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Abstract

Despite patients referred to home health having diverse and complex needs, it is unknown how
nurses develop personalized visit plans. In this qualitative descriptive study, we interviewed 26
nurses from three agencies about their decision-making process to determine visit intensity and
analyzed data using directed content analysis. Following a multifactorial assessment of the patient,
nurses relied on their experience and their agency’s protocols to develop the personalized visit
plan. They revised the plan based on changes in the patient’s clinical condition, engagement, and
caregiver availability. Findings suggest strategies to improve visit planning and positively
influence outcomes of home health patients.

Keywords

visit intensity; nurse decision-making; socio-ecological model; qualitative descriptive; directed
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Background

The demand for home health (HH) care services is increasing due to the growing aging
population, rising rates of chronic conditions, and advances in the provision of health-related
services in patients’ homes. In 2014, there were 12,461 HH agencies serving 3.4 million
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Medicare beneficiaries at a cost of 17.9 billion U.S. dollars (Medicare Payment Advisory
Commission [MedPAC], 2016). Patients receiving HH services have complex needs
(Murtaugh et al., 2009) and require different levels of care and attention. Visif intensity
specifically refers to the number and frequency of visits that patients receive throughout the
60-day care episode (O’Connor et al., 2014). While there is some available data on the
impact of visit intensity on outcomes for HH care in the United States (O’Connor, Hanlon,
Naylor, & Bowles, 2015; O’Connor et al., 2014), empirical evidence about nurse decision-
making regarding visit intensity planning does not exist. Despite this, nurses are required to
make such decisions daily for newly admitted patients, which annually equates to 6.6
million decisions (MedPAC, 2016). Therefore, we sought to answer the following question:
How do HH nurses decide on visit intensity and what factors influence these decisions?

Visit Planning and Patient Outcomes

The Centers for Medicare and Medicaid Services (CMS) mandates that patients admitted to
HH care receive an initial assessment within 48 hours of referral or within 48 hours of their
return home (CMS, 2015). However, there are no requirements or recommendations
regarding the timing, number, and frequency of subsequent visits. Half of unplanned
rehospitalizations among HH patients occur within the first two weeks following admission
to HH care (Rosati & Huang, 2007), when patients are at greatest risk for poor health
outcomes (Krumholz, 2013). This highlights the critical role of HH nurses who provide
personalized care and are attentive to early cues of health decline while a hospital admission
is avoidable.

Providing more visits in the first few weeks of the HH episode allows nurses to maximize
teaching opportunities, provide surveillance, and identify issues early on, thus contributing
to decreased rates of rehospitalization (Rogers, Perlic, & Madigan, 2007). This practice has
been referred to in the literature as frontloading, recently defined as providing “at least one
nursing visit on the day of or day after hospital discharge and at least three nursing visits
(including the first visit) in the first posthospital week” (Murtaugh et al., 2017, p. 5).
Although initial intensive assessment is key for early interventions, maintaining a steady
pattern of visits can also influence patient outcomes. The total number of skilled nursing
visits in a care episode and the HH length of stay also influence the likelihood of hospital
readmissions (O'Connor et al., 2015). Therefore, nurses can assist in reducing hospital
readmission by providing an adequate number and frequency of skilled nursing visits,
otherwise known as visit intensity.

Decision-Making and Nursing Practice

Decision-making is a complex process that involves analysis and intuition, which are
inherently connected (Banning, 2008). Nurses routinely use these interrelated patterns of
reasoning to make decisions that influence patient care and outcomes (Tanner, 2006).
Previous research highlights the importance of knowing the patient and family in order to
make appropriate clinical decisions (Egan et al., 2009; Smith Higuchi, Christensen, &
Terpstra, 2002; Stajduhar et al., 2011). Decision-making also relies on personal values and
professional scope of practice (Gillespie & Paterson, 2009), as well as prior experiences
with similar situations, which facilitates the evaluation and weighing of potential decisional
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alternatives (Tversky & Kahneman, 1974). HH organizational factors such as the level of
support from managers and peers influence how nurses engage in decision-making and care
delivery (Ellenbecker, Boylan, & Samia, 2006; Flynn, 2007; Tullai-McGuinness, Riggs, &
Farag, 2011). Also, HH policy and payment factors influence care delivery. Since the
implementation of the prospective payment system in 2000, the number of visits per HH
user over a yearlong period was reduced by more than half (MedPAC, 2017). However, it is
unclear to what extent this drop in visits is related to the interplay between nurses’ autonomy
in developing visit plans and other agency and policy factors that may influence their
decisions.

