Bioscientia Medicina: Journal Of Biomedicine I Translational Research

eISSN (Online): 2598-0580

Bioscientia Medicina: Journal of Biomedicine &
Translational Research

Journal Homepage: www.bioscmed.com

Overview of Discharge Plan Strategies in Rural and Remote Areas: A Narrative

Literature Review

Wahyu Wiryawan!, Pratama Nurmalik Adhuri?

1Postgraduate Student, Master of Public Health, Main Interest in Hospital Administration, Faculty of Public Health, Universitas

Diponegoro, Semarang, Indonesia

2Postgraduate Student, Master of Biomedical Science, Faculty of Medicine, Universitas Diponegoro, Semarang, Indonesia

ARTICLE INFO

Keywords:
Discharge Planning
Remote areas
Rural

*Corresponding author:

Pratama Nurmalik Adhuri

E-mail address:

pratama.adhuri@gmail.com

All authors have reviewed and approved the
final version of the manuscript.

https://doi.org/10.37275/bsm.v6i8.555

ABSTRACT

Discharge planning is a systematic process that includes assessment,
preparation, and coordination and involves various disciplines to provide
optimal service. In Indonesia, there are 62 underdeveloped areas that have
limitations in health services. Discharge planning in remote areas requires
adaptation to be accepted in the community. This review aims to find an
effective patient discharge strategy to be implemented in rural areas.
Telepharmaceuticals and telerobots act as discharge planning interventions
in remote areas. Remote monitoring, such as a pharmacological intervention
in late life (PILL) program that focuses on monitoring the treatment of
patients with polypharmacy. Interprofessional education and collaborative
practice (IPECP) is suitable to be carried out in remote areas where limited
facilities stimulate health workers to collaborate. Patient activation measure
(PAM) to assess the ability and engagement of patients in maintaining their
health. In addition, interventions were found in the form of making patient-
centered guidelines in the form of ROADMAP (rural options at discharge -
model of active planning).

1. Introduction

Discharge planning or discharge planning is a
dynamic and systematic process of assessment,
preparation, and coordination that is carried out to
provide convenience for social health services before
and after the patient returns home.! This process is
centered and well-coordinated by involving various
disciplines to discuss problems with patients in order
to obtain optimal services.2 Discharge planning is a
multidisciplinary approach to the continuity of patient
care, where this process involves the process of
identification, assessment, goal setting, planning,
implementation, coordination, and evaluation.3

Discharge planning has been developed and made

into several policies and found in many studies. In
policies used abroad, discharge planning includes
several factors to achieve an effective, timely, safe, and
patient-centered patient transition from hospital to
home, namely the need for effective communication
with individuals and between services, alignment of
care to ensure continuity of treatment, efficient
systems and processes to assist the discharge process,
clear management plans, identification of discharge
dates, identification of discharge coordinators, review,
and a 7 day a week discharge planning system.4

One of the factors that complicate discharge

planning is the lack of effective communication and
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collaboration between hospitals and primary care
physicians as well as primary health facilities.
Therefore, several kinds of literature develop
evaluations and interventions to support
communication and the process of transferring
information when returning patients, including the
existence of structured communication facilities,
instructions for the discharge planning process,
discharge planning checklists, instructions for
collaboration, and patient education strategies.4

Rural and remote areas have many limitations in
the world of medical practice. One of them is the
application of discharge planning. Patients from small
towns or rural areas have complex barriers. Several
factors need to be considered in patients who come or
are in remote areas or remote areas, such as housing
conditions, food intake, treatment, daily companion,
level of patient independence, income and economic
status, emotional support and counseling, health
insurance, and medical bills, scheduling follow-up and
rehabilitation, transportation, and lifestyle.56

In Indonesia alone, there are 62 regions that are
designated as underdeveloped areas.” Communities in
underdeveloped, archipelagic, and remote areas
(DTPK-T) have limited access to health services, either
due to geographical conditions or due to limited
facilities, infrastructure, and the number of health
workers that make it difficult to access health for
people in disadvantaged areas, borders, islands. And
remote DTPK-T. Therefore, people in disadvantaged
areas, borders, islands, and remote areas (DTPK-T)
use basic health service facilities /Puskesmas (50.5%)
more than those who rely on doctors or hospitals.8
Discharge planning certainly needs to make
adaptations so that it can be accepted by people living
in remote areas and improve the quality of health
services in the regions. In this review, several
discharge planning strategies that have been carried
out in remote or remote areas will be presented as a

reference.

