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Determining the factors influencing 2
the selection of post-acute care models

by patients and their families: a qualitative
content analysis

Ya-Hui Hsu'?, Tsong-Hai Lee**, Kuo-Piao Chung' and Yu-Chi Tung"”

Abstract

Background This study conducted in-depth interviews to explore the factors that influence the choice of a
post-acute care (PAC) model (inpatient rehabilitation hospital, skilled nursing facility, home health, and outpatient
rehabilitation) among stroke patients and their families.

Methods We conducted semi-structured, in-depth interviews of 21 stroke patients and their families at four hospitals
in Taiwan. Content analysis was used in this qualitative study.

Results Results revealed five main factors that influence respondents’ choice of PAC: (1) medical professionals’
suggestions, (2) health care accessibility, (3) continuity and coordination of care, (4) willingness and prior experience
of patients and their relatives and friends, and (5) economic factors.

Conclusions This study identifies five main factors that affect the choice of PAC models among stroke patients and
their families. We suggest that policymakers establish comprehensive health care resources based on the needs of
patients and families. Health care providers shall provide professional recommendations and adequate information
to support decision-making, which aligns with the preferences and values of patients and their families. From this
research, we hope to improve the accessibility of PAC services in order to enhance the quality of care for stroke
patients.
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Introduction

Stroke is the second leading cause of death in the world,
accounting for approximately 6.2 million deaths world-
wide each year [1, 2], and it is also the leading cause of
long-term disability in adults [3]. Studies have shown that
one-third of haemorrhagic stroke patients had functional
dependence or died within three months after the stroke
episode [4]. For surviving stroke patients, functional dis-
ability is a crucial issue. Following acute treatment and
stabilisation of vital signs, follow-up rehabilitation ther-
apy is the key to restoring the lost functions [5, 6].

The concept of post-acute care (PAC) refers to follow-
up care for discharged patients, which means that even
after receiving acute hospital treatment, patients still
require complete health care services to recover their
original body functions. The aim of PAC is to minimise
patients’ physical disability to enable them to return to
community life smoothly [7, 8]. In order to cope with
an ageing population and resolve the potential burden
on the health care system, family, and social care pro-
viders due to the possibility of an increasing number of
patients suffering from disabilities after acute treatment,
in Taiwan, the National Health Insurance Administration
not only reimburses post-acute inpatient and outpatient
rehabilitation as well as home care, but also has imple-
mented the Integrated Post-Acute Care Plan for stoke to
improve the quality of post-acute care since 2014. The
plan assigned active integrated care for stroke patients
during the golden rehabilitation period after discharge
from acute care hospitalisation, including inpatient reha-
bilitation and home rehabilitation, based on the patients’
disability level and the assessment results of the PAC
team in order to improve the quality of medical services
and the efficiency of the use of medical resources through
the reform of the payment system [9]. Therefore, in Tai-
wan, the PAC models include inpatient rehabilitation
hospital, skilled nursing facility, home health, and outpa-
tient rehabilitation.

Previous studies on PAC and care outcomes have found
that PAC reduced mortality risk [10, 11], promoted func-
tional recovery, helped stroke patients return to their
home and communities, and improved the quality of
life of stroke patients [12]. The different PAC models for
stroke patients (including inpatient rehabilitation hospi-
tal, skilled nursing facility, home health, and outpatient
rehabilitation) also affected the mortality risk within
one year [11], indicating the importance of PAC and the
effect of the choice of PAC models on the quality of care
for stroke patients. Another study on inpatients over the
age of 55 in the United States who were recommended
to receive PAC services found that approximately 30%
of these patients refused PAC services, and that the risk
of readmission within 30 days among these patients was
twice that of patients receiving PAC [13]. In summary,
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although PAC services produce actual benefits on patient
care outcomes, patients and their families may not nec-
essarily accept PAC services as recommended by profes-
sional medical teams. Patients and their families have
more influence than clinicians in choosing the appropri-
ate PAC models [14]. Regarding this issue, the practice
followed by the Centers for Medicare and Medicaid Ser-
vices (CMS) may be used as reference; it recommends
that medical providers discuss post-discharge PAC plans
with patients and their families, and that patients be
encouraged to decide on PAC services to improve patient
care outcomes [15]. Therefore, it is important to deter-
mine the factors influencing the acceptance of PAC by
patients and their families as well as the choice of dif-
ferent PAC models. The results will help both doctors
and patients communicate regarding the choice of PAC
services.

Generally speaking, after a patient is discharged from
acute inpatient care, the clinical medical team would
decide on or recommend a PAC model to the patient
based on their main diagnosis, comorbidities, disability,
and cognitive functions. Factors influencing the accep-
tance of certain PAC models or the rejection of PAC ser-
vices by patients are worth exploring. Previous studies on
factors affecting patients’ choice of PAC models mostly
used medical data, including medical insurance and
related data, as research data sources, and classified the
reasons into four possible categories, namely financial,
personal, structural, and attitudinal barriers [16]. Few
studies have explored the factors affecting the patients’
choice of PAC models from a patient- and family-centred
perspective. There were two qualitative studies on the
experiences of patients receiving outpatient rehabilita-
tion [17] and inpatient rehabilitation [18] during the
post-acute stage. One article investigated the experience
of patients and family members regarding the planning
of discharge and the process of choosing a skilled nurs-
ing facility model [19], while the other article investigated
the reasons why patients requiring PAC refused PAC ser-
vices. However, the latter study selected study subjects
over the age of 55 [20]. There has been no study discuss-
ing the factors influencing the selection of PAC models
among stroke patients and their families.

