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Executive Summary  

Background: Older adults who plan to go home from a SNF after having injuries have 

increased concerns about their transition and feel they have limited knowledge and 

information on community resources. There is research on the critical roles of 

occupational therapy in preparing community-dwelling older adults to transition home 

from SNF. However, limited research on community-dwelling older adults' perception of 

their self-efficacy and discharge preparedness after receiving occupational therapy 

services at SNF. 

Purpose: This project examines the perceptions of community-dwelling older adults’ 

preparedness and self-efficacy after receiving occupational therapy services in a SNF to 

increase their quality of life and decrease hospital readmissions after they return home. 

Theoretical Framework: The Value and Meaning in Occupations Model (ValMO) and 

Model of Occupational Wholeness theoretical framework were used to frame and provide 

context for this study to assess community-dwelling older adults’ self-perceived 

occupational performance and satisfaction and the effectiveness of the intervention. 

Methods: A convergent mixed-method, pretest, and posttest design. This design selected 

participants admitted to a skilled nursing facility to address community-dwelling older 

adults’ perception and self-efficacy during SNF discharge preparation. 

Results: The quantitative pretest, posttest, and two-week phone call follow-up results 

reveal a statistical significance (p<0.05) in community-dwelling older adults’ self-

efficacy. A qualitative data analysis revealed five themes: happy about education, 

discussion with the interdisciplinary team, occupation-based intervention, client-centered 

intervention, and treatment frequency. 
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Section I: Nature of the Problem/Problem Identification 

Older adults who plan to go home from a SNF after having injuries have increased 

concerns about their transition and feel they have limited knowledge and information on 

community resources. Discharge readiness is typically based on a clinical team’s decision on a 

client’s functional and medical status (Knier et al., 2015; Weiss et al., 2007). Additionally, the 

medical team’s decision on how clients can return home differs from what clients perceive to be 

safely returning home (Weiss et al., 2007). According to Knier et al. (2015), a patient's inability 

to comprehend and recall discharge instructions, family caregivers’ lack of confidence in caring 

for patients, and limited resource access are pivotal factors alongside for patients and caregivers 

to transition home. As a result, some older adults have an increased fear of returning home, 

resulting in remaining in a long-term care facility or, if they return home, they may go back to 

the hospital within 30 days (Weerahandi et al., 2019). Approximately 1.7 to 1.8 million fee-for-

service Medicare beneficiaries received rehabilitation services in 15,000 SNFs annually 

(Simning et al., 2019; Toles et al., 2017). In addition to that, Simning et al. (2019) indicated that 

the goal for most community-dwelling older adults with disabilities who transitioned to SNF 

from the hospital is to return home; however, only 49.9% of older adults in the SNF were 

discharged to home, group home, assisted living facilities, or board-and-care within a year. 

Additionally, 49.9% of older adults and 24.2% of individuals were readmitted to the hospital 

within 30 days of returning from a SNF (Cheney, 2019). This indicated that nearly half of older 

adults remained in the SNF after hospitalization; if they did go home, almost half of all older 

adults were readmitted to the hospitals. 

There is research on the critical roles of occupational therapy in preparing community-

dwelling older adults to transition home from SNF (Provencher et al., 2020; Simning et al., 2019, 
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& Toles et al., 2017). However, there is limited research on community-dwelling older adults' 

perception of their self-efficacy and discharge preparedness after receiving occupational therapy 

services at SNF. A literature review was conducted to better understand the discharge 

preparedness and self-efficacy of community-dwelling older adults’ perception in transitioning 

from SNF to the community and identify occupational therapy services’ roles in discharge 

preparedness. 

Abbreviated Review of Literature 

According to Toles et al. (2016), 1.7 million Medicare beneficiaries are transferred to 

SNFs after hospitalization with an average length of stay of 24 days, and the total cost to 

Medicare was $28.8 billion. A SNF provides continuity and coordination of transitional care for 

older adults after hospitalization to decrease complications and hospital readmission before they 

return home (Toles et al., 2016). However, 31% of patients who stay in a SNF did not meet the 

requirements for discharge planning, such as detailed discharge instructions for individuals to 

safely return home, resulting in Medicare paying approximately $5.1 billion for patients' stay in 

the SNFs (Levinson, 2013). 

Many studies provided a positive correlation between discharge planning interventions 

and identified the factors that enhance community-dwelling older adults’ discharge experiences. 

Several descriptive studies on transitional care intervention in SNFs focus on the environmental 

barriers and physical and psychosocial need for intervention to increase individuals with 

disabilities’ success in returning to the community and their quality of life (Gretschel et al., 

2017; Simning et al., 2021). In addition, Provencher et al. (2020), Toles et al. (2017), and Wales 

et al. (2018) studied the effectiveness of discharge planning interventions such as HOME and 

Connect-Home, occupational therapist-led transitional care intervention programs to identify the 
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feasibility of incorporating discharge planning intervention in a SNF setting. Although numerous 

studies identified the benefits of discharge planning for community-dwelling older adults in a 

SNF and addressed healthcare professionals’ perception of quality of care in patients receiving 

discharge planning services (Knier et al., 2015; Simning et al., 2019), patients’ perceptions of 

discharge quality and preparedness for discharge were not fully understood. Knier et al. (2015) 

addressed that the discharge planning content may be delivered hurriedly or without thoroughly 

considering individuals’ learning needs. Additionally, limited studies were identified on how 

community-dwelling older adults perceive occupational therapy education in discharge planning 

and their self-efficacy in occupational performance.  

Problem Statement 

While there was research regarding the effectiveness of discharge planning and 

intervention, more research is needed in discharge planning for community-dwelling older 

adults. Hospital readmission occurs when a patient cannot comprehend and recall discharge 

instructions, family caregivers lack confidence in caring for patients, and there is limited 

resource access after returning home (Knier et al., 2015). Additionally, there are significant 

hospital readmissions after community-dwelling older adults return home. Weerahandi et al. 

(2019) identified that 24.2% of community-dwelling older adults hospitalized with heart failure 

were discharged home from SNF and readmitted to the hospital within 30 days. Therefore, 

further studies on community-dwelling older adults’ perception of discharge quality and 

preparedness, perceived occupational therapy education in discharge preparedness, and 

perceived self-efficacy in occupational performance may address the gap during transitional care 

from SNF to home. 
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Purpose 

This project examined the perceptions of community-dwelling older adults’ preparedness 

and self-efficacy after receiving occupational therapy services in a SNF to increase their quality 

of life and decrease hospital readmissions after they return home. 

Proposed Capstone Project Methods 

The Proposed Capstone Project was a convergent mixed-methods, pretest, and posttest 

design. This design selected participants admitted to a skilled nursing facility. This project used 

the Readiness for Hospital Discharge Scale (RHDS) instruments (Knier et al., 2014; Nurhayati, 

2019) and the General Self-Efficacy Scale (GSES) (Schwarzer, 2012) to measure the patients’ 

perceptions of readiness for discharge. Participants received a pre-test and post-test with GSES 

to identify their occupational performance. RHDS tools determined how participants felt about 

their preparedness to be discharged home (Knier et al., 2014; Creswell & Creswell, 2018). In 

addition, the researcher collected the number of days the participants received occupational 

therapy services and how many days they were in the facility. 

Settings/population:  

This study consists of 92 community-dwelling older adults with disabilities aged 65 or 

older receiving rehabilitation in SNF and planning to return to the community. Participants were 

eligible to participate with their cognitive scores from the Montreal Cognitive Assessment 

(MOCA) indicating cognitively intact or mild cognitive impairment with various diagnoses as 

long as their cognitive scores indicated mild or intact cognitive state. 

Timeline: 

The timeline for completing the interviews were from January to August, 2023. 
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Quantitative data were collected on the patient’s initial admission, before discharge to home, and 

two weeks after all participants returned home. In addition, participants received the GSES on 

the initial admission, before discharge, and two weeks after returning home and received RHDS 

questionnaires before discharge to the community. 

Project Objectives 

The objectives of the research study were to: 

1. Identify perceptions of discharge preparedness of community-dwelling older adults’ 

experiences during SNF stay through the RHDS tools. 

2. Understand community-dwelling older adults’ self-efficacy in occupational participation 

after receiving services in SNF.  

3. Describe implications for occupational therapy practice for community-dwelling older 

adults’ preparedness to return to the community after suffering illness.  

4. Identify the difference between the length of stay and discharge preparedness in 

community-dwelling older adults.  

Theoretical Framework 

The Value and Meaning in Occupations Model (ValMO) and Model of Occupational 

Wholeness theoretical framework supported the construct to assess community-dwelling older 

adults’ self-perceived occupational performance and satisfaction and the effectiveness of 

intervention (Persson et al., 2001; Yazdani & Bonsaksen, 2017). Semi-structured interview 

questions mirrored the structure of ValMO model and the Model of Occupational Wholeness 

theoretical framework. Without occupation-based intervention, older adults may experience a 

decline in their occupational engagement, performance, and self-efficacy, which impacts their 

health and quality of life and fear of returning home.  
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ValMO model adopts a person-task-environment triad emphasizing client-centered 

intervention through how individuals perceive meaning and value in their daily occupation 

(Persson et al., 2001; Cho, 2022). Individuals’ engagement in their meaningful occupation can 

evolve from how they perceive the purpose of a situation (Persson et al., 2001). This model 

addresses the concept of meaning in which individuals’ occupations cannot be fulfilled without 

concordance with their purpose and meanings in their occupation. Meaningful occupation can 

foster an individual’s sense of meaning in life, impacting their health and well-being (Persson et 

al., 2001). Occupational value refers to individual experiences through occupational participation 

in everyday life. Individuals need to possess occupational value before they can experience 

meaning in their occupation (Persson et al., 2001). This model links to three interacting 

perspectives on an individual's occupation: the macro, meso, and micro perspectives (see Figure 

1). The macro level is occupations related to an individual’s lifelong story, linked to their self-

concept and personal identity, that generate their sense of meaningful occupation (Persson et al., 

2001; Cho, 2022). The meso perspective is occupations that an individual performs occasionally 

or regularly to form a basis of daily tasks within a single day; for example, having breakfast is 

the everyday occupation that an individual needs to maintain that becomes their daily routine 

(Persson et al., 2001; Cho, 2022). The micro level of occupation consists of two sections- the 

actions within a single occupation, such as drinking a coffee while having breakfast, and the 

operations of an action, such as gripping the cup while drinking coffee (Persson et al., 2001). 

ValMO model emphasizes that all occupations are meaningful considering the interactions 

among the macro, meso, and micro occupation levels (Persson et al., 2001). 

The ValMO model served as a foundation for understanding how community-dwelling 

older adults perceived the value and meaning of SNF discharge preparedness in their daily 
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occupational participation. Considering the interactions of the macro, meso, and micro levels in a 

person’s SNF discharge preparedness gave this researcher a complete understanding of how 

community-dwelling older adults perceived discharge readiness based on their value and 

meaning in their occupational engagement. 

