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Abstract
Background: A major national-to-local healthcare quality and safety goal is to reduce hospital
readmissions, which are considered preventable patient harm. While the literature shows the
impact of using care transitions programs to reduce readmissions, few studies have utilized faith
community nurses (FCNSs) within care transition programs. An FCN-integrated care transitions
program potentially could help fill the gap in community clinical support for chronic illness care.
Saint Alphonsus Regional Medical Center (SARMC), a Catholic hospital in Boise, Idaho, sponsors
an FCN network within many Southwest Idaho faith communities. This presented a local
opportunity to create and test the feasibility of an FCN-integrated care transition pathway, using an
evidence-based practice model such as the Care Transitions Intervention (CTI), to impact patient
experience and outcomes post-discharge. The purpose of this project was to evaluate the
feasibility of using FCNs as hospital CTI Transition Coaches and illuminate facilitators and
barriers to their work.
Methods: Three FCNs trained to intervene with a targeted group of orthopedic patients, using the
CTI model and protocol resources for Care Transitions Coaches, which included a 30-day patient
engagement of a hospital contact, a home visit, and three phone calls. Primary outcomes were to
implement an FCN-integrated CTI program, to evaluate both the effectiveness and satisfaction of
the FCNs as Transition Coaches, and to quantify adequacy of the hospital support in fulfilling the
CTI work and give voice to the facilitators and barriers to FCN-CT] care delivery.
Results: Feasibility evaluation was determined by if the CT1 model could be implemented using
FCNSs. Over the time period of August 2015 to January, 2016, 24 patients, aged 65 and older,
having total hip or knee surgeries, were enrolled as participants in the project. The FCNs
completed the 30-day CTI follow-up protocol with 18 patients (75%) with 100% of the protocol

documentation completed (18/18 checklist forms), 100% protocol visits accomplished (90/90), and
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100% of Patient Activation Assessments were performed (72/72). FCNs reported 99% of the time
(71/72 assessment visits) having the resources needed for Coaching. Key facilitators for effective
Coaching included a project coordinator to help the FCNs navigate the hospital system and
effective communication strategies with staff and providers. Barriers highlighted by the FCNs
included poor usability of the personal health record tool, confusing discharge instructions, and
challenges with coordinating hospital visits before discharge. The FCNs appeared satisfied that the
Transition Coach role falls within FCN scope and standards of practice. They also found the
stipend to be a beneficial incentive.

Conclusions: Healthcare delivery is transforming from hospital-focused care to community-based
care. Providing care transitions resources to ensure healing after hospital discharge and prevent
unnecessary readmissions benefits patients and hospitals. This project demonstrated that FCNs can
be effective Transition Coaches and successfully implement the CTI model. Although often in
unpaid roles in faith communities, the FCNSs in this project were remunerated with a stipend.

FCNs performing care transitions should be compensated for this value-based work, a trend that

will likely be more common as reimbursement for care transitions grows in payer practices.

Keywords: faith community nurse, parish nurse, care transitions, care transitions intervention
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Faith Community Nurse Care Transitions Intervention Feasibility Project
Problem

National and local healthcare quality and safety goals are focused on reducing preventable
readmissions. Readmissions are one of many outcomes considered a “patient harm.” This is an
important focus in the Centers for Medicare and Medicaid Services (CMS, 2014) Partnership for
Patients, in payer-based value-based purchasing initiatives, and in simply doing what is right for
patients. Readmitted patients are most often older patients managing several health conditions
(Condeius, Edberg, Jakobsson & Hallberg, 2008). There is a gap in health services in the
transition from hospital to home of seniors with chronic illness. Care transitions programs in the
literature have shown an impact in reducing readmissions (Health Research & Educational Trust
[HRET], 2010), but there is still ample opportunity to journey with patients to help them stay
healthy in the community after hospital discharge, especially among community-dwelling older
adults living with chronic illness (Rydholm, Moone, Thornquist, Gustafson, & Speece, 2008).
Faith Community Nurses (FCNs) are a potential resource for providing such transitional care.

Problem Change

This project tested the innovative use of a unique specialty of nursing, faith community
nursing, within an established model of care transitions, the Care Transitions Intervention (CTI)
Program. The purpose of this project was to determine the feasibility of implementing an FCN-
delivered hospital care transition pathway for active follow-up with targeted patients to help them
thrive post-discharge and prevent poor outcomes. FCNs, as Transition Coaches, can help provide
spiritually-centered and clinically supportive care in a way that gives support to hospital discharge
team goals, improves the patient’s experience of care, and reduces likelihood of readmission.