Therefore, this study explored the factors influencing
the choice of PAC services and models among stroke
patients and their families through qualitative in-depth
interviews. The findings of this study may serve as a ref-
erence for policy makers and medical providers on the
requirements and goals for the post-discharge care of
stroke patients.
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Methods

Study design

This study was a qualitative study using a semi-structured
interview outline and in-depth interview records as the
content of data analysis. In-depth interview is one of the
widely-used methods in qualitative research [21, 22]. The
semi-structured interview outline provided a specific,
yet flexible and open-ended question framework for the
topic to be explored [23]. Therefore, a semi-structured
interview outline (see Table 1) was developed according
to the research purpose, and the researchers conducted
face-to-face interviews with stroke patients and their
families based on the this outline, hoping to help the
interviewees reveal their motivations and ideas behind
choosing PAC services and models.

Study subjects and recruitment

The purpose of this study was to understand the factors
influencing the choice of PAC services and models by
stroke patients and their families, and the data provided
by the research subjects was expected to be diverse and
rich to help achieve the purpose of the study. Purpo-
sive sampling was adopted in the study, and the inclu-
sion criteria for the study participants were as follows:
(1) patients aged more than 20 years; (2) patients and
family members of patients who were diagnosed with
acute cerebral apoplexy within the past six months and
have been treated in an advanced emergency responsi-
bility hospital in northern, central, or southern Taiwan
or in a moderate responsibility hospital with advanced
acute treatment capacity for cerebral apoplexy; (3) stroke
patients and family members of patients with moderate
or moderate to severe functional impairment (modified
Rankin scale of 2-5) at the time of the acute stroke; (4)
stroke patients and family members of patients who had
no cognitive impairment or mental illness and were able
to answer the interview questions; and (5) stroke patients
and family members who were willing to sign the inter-
view consent form.

Table 1 Outline of semi-structured interview on factors
influencing the choice of post-acute care models for stroke
patients and their families

1. Can you tell me about your hospitalisation first? Why are you here?
2. How long after you were admitted to the hospital did someone tell
you that you might need to continue treatment and rehabilitation
elsewhere after being discharged?

3. Do you or your family know where you can receive post-acute care
and rehabilitation after discharge? (Inpatient rehabilitation hospital,
skilled nursing facility, home health, and outpatient rehabilitation)?
Where did you get this information? Has anyone discussed it with you?
4.Why did you accept/reject post-acute care?

5. Which post-acute care model did you choose? Why? What factors did
you consider?
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The research subjects for the qualitative interview were
recruited mainly through the stroke treatment and care
teams of the moderate and advanced emergency respon-
sibility hospitals in northern, central, and southern Tai-
wan, which provided the subjects who met the research
criteria. After the investigators confirmed that the sub-
jects met the criteria, the subjects were contacted and
the purpose as well as methods of the interview were
described. If the subjects were willing to be interviewed,
appointments were made on the interview time and
place.

After continuous analysis by the investigators, no new
ideas were identified in the newly collected data after the
21st respondent. Therefore, the recruitment of stroke
patients was discontinued [24].

Data collection

This study has obtained a clinical trial/research consent
certificate from the ethics committee of the institutional
review board of the Chang Gung Medical Foundation,
and the review case number is 201900436B0C601. The
researchers conducted in-depth interviews from 23 to
2019 to 16 December 2019. A semi-structured inter-
view outline was used to conduct face-to-face interviews.
First, the researchers introduced themselves to the inter-
viewee and explained in detail the purpose of the study,
the research interview process, and the rights of the study
interviewee, while also assuring them that the research
would comply with privacy regulations and ensure the
privacy of personal data in accordance with the princi-
ples of confidentiality. After understanding the study pur-
pose and related rights, the interviewee would sign the
respondent consent form. Then, the interviewees were
informed that the entire interview would be recorded
and that if they do not want recordings, the investiga-
tors would respect that wish and record the interview
content by hand. The interview and the recording could
be interrupted at any time should the interviewee feel
uncomfortable during the interview. The interview took
approximately 25-40 min. The investigators entrusted
the research assistants with the task of transcribing the
interview recording files into a verbatim transcript within
two days after each interview to establish the written
data of the interview. All research related activities of the
manuscript were performed in accordance with the Dec-
laration of Helsinki.