Figure 1 

Macro, Meso, and Micro Perspectives on Occupation. 

 

 

  The Model of Occupational Wholeness emphasizes the combination of four dimensions 

in occupation: being, becoming, belonging, and doing. This model stresses that individuals’ 

sense of occupational wholeness, health, and well-being is when their basic needs of being, 
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becoming, and belonging are met through what they do (Cho, 2022; Yazdani et al., 2017). This 

model is illustrated by a triangle with being, becoming, and belonging in the corner of the 

triangle and doing (in the middle), emerging from three dimensions-being, becoming, and 

belonging (see Figure 2). Additionally, the Model of Occupational Wholeness focuses on 

individuals’ choices in their occupational participation based on their capacities, the resources of 

their environment, and social obligation that is meaningful and healthy to them (Yazdani et al., 

2017). The significance of self-awareness is considered to foster individuals’ recognition of what 

they do and if their needs of being, becoming, and belonging are being met (Cho, 2022; Yazdani 

et al., 2017). This model served this research project to address community-dwelling older 

adults’ sense of wholeness in their occupational participation during discharge preparedness in a 

SNF setting and how SNF discharge preparedness impacts individuals’ sense of being, becoming 

and belonging that leads to individuals’ occupational choices, health, and well-being.  

Figure 2 

A Hypothetical Triangle of ‘Actual Doing’ and ‘Ideal Doing’ 
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Note: The black triangle illustrates the hypothetical ideal relationships between doing with being, 

becoming, and belonging. The green triangle illustrates the hypothetical actual relationships 

between doing with being, becoming, and belonging. 

Significance 

Many community-dwelling older adults hospitalized for illness received post-acute care 

in the SNFs before transitioning home. SNF-to-Home transitional care has been identified to 

prevent hospital readmissions after individuals return to the community throughout the literature 

(Simning et al., 2019; Weerahandi et al., 2019). Much literature indicated that physical, 

psychological, and social factors impacted an individual’s successful discharge outcomes 

(Provencher et al., 2020); however, limited data were found about the extent of psychosocial 

factors such as self-efficacy and discharge preparedness affecting the transition and occupational 

participation. This project further identified how community-dwelling older adults perceive 

discharge preparedness in a SNF and how self-efficacy impacts their occupational participation 

and engagement after returning home. 
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Summary 

         Many community-dwelling older adults received transitional care in SNF after 

hospitalization to decrease hospital readmissions and increase older adults’ quality of life after 

returning home. However, SNF's failure to provide adequate discharge planning and hospital 

readmissions have increased Medicare costs annually (Levinson, 2013). Many studies conducted 

discharge planning interventions and identified healthcare providers’ perceptions of discharge 

planning to increase older adults’ quality of life after returning home. However, a significant 

number of hospital readmission rates have not been reduced. Therefore, this proposed capstone 

project further examined community-dwelling older adults’ perceptions of discharge 

preparedness and self-efficacy after receiving occupational therapy services in a SNF using the 

RHDS, and the GSES. ValMO and the Model of Occupational Wholeness theoretical framework 

identified community-dwelling older adults’ self-perceived occupational performance and the 

effectiveness of occupational therapy education for discharge planning. 

Section II: Literature Review 

This research study examined the perceptions of community-dwelling older adults’ 

preparedness and self-efficacy after receiving occupational therapy services in a SNF to increase 

their quality of care and decrease hospital readmissions after returning home. SNF is a facility 

that provides skilled nursing care to patients who require medical, nursing, and rehabilitative 

services after hospitalization and before they transition to the community (Centers for Medicare 

& Medicaid Services, n.d.). Occupational therapy practitioners are the experts in supporting 

community-dwelling older adults to improve their quality of life in the SNF (Rafeedie et al., 

2018). In 2016, AOTA announced its Vision 2025: “Occupational therapy maximizes health, 

well-being, and quality of life for all people, populations, and communities through effective 
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solutions that facilitate participation in everyday living” (AOTA, 2017b, para. 1). Numerous 

research studies on transitional care from hospital to home had a significant focus on discharge 

intervention programs to enhance older adults’ experiences of transition to home in increasing 

their quality of life and decreasing hospital readmission. Additionally, a focus on the physical 

environment and healthcare providers’ perceptions of older adults’ discharge preparedness were 

well documented. However, many hospital readmissions remained unchanged after returning 

home from SNF in community-dwelling older adults. A shift from a healthcare professional’s 

perspective to a client-centered practice to enhance clients’ quality of care cannot be overlooked. 

Therefore, this research study focused on community-dwelling older adults’ perception during 

SNF stay and how a client-centered practice understands clients’ self-efficacy after receiving 

SNF discharge education from occupational therapy practitioners. Literature search involved 

search engines such as EKU libraries and Google Scholar. Terms for the literature review 

focused on transitional care for community-dwelling older adults, occupational therapy in SNF, 

transitional care discharge preparedness, and self-efficacy in community-dwelling older adults. 

The following literature review defined transitional care in a SNF, discharge preparedness, 

factors associated with discharge experiences in community-dwelling older adults, self-efficacy 

in occupational participation, and client-centered practice. 

Community-Dwelling Older Adults in SNF 

A SNF plays a significant role in providing care transitions to Medicare beneficiaries 

aged 65 or older after hospitalization and before the beneficiary transitions to home. Older adults 

aged over 65 years are qualified to receive Medicare services in SNFs (Angell et al., 2020). 

Healthy People 2030 (n.d.) indicated that “by 2060, almost a quarter of the U.S. population will 

be aged over 65 years old.” Even though more than 1.7 million Medicare beneficiaries receive 
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post-acute care yearly in the SNF facility, limited research identified transitional care from 

hospital to SNF with a subsequent return home for older adults (Toles et al., 2014).  

SNF provides skilled nursing care, rehabilitation, and other services to prepare Medicare 

beneficiaries to receive appropriate care and safely transition to home or other care facilities 

(Levinson, 2013). To participate in Medicare, SNFs need to meet the requirements, such as care 

plans during the inpatient stay and discharge planning, to increase the quality of care and assist 

Medicare beneficiaries in transitioning from one setting to another (Levinson, 2013). A post-

discharge care plan must include Medicare beneficiaries' and families’ preferences for 

continuous care after discharge, such as home health and caregiver services, and necessary 

education and instruction for beneficiaries to return home. However, researchers found that 31% 

of Medicare beneficiaries' SNF stays did not meet discharge requirements, costing Medicare 

approximately $ 5.1 billion for those beneficiaries staying in SNFs (Levinson, 2013).  

Discharge Preparedness in SNF  

Various research studies supported implementing intervention programs in SNFs to 

strengthen the discharge process for older adults transitioning from SNFs to home. For example, 

throughout the literature, SNF-to-Home transitional care has been identified to prevent hospital 

readmissions after individuals return to the community (Simning et al., 2019; Weerahandi et al., 

2019). Additionally, Toles et al. (2014) suggested the importance of implementing interventions 

to support Medicare beneficiaries transitioning from SNF to home due to the high use of acute 

care after transitioning to home. However, Toles et al. (2014) conducted a cohort study on actual 

care visits after 30 days and 90 days post-discharge from SNFs. They found that 22% of older 

adults were readmitted to the hospital within 30 days, whereas 37.5 % were within 90 days after 

returning from SNFs. Therefore, Toles et al. (2014) proposed that different design and test 
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intervention programs for older adults transitioning from SNF to home were necessary to 

decrease hospital readmission rates.  

To further explore discharge planning intervention programs, occupational therapy 

practitioners conducted many discharge planning intervention programs to enhance clients’ 

transitional experiences from hospital to home. Crennan and MacRae (2010) suggested that a 

comprehensive discharge assessment could provide effective discharge planning to decrease 

hospital readmission, increase clients’ quality of life, and increase collaboration and 

communication among discharge personnel. Additionally, timely information about the client’s 

transfer to home care, adequate information about their functional status, cognitive potentials, 

and medical treatment were critical factors for successful experiences during the discharge 

transition (Eija & Marja-Leena, 2005).  

Occupational therapy-led enhancement programs were one example of increasing clients’ 

functional ability scores in activities of daily living (ADL) (Wales et al., 2018). Furthermore, 

Swanton and Britton (2017) found that hospital discharge consultation for hospitalized older 

adults with an intensive focus on the pre-discharge assessment, goal setting, pre-discharge home 

visits, and one-week post-discharge follow-up was more cost-effective than occupational therapy 

discharge planning. Therefore, further developing guidelines to assess the quality of occupational 

therapy pre-discharge assessment is essential to increase the quality of care for older adults’ 

discharge planning. Swanton and Britton (2017) further emphasized that the increased 

comorbidity in older adults has increased the likelihood of hospital readmission and emergency 

department visits.  

Factors associated with discharge experiences in community-dwelling older adults 

include physical and psychosocial factors. Several studies identified physical and psychosocial 
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factors related to older adults’ experiences transitioning from inpatient to home. Physical 

environment factors included limited community resources, such as home health services, 

transportation in rural areas, environmental restraints, and expensive medical equipment. 

Physical, psychosocial, and occupational adjustments were equally crucial for discharge planning 

(Gage et al., 1996). However, researchers identified that healthcare professionals pay more 

attention to clients’ physical needs than emotional and psychosocial well-being (Angell et al., 

2020; Gage et al., 1996). In addition to psychosocial needs, older adults feel overwhelmed with 

the need to relearn things after transitioning home. As a result, they did not feel they fully 

participated in their daily occupation unless everything was accessible. To address older adults’ 

psychosocial needs, Toledano-González et al. (2018) pointed out a correlation between 

psychological well-being and self-efficacy in activity participation. For instance, older adults 

aged over 65 years gradually withdraw from their roles and occupational participation. As a 

result, they felt a sense of low self-efficacy, resulting in a decreased quality of life (Toledano-

González et al., 2018). Further, examining older adults’ self-efficacy in their occupational 

participation after receiving occupational therapy services during transitional care in a SNF is 

necessary to promote community-dwelling older adults’ quality of life.  

A Client-Centered Practice Self-Efficacy in Occupational Participation.  

The client-centered practice is widely considered in many healthcare settings to provide 

the best quality of care. However, the client-centered approach in discharge planning in a 

healthcare setting needed to be more consistent due to the constraints of healthcare policy with 

limited time, resources, and services (Crennan & MacRae, 2010; Durocher et al., 2015). In 

addition, the decision-making process for discharge planning in older adults transitioning to 

home prioritized safety rather than client-centered practice (Durocher et al., 2015). Therefore, 
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Crennan and MacRae (2010) emphasized that occupational therapy practitioners must provide a 

client-centered approach based on the client's unique needs and medical complexity. 