Conceptual Framework

Purpose

Methods

To guide this study, a model of decision-making (Johansen & O’Brien, 2016) was adapted
and superimposed with a socio-ecological lens (McLeroy, Bibeau, Steckler, & Glanz, 1988)
that illustrates the contextual factors influencing visit plan development and implementation
(see Figure 1). Decision-making is a cyclical and recursive process whereby decisions are
reevaluated to be reaffirmed or replaced with other options by engaging in a new decision-
making process (Johansen & O’Brien, 2016). The addition of a socio-ecological lens
provides the ability to account for multidimensional interactions that are nonlinear and/or
reciprocal among several factors—micro-level (nurse and patient), meso-level (agency), and
macro-level (policy/payer) —that influence the processes of developing and implementing a
visit plan.

Despite the use of a standardized assessment tool to assess patient needs upon admission to
HH care, there is no empirical evidence regarding how nurses determine visit intensity based
on their assessment. To address this gap, this study explored HH nurses’ decision-making
regarding nursing visit intensity planning. Specifically, we aimed to describe the decision-
making process and influencing factors through which nurses determine visit intensity and
revise the visit plan over the HH episode for newly admitted patients.

Study Design

A qualitative descriptive design was used in this study to describe the complex decision-
making process embedded in nursing practice (Sandelowski, 2000). We used data from
semi-structured interviews with HH nurses and conducted a directed content analysis guided
by an adapted decision-making model (Figure 1). This study was reviewed and approved by
each participating site’s institutional review board (IRB).

Sample and Recruitment Procedures

We recruited a convenience sample of visiting nurses from three large urban agencies
located in three Mid-Atlantic States. We sought nurses with at least two years of experience
in HH care, a current Registered Nurse license, and a full-time employment status at one of
the participating agencies. An e-mail announcement that included the study purpose,
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eligibility criteria, and the first author’s contact information was sent to potentially eligible
participants by nurse managers or research coordinators at each site. Nurses expressing
interest were further screened over the phone to verify eligibility and continued interest in
the study. In addition, these nurse participants were asked to present the study to potentially
interested colleagues. This snowball sampling approach was used to ensure an adequate
number of participants until achieving data saturation (Sandelowski, 1995). Following initial
recruitment and based on the preliminary findings, the sampling frame was expanded
beyond visiting nurses to include nurse managers and nurses holding other administrative
positions who served critical roles related to visit intensity planning. Nurses were offered a
$50 gift card as compensation for their time participating in the study.

Data Collection

The participants completed an online survey about their demographic and professional
information, then participated in a semi-structured interview either in-person or via a web-
based video conferencing tool approved by the IRB. The first author conducted in-person
interviews in private rooms at the study sites and asked nurses participating in video
interviews to use a private room to avoid distractions and maintain confidentiality. The first
author used a semi-structured interview guide consisting of open-ended questions and
probes developed based on the categories of the conceptual framework (see Table 1). Before
data collection, the first author pre-tested the interview guide with an experienced HH nurse
to determine if it was suitable to obtain rich data that answered the study purpose (Elo et al.,
2014). The interview guide was revised as new patterns emerged in the concurrent process of
data collection and analysis. Interviews continued until analysis failed to yield new
information, indicating data saturation (Sandelowski, 1995). Interviews lasted an average of
45 minutes, were digitally recorded, and transcribed verbatim. The first author verified all
transcripts against the audio files for accuracy and replaced participant identifiers with
pseudonyms to protect their confidentiality.