Appendix A displays the care pathway created for the project.
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Background

Few studies have utilized FCNs within care transition programs. Faith community nurses
are valuable resources of health expertise, love, spiritual counseling, and caring for their
congregational members in all their life stages and health journeys, and they are particularly in
tune with shepherding parishioners into wholeness within the context of faith communities
(American Nurses Association & Health Ministries Association [ANA & HMA], 2012). At Saint
Alphonsus Regional Medical Center (SARMC), there is a sizeable volunteer FCN network that
provides care within many Southwest Idaho faith communities. While faith community nursing
work prior to the Scholarly Project had not been integrated with the Saint Alphonsus hospital care
delivery system, this project integrated the FCN into patient care processes during the patient
hospital stay and after discharge.

The literature review sought and yielded articles from both the care transitions and FCN
literature (see Appendix B). Best evidence demonstrates that care transitions models such as the
CTI can improve outcomes for this population (HRET, 2010). The CTl is a 4-week care
transitions model used with patients being discharged from a hospital who have a high risk of
readmission (Parrish, O’Malley, Adams, Adams, & Coleman, 2009). A trained Transition Coach
in this model can be a nurse, other health care professional, or a trained community worker. In
this project, an FCN performed the Transition Coach role. The Transition Coach helps patients
develop an ability to manage their condition independently in the community. Although other care
transitions models are described in the literature (HRET, 2010), the CTI model was chosen for two
reasons. First, the Northwest Parish Health Ministry project (Marston, 2012) reported success
with FCNs using the CTI model. Second, the CT1 is a known evidence-based practice and

dissemination model (Coleman, Rosenbek, & Roman, 2013).


javascript:__doLinkPostBack('','ss~~AU%20%22Parrish%20MM%22%7C%7Csl~~rl','');
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Eric Coleman, the designer of the CTI model, is a lead or co-author in all of the referenced
CTl studies. This and other care transitions models as a whole have shown effectiveness in
multiple communities nationally in decreasing 30-day readmissions (Brock et al., 2013).
Successful implementation of the CTI program requires: (1) sustainability of the CT1 model in
organizations (Parrish et al., 2009), and (2) patient perception of caring by the Transition Coach as
integral to the model (Parry, Kramer, & Coleman, 2006). It is this deeper connection of caring, as
perceived by the patient, which makes the Transition Coach role effective when delivering the four
pillars of the model.

The FCN literature is known to be weaker in relation to outcomes (Dyess, Chase, &
Newlin, 2010), which made it difficult to find peer-reviewed literature in this field. Baig,
Mangione, and Miranda (2010) conducted the only randomized controlled trial found in the FCN
literature. These study findings described how FCNs can intervene in the community in chronic
disease (e.g. high blood pressure) follow-up and facilitate the care transition to a primary care
provider as needed. Another study revealed the ways in which FCNs identify patient issues of
concern in the community (Rydholm et al., 2008). For the purpose of this project, an article
shared by the Northwest Parish Nurse Ministries (Marston, 2012) proved most relevant. It
reported a project where FCNs used the CTI model to successfully reduce readmissions in a
quality improvement initiative in a rehabilitation center.

The evidence suggests that models of care transitions, specifically the CTI model, are
effective at preparing patients for self-care in the community (Coleman et al., 2004), coaching
patients for successful transitions home (Parrish et al., 2009), and reducing readmissions (Parry,
Min, Chugh, Chalmers, & Coleman, 2009). The literature related to FCNs describes their role in
assessment of patient chronic and urgent health needs (Rydholm et al., 2008), in providing follow-

up care in the community (Baig et al., 2010), and in helping patients move from inpatient acute-
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care to self-care at home (Bay, 1997). This is the crux of the literature synthesis: the intertwining
of FCN and CTI scholarly work that inspires this project as a synergistic opportunity for
improving care in the community.
Implementation Process Analysis
The Saint Alphonsus Institutional Review Board (IRB) reviewed the project proposal,
implementation plan, and all related tools and documents. The IRB decided this project was
officially exempt from further IRB review and also provided a support letter for the project
allowing the use of Saint Alphonsus’' name and logos in the final report (see Appendix C).
Setting and Target Population
Setting. The Care Transitions Intervention protocol was implemented in August 2015 in
the inpatient setting of Saint Alphonsus Regional Medical Center in Boise, Idaho. Saint
Alphonsus is a Catholic, faith-based healthcare organization and is part of Saint Alphonsus
Health System, a regional system with hospitals and clinics extending from Boise to Baker City,
Oregon, serving about 700,000 people in a rural and urban area. This regional health system is
also part of the second-largest national Catholic healthcare system, Trinity Health. FCNs were
recruited and trained to perform CTI 30 days follow-up on patient participants discharged to
home (see Appendix A). The Transition Coach met the patient in the hospital before discharge
and then performed in-person follow-up in the patient's home after discharge, followed by three
telephone calls to the patient's preferred phone number over the 30 day period. The FCNs had a
toolkit of materials for implementing the CTI protocol with patients. FCNs performed some of
the preparation work and telephone calls for their coaching encounters from their private church
offices or homes.
Faith community nurses. The population of interest for this Scholarly Project was the