Data analysis

Content analysis was used to analyse the qualitative
interview data in this study. The researchers carefully
confirmed whether there were any errors in the verba-
tim transcripts of the interviews before the analysis. If
any inconsistency with the original intended meaning
was found or text was missing, the researchers made
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corrections after confirming the content of the audio file
in person. In this study, the content analysis was mainly
performed using the inductive approach and the data was
divided into meaning units, condensed meaning units,
codes, categories, and themes [25]. First, the researchers
read the interview data repeatedly, i.e., the unit of analy-
sis, and extracted paragraphs with the same statements in
the text, which was the meaning unit. Then, the conden-
sation of meaning units was done by a process of reduc-
ing the text while still preserving the core. The meaning
units were subsequently coded according to the content
of the material, and researchers labelled codes through
assigning codes on the meaning units. After the coding
process, all the codes were categorized. Finally, these dif-
ferent categories with related underlying meanings were
grouped under the same theme [26].

Results

Respondent characteristics

During the study period from 23 to 2019 to 16 Decem-
ber 2019, 21 stroke patients (including eight females and
thirteen males) and their family members were recruited
from four different hospitals in northern, central, and
southern Taiwan. Among them, there were 20 patients
with ischemic stroke and one patient with haemorrhagic
stroke, with a mean age of 65.6 years (range 33—92 years).
The mean time to onset of stroke at the time of inter-
view was nine weeks (range 3—23 weeks) (see Table 2 for
details).

Theme

The results of analysis of the interviews of 21 stroke
patients and their family members pointed out that there
were five main factors affecting the patients’ choice of
PAC models (as detailed in Table 3; Fig. 1), namely (1)
the advice of medical professionals, (2) the accessibility of
health care resources, (3) the continuity and coordination
of care, (4) the willingness and past experience of patients
and their relatives and friends, and (5) economic factors.
The main factors are described below.

Advice of medical professionals

It was found from the interview results that among the
21 respondents, five patients would choose to accept the
arrangement made by the acute care physician for reha-
bilitation at the same hospital or other hospitals. Infor-
mation on post-discharge treatment and rehabilitation
provided by medical institutions and relevant medical
professionals would also be referred to. Patients or fami-
lies may also choose not to receive follow-up rehabilita-
tion when a specialist or physiatrist assesses that there
is no need for rehabilitation. However, the choices were
inhibited by medical urgency and need and limited to
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those listed by professionals, hence they were limited
under particular conditions or contexts.

“When we were preparing to be discharged from the
hospital, the nurse gave us a form with information
on rehabilitation medical institutions for our refer-
ence, and we made choices based on the list of reha-
bilitation hospitals in that form” (N0O4).

The doctor said that I had a nerve injury, so they put
pressure on my brain first. Then after about three
days, when there was no bleeding, they arranged
rehabilitation for me to see how far I could go. So, I
was scheduled to undergo rehabilitation in the hos-
pital. I was in hospital for probably about a week.
(NOs)

“We followed the doctor’s advice and stayed in the
hospital for treatment and rehabilitation. The reha-
bilitation programme included functional therapy,
speech therapy, and acupuncture. So, we stayed in
the hospital for three months.” (N06).

“At that time, the stroke doctor helped me consult a
physiatrist. But the physiatrist said that rehabilita-
tion would not be effective for me, so I did not con-
tinue rehabilitation” (N11).

Accessibility of health care resources

After the acute inpatient care phase, stroke patients usu-
ally entered a rehabilitation phase of 3 months, depend-
ing on the degree of disability, so they carried out quite
complex calculations based upon the logistics of attend-
ing a medical institution far from home for PAC. Among
the interviewed cases, two patients would consider the
accessibility of medical resources as well as the conve-
nience of medical treatment in the future when choosing
the PAC models. They would choose a medical institu-
tion closer to their homes to receive PAC.

Before I was discharged from the hospital, the hos-
pital gave me a piece of paper with information
about rehabilitation hospitals for reference, and I
also searched the Internet for rehabilitation hos-
pitals near my home... I am currently on rehabili-
tation at a clinic near my home. At that time, the
doctor told me that I could come back to the original
treatment hospital for outpatient rehabilitation. I
wanted to rehabilitate at a clinic near us. It would
be more convenient for me to be closer to home. So, I
discussed it with the doctor. (NO4)