Data Analysis

Transcribed interviews were analyzed using directed content analysis (Graneheim &
Lundman, 2004; Hsich & Shannon, 2005) via Atlas.ti 7 (Berlin, Germany). Directed content
analysis allows for a structured approach and occurs through coding, data reduction, and
identification of findings in relation to predetermined categories; the main concepts of the
model served as the predetermined categories. The list and definitions of predetermined
categories are presented in Table 2. After obtaining a sense of the data by reading and
immersing in all the transcripts, the first six interviews (two from each agency) were
reviewed line-by-line and coded to create the preliminary expanded list of codes. Then, first-
level codes were collapsed according to commonalities and assessed for fit with the
categories derived from the conceptual framework. All codes were aligned with the
predetermined categories and no emerging categories were identified. As part of the iterative
analysis process, the initial predetermined categories were substantiated and subcategories
were created based on the data until redundancy was reached. The two coders (EI, KBH)
met regularly to discuss the analysis process and reach agreement regarding data
interpretation. All team members reviewed and approved the final codes and findings.
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Methodological rigor of this study was ensured through the following strategies: keeping a
reflexive journal and an audit trail to preserve the integrity of ongoing data collection and
analysis (Koch, 2006; Milne & Oberle, 2005), engaging in peer debriefing about
methodological concerns and alternative interpretation of the data (Abboud et al., 2017;
Graneheim & Lundman, 2004), and establishing reliability of coding by having a second
coder (KBH) for a subset of interviews (n = 3) and resolving discrepancies through
consensus (Morse, 2015).

Twenty-six nurses participated in the study, including 20 visiting nurses, two Medicare case
managers, and four nurse managers (see Table 3). Medicare case managers were specific to
Agency 2 and responsible for reviewing nurses’ documentation and evaluating whether it
justified the need for services requested. The participant sample was largely White (46.2%),
female (92.3%), with a mean age of 47 years (+ 8.7 years, range 30-65 years), and most had
a Bachelor’s degree in Nursing (76.9%). On average, participants had practiced as registered
nurses for 17 (+ 10.2) years, with most of their professional experience (12 years + 9) in
HH.

Nurse decision-making regarding visit intensity planning is an overarching process that
happened in a cyclical pattern throughout the episode of care. When nurses identified a new
situation, they engaged in a new decision-making process to revise the initial plan. The study
participants described the multilevel factors influencing their visit plan decisions. From a
socio-ecological perspective, these contextual factors ranged from micro-level (patient and
nurse) factors, to agency-level factors, and policy/payer-level factors.

Visit Plan Development

Nurses reviewed the referral information to paint a preliminary picture of the patient and
prepare for the first visit, but made final decisions after assessing the patient in person. The
referral information was often incomplete and inaccurate, missing a description of the
patient’s health behaviors, treatment adherence, health literacy, and socioeconomic concerns.
Nurses also encountered discordant findings where the referral information did not match
their assessment findings; the patient’s condition was either better or worse than the
description on the referral. One nurse said regarding the patient’s assessment: “It may look
very simple on paper, and when you get there, they're disheveled, they have no idea what
they're doing. So they need a couple extra visits.” Nurses then engaged in a
multidimensional analysis that depended on multiple factors. Considering specific patient
characteristics and needs, relying on previous experience, and referring to agency protocols
and HH policies, nurses wrote visit orders for nine weeks while trending down their
frequency because, as one said, “it’s supposed to look like there’s a plan. Eventually the
patient gets better, and you pull out.”

Patient-Level Factors—During the initial visit, nurses completed a thorough patient
assessment, verified the referral information, gathered additional patient information, and
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built rapport with patients and caregivers. Nurses sometimes faced challenges when
evaluating patient honesty at the start of care in order to develop their visit plan and set
common goals for the episode of care. Patients did not always express genuine readiness to
engage with the nurse, as one of the nurses observed:

If I ask direct questions, that’ll help me understand how far we need to go, how
long it’s going to take. But sometimes patients aren’t honest, so they’ll say, “Yeah,
yeah.” Then you find out in three visits that they were just talking, and didn’t do
anything. You don’t always get all the information you want up front.