FCNs who engaged in this 30-day journey with patients upon hospital discharge. The Saint
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Alphonsus FCN Network has more than 100 FCNs in over a dozen Catholic and non-Catholic
faith communities. Organized through the Saint Alphonsus volunteer program, most FCNs are
unpaid volunteers for their churches, but receive education, liability insurance, and other
support through the Saint Alphonsus program. FCNs have their own specialty Scope and
Standards of Practice (ANA & HMA, 2012). These nurses traditionally offer health resources
to their churches such as home visiting, health education, grief counseling, referrals, blood
pressure checks, and other non-invasive health coaching types of activities.

Three FCNs were recruited and trained as CTI Transition Coaches. They were current
and active volunteers in the Saint Alphonsus FCN Network. Although they were volunteers, in
this project the FCNSs received a nominal stipend of $100 per patient followed. This incentive
structure was borrowed from the Northwest Parish Nurse Ministries (2013) program model
which continues to offer remuneration. The FCNs were from two different Catholic churches
and one Episcopalian church. The particular faith background of each FCN was not a required
criterion for participant assignment; each FCN acted in a non-denominational manner in their
Coach role.

Patients. The recruited patients were 65 years and older. While the CTI is often
implemented across many chronic disease categories, and this was considered during the
original proposal, the project scope was narrowed to total hip and total knee surgery patients.
This scope change allowed the nurses to gain experience with one disease category, to focus on
a scheduled patient group, and to give and receive feedback from a smaller group of physicians
and support staff. The patient sample for this project was partly defined by a payer (insurance)
category — Medicare patients; the patients were also limited to the Treasure Valley region:
Boise, Meridian, Nampa, Eagle, and Kuna. The goal was to recruit a minimum of 20 patients,

with each FCN following 1-3 new patients per month, allowing a range of 12 to 36 patients
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total. Patients were identified and vetted by the project coordinator who reviewed weekly
surgery schedules and daily admission reports for likely candidates. Patients were assigned to
available FCNs. Some patients discharged with rehabilitation and home health referrals were
recruited; these patients became incomplete cases and, upon reflection, should have been
excluded from the beginning of the project.
Implementation Strategies
Implementation strategies key to the successful completion of the project included:
1) engaging Saint Alphonsus hospital care transitions work stakeholders and organizational
leaders for project endorsement, alignment, and guidance; 2) engaging nursing leaders and case
managers for support and assistance during project implementation; 3) training FCNs on the CTI
model to have a qualified, competent Transition Coach team; 4) obtaining grant funding for the
project operations budget; and 5) establishing key contacts in patient care setting such as social
workers, unit clerks, and the orthopedic joint program coordinator.
Program Outcomes
This was a feasibility project to determine if the CTI model could be effectively
implemented using FCNs as Transition Coaches. The main outcomes were to:
e determine if the CTI model can be implemented in the hospital using FCNs,
e determine if FCNs are effective as Transition Coaches in the CTI model,
e understand hospital facilitators and barriers to FCN delivery of CTI care, and
o evaluate FCN satisfaction with the Care Transitions Coach role in relation to their
scope of practice.
Economic, Social and Political Environment
Saint Alphonsus Regional Medical Center is a Catholic hospital part of local and national

Catholic healthcare systems. Catholic healthcare entities consider healthcare to be a faith-based
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ministry of the healing work of Jesus Christ, not just brick-and-mortar locations for healing
bodies. Catholic healthcare has done much to grow and support the specialty of faith community
nursing, formerly known as parish nursing. Faith community nursing is one of many coordinated
community benefit programs at Saint Alphonsus. Saint Alphonsus was ready and excited to use
FCNs in such an innovative outcomes-focused endeavor. The project aligned perfectly with the
mission, values, and community benefit work of the organization. The project also aligned with
the Saint Alphonsus and Trinity Health strategy to transform healthcare from fee-for-service
hospital-based care to community-based population healthcare. Payer incentives and
reimbursement penalties implemented after the Patient Protection and Affordable Care Act
(PPACA, 2010) have done much to encourage the growth and innovation in care transitions work.
While Saint Alphonsus leadership was supportive of the FCN Scholarly Project, the infrastructure
for seamless care coordination into the community is in its infancy as Saint Alphonsus moves
towards improved population health management and better care for patients before admission and
after discharge. Still, Saint Alphonsus had already adopted CTI as one of its primary care
transitions support models; it has one CTl-trained Transition Coach nurse who performs the
protocol with patients 65 and older in certain disease categories.
Project Evolution