Furthermore, understanding the individual’s perceptions of self-efficacy was more important 

than the healthcare providers’ perception. Therefore, further assessing older adults' perceived 

self-efficacy for post-discharge activities before discharge home is essential to understanding the 

barriers and strengths (Gage et al., 1996). Self-efficacy is an individual’s perception of capability 

and confidence in successfully performing tasks to reach optimal outcomes (Gage, 1994; Gitlin 

et al., 2006; Kalina et al., 2018). Additionally, individuals with high self-efficacy had greater 

motivation to change their health behaviors, engage in meaningful activities, and adjust to their 

disease (Kalina et al., 2018). Therefore, the individuals’ actual performance and achievements 

were associated with their perceived self-efficacy in their occupational performance (Gage, 

1994). After transitioning home, patients discharged from the hospital to home had the self-

awareness to recognize their abilities and limits (Gage et al., 1996). In addition, those patients 

considered full participation in an occupation as the ability to access everyday occupation. Some 

patients felt that they have lost their independence and control in their occupation after they 

return home (Gage et al., 1996). 

Moreover, patients could dress independently in the hospital but felt less confident 

performing self-care tasks after being discharged home (Gage et al., 1996). Difficulty performing 

functional ADLs and Instrumental Activities of Daily Living (IADLs) might impact the quality 

of life, poor self-efficacy, and high healthcare service utilization and cost in community-dwelling 

older adults (Gitlin et al., 2006). ADLs refer to "activities that are oriented toward taking care of 

your own body," such as dressing, toileting, and showering, and IADLs refer to activities that 

support individuals’ daily life within their contexts, such as care of others, home, and health 
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management (AOTA, 2014). Gitlin et al. (2006) found that environmental and behavior 

modification interventions heighten self-efficacy and perceived functional difficulties in 

community-dwelling older adults. In addition, Spalding et al. (2022) identified a positive 

relationship among clients’ occupational performance, satisfaction, and self-efficacy after clients 

received occupation-based group intervention focusing on IADLs in an inpatient rehabilitation 

setting. However, little was known about individualized client-centered intervention to increase 

community-dwelling older adults’ self-efficacy. Further investigation into occupational therapy 

interventions for discharge preparedness and understanding the perceived discharge preparedness 

and self-efficacy of community-dwelling older adults may foster older adults’ transition 

experiences from SNF settings to the home. 

Conclusion 

Discharge preparedness in SNF significantly improves community-dwelling older adults’ 

emotional and psychosocial well-being and self-efficacy in their activity participation to increase 

clients’ quality of life in the community. Numerous studies have identified the importance of 

implementing discharge intervention for older adults transitioning to home; however, significant 

numbers of acute hospital readmissions were noticed after older adults returned home from SNF. 

Further examinations were performed on how community-dwelling older adults’ perception of 

discharge preparedness improved the continuity of care in a SNF. This literature review was 

significant to support the need to understand community-dwelling older adults’ perceptions of 

discharge preparedness in a SNF and their self-efficacy in daily occupational participation after 

receiving occupational therapy services.  
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Section III: Methodology 

Project Design 

This capstone project was a convergent mixed-method, pretest, and posttest design. This 

design selected participants admitted to a skilled nursing facility to address community-dwelling 

older adults’ perception and self-efficacy during SNF discharge preparation. A convergent mixed 

methods design was used, including qualitative and quantitative data collected in parallel, 

analyzed separately, and then merged (Creswell & Creswell, 2018). This project used the 

Readiness for Hospital Discharge Scale (RHDS) instruments (Knier et al., 2014; Nurhayati et al., 

2019) and the General Self-Efficacy Scales (GSES) to measure the patients’ perceptions of 

readiness for discharge. In this study, quantitative data from RHDS and the GSES were used to 

test the theory of the Model of Occupational Wholeness and Value and Meaning in Occupations 

Model (ValMO) (Cho, n.d.-a; Cho, N.d. -b) that predicted that SNF discharge preparedness 

would positively influence the perception and self-efficacy of community-dwelling older adults 

at a SNF. The semi-structured interview questions aligned with the RHDS and the GSES 

explored the central phenomenon of community-dwelling older adults’ experiences at a SNF 

using thematic analysis (TA) to analyze the themes based on the coding of the data and research 

questions (Braun & Clarke, 2022; Crosley, 2021). Using standardized instruments, quantitative 

and qualitative data was used to understand community-dwelling older adults’ discharge 

readiness experiences. 

The quantitative design involved participants who completed a pretest, posttest, and two-

week follow-up to determine their experiences in discharge preparedness during their SNF stay 

(Creswell & Creswell, 2018). The qualitative design involved questionnaires that participants 

completed before discharge to home. This research design aimed to examine the discharge 
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preparedness in a SNF for community-dwelling older adults to promote quality of life for older 

adults and decrease hospital readmission. Participants received a community-dwelling older 

adults’ perception of discharge preparedness and self-efficacy questionnaire along with 

incorporating pretest and posttest with the GSES to identify their occupational performance and 

RHDS tools to determine how participants feel about their preparedness to discharge home 

(Knier et al., 2014; Creswell & Creswell, 2018).  

Research Questions and Hypotheses 

Questions: Will an occupation-based discharge preparedness intervention change community-

dwelling older adults’ perceived self-efficacy and readiness for discharge at a skilled nursing 

facility (SNF)? What are community-dwelling older adults’ perceptions of a discharge 

preparedness intervention at a SNF? 

Directional hypothesis 1: An occupation-based discharge preparedness intervention will affect 

community-dwelling older adults’ perceptions of discharge preparedness in skilled nursing 

facilities. 

Null hypothesis 1: An occupation-based discharge preparedness intervention will not affect 

community-dwelling older adults’ perceptions of discharge preparedness in skilled nursing 

facilities. 

Directional hypothesis 2: An occupation-based discharge preparedness intervention will affect 

self-efficacy in occupational participation in community-dwelling adults in skilled nursing 

facilities. 

Null hypothesis 2: An occupation-based discharge preparedness intervention will not affect self-

efficacy in occupational participation in community-dwelling adults in skilled nursing facilities. 
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Setting 

This project took place in an 80-bed Medicare-certified local skilled nursing facility. 

Generation HealthCare Corporation manages the facility. The average stay is 20 to 30 days, and 

the facility is facilitated by an interdisciplinary team that includes occupational therapists, 

physical therapists, speech therapists, nurses, social workers, and a case manager. During 

inpatient SNF stays, patients participate in 5 days a week of occupational therapy, physical 

therapy, and speech therapy treatment sessions to regain their physical and occupational function 

before transitioning to home. 

Identification of Participants 

For the population of this study, community-dwelling older adults who transitioned from 

hospital to SNF were purposefully selected. The participants received MOCA scores indicating 

normal or mild cognitive impairment and planned to return to the community after their SNF 

stay. 

Inclusion Criteria 

Participants met the following criteria: 1) older adults aged 65 and older, 2) older adults 

who planned to return to home after SNF stay, 3) older adults' mental status from MOCA test, 

indicating normal or mild cognitive impairment, 4) older adults who are an English speaker, 5) 

older adults willing to participate in the study and sign informed consent. 

Exclusion Criteria 

Participants were excluded from the study based on the following criteria: 1) older adults 

aged less than 65 years old, 2) older adults aged 65 or older who received MOCA scores 

indicating moderate or severe cognitive impairment, 3) older adults who do not speak English, 

and 4) older adults who would remain in the SNF as long-term care residents. 
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Participant Recruitment Process 

         Participants were purposefully selected after initial admission to the SNF setting. The 

facility administrator received a copy of the Institutional Review Board (IRB) approval through 

Smith Ranch Generation Healthcare Corporation as supported by Eastern Kentucky University 

before participant recruitment. Participants were recruited using a written script rehearsed by the 

primary investigator (PI) or on-site occupational therapy practitioners employed by Generation 

Healthcare at Smith Ranch full-time. Participants and caregivers of the participants received and 

completed a consent form. 

Data Collection 

         This study used a convergent mixed methods design to compare the results after 

collecting and analyzing quantitative and qualitative data. Pre and post-test data were collected 

from participants at the SNF to identify community-dwelling older adults’ perception and self-

efficacy related to discharge preparedness in a SNF. The PI conducted semi-structured 

interviews on-site with the study participants. The one-to-one, face-to-face interviews were 

scheduled with each participant during their free time. The interviews were completed within 

three-time frames: three days after initial admission, 1 to 2 days before SNF discharge, and two 

weeks after phone call follow-up. All interviews were held in a private room in the SNF facility.  

         The semi-structured interview questions aligned with the RHDS and the GSES to provide 

perspective on community-dwelling older adults' experiences in SNF’s discharge preparedness. 

Participants received the GSES upon admission to the SNF setting before discharge to home and 

two weeks follow-up. The RHDS served as quantitative instruments that were delivered to 

participants 1-2 days before returning home. A semi-structured questionnaire related to 
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participants’ perceptions of occupational therapy services during SNF stay was delivered to 

understand their perceptions of discharge preparedness before their discharge. 

Data Analysis 

A convergent mixed-methods design was used to collect and analyze the qualitative and 

quantitative data aimed to discover trends from numeric instruments as well as emerging themes 

and descriptions from the participants’ interviews to understand community-dwelling older 

adults’ perceptions of discharge readiness in a SNF (Creswell & Creswell, 2018). Quantitative 

data from the study instruments were analyzed using descriptive statistics for frequency and 

percentage of responses and inferential statistics using paired t-tests compared pre and post-test 

scores with alpha set at .05 for the GSES instruments. The RHDS served as other quantitative 

instruments that were delivered to participants 1-2 days before returning home to understand 

participants’ perception of discharge education at a SNF setting. The PI analyzed and transcribed 

the qualitative data from survey questionnaires and interviews using written notes to generalize 

emerging themes. Data analysis used the computerized program Excel to organize the data. 

During the coding process, the PI looked for frequent phrases or comments within each 

transcript. Categories or themes were organized based on the recurrence of the data. Based on the 

emerging themes and integration of the quantitative results, the PI formed a comprehensive 

meaning of community-dwelling older adults’ perceptions and self-efficacy in discharge 

readiness during SNF stay. 

Trustworthiness 

The PI utilized multiple methods to support qualitative validity in this study.  Validity 

procedures included the following:  incorporating a detailed, thick description to convey the 

findings, acknowledging the researcher’s biases, and presenting discrepant information and 
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perceptions (Creswell & Creswell, 2018). Researchers considered potential threats to internal 

and external validity. There is a variability of participants in each phase for many reasons during 

their SNF stay or after returning home, which might impact the study's internal validity 

(Creswell & Creswell, 2018). Researchers expanded recruitment with a large sample size to 

account for dropouts to reduce the impact of attrition. Because one of the instruments was used 

for the pre and post-test, participants might be familiar with the testing questions, potentially 

threatening internal validity (Creswell & Creswell, 2018). To minimize the threat of testing tools, 

the researcher administered the tests at discharge and two-week follow-ups to reduce potential 

inconsistencies that could impact outcome measures. Threats to external validity included the 

interaction of setting and treatment in which results could not be generalized to older adults in 

other settings. Additional research in new settings would determine the consistency of the study 

results (Creswell & Creswell, 2018). 