Nurses considered specific characteristics based on the assessment of the patient’s clinical
status, level of care participation, and social status. All nurses completed a comprehensive
clinical assessment to evaluate patients’ symptoms, wounds, and functional ability. If the
patient was stable and did not receive specific treatments, nurses started with a baseline of
two visits per week, as one nurse explained: “As long as you don’t see anything on that
initial assessment and they’re stable, they should not be getting more than two visits in a
week.” Patients who had complicated wounds or an unstable clinical status, such as
increased pain or labored breathing, often received more intensive visits for frequent
monitoring and interventions. Nurses differentiated between chronic (wounds, heart failure)
and acute (orthopedic, surgical) conditions, requiring different visit intensity. For instance,
one of the nurses said that patients recovering from an orthopedic surgery “need a couple
visits to teach pain management and signs and symptoms of infection, [and] make sure
they're taking their medications. Then therapy usually takes over.” Whereas for patients who
had a recent heart failure exacerbation, most nurses would “frontload” by providing at least
two to three visits during the first two weeks to avoid hospital readmissions. Moreover, if
patients were prescribed injections or specific treatments such as wound care or a PleurX
catheter drain, visit patterns were often derived from the physician’s order. For instance,
nurses visited patients on wound vacuum therapy three times per week unless otherwise
indicated by the referring physician. In some cases, nurses altered the physician’s order
based on their assessment of the wound for drainage and signs of infection. If the patient
needed daily visits, wound care nurses were often consulted to recommend an alternative
treatment to decrease visit frequency. Besides completing a thorough physical assessment,
nurses identified patients who were prescribed new or “high alert” medications such as
anticoagulants, insulin, and narcotics to provide them with increased visit intensity for
adequate monitoring and teaching reinforcement.

Nurses assessed the patient’s level of knowledge, adherence, and engagement. Nurses faced
difficulty developing visit plans when patients were not engaged to set and achieve certain
goals, as one nurse explained:

Having a patient who participates and is able to comprehend your teaching, you
reach your goal quicker and decrease your visits quicker. But if a patient is not
listening to you or can’t understand, it does make it more difficult, so they may
require more visits—a lot a reinforcement.

A few nurses described how they evaluated their patient’s cognitive ability and alertness
because it influenced the extent of patient engagement in the plan of care and the level of
support they needed, such as reminders to take their medications.
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Lastly, nurses considered social factors that influence the frequency of their visits, such as
patient health literacy and caregiver support. If a caregiver was available, capable, and
willing to participate, the nurse visited the patient frequently for the first couple of weeks to
teach the caregiver and provide professional support.

Nurse-Level Factors—Nurse-level factors included the skills developed through clinical
experience in HH and elsewhere. Over time, nurses encountered diverse scenarios and
learned to practice as autonomous decision makers. They refined their critical thinking and
organizational skills, which enabled them to better identify those who required more
attention through increased visit intensity. One nurse said:

You know from experience patients that tend to be unsteady. You get a feel for that
the first visit and say, ‘I’ve got to go back and check on her, I’'m not sure she’s
going take those meds like I taught her. I might need to reinforce that again
tomorrow.’

In contrast, nurses who are new to HH faced difficulty when predicting how many visits a
patient will need, as one nurse commented:

When you start in home health, you’re much more nervous and tend to schedule a
lot more because you’re like, I need to see them three, four times a week because

God knows what’ll happen when I’m not there, not realizing that 23 hours out of

the 24, you aren’t there.

Agency-Level Factors—Agencies had varying levels of oversight in terms of meeting
with managers, following agency-specific protocols, and reviewing nurses’ documentation.
Managers were in continuous contact with nurses to support them in their decisions through
individual and team meetings. Team meetings served as a learning experience where nurses
received feedback about the plan of care from their colleagues who had previously cared for
the same or a similar patient. Moreover, agency-specific protocols offered standardization to
visit planning and guided nurses’ decisions. In two of the participating agencies, committees
developed visit intensity protocols based on a score derived from the documentation at the
initial visit. Nurses shared the importance of complementing protocol recommendations with
their clinical judgment to finalize visit orders. One nurse described:

[The Outcome and Assessment Information Set (OASIS) assessment] doesn’t see
the depth of what we see. Unfortunately, it’s very clean cut, either black or white.
And we see all the grey areas. So we have to supplement what we see with what the
OASIS gives.