After staying for about ten days, we considered going
to the Miners’ Hospital as it was closer to our home
because he needs to be on rehabilitation for a long
time. If he receives rehabilitation in the hospital in
Keelung... the distance would be inconvenient. So,
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Table 2 Personal characteristics of all participants
NO Age Gender Admis- Dis- Educational = Main Hospital Stroke type Onset of
(years) sion charged level caregiver location and level stroke
MRSt MRS (weeks)#
1 61 Male 3 2 University Spouse Northern Ischemic 13
Academic medical center
2 76 Female 3 3 Elementary Child Northern Ischemic 6
school Academic medical center
3 60 Male 4 3 Elementary Spouse Northern Ischemic 2
school Academic medical center
4 62 Female 2 2 Senior high Spouse Northern Ischemic 15
school Academic medical center
5 55 Male 2 2 Senior high Spouse Northern Hemorrhage 10
school Academic medical center
6 52 Male 2 2 University Spouse Northern Ischemic 2
Academic medical center
7 55 Female 3 3 Senior high Spouse Northern Ischemic 3
school Academic medical center
8 78 Male 4 3 Elementary Child Northern Ischemic 20
school Academic medical center
9 62 Female 3 3 Senior high Spouse Northern Ischemic 11
school Academic medical center
10 83 Female 3 2 No formal Child Northern Ischemic 2
education Academic medical center
11 33 Female 3 4 University Parents Northern Ischemic 11
Academic medical center
12 80 Male 4 3 No formal Spouse Northern Ischemic 6
education Academic medical center
13 92 Male 4 2 No formal Child Northern Ischemic 11
education Academic medical center
14 76 Male 3 4 No formal Foreign care  Northern Ischemic 7
education worker Regional Teaching
15 49 Male 4 3 Senior high Spouse Northern Ischemic 23
school Regional Teaching
16 75 Female 4 3 Elementary Child Central Ischemic 3
school Regional Teaching
17 75 Male 3 3 Junior high Family Southern Ischemic 12
school Academic medical center
18 57 Male 4 3 Senior high Spouse Southern Ischemic 10
school Academic medical center
19 81 Female 5 4 No formal Child Southern Ischemic 7
education Academic medical center
20 57 Male 2 2 Senior high Spouse Southern Ischemic 6
school Academic medical center
21 59 Male 2 2 Junior high Spouse Southern Ischemic 16
school Academic medical center

TMRS=Modified Rankin Scale, ¥ Time Calculation: stroke onset to interview

we discussed with the doctor saying that we wanted
to go to the Miners’ Hospital for rehabilitation.

(N15)

In addition to the accessibility of medical care resources,
the accessibility of other health care resources includ-
ing foreign nursing care and long-term care also affected
the choice of PAC services and models. The other two
patients would consider the family structure and the bur-
den on family members while choosing a method so that
the impact on the daily work and life of family members

is less, such as applying for foreign nursing care, long-
term care, and home care models.

The hospital actually suggested that we go to a
nearby hospital, but we could not take care of him.
He could not take care of himself, having trouble uri-
nating and eating, so I had to apply for resources for
foreign workers and long-term care. (N0O8)

He cannot receive any treatment at the moment,
because we siblings have to go to work. Only our
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Table 3 Meaning unit and Condensed meaning unit

Page 6 of 12

Meaning unit

Condensed meaning unit

The doctor said that | had a nerve injury, so they put pressure on my brain first. Then after
about three days, when there was no bleeding, they arranged rehabilitation for me to see
how far I could go. So, I was scheduled to undergo rehabilitation in the hospital. As they
were all known members of the medical team, | accepted the doctor's advice. | was in
hospital for probably about a week. (NO5)

We followed the doctor’s advice and stayed in the hospital for treatment and rehabilita-
tion. The rehabilitation programme included functional therapy, speech therapy, and
acupuncture. So, we stayed in the hospital for three months. We hope to receive com-
plete rehabilitation in order to have a smooth recovery. (N06)

At about the third month of hospitalisation, they suggested that | go to another hospital
or clinic for rehabilitation. (N09)

At that time, the stroke doctor helped me consult a physiatrist. But the physiatrist said
that rehabilitation would not be effective for me, so | did not continue rehabilitation.
(N171)

Because | have had 3-4 strokes, the doctor suggested maintaining the status quo.
However, when | had a stroke before, the doctor suggested that | go to the rehabilitation
centre in Xinzhuang for rehabilitation. (N02)

When we were preparing to be discharged from the hospital, the nurse gave us a form
with information on rehabilitation medical institutions for our reference, and we made
choices based on the list of rehabilitation hospitals in that form. (N04)

Before | was discharged, the hospital gave me a piece of paper with information about
rehabilitation hospitals for reference, and | also searched the Internet for rehabilitation
hospitals near my home... I am currently on rehabilitation at a clinic near my home. At
that time, the doctor told me that | could come back to the original treatment hospital
for outpatient rehabilitation, but it was too far. | wanted to rehabilitate at the clinic near
us. It would be more convenient for me to be closer to home. So, | discussed it with the
doctor. (NO4)

After staying for more than ten days, we considered going to the Miners'Hospital as it
was closer to our home because he needed to be on rehabilitation for a long time. If he
received rehabilitation in the hospital in Keelung... the distance would be inconvenient.
So, we discussed with the doctor saying that we wanted to go to the Miners'Hospital for
rehabilitation. (N15)

The hospital actually suggested that we go to a nearby hospital, but we did not have
enough people to take care of him. He could not take care of himself, having trouble
urinating and eating, so | had to apply for resources for foreign workers and long-term
care. (N08)

He cannot receive any treatment at the moment, because we siblings have to go to
work. Only our mother can help take care of him... The doctor actually suggested that
we go to a nearby hospital for rehabilitation, but we lacked the manpower to take care of
him.... So, we applied for long-term care and foreign nursing care. (N10)

I'was scheduled to undergo rehabilitation in the hospital. As they were all known mem-
bers of the medical team, | accepted the doctor’s advice. | was in hospital for probably
about a week. (N0O5)

we stayed in the hospital for three months. We hope to receive complete rehabilitation in
order to have a smooth recovery. (N0O6)