Ethical Considerations 

Ethical considerations were considered throughout the research study to ensure the best 

practices by researchers and the safety of participants. Before participants’ recruitment, the PI 

completed Collaborative Institutional Training (CITI Program). Generation Healthcare 

Corporation at Smith Ranch Facility obtained a site agreement to conduct this study. Before 

conducting research, the PI submitted an IRB study proposal through Eastern Kentucky 

University. Once the IRB proposal was approved, the PI recruited participants based on inclusion 

criteria along with a required signed consent form before the PI conducted a semi-structured 

interview. The interview questions were adapted from the RHDS and GSES for the study's 

validity. PI’s email was provided for participants to ask questions or concerns. 
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         The study's purposes and benefits were explained to participants before starting the study 

to preclude a conflict of interest through a verbal recruitment script. The PI ensured that 

participants had the right to discontinue the study at any point. Participants’ names and identities 

were not disclosed throughout the study. Additionally, rewards were not provided to participants 

throughout the study. Participants and stakeholders received a copy of the study results to gain 

the study's credibility. The study data was stored on a password-protected computer and an office 

with a lock key.  

Project Timeline 

Project Steps Start Date (duration) Completion Date 

Complete and submit the 

study’s application for IRB 

approval. 

November 2022 December 2022 submission 

Tentative date for IRB 

approval: January 2023 

Recruit participants from the 

facility 

February to September 2023 The end of August 2023 

Administer pretest survey 

and data collection 

Within three days, SNF 

admission 

January to August 2023 

Administer post-test survey 

and data collection 

One-two day before 

discharging from a SNF 

February to August 2023 
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Administer two weeks of 

posttest follow-up and data 

collection 

Phone call follow-up after 

two weeks of discharging 

from a SNF 

February to August 2023 

Data analysis January to August 2023 January to August 2023 

Complete and submit the 

final Capstone project report 

January 2023 November 2023 

 

Section IV: Results and Discussion 

Description 

As described previously, this study consists of three phases: three days after initial 

admission, one to two days before SNF discharge, and two weeks after discharge with phone call 

follow-up. There was a total of 92 participants who completed the Phase I interviews, 61 

participants completed Phase II, and 32 participants completed Phase III two-week post-

discharge follow-up interviews. All participants were admitted to a SNF and returned to the 

community. Thirty-one participants did not complete the phase II interview due to a variety of 

issues: readmission to an acute hospital (N=2), discharge against medical advice (N=11), expired 

(N=1), early withdrawal from research (N=7), enrolled in hospice care (N=2), or a time 

constraint for research completion (N=8). The pre-and post-data collection was based on the 61 

participants who completed phase I and II interviews, and the post-test and two-week follow-up 

data collection were based on the 38 participants who completed phase II and phase III 

interviews to identify community-dwelling older adults’ perceptions and self-efficacy about 

discharge preparedness in a SNF.  
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Data was gathered in phase I; participants received the General Self-Efficacy Scale 

(GSES) within three days of admission to a SNF setting. GSES is a self-report–psychometric 

scale designed to assess each individual’s emotion, optimism, work, and satisfaction with a belief 

to cope with various difficulties in their lives (Schwarzer & Jerusalem, 1995). GSES consists of 

four Likert-scale questions with a continuous scale ranging from 1-Not at all true to 4-Exactly 

true. In this phase, the participants were interviewed about their self-efficacy after being 

hospitalized.  

In phase II, the data were gathered one to two days before participants were discharged 

from a SNF. Participants completed semi-structured interview questions aligned with the RHDS 

and GSES to provide perspective on community older adults’ perception of discharge 

preparedness. The semi-structured interview questions were developed using a literature review 

and guided by the 4th edition of the Occupational Therapy Practice Framework (OTPF-4). It 

consists of four multiple-choice questions on participant demographics and four open-ended 

questions in the post-test only. The RHDS consists of 10 continuous Likert scales ranging from 

1-None to 10-Always, and it was used for post-test data collection to identify community-

dwelling older adults’ perception of discharge readiness during SNF stay. The GSES was used 

for the post-test to compare admission and discharge.  

In phase III, participants received a phone call and a GSES questionnaire after two weeks' 

discharge from the SNF to identify their self-efficacy after returning to their home environment. 

Following the completion of the three phases for all study participants, the results were merged 

to present a rich description of community-dwelling older adults’ perceptions and self-efficacy in 

discharge readiness during SNF stay.  
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Demographics of Participants: 

 A total of 92 community-dwelling older adults who met inclusion criteria completed the 

phase I (pre-test) interview. Of the 92 community-dwelling older adults, 61 completed both 

phase I (pre-test) and phase II (post-test) interviews. Among the 61 participants, 12 were 65-75 

years old, 42 were 75-85, and seven were over 85. Among all the participants who completed pre 

and post-tests, 54 % (N=33) were female, 46% (N=28) of participants were male, 36% (N=22) 

participants lived alone after returning home, 59% (N=36) of participants lived with family 

members, and 5% (N=3) of participants received caregiver support.  

Table 1 

Demographics of Participants 

Participants 61 

Discharge Location 

Home 61 

SNF 0 

Age Range Number of Participants 

65-75 20% (N=12) 

75-85 69% (N=42) 

>85 11% (N=7) 

Gender 

Male 46% (N=33) 

Female 54% (N=28) 

Non-binary 0% (N=0) 

Home Support 

Alone 36% (N=22) 

Family 

Members 59% (N=36) 

Others 5% (N=3) 
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The data was evaluated by analyzing the pre and post-test data results to illustrate a 

statistically significant improvement in the self-perceived GSES scale from initial evaluation to 

discharge. Tables 2 through 3 represent the information gathered for the overall scores of each 

participant related to the GSES scale on the pre and post-test surveys. The overall improvement 

in all pre-test/post-test scores was evaluated. Then, the mean, median, SD, and SE scores for the 

difference in scores and the paired samples t-test were assessed to evaluate the participants’ 

perceived self-efficacy before and after SNF stay (see Table 2 & Table 3). The mean for all ten 

questions of GSES increased by 3.11 on the post-test from 31.44 to 34.54, indicating an overall 

increase in self-efficacy in the areas measured (see Table 2 & Figure 3) 

Quantitative Data: 

GSES Pretest and Posttest Data: 

Table 2 

Differences of Pre-Test and Post-Test Mean, Median, SD, and SE 

Descriptive      

 N Mean Median SD SE 

Pretest 61 31.44 32 5.6 0.71 

Posttest 61 34.54 35 3.88 0.49 
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Figure 3 

Range of Change in Mean Scores for GSES Pre and Posttest 

 

Table 3 represents the information gathered from the paired samples t-test about the change in 

participants’ self-efficacy after a SNF stay. The mean difference between the pretest and post-

test was 3.1, and a 95% confidence interval indicated a population mean difference range 

between 0.99 and 1.4. The probability value for Likert scale questions related to self-efficacy 

was found to be < .05, indicating that the difference between the pre and post-test scores was 

statistically significant and not likely due to chance.  

Table 3 

Paired Samples T-Test 

Paired Samples 

T-Test      95% Confidence Interval 

 Statistic df p 

Mean 

differenc

e 

SE 

differenc

e Pre-test Post-test 

Pretest/Posttest -4.34 60 0.000028 3.1 0.22 1.4 0.99 
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Two Weeks Phone Call Follow-up.  

A total of 38 participants completed the two-week follow-up with GSES questionnaires.  

The mean for all ten questions of GSES increased by 1.77 on the post-test from 35.15 to 36.92, 

indicating an overall increase in self-efficacy in the areas measured (see Table 4). Table 5 

represents the information gathered from the paired samples t-test about the change in 

participants’ self-efficacy after participants returned home. The mean difference between the 

post-test and two-week follow-up was 1.7, and a 95% confidence interval indicated a population 

mean difference range between 1.3 and 1.4. The probability value for the Likert scale questions 

related to self-efficacy was found to be < .05, indicating that the difference between the post-test 

and two-week follow-up scores was statistically significant and not likely due to chance.  

Table 4 

Differences in Post-Test and Two Week Follow-Up Mean, Median, SD, and SE 

Descriptive      

 N Mean Median SD SE 

Posttest 38 35.15 36 4.19 0.61 

Two Week 

Follow-Up 38 36.92 39 3.8 0.68 

 

Table 5 

Paired Samples T-Test 

Paired Samples 

T-Test      95% Confidence Interval 

 Statistic df p 

Mean 

difference 

SE 

difference Post-test 

Two Week 

Follow-Up 

Post-test/Two 

Week Follow-

Up -2.3 37 0.01 1.7 0.07 1.3 1.4 
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Participants’ Perception of RHDS Post-Test Questions 

There were 61 participants who received RHDS post-test questionnaires prior to 

discharge to home from the SNF setting. The RHDS is associated with the quality of discharge 

teaching from healthcare professionals that can predict individuals’ post-discharge coping 

difficulty and emergency room readmission after returning home (Marquette University, 2023). 

The RHDS post-test had eight questions with ten-point Likert scale answers to assess the 

participants’ sense of discharge readiness. The average rating of all responses and median scores 

for all responses from the post-test can be seen in Table 6. From the data, the average of each 

question was scored between seven and eight, with close to the highest score being ten. The 

median score of each question (1, 3, 4, 5, 6, 8) was 9, whereas the median scores of questions 2 

and 7 were 8.  

Table 6 

Results to RHDS 

 

Post-Test 

Questions Q1 Q2 Q3 Q4 Q5 Q6 Q7 Q8 

Average rating 

of all 

responses 8.25 7.69 8.26 8.75 8.62 8.69 7.18 7.69 

Median scores 

for all 

responses 9 8 9 9 9 9 8 9 
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Qualitative Data: 

Participants’ Perception of Semi-Structured Interview Post-Test Questions 

A total of 61 participants completed semi-structured interview questions further to 

identify discharge preparedness in relation to occupational therapy services. The items used for  

the analysis of semi-structured interview questions were:  

How do you feel you were prepared for home following your stay in the facility?  

In the first question, 92% (N=55) of participants responded very well with how they felt 

they were prepared for home, whereas 6% (N=4) of participants did not feel they were ready to 

go home (see Figure 4).  

Figure 4 

How Do You Feel You Were Prepared for Home Following Your Stay in the Facility? 

 

 

Do you believe that the Occupational Therapy education that you received prior to 

discharge to home prepared you for actually being home?  

Additionally, 92% (N=56) of participants believed that the occupational therapy 

education they received prepared them for being home, whereas 3% (N=2) of participants did not 
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feel they were prepared for actually being home. Interestingly, 5% (N=3) of participants were 

unsure if occupational therapy education prepared them for being home (see Figure 5).  