This project has evolved since the initial proposal in the Fall of 2013, and in some ways
since final proposal approval, as should be the case with a quality improvement project. In the
beginning the project focus was to create a process or mechanism to connect and integrate FCNs
into hospital care of the patient. The original proposal was difficult to articulate, so the project
evolved into the current focus, testing the feasibility of using FCNs in providing hospital-
integrated follow-up care in the community. Still, nested within the current project is the critical,

original work of creating the connecting mechanism(s) for integrating the FCNSs into the hospital
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processes. Prior to implementation, the project was adapted to focus on elective total hip and knee
surgeries for ease of scheduling the FCN work. This also allowed the FCNs to develop expertise
in one hospital unit for this project. Initially the proposed stipend was $50, and after reflection on
time required for follow-up and travel, the stipend was increased to $100 for each patient followed
to protocol completion; it was prorated for incomplete cases. Patients with a discharge referral for
rehabilitation and home health were not excluded, but after a few failed experiences in follow-up
they were no longer recruited.
Business Plan Analysis

The business plan analysis for this project was based mainly on targeted activities, budget,
and congruency with established timeline. The project activities and expenses tracked as planned
and were supported by grant funding. The FCNs were trained, and support materials were
purchased, organized and distributed to the nurses. Mileage and stipend were budgeted into the
project plan. The data collection phase was delayed slightly from late spring to later summer
2015. Activities that took additional time prior to data collection included providing adequate
shadowing opportunities for the FCNSs, a change in the participant identification process, allowing
for summer plans of the FCNs, and getting appropriate communication of the project to providers,
orthopedic unit manager, and orthopedic staff. Despite the delay in project start date to August,
there was ample time to accomplish significant patient recruitment and meaningful data collection
over 5 months.

Results/Outcome Analysis
Data Collection Analysis

This project was a feasibility (Bowen et al., 2009) and quality improvement project, in

which a model was selected (CTI), adapted (using FCNs), and evaluated as a nursing

intervention. Select FCNs were trained to intervene with a targeted group of orthopedic
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patients, using the CT1 model and protocol resources for Care Transitions Coaches. Appendix
A shows an overview of the FCN Transition Coach process during each 30-day patient
engagement. The project logic model (see Appendix D) shows various overlapping
perspectives on the project investments, activities, objectives, outcomes, and predicted impact.

The primary data collection tools were used to: 1) determine FCN effectiveness in CTI
Transitions Coach Role; 2) understand hospital facilitators and barriers to FCN delivery of CTI
care; and 3) evaluate FCN satisfaction in the CTI Transitions Coach role. Three instruments
were used for collecting data: 1) a client Contact Checklist tool (see Appendix F); 2) the CTI
Patient Activation Assessment (PAA) tool (see Appendix G); and the FCN satisfaction survey
(see Appendix H). A detailed description of the data sources is listed in the project evaluation
plan (see Appendix E).

The nurses utilized the first two instruments during hospital and home visits. One contact
checklist form was used for each patient recruited. The CTI PAA tool was completed during
each nurse-patient coaching session over the 30-day follow-up period. The FCNs provided
ongoing feedback after each patient encounter regarding if they had the resources to do the role
effectively and if the patient was reaching self-care goals along the way. The FCN satisfaction
survey was completed by each FCN at the conclusion of the project as part of the evaluation.
Descriptive statistics were used to evaluate the project outcomes. Answers to a few open-ended
questions were collected in the FCN satisfaction survey (see Appendix H) to provide a
understanding of the FCNs experience, from their point of view, as part of the final analysis
(Wholey, Hatry, & Newcomer, 2013). In the end all data were collected and analyzed to help
answer the overall feasibility project question — if this model could be successfully

implemented.
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Indicators for Project Outcomes

Success of the project was evaluated using the stated project outcomes. Major outcomes
were to determine if the CTI model could be implemented effectively using FCNs and if the FCNs
found satisfaction in the Transition Coach role. Also, because of the project's quality
improvement focus, facilitators and barriers to coaching were illuminated to continually improve
the program for the hospital. Each of these measures is addressed in the following discussion.