My husband was afraid that no one would urge me to exercise when | was at home... If |
participated in the PAC rehabilitation programme, there would be specialised stroke phy-
sicians, physiatrists, rehabilitation therapists, and ward nurses to assist me in rehabilita-
tion. The nurse would also guide me to do some stretching exercises on the hospital bed,
etc... If I transferred to another hospital for rehabilitation, | would worry about whether
the coordination would be as smooth. During inpatient rehabilitation, | also saw some
patients who were more serious than me. But after working hard on rehabilitation, some
of them recovered very well and could walk on their own. (N09)

They would arrange rehabilitation for me... So, rehabili-
tation was arranged in the hospital. | was in hospital for
probably about a week. (a1-1)

We followed the doctor’s advice and stayed in the same
hospital for treatment and rehabilitation...... We stayed in
the hospital for three months. (a1-1)

At the third month of hospitalisation... | was advised to go
to other hospitals or clinics for rehabilitation. (a1-1)

The physiatrist said that rehabilitation would not be effec-
tive, so | did not receive rehabilitation. (a1-2)

| have had 3-4 strokes... The doctor suggested maintain-
ing the status quo. However, when | had a stroke before,
the doctor suggested that | go to the rehabilitation centre
in Xinzhuang for rehabilitation. (@1-2)

The nurse gave us a form with information on rehabilita-
tion medical institutions for our reference, and we made
choices based on the list of rehabilitation hospitals in that
form. (a2-1)

The hospital gave me a piece of paper with informa-

tion about rehabilitation hospitals for reference. .. | also
searched the Internet for rehabilitation hospitals near my
home... The doctor told me that | could come back to the
original treatment hospital for outpatient rehabilitation,
but it was too far. Rehabilitation at the clinic near us would
be more convenient for me. (b1-1)

Because he needed to be on rehabilitation for a long time,
the Miners'Hospital was seen as more convenient as it
was closer to our home. If he received rehabilitation in the
hospital in Keelung...the distance would be inconvenient.
(b1-1)

The hospital actually suggested that we go to a nearby
hospital... but we did not have enough people to take
care of him... He could not take care of himself, having
trouble urinating and eating, so | had to apply for re-
sources for foreign workers and long-term care. (b2-1)

He cannot receive any treatment at the moment, because
we siblings have to go to work. Only our mother can help
take care of him... The doctor actually suggested that we
go to a nearby hospital for rehabilitation, but we could not
take care of him.... So, we applied for long-term care and
foreign nursing care. (b2-1)

As they were all known members of the medical team, |
accepted the doctor’s advice. (c1-1)

We hope to receive complete rehabilitation in order to
have a smooth recovery. (c1-2)

In the PAC rehabilitation programme | participated in,
there were specialised stroke physicians, physiatrists,
rehabilitation therapists, and ward nurses to assist me in
rehabilitation. The nurse would also guide me to do some
stretching exercises on the hospital bed, etc... If I trans-
ferred to another hospital for rehabilitation, | would worry
about whether the coordination would be as smooth.
(c1-3)
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Table 3 (continued)
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Meaning unit

Condensed meaning unit

When he had his first stroke, he went back to the hospital for rehabilitation, which lasted
for more than ten years. But ever since the urinary catheter was placed, he did not like to
walk outside or go to the hospital. So, no rehabilitation was arranged for him when he

had a stroke this time. (N14)

We went to a clinic near our home for rehabilitation earlier. But because she was afraid of
pain, she stopped going after a while. The main reason was that she was not proactive.
Later, she developed backache, so she did not want to go even more and became even

more resistant. As she did not like it, we did not want to force her. (N10)

The doctor told us that after being discharged from the hospital, we could choose to go
to a medical institution or take care of him at home. We wanted to take him home and
take care of her, but in reality, we could not do so because she still required suctioning
of the thick phlegm and had to rely on oxygen after being discharged from the hospital.
No one dared to pump the phlegm out, so we had to let him go to a nursing home first.

(N19)

It was not long after I was hospitalised, | went to Taipei Wanhua Hospital for hyperbaric

oxygen therapy at the suggestion of a friend. (NO1)

This was my first stroke. | stayed in hospital for about two weeks, and one week after
I was hospitalised, a rehabilitator came to the ward for rehabilitation and helped with
stretching exercises of the hands and feet. After | was discharged from the hospital, |

When he had his first stroke, he was on rehabilitation for
more than ten years... But ever since the urinary catheter
was placed, he did not like to walk outside or go to the
hospital. So, no rehabilitation was arranged for him. (d1-1)
We went to a clinic near our home for rehabilitation earlier.
But because she was afraid of pain, she stopped going
after a while... The main reason was the negative attitude.
Later, she developed backache, so she did not want to go
even more and became even more resistant...(d1-2)

The doctor said that after being discharged from the
hospital, we could choose to go to a medical institution

or take care of him at home. We wanted to take her home
and take care of him, but in reality, we could not do so be-
cause she had to rely on oxygen when she was discharged
from the hospital. No one dared to pump the phlegm out,
so we had to let her go to a nursing home first. (d2-1)
Received hyperbaric oxygen therapy in Taipei Wanhua
Hospital at the suggestion of a friend. (d3-1)

