field notes and health care documents.
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.3 FINDINGS

“Considerable quantities of rich data were accumulated from fieldwork and R
retrieval of documents during the course of the study. These findings are presented first
with a description of the rural study envl_ronment; specifically related to rehabilitation
services for patrents with hip fracture This is followed by an 1llustrat10n of the various
care traj ectorles through Wthh the patlent partrclpants w1th a h1p fracture travelled and
the assoc1ated physmtherapy care handoffs that were observed The categones and
~ themes revealed in the data are then presented as they relate to the key research questions
around handoffs made by physiotherapists.- o
- 3.1 The study environment © - -

. As noted earlier, the main study site consisted of two rural hospitals (60 beds and

16 beds) which were amalgamated following health system restructuring; together the
two sites serve a population of 78,000. The patient care units featured some interesting .
aspects of context. The acute care unit where study patients were first recruited (larger’
60-bed rural hospital) provided services to two very dlfferent patient populations. These
" were obstetrical patients (i.e. labour and deliyery’ and care of newborn babies), along with
~ patients requiring general medicine and surgical care consisting of primarily an elderly
patient populatlon These dlverse serv1ces and patlent populatlons srtuated on’one unit
were a notlceable remmder that we were in a rural hospltal settmg, as 1llustrated in one of
the 1nterV1ews taklng place in an ofﬁce on the unit: »

1 { hear a baby crymg :

P: Nobody was in to deliver as far as 1 know

I: Maybe it s visiting.
P: That's true too.
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The other rural acute care unit (smaller 16-bed rural hospital) was notable for its small

' size of sixteen beds. The staff physiotherapist’s time was divided between inpatient and
. outpatient care, which occasionally brought unique challenges, as illustrated in a
conversation with the administrator of Rehabilitation Services: '

“Yes and if it s busy, like there was 10 admissions over the weekend

(laughs) so it went from 2 to 10 [patients] ... it's more of a challenge

because sometimes you increase your out-patients, when you are not busy,

it’s a small unit ... then all of a sudden you have to start cancellmg because

in-patients take priority.” - .

In the year prior to the start of the study, some important administrative changes
had taken place at the study site [organization] reflecting the economic pressures in the
health care system and having significant impact on the rehabilitation services. During
interviews and observations it was learned that the hospital had been subject to a Ontario
Ministry of Health and Long Term Care financial audit in the year prior to our study, the
result of Wthh requlred the admlnlstratlon to generate a substantlal amount of savmgs in
the budget Followmg a lengthy perlod of dlscussmns and negotlatlons a de0151on had
-been made to close the fourth ﬂoor acute care umt of the larger hosp1tal ThlS unit had
provrded a sub-acute, rehab1htat1ve type of care for prlmanly elderly patlents w1th stroke
and hlp fracture

Followmg the interview, we spoke a bit further off tape about the rehab unit .

which used to be on the fourth floor,; The doctor expressed regret that it '

~ had been closed and stated that ... had “fought against it” and further

“explained that it occurred because of a financial audit of the hospital, that

two million in savings had to be found and “that was ’/z mzllzon in closing

the fourth floor...
(field note: conversation with a physician,)
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The closure resulted in the downsizing of staff, including rehabilitation personnel, in
‘which the Manager of Rehabilitation Services had played a lead role, as noted in this
.interview:

~A: ... we didn't have the rehab designation and were not funded for rehab
. 50 we couldn't afford to keep it.

H ..S0 you were quite involved in all the decision-making?

A Yes I'was not a popular person ITwas head of the team who closed the
Sfloor ~ ,, L ;
H: ... that must have been diffi cult foryou : :
A: realzzzng that staffi ng cuts for a whole bunch of departments mcludmg
my own G 4
H: your own staff? | e
A: yes, that was hard . and it s money. You knOw,fwe couldn't balance, we
were under an audit. So what do you close...?

Other staff also spoke about their perspectives of the impact of “losing” this unit where
patients with hip fracture had previously been provided with post-acute care, without an
alternative unit being available for this type of rehabilitative care:

“so I think ... [the] only thing that I have ever thought would be helpful
would be that if there was a place for people to go where they could do this
rehab, now with the 4th floor here at the hospital that's what happened, the

- clients would go up there ... there was a gym and physios ... it was mostly

_stroke and fractures, and you know that worked and its gone ....even though
everyone saw the value of that kznd of health care and the hospttal chose to
close it.” : Nt : ‘
(RN)

A .g‘éri’atric musculoskeletal fehabilitetioﬁ umt vvas loceted irt;a ﬁiej ot urban heeltﬁ centre
only a balf—hour ’drive aw'avy,} hb{:&evér, this ﬁnit'vvas not petceivéd ’toi bé .availvéblve:to this
r’urarlipatie‘nt 'popula‘tion: | | H
“ HhSZ there is a... unit at{ [i urban hospital] for ge:riatrlcbmusculoskeletal
reha , , ,

S: No beds

H: ... it's not really been an optzon for patzents from here: >
S: T here s never a bed,
(surgeon)
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Addltlonal acute care beds were closed durmg the study time- frame The 60-bed
hospltal was reduced to 54 beds, resultlng in concerns w1th avallablhty of beds for
patlents w1th h1p fracture waltlng to be admrtted from the emergency department as noted
in thlS interview w1th a hospltal phy51c1an

MD . once the admzsszon orders, hzstory and physzcal is completed the

patzent proceeds hopefully to a bed on the floor, if there is a bed available.

H: Is it happening often that there might be a delay in finding beds?

MD: More so than there used to be. They closed a bunch of beds in July,

once they did that, they created a problem that we see in every hospztal

. which is people sitting in the emerg department. SRS
H: Yeah, I know they closed the fourth floor, I think it was the summer
. before ... so were there more beds closed in July? I don't think we knew

that.

MD: Yeah, I think six beds in total.

The hospltal staﬁ' was worklng in conj junction w1th the Ontarlo Bone and J omt
Health Network (BJ HN) (www boneandpmthealthnetwork ca) to 1mplement the
Provincial Model of Care. ThlS new model of care was developed in 2008 to 1mprove
access to surgery, rehablhtatlon and increase the number of patlents with h1p fracture
returmng home to the commumty As of December 2010 the websne reported that 75%
of acute care hospltals in Ontano had gone live” with the new model 1nclud1ng 38 of 54
acute care hospltals that prov1de orthopaedlc surgery. Executlon of thls 1n1t1at1ve at the
study 51te hospltal arose durlng an 1nterV1ew w1th the admlmstrator of Rehab111tat1on |
SerV1ces, mdlcatlng that care model 1mplementat10n was somewhat dlsadvantaged when
not accompamed by add1t10na1 dedlcated fundlng for services in rural settmgs

H: So ... are there all the resources in the more rural communities to

implement the pathway the way they were able to implement in Toronto?

A: No, no. We do not have those services, we don't have the ...

H: ... they had ... geriatricians,

A: we don't have that, and we don't have the pain specialists that they want,
or have access to, no, we can implement part [of] the pathway as best as


http://www.boneandjointhealthnetwork.ca
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- we can in the rural, that'’s how it 5 structured ... the same as the hip and
knee pathway for the total joints, you know, we don't ... have all these
~ specialists, and so it s always, the pathway is always as your hospital is
able to[implement it]. : :
(The availability of resources and rehabilitation care settings was reflected in the care
" traj ectOiies traVelled by the patients recruited into the study, as discussed further below.
3.2 Patient care trajectories -
‘Patients travelled a variety of care tfa:iectories as summariéed in Table 1. The
ﬁ 51mp1est traJ eetory was hospital admlsswn through the emergency department w1th hip
| ’fracture from home followed by surgical repair and recuperation in hospltal and return to
the pre-admission home setting. A more complex care trajectory after arrival at the rural
. hospital emergency department included fransfer to arik urban ’a’eadem‘ic health centre for
surgery,”followed by a retum to home hospital with a stlbs_equent transfer.to initial
retifement home. setting. Patient D had the mo‘st’complvex:’of tfaj ectories, iricluding initial
pteaehtatioh from\ retiremerit home to another‘s'mal(l rural hospital for x-rays four days
after fall, transfer to the study site hospital for surgery, transfer to a respite bed in a long
term care facility, return to study hospital for surgical revision due to non-union\of
fracture, and ultimately resigning their retirement home accommOdatiori and beeoming a
permanent resident of the long term care facility. Patients in the sample had an average

acute care hospital length of stay of 23.4 days, with a minimum and maximum of 9 and

60 days, respectively. One patient (A) died during the course of the study. s
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r o

" Home - rural hospital 1 - rural hospital 2 - deceased
- Home > rural hospital 1 > RH (Short Stay) -> Home (without CCAC)

Home - rural hospital 1 2 LTC - Home (without CCAC)

\RH > rural hospltal 3 - rural hospital 1 = LTC (respite) - rural hospltal 1->

LTC (permanent) o . . ‘ - . :
Home -> urban hospltal -9 rural hosplta[ 1 —) Home (CCAC) —) outpatlent PT

Home - rural hospital 1 9 Home (wnth CCAC)
' Home - rural hospital 1-> LTC (permanent)
- RH > rural hospital 1 - urban hospital - rural hospital 1 = RH (with CCAC)

Home —> rural hospltal 1 —) LTC (permanent)

Home —> rural hospital 1 -) Home (with CCAC) > outpatlent PT
" Home - rural hospital 1 > Home (wnth CCAC) -) outpatient PT

* PT handoffs are depicted by > =+

Note: “Home” = independent living situation; “RH” = retirement home / assisted living setting,

“LTC” = long term care facility; CCAC = Community Care Access Centre (home care services)
Rural hospital 1 = larger hospital; rural hospital 2 = smaller hospital;

* rural hospital 3 = small hospital in another community;
urban hospital = large academic health care centre

Patients were followed across 17 phys1otherapy handoffs All patrents had

handoffs of physrotherapy care durmg the ﬁrst transmon from the surglcal acute care

hosp1tal to the second care settmg: four to home care phy51otherapy, and others to therapy

services at another hosp1ta1 retirement home or long term care home Four of the

patlents had a second physrotherapy handoff, three from home care to outpatlent

physwtherapy, and patlent D upon retum to Iong term care followmg revision surgery

Patlent E experrenced three physrotherapy handoffs. Patlents B and C were ant1crpated to

have therapy handoffs upon return home, but these were not observed to occur.

Researchers were unable to ascertain the reasons why these two patients did not receive
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home care physiotherapy referrals. Five of the patients had transitions across Local
Health Integration Network (LHIN) boundaries. This was of interest as each LHIN has its
own Community Care Acéess Centre (CCAC) administration, stafﬁng and service .
policies, making handoffs somewhat more complex.

L The following sections will outline findings about how the patients’ journeys
through care transitions interfaced With the flow of information about them in this rural
setting. Along with this, how the physiotherapists gathered the information they needed,
used the information, and prepared information for the handoff of care to the next setting
are presented, framed by the résearch questions. Because the majority of physiotherapy
handoffs occurred from acute care to a second care setting, fhe findings are somewhat . -
more heavily weighted to information exchange within and out of the acute care setting. |
As issues are hi ghlighted in the findings, sorﬁe of the imbact on patients, families and
physiotherapy care providers are also discussed. . ..

3.3 Information important for physiotherapists in hip fracture care

Research ques.tz'on #1: What information did physiotherapz;sts\ see as importantto - .
. managing a hip fracture and sharing with others in order to optimize care transitions for

the patient at points of transfer across the continuum of care?