Determine feasibility of implementing CTI model in the hospital using FCNs. A total
of 24 patients were enrolled in the project, and the FCNs completed 30-day follow-up on 18 (75%)
of enrolled patients (see Appendix I). Of the 18 patients who completed the CTI program, 10
(56%) were followed by one of the FCNs, seven (39%) patients, and the third FCN completed one
patient 30-day follow-up. The FCN with one patient also had paid employment and had to balance
her job and the work in this project. Each FCN had a couple of patients who did not complete the
30 day follow-up. At least four of six (83%) incomplete cases had discharge dispositions that
conflicted with CTI; in these cases the surgeon referred the patient to home health or rehabilitation
after the patient had been enrolled and visited by an FCN. While home health and rehabilitation
dispositions were not initially project exclusion criteria, the overlap with Transition Coaching felt
confusing and redundant for the patient and the FCN. One other incomplete case was a patient
who should have been excluded initially as he was under 65 years old.

Determine FCN effectiveness as Transition Coaches in CT1 model. Three of three
(100%) FCNs completed official CTI model training in Denver, CO. This training was followed
by all three FCNs (100%) completing shadowing experiences with the Saint Alphonsus employed
hospital CTI Coach. Effectiveness in the role was assessed by accounting for if the FCN
contacted the patient five times (hospital, home, three phone calls) and then also assessed the

patient using the Patient Activation Assessment four times (home and during three phone calls).
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Completing the full CTI protocol of five visits was an important goal and metric for evaluating
effectiveness of the FCN in the Coach role: greeting in the hospital, meeting in the home, and
completing three telephone calls. The CTI Contact Checklist tool (see Appendix F) was used to
record these five visits. If any encounters were not completed, the FCN documented why it did
not occur, which helped with evaluating barriers. Both percent of Contact Checklist tools
completed and percent of CTI protocol visits completed were measured as quantitative metrics.
The FCNs returned Contact Checklist forms on 100% (18/18) of patients recruited and followed in
the project. The percent of CTI protocol visits completed was 100%; of the 18 patients who
completed the 30-day protocol, the FCNs completed 100% (90/90) of all scheduled visits with the
patients, including a hospital visit, home visit, and three phone calls. In several cases additional
phone calls were included as extra support for patients.

The Patient Activation Assessment (PAA) tool was used by the FCNs. It is a key
Transition Coach tool and is part of the required training with Coleman’s Care Transitions
Intervention Program (Coleman, 2014). This tool quantifies patients’ uptake of skill and
knowledge in self-care along the four pillars of the CTI model: (a) medication management, (b)
red flags, (c) medical care follow-up, and (d) the personal health record. The FCN Coach helped
activate patients along the four pillars of the CTI protocol and documented patient progress on the
PAA tool. The Coach evaluated each patient during four patient encounters: the home visit and
each of the three phone calls. Percent of PAA tools completed was measured as a quantitative
metric. The FCNs assessed patient activation using the PAA form for 100% of encounters; of the
18 patients who completed the 30-day protocol, the FCNs completed 100% of assessments
expected (72/72 encounters). One FCN suggested an improvement to this process that was
implemented part way through the project to allow the nurse to simply update the original PAA

form or document a new PAA form when there were changes to the assessment numbers. In many
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cases the patient assessment scores remained the same from the initial visit. The assessment was
still performed at each encounter and any changes documented.

Understand hospital facilitators and barriers to FCN delivery of CTI care. As seen in
Appendix G, the original CTI PAA form was adapted by adding questions to determine if the FCN
had the necessary resources for each visit and to list ways the hospital helped and/or created
barriers for an effective patient coaching visit. These questions were added in an effort to evaluate
facilitators and barriers to the work performed by FCNs. Although the adaptations to the PAA
were not validated pieces of the tool, they served the intentions of this local evaluation. The FCNs
reported hospital facilitators and barriers on the PAA form during any given follow-up event with
patient. Appendix J has tables highlighting reported facilitators and barriers during the project.
Often the reported barriers were temporary and served to make improvements in the project in
real-time.

Evaluation of hospital facilitators. FCNs were asked if they had the resources they
needed for each patient encounter. Of the 18 patients who completed the intervention, which
included 72 or more assessment visits with the Coaches, 99% (71/72) of the time the FCNs
reported having at least the basic resources for supporting the patients during the follow-up
experiences. In one instance a pair of gloves was desired, which inspired including gloves in the
FCN toolkit for future home visits.