Examples of factors that protocols overlooked were mental health assessment, ability and
willingness of the patient to be engaged in the plan of care, and psychosocial factors such as
emotional distress, socioeconomic status, literacy level, family dynamics, and willingness of
available caregivers to participate in the care plan. Additionally, protocols never indicated
daily visits for wound care and did not account for changes that happened during the
episode. In cases of discrepancies between visit patterns and nurses’ documentation of
patient need, some nurse managers reached out to visiting nurses and made suggestions to
add or remove visits.
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Policy/Payer-Level Factors—Nurses faced challenges related to HH policy constraints.
They were required to justify patient needs, as exemplified in one nurse’s remarks: “If
there’s no true justification, if it’s just a gut feeling, Medicare doesn’t pay for gut feelings.
There’s got to be a skilled reason.” The changes in the CMS rules and regulations led nurses
to condense the care that they provided and reduce the number of visits, as one nurse
explained, “It’s a lot more discipline. Every visit has to stand alone and have a skilled
intervention focused towards the primary condition.” Some older and more experienced
nurses embraced these changes to make every visit count, whereas others were still
struggling. Some had recognized that the current HH environment was no longer a “doing
environment,” but rather, a “teaching environment,” where nurses assist patients and
caregivers to reach their maximum potential. One nurse shared: “As a visiting nurse, my job
is to get you to fire me. I’m a short-term nurse. I’m here if you need me, but my job is to
instill in you the tools to take care of yourself.” However, others had developed habits of
visiting patients more frequently just to “check on them” and found difficulty realizing that
insurance companies were regulating the number of visits most of the time. The latter often
struggled to justify the need for their visits. Many nurses spoke of the flexibility of
developing visit plans for patients on Medicare, because they do not require prior
authorization. When caring for patients on managed care, some nurses described working
harder to reach their goals with fewer visits. In cases where the private insurer approved only
a specific number of visits for the whole episode, nurses spread their visits out to ensure that
patients were still monitored until they were ready for discharge.

Visit Plan Reevaluation

Nurses described the start of care visit as a snapshot of the episode and often faced
uncertainty anticipating changes following that initial visit. They perceived visit planning as
an ongoing process in which they adjusted their initial plan based on unanticipated changes.
These changes were related to the patient’s clinical status, level of engagement, or
caregivers’ availability. Nurses relied on their experience to communicate with the
responsible physician any changes in patients’ conditions and documented their justification
for changing visit patterns. They encountered challenges when physicians were unavailable
and did not respond in a timely manner to their requests.

Patient-Level Factors—Nurses altered their visit intensity according to the patient’s
changing clinical needs, such as having a better or worse condition, as illustrated in this
nurse’s explanation: “if they have an increase in edema, increased weight gain, increased
shortness of breath—they need adjustments in their Lasix dose, and I might add a visit to
that week to check on them.” Nurses also added visits when new problems emerged during
the episode of care, such as sustaining a fall, getting a wound infection, or a new pressure
ulcer. Some nurses needed to increase the intensity of visits depending on the patient’s level
of knowledge, adherence, and engagement in order to reach certain goals before discharge.
One nurse explained, “She was [seen] twice [every week], and we moved her up to three
times because she wasn’t taking her Lasix the way she was supposed to. So she started
swelling up.” On the other hand, nurses gradually decreased their visit frequency when
patients were collaborating with the nurse, responsive to the teaching, and meeting their
goals. In some cases, nurses discussed how they decreased their visit frequency when a
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patient refused to be seen according to the nurse’s plan. Lastly, nurses added visits if
caregivers were no longer available or realized that they could not provide adequate care for
their loved one, especially in cases of wound care.

Nurse- and Agency-Level Factors—Nurses described visit planning as a continuous
process that evolved with any changes in the patient’s status. Therefore, agency-specific
protocols served as a starting point and nurses made changes to the visit plan during the
episode of care based on their clinical judgment. Depending on the agency’s practice, some
discussed those changes with their managers or other clinicians. Other agency practices such
as telemonitoring and telephone call visits influenced changes in visit intensity. Nurses
employed by two of the participating agencies mentioned telemonitoring as a strategy to
engage patients with heart failure or uncontrolled hypertension in their care. During the
episode, nurses felt comfortable decreasing their visit frequency when stable patients
receiving telemonitoring demonstrated appropriate use of the equipment on a daily basis.
One nurse explained:

If we’re seeing them three times a week, we would decrease it by one. So the
telehealth will take one visit per week. If it’s twice a week, we’ll now see them
once a week. But we never leave telehealth and not see them... Telehealth doesn’t
replace the nurse. I still want to make sure that they understand the education
component.

In two agencies, nurses added telephone call visits, which consisted of a systematic and
documented conversation to reinforce teaching, follow up with stable patients, and reassure
patients and families. Nurses provided an additional home visit if they identified a change in
the patient’s status over the phone.