Figure 5 

Do You Believe that the Occupational Therapy Education that You Received Prior to Discharge 

to Home Prepared You for Actually Being Home? 

 

What would you like to change about the preparedness from occupational therapy 

education in preparation for going home? 

Five themes emerged from ten categories when asked what they would like to change 

about the preparedness from occupational therapy education in preparation for going home. The 

ten categories include nothing/happy about it, discussion with family and case managers, ADLs, 

IADLs, edema management/compression stocking education, session frequency, longer sessions, 

rheumatoid arthritis management, walking/exercises, and O2 education. These categories were 

further collapsed to form themes. Five total themes emerged and are listed as follows: happy 

about the education, discussion with the interdisciplinary team, occupation-based intervention, 

client-centered intervention, and treatment frequency (see Table 7).  
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Table 7 

What Would You Like to Change About the Preparedness From Occupational Therapy 

Education in Preparation for Going Home? 

 

 

 The first theme, happy about the education, supported the occupational therapy service 

delivery in the SNF to serve clients who were discharged from an acute care hospital. A total of 

62% of participants felt happy about the occupational therapy education preparing them for 

going home, and nothing else needed to be changed. The second theme, Interdisciplinary team 

(IDT) Discussion, was identified as one participant expressed she felt there was no 

communication on how to transition to home, especially regarding her medication regimen and 

follow-up appointments with her physicians after returning home. Occupation-based intervention 

is another theme that emerged from ten categories. Sixteen percent of participants expressed the 

need to practice more showering and preparing meals to go home. Another theme, client-
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centered Intervention, emerged, with 8% of participants stating the need to focus on disease and 

impairment-related intervention. One participant stated that he would feel more independent if 

the OTP could teach him how to manage self-care with his Rheumatoid Arthritis. In contrast, 

another participant expressed that he would like to learn more about edema management, 

especially how to wear compression stockings. Lastly, the treatment frequency emerged from ten 

categories, with 4% of participants feeling that the increase in occupational therapy sessions 

might be beneficial in preparation for their return home.  

What areas of daily occupations (dressing, bathing, grooming, meal preparation, 

etc.) that you feel you need more help with after returning home? 

The majority of participants (45.8%) responded that they did not need any assistance 

when returning home. Approximately 19.4% of participants were concerned about needing some 

assistance for showering, 8.3% for meal preparation, and 6.9% for dressing (see Figure 6). 

Figure 6 

What Areas of Daily Occupation (Dressing, Bathing, Grooming, Meal Preparation, etc.? What 

Do You Feel You Need More Help With After Returning Home? 

 



35 
 
 

 

Integrated Quantitative and Qualitative Results 

Table 8 

Merged/Integrated Qualitative and Quantitative Data 

Topic Quantitative Data Qualitative Data- Sample 

Quotation 

Self-Efficacy Increased self-efficacy 

GSES scores: 

Statistically significant 

improvements from pre to 

post on the GSES is 3.11 

 

RHDS: How physically ready 

are you to go home? 

Average score:  8.25, with 

close to the highest score 

being ten. 

Increased self-efficacy: 

“I felt pretty confident.” 

 

“I can perform all tasks as 

before the injuries.” 

 

“I am in good shape.” 

 

Decreased self-efficacy: 

“I feel not ready because of 

the swollen legs.” 

 

“I cannot go to the bathroom 

on my own.” 

Preparation for Discharge Increased preparation for Increased preparation for 
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discharge 

 

RHDS results:  

Q1: How physically ready are 

you to go home?  Scores: 

8.25, with close to the highest 

score being ten. 

 

Q3: How much do you know 

about problems to watch for 

after you go home? Scores: 

8.26, with close to the highest 

score being ten. 

 

Q4:  How much do you know 

about restrictions (what you 

are allowed and not allowed 

to do) after you go home? 

Scores: 8.75, with close to the 

highest score being ten. 

 

 

discharge: 

 

“I felt well prepared to go 

home.” 

 

“Much better than what I 

would have if I were myself 

because I appreciated it 

more.” 

 

“Ready to go home.” 

 

“Husband received training 

with ADL’s assistance, so I 

am prepared.” 

 

“Adequately prepared,” 

 

“Well prepared,” 

 

Decreased preparation for 

discharge, 

 

“I feel anxious,” 

 

“I cannot go to the bathroom 

on my own.” 

 

“It would be better if my 

family and I had some 

discussion with a case 

manager or someone about 

what I need to know before 

going home.” 

 

“I wish I knew more about 

how to manage the oxygen 

equipment at home safely.” 

 

 

Readiness to complete ADLs 

after discharge 

Increased confidence for 

completing ADLs at home 

 

RHDS results: How well will 

you be able to perform your 

Increased confidence for 

completing ADLs at home: 

 

“I feel I can manage 

everything at home.” 
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personal care (for example, 

hygiene, bathing, toileting, 

eating) at home? 

The average rating score of 

all respondents was 8.69, with 

close to the highest score 

being 10. 

 

“Very well.” 

 

Reduced confidence for 

completing ADLs at home: 

 

“I felt I still needed some help 

for showering and dressing.” 

 

“I need help with tub 

transfer.”  

 

“It will be better if someone 

teaches me how to manage 

the feeding tube.” 

 

“I cannot go to the bathroom 

on my own.” 

 

“Know more about how to 

take a shower.” 

Readiness to complete IADLs 

after discharge 

Increased confidence for 

completing IADLs 

 

RHDS result:  

 

How well will you be able to 

handle the demands of life at 

home? 

The average rating score of 

all participants was 8.62, with 

close to the highest score 

being 10. 

 

How much help will you have 

if needed with your medical 

care needs (treatments, 

medications) after you go 

home? 

The average rating score of 

all participants was 7.69, with 

close to the highest score 

being 10.  

Increased confidence for 

completing IADLs: 

 

“I can do everything.” 

 

Reduced confidence for 

completing IADLs: 

 

“I have concerns about going 

back to work, learning to 

operate doors, and navigating 

the hallway in a real home 

environment.” 

 

“I need help with meal 

preparation and shopping.” 

 

“Need help with laundry.” 

 

“I wish I knew some tips on 

being in my kitchen.” 

 

“I need someone around to 

help me manage IADLs.” 
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Both quantitative and qualitative data were integrated into four topics: self-efficacy, 

preparation for discharge, readiness for completing ADLs, and readiness for completing IADLs. 

In the first topic, self-efficacy, the quantitative data in the GSES scores increased by 3.11 on the 

posttest from 31.44 to 34.54, and the overall rating score of each question in the RHDS 

questionnaire from all participants was from 7.18 to 8.75. In the examples presented in Table 8, 

when asked how physically ready are you to go home, the overall rating score was 8.25. 

Compared to qualitative data from interview questionnaires, when asked about how they can 

physically perform and complete their daily self-care, participants expressed, “I felt pretty 

confident” and “I can perform all tasks as before the injuries,” whereas some participants stated  

that “I cannot go to the bathroom on my own.” 

The second topic, preparation for discharge, in the quantitative data of RHDS 

questionnaires, the average score in the question such as how much do you know about problems 

to watch for after you go home was 8.26. For instance, participants reported, “ I felt well 

prepared to go home” and “much better than what I would have if I were myself because I 

appreciated it more,” however, some participants expressed that “I feel anxious about going 

home” and “I wish I knew more about how to manage the oxygen equipment at home safely.” 

The third topic included readiness to complete ADLs after discharging to home. In the 

quantitative data of RHDS questionnaires, for example, how well will you be able to perform 

your personal care, participants expressed that “I feel I can manage everything at home” and “I 

can do everything,” whereas, some participants expressed the need for help for showering, 

dressing, and tub transfers. The fourth topic included readiness to complete IADLs after 

discharging to home. In the question of how well will you be able to handle the demands of life at 

home from quantitative data of RHDS, participants stated, “I can do everything,” whereas some 
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participants expressed a reduction of confidence in completing IADLs, for instance, participants 

expressed “I wish I knew some tips on being in my kitchen,” and “ I have concerns about going 

back to work, learning to operate doors, and navigating the hallway in a real home environment.” 

 

Discussion 

The purpose of this study is to examine the perceptions of community-dwelling older 

adults’ preparedness and self-efficacy after receiving occupational therapy services in a SNF to 

increase their quality of life and decrease hospital readmissions after they return home. Based on 

the ValMO Model, the researcher understands how each participant’s occupational value 

influences their daily occupational choice and the relationship between their occupational value 

and meanings during SNF discharge preparedness (Persson et al., 2001). The ValMO Model 

proposes an interaction among the person, task, and environment, allowing participants to build 

an overarching experience of meaning during their SNF stay. Participants expressed the need for 

change to focus on more ADL (e.g., showering), and IADL (e.g., meal preparation) was 

associated with the meanings they perceived (Persson et al., 2001). The Model of Occupational 

Wholeness theoretical framework consists of four dimensions: doing, being, becoming, and 

belonging (Yazdani et al., 2017). It focuses on individuals’ choices in their occupational 

participation based on their capacities, the resources of their environment, and social obligation 

that is meaningful and healthy to them (Yazdani et al., 2017). During discharge preparedness in 

the SNF setting, participants met the occupational wholeness by recognizing their needs to be in 

the SNF environment, participating in daily occupations that allowed them to become 

independent and lead to their occupational choice, health, and well-being in order to return to 

their community.  
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The descriptive data analysis shows that community-dwelling older adults have increased 

their self-perceived self-efficacy in occupational performance and satisfaction from occupational 

therapy services in a SNF. Receiving occupational therapy intervention led to a statistically 

significant increase in self-efficacy scores between the pre-test, post-tests, and two-week phone 

call follow-up. Based upon the semi-structured open-ended questions, RHDS, GSES, and the 

statistical analysis of the pre-test, post-test, and two-week phone call follow-up scores, strong 

evidence shows the significance of occupational therapy services in supporting discharge 

planning for community-dwelling older adults in a SNF.  

The results of the qualitative and quantitative data examined the community-dwelling 

older adults’ perception of discharge preparedness, self-efficacy, and readiness for completing 

ADLs and IADLs after discharge were merged and integrated. 

Community-Dwelling Older Adults’ Perceived Self-Efficacy 

Self-efficacy plays a significant role in each individual’s life. Self-efficacy refers to 

individuals’ confidence in their ability to manage their situations. Individuals with higher self-

efficacy are more likely to have an increased health status for health behavior changes, enhanced 

quality of life, and increased motivation to participate in meaningful occupations (Kalina et al., 

2018). Older adults aged 65 years and older who experienced illness also experienced a decrease 

in the sense of self-efficacy and increased depression, resulting in reduced quality of life (Kalina 

et al., 2018; Toledano-González, 2018). The results of this study showed both the improvement 

and reduction of self-efficacy in community-dwelling older adults’ self-efficacy from GSES 

scores, the RHDS post-test questions, and open-ended questionnaires. The quantitative data in 

the GSES scores increased by 3.11 on the posttest from 31.44 to 34.54, and the overall rating 

score of each question in the RHDS questionnaire from all participants was from 7.18 to 8.75.  
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For instance, the average score of RHDS in the question of how physically ready are you to go 

home was 8.25, with close to the highest scores being 10; however, participants have some 

concerns about how they can physically perform and complete their daily self-care. For instance, 

some participants expressed, “I felt pretty confident,” "I am able to perform all tasks as before 

the injuries'', and “I am in good shape. " In contrast, others expressed, “I feel not ready because 

of the swollen legs” and “ I cannot go to the bathroom on my own.” The reduction of self-

efficacy in community-dwelling older adults’ self-efficacy further confirmed the Whitehall et al. 