There were many facilitating items, people, and actions that helped the FCNs perform their
Coach role effectively and efficiently. Key was the common feedback of the importance of having
a coordinator in the hospital. The project coordinator created seamless recruitment of patients,
preparation of materials for FCNs, and relationship-building among all the hospital staff and
providers involved with the patient and FCN. She naturally bridged the connection between

patient and FCN and was the person who connected the program and documentation with the
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physicians' offices. Additionally smartphone technology allowed for efficient communication,
with texting, faxing and emails between the FCNs and the coordinator. Patient privacy and
confidentiality was emphasized and maintained in communications. The FCNSs felt that their work
was also supported by having project collateral such as hospital identification with badge and
Coach title, hospital business cards, and a program information sheet with their photos on it (see
Appendix Q)

The FCNs appreciated having a known and clear relationship with the hospital unit staff
and the patient's providers. This created comfort and patient safety for all involved in the patient's
care, especially in the hospital setting. Because of this relationship-building, the nursing staff
extended themselves in helpful ways such as wayfinding when they noticed the FCNs on the unit.
The physician offices became so comfortable with the program that on several occasions they
called the coordinator in advance to ensure their patient would be seen by an FCN Transition
Coach. The providers also were open to phone calls directly from the FCNs and helped answer
questions in a timely manner. It was discerned that lunchtime was a mutually good time for both
patient and FCN to meet at the hospital. The FCNs felt the discharge paperwork was very
organized, a facilitator, but also reported that the discharge instructions were often confusing to the
patient, a barrier.

Evaluation of hospital barriers. The FCNs identified the Personal Health Record (PHR)
tool as the main barrier to performing the CTI work effectively. One of the pillars of the CTI
model is to ensure the patient understands the importance of such a record and that they take it
with them to each health encounter. The one provided by Saint Alphonsus is aesthetically pleasing
at first glance, but served as a poor tool for the nurses because it was not well-adopted by patients.

Discharge paperwork and instructions were provided and organized well for the patient.

Still there were some discharge items that proved vexing for the patient and nurses. For example,
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things patients sometimes found confusing included the following: 1) exercises; 2) pain control
options; 3) constipation treatment; 4) follow-up appointment with providers; 5) infection
definition; and 6) diet post-discharge. These issues provided extra validation for the value and
helpfulness of having a Transition Coach available for questions and clarification.

The following additional barriers identified by the FCNs provide guidance for potential
improvements in the next iteration of the program. There was lack of parking near the hospital
entrance for FCN ease of access. Once in the hospital, there was no one single place for the
coordinator to transfer the patient file to the FCN efficiently and assuredly, although it always was
transferred to them. The discharge disposition was not always known in time for the FCN
assignment and hospital visit with a patient, which led to including rehabilitation and home health
patients who eventually became incomplete cases. Finally, there were patient candidates in rural
and remote areas who could have benefitted from the program but were beyond this project’s
scope.

Evaluate FCN satisfaction in CT1 Coach role. A brief satisfaction survey (see Appendix
H) was administered to the three FCNs at the conclusion of the project. They completed a
quantitative survey that included a few open-ended questions. This was not designed for statistical
strength but was important in the descriptive analysis and storytelling which complemented the
other quantitative data. The survey was followed by a group conversation with the three FCNs to
clarify insights from the survey. Appendix K documents the FCN responses to each of the survey
questions. All three FCNs (100%) completed the survey.

Regarding the FCN perception of the Transition Coach role, the three FCNs had
overlapping insights. One nurse said, "Being a Transition Coach means getting involved. You
learn [the patient's] health goals, what they want to get back to, you get to know their family, and

you become a part of their healthcare team, if only for a little while." This comment revealed a
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mutually enriching benefit of being a Transition Coach. Also noted was that the Coach role
provided guidance and coaching, facilitated personal goal-setting, and empowered patient self-
advocacy; also emphasized was how the Coach gets to be a caring presence, guide, and companion
on a person's healing journey. Interestingly, while at least one FCN though they would implement
the Coach role almost exactly as she had learned it, the actual practice and performance of the role
was different than expected, with great emphasis on patient self-reliance and instilling patient
confidence.