Policy/Payer-Level Factors—Nurses emphasized the importance of documenting their
justification for any change in visit patterns, as exemplified in this nurse’s remark: “You’re
not going to get anything if you don’t back it up with your documentation.” Nurses
continuously evaluated their patient’s homebound status and skilled needs to confirm their
HH eligibility. One nurse said, “If they’re not homebound, you’re supposed to discharge
them or [the agency] won’t get paid.” In these cases, nurses informed patients that their
skilled needs should be addressed elsewhere. Moreover, if a patient no longer had a skilled
nursing need, the physical therapist coordinated the case and reactivated skilled nursing
services if the patient’s condition deteriorated.

Discussion

In this qualitative descriptive study guided by an adapted decision-making model, we
explored how HH nurses develop and revise visit plans for newly admitted patients. Nurse
decision-making is a recurring and multifactorial process based on patient, nurse, agency,
and policy/payer factors. At the start of care, nurses considered specific patient
characteristics, referred to their agency protocols, and complemented them with their
experience and clinical judgment. During the episode, nurses revised the initial plan based
on changes in the patient’s condition, level of engagement, and caregiver availability. Nurses
communicated with the responsible physician, and in some cases, with their managers,
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before responding to these changes. Nurses also highlighted the importance of sharing
accurate patient information and coordinating services across care settings. Based on the
findings, we validated the concepts of the initial model and refined it by reorganizing the
relationship between “nurse decision-making” and other concepts of the model (Figure 2). In
the final model, nurse decision-making was illustrated as an overarching concept that
encompasses processes of visit plan development, implementation, and reevaluation.

Consistent with previous research (Stajduhar et al., 2011), nurses’ decisions were based on a
multifactorial assessment of patient and caregiver needs. A patient’s physical status
influenced visit intensity. Other researchers established that patients with open wounds
receive more nurse visits per week compared to those with other needs (Yeboah-Korang,
Kleppinger, & Fortinsky, 2011). Few participants mentioned assessing the patient’s
cognitive ability to evaluate the need for additional visits and reinforcement. Productivity
requirements and the lack of adequate training and confidence are potential explanations of
this gap in cognitive assessments of patients (Burns & Neville, 2016; Cliff & McGraw,
2016). Nurses may have overlooked cognitive assessment because they were working within
the constraints of HH policy and may have been unprepared to address the patient’s
cognitive limitations within an episode focused on other health priorities. Mental health
assessment is also beneficial to identify those with depressive symptoms who are not ready
or able to be engaged in the plan of care. There is evidence of lower risk of hospitalizations
when integrating depression care management into routine HH nursing care for patients
screening positive for depression (Bruce, Lohman, Greenberg, Bao, & Raue, 2016).

Patient engagement was another factor that influenced nurses’ decisions. It has emerged as a
critical concept in recent research designed to promote patient participation in healthcare
activities (Gruman et al., 2010). Nurses participating in this study provided less frequent
visits to patients actively involved in the plan of care, which supports the existing literature
on lower rates of healthcare utilization in highly activated patients (Hibbard & Greene,
2013). HH nurses are perfectly situated to promote patient engagement and foster
collaborative goal setting given the trusting relationship they build with patients (Leslie &
Lonneman, 2016). However, it is unknown how nurses can do so, and what strategies can be
extrapolated from other community-based interventions.

Besides assisting patients to participate in their plan of care and reach their maximum
potential, the nurse participants in this study developed visit plans to contribute to lower
rehospitalization rates. They described providing early frequent visits to patients with
frequent health status fluctuation, such as those with heart failure or any new diagnosis.
Nurses from two agencies used the word “frontloading” to refer to this practice, which is
consistent with the existing literature (O’Connor et al., 2014). Some of the study participants
described it as providing early, frequent visits, while others specified the number of visits,
such as at least three times per week, or every other day, or even back-to-back visits. In a
recent definition of frontloading, a panel of experts in HH and heart failure suggested a
specific number and timing of nursing visits within the first posthospital week (Murtaugh et
al., 2017). Their definition is broadly aligned with our findings and provides direction to
visiting nurses as they develop visit plans.
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Early and intensive skilled nursing visits contribute to decreased hospital readmission when
combined with a physician follow-up visit in the first week after hospital discharge
(Murtaugh et al., 2017). Nurses need to identify who would benefit from this treatment
combination to prevent or at least delay hospital readmissions. When describing visit
patterns, very few of the study participants mentioned the importance of having patients visit
their primary care provider within the first two weeks of the episode. Some patients are less
likely to follow up with their provider within seven days after hospital discharge (Kociol et
al., 2011). Therefore, it is essential to start planning for post-acute care services while
patients are still in the hospital. This planning includes close communication and
coordination between in-patient providers and HH clinicians, as well as patients and their
caregivers, to arrange for timely intensive skilled nursing visits and early physician follow-

up.