(2021) study with the finding that older adults who received healthcare services in the inpatient 

setting are more likely to have lower self-efficacy and poorer health promotion behaviors, 

possibly resulting from their need for extended rehabilitation outside their home environment. 

Although there was some evidence showing the reduction of self-efficacy in community-

dwelling older adults, the present research study found that older adults’ self-efficacy increased 

from initial admission to discharge after receiving discharge education from occupational 

therapy professionals in a SNF. Similar to other previous research (Wong et al., 2019), the 

current study demonstrated increased older adults’ self-efficacy after receiving occupation-based 

intervention programs that focus on ADLs, IADLs, and medication management. These results 

further confirm a correlation between older adults’ self-efficacy and occupational participation 

after receiving occupational therapy services during transitional care in a SNF. Occupational 

therapy practitioners can significantly promote older adults’ occupational participation to 

increase their psychosocial well-being and a sense of being, becoming, and belonging in their 

community. 
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Community-Dwelling Older Adults’ Perceived Discharge Preparedness in the SNF 

An effective discharge planning is crucial to enable older adults to have a safe discharge 

arrangement and increase their quality of life. The results of this study showed both positive and 

negative responses to discharge preparedness in the SNF from the RHDS and open-ended 

questionnaires. In the quantitative data of RHDS questionnaires, for instance, when asking 

participants How much do you know about problems to watch for after you go home, the average 

of total score was 8.26, meaning that participants positively perceived discharge preparedness in 

the SNF. In the qualitative questionnaire, participants expressed, “I felt pretty confident,” “I felt 

well prepared to go home,” and “much better than what I would have if I were myself because I 

appreciated it more.” 

On the other hand, participants expressed their concerns about being prepared for 

discharge to home. For instance, participants expressed that “I feel anxious,” “it would be better 

if my family and I had some discussion with a case manager or someone about what I need to 

know before going home,” and “I wish I knew some tips on being in my kitchen,” and “I wish 

the treatment time can be longer and more often so I can be fully prepared.” The result of this 

study further affirmed the importance of interprofessional collaboration among healthcare 

professionals and clients in discharge planning to promote client-centered practice in healthcare 

settings (Atwal & Caldwell, 2003). IDTs in a SNF can encourage collaborative problem-solving, 

allowing safe transitions and bidirectional communication among clients and healthcare 

professionals (Treiger & Lattimer, 2011). Occupational therapists working with geriatric 

populations in the inpatient setting have a significant role in discharge planning for older adults 

to ensure they can manage their daily living activities in their own home environment following 

discharge (Lilja et al., 2020).  
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Additionally, treatment frequency and duration were concerns of the participants who 

received skilled occupational therapy intervention. Participants feel a 45 to 50-minute treatment 

session each day, five days a week is not enough to prepare them to return home. Because of the 

implementation of the patient-driven payment model (PDPM) in the SNFs, which focuses on 

Medicare beneficiary's clinical and functional characteristics rather than the volume-based 

service, SNFs reported a significant reduction in individual therapy utilization. However, the 

researchers examined the relative effects of PDPM implementation and found no changes in the 

length of SNF stay, community discharge rates, or SNF readmission (U.S. Center for Medicare 

& Medicaid Services, n.d.; Zhang et al., 2022). Even though the frequency and duration of 

treatment intervention may not be changed immediately due to policy changes to PDPM, 

occupational therapy practitioners can utilize the treatment time with client-centered and 

occupation-based intervention to provide sufficient treatment to support clients’ optimal 

outcomes.  

Community-Dwelling Older Adults’ Perceived Readiness to Complete ADLs and IADLs After 

Discharge 

The occupation-based and client-centered interventions were deliberate during the 

interview. The occupational therapy practice framework (OTPF-4) supports occupation-based 

and client-centered practice (AOTA, 2020). The results of this study showed both the strengths 

and weaknesses of discharge readiness of community-dwelling older adults to complete ADLs 

and IADLs in the SNF from the RHDS and open-ended questionnaires. In the quantitative data 

of RHDS questionnaires, the average scores were between 7.69 and 8.62, with close to the 

highest score being 10, meaning that the majority of participants have a positive perception of 

discharge readiness to complete ADLs and IADLs in the SNF. For example, participants 

expressed that “I feel I can manage everything at home” and “I can do everything.” 
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In contrast, some participants expressed the need for assistance for ADLs and IADLs. For 

instance, participants stated, “ I will be better if someone teaches me how to manage the feeding 

tube,” “I felt I still needed some help for showering and dressing,” “I need help for meal 

preparation and shopping,” and “I have concerns about going back to work, learning operating 

doors, and navigating the hallway in a real home environment. Although the present study 

reveals that the majority of participants have a positive perception of discharge readiness to 

complete ADLs and IADLs, the discharge education by occupational therapy practitioners can be 

improved to understand clients’ needs in pre-discharge education, such as working on more 

showering and meal preparation in preparing them to return home independently. The 

occupation-based approach is critically used in the SNF to bring therapeutic processes, enhance 

client outcomes, and avoid disability in older adults. In changing the culture of SNF to be an 

occupation-centered practice, occupational therapy practitioners should establish an occupation-

focused practice to promote the therapist-client relationship (Rafeedie et al., 2018; Star & 

Herman, 2022). Applying client-centered practice to understand client preferences can foster 

autonomy and promote social and occupational justice (Durocher et al., 2015). Additionally, 

participants expressed the importance of educating them on incorporating compensatory and 

remedial techniques with their physical limitations for their daily occupational participation, such 

as oxygen tube and compression stocking management.  

Occupational therapy practitioners play a unique role in service delivery in transitional 

planning from one setting to another, such as SNF to home. Occupational therapy practitioners 

possess the skills to facilitate clients’ transitional experiences to ensure clients’ safety, well-

being, and optimal outcomes (AOTA, 2020). The results of the RHDS post-test reveal that 

discharge planning from occupational therapy practitioners in the SNF prepares them both 
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physically and psychologically to feel confident about managing and handling the demands of 

their lives after discharge. For instance, from the current study, PI identified that most 

participants felt they were physically ready and understood the restrictions and problems to 

watch after returning home. Additionally, the participants felt they could handle the demands of 

life at home and perform their personal care routines such as hygiene, bathing, toileting, and 

eating.  

Strengths and Limitations 

Strengths: The results of this study examine community-dwelling older adults’ perceived 

self-efficacy and readiness for discharge after receiving occupational therapy services at a SNF 

and disclose the effectiveness of occupational therapy services to facilitate community-dwelling 

older adults’ self-efficacy and readiness for discharge to their communities. Validity and 

trustworthiness were supported through credibility and dependability through the interview 

process. Using a mixed method research study not only reveals the pre-test, post-test, and two-

week follow-up data on how community-dwelling older adults’ self-efficacy changed through 

the occupational therapy intervention process but also discovers deeper insights of the 

participants on how OT practitioners actually prepare them to return to the community. Another 

strength is that the questionnaires used in this study were standardized assessments and 

developed from best-evidence literature. Additionally, the data collection was over a prolonged 

period from January to August 2023 and from a broad range of complex diagnoses of 

participants and a large number of participants (N= 92), which can present the real phenomenon 

of the participants’ experiences. Furthermore, this research study used multiple assessment tools 

to identify community-dwelling older adults’ perceived discharge readiness, and the results were 

consistent between the data and the findings. Lastly, the outcome measure of using GSES scales 
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to test community-dwelling older adults’ self-efficacy from pre-test, post-tests, and two-week 

follow-up represents a statistical significance, indicating the importance of occupational therapy 

interventions in the SNF setting to enhance clients’ self-efficacy in preparing them to return 

home. 

Limitations: The results of this study may not be transferable to other situations or 

locations as this study is conducted in one SNF in Northern California. Additionally, one of the 

inclusion criteria is that participants’ cognitive levels are normal or mild cognitive impairment 

and plan to return to the community after their SNF stay; therefore, the results of this study did 

not apply to older adults with moderate to severe cognitive impairment. Furthermore, during the 

data collection, a variability of participants in each phase was identified. Ninety-two participants 

completed the initial interview; however, only 61 participants completed the post-test, and 38 

participants completed two-week follow-up interviews due to multiple reasons; therefore, the 

results did not represent the whole participants’ involvement.  

Implications for Practice 

 Occupational therapy practitioners have advanced knowledge in transitional care in the 

SNF setting to ensure clients’ safety, psychosocial well-being, and optimal outcomes. OTPF-4 

pointed out that occupational therapy practitioners have pivotal roles in educating clients about 

using new equipment, adapting an occupation, providing caregiver training, modifying 

environmental barriers, or determining the appropriate settings for transitional care during the 

occupational therapy intervention process to ensure clients’ safe and effective discharge planning 

(AOTA, 2020). This study promotes the importance of occupational therapy practice in focusing 

on client-centered, occupation-based, and interprofessional collaboration to enhance community-
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dwelling older adults' self-efficacy, psychosocial well-being, and quality of life through their 

occupational participation and engagement. 

Future Research 

This research study's findings highlight the need for further research in several areas. 

Because this study was only conducted in one SNF organization, further studies to include 

various SNFs among different organizations will serve as a generalization to other settings and 

populations. With the increased numbers of community-dwelling older adults living alone (14.7 

million) and older adults who live alone are more likely to be poor (Kaplan, 2023), further 

research on the health disparities (e.g., homeless or poor) transitional care experiences are 

needed to determine if the study results can be translated into different populations and settings. 

Additionally, this study was conducted with one group pre-test, post-test, and two-week follow-

up; therefore, the results may not be generalizable to other populations. Therefore, further 

research on the control and intervention groups is recommended to examine the effectiveness of 

occupation and client-centered interventions associated with community-dwelling older adults’ 

self-efficacy in promoting older adults’ psychosocial well-being. Lastly, the previous research 

suggested a positive correlation between older adults’ self-efficacy with health behavior and 

quality of life. Due to this study mainly focusing on a two-week follow-up after participants 

return home, further research to examine 30, 60, and 90-day follow-ups may serve a clear 

understanding of community-dwelling older adults’ self-efficacy changes over time that may 

impact an individual’s quality of life.  