When answering the question about the Coach role and fit within FCN practice, 100%
(3/3) agreed that it does. While the FCN Scope and Standards (ANA & HMA, 2012) recognizes
and legitimizes that transitional care is an emerging professional trend in faith community nursing,
it was validating to hear directly from FCNs that their experience in this project resonates with this
practice assertion. FCNs have been doing home visits as part of their practice before it was called
"care transitions.” One FCN expressed that the CT1 model would be a good framework for FCN
practice even if they didn't participate formally in hospital follow-up work. Another FCN also
shared that she felt a couple of her patients may have actually needed a higher level of care, such
as rehabilitation or home health, because of the intensity of the need expressed during the home
visit. This highlighted the need to continually evaluate patient needs and consider practice
boundaries in the Coach role. At least two nurses detailed specifically, with examples, of how the
Coach role fit each of the six FCN practice standards of assessment, diagnosis, outcomes
identification, planning, implementation, and evaluation. Finally, in follow-up conversation with
the FCNs, they shared that they did not get to exercise one of their greatest strengths — spiritual
support — of their CTI patients, and that would be an opportunity in future FCN-CTI projects.

The FCNs were asked if they would recommend the role for other FCNs, and 100% (3/3)

FCNs said they would do so. One FCN recognized that FCNs working in a faith community
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already follow their congregation members as needed, and this role is a definitive way to help
prevent poor outcomes and prolonged recovery. Another FCN recognized the synergy between
FCNs as caregivers and health educators who naturally want to support independence and self-
actualization of the patient to the extent possible. The third nurse noted that while she would
recommend it, she would share that the formal Coach role with the hospital is different than other
FCN roles; FCNs interested in such a formal role should shadow other Coaches before committing
to formal training and taking patient cases.

The FCNs shared their insights on the impact of a stipend. All three FCNs (100%)
appreciated having costs covered such as mileage for a car, and one commented that being
compensated offered a sense of value to the work. One FCN also shared that having a stipend is
not a requirement for participating in care transitions Coaching, but the more limiting factor, as an
FCN, is balancing competing work and personal priorities. Another FCN emphasized that the
stipend is very important to the CTI Coach role; if FCNs take on hospital-directed Coach roles,
and positively impact hospital quality and financial goals, then some compensation is a natural and
expected part of the FCN-hospital care transitions relationship.

When asked to name one change that would improve the FCN experience as a hospital
Transition Coach, several practical ideas emerged: 1) implement a different personal health record
that is easy to use and amenable to patient adoption; 2) include pill organizers as part of home-visit
tool for patients; 3) design a way to give more lead time in identifying and pairing an FCN with a
patient participant, even if it is before the surgery or hospital visit, and 4) keep working to improve
clear discharge instructions for patients. The FCNs were also asked to share a story from their
Transition Coach experience that they will never forget. In their patient stories, the nurses

reflected on: 1) the learning and joy they experienced as the patient learned and mastered
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managing their healing process; 2) the prevention of patient harm they were able to achieve; and 3)
the synergy they shared as an FCN team to ensure the most at-risk patients were coached well.

In summary of the FCN satisfaction survey, the FCNs described their satisfaction and
alignment with the Coach role in relation to the scope of practice for faith community nursing
(ANA & HMA, 2012). They appreciated the stipend for their valuable work. The survey results
revealed that the FCNs agree that care transitions is relevant and part of the faith community
nursing scope of practice, and that the CTI is a good model for traditional FCN home visiting
(Church Health Center, 2014) in general. Still the FCNs seemed to agree that an FCN should be
well-informed about the details of transitions work and possibly do some shadowing before
committing to the intense and expensive training. Additionally, there appears to be opportunity to
highlight with patients the spiritual care background of an FCN Transition Coach so that the FCN
can naturally and adeptly offer this special FCN expertise as part of the 30-day follow-up
experience.

Inferences Relating to Project Objectives

The results reported in the prior section showed that FCNs can deliver the CTI model to
patients effectively. From their satisfaction survey responses there seems to be a great deal of
flexibility in how an FCN can deliver the program as long as they maintain at least the core
elements (pillars) of the model. FCNs are presumed to be natural coaches by their very
competency and practice. The Transition Coach role is a seemingly great fit, and would be more
so if the FCNs were encouraged to exercise their spiritual care skills in tandem. Their passion and
commitment to caring deeply for their patients encourages FCN Coaches to go above and beyond
the strict protocol, becoming available for additional follow-up with the patient within reason. All
three nurses had patients with whom they voluntarily followed-up with additional calls because

they felt it was important to the Coach-patient relationship and wanted to ensure a good patient
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outcome.

The Personal Health Record (PHR) pillar gained a lot of attention from the nurses in this
project. They felt the tool employed by Saint Alphonsus failed the nurse, the patient, and the
model. In order for Coaches to meet the objectives of the CTI model fully, a better tool would
need to be provided. It may be ideal to offer options for PHR tools depending on patient
preference, such as an online health system portal or an improved hardcopy tool.