- While patients were not recruited into the study until after the sﬁrgical repair of
their hip fracture, one can follow the story commencing from the time of fracture fhrough
reading the }documentation in the health care record. In addition, patients were asked to
describe how their fracture occurred and to describe their journey to hospital during their

initial interviews.
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. Healtﬁ care documentation after fracture was b’egﬁn by the paramedics who
responded to the emergency call. Relevant medical information was transferred into the
hospital record from the paramedic notes at the time of presentation at the emergency
reom, by both emergeney room physicians and nursing staff attending to the patient. Each
subsequent consultant, sugh as-the orthopaedic surgeon, anaesthesiologist, internal
medicine consultant, built on the infefmation feund already in the reeerd.
Physiotherapists were typically not cehsulted to care for the patient until a referral was
written in post-surgical orders, whicﬁ; in effect constituted a care’ handbff (.frorn‘ the- -
surgeon. Therapists then also copied the ffacture documentatioh and other pertinent
information from the record. The same phrases appeared, often word for word, in various
health care providers’ notes. |

The most impertanf aspects of information needs discussed by physiotherapists
fell i‘nto‘two main categori'es',f fegardlesé of care setting: Retrieving Information and
Providing Infbrmation. Two subcategories of retrieving ihforxhation were: information
needed by physiotherapists for clinical decision making and information needed for goal
" setting. Providing information entailed information perceived by the physiotherapists as
fequired bif other members of the health care team, and information perceived byv the
physiothergpists as required by th'efpa'tient‘and famiiy careg'iver‘s. These categbries are

depicted in Figure 1 and disc'ussed in further detail below. |
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Figure 1. Aspects of information important to physiotherapists in managing a .

patient with hip fracture

R R TR R BRRORE R
! lnfqrma_tiop for ;  Information for-
clmlt:.al decision (fracture story, hand off to
ma klng surgery other health .
. care providers (focus on
sz, COMOrbidities, function)
Inf tion f weight bearing : i
niormation for status) * Information for
goal setting and § " care handoff to
treatrpen; ’ (home setting, patients and
planning 3‘ social supports, families (focus on ability
l

prior functional

to manage)
status) :

ORI L s

3.3.1 Retrieving informatiq(z
= Informs:ltion for cliliical’decision‘making
Iriltial 1nfonﬁat10ﬁ needé descrlbed by physmtheraplsts upon recelvmg a referral
fora post-surglcal patleﬁt W1th h1p fracture 1nvolved knowmg about the patlent s current
- and premorbld health hlstory, and any other co-morbld condltlons that mlght impact on
rehabilitatiife care: I

“Yeah. and it depends on which health conditions we're talking about so if
there's heart conditions, obviously that’s important for treatment, and
things like arthritis, so that if I know that patient's knee is sore, that 1 know,

Ok they've had arthritis for a whzle S0 that s probably why it sore
. (acute care PT)

“Oh, we ... go through the history, uh, the present complaint and illness,
the past or previous medical history, the medications that they are on, the
investigations and follow up appointments they have in the future ... factors
that could affect the treatment lzke vision, hearmg, language memory,
cardiovascular, respiratory, um .. . is there any other additional ...
complications in the hospztal

(home care PT)
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In addition, knowmg the mechamsm of injury, type of fracture the surglcal procedure
‘undertaken for its repalr and the prescrlbed werght bearmg status or other post-surglcal

, precautlons were paramount for clinical decision making and treatment planning as seen

here:

...what type of surgery she had, how her injury occurred her wetght _
: bearzng status .. :
(acute care PT)

try to find any documentatzon from the surgeon ... Iwould like to see
precautzons You know, whether it be weight bearing or avoiding a certain
activig,...that's a big thing.”
- (long term care home PT) -

- Severa}l}therapists further elaborated on the reasons that knowing the post-surgical
weight bearing status, or other restrictions from the surgeon, were perceived as important
at various stages of patrents’ traj eetories, such as being able to appropriately progress the
patients’ rehabilitative treatment:

.. when its a fracture surgery, the big thmg is the weight bearing status.
That tells me what I can progress her to ... it § quite variable with fractured
hips, and mainly dependent on the client. If they're an elderly, very
osteoporotic, they're going to have more limited weight bearing status. You
know, depending what they're domg to fixate the joint as well, sometimes
the surgeon will leave it partial weight or 50% for the first six weeks; -
~ occasionally I get weight bearing as tolerated which means we can
© progress to a cane. So it is variable, but its more, you know as I say,
‘dependent on client, surgeon surgery, type of thmg
" (home care PT)

- - Physiotherapists in the acute care setting described being at a particular
disadvantage when caring for hip fracture patients who arrived from long term care
homes, where little or no 1nformat10n was received upon admission to hospital: .

PT:...alot of times I find the most difficult aspect is if they're being
transferred from the nursing home, sometimes they didn't get a transfer
note, so we don't know how they were being transferred at the nursing
home, whether they were using ...

H: If they were ambulatory ...
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PT: If they were even ambulatory you know if they were taking steps, or if
they were using a lift ... that's very frustrating when I don't really know how
they were before. '

(acute care PT)

Information needed for goal setting in rehabilitation
Knowing about the patients’ home environment and social supports was important
- for setting// appropriate goals for physiotherapy treatment. Social history referred to
marital status 11v1ng situation, and famlly supports These aspects were sometimes found
in the health care records but often were obtamed from patlent and family interviews that
took place as part of the physiotherapy assessment and treatment sessions..
- Acute care providers were particularly concerned about multi-level homes with

stairs, as well as whether patients had been receiving help from family or other sources
prior to their injury: k

“.. her social history where she comes from, do they have stairs in the
house .. (acute care PT)

- “... their social hzstory, who they lzve with, what type of housmg they lzved
in, zf they were having any supports coming into the house previously...”
(acute care PT) A

Physiotherapists working with patients in the immediate post-surgical period were
also interested in patients’ prior mobility status and usual levels of activity prior to
the hip fracture in order to set appropriate post-operative rehabilitation goals, and j
execute treatment plans:

.. how were they before when they were walking, I mean before they came

~ into the hospital...”
"~ (acute care PT)
PT:...that information is very important to us, to see what their pre--

admission status was.
H: Yes, for how they got around, or...?
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. PT: yes, ,
H: their walking abzlzty?

-~ PT: yes.
(acute care PT)

Pianmng dlscharge and care handoffs from the acute care setting and de01d1ng appropriate
Ob_]CCthCS of the rehabihtatlon program also requlred mput from patlents and famﬂles,
particularly w1th respect %) the fam1ly s ab111ty to a551st the patient in the 1mmed1ate post-
dischaige-period at home: " | | | | |

‘ safahtily h‘elps‘ ‘ ctgcii’n like I Sctid 50 how capable they :alre’ of

handlmg the situation, can um, change what the goals are.. »

(acute care PT)
Speciﬁcally, the ability of the family to “handle the situation” arose in a number of
conversatioiis with health car'e ctov‘idefs. This typical_ly' referr'ed t(” decidin‘g‘on the
appropriateness ‘of handing off\care to family caregivers of patients who would tequire
physical “a‘ssi’staricewith traﬁai‘ers, ambulation, and ot}iei activities of daily li\?ing for
some time fvollvcvtling Vdischarge home. In fact, if the family were deemed not able to
“manage” then the discharge goal might change to long term care placement rather than
aiming for return home. This aspect of clinical decision making also seemed to l?e related
to the unavailability of an inpatient rehabilitation unit discussed above, and the theme of
providing information to the health care team, discussed further below.

- Information on social supports and home situation also affected setting of goals
and planning of rehabilitation treatment by home care therapists with clients who had
returned home from hospital and were receiving home care physiotherapy services
follcwing the handoff from acute care:

“... the social history alittle bit'...what the client concerns and goals are...”
~ (home care PT) : '
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Addltlonally, for theraprsts worklng in the home care settlng, 1nforrnat10n on the CCAC
service plan service prlorlty level number of therapy v1s1ts and contact 1nformat10n for
the chent and famrly members were 1mportant at recerpt of the handoff As well as
mﬂuencmg the setting of therapy goals, these aspects determmed the tlme-frames within
which home care therapy ser\riees Were reqnired to be delivered, allowed home care
therapists to schedule the home visits, and involve family members if possible, in the -
home rehabilitation program. This information was not receit/ed from other
physiotherapists at the time of their handoff, but was rather compiled by the CCAC
hospital case manager.
“... things such as what [geographic] area her.case manager [covered] ...
contact people ... priority for the clzent meanmg how soon they should be
- seen, it'll have service plan on it.”
“And with the fractured hips it’s varzable depends on the client. Certainly

elderly is more, usually its anywhere Jour to six [ vzsu‘s] over six weeks to
two months, is an average.”’ .’

: (home care PT)
3.3.2 PrOvidihg Information
Information for other members of the health care team .

- The role of information provision by physiotherapists during the vpost-oper\ati_ve_‘ g
rehabilitation, discharge planning and team communication was explored during
interviews with physiotherapists, other health care providers, as well as patients and
families. o | |

| Fﬁnctibnal'mobility, is the primary focus
Phys1otheraplsts in acute care described functional moblhty, and the patients’
progress in this. regard as the prlmary focns of dlscharge summaries prepared for

handoffs to the next settmg, for pat1ents gomg to home care or long term care settmgs
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H: Ok so if someone is leaving from here and they're going to have home
care therapy, will you do a discharge summary yourself for that home
therapist? '

PT: Yeah, and it’s generally, dependmg on where they re going, so if they're
going home, I would um, more just make it a ... more handwritten, of what
they can do, what we've been doing, um and what they, what they're able to
do, um, what we've been working on, what they woula’ benef t ﬁom and
what I've been workmg on wzth them... , :

(acute care PT)

The.vCommumty Cere 'CeeehManaéer in the acute care hoepital.\yas responsible for
arranging horﬁe cafe serviees for_pefcients returning home. In addition, she assisted
families to locate tempofary respite or long term care placements for patients“ur‘lable to
return to their previous living situation following the acute care stay. In order to carry out
this role, she spoke of her reliance on information about patients’ functional status
provided by physiotherapists in the health care record:

.H.' So what's the most important information that you need from the chart

when you're setting up the respite bed ...? ,

RN: ... its functional information ... as well as the social, um, funcnonally

the physzo report, the occupatzonal therapy report and the surgeon s
hzstory

Other nursing staff also described physicians and surgeons as heavily reliant on \
rehabilitation prdviders especially information provided by physiotherapiets, in decisions
regarding dlscharge destlnatlon for the patlents
“We're expecting him to go home, hopefully by early next week] hope
We're just waiting for physical therapy I think. The doctors really rely on
their Judgment about discharging these patients ... The joints [patienits with
Jjoint replacement surgery], he always says when they re surgtcally done it's

up to physio when they go home, so..
(RN clinical leader)

Interestlngly, phys1c:1ans also expressed areliance and conﬁdence on 1nformat10n
' prov1ded by physmtheraplsts in their own handoff of the patlent s care to physwlans in

other care settings:
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" H: So thinking about people being prepared for discharge then, can you
" walk me through what you do, when their discharge is happening, and their

destination is decided, what kind of information do you look after
transferring to the next setting, it would be like a handoﬁ' from youasa
physician to the next physician?
MD: Yeah, well we have to fill out the CCAC form, so thats part of the
information transfer, usually we try to make sure the discharge summary is
handed over to the next physician,; but most of the information is really
nurse to nurse, I think that that is where we expect that the information is
going to transferred to the next facility, and physio usually does a
discharge note as well, so I think between the two of them they sort of get
the bulk of mformatton to the next faczlzty
(hospital physician). B :

Fo_r transfers to long tcnh carei Settih‘gs., even if the patiént' was vnyo‘kt gOing to
receive ongoing physiotherapy, physirothlerapi_sts expressed a responsibility to
communicate information about the patient’s functional mobility to assist nursing staff in
carmg for the patlent

‘um, but when it comes to gomg 1o the faczlzty that they re gomg to I write
a dzscharge note for the physiotherapist, and also if I know that there's not .

going to be direct physiotherapy, if there's nursing or something like that, I

always um write a note about how they can transfer, um, whether they can

walk to the bathroom, how much assistance they need thmgs like that, so

the nursing or whoever is actually taking care of t them know what they're

able to do ..
(acute care PT),

| Information fofpaﬁe‘nts:’and’familiés
In providing infoiméﬁ@ﬂ to pé}t‘ients’ and familiés; 'j:)hys‘,iothe’repists.foeused on the
patient’s prqgress in irriprovih:g:ﬁm'ction with th’erapy, and helbing femilies anticipate
equipme}n.t‘a:ﬁd care needs at home (or the néxt care setting). On occasions where
information exchange withfaniilies was face to face, there was more clarity than when
family rﬂembers were unavailable to visit the hospital ‘duriﬁg regular work hours. This

interview with a family caregiver revealed the confusion and stressful consequences
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which occurred when caregivers were not able to interact directly with the
physmtheraplst

L because he was domg very ltttle, and then eventually he satd phys:o
had come up ... it was later on that I did call physio and said what is
happening wzth him .. how much is he being assisted with, and how much
can he do?
“H: ... so you called for information? - ‘ :

L: Yes 1did ...to be sure what and how he could move, you know they

. recommended that he needed to have the pillow between his legs to move,
to keep the legs moving in unison ... But I don't know whether any

. precaution was really advised as far as the amount of flexion or anything ...
because it sounded like he would be able to lift and bend his knees you
know as an exercise, ‘but not by very much because the muscle and the
incision needed to heal first too.
H: ... and how, when you made the phone call, did you get ...
L: To some degree, yes, 1 was enlightened a little bit more then ...

In some in.stances family caregivers were advised of equipment necessary for the patient
on transmon to resp1te care ina long term care settmg However, certain detalls were .
mlssed when the careglver attendlng the famlly meetlng was not the same careglver who
was arranglng for the equlpment w1th resultant stress and confusmn
“And then, because I wasn't there and I don't think I got the message untzl
~ Thursday night, that she had to have a walker and a wheelchair, a
stationary walker or whatever you call them, that she couldnt come to [ the
long term care home] before she got it, that was kind of a confusion that
there are two people trying to do the same thing at once, which was
annoying when I would have thought that kind of thing would have been
facilitated in between the hospitals and here ... I knew that mom needed a
 walker and a wheelchair but I didn t realize that it had to be here
(emphasis) before she would be able to be aa’mzttea’ That was the detail.”
(family caregiver) : . .
On other occasions, health care providers may have not recommended certain equipment,
but family members, having more knowledge about the patients prior functioning in the

home, were able to realize equipment needs which facilitated the patient’s care. This.-

- example pertained to the use of a beside commode chair for an 88 year old patient:
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Patient: That one lady said ... I didn't need a commode
Family caregiver: That was the CCAC lady
. Patient: Oh my I certainly did! : - :
Family caregiver: And she doesn't understand you well enough to know ..
“she's up 3-4 times a night, she also takes a sleeping pill and for her to

manoeuvre with a walker to the bathroom was just a little unsafe ...

Along with exploring information that physiotherapists said was important in
their care of patients with hip fracture, this study sought to understand information which
was actually exchanged or transferred as patients made transitions to subsequent care
settings utilizing ethnographic observation and collection of relevant documents.
Findings related to observed information flow are discussed further below.
~ 3.4 Actual information exchange at handoffs
Research question #2: What information do physiotherapists actually exchange across
héalth care settings?