After | was discharged from the hospital, | chose the
current rehabilitation hospital mainly because of the
environment, equipment, and recommendations from

chose the current rehabilitation hospital mainly because of the environment, equipment,  friends. (d3-1)

and recommendations from friends. (N16)

We have chosen home care for several years. Somebody would come to our home to
help with stretching exercises every day. Every month, home care would send a doctor
to our home or give us a call to check on dad’s condition. Is there any need to increase
or decrease rehabilitation measures?... We would also discuss with the doctors in the
hospital... We felt that home care was very good. So, when the hospital wanted to assist

us in applying for home care, we agreed. (NO3)

Everyone has to go to work on weekdays. It is more convenient for us to choose home

care, and the burden is lighter than that of foreign care. (N03)

In addition to choosing the kind of care that was the best for him, what was also impor-
tant was that the cost of care should be affordable for us. During hospitalisation earlier,
we hired a Taiwanese care worker for NT$ 2,000 a day. We stayed in the hospital for more

than ten days and spent more than NT$ 30,000. (N08)

We have chosen home care for several years... Somebody
would come to our home to help with stretching exercises
every day....... We felt that home care was very good.

So, when the hospital wanted to assist us in applying for
home care, we agreed. (d4-1)

Everyone has to go to work on weekdays. It is more conve-
nient for us to choose home care, and the burden is lighter
than that of foreign care. (e1-1)

In addition to choosing the kind of care that was the best
for him, what was also important was that the cost of care
should be affordable for us. (e1-1)

mother can help take care of him, but my mom is
not in very good health now. The doctor actually
suggested that we go to a nearby hospital for reha-
bilitation, but we lack the manpower to take care
of him.... So, we applied for long-term care and for-
eign nursing care, which made it more convenient
for us to go to work. It was also easier on our mom.
Only after we adapt to the foreign nursing care will
we take our father to the hospital for rehabilitation.
(NOI0)

Continuity and coordination of care

Some patients believed that staying in the original acute
treatment hospital for follow-up rehabilitation allowed
the patient to obtain more medical resources to imple-
ment a complete and continuous rehabilitation plan, and
the same healthcare providers had a better understand-
ing of the patient’s past medical history or patient pref-
erences, so receiving care continuity and coordination

was associated with better care outcomes. Therefore,
the patient participated in the inpatient rehabilitation
of the quality PAC pilot programme in the hospital. The
patient wished to recover the functional damages caused
by stroke through an intensive and regular rehabilitation
programme.

I was scheduled to undergo rehabilitation in the hos-
pital. As they were all known members of the medi-
cal team, I accepted the doctor’s advice. I was in hos-
pital for probably about a week. (NO5)

we stayed in the hospital for three months. We hope
to receive complete rehabilitation in order to have a
smooth recovery. (N06)

If I participated in the PAC rehabilitation pro-
gramme, there would be specialised stroke physi-
cians, physiatrists, rehabilitation therapists, and
ward nurses to assist me in rehabilitation. The nurse
would also guide me to do some stretching exercises
on the hospital bed, etc... If I transfer to another
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4

Condensed meaning unit

|

Codes » Categories
ehabilitation in the same hospital
or other hospitals as per
the physician’s arrangement

Refer to advice from

Meaning unit

physician
No need for rehabilitation
as assessed by physician Advice from medical

professionals

Refer to the treatment and Refer to information
rehabilitation information provided by provided by professional
the nursing practitioner teams

The rehabilitation site is closer Convenience and
to home, making it more convenient availability of medical
for future rehabilitation care resources

Lack of family care resources,
. R Use of related
seeking of assistance
care resources
from relevant care resources
@ The same members of the medical team
Consideration of the _—
. . S Continuity and
The same members of the medical team continuity and coordination L
I coordination of care
of rehabilitation and care

Considering the fact that treatment
and rehabilitation could be interrupted
due to a change to other hospitals

Accessibility of
health care resources

Patient felt negative due to
physical appearance

changes Poor patient willingness

for rehabilitation

Patient gave up on rehabilitation
due to pain caused
by illness or rehabilitation

Family members could not Family members were
take care of the patient due to unable to take care of .
the patient's own conditions patient Willingness and past

experience of patients and
their relatives and friends

Referred to friend’s
advice

@ @t experience with home care Past experiences
Consideration of care costs Economic burden Economic
factors

Fig. 1 Codes, categories and theme, and code of factors influencing the choice of PAC model for stroke patients and their families
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hospital for rehabilitation, I will worry whether the
coordination will be as smooth. During the inpatient
rehabilitation, I also saw some patients who were
more serious than me. But after working hard on
rehabilitation, some of them recovered very well and
could walk on their own. (NO9)

Willingness and past experience of patients and their
relatives and friends

Some patients only took into account their wishes or
the past post-acute care experiences of them and their
relatives and friends and overlooked the need for more
appropriate treatment or more active rehabilitation
opportunities at this time. There were three patients who
made different choices according to their own or their
family members’ willingness. For example, the place-
ment of nasogastric tube and urinary catheter due to
functional impairment as a result of stroke affected the
patients’ willingness for rehabilitation. In cases where the
patient was unable to bear the physical discomfort, the
willingness for rehabilitation was reduced. In cases where
family members were unable to care for serious stroke
patients, home nursing was chosen as the post-discharge
care model.