Conclusion 

 This capstone provided evidence supporting the outcome measures during clients’ 

transitional care in occupational therapy practice to promote an individual’s psychosocial well-



48 
 
 

being and achieve optimal outcomes (AOTA, 2020). The quantitative and qualitative data 

analysis indicates that occupation-based discharge preparedness intervention changes 

community-dwelling older adults’ perceived self-efficacy and readiness for discharge at a SNF. 

The quantitative results of the pre-tests, post-tests, and two-week phone call follow-up reveal a 

statistically significant (p<0.05) improvement in community-dwelling older adults’ self-efficacy, 

which suggests that occupation-based discharge preparedness fosters older adults’ self-efficacy 

in preparing them to return to the community. Additionally, the semi-structured interview and 

RHDS reveal community-dwelling older adults’ sense of readiness for discharge at a SNF. The 

results of the qualitative study emerged with five themes: happy about education, discussion with 

the interdisciplinary team, occupation-based intervention, client-centered intervention, and 

treatment frequency. The implication of this study indicates occupational therapy interventions 

are a catalyst of discharge planning in the SNF to promote community-dwelling older adults' 

self-efficacy and readiness for discharge to home. 

 

 

 

 

 

 

 

 

 



49 
 
 

References 

American Occupational Therapy Association. (2014). Occupational therapy practice framework:  

Domain and process (3rd ed.). American Journal of Occupational Therapy, 68(Suppl. 1), 

S1–S48. https://doi.org/10.5014/ajot.2014.682006   

American Occupational Therapy Association. (2020). Occupational therapy practice framework:  

Domain and process- (4th edition). American Journal of Occupational Therapy, 

74(Suppliment_2), 1-87. https://doi.org/10.5014/ajot.2020.74S2001 

American Occupational Therapy Association. (2017b). Vision 2025. American Journal of  

Occupational Therapy, 71, 7103420010. https://doi.org/10.5014/ajot.2017.713002 

Angell, A. M., Goodman, L., Walker, H. R., McDonald, K. E., Kraus, L. E., Elms, E. H. J.,  

Frieden, L., Sheth, A. J., & Hamme, J. (2020). "Starting to live a life:'' Understanding full 

participation for people with disabilities after institutionalization. The American Journal 

of Occupational Therapy, 74(4). https://doi.org/10.5014/ajot.2020.038489 

Atwal A., & Caldwell K. (2003). Ethics, occupational therapy, and discharge planning: Four  

broken principles. Australian Occupational Therapy Journal, 50(4), 244–251. 

https://doi.org/10.1046/j.1440-1630.2003.00374.x 

Bobay, K. L., Jerofke, T. A., Weiss, M. E., & Yakusheva, O. (2010). Age-related differences in  

perception of quality of discharge teaching and readiness for hospital discharge. Geriatric 

Nursing, 31(3), 178–187. https://doi.org/10.1016/j.gerinurse.2010.03.005 

Braun, V., & Clarke, V. (2022). Conceptual and design thinking for thematic analysis.  

Qualitative Psychology, 9(1), 3–26. https://doi.org/10.1037/qup0000196 

Centers for Medicare & Medicaid Services. (n.d.). Glossary. CMS.gov. Retrieved October 30,  

2022, from https://www.cms.gov/glossary?term=skilled+nursing+facility&items_per_ 

https://doi.org/10.5014/ajot.2014.682006
https://doi.org/10.5014/ajot.2020.74S2001
https://doi.org/10.5014/ajot.2017.713002
https://doi.org/10.5014/ajot.2020.038489
https://doi.org/10.1046/j.1440-1630.2003.00374.x
https://doi.org/10.1046/j.1440-1630.2003.00374.x
https://doi.org/10.1046/j.1440-1630.2003.00374.x
https://doi.org/10.1016/j.gerinurse.2010.03.005
https://doi.org/10.1037/qup0000196
https://doi.org/10.1037/qup0000196
https://www.cms.gov/glossary?term=skilled+nursing+facility&items_per_


50 
 
 

page=10&viewmode=grid 

Cheney, C. (2019, April 15). Reduce hospital readmissions with effective SNF-to-home 

transitions. Health leaders. https://www.healthleadersmedia.com/clinical-care/reduce-

hospital-readmissions-effective-snf-home-transitions 

Cho, N. (n.d.-a). Model of occupational wholeness. HOTheory.   

https://ottheory.com/therapy-model/model-occupational-wholeness 

Cho, N. (n.d.-b). Value and meaning in occupations. HOTheory.  

https://ottheory.com/therapy-model/value-and-meaning-occupations-valmo 

Crennan M., & MacRae A. (2010). Occupational therapy discharge assessment of elderly  

patients from acute care hospitals. Physical & Occupational Therapy in Geriatrics, 28(1), 

33–43. https://doi.org/10.3109/02703180903381060  

Creswell, J.W., & Creswell, J.D. (2018). Quantitative methods. In J.W. Creswell & J.D. Creswell 

(Eds.), Research design: Qualitative, quantitative, and mixed methods approaches (5th 

ed., pp. 155–181). Sage. 

Crosley, J. (2021). What (exactly) is thematic analysis? A plan-language explanation  

& definition. Grad Coach. https://gradcoach.com/what-is-thematic-analysis/  

Durocher, E., Kinsella, E. A., Ells, C., & Hunt, M. (2015). Contradictions in client-centered  

discharge planning: Through the lens of relational autonomy. Scandinavian Journal of 

Occupational Therapy, 22(4), 293–301. https://doi.org/10.3109/11038128.2015.1017531 

Eija, G., & Marja-Leena, P. (2005). Home care personnel’s perspectives. Scandinavian Journal  

of Caring Science, 19, 288–295. https://doi.org/10.1111/j.1471-6712.2005.00343.x 

Gage, M., Cook, J. V., & Fryday-Field, K. (1996). Understanding the transition to community  

https://www.cms.gov/glossary?term=skilled+nursing+facility&items_per_
https://www.healthleadersmedia.com/clinical-care/reduce-
https://www.healthleadersmedia.com/clinical-care/reduce-
https://ottheory.com/therapy-model/model-occupational-wholeness
https://ottheory.com/therapy-model/value-and-meaning-occupations-valmo
https://doi.org/10.3109/02703180903381060
https://gradcoach.com/what-is-thematic-analysis/
https://doi.org/10.3109/11038128.2015.1017531
https://doi.org/10.1111/j.1471-6712.2005.00343.x


51 
 
 

living after discharge from an acute care hospital: An exploratory study. The American 

Journal of Occupational Therapy, 51(2). https://doi.org/10.5014/ajot.51.2.96 

Gage, M., Noh, S., Polatajko, H. J., & Kašpar, V. (1994). Measuring perceived self-efficacy in  

occupational therapy. American Journal of Occupational Therapy, 48(9), 783–790.  

https://doi.org/10.5014/ajot.48.9.783 

Gitlin, L. N., Winter, L., Dennis, M. P., Corcoran, M., Schinfeld, S., & Hauck, W. W. (2006). A  

randomized trial of a multicomponent home intervention to reduce functional difficulties 

in older adults. Journal of the American Geriatrics Society, 54(5), 809–816. 

https://doi.org/10.1111/j.1532-5415.2006.00703.x 

Gretschel, D., Visagie, S., & Inglis, G. (2017). Community integration of adults with disabilities  

post discharge from an in-patient rehabilitation unit in the Western Cape. South African 

Journal of Physiotherapy, 73(1). https://doi.org/10.4102/sajp.v73i1.361. 

Healthy People 2030. (n.d.). Older adults. The Office of Disease Prevention and Health  

Promotion and U.S. Department of Health and Human Services. 

https://health.gov/healthypeople/objectives-and-data/browse-objectives/older-adults 

Kalina, J. T., Hinojosa, J., Strober, L., Bacon, J., Donnelly, S., & Goverover, Y. (2018).  

Randomized controlled trial to improve self-efficacy in people with multiple sclerosis: 

The community reintegration for socially isolated patients (crisp) program. American 

Journal of Occupational Therapy, 72(5), 1–8. https://doi.org/10.5014/ajot.2018.026864 

Kaplan, D. B. (2023, April). Older adults living alone. Merck Manual Professional Version.  

https://www.merckmanuals.com/professional/geriatrics/social-issues-in-older-

adults/older-adults-living-alone 

Knier, S., Stichler, J. F., Ferber, L., & Catterall, K. (2015). Patients’ perceptions of the quality of  

https://doi.org/10.5014/ajot.51.2.96
https://doi.org/10.5014/ajot.48.9.783
https://doi.org/10.1111/j.1532-5415.2006.00703.x
https://doi.org/10.4102/sajp.v73i1.361.
https://health.gov/healthypeople/objectives-and-data/browse-objectives/older-adults
https://doi.org/10.5014/ajot.2018.026864
https://www.merckmanuals.com/professional/geriatrics/social-issues-in-older-adults/older-adults-living-alone
https://www.merckmanuals.com/professional/geriatrics/social-issues-in-older-adults/older-adults-living-alone


52 
 
 

discharge teaching and readiness for discharge. Rehabilitation Nursing, 40(1), 30–39. 

https://doi.org/10.1002/rnj.164                                                        

Levinson, D. R. (2013). Skilled nursing facilities often fail to meet care planning and discharge  

planning requirements. Washington, DC: US Department of Health and Human Services, 

Office of the Inspector General. https://oig.hhs.gov/oei/reports/oei-02-09-00201.pdf 

Lilja, M., Nygård, L., & Borell, L. (2000). The transfer of information about geriatric clients in  

the occupational therapy chain of care: An intervention study. Scandinavian Journal of 

Occupational Therapy, 7(2), 51–59. https://doi.org/10.1080/110381200750018841 

Marston, C., Agar, M., & Brown, T. (2015). Patients’ and caregivers’ perceptions of  

occupational therapy and adapting to discharge home from an inpatient palliative care 

setting. British Journal of Occupational Therapy, 78(11), 688–696. 

https://doi.org/10.1177/0308022615586417 

Marquette University. (2023). Readiness for hospital discharge scale (RHDS). College of  

Nursing. https://www.marquette.edu/nursing/readiness-hospital-discharge-scale.php 

Muldoon, O. T., Haslam., S. A., Haslam, C., Cruwys, T., Kearns, M. & Jetten, J. (2019). The 

social psychology of responses to trauma: social identity pathways associated with 

divergent traumatic responses. European Review of Social Psychology, 30(1), 311–348.    

https://doi.org/10.1080/10463283.2020.1711628 

Nurhayati, N., Songwathana, P., & Vachprasit, R. (2019). Surgical patients’ experiences of  

readiness for hospital discharge and perceived quality of discharge teaching in acute care 

hospitals. Journal of Clinical Nursing (John Wiley & Sons, Inc.), 28(9/10), 1728–1736. 

https://doi.org/10.1111/jocn.14764 

Persson D., Erlandsson L., Eklund M., & Iwarsson S. (2001). Value dimensions, meaning, and  

https://doi.org/10.1002/rnj.164
https://doi.org/10.1002/rnj.164
https://oig.hhs.gov/oei/reports/oei-02-09-00201.pdf
https://doi.org/10.1080/110381200750018841
https://doi.org/10.1080/110381200750018841
https://doi.org/10.1177/0308022615586417
https://www.marquette.edu/nursing/readiness-hospital-discharge-scale.php
https://doi.org/10.1080/10463283.2020.1711628
https://doi.org/10.1111/jocn.14764
https://doi.org/10.1111/jocn.14764
https://doi.org/10.1111/jocn.14764


53 
 
 

complexity in human occupation—A tentative structure for analysis. Scandinavian 

Journal of Occupational Therapy, 8(1), 7–18. 

https://doi.org/10.1080/110381201300078447 

Provencher, V., Clemson, L., Wales, K., Cameron, I. D., Gitlin, L. N., Grenier, A., & Lannin, N. 