A large number of documents were collected through the course of the study. Of
these 286 were health care record documents and 12 were blank templates or forms
generally in use in the care of hip fracture patients in various facilities. In addition, three
were patient and family educational materials, or documents which supported the care of
hip fracture patientS; and three were documents related to policies and procedurés related
to information exchange. Interestingly, the acute care site underwent the process of
hospital accreditation (Accreditation Canada) during the course of the study. The
mechanisms in place for compliance with the Required Organizational Practice (ROP) #
7: Information Transfer, were outlined in a one page document, and appeared to be
heavily weighted toward physician and nursing communication (Appeﬁdix G).

Rehabilitation staff had their own departmental policies and mechanisms for information

~ transfer when patients were being discharged.
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- Health care documents displayed the actual transfer of information which
“occurred as pétients made transitions to new care settings. Inspecting the structure,
.content and language of documents demonstrated informational elements which had been
deemed important.'Additionally, documents illustrated the methods of information -
gathering énd Subsequent_transfef,' or how the actual handoff of information took place.
The review of documents in addition to interview questions and obsefvations of actual
information exchanged revealed several consistent findings, .which fell into the .
overarching categories of providing information in thé éare record [to the health care
team] and providing information on handoff [to the next care setting], displayed in Figure

Figure 2. Information actually exchanged by physiotherapists

Handoffs were
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situation ‘

Handoffs were paper
o based (use of forms)
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family meetings
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3.4.1 Providing information in the care record

Informing through charting . |

Information initially do.cumented by acute care physiotherapists later became their
source of information at time of handoff. After retrieving information from a variety of
sources, usually, a handwrltten note entitled “Physio Initial Ax [assessment]” was written
in the progress notes section of the chart These were structured in the form typical of
medical notes, and covered the information indicated to be important as discussed above:
patient profile (age, sex, previous home setting), history of present illness (fracture
history), surgical procedure and weight bearing status gl}eaned from the.orders, past - ;-
medical history (co-morbidities) and social history (home situation, family supports).
Notations were typlcally brief and concise, and made expedrtlous use of medical short
forms and syrnbols typ1cal of rnost hosrhtal health reeords as seen here for one patient:

| PP 91 Q from retirement home (RH) :

HPI: # L hip 2° fall @ RH on Feb. 26/1 0 did not present 10 hospital until

Mar. 2/10 (was ambulating c rollator walker until then)

Sx: L hip ORIF Mar. 5/10 Dr. (surgeon) *Toe-Touch WB*:

PMHx: CAD, a-fib, R hip#, R knee hardware removal GERD

squamous cell carcinoma L neck -
Soczal Lives alone @ RH. Previous I ¢ rollator walker

Knowledgeable clm101ans on the health care team were famrllar wrth health care
docutnenta‘uon language or code ,' which reﬂected desued efﬁcrencws in the busy |
hespital se_ttihg, and were quiekl}y‘able to discerrr the sallent .as;’pect's kof patierrts’ |
icehdi‘t}ions.’ Other providers 1n the eircle of eare seemed td;uhderstand the ahhreuiations
and sSIrrrbels in ’use hy the ph&sietherapy commumty, and used rnany of the'isa'rrive in their

own documentation.
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Information varied by patients’ social situation

Through reviewing the health records of patient participants, some differences
Were‘ apparent in the perceived importance of information regarding the secial situation
and home environment, ‘depending npon whether the patient lived at homein the
community or had come from a care facility. In the .example of the patient above, no
mention was 'made of family supports or iayout of the home presumahly because
retirement homes are perceived to be supportwe carel env1ronments and health care
providers assumed fewer concerns at time of discharge In contrast as seen below this
patient had lived mdependentiy in the commumty, and spe01ﬁc mention was made of his
family, home layout, and stairs

- PP: 783 from home

HPI: Fell from 6’ladder & landed on L th Sustained L hip #.

Sx: L hip bipolar hemiarthroplasty. *WBAT*: :

PMHx: hypertension, arthritis ;

Social: Lives ¢ wife in house. Previously I ¢ mobility.

2 step access. 1- level inside.
This was ‘interpreted to be reﬂective of the anticipation of vdiﬁ‘erent therapy goaylsﬂand_
\ their imnacts on discharge plan_ning for patients returning to independent livingr\ather
than assisted iiving environments\.’ Interestingly, the patient in the ﬁrstexarnple
functioned independently in the retirement home setting prier to ‘herihip fr_actnr_e, and‘ had
three daughters, all of ‘whom lived some kdistance aWay. Because of her post-operatiye
limited weight bearing status (toe touch weight bearing for six weeks), signiﬁcant |
concerns did arise in her ability to function in her previous heme setting, and folvl\oviving a
family meeting, the decision was rnad_e ’to discharge. herg to an alternate destinatien

~ (respite bed in a long term care home setting).
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Informmg through famlly meetmgs
The physwtheraplst prov1ded mtegral mformatlon dunng the process of planmng
.the dlscharge destlnatlon ina fam11y meetlng, 1nc1ud1ng hlS or her chmcal op1n10n
suggesting the choice of discharge destination, as was seen documented in the health care
record by the RN (CCAC_Case Manager):
. March 10, 2010, 0830 Family conference ¢ niece Lucy, dtr Mary,
RN( Clinical Leader), (Physio) and myself [CCAC Case Manager]
- (Physiotherapist) reports that Abbey requires constant verbal cueing for
toe-touch weight bearing to walk ¢ std walker x 10 m. She requires 1 assist
to make all transfers safe. (Physiotherapist) recommends LTCH [long term
care home] level of care.
(Occupational therapist) OT report read to group and relayed her final -
verbal opinion, recommending LTCH level of care.
: "(Clinical Leader) RN reports that she requires transfers, toileting and
assist ¢ all ADL’s [actzvmes of dazly living] and needs planned care in d/c
[discharge] setting.

(Family members) convey that client has verbalized that she will declme
LTCH bed as she w:shes to return to retirement home. =

While this patient was initially very reluctant to move to a long term care home, even
témporarily, she ultimately acquiesqed after learning that staff at her previous retirement
home setting,repor.ted they would not be able to meet her increased care needs during her
- prescribed period of restricted weight bearing.

| Two of the male patients were discharged home to the care of their spouses.
Through their cases, it was learned that family meetings were only held when the staff
were recommending discharge destinations other than home, if the patient had coghitive
impairment, or when they felt the patient was going home at perceived risk of achrsci v
outcomes. As noted previously, in one case, his wife was unable to visit the hospital
during the day, and thus interact with the patient’s physiotherapy providers during “
~ business hours. While the patient was cognitively very capable, his spouse reported

feeling quite uninformed about his discharge plans and his care needs at home:
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H: ... And so you didn't really have a family meeting to plan coming home?
L: Not at all. The only time we had any kind of family meeting, was the day
he was coming home, because I called the CCAC ... and I said look I don't -
know what's going on, or what is really allowed or expected or where we're
~at here, because nobody's spoken to us at all.. NOTHING.
Once discharge destinaﬁons were determined, physiotherapists prepared information to
hand off cafe to"the néxf éa‘re settilig, ﬁiéluding home or another facility, as discussed
below. |
3.4.2 Providing information on handoff -

. In following patients across their care trajectories, observation and document -
review demonstrated that the exchange of information at the time of care handoffs was
discipline specific, paper-based, and primarily unidirectional.

: Handoffs were discipline specific - :

- Information transfer during care handoffs occurred specifically by_discipling. Ll
Physicians handed‘ over medical care, nurses handed over nursing care and
physiotherapists handed over physiotherapy care of the client to the new setting. Each
health care providér utilized their own documents or forms to transfer information they
felt was pertinent for the nekt care provider to know. This being said, cross-referencing
about other health care providers’ care was seen in the various documents, i.e. nursing -
forms and physician notes often commented that physiotherapy involvement was
ongoing, and sorhetimes noted th¢ w¢ight bearing sfatus.

‘Several physiotherapists indicated the usefulness of receiving d’is‘cvipliﬁe:-/speciﬁc

information from their colleague in the prior care setting.
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And I think that's the most useful information, because it comes from a

physiotherapist who also knows what information is important fo me, so

they sum up that information which makes it a lot easier for me to get that
~ picture [of the patient].

(acute care PT)

Ireally like the physio discharge note. I find I read that the most, it gives .

me the most pertinent znformatzon

. (home care PT)

- Handoffs were paper-based .

" Physiotherapists in the regional urban, academic teaching hospital developed a
number of structured forms to facilitate their documentation in the health care record. An
examination of these forms confirmed that the initial information needs for clinical
decision making discussed above were key aspects (such as patient profile, type of
surgery, past medlcal hlstory and soc1a1 supports) and were 1ncorporated at the top of the
forms, 1mply1ng that this 1nforrnat10n was gathered ﬁrst The 1nformatlon later in the form
relied on the initial 1nformatlon for context. Phys:otheraplsts at the rural hospital aligned
their forms for discharge documentation closely o that seen at the urban teaching
hospital. Examples of these forms are found in Appendlx H

Patlents were not aware of what 1nformat10n the physmtheraplst had recelved or
how the communication about them had occurred when they commenced therapy in their
new care settlng

CH:..s0 from [the hospltal] to come to home care, the therapzsts hand oﬂ
- your physzotherapy JSfrom the hospital to the home care therapist. So how

did you feel that hand off went? .

- E: It went good, 1 don't know whether ... the physiotherapist probably didn't. .
have much communication with the hospital out here, but just they have

their own thing, anyway I think so. And they did a good job, so. ...

H: Yeah, so they might not have direct commumcatzon hke by phone .but

they might have had something written ..
E: I think by paper, yeah, written forms
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: H She seemed to know why you needed therapy), what had happened to
" you?
_E: Yeah, she's not the one that was at the hospital ... I follow her directions
now ...
' (patient) . -

Handoffs from home care to outpatient care were less reliant on standardized = -
forms, but rather entailed handwritten notes, detailing current function and the
outstanding problems or goals which required ongoing physiotherapy treatment. One
home care physiotherapist remarked that recent new policies were being implemented to
encourage information transfer to outpatient settings, and that she appreciated the benefits
she could provide to the receiving therapist:

R: Yes, we have a form for ... outpatients, which I need to start to collecting’

~and start working on, because it really makes a lot of difference ... for these
" “cases where there was a fracture, and a they were a long [time in]

community care ... just to give the outpatient an idea would definitely be

beneficial for them, and to the client as well, so that everybody's on the

same track, as to how the client's progress right from the start to the end.

No, so that' 's definitely somefhmg that I should be cooperating in my

practice, is to just make a note of all the progress she's made, and where

she started off; and if there is any specifics to certain conditions that could

be put on..

H: And other thmgs in the home that are a challenge or you know give

them that perspective of the home environment that the patzenfs coming

from when they go to outpatients.
R: Yeah.

Hahdbff informatioh ﬂoﬁed.dne Way

Movement of information was primarily unidirectional, from sending (discharge)
health care provider to receiving health care provider. There was no space on the standard
physiatherapy discharge forms to provide contact information for the receiving therapist
to contact in case of questions or need to clarify information. Contact numbers were not
7 observed on discharge forms, and this was intefpreted that no contact would be required,

as typically the discharge note concluded with statements indicating the patient had either
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 been ‘transferred from their care setting: “PLAN: t/f [transfer] to Hame Hospital” (in the
case of transfers between the two sites of the rural hospital), or that the patient was
discharged, and no longer under the care of inpatient physiotherapy services, which
inferred the patient was ho longer under the clinieal responsibility or accountability of the
writer, or the hospital’s rehai)ilitation services: |

' “PLAN Pt [] patzent] is a’/c [ dzscharged] Jfrom inpatient physzo
“Pt ready to be D/C back to RH [retzrement home ] "

PLAN:A D/C from in-pt [in-patient] PT services.”
However, an interview witﬁ one af the acute care physiotherapists indicated willingness
for two-way-communication with the recipient of the discharge note, if necessary, and
reported that in fact this has occurred on occasions 1n the past, presumably with contact
numbers provided: |

“... um, and I always just at the bottom [of the discharge summary], tell
them that if they have any questions or concerns to give me a call.”

" “And that's happened before, a few times ... it was a ... patient who was
still on feather weight bearing, I'm sure was a total hip, and [the nurse]
was just concerned whether they're still on feather weight bearing ... but

~ even though I still wrote zt in the progress note, ‘they just wanted to call to.
confirm that...”

 Patients and families Wereh(‘)t:alv’vays included direvct\ly"il‘l the
_information exchange at handoffs.