We went to a clinic near our home for rehabilitation
earlier. But she stopped going after a while because
she was afraid of pain. The main reason was that she
was not proactive. Later, she developed backache, so
she did not want to go even more and became even
more resistant. As she did not like it, we did not
want to force her. (N10)

When he had his first stroke, he went back to the
hospital for rehabilitation, which lasted for more
than ten years. But ever since the urinary catheter
was placed, he did not like to walk outside or go to
the hospital. So, no rehabilitation was arranged for
him when he had a stroke this time. (N14)

The doctor told us that after being discharged from
the hospital, we could choose to go to a medical
institution or take care of her at home. We wanted
to take her home and take care of him, but in real-
ity, we could not do so because she still required suc-
tioning of the thick phlegm and had to rely on oxy-
gen after being discharged from the hospital. No one
dared to pump the phlegm out, so we had to let him
g0 to a nursing home first. (N19)

There were three other patients who chose the current
PAC model based on their past experiences with PAC.
For example, case NO3 had a good experience with home
care in the past, so they continued using the same model
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this time. The other two patients referred to the advice
and experience of relatives and friends.

“It was not long after I was hospitalised, I went to
Taipei Wanhua Hospital for hyperbaric oxygen ther-
apy at the suggestion of a friend” (NO1).

This was my first stroke. I stayed in hospital for
about two weeks. One week after I was hospitalised,
a rehabilitator came to the ward for rehabilitation
and helped with stretching exercises of the hands
and feet. After I was discharged from the hospital,
I chose the current rehabilitation hospital mainly
because of the environment, equipment, and recom-
mendations from friends. (N16)

We have chosen home care for several years. Some-
body would come to our home to help with stretching
exercises every day. Every month, home care would
send a doctor to our home or give us a call to check
on dad’s condition. Is there any need to increase or
decrease rehabilitation measures? We would also
discuss with the doctors in the hospital... We felt
that home care was very good. So, when the hospi-
tal wanted to assist us in applying for home care, we
agreed. (NO3)

Economic factors

The cost of care varies depending on the PAC models
chosen, and if a family member takes days off to care for
a stroke patient, the loss of salary due to absence was also
taken into account, so the cost of care was a heavy bur-
den for the family. Two patients said that although finan-
cial burden was not their only consideration, it would
certainly affect their choice of the PAC models. They
would evaluate and choose a model that was helpful to
the patient’s functional recovery and also involved afford-
able health care costs.

“Everyone has to go to work on weekdays. It is more
convenient for us to choose home care, and the
burden is lighter than that of foreign nursing care”
(NO3).

In addition to choosing the kind of care that was
the best for him, what was also important was that
the cost of care should be affordable for us. During
hospitalisation earlier, we hired a Taiwanese care
worker for NT$ 2,000 a day. We stayed in the hospi-
tal for more than ten days and spent more than NT$

30,000. (NO8)
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Discussion

Based on the results of the in-depth interviews, this study
identified five main factors that affect the choice of PAC
models among stroke patients and their families, which
are the advice of medical professionals, the accessibility
of health care resources, the continuity and coordination
of care, the willingness and past experience of patients
and their relatives and friends, and economic factors.

Patients and their families refer to or directly follow
the advice of medical professionals in choosing the PAC
models, which was consistent with previous research
findings. The professional attitudes of different medical
providers and the habits of providing medical care affect
the patient’s choice of PAC models [16]. A previous quali-
tative study of stroke patients in the United States found
that more than half of the patients did not participate
in the selection of their PAC models, and that approxi-
mately two-fifths of stroke patients did not participate in
setting rehabilitation goals. However, all these patients
trusted the medical care decisions made by their physi-
cians and most patients were satisfied with their rehabili-
tation models [27].

Patients and their families also consider the accessi-
bility of health care resources when choosing the PAC
model, which was also consistent with previous studies
[19, 28, 29]. According to the results of this study, medi-
cal professionals provide advice or relevant reference
information for choosing the PAC models. Moreover,
some patients seek relevant health care resources, such
as applying for home care and long-term care resources,
in order to reduce the burden on the family members in
caring for the patient and to reduce the commute time
between their home and hospital. Some patients con-
sider the convenience of receiving medical treatment in
the future and choose medical institutions closer to their
homes for PAC services. It is worth noting that although
the distance between the location of the PAC service
and patients’ home is an important factor affecting these
choices, it might also be so because the patients and their
families do not have access to other information on the
quality of medical care, such as the quality monitoring
reports published by technical nursing institutions [19].
Another study showed that even when information on
the location of PAC institutions and the quality of medi-
cal care was provided, many patients still chose institu-
tions closer to their homes for PAC services, while only
a small number of patients and their families were will-
ing to choose distant PAC institutions for better quality
of care [28, 29].