A. (2020). Supporting at-risk older adults transitioning from hospital to home: Who 

benefits from an evidence-based patient-centered discharge planning intervention? Post-

hoc analysis from a randomized trial. BMC Geriatrics, 20(84). 

https://doi.org/10.1186/s12877-020-1494-3 

Rafeedie, S., Metzler, C., & Lamb, A. J. (2018). Opportunities for occupational therapy to  

serve as a catalyst for culture change in nursing facilities. The American Journal of 

Occupational Therapy, 72(4), 7204090010p1-7204090010p6. 

https://doi.org/10.5014/ajot.2018.724003 

Schwarzer, R. (2012). The general self-efficacy scale (GSE). Research Gate.  

https://www.researchgate.net/publication/298348466_The_General_Self-

Efficacy_Scale_GSE 

Simning, A., Caprio, T. V., Seplaki, C. L., & Conwell, Y. (2019). Rehabilitation providers’  

prediction of the likely success of the SNF-to-home transition differs by discipline. 

JAMDA, 20, 492-496. https://doi.org/10.1016/j.jamda.2018.11.015  

Spalding, K., Gustafsson, L., & Di Tommaso, A. (2022). Exploring patient outcomes after  

participation in an inpatient occupation-based group: A longitudinal observational cohort 

study. American Journal of Occupational Therapy, 76(5), 1–8. 

https://doi.org/10.5014/ajot.2022.049241 

Stav, W. B., & Herman, A. (2022). An Occupation-Based Clinic Makeover: Perceptions and  

https://doi.org/10.1080/110381201300078447
https://doi.org/10.1080/110381201300078447
https://doi.org/10.1080/110381201300078447
https://doi.org/10.1186/s12877-020-1494-3
https://doi.org/10.5014/ajot.2018.724003
https://doi.org/10.5014/ajot.2018.724003
https://doi.org/10.5014/ajot.2018.724003
https://www.researchgate.net/publication/298348466_The_General_Self-Efficacy_Scale_GSE
https://www.researchgate.net/publication/298348466_The_General_Self-Efficacy_Scale_GSE
https://doi.org/10.1016/j.jamda.2018.11.015
https://doi.org/10.5014/ajot.2022.049241


54 
 
 

Experiences of Occupational Therapists. The Open Journal of Occupational Therapy, 

10(1), 1–17. https://doi.org/10.15453/2168-6408.1831 

Swanton, R., & Britton, L. (2017). An intensive occupational therapy discharge planning  

The intervention was not more effective in improving activities of daily living 

performance and participation than a hospital-based discharge planning consultation for 

older adults in the acute hospital setting. Australian Occupational Therapy Journal, 

64(3), 279–280. https://doi.org/10.1111/1440-1630.12396 

Toles, M., Anderson, R. A., Massing, M., Naylor, M. D., Jackson, E., Peacock-Hinton, S., &  

Colón-Emeric, C. (2014). Restarting the cycle: Incidence and predictors of first acute 

care use after nursing home discharge. Journal of the American Geriatrics Society, 62(1), 

79–85. https://doi.org/10.1111/jgs.12602 

Toles, M., Colon-Emeric, C., Naylor, M. D., Asafu-Adjei, J., & Hanson, L. C. (2017). 

Connect-home: Transition care of skilled nursing facility patients and their caregivers. 

The American Geriatrics Society, 65, 2322-2328. https://doi.org/10.1111/jgs.15015 

Toles, M., Colón-Emeric, C., Naylor, M. D., Barroso, J., & Anderson, R. A. (2016). Transitional 

care in skilled nursing facilities: A multiple case study. BMC Health Services Research, 

16, 186. https://doi.org/10.1186/s12913-016-1427-1 

Toledano-González, A., Labajos-Manzanares, T., & Romero-Ayuso, D. M. (2018). Occupational  

therapy, self-efficacy, well-being in older adults living in residential care facilities: A 

randomized clinical trial. Frontiers in Psychology, 9. 

https://www.frontiersin.org/articles/10.3389/fpsyg.2018.01414 

U.S. Center for Medicare & Medicaid Services (n.d.). Patient driven payment model. CMS.gov.  

https://doi.org/10.15453/2168-6408.1831
https://doi.org/10.15453/2168-6408.1831
https://doi.org/10.1111/1440-1630.12396
https://doi.org/10.1111/jgs.12602
https://doi.org/10.1111/jgs.15015
https://doi.org/10.1186/s12913-016-1427-1
https://www.frontiersin.org/articles/10.3389/fpsyg.2018.01414


55 
 
 

https://www.cms.gov/medicare/payment/prospective-payment-systems/skilled-nursing-

facility-snf/patient-driven-model 

Wales, K., Salkeld, G., Clemson, L., Lannin, N. A., Gitlin, L., Ruenstein, L., Howard, K.,  

Howell, M., & Cameron, I. D. (2018). A trial based economic evaluation of occupational 

therapy discharge planning for older adults: the HOME randomized trial. Clinical 

Rehabilitation, 32(7), 919–929.  https://doi.org/10.1177/0269215518764249.  

Weerahandi, H., Li, L., Bao, H., Herrin, J., Dharmarajan, K., Ross, J., Kim, K. L., Jones, S., & 

Horwitz, L. I. (2019). Risk of readmission following heart failure hospitalization after 

discharge from skilled nursing facilities: A retrospective cohort study. The Journal of 

Post-Acute and Long-Term Care Medicine, 20(4), 432-437.  

https://doi.org/10.1016/j.jamda.2019.01.135 

Weiss, M. E., Piacentine, L. B., Lokken, L., Ancona, J., Archer, J., Gresser, S., Holmes, S. B.,  

Toman, S., Toy, A., & Vega-Stromberg, T. (2007). Perceived readiness for hospital 

discharge in adult medical-surgical patients: Clinical Nurse Specialist, 21(1), 31–42. 

https://doi.org/10.1097/00002800-200701000-00008  

Whitehall, L., Rush, R., Górska, S., & Forsyth, K. (2021). The general self-efficacy of older  

adults receiving care: A systematic review and meta-analysis. The Gerontologist, 61(6), 

e302–e317. https://doi.org/10.1093/geront/gnaa036 

Wong, A. K. C., Wong, F. K. Y., & Chang, K. (2019). Effectiveness of a community-based  

self-care promoting program for community-dwelling older adults: A randomized 

controlled trial. Age and Ageing, 48(6), 852–858. https://doi.org/10.1093/ageing/afz095 

Yazdani, F., & Bonsaksen, T. (2017). Introduction to the model of occupational wholeness.  

Ergoscience, 12(1), 32–36. https://doi.org/10.2443/skv-s-2017-54020170104 

https://www.cms.gov/medicare/payment/prospective-payment-systems/skilled-nursing-facility-snf/patient-driven-model
https://www.cms.gov/medicare/payment/prospective-payment-systems/skilled-nursing-facility-snf/patient-driven-model
https://doi.org/10.1177/0269215518764249.%C2%A0
https://doi.org/10.1177/0269215518764249.%C2%A0
https://doi.org/10.1016/j.jamda.2019.01.135
https://doi.org/10.1097/00002800-200701000-00008
https://doi.org/10.1097/00002800-200701000-00008
https://doi.org/10.1093/geront/gnaa036
https://doi.org/10.1093/geront/gnaa036
https://doi.org/10.1093/ageing/afz095
https://doi.org/10.1093/ageing/afz095
https://doi.org/10.2443/skv-s-2017-54020170104
https://doi.org/10.2443/skv-s-2017-54020170104


56 
 
 

 Zhang, W., Luck, J., Patil, V., Mendez-Luck, C. A., & Kaiser, A. (2022). Changes in therapy  

utilization at skilled nursing facilities under medicare's patient driven payment model. 

Journal of  American Medical Directors Association, 23(11):1765-1771. 

http://doi.org/10.1016/j.jamda.2022.06.003 

 

 

http://doi.org/10.1016/j.jamda.2022.06.003


57 
 
 

Appendices 

Appendix A: IRB Approval 

 



58 
 
 



59 
 
 

 
 

 



60 
 
 

Appendix B: Generalized Self-Efficacy Scales (GSES) 
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Appendix C: Community-Dwelling Older Adults’ Perception of Discharge Preparedness 

and Self-Efficacy Questionnaire 

My name is Shih-Ni Lai and I am an occupational therapist working at a skilled nursing facility. 

I am currently working on my Doctorate of Occupational Therapy degree at Eastern Kentucky 

University. I am conducting a research project for my degree titled: Community-dwelling older 

adults’ perceived self-efficacy and readiness for discharge preparedness after receiving 

occupational therapy services at a skilled nursing facility (SNF). I am researching the 

dwelling older adults during inpatient SNF stay in an attempt to understand if occupational 

therapy education is effectively provided to community-dwelling older adults prior to their 

discharge back to home. I would appreciate your participation in this survey, but know that your 

participation is completely voluntary and you may stop at any time. If you have any questions, 

you may contact me at Shihni_lai@mymail.eku.edu. 

By selecting Yes to this question, you are acknowledging participation in this survey. 

Yes 

No 

1. Do you plan to go home after the Skilled Nursing Facility stay? 

Yes 

No 

Unsure 

2. How do you identify yourself? 

Female 

Male 

Non-binary 
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Other 

3. What age groups are you currently in at the time of this survey? 

65-75 years old 

75-85 years old 

>85 years old 

4. Do you live alone or with family members? 

Alone 

Family member(s) 

Others 

5. How do you feel you were prepared for home following your stay in the facility? 

6. Do you believe that the Occupational Therapy education that you received prior to discharge 

to home prepared you for actually being home? 

Yes 

No 

Uncertain 

7. What would you like to change about the preparedness from Occupational Therapy education 

in preparation for going home? 

 

 

8. What areas of daily occupations (dressing, bathing, grooming, meal preparation, etc.) that you 

feel you need more help with after returning to home?
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Appendix D: Readiness for Hospital Discharge   
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