Physmtheraplsts were aware that fam1hes were 1;101aded in the handoff of
care, as noted above in the1r con51derat10n of fam111es keblhtles to ;‘handle the
51tuat101:11 in discharge plannlqg_. However, while there n}a_y”have been some verbz:l! ;_
instruction; de_monstratie_n o f ‘exerc‘ise or trensfer‘teehn‘_‘i}qitile‘s during the. -
hospitalizatioﬁ, this’ did not neceéserilly occur in every‘ caee, pa;ticalerly when ») |

families were not able to visit during regular business hours. There also did not
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always appear to be a direct flow of paper-based information for patients and
family caregivers to take home for reference purposes. This was illustrated in the =~ -
case of one of the male patients, during an interview with his family caregiver
(spouse):
J: ...were you given_any forms or a booklet about surgery or was everything .
face to face contact? T
‘W: no booklet but the people that were in the next bed got a booklet - .
because they were scheduled for surgery ... so I borrowed their booklet,
. took it home and copied it ... I didn't know about how he was supposed.to

bend and not bend,
- J: ... Was the booklet helpful for you? -

W: yeah ...we still have it here
The family caregiver became aware of a resource in possession of another patient
in her husband’s room, (a booklet entitled “My Guide to Total Hip Replacement”) =~ - -

which is routinely provided for patients undergoing elective total hip arthroplasty, . -

and undertook her own initiative to copy it for their use. Fortunately, this resource. -

wés appropriate, as the hip fracture surgical repair for patient L was a bipolar ..

hemiarthroplasty, aﬁd he was subject to the same precautions and exercises
-outlined in the booklet. Brief discussion with the acute care physiotherapist \
- occurred on a later occaéion, and indicated it was not common practice to provide
these booklets to hip fracture patients, even those with hemiarthroplasty, as
patients undefgoing elective arthroplasty typically received these booklets during
pre-operative clinic appointments.

In addition to the document review, speaking with health care providers, and

observing the transfer of information as patients were handed off to subsequent care

settings, illustrated some overall challenges to information exchange for patients making

-care transitions. Some of these challenges are discussed in the next section.
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3.5 Challenges of information exchange at handoffs
Research question # 3: What are the challenges to exchanging information through care
handoffs to optimize rehabilitative care for frail elderly patients during points of transfer
, across the continuym of care? o S |

' Séveral challénges‘to information exchange emerged consistentlyvacfos_s settings..
These again fit into the categories of retrieving information and providing ‘ir‘lformation.
Chéllenges for physiotherapists in retrieving needed information included searching
multiple data sources rto locate informatién, the amount of infpnnation, timeliness of
receipt of information and missing information. Challengés ‘i,n providing information
includéd information prepared for handoff by one setting not reaching thé inté;iciéd
recipient at the next setting, and requirements for consent (bo;h consent for treatment, and
consent for sharing of inforniation). Physiotherapists respdnded to these challenges in a
~ variety of ways, such as using telephoné énd fax, using the patient as “courier” 6f notes
and communicating with other rehabilitation team members, ’as depicted in Figure 3, and

discussed further below.
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Figure 3. Challenges encountered in information exchange during care handoffs.

information not
g IR reaching
multiple data intended
sources recipient:
- requirements
amount of for consent
information
i -communicating
timeliness of with other
information .. rehabilitation
" team members
_using "patient
‘ ' -as courier™
information S o
" missing phone or fax

3.5.1 Challenges retrieving hqﬁded off information o

Mulﬁple data SOurqus:; ) c |

;Physiothera'pist's in acute care had to navigate a number of data sources to retrieve
important infopnafion; These data s"ou’r’i;csf}(inclUd‘ed\eliéc‘irQniC he/é\tl»t\h‘rlecp-rds,"pv';i)per
hospital chlarts,’ patients, fainily and sémetimés other héalth care ﬁrdvidérs. As noted
previouély, they were 'initially reliant upci)h information already documented in the
patient’s ﬁe‘alth care record as they commenced their involvement with the patient
following surgery:

« ... Um, we received a i;éferfdl ihroug;z C'ern;e‘r [ thé electronic rééo}d

. System] ... s0 we would go up to the floor, we look over her chart first ...

look over things such as what type of surgery she had, how her injury
occurred, her profile, her weight bearing status, um, her social history
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- where she comes from, and so we review the chart, ... and then ... we would -
go see the patient.”
(acute care PT) -

The patlent profile, reason for admission, medical hlstory, surglcal procedure
activity orders and werght bearmg status vwere 1n1t1ally most 1mportant as dlscussed
earlier, and were gathered from other forms and parts of the health care record Some
1nformat1on was collected frorh a pap_er chart ina bmder at the nur51ng statron, as -
described in the excerpt above, and other information from a parallel electronic health -
’record. The followin‘g excerpt conveyed the strategies typically used by therapists in the
rural acute care setting to navigate multiple data sources to locate necessary information:

PT: Ok... so usually I go to the patient list, and it tells me all the patients
on the floors. So I get the referral, I'll look up the person's name, um, -
wherever they are, whatever room they are, and... then I would double click
on their name, and all their information comes up, so any lab results, any
x-rays, any operative reports, any consultations from the doctors that are
dictated, are usually on here. So I will, before I see the patients, um, look to
see if there's a history and a consultation, because that gives me
background znformatzon on the patient ...

H: Ok, so what we've gathered, is that the two charts [paper and
“electronic] are being used concurrently, in parallel somehow...

PT: Yes, I wish they would print them off and put them in the patient's green
chart, but they don't always.

"H: Ok, great. So in your mind, there is more information on the electronic
health record?

PT: There is, yes, um, ‘because in the progress notes on the patient's chart
it's mainly just what's been happening that day on the patzent whereas ifI
want a history on the patient, you know, where they came from how they
injured themselves, um, their past ‘medical history, all that is usually in the
history and physical, which is .. always online, and seldomly 1 would say,
they print it off and put itin the chart

(acute care PT) '

To find information on postoperative weight bearing status, physiotherapists
would have to locate the surgeon’s orders in the health care record. Physiotherapists and
other health care providers were thus required to be knowledgeable about the

organization of the health care record in order to find information necessary for the care
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of their patient. A surgeon indicated reliance on the physician orders section to provide
instructions to the health care team:.

H: So what's the best way to communicate with the patient and the family -
and the healthcare team around all those issues? [weight bearing status]
MD: Well you write it in the chart ... so the physiotherapy you write either
non-weight bearing, feather weight bearing, 50% or full weight bearing
and then people should get their instruction from that. Nursing would get
their instruction from that and physiotherapy and you tell the patient as
‘well. Depends on their memory too whether that's effective or not.”

Finally, spemﬁc information on the home situation, prlor moblhty status and act1v1ty level
were gathered from the patlent or famlly care glvers 1f not already avarlable in the
electromc or paper charts

f rstly I look z‘hrough the chart and get as much information as I can
fram there, and then I go through from the patient, and ifit’s difficult to get
information from the patient, then I go to the famzly um and then that's
about the order that I usually getit.” ‘ SR
(acute care PT) -

Amount of informa_tionf

| Besides having to sort}through multipte sources of data, some oh)(/siotherapists
remarked on havinfg to sift through large amounts of information to find the information
~ that would he important to their specrﬁc eare of the patient with hip fracture:

“I think the biggest challenge is that there's a lot of information ... and it'’s

*just, it’s just at times difficult to sort through what's exactly important for -
~ me to have at this moment, when I'm going to treat this patient. I find that
" one of the strengths is when a physiotherapist clearly tells me this is what

‘happened, this is what they've been dealing with, this is what they can do,
"this is what they can't do, and then I have that picture, it’s like for
- physiotherapy specific, 1 know exactly what they can and can't do.”

(acute care PT) o

Observatrons durmg thls partlcular conversat:on mdlcated to the researcher that large
amounts of mformatlon seemed to 1mpede efﬁclency in managlng the t1me pressures ofa

‘4 busy caseload
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In contrast however another theraplst seemed to have the opp051te oplmon about the
amount of 1nformat10n 1nvolved in workmg w1th a frarl elderly patlent with hip fracture:

“.. um, ] don't think there can ever be toa much information, a lot of times
there s too little mformatzon I woula’ say
(acute care PT)

Home care therapists discussed the inconvenience of large amounts of information
being received in separate batches at separate times, and via separate methods:

" PT: Well certainly, uh, electronically works well, right now we get some
electronically and some faxed. And it would be nice to have it you know,

“kind of all one way, and it would, be nice to have all the information come
all at once, instead of; get part of the referral, then you get additional
information, and so you can get two or three different batches of
information rather than it all come at the same time.

“Um, “with every referral uh there s separate batches of mformatzon The

- referral itself has the demographics on it, um, it'll have things such as what
area her case manager, it'll have some past diagnoses, it'll have contact
people, it’ll have priority for the client, meaning how soon they should be
seen, it'll have service plan on it. That's all generated on the CCAC system.
And then we're also faxed any specific information from the. hospztal which
would occur if there was any specific doctor's referral physzo a’zscharge
notes, that type of thing.” S : :
(home care PT) v

Timeliness of information

Information did not always “flow” as quickly as the patient did through the
contmuum of care, and physwtheraplsts occas1onally were faced w1th srtuatlons of
begmnmg assessment and treatment W1th a patlent W1thout rece1v1ng any 1nformat1on

related to the hand off.

“I thmk that usually we do get the znformatzon that we need my only thing
would be, sometimes the timeliness ... Particularly the client who goes
home end of the week / weekend, and then I see them right away the
beginning of the week, like the therapist hasn't had time to do it. You know,
so I've seen the client once or twice and then I get the note. You can still
carry on,; but the more information you have ahead of time, the better.”
(home care PT)
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“Sometimes we miss it, because it comes up to two weeks after they’ve
already come here, and so it's past when we've been lookmg forit.”
(long term care PT) TR

Informatlon mlssmg
Even worse than untimely receipt of information, on some occasions

handoff information was foﬁnd to be missing all together. The most common

element of missing information which was significant to physiotherapists' care
was a patient’s current weight bearing status. One home care physiotherapist
occasionally found herself missing this information following handoffs from acute
care. She expressed the challenges of trying to have elderly patients recall:
important information, and failing this, tracking information down fromthe -
referring surgeon:
“Um, well ... some of the case managers are good in, you know, ... making
“sure that the restrictions are written down, but um, sometimes they are
missed, so it's usually then to the client you ask, and sometimes the client is
“not able to tell you, "I don't know what the surgeon said, I have no clue".
Because they are usually sedated when they're in the hospital, they don't
capture all the information, so trying to get that information, and then

trying to get back to the surgeon to understand ... but it does happen

" sometimes.”
AN

Missing yin_for’mation on weight be.aring statu’sﬂhad pote_ntial impligatioqs for delay in the
progres’sion of the p'etient’s rehabviiliteition ‘i’n'avtimerlby‘menr:ier,'_es illlus_trateyd by another
home care PT |

“If I'm not sure of the wezght bearzng status 1 'll keep it to partzal I would

never progress them to a cane lf I'was not sure zt was wezght bearzng as
tolerated S '

And 31m11arly, on trans1t1ons from home care to outpatlent physwtherapy, welght bearing
status as well as other 1nformat10n was not always handed off efﬁmently, creating an

information gap, as noted by an outpatient PT:
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“Occasionally we do need to track down wezght bearing orders or

" restriction orders ... often at home care there may not be a good transition

of information from home care to us. Sometimes we get it and sometimes

we don't, it'’s hit and miss. And with somebody who can tell you, it doesn't

create a gap, but sometimes people who are even ... high functioning, can
- have big gaps in their memory, especzally around somethmg as traumatic

as that. Um, so that can be a gap. o

3.5.2 Challenges providing handojf information

‘Information didn’t always reach intended recipient

On some occasions, physiotherapists in home care and long term care were
observed not to have received a discharge summary prepared by the acute care therapist,
even though discharge forms had been observed to be sent, or documentation indicated
“PT discharge note to fqllow”.' At one long term care facility the researcher had been able
to retrieVé the’documerit from 'the heélfh care record at the care facility, and the therapist

‘was asked 1f she hed received the .sufrllmary during the interview:

PT: .. 1becausé we didn't get anything. I went and searched it out.
H: And how about the summary from the physiotherapist?
"PT: No.

DiSchssing this later with the sender of the information, revealed a perceived lack

of control over the success of the handoff: £

H: And then so, this is what I have become interested in, is you've done
your handoff ... and a very nice job, lots of information, but on their end,
‘they're saying, ‘we don't get anything, we have to'try and track it’...
PT: Iusually always try to have a discharge summary for wherever they're
- going because I know it's nice for me to get one, and so I want to kind of
 pass along that favour too, so, when I write one, I usually give it to... the
' clerk to send with them in their stack of papers, after that I don’t know what
happens to it, whether the person receiving all the papers just doesn't hand
it to the actual therapist there, or what actually happens with it Idon't
know ... I wouldn't have time to follow up and make sure they have zt in
thezr hand or anythmg lzke that 1 Just hope that they get it. o

FrS o ¥, ;B B P W)

_



On one of the occasions of missing information, it was observed that the patient
had been trans:l’erred while the acute care ‘therapist was at:va}t on ’a sick day. On
these occasmns there may not always ha\te been an opportumty for the theraplst
to track the patlent s chart down from health records to complete dlscharge
documentat1on after the fact.