The FCNs did not have access to the electronic record, so could not review it for additional
information and could not record data into it, so providers and patients have a less than complete
record. If adequately connected to health system access, FCNs might manage health issues even
more effectively. In this project essentially no information was recorded in the patient medical
record; minimal information was faxed to the surgeon (See Appendix Q, fax sheet), and no
information was sent to primary care providers. Data management and data access are
opportunities for improvement. Electronic communication was effectively used between the FCNs
and the coordinator; protected health information is a critical issue in the transmittal of information
between hospital and community caregivers.

The FCNs were effective in delivering the CT1 as volunteers with a stipend for
compensation. The formal structure of the CTI model and intensity of follow-up may be a barrier
to truly volunteer-based work. Volunteers, with or without a stipend, must balance their personal
schedules with the requirements of the model. Additionally in this project, there was minimal lead
time in inviting an FCN into a possible case assignment. In best case scenarios there were only 24
to 36 hours to plan an FCN hospital visit, and in some cases, only a couple of hours lead time. A
possible improvement would be to bring the Coaches in earlier in the patient scheduling process,
allowing for FCNs to meet with patients pre-operatively. Transition Coaching also may infringe

on the natural autonomy of the FCNs' normal duties to their congregations. If the program grows
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and formalizes, FCNs may need to be professionally paid.
Gaps and Effectiveness

The results showed that the FCNs effectively delivered CTI-based follow-up care, found it
meaningful and relevant to their practice, and helped ensure its successful implementation in the
hospital setting. The faith tradition of each FCN was not required to match the patient's religious
background which allowed more flexibility in patient assignments. The Coaching process and
materials were standardized to best support the FCNs in the project for maximum effectiveness
(Storm, Siemsen, Laugaland, Dyrstad, & Aase, 2014).

Gaps were few but meaningful and provided opportunities for improvement. Data flow
from the community setting back to the hospital, primary care office, and surgeon clinic was not
accomplished easily. For care transitions to perform best for the patient, communication with all
stakeholder providers must be fluid with full access to all care documentation. Documentation
flow, sharing, and archiving must be complete, secure, and available to all care providers when
possible.

FCNs in this project did not explicitly exercise support from their faith tradition, nor were
they paired with patients from their church, faith tradition, or who were even necessarily spiritual
in any way. FCNs typically focus on serving the people of their church, and FCN Transition
Coaches may prefer to work primarily with their church members or at least patients of their
shared faith tradition, given the choice. The project essentially discouraged FCN faith
identification in the Coach role, which helped in recruiting and pairing them with any patient in
the short project timeline, but also limited the potential benefit of FCNs providing intentional
spiritual support of patients.

Another gap was that many patients excluded as project candidates could certainly benefit

from having an FCN Transition Coach, including remote or rural patients, underinsured patients,
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patients under 65 who are at-risk for readmission, and some patients discharged with rehabilitation
or home health. The Bellingham, WA CTI1 work (Marston, 2012) performs work exclusively from
rehabilitation facilities, so there is opportunity for helping these patients when a CTI Coach
pathway is well-defined for the rehabilitation population.

Appendix | documents how the FCNs had varying available dedicated time for scheduling
Transition Coaching assignments. All three nurses were actively engaged: 1) the FCN with the
most cases was devoted 100% to volunteer FCN work in the community; 2) the one with the
fewest patients also had a part-time job; and 3) the FCN with the middle load also had a newer
separate part-time grant-funded role in the community. This simply highlights the gap that exists
in ease of scheduling FCNs for CT1 assignments. The cases assigned must be matched to the
available time of any given FCN, including natural fluctuations in a person's day and life.
Unanticipated Consequences

This project evaluated how FCNs may be effectively utilized, using a care transitions
model of post-discharge follow-up, to help patients thrive after discharge. One unintended
positive consequence was that the program became a victim of its own success: 1) physicians
actively referred their patients to the program instead of being recruited by coordinator based on
project criteria; 2) the hospital orthopedic Joint Coordinator actively referred patients to the
program as well; and 3) the orthopedic service line director wanted to expand the program.

The impact to faith community nursing practice can be positive and negative. The positive
results of this project and others like it could shift the traditional practice of faith community
nursing and launch it deeply into the world of outcomes-based care. While the spiritual care
intention of this specialty would remain intact, this movement could disengage retired nurses who

desire a simpler commitment in their FCN practices. Still the FCNs voiced that even if not
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performing as a formal CT]I, the CTI model could provide a great framework for FCNs who are
conducting home visits for their congregations.

Additional