The results of this study showed that the continuity and
coordination of care were also contributing factors. This
finding may support previous study results on the impor-
tance and relevance of continuity and consistency of care
in improving the quality of medical care [17, 18]. Patients
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with cerebral apoplexy would like a complete and consis-
tent care plan, and therefore choose to stay in the original
acute treatment hospital for post-acute inpatient reha-
bilitation. According to the results of a qualitative study
on the continuity and consistency of outpatient PAC and
inpatient rehabilitation, many patients receiving outpa-
tient rehabilitation considered outpatient rehabilitation
to be discontinuous [17], while most patients receiving
inpatient rehabilitation believed that medical care infor-
mation, treatment management, and the relationship
with medical providers were the main factors affecting
the continuity and coordination of care [18]. This result
demonstrates the importance of continuity of care for
patients and their families, as well as the hope that medi-
cal providers and various medical teams would establish
consistent care models.

This study also pointed out that the willingness and past
experiences of patients and their relatives and friends
were also contributing factors. Previous studies have also
reported the same results [19, 20]. The previous experi-
ences of patients and their relatives and friends as well as
their familiarity with the PAC models affected the choice
of PAC services [19, 20]. Patients trusted the judgement
and experience of those they knew, and patients may
once again choose a nursing technology institution that
they had previously used even if the previous experience
had been unsatisfactory [19]. Patient willingness was also
an important factor for the selection of PAC models. In a
study on the preference of inpatients with cerebral apo-
plexy for post-acute care and rehabilitation, it was found
that even if aggressive inpatient rehabilitation might
improve functional outcomes, nearly 85% of patients still
wished to rehabilitate at home through the home care or
other models rather than choose inpatient rehabilitation
or nursing institutions [30].

Economic factors also affected the choice of patients
and their families. In the past, studies have pointed out
that patients refused to accept PAC because they could
not afford health care or insurance costs [20]. In this
study, the researchers found that although economic
factors were not the only consideration for patients and
their families in choosing PAC models, they would still
choose a care model with a lower burden of care costs.
However, previous study results have pointed out that
health care costs would affect the choice of PAC mod-
els among patients, primary caregivers, and even clinical
medical staff, thereby affecting the care quality and safety
of patients [31]. Therefore, providing patients and care-
givers with explanations and information on the cost of
PAC models may help patients choose the appropriate
care model.

In recent years, the incidence of stroke and related
mortality have been on the decline, which may be attrib-
uted to the control of risk factors for stroke, including
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control of hypertension, diabetes, and dyslipidaemia,
treatment of atrial fibrillation, and decreased smoking
rates. In addition, the acute care of cerebral apoplexy
and PAC have also played an important role [32-34].
For patients with cerebral apoplexy, early rehabilitation
and acceptance of PAC may significantly reduce the risk
of disability and death [5, 6, 10—12]. Before the imple-
mentation of the post-acute care pilot programme by
the National Health Insurance Administration, stroke
patients in Taiwan generally stayed in acute treatment
hospitals for follow-up medical rehabilitation services.
According to a 2012 study by Wu et al. [35] that sought to
assess the needs of PAC in Taiwan, patients with cerebral
apoplexy in Taiwan often replaced PAC with rehospitali-
sation or ultra-long-term hospitalisation. The implemen-
tation of PAC may reduce the number of days of acute
hospitalisation, thereby helping realise the efficient use
of medical resources. Therefore, this study explored the
choice of the PAC models for stroke patients from the
perspectives of patients and their families and identi-
fied five main influencing factors that can inform the
decision-making of policy makers, clinical medical pro-
fessionals, as well as patients and their families, which in
turn would promote communication, implement shared
decision-making in medical care, improve doctor-patient
relationship, and ultimately improve care outcomes.

Limitations

Although the respondents of the study were 21 stroke
patients and their family members from four hospitals
in northern, central, and southern Taiwan, and detailed
information was provided on the factors influencing their
choice of the PAC models, the study results were only
the opinions of the patients and their families and can-
not represent the experiences of non-respondents since
most of the cases received care in northern hospitals;
moreover, almost all cases involved ischemic stroke, with
haemorrhagic stroke occurring in only one case. In this
study, in-depth, face-to-face interviews were conducted
in the outpatient area of the hospital. Although none of
the interviewees stopped the interview due to privacy
concerns, the outpatient waiting area of the hospital
was an open space, and the interviewees may have been
affected by the surrounding people and environment.

Conclusion and suggestions

The advice of medical professionals, the accessibility of
health care resources, the continuity and coordination of
care, the willingness and past experience of patients and
their relatives and friends, and economic factors were five
important factors that affected the selection of PAC mod-
els for stroke patients. Follow-up studies should exten-
sively explore the impacts on different cases based on the
five main factors identified in this study. Future policy
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makers should establish medical resources and care mod-
els that meet patient requirements based on the views of
patients and their families. In clinical practice, in addi-
tion to providing professional medical advice and objec-
tive medical information to patients and family members,
clinical medical professionals should also understand and
align their suggestions with patients’ preferences and val-
ues to help stroke patients choose the appropriate acute
care models and improve the quality of care.
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