Requlrements for consent

The top1c of consent arose ina number of interviews as well as observatlon
perlods Hosp1ta1 staff in general dlscussed the practlce of requlrlng patrents to prov1de
consent for the exchange of 1nformatlon w1th new care settlngs

“And if um we're here and it’s our patient we usually obtam that patient's

consent and um before you can fax information back and forth you know -

we will obtain their consent and sometimes we’ll get a wrztten consent from

the patient to be able to do that.”
(acute care RPN)

The Cllnical Leader '(RN ) sooke of her re:sponsibilityto aconire the"patients" consent in
order to make a referral for the CCAC hosp1tal case manager [to arrange for home care
services or prov1de assistance w1th‘resr)‘1te or long term care placements]

| gettmg all the [patzent or famzly] szgnatures so that CCAC can contact

them...”
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Other care settings, for example a long term care home, required consent for the patient to

be referred to the physiotherapy service which was contracted to provide care at the
facility:

This brought us to touch on their service — [company name], their company
has a contract with this long term care home, as well as some others
including a home in [town]. Thus they are not employees of [the long term
care home], but they come in to provide therapy services. This causes them
to require a signed consent from the resident in order to see them. Usually
this consent is included in the paperwork signed by residents and families
on the day of admission, but occasionally / often there are delays in receipt
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- of this consent, and subsequent delays in the resident s receiving

" rehabilitation services. They note that residents and families are usually
upset at this, but that “we can't see them until we get the consent”,
(ﬁeld note — long term care PT 1nterv1ew)

The patlent in this context was aware of the delay in serv1ce but not the reason for it. She
remarked on her exper1ence of wa1t1ng, whlle watchmg her roommate undertake therapy:

A: I m not gettmg any therapy yet
H: Still not?: R
A: ... I guess the theraptst wzll tell me about what exercises I should do and
then will probably say I'll see you next week ...
H: So you're waiting for therapy still, then?
A: Well the lady in the bed beside me, she's taking therapy and she tells me. .
what she does, because she s broken both legs, and so she just you know
“does.this with her toes.and I guess I'm supposed to raise my leg as far as it
will go, and then, 1 thznk that I could make that up myself what to do.

Her fam1ly caregiver expressed concern, but also d1d not seem to have any understandlng
of reasons for delay in the cont1nu1ty of her mother S physwtherapy pro gram

H And 50 have you been lookzng for znformatzon on the therapy at all ?
HC: I had assumed that it would just follow right along promptly, because I
thought that they liked to get people moving right away, not that ...well -
about the first thing they said to me is: ‘you've got to tell your mum not to
get out of bed without somebody with her’, so it wasn t like I had to worry
about mum not moving around ... because mum was the opposite, so it §
Just that if there s supposed to be something that she s supposed to do that
would benefit her and she doesn 't know about it, and she s not getting it
done, because apparently there seems to be some lag in this
physiotherapist, but you’d think there’d be some back up if she s away.

Home care therapists discussed their practices of obtaining patient consent upon initiating
therapy in the home setting. This entailed both consent for treatment, as well as consent
for release of information:

“... before we go through the assessment we have a consent form that the
client signs for us, according to the policies and procedures, and we have
another form that the client signs, which is-the release of information,
which would be either to the case manager or the family physician, or their
SJamily or friends, and if they are ok to znvolve this team for exchange of
information, the client signs it for us.”
~ (home care PT)
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3.5.3 Strategies to counter challenges E
"th'Siothverapis‘ts dealt with information gaps following handoffs in a variety of
ways, and described some advantages and disadvantages typically encountered,
depending on the strategy employed. Methods available for therapists to retrieve
information were also variable by care setting.
- Information sharing / communication amongst rehab team members in home
‘care or outpatient settings
Sometimes the care setting was a barrier to effective communication amongst
other health care providers. Home care environments were not as conducive to team
functlonmg for collaborat1ve care, as d1scussed by a home care physrotheraplst
I thznk the only other thzng, as far as communication, it's hard zf
‘ there 's other service providers in a client's home, it's hard for us to
communicate with each other. In a hospital setting, you know, sometimes
the nurse is right there, the physio is right there. It's not so much the case,
like if the OT is seeing a client, I try to you know, leave them a message, - -
“saying I'm in there as well, do you see anything, or any concerns, but often,
you know, you never, unless you want to do a joint visit, you're not there at

the same time. It's just hard, irzformation between people, it s just hard to
commumcate and share :

, Theraprsts indicated havmg left v01ce mall messages or notes for other prov1ders
in the home in attemptmg to dlSCUSS problem solvmg on certain issues. However
the dlverse schedules and lengthy travel dlstances of the rural settmg ofte}nv o
nrecluded actually maklng joint visits W1th pat1ents -

On the other hand, if patients were seen vm the outpatient department at the rural
acute care ~hosp.ital,fmilssing information or qnestion_s abo‘n‘t ‘th‘e patient were more‘/
easily answereddne to the’elose ‘prox‘im.itv of the previons eare providers.

“.. Becaase: we, um, a lot of the orthopaedic surgery is done here, it'’s very

easy for us to just ask the inpatient therapist. So what was so and so doing
in hospital, or what was their weight bearing status, so we have that
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advantage ... you don't necessarily have with somebody coming from
" another facility.
(outpatient PT)

Using telephone or fax to retrieve information : -

Therapists in long term care or home care settings typically 4spoke about having to

call or fax a busy surgeon’s office to answer questions on missing weight bearing orders

or other surgical precautions. A long term care home PT discussed the difficulties of
reaching a surgeon’s efﬁce by telephone:

“ ... sometimes I will call the office, but I don't always get a response back,
when I call the actual surgeon's office. Sometimes I do after a few phone

calls, um, but generally if I call to speak to somebody, I have to leave a ..
message and I won’t hear anythzng back.” '

Faxing was commonly reported as more efficient than reliance on phone calls, in
particular for those workmg in home care,vas described here:

PT: Uh, it depends on the surgeon. Um, some of the ones in the county, I
can call, and talk to the nurse, and she provides the information. The ones
in [urban centre], what they prefer, is fax them something with the question,
the secretary will show the surgeon, he'll put a comment on it, and fax it
back.

H: Rzght and that's fairly timely then for you?

PT: That one, the timeliest I've ever seen, it came back in one day. The
phone calls can sometimes be not so timely.

(home care PT)

Interestingly, therapists in all settin'gs: seemed to believe it most efficient to contact
the surgeon’s office rather than trying to locate the previous therapist to retrieve
needed information:

“H: ... and then they call the surgeon’s office to try and get information,
rather than try and call the previous therapist. '
PT: No, I usually, I'd say very rarely if any, 1 would ever get ini contact with
another therapist.

(acute care PT)

J o — e e e W . o



Using “patient as courier”

- Patients were often found to be a reliable mode of delivery of notes to surgeons

~with questions, as well as handoff documentation, particularly from home care to -
outpatient care:

“And I got an update from the home care therapist, was forwarded to me .
 the patient ... had that with her when she arrived. That's the normal mode
. we would get it, although it's possible it might have been forwarded tous:
by home care but usually it comes to us with the patzent
(outpatient PT) : :

H: And that being would you .. . send something to the surgeon? - S

* PT: Ifind that the most effective ... I will do a note to say this is our
program, this is what we think, I would appreciate any suggestions ... Then
1 get a response back.
H: ... something on paper, with the patient, at the time and that's the most
effi czent with the surgeon ..
PT: Yes, he can write somerhmg and send it back with the patzent
PTA: and then we usually get it right away. And if a family member is going
with them they usually bring it right back to us.
H: So especially if there's been restricted weight bearing, getting something
back to say it's ok now to do something more.
(long term care PT, and PT aide)

“... And then they always have an upcoming appointment with the doctor at
which time I send a written note, and then if I have any specific questions,
put it on that, and then the client brings it back to me, so I have a written
type thing right there.” \
(home care PT) ' '

However, on some occasions, using the patient as courier also had its drawbacks,
despite the best of intentions. One home care PT spoke about patients forgetting to
take her notes to the physician appointment, and the resultant inconvenience to her
care of the patient:

J: Now that letter that you send back with clients, do clients ever forget to

take it? ‘

PT: Of course they do ... In that case sometimes they bring a little slip from

the doctor and then we're ok ... Sometimes even that is forgotten and then
we have to hunt the doctor.
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Overall, the rich descriptions and observations obtained through the ethnographic
~approach illustréted'aspects of physiotherapy care handoffs in which information transfer
. was adequate, as well as areas where gaps in information flow continued to occur, with
subsequent impacts on /patients and families. Additionally, several aspects of the health .
care system context faqtqred in to handoff practices and successfuliinformation transfer
for patients making care transitions. .The implications of these ﬁndiﬁgs related to the key
concept of interest “how does information exchange by physiotherapists contribute .to' the
patient and family experience of continuity of care across settings” are discussed in the

following section.
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4 - DISCUSSION .- . -
The.éim of this thesis was to explore the exchange of information by
. physiotherapists regarding patients with hip fracture, in their journey through the rural
health care system in réal time. Information perceived to be important to physiotherapists
to care for patients with I}lp fracture, and the process ofﬁanding off to the next care
provider were examined through focused reseafch questions. Patienté’ and family .
caregivers’ perspectives on continuity of quality care following handoffs were also of
specific interest. The ethnographic approach, with in-depth interviews, observations in .
the field, and review of pertinent documents, allowed a unique opportunity to leiOW~
patients in real-time in their rehabilitation journey. :
4.1 General discussion -
- This final chapter will first consider the findings related to the research questions:
1) what informafion was important to physiotherapists, patients and families in’
rehabilitation following hip fracture, 2) what processes and chalienges of care handoffs
were undertaken by physiotherapists in a rural health care context, and 3) how did
patients and their families perceive concepts of continuity of quality care? The élObal .
picture of information exchange within the health care system and specifically during
care transitions is then described. This chapter will also reflect on credibility, limitations
of the study, and explore reflexive considerations on how the author’s experience “és a =
health care provider contributed to and influenced the study. Finally, this chapter - .
concludes with a discussion on: a) how this study contributes to physiothefapy education
and practice, b) potential health system considerations that would enhance continuity of

care for the elderly, and c) future research directions.



63

4.1.1 Information important to physiotherapists during handoffs
Physibtherapists in the various care settings explored’du‘ring this study reported
.similar information needs in the care of an elderly patient post hip fracture, and following
care handoffs, as might<be expected. These aspects of information were primarily directly
related to the routine clinic;il responsibilities of physiotherapists, im)olving therapeutic
decision making, goal éetting and treatment planning. In acute care, decisions’ around
| discharge destination resulted in an emphasis on the patients” functional abilities. Asa: - -
result, in both the retrieving of information,tand providing information to others, weight
Vbearing status, functional mobility, home situation and availability of family supports
were most important. In addition, physiothefapists acknowledged the importance of past
health history as vital information in initiating as well as handing off care. Several
authors (Wells et al. 2003, Marengoni, 2009) have noted that patients with hip fracture
typically have multiple co-morbid health conditions, which increases the complexity of B
| their care. |
4.1.2 Processes and challenges of physiotherapists’ handoffs
. -Handoffs displayed a discipline-specific pattern of information transfer. When the
patient was transferred to the next care setting, all of the health care providers, including
physiotherapists, prepared their own selected information (which they felt pertinent for
the health care providers located in the next care setting to know) in order to hand Aoff the
care of the patient. The fraﬁsfér of information occurred primarily through the use}(.)f
paper based forms created especially for this purpose. Forms were either handwritten,
computér generated (such as the CCAC RAI-HC [Resident Assessment Instrument — -

- Home Care] form), or transcribed dictations. In addition, paper charts were in use along
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with“electronic health records, in a parallel system, both at the acute care hospital -
“settings, in home care, and some long term care homes. Physiotherapists had to look in
~many different areas, in the paper charts and in sections of the electronic records, to find
the information that they required to care for the patient at each point in time. Because
health care providers traqsferred only selected information from patient charts onto
specified transfer forms or discharge summaries, opportunities were éreated for gaps in
information to occur. These information gaps observed during the study wc?re'consis'tent
with the types of unmet needs found by Naylor (2002) and Coleman and colleagues
(2002) discussed in the review of literature. Some of these gaps included differing :
expectations between patients, family caregivers and héalth'care providers, and lack of
preparation to assume the caregiver role upon hospital discharge. -
4.1.3 Patient and family perspectives on continuity

-~ When information gaps occurred, physiotherapists would often first turn to the
patient and family in order to resolve their questions. In the acute care setting, if patients’
functional abiliti‘es‘ were deemed insufficient, or the family suppoft was considered
inadequate to sustain discharge to home, families were formally called in to discuss
alternate caré settings. However, for patients where it was decided they would be
transferred to family caregivers, no formal family meetings were held. In these caées, it
was assumed that patients and families had the ability to “manage”. That is, that they
were able to help the patient with mobility-related issues such as transfers and bearing
and movement restrictions. Families in our study were primarily informed of equipment

- which would be needed at home. Coleman (2003) observed that “the patient and
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caregiver are the only common thread between sites of care” and thereby inherit the
added responsibility of coordinating their care transitions, however often do not have th¢
necessary skills and confidence to do so (p. 550). Chugh et al. (2009) similarly observed
that shorter lengths of hdspital stays and increased acuity contribute to increasingly -
complex discharge instructions and higher exﬁectations on patients and families to’ .
perform challenging self care. Time and resources dedicated to patient' and family
caregiyer preparation for discharge has not noticeably changed, and no standardized
approaches to assuring patients and families adequately comprehend diSchafge
instructions are in place (Chugh et al., 2009). This study likewise revealed that family
caregivers were not always included fully in an exchange of information to prepare them
to assume and coordinate care. When caregivers were unable to attendthve hospital or
home during the patients’ physiotherapy treatment sessions, they often missed learning -
- important information. The lack of a formal process to ensure patients and families were
provided information important to their recovery waé apparent..
- 4.2 Global perspective of information exchange

- Through the ethnographic field experience, several 'overarching"concepts related
to information exchange in the rural health care system emerged, which reflected the
cohtext within which the physiotherapy handoffs took place, and subsequent impacts on
patients, families, and health care providers. These concepts included the persistende of
silos of care; and lack of accountability across the system. In addition, when care - -
handoffs did not go as smoothly as planned, consequences occurred for physiotherapists,

patients and families, as predicted from the review of literature.
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4.2.1 Silos of care persist