Pharmacological intervention in late life

The intervention used is the PILL (pharmacological

intervention in late life) program protocol which is
applied to patients over 65 years of age who are sent
home immediately and allow intervention to be given.
Priority patients were patients with polypharmacy (>
12 kinds of drugs), patients with cognitive impairment,
congestive heart failure, and aged more than 75
years.? Through this program, patients are screened
every day by the pharmacy, where this team has
confirmed to the relevant hospital regarding the
patient's medical record. During the interview,
problems such as the under-dose of the drug,
misunderstanding of the regimen, and the
compatibility of the drug prescribed and administered
were evaluated. Pharmacists also check regimens that
are contraindicated, have no indications, are
duplicated, and are drugs that are not given the right
dose. This call is recorded as a record in the interest
of the patient. Pharmacists can directly contact the
doctor who is in charge of the patient if any doubts or
complaints are found from the patient. The aim of this
intervention is to reduce the rate of acute care
(emergency) visits, readmission rates, and mortality
rates 30 and 60 days after discharge.

The obstacle faced in the pharmaceutical sector is
the difficulty of contacting patients within 3-5 days
from the target, where the average first callis 7.5 days
after being discharged from Boston and 6 days from
Togus. The time required to call each patient is 65
minutes for each patient. Almost 95% of patients had
at least 1 drug change from the time of discharge,i.e.,
78% required additional therapy while 37% of drugs
were discontinued. In addition, it was also found that
12% took the wrong dose, 13% took drugs that were
not indicated, and 18% had duplicate prescriptions.
Pharmacists also found problems that required follow-
up from primary care providers in 58% of Boston
Hospital patients and 66.7% of Togus Hospital
patients. Patients with the PILL intervention needed
emergency care less frequently during the 30 days
after discharge (7 of 20 patients, OR = 0.30; 95% CI:
0.12 - 0.75), while at 60 days, it was also found to be
less frequent (16 of 26 patients) but not significant.

Mortality outcomes 30 and 60 days after discharge
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were not assessed because they were not found in both

groups.

Best possible medication discharge plan

The second intervention used is called a best
possible medication discharge plan (BPMDP), in which
a list of the most recent drugs that are most suitable
for the patient is provided. It is important to ensure
that the BPMDP is accurate, easy to understand, and
explained to all staff treating patients to optimize
treatment efficacy, prevent side effects, and reduce
readmission. Identification of patients with
polypharmacy who are most at risk, such as patients
with heart failure, COPD, digestive diseases,
arrhythmias, and pneumonia, are prioritized for
inclusion in this program. The pharmacy makes a
BPMDP, and after that, an interview is conducted
between the patient and the pharmacy using Double
Robotics in the patient's room or private room. The
pharmacist explains the patient's discharge
medication, counsels the patient, provides hard copies
of the BPMDP to the patient, and stimulates the
patient or family to ask questions about the treatment
plan. Conducted 9 interviews with the results of a
positive response of 80%. To do this BPMDP interview
takes about 60 minutes. Some of the difficulties
experienced were internet connectivity, machine
operation, and notification of sudden patient
discharge. The advantage of this method is that it
provides access to patients in areas that have fewer
staff to provide patients with pharmaceutical services

with the help of robots.

Interprofessional education and collaborative
practice

The third intervention that can be implemented is
interprofessional education and collaborative practice
(IPECP), in which health workers increase
collaboration among each other to improve the quality
of health services.10The intervention involves health
workers learning towork in an interprofessional team,
conducting joint interventions between clinicians, and

identifying the goals and expectations of patients and

their families. In this study, an analysis of teamwork
was carried out in 5 groups, with the results of 2
groups showing good collaboration. The results found
are that the IPECP application is suitable to be carried
out in remote areas where limited facilities will
stimulate health workers to work in teams and
collaborate. IPECP in remote locations must be
facilitated by governments, organizations, and
communities at various levels in order to work

effectively.