The study participants described how poor communication with providers and incomplete
referral information were barriers to developing personalized visit plans. These results are
consistent with previous studies that highlight the challenges to interacting with providers to
make changes to the plan of care (Bowles, Holland, & Horowitz, 2009) and the suboptimal
transfer of patient information across care settings, specifically from hospitals to HH
agencies (Bowles, Pham, O'Connor, & Horowitz, 2010; Egan et al., 2009). HH nurses rely
on optimal communication across settings to provide “seamless, connected, and coordinated
care” and ensure successful patient transitions (Landers et al., 2016). HH agencies need to
develop new strategies to enhance information sharing and coordination with providers
across care settings.

This study was conducted with experienced nurses from three large urban HH agencies
serving a diverse patient population in three Mid-Atlantic states. Therefore, the findings may
have been different if interviews were conducted with less-experienced nurses from smaller
agencies or agencies from other geographical regions. Moreover, it is possible that nurses
who expressed interest and participated in the study had a different approach to visit
planning compared to nonparticipants. Data were collected through in-person or web-based
video interviews, reflecting varying levels of interpersonal connections with the interviewer
and potentially leading to different results. Finally, nurses were asked about their decision-
making process regarding visit intensity planning and one cannot draw conclusions about
which process has a better influence on care provision. While there is some literature to
support that visit intensity may be associated with patient outcomes, future research is
needed to further explore the association with improved patient care and outcomes.

Recommendations for Future Research

The study participants described the importance of communicating with providers and
accessing accurate referral information to coordinate care and develop personalized visit
plans. Health information technology provides hope to facilitate the timely and efficient
collection and transmission of patient information across care settings to support care
decisions. The value of health information technology on care planning and care provision in
HH was recently established (Alhuwail & Koru, 2016; Sockolow, Bass, Eberle, & Bowles,
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2016; Sockolow, Bowles, Adelsberger, Chittams, & Liao, 2014). One potential strategy is to
promote the use of a standardized document such as the Continuity of Care Document
within electronic medical documentation. Researchers would first revise the document by
including HH clinicians in the process to meet their information needs. Following the
implementation of this initiative, researchers would evaluate its impact on information
access and its interoperability to optimize information transfer across clinical settings.

The study participants also described how protocols guided their decisions by serving as a
starting point and offering a standardization to the visit planning process. However, the
protocols used by participating agencies were developed by agency staff and were not
evidence-driven. Therefore, nurses would benefit from evidence-based clinical decision
support tools to guide their decisions. The use of clinical decision support systems in nursing
is an emerging field with potential to influence decision quality (Anderson & Willson,
2008). The patient factors described by the study participants inform the preliminary content
of a tool that researchers can further develop and test in future studies. Additional research is
necessary to identify visit patterns associated with specific patient characteristics, then
examine the impact of these visit patterns on patient outcomes and make suggestions about
visit intensity protocols. While the adoption of clinical decision support systems is a
promising start, the federal government needs to provide financial support to implement
health information technology initiatives in HH, because HH agencies are not eligible for
“meaningful use” incentive payments.

Patients referred to HH have increasingly complex needs and are discharged sooner from
acute care settings. The current HH setting is perceived as a short-term teaching environment
where clinicians partner with patients to help them reach their maximum self-care potential
with a limited number of visits. Future research needs to identify characteristics of activated
HH patients and develop interventions to better engage patients and their caregivers in care
provision as they transition from acute care settings to home.
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Figure 1. Initial Model of Nurse Decision-Making Regarding Visit Intensity Planning in Home
Health Care

Adapted from “Model of Decision Making” by Johansen and O’Brien (2016) [Copyright
2015 by John Wiley & Sons] with a superimposed socio-ecological lens (McLeroy et al.,
1988).
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Figure 2. Model of Nurse Decision-Making Regarding Visit Intensity Planning in Home Health
Care

Revised based on the study findings.
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Exemplar Questions and Probes from the Semi-Structured Interview Guide

Category

Question

Probe

Visit plan development

Guide me through the process

you use to develop the visit plan.