As patients made transitions and physiotherapists handed off care to various care
settings, the reality of discrete silos of care emerged. While the home became another -
healthcare setting for pa;cients discharged by into the community, inforrﬁation was not
routinely or formally transferred to the main workers in this setting (i.e., the patieﬁt and
family). In essence then “home care” became a further silo potentially is'o'l‘ated from
“home”. This was also further evidenced through separate health records in each setting,
and the need for consent at each new care setting. |

-Health care records - -

Through observation and document review, it was evident that there was not one
patient care record which travelled with the patient from one care setting to another. Each
care facility and institution, including the hospital, CCAC or long term care centre, kept
~ their own patient cé.re record, typically a paper “chart” in a binder. While electronic
health records were emerging (and forms of technology were in use in each setting to
greater or lesser degrees) many of the electronic systems did not “speak to each "other”,
meaning that sites with one form of electronic record could not access electronic records
from the previous setting. As a result, all health care providers, including'
phySiotherapists, had no other recourse than to continue to rely on the paper-based -
communication discussed above. Consequently, the paper chart at each setting ;:oﬁ;tained
a combination of information, from which physiotherapists would need to formulate the

patient’s story in efforts to provide care with some essence of continuity for the patient.
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~Need for consent =~
- The topic of consent arose in a number of interviews as well as observation
. periods, and further supported the concept of silos of care. The ongoing reqﬁirements for
obtaining consent, both/ for treatment, and sharing of information, conﬁoted separate
circles of care as the patigﬁt moves through the health care system, rather than one
overafching system of care. It seemed as if patients were viewed as 'a‘ different person in
each agency, rather than one person going through a process of care in a continuous
system. Repeated requests to sign consent forms, as well as the deiays in referral and / or
treatment contributed to patient and family perceptions of less than ideal management - .
| and relational continuity as per Haggerty et al. (2003).:-- -
4.2.2 Lack of accountability across care settings
- The concept of separate circles of care within discrete care silos was further:

reinfqrced by the perceptions of somé physiotherapists who felt they were either unable
or not required to follow up once the patient left their care setting.vThiS.Was somewhat
related to interpretétions of the Personal Health Information Protection Act (2004), which
refers to a “circ_le'of care” without an explicit definition of the term. As the roles and
responsibilities of physiotherapists were confined within each health care setting, the
physiotherapy handoffs reflected accountability only within their perceived mandate,
which was generally to the physiotherapist in the 'next health care setting. Indeed, it was
apparent that the only practitioners truly following the patients’ progress of recovery
across settings were the orthopaedic surgeons. Surgical follow up seemed to be primarily
related to monitoring of surgical outcome and mobility status, more so than for the .- -

~ overall functioning of the patient. Thus, no one care provider appeared to be accountable
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fully for the patients’ needs across the entire episode of care following hip fracture. This
- finding mirrored the conclusions of Weinberg (2007) who also described a system where
. no one provider was accountable through the coﬁtinuumbf éare of surgical patients.
4.2.3 Inadequate handoffs have cbnsequen ces
-+ Consequences fqu physiotherapists

Missing information can clearly result in inefficiencies of cafe. When health care
providers spend time having to “hunt the doctor”, and tracking down needed information,
such as current weight bearing status, time is taken away from patient care and the
benefits of early mobility may not be realized. Paine and Millman (2009) noted that just .
as inpatient care providers require physician orders to treat and deliver care, likewiée :
home care providers require comprehensive handoffs with clear directiéns in order to
maximize the time that home care staff can spend with.patients‘. However, suggested best
practices for handbffs as outlined by Arora (2009) (to utilize two modes of - -
communication, including face to face interaction supported by documents on
-standardized tempiates) are impractical when the sending and receiving care settings are
- separated by significant distances in rural settings. Yet, with only one mode of o
communication in use to hand off care in this rural setting (paper based documents
flowing one way), health care providers had little or no feedback informing them if their
handoff was missing infor'matio'n.; |

Cohsequences for patients and family caregivers

Ineffective handoffs, due to issues of consent, or incomplete information
exchange, had implications for patients and families in their experience of continuity of '

care. One of the most alarming illustrations of consequences was one participant who - =
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re}s‘ided in a long term care facility and was following the exercises of her roommate. This
" was because therapy had not begun due to the physiotherapist not having received
. consent, of which the family was unaware. Similarly, family caregivers who were found
to have taken and phofocopied education booklets from their roommates in hospital,
demonstrated how eager ﬁatients and fahqilies are for information they need to support the
patient’s recovery following discharge. Weinberg et al. (2007) obsefved that patients and -
families who perceive poor care coordination may experience‘conﬁlsioﬁ and later nb’n-’
cdmpliance, which could lead to poor outcomes wheﬁ successful rehabilitation is reliant
on patient cooperation. Coleman (2003) and others (e.g., Naylor, 2004; Snow et al., 2009)
have also noted that patients and family caregivers express significant anxiety.during cafe
transitions. Feelings of anxiety may result from a lack of understanding and prepération
for their self-care role, cqnfusion due to conflicting advice, and even “a sense of .
abandonment attributable to the inability to contact an‘appr'opriate health care practitioner
for guidance” (Snow, et al.; 2009, p. 356).
- 4.3 Discussion of Reflexivity = |

. As discussed in chapter 1, this study was shaped by interpretivist—consfi'uctivist :
ontology and epistemology. While the patients came to rehabilitative cére with a
common diagnosis of hip fracture, and some had similar treatment trajectories, their
varied ages, pre-fracture lifestyles, levels of functioning, home situations, socioe;:onomic
status, and co-morbid health conditions, presented a range of multiple realities of their

¢ ; _

situations. The ideas of successful continuity of care and rehabilitation are inherently tied
to particular values, previous experiences, social situations and current understandings of

the individuals affected, their families, and their care providers. The knowledge gained in
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thig study emerged through, and was shaped by, dialogue between the researcher and

- participants. The participants were viewed as the experts in the meanings they made of
the hip fracture experience and rehabilitation process. As the researcher, I became the
author of the stories aﬁd perspectives provi-ded by the participants. .

I was frequentlyp%zvare of my own perspectives as a health care i)rovider during
my dialogue with patients and families. As a physiotherapist vwith niany years of expertise
in rehabilitation and geriatric care, I have participated in care handoffs for many patients
in a wide variety of care settings. I came to recognize that during all my years of practice,
while oftenvtaking the time to forward information to a colleague as a patient was
discharged to another setting, I had not been actually conscious of the formal term -
““handoff”. I could not recall being taught about handoffs during my pﬁysiotherapy

education, but rather learning how to comp‘lete discharge documentation during clinical

practicum placements. My practice in this érea was primarily informed by policy and

procedure of each work environment, as well as professional regulatory obligations of the
- College of Physiétherapists of Ontario. I also came to reflect on a number of occasions
where I could recall that I may not have completed an adequate handoff,v and sometimes
no handoff at all. |

In addition, vbecause of my past involvement as a Manager of Geriatric Services as
well as a home care physiotherapist, I carried personal experience of seeing rehabilitation
services being increasingly eroded and shortened as our health care system responds to
growing p;essures and rising costs of caring for an aging population. I recognized that
| hospital lengths of stay are increasingly shorter, and access to inpatient rehabilitation or

home care services is becoming increasingly limited. As a'result, I have come to believe
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tha‘g elderly patients increasingly may be prevented from reaching their true potential . -
* through rehabilitation. By engaging in ongoing reflexivity, rhy biases were
. acknowledged, a'nd. were found at times to surface during the dialogue witﬁ paiticipants. _
Through reﬂecvtive joufnaling and analytic memos, the influences of these past
experiences in constructi_né, the study findings were recorded and reflected upon - .
throughout the study with my research team. |

~ Asaclear example, while the study unfolded, I began to recognize that I was:
initially viewing the story unfolding through the eyes of a physiotherapy clinician. I could
easily relate to the inconvenience of »having to track down a physician for weight bearing
orders, or having to search multiple areas of paper and electronic charts for necessary
information. However, later in the study, through deeper reflection and ’discussion with
the study team, I began to appreciate other serious implications arising out of the care
transjtions under study, such as seeing patients left waiting for resumption of their
physiotherapy program. Larger system issues began to come to mind, such as clinicians
-seeing family merﬁbers as “unavailable”, when viewed from a family’s perspective, the
physiotherapist was actually unavailable to the family. This was part of my own evolution
- from experienced physiotherapy clinician to novice researcher through the course of the .
study. -
4.4 Credibility

- To promote trustworthiness of the findings from this study, criteria described by

Guba and Lincoln (1994) were applied: credibility, dependability, confirmability and -
transferability. Through peer debriefing, thé reseafchprdcess ‘was reviewed and discussed

among the large group of InfoRehab co-investigétors and students in research group
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mee}ings, and“disinterested peers” via lab group meetings. Peer debriefing facilitated the
‘review of interpretations and constructions being created from the déta. Dependability
“involved the use of triangulation of data from the various sources as noted. The use of an
audit trail, which was képt throughout all phases of the study, assisted with
confirmability. Facilitatiqnl of transferability was sought through thick description of the
ﬁndihgs with the aim of enabling those interested in transferring ﬁndings to other .
contexts to determine whether the concepts are similar enough to make such a transfer. A
. focus on these criteria throughout the study enhanced the quality of the study and ensured
that the findings were trustworthy.
4.5 Strengths and Limitations of the study
. The large study sample, wide variety of patients and health care ’prov.idersi i
recruited, and volume of rich data generated were significant strengths of this study. The
author part%cipatedb in the majority of iﬁterviews, observations, transcription of
recordings, and collection of documents, and thus was deeply immersed in the research
context and the dafa at all stages of the study. This allowed for knowledgeable and
credible interpretations of the study findings. ;
Limitations included the inability to interview a health care provider and/or family
caregiver for each patient in each setting: In particular, it Would have been advantageous
" to have been able to recruit a primary care practitioner for one or two of the patieﬂts to
gain their perspective. In addition, recruitment of distance caregivers could have provided

further rich data related to care transitions in this rural context. If additional time were .

available, further in-depth interviews with physiotherapists around the usefulness of -
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hangloff documentation received, and practices involving family caregivers in handoff
‘communications could have been further explored.: |
.4.6 Contributions to Care H#ndoffs and Future Directions
o »A great deal of résearch has been undertaken 6n care handoffs ih view of patient
safety, the majority of which has focused on physician and nursing handoffs. This study
provides several unique perspectives. First, by taking a specific focué on'éare handoffs by
physiotherapists, seyeral important issues in the continuity. of care of patients with hip
fracture were illustrated. Physiotherapists in one rural care setting did not always have a
full understanding of the information needs of the care providers in the next setting..
Continuity of care was challenged when information was not received in a timely manner,
if wrong information was received, or no information was received. Efféctiverﬁethddsto
facilitate the understanding of the information needed by care providers in various rural
Settings need to be identified in future research. Suitable methdds of handoff which " - |
ensure information is received, including those which consider the e\;olving role of
electronic health récords, should be incorporated in future studies.

Second, this study provides some insight into the impacts of inadequate
information exchange at care handoffs from the perspectives of patients and families in a
rural health care environment. Importantly, when families were not available to connect
directly with physiotherapists in the acute care setting during business hours, theré :
seemed to be an assumed deficit on the part of the family. When the family was not “at
the right place at the right time” from the perspective of the physiotherapist, there was a
shift of responsibility to the family to track down information needed by them to assume

their care responsibilities. It was evident that formal care providers perceived that “the



74

family has to get its act together” rather feeling that as formal care providers they had an
- obligation to ensure.families were included in the information exchange. Cameron and -
- Gignac (2008) have begun to address the information needs of family caregivers in the
area of stroke care. Siﬁilmly to patients with hip fracture, the balance of care shifts from
professional health care pfoviders to family caregivers when patients with stroké are
discharged home. A conceptual framework “Timing it Right” was déveloped, outlining
the changing needs. of education and support of family caregivers a_s_patients’ transition
across the continuum of care (Cameron & Gigﬁac, 2007)..The information needs of -
family caregivers of patients with hip fracture are an important area of further study.
Finally, the observation of primarily a one-way flow of information demonstrated
that handoffs were seen by physiotherapists, to a certain extent, as a function of ending a
patient’s care episode, rather than communicating important information. This pattern of
communication was acknowledged by Lee and Garvin (2003) to be pervasive throughout
health care practices, with resultant significant limitations to effectiveness. They advocate
-that “researchers énd practitioners move beyond traditional information tranSfer (based -
on a one-way monologue) toward a more useful and appropriate notion of information
exchange (based on a two-way dialogue)” (Lee & Garvin, 2003, p. 449), both in health
policy making, as well as patient / provider encounters. In transi\fioning elderly patients
across various health care settings, the concept of a two-way exchange of informétion at
the time of handoff presents further Challenges in a rural context, and enlightens the = . .

important role of communication with the patient and their family caregivers.
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4.7 v‘Implications for Policy, Education and Practice

“Ethnographic accounts can be a rich source of insight into the lives of a group of
. people, but they can only portray life as it is, not hoW’it’sh’ould be” (Richardson, 2006,
p.88). The findings frofn this study illustrate implications for health system policy, as
well as for education of students and physiotherapy clinical practice. =
4. 7.1 AcCrédiiation policies and care handoffs