Patient activation measure

The fourth intervention is in the form of a patient
activation measure (PAM) questionnaire which aims to
assess the ability and engagement of patients in
maintaining their health.1l Previous studies have
indicated that patient activation is associated with
improved health outcomes and a better healthcare
experience. The vulnerable period after the patient's
discharge and the long distance to health services
cause high demands for patients to have the ability
and confidence in their own health care at home. In
this study, 248 questionnaires were completely
completed. The use of the Swedish version of PAM-13
has high reliability but cannot represent a single
construct conclusively. Further development and
research are needed on the use of PAM-13 for its

clinical use.

Rural options at discharge-model of active
planning

The fifth intervention is in the form of guidelines for
the discharge of patients to remote areas. The
ROADMAP (rural options at discharge — model of active
planning) guidelines are patient-centered.!2 Stages
involved are making a referral transition, preparing for
patient discharge and transition conference, initiating
local services with the help of a local community
coordinator, monitoring in the form of a patient
transition record, ensuring the transition of patients
to become independent, and identifying the support
needed. With the detailed guidelines, it is hoped that

this model can be applied to remote areas to provide
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holistic and applicable patient discharge services that

are easily accepted in remote communities.

Telemedicine as a discharge planning strategy

Finding an effective strategy for discharge plans in
remote areas is a challenge because of the many
factors that must be considered with various
limitations.13-15 The transition to discharge requires
health care responsibilities to involve patients in an
active role in care planning and follow-up. In addition,
the most important key in the transition process from
inpatients to outpatients is in the first one to two
weeks. This is because the initial follow-up visit can
help the doctor identify if there is a problem post-
discharge hospitalization. However, patients living in
remote areas are more difficult to access health
facilities due to limited transportation and other
factors, so they tend not to do post-follow-up care.
Meanwhile, in remote areas, access to health is one of
the main determinants affecting the outcome of health
care and services. One solution that can be used to
address the gap in access to health in populations in
remote areas is the use of telehealth interventions. 16-
17

Telehealth is a method that can communicate
health care services remotely and allows real-time
communication between patients and doctors
regardless of time and distance. One aspect of
discharge planningin the form of follow-up care in the
first 2 weeks is very important because it can reduce
the risk of readmission within 30 days.!8 This health
care service can facilitate access for follow-up of
patients after treatment by using communication with
related health workers via telephone or online video
conferencing, which can be done from the patient's
home or from the affiliated health facility closest to the
patient. Limited access to health care, especially in
follow-up patients, can result in worsening the
patient's health if follow-up is not carried out.
Therefore, the use of this method can monitor the
patient's symptoms and adherence to drug
consumption. 18-20

Based on previous research, patients and health

workers are willing to participate and show
satisfaction in the use of telemedicine. Respondents
who took part in telemedicine studies gave a positive
response to the use of this method in helping and
facilitating access to communication with health
workers. With telehealth, there is a reduction in costs,
distance traveled, and time spent getting health
services. Studies on the use of telemedicine for the
care of discharged patients have been implemented in
various countries and in several health divisions.
Previous studies found positive outcomes and
experiences experienced by patients in remote areas in
the use of telehealth, such as higher acceptance and
satisfaction, efficiency, and convenience. In addition,
it reduces costs, and the number of staff increases
access and increases education and training for health
workers. The acceptance of telehealth during the
pandemic has increased tremendously to the point
where restrictions on the use of telehealth have ceased
to exist.13.14

While there are many advantages to using
telemedicine services in remote populations, some
limitations are also unavoidable from this solution.
Some of the disadvantages of this method are the
provision of access to technology such as computers,
telephones, smartphones, and access to the internet.
In addition, communities in remote populations also
lack the resources and staff to influence these health

care outcomes using telemedicine solutions. 13.14

2. Conclusion

An effective strategy for a discharge plan in remote
areas is a challenge in itself because of the many
factors that need to be considered. One solution to
overcome this access gap is to use telemedicine health
services, which can facilitate access to health for
people in remote populations. It can also shorten the
time, reduce the cost of travel required to get to a
health facility as well as an indirect effect on health
care providers. However, this strategy still has some
drawbacks where computers, telephones,
smartphones, and access to the internet are still

relatively unsupportive for telemedicine strategies. In
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addition, people in remote populations, especially in

Indonesia, also have relatively few resources and staff

to carry out telemedicine as a discharge plan for

patients who need follow-up.
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