What information do you need in order to decide on the
amount and frequency of your nursing visits?

How is your plan influenced by visits that patients receive
from other disciplines?

What makes it easy or difficult
for you to choose how many
visits a patient should receive?

Think of a time when you had difficulty estimating how many
visits a patient will need for the nine-week episode. Why was
that the case?

Visit plan reevaluation

What situations lead you to
change your visit intensity?

How often do you review your visit orders to make any
changes?

When do you decide to visit a patient more or less frequently?

Patient-level factors

What patient factors do you
consider when determining visit
intensity?

Think of a recent patient that you admitted to home health.
What specific characteristics made you visit them more or less
often than other patients?

Nurse-level factors

How does your experience in
home health influence your
thought process about
determining visit intensity?

How has your experience changed or evolved over time in
terms of estimating visit patterns?

Agency-level factors

How does your home health
agency influence your decision
regarding visit intensity?

Tell me about the resources available to support and guide you
in determining the best visit patterns for your patients?

If nurses referred to agency protocols:

‘When does this protocol work well?

‘What are the barriers to following this protocol?

Policy/Payer-level factors

How do different payers
influence your visit plan?

Tell me about when you are caring for a straight Medicare
patient. Any particular things that you consider as you develop
your visit plan?

‘What about other payers? How different is the visit plan for
patients with managed care or private health insurance?
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Table 2

Categories Derived from the Conceptual Framework

Nurse Decision-Making Model

Category

Operational Definition *

Nurse decision-making

Using intuitive and/or analytical strategies.

Situation awareness

Assessing the patient and becoming aware of their needs.

Decision

Visit plan (or visit patterns), including the number and frequency of skilled nursing visits.

P . . F¥
Decision implementation

Steps taken by the nurse to follow the initial visit plan.

Reevaluation/Self-reflection

Reevaluating the visit plan during the episode based on unanticipated changes.

Socio-Ecological Lens

Category

Operational Definition *

Patient-level factors

Information-based variables or sources of information used to make decisions such as pre-encounter data and
patient assessment data.

Nurse-level factors

Knowing the self, including personal values and professional scope of practice.
Prior experiences with similar situations.
Knowledge and training necessary to evaluate the situation and weigh potential alternatives.

Agency-level factors

Culture of practice and work environment, including support from managers and colleagues, adequate staffing,
agency policies, and degree of collaborative practice.

Policy/Payer-level factors

Home health regulations and payment system.

Notes:

*
The review of the literature led to initial operational definitions for these categories.

*ik

Decision implementation is not discussed in this manuscript.
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Variable All Participating Nurses (n =26) | Visiting Nurses Only (n = 20)
Mean = SD or n (%) Mean + SD or n (%)
Age (years) 472+8.7 455+8.6
Gender
Male 2 (7.7%)
Female 24 (92.3%)
Race
Asian 3 (11.5%)
Black or Aftican American 9 (34.6%)
White 12 (46.2%)
Other 2 (7.7%)
Ethnicity
Hispanic or Latino 2 (7.7%)
Not Hispanic or Latino 20 (76.9%)
Missing response 4 (15.4%)
Educational background (highest level completed)
Diploma in Nursing 2 (7.7%)
Associate’s degree in Nursing 3 (11.5%)
Bachelor's degree in Nursing 20 (76.9%)
Master’s degree 1(3.8%)
Experience as a Registered Nurse (years) 174+10.2 14.8 8.5
Experience as a Registered Nurse in home health care (years) | 12.2+9.0 9.0£5.5
Experience at current home health agency (years) 85+54 7.8+4.6
Home visits per day (patients)
Total (n = 20) 6.7+1.0
Agency 1 (n=7) 59+04
Agency 2 (n=6) 65+0.8
Agency 3 (n=7) 7.6+0.8
New admissions per week (patients)
Total (n = 20) 55+1.8
Agency 1 (n=7) 53+1.8
Agency 2 (n=6) 45+£1.0
Agency 3 (n=7) 64+2.0
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