In the area of health system policy, this study shows that there is a need to review
| and expand accreditation policies and required organizational practices in the area of
information transfer. Hospital accreditation programs in Canada have recognized the . - - -
importance of information transfer at the time of patient care transiﬁons, by instituting
new Required Organizational Practices (ROP’s). However, these ROP’s’ mandate only to
show evidence of policies in place, that staff are aware of the policies, and that there is
documented evidence of timely information transfer. The latter requirement is fulfilled - -
simply by keeping a copy of the discharge documentation in the patient's chart at the last 4
care setting.\Whilé this is an important initiative, this could be viewed as only a vital first
step in the process of improving patient safety during care transitions. This study shows
that other important considerations for appropriate information transfer include the -
content of the information,; and information needed by the patient and family. Also, with
the standards structured around the concept of one-way information transfer rathef than
two-way information exchange, as discussed above, their impact remains less than ideal.
Moreover, these accreditation standards apply only to the hospital discharge transition, -

and no standards exist which apply across the continuum of care.
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4. 72 Physiotherapy education and préétice SRS
Physiotherapy education in Canada has evolved recently to a two year post-

.. gradnate qualification. As a result, students have much to learn in an accelerated
curriculum, from theorétical principles of physiotherapy assessment and treatment in a
variety of clinical areas, to documentation, professional ‘practice regulations and
functioning of the health care system overall. Practical observation and execution of
physibtherapy. documentation and care handoffs occur in clinical practicum placements
and will be strongly influenced by specific organizational practices. This study raises.
questions about the education of physiotherapy students in executing care handoffs in the
current health care system context. Chugh et al., (2009) observed that specific training of
health care professionals in providing clear and concise discharge instructions to patients
is minimal in the United States. .In addition, this study shows that in-depth interviews
with physiotherapists around the usefulness of handoff documentation received, and their
actual practices involving patient and family caregivers in handoff communications
should be explored further. |
4.8 Conclusion

-~ When a significant health care crisis occurs, such as a hip fracture, people enter
'into the health care system via an écute care setting. There is then a general perception of
an orderly continuum of care by which patients “flow” through the systern. This ﬂxow

| takes place as patients make tranéitions through various settings of care, providing.

information to subsequent care settings through a handoff process. However, as this study

shows, the portrayal of people as entities moving down an assembly line with simply

one-way transfers of information is inadequate at best.:.~ -
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i Patients with hip fracture (typically over age 75 and with multiple morbidities) are
" an ideal model to explore the experience of growing numbers of frail elderly moving
. through the health care system. This study has demonstrated that assuming there is a.
- single assembly line, of care continuum, is insufficient. The range of possible care.
trajectories through which patients may travel are so variable that a “one size fits all”
one-way model of information transfer is ineffective.. This one-way ﬂow model of
information transfer does not allow for information to be individualized to the needs of . |
the next care providers. Further, this assembly.line model does not allow for adequate
‘information exchange with patients and families in order for them to resume their‘primary
caregiver role once patients return to their communities.

Exploring and understanding how physiotherapists attempted to ensure continuity
of rehabilitative care through care handoffs of patients with hip fracture was a key
obj ecﬁve throughout the study. It was evident that attempts were directed towards both
informational and management continuity (Haggerty et al., 2003). While a numbér of
standardized appréaches were in place (such as speciﬁc transfer forms and templates for
discharge summaries) and many consistent elements reached subsequent care séttings,
significant instances of ihformation gaps were identified. These gaps had potentially
serious consequences on health care providers and patients. Much previous work in this
area has focused on implementation of new care providers to work in transitidnal Acare
roles, and span the boundaries of various silos in the system (Naylor, 2004, Coleman et
al., 2006). Whether use of these models would be sustainable in the Canadian context is a
key question. They may generate savings through reduced re-hospitalizations, or

reduction of other adverse events. However, since Canada already has a shortage of
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health care providers with specialized geriatfic expertise to engagelin these practice

~ models the Qral pl_e‘;hods for transferring information maynot: be‘possyible. Incorporation

- of two-Wéy éommﬁﬁicatic;h‘ or othér ihnovaﬁve sélutiéns iﬁtrn() evolv'i)ng.éleck:tronic health
record systems may aliow both cost containment and better‘information eXChange‘ Itis
clear thét.peitients and familiés alélo haﬁé i"mporrfant ;olés dunng care traﬁsitions:
Developing ‘policies and practices which ensure that health care prinders,,such as
physiotherapiﬁfs, ar’e;avéi’lalile‘ito. fkaAlnylile-ceiregive':rs to engége in a‘ppr(v)p‘r‘i‘ate' and éffective

communication at the time of care transitions should also be examined.
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Consent to be Contacted Form

InfoRehab: Enhancmg MSK Rehabllltatlon Through Better Use of Health
Information

Pnncnpal Investlgator L
Dr. Bert M. Chesworth, School of PhyS|caI Therapy,
The University of Western Ontarlo

I agree to provude my name and phone number to Ms. Helen Johnson, a
research staff member who will contact me to further explaln the project and
dlscuss my part|C|pat|on :

Nameof potential participant (Print) ~ Phone number

Signature of potential participant o pDate

Name of legally authorized repreeentafive' (_Print) (If app‘ropriate) e

Signature of legally authonzed representatlve } ",Date ~
(Ifappropnate) - ST Ay

Name of pers'on obtaining consent (Print)

Signature of person obtaining consent . Date
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Health Seivarer .

Letter of Informatlon for Patlent Wlth a Hlp Fracture

InfoRehab Enhancmg MSK Rehabllltatlon Through Better Use of Health
= Information _ \

-

You are being invited to participate in a research study to identify how hip fracture
patients, their families and care providers participate in and experience the
exchange of health care information when moving across health care settings.
Health care transitions from one care setting (e.g. a hospital) to another (e.g.a
home) are common when someone fractures:his or her hip. :

Despite the frequency of transntlons between and within healthcare settmgs little
is known about how to ensure that the rlght personal health information is
collected and made easny available, and mterpretable for those who need it as a
patient is transferred from one healthcare setting to another. The results from.
this study will be used as part of a larger scale study that aims to improve the
quality of life for persons with musculoskeletal (MSK) disorders through the better
use of available personal health information. The purpose of this letter is to
provide you with the information you reqwre to make an informed decision about
part|C|pat|ng in this research

/We are asking you to take part because we wssh to find out what mformatlon is
the most important to hip fracture patients, families, health care providers and :
| health admlnlstrators and/or managers to optlmlze recovery from a hlp fracture

We are grvrng thls letter of lnformatlon only to persons who are berng treated for

a hlp fracture at either S|te ofthe . .or -

2 |f the above S|tuat|on does not apply to you, we ask that .
you not volunteer to take part in the study ThIS study will require 32 people.

The study is being conducted by Dr. Bert Chesworth, who works at the School of
Physical Therapy at the University of Western Ontario.. He will supervise the
study along with co-investigator Dr. Dorothy Forbes, who works at The School of
Nursing at the University of Western Ontano Collaborators on thls prolect
include the administration of the - and

Manager of Rehabilitation Services forthe ~ ,and
Senlor In- Patrent Occupatlonal Theraplst at the f N

? Blank spaces indicate de-identification for this thesis document
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If you agree to participate in this project, you will be contacted by

or one of her clinical staff members at - ,who
~ has been providing you care,or “orone of her clinical staff
members at ‘who has been providing you care. These

~ persons will introduce you to Ms. Helen Johnson, a research staff member who
will help with data collection for this project. Ms. Johnson will arrange a -
convenient time to visit you at the health care facility where you are recelvrng
care or at your home to conduct an interview with you. \

You will be interviewed at discharge from acute care, and at admlssmn to and
discharge from every subsequent health care setting you are transferred to after
surgery. You will also be interviewed at admrssron to home care and 4- -6 weeks
later. : . :

If you consent to being a study participant, we Wwill collect.the following - -
mformatron some of which may be obtained from your medrcai chartat

orat__ % your Year of Blrth
gender Country of Origin, City of residence, Relatlonshlp to the person recelvmg
care (i.e. experiencing the hip fracture), living arrangements with the care
recipient (i.e. living with or without), dwelling type (house, apartment, condo). We
will also collect your first and last name, your address and your phone number so
that we can arrange visits with you to conduct the lntervrews and also make
reminder phone caIIs to you about these visits.

In the interview we will ask you background information about your hip fracture
injury, previous fracture history and mental health status. We will ask you about
your understanding of your trajectory of care that resulted from this hip fracture
injury. We will ask you about your perception of the admission process, details of
the information exchange during admission, how family members and the patient
‘are involved in this process and similar questions about the discharge process.
We will also ask for your opinions of the strengths and challenges of sharing
information between health care settings and you and your family members or
friends and ask for suggestions on how to improve the flow of information
between these health care settings and patlents and their family members or
frlends i o - - |

The interviews will be done in the health care faciIity where you are currently
receiving care, or at your home, and will take approximately 60-90 minutes of .
your time. These interviews will be recorded on audio tape and transcribed :
verbatim. The audio tape recordings and the transcription of these recordings
will not include your name. They will contain a study ID number that can be
linked to your name on a Master Llst that is stored in a secure and separate
Iocatlon from the tape recordmg

There are no known risks to you in participating in this project.

* Blank spaces indicate de-identification for this thesis document



88

There will be no personal benefit to you. However, your participation will help
health care providers determine the most important health information needs that
are required to improve the quality of life for persons with a hip fracture as they
transition through healthcare settings during their recovery from surgery. Upon
request, a written summary of the results will be mailed to you once the study is

~complete.

Your partICIpaﬁon in this project will not involve any additional costs to you, and
you will not receive compensation for your participation.

Your confidentiality will be respected. Your first and last name and your address
and phone number will be taken off-site when necessary so that we can arrange
the visits for the interviews and a reminder phone call about the interview visits.
This information will always be kept in a locked briefcase, a locked car and a
locked cabinet when kept at Ms. Johnson’s home. This information will have no
other information associated with it and it will not have any interview results
associated with it. No information that discloses your identity will be released or
published, without your explicit consent to the disclosure. All records will be
given a code number to be used on all data collection forms. All of the
information collected will be kept in locked filing cabinets. After the study has
been completed and the data have been verified, your name and contact
information will be deleted from the files and the remaining de-identified

information will be kept indefinitely.

- The Research Ethics Board at the University of Western Ontario may contact you
directly to ask about your participation in the study. Ifthe results of the study are
published, your name will not be used and no information that discloses your
identity will be released or published without your explicit consent to the

disclosure.
Participation in this study is voluntary. You may refuse to participate, refuse to

answer any questions or withdraw from the study at any time with no effect on
your future care. You do not waive any legal rights by signing the consent form.

If you Aagree to participate in this project, please sign the attached consent form,
complete the contact information requested and return it to the person who gave

this letter to you.

You may keep this letter of information. Acopy of your signed consent form will
be made for you.- If you have any questions about this study, please contact Dr.
Bert Chesworth at ", extension

If you have any questions about your rights as a research participant or the
conduct of the study you may contact The Office of Research Ethics at (519)
661-3036 or by email at ethics@uwo.ca.


mailto:ethics@uwo.ca

Primary Investigator
Bert M. Chesworth

BA, BScPT, MCISC, PhD
Assistant Professor

Department of Physical Therapy

University of Western Ontario

London, Ontario
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-

rehab

CONSENT FORM

InfoRehab Enhancing MSK Rehabilitation Through Better Use Of Health
o . Information

Principal Investigator:
Dr. Bert M. Chesworth, School of Physical Therapy, The Umversxty of Western
Ontario.

| have read the Letter of Information, have had the nature of the study explained
to me and | have agreed to part|C|pate All questlons have been answered to my
satisfactlon : , \ ST

Name of participant (Print)

Signature of participant Date

Name of legally authorized representative (Print) (If appropriate)

Signature of legally authorized representatlve Date
(If appropriate)

Name of person obtaining consent (Print)

Signature of person obtaining consent ~ Date
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Interview Guide for Patients

(**Ensure the study ID is recorded with the interview.)
Study ID: .

Name:

Remove this top page and shred after recording the study participant(s) on
- the Master List and entering the study ID number(s) on page 2 below.
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Interview Guide for Patients

Background Information about Patient
~ Study ID: o

Year of Birth:

Sex: e T

Country of Origin: |

City:

ﬁelati‘ons)hip to pers‘on-‘ family caregiver '(inter\/iewed for study) B

lemg Arrangements (W|th famlly careglver or wrthout)

Dwelllng Type (house apartment condo)

Bacquound Informatlon about Care recrplent |
When drd you fracture your hlp'? - :
- How did you fracture your hip?
Was this your first hip fracture?

Was this your first fracture? Have you ever broken any other bones / had any ‘-
other fractures? .

Have you been having any help from your family / friends at home?.

What has your fnend/relatlve done to assrst you? What klnds of help have you -
been recelvmg’? - .

How Iong have you been receiving help?
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Determining the Trajectory of Care

"] want to know more about the various places that you received care since you
fractured your hip. To begin with, can you name/tell me the various hospitals that
-you have been at since fracturlng your hlp’? So startlng W|th ...... (get part|0|pant to

name each care settlng if possrble draw it if |t helps) ‘

(Probe for length of time at each place)

(*at___ this will ‘not’ be applicable in acute care because the patient had
surgery here. At ______° 4 this will be applicable on initial admrssron because the
patient was transferred from a surgical setting)

Exploring each Care Setting in the Traiectorv

The following questions will be asked about admission and dlscharge (where -
applicable) at each of the followmg care settings: emergency; acute; sub
acute/rehab; and long term care.

Admission

...... can you walk me through what happened when you were admitted to ?
Should we ask about from the time the ambulance arrived and then the
admission?

When you arrived on the unit, 'Who did you speak to about your care?

Did you receive any mformatlon about your care’? What d|d they talk to you about
when you arrived?

What kinds/types of information did you receive about your care?

How was this'information provided? (probe: paper forms, face to facerneeting‘ :
with a health care provider, telephone conversation with a health care provider)

What inforrnation about your hip fracture status, are you using ‘right now’ to help
you care for your health and recovery as bestas youcan? . ..~ - :

What mformatlon about your “hip fracture status do you see as ‘critical for vou to

" know right now’ to help you care for your health and recovery as best as you

can? What information about your hip fracture status, did you actually receive

from health care providers to help you care for your hip fracture before/after
moving from the previous care setting?

* Blank spaces indicate de-identification for this thesis document
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Did anyone talk to you about your care or your needs when you arrived? -

" Did you receive information about your own needs while at 57

~Were there times while you were on the unit when you needed to know
something about your care? OR can you think of an example during the time you
were on the unlt/|n th|s settmg when you needed to know somethmg about your
care’? '

How d|d you go about fndlng this out? Who did you talk to’? .
(Were there thlngs that made |t easier to f|nd out the mformatlon you needed'?)
(Were there things that made it difficult to find out the information you needed?)

In thinking about the time you spentat hospital, did you feel involved
in decisions about the care you received? ‘

D|scharge

Can you walk me through what happened when you were dlscharged
from_ ? ‘ o

Before you left_ ,-Who did you speak to about your care?

Did you receive any information about your care prior to leaving? What kind of
mformatlon did you receive about your care before your discharge?

How was this information provnded? (Probe: paper forms, face to face meetlng
‘with a health care prowder telephone conversatlon W|th a health care provider)

-
\

- Did anyone taIk to you about your own needs before you left?
Before you left the unit, did someone explaln the types of care you would need at
home?

Did someone talk to you about any services you might receive once home?

In the days leading up to discharge, when you had a question about your care,
how did you go about finding an answer? OR Can you think of an example during
the days Ieadlng upto dlscharge when you needed to know something about
your care? :

(Probe for more than one example)

" How did you go about finding the answer?

® Blank spaces indicate de-identification for this thesis document
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In general, did you feel like you had a say in what happened to you while you
‘were at %2

Yes/No
e Tell me more about that?

Were you involved in the decision to go to rehab/home/long term care?
If so, how’? Tell me more about that

Home wrth and without Home Care (for those receiving home support - these
may not applv)

How dld you fmd out you would have home care once dlscharged from....‘.?

" Did anyone from the home care agency come and speak with you and/or your
family caregiver once you were discharged?

What kinds/types of information did you receive about your care once you
arrlved home? -

Who provided this mformatron'?

How was this information provided? (probe: paper forms, face to face meeting
with a health care provider, telephone conversation with a health care provider)

When you had/have a questron about your care, how do you go about flndrng an
answer'? ‘ ‘ :

Did anyone talk to you about your own needs when you got home'?

Were any services offered to you to help you care for yourself or a
spouse/frrend/relatrve who needed help’? If yes what are they? -

Were any servrces offered to you to help you care for yourself? If yes what are
they'? : » e :

How would you cope wrthout home support'?

When you frrst got home from_ drd you need help wrth walkrng or wrth
your exercises? If yes, how did you do thls'?

What did you find difficult about doing your exercises?. Or walking / transfers /
mobility — what about stairs? '

¢ Blank spaces indicate de-identification for this thesis document
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What help did you need to be able to do your exercise?

'Did your famlly caregiver (friend/relative) accompany you to your appomtment
w1th the orthopedic surgeon? Tell me more about that?

Exploring Current Situation

Describe a typical day in your life now that you have been home for.......7

- What are the top 3 information needs that you have ‘right now’ regarding your
care? (probes: what is it that you really need to know about your care right now )

If you need/needed to know something about your care right now, how do
you/would you go about finding this out? (probes: who would you contact?)

Do you have any concerns about continuing to care for your care at home? If
yes, what are they?

Have you talked to anyone about these concerns? If so, who have you talked to?

- Does anyone else assist you or your friend/relative? If yes, who, and what do
they do?

a ’Why do 'th’ey‘p‘rOVIde thécare to you? (explore relationship with care recipient)

Studv specific questions (**these may have been covered by this point in the |
interview — please ensure these questions have been addressed):

Concluding Questions

What do you think are the‘mc‘)st important facilitators to exchanging information
between health care providers and patients like yourself?

What do you think are the most |mportant barriers to exchanging information
- between health care providers and patients like yourself?

How do you think the use and exchange of patient information can be enhanced
between health care prowders and patients like yourself, when patlents like you
transfer from one health care setting to another7 |

Is there anything else that you feel is important for us to know to understand your
experiences?
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APPENDIX E

r forehab I*I omzﬁmzm _mﬁu’a":ﬁ?’

Interview Field Notes
Participant Code:
Interview Date:
Starting Time:
Ending Time:
Location of interview:
Technical Problems (e.g., timing of /nterwew tape recorder)
‘People present
Pre - interwew goals for /nterwew
Description of en Vironment:

Content of Interview (e.g., use key words, topics, focus, words or phrases that stand out):

 Researcher’s impressions (e.g., discomfort of perticipant with certain topics, emotional
~ responses fo people, events or objects): ‘

Nonverbal behavior (e.g., tone of voice, posture facial express:on eye movements
forcefulness of speech, body movements, and hand gestures):

Analysis: (e.g., researcher’s questions, tentative hunches, trends in data and emerging
- patterns, insights, interpretations, beginning analysis, working hypotheses): - o

Additional Notes:
Adapted from: Morse, J. & Field, P.A. (1995)
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APPENDIX F

Office of Research Ethics

The University of Western Ontario

Room 4180 Support Services Building, London, ON, Canada N6A 5C1
Telephone: (519) 661-3036 Fax: (519) 850-24€6 Email: ethics@uwo.ca
Website: www.uwo,calresearch/ethics

Use of Human Subjects - Ethics Approval Notice

Principal Investigator: Dr. B.M. Chesworth -
Review Number: 16334E Review Level: Expedited
Review Date: July 22, 2009
Protocol Title: InfoRehab: Enhancing MSK Rehabilitaiion through Better Use of Heallh Information -

Department and Institution: Physical Therapy, Universily of Westem Ontario
Sponsor; CIHR-CANADIAN INSTITUTE OF HEALTH RESEARCH

Ethics Approval Date: July 29, 2009 Expiry Date: December 31, 2010

Documents Reviewed and Approved: UWO Protoce!, Letter of Information (patient with hip fracture), Letter of Information
(caregiver), Letter of Information (health care provider), Ccnsent

Documents Recelved for Information:

This is to notify you that The University of Western Oniario Research Ethics Board for Health Sciences Rescarch Involving Human
Subjects (HSREB) which is organized and operates according to the Tri-Council Policy Statement: Ethical Conduct of Research
Involving Humans and the Health Canada/ICH Good Clinical Practice Practices: Consolidated Guidelines; and the applicable faws and
regulations of Ontario has reviewed and granted approval to the above referenced study on the approval date noted sbove. The
membership of this REB also complies with the membership requirements (or REB's as defined in Division 5 of the Food and Drug

Regulations. -

The cthics approval for this study shall remain valid until the expiry date noted above assuming timely and acceptable responses to the
HSREDB's periodic requests for surveillance and monitoring information, If you require an updated approval notice prior to that time
you must request it using the UWO Updated Approval Request Form,

During the course of the rescarch, no deviations from, or changes to, the protocol or consent form may be initiated without prior
written approval from the HSREB except when necessary to ¢liminate immediate hazards to the subject or when the change(s) involve
only togistical or administrative aspects of the study (e.g. change of nwonitor, telephone number). Expedited review of minor
change(s) in ongoing studies will be considered. Subjects must receive a copy of the signed infonnation/consent documentation.

Investigators must promptly also report to the HSREB:
: 1) changes increasing the risk to the participant(s) and/or affccting significantly the conduct of the study, N
. by all adverse and unexpected experiences or‘cvents that are both serious and unexpected;
¢) new information that may adversely affect the safety of the subjects or the conduct of the study.
If these changes/adverse events require a change to the information/consent documentation, and/or recruitment advertisement, the
newly revised information/consent documentation, and/or advertisement, must be submitted to this office for approval. '

Members of the HSREB who are named as investigators in rescarch studies, or declate a conflict of interest, do not participate in
discussion yelated to, nor vote on, such studies when they are presented to the HSREB,

Chair of HSREB: Dr. Joseph Gilbert

i tact forf urther information
O Janice Sutherland ) Ei [/ Grace Kelly O Denise Grafton
L (sutherl@uwo.ca) (ewamnbolt@uwc. ca) {grace kely@uwo.ce) | {cosfon@uwocay -
This is an official document. Flease ratain the original in your f;!es ca: ORE File
UWO HSREB Ethics Approval - Initial ;
16334E Page t of 1

V.200€-07-01 (ptRpprovaiNolice HSREB_Initisi)


mailto:ethics@uwo.ca
http://www.uwo.ca/research/ethics
mailto:sutnerl@uwo.ca
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APPENDIX G

( fa_nsntlon pomts

-

i,frESfrs FOR;COMPEIWAN‘CE} |

he team uses mechanisms | for timel
ansfer of information at tr: nsition
[ .g. transfer forms checklis

Staff is aware of the organizational
mecyhanlsms used to transfe‘__,

'ﬁ;-‘tnmely trénsfer of mformatlon ha
: occurred ;e

7 Blank spaces indicate de-identification for this thesis document
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_PATIENT TRANSFER AND/OR DISCHARGE FORM COMPLETION — [Hosprmn NAME] - PROCEDURE

Pacel
. Policy
[Hosptial Name] Procdure 5 Manual
Site B | Standard
Site g Medical Directive % NURSING

Subject: Patient Transfer and/or Discharge Fornr Completion - [Hospital Name] - Procedure
Date Issued: 07-09 Issued by: Approved by: Director Patient Care
Date Reviewed: ' : . ; e
Date Revised: -
Cross Reference: (isichile utlu ¥ d«mmunis rcﬂcﬂ ing similar subjects)
Internet site and path Home — Nursing

PURPOSE:; . '
To ensure that all patients have an accurate form complctcd at time of transfer / discharge

‘One of the following forms must be used: :
a) Patient Transfer Record Discharge Home Summary

b) Patient Transfer Record — Internal Transfers
) Patient Transfer Record — External Transfers

'PROCEDURE:
| 1. Affix patient identiﬁcation label to form.
Print all required fnfonnation .

Sign and‘datc at bottom »

N

“Discharge Home Summary”
- Be specific with completing medication section, Identxfy next dose date and time
and doses left for the day. : - B
- Copyoncecompleted- - -
- Ongmal copy to pattcnt copy of both sides to chart

5. “Transfer Record” - Infernal ' : ' Lo
-~ Complete form ’ R
- Completed form to be kept wath pat:em rccord

6. “Tramfcr Record” - External
-Copy once completed .
. Ongmal with pahent for tramfer copy to chart

Inaemet site and path Home — Nursing [Hospital Name] :
- This is a paper copy, Most up to dste copy is available on [Hoapnal Namc] Intranet Site.

Note: blank spaces indicate de-identiﬁcation for this thesis document



101

APPENDIX H

HOSPITAL PHYSIOTHERAPY DISCHARGE SUMMARY

DATE: ___ :
- PATIENT PROFILE / HOSPITAL COURSE:

SURGERY:
WEIGHTBEARING STATUS: [ JweaT  [CJnwe [jso% wB [Jrews [ JProtected W8 E]om:

PRECAUTIONS / LIMITATIONS:
MEDICAL HISTORY:
SOCIAL HISTORY; [_ives alone [_]with support by _

‘ Dnm Daéa;mmt [Cother

SUBJECTIVE:
CARDIORESPIRATORY:

NEUROLOGICAL: ‘
MUSCULOSKELETAL: ROM: D WNL  STRENGTH: D WNL C]Sae ROWSkength chalt

{R] STRENGTH (1) MUSCLE/JOINT__| (R} __ROM__ () | BALANCE:
- Sitting:
ndlng. '
BERG BALANCE SCALE SCORE: _______ /56
TIMED UP AND GO (TUG) SCORE:
MOBILITY: Level Key: 1= Independent 8= Supervision A= Assist (xi orx2) U= Unabla *NIT = Not Tested
ACTMVITY LEVEL COMMENTS | AMBULATION Level
Bed Mobility Distance: -
Supine +—> St Gel Ald: [TNove  [JCrutches [ JStenderd Walker
St <+—> Stand _
SR Ocane - [ Rollator Walket
- [J 2 Wheeled Walker ] 4 Whesled Walker
Stairs Patiem:
Raiing:CJL  [IR
OTHER: : ‘ S
TREATMENT: [Jbed moliﬁly Dposmmmg Dmm [E_faiteducamn Dszars Dbatanee Deducatton
' ‘Oos+c  [Jendurance trnmmg PROM slrengasenmexemhes 0 bed exercises
* [Cother:
ANALYSIS | FUTURE GOALS:

PLAN:
. BIGNATURE:

Note: blank spaces indicate de-identification for this thesis document
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