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Early hospital readmission in the perspective of chronically ill
patients

Reinternacao hospitalar precoce na perspectiva de doentes cronicos
Elen Ferraz Teston?, Josilaine Porfirio da Silva? Mara Lucia Garanhani?, Sonia Silva Marcon*

Objective: learn, from the perspective of chronically ill patients, the reasons for rehospitalization. Methods:
qualitative study with 19 patients in a general hospital. Data were collected through semi-structured interviews,
submitted to content analysis and grouped into two categories. Results: the first category revealed that patients
attributed the occurrence of rehospitalization to the living conditions and social determinants. The second
category showed that patients believed that, by following medical advice and taking the prescribed medicines
they could prevent rehospitalizations, but they did not associate these actions with other actions of self-care.
Conclusion: the discharge planning is an opportunity to add new self-care actions that must be based on the
real needs of individual, in order to avoid further rehospitalizations.

Descriptors: Patient Discharge; Chronic Disease; Health Planning.

Objetivo: apreender, pela perspectiva de doentes cronicos, os motivos da reinternagdo. Métodos: estudo
qualitativo, realizado com 19 pacientes de um hospital geral. Os dados foram coletados por meio de entrevista
semiestruturada, submetidos a andlise de contetido e agrupados em duas categorias. Resultados: a primeira
categoria revelou que os pacientes atribuiam a ocorréncia de reinternacdo a condi¢cdo de vida e a determinantes
sociais. A segunda categoria mostrou que os pacientes acreditavam que seguir orientacées médicas e tomar os
medicamentos prescritos podiam evitar reinternagdes, mas nao faziam associacdo dessas acdes com outras de
autocuidado. Conclusao: o planejamento da alta hospitalar constitui oportunidade para agregar novas a¢des de
autocuidado listadas a partir das reais demandas individuais, para evitar novas reinternagdes.-

Descritores: Alta do Paciente; Doenca Cronica; Planejamento em Saude.
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Introduction

Contemporary society goes through several
transformations in economic, political and social levels
that contribute to the change in the way the subject
and the community organize their way of living. These
changes directly affect the access of populations to
living conditions that are more favorable to health,
affecting the change of illness patterns. It is in this
context that non-communicable chronic diseases
arise. These represent a serious public health problem
in developed countries and in middle and low income
countries?,

It is estimated that over 36 million people
die each year because of chronic diseases, which
corresponds to 63.0% of deaths worldwide. The
main causes are cardiovascular diseases, diabetes
and respiratory diseases, and the incidence of these
diseases has increased rapidly among low- and
middle-income countries®.

Characterized by having a multiple etiology,
severalrisk factors,longlatency periodsand prolonged
course, chronic diseases cause the burden of adverse
effects on quality of life of affected individuals, and are
associated with disabilities, functional invalidity and
premature death®-?,

Difficulties in controlling these diseases result
in hospital admissions. However, this period that
would, theoretically, be dedicated to the improvement
in health status, does not determine the end of the
need for care. When there is no constant monitoring,
change in lifestyle and adherence to treatment, new
hospitalizations may be required.

Hospital readmissions are a frequent problem
in health

identified hospital readmission rates ranging from

institutions. An international study
18.2% to 25.0% among patients with cardiovascular
and respiratory diseases®. A higher number of
readmissions is observed also in patients over 60
years old because of the association with chronic
diseases, entailing greater complexity and cost of

treatment to the hospital system®.

The rehospitalization may have a reflection on
the clinical condition of the patient, on the support
for families and even on the effectiveness of inpatient
institutions. They are, in a way, an epidemiological
alert, and should trigger appropriate follow-up
and integrated strategies between the different
professional groups involved in the care®.

Whereas rehospitalization brings great burden
to the health system, and discomfort to patients
and their families, it is important to know the
characteristics of the population that goes through
this situation, in order to provide better hospital
care and, especially, to provide a well thought-out
and efficient plan of care after discharge aiming at
reducing readmissions®.

Considering the complexity of chronic diseases,
it is believed that the problems involved and the
reduction of readmissions could be explored and
better understood in the light of Self-Care Theory.
According to this theory, self-care refers to activities
that people do in their own benefit, taking into
account the maintenance of life, health and well-
being. Self-care is related, thus, with the individual’s
ability to perform physical, psychological and spiritual
activities necessary to live and survive,

Still, according to the theory, individuals can
develop or enhance the ability for self-care, as this is
learned, not instinctive. Moreover, when establishing a
balance between the need for care and the individual’s
ability to perform it, the intervention of other people
may be needed, and it is in this point that the actions
of nurses may be required®.

The importance of self-care comes from the
fact that this supports a holistic nursing care, which
recognizes that environmental, social and human
conditions facilitate or limit the individual's ability
to engage in self-care. This is also featured in a study
carried out with individuals that have Affective Bipolar
Disorder, in which was stressed the importance of care
and self-care guidelines for both the patient and the
family, in order to minimize the effects of the disease
on the patient-family relationship and facilitate
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adherence to care actions®.

These results indicate the need to increase
the knowledge about the individual experience of
the patient with the illness, the physical and social
environment in which the disease is manifested and
how the patient deals with it, whether in situations
where the disease is under control or uncontrolled,
with the consequent need for (re) hospitalization.

The objective of this study was to understand,
from the perspective of the chronically ill persons, the
reasons for rehospitalization.

Methods

This is a qualitative study that seeks to deepen
the complexity of phenomena, facts, and particular
and specific processes of clearly delimited groups
in length and open for intense examination® in this
research focused on the perceptions that patients
have about the reasons for rehospitalizations.

The study setting was the medical clinic sector
of a general mid-sized hospital in the city of Londrina,
PR, Brazil which had 117 beds distributed among the
sectors of medical clinic (38 beds), surgical clinic (27
beds), pediatrics (20 beds) and emergency room (32
beds).

Data were collected in September 2011 through
semi-structured interviews performed by one of the
authors of the study, in a discrete manner and in the
bedroom of patients. Interviews were guided by a
semi-structured questionnaire designed to collect
demographic data and information on the disease, and
the guiding question was: “Tell me about the reason
for your rehospitalization.” Some helpful questions
were used when necessary in order to facilitate
further development of the theme. They are: Why do
you think this hospitalization was necessary? Did you
adopt any care/change after your last hospitalization?
Do you think it is necessary to do something different
after hospital discharge to avoid a new hospitalization
for the same problem?
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The interviews lasted on average 30 minutes
and all were recorded on a digital device, with consent
of participants, and then transcribed, preferably on
the same day they were made.

It is noteworthy that we sought to conduct the
interview when the patient was alone in the room and
in cases when the patient was with a companion, this
was asked to avoid interfering in the answers and in
the development of the interview.

During the month in which data collection was
performed, 145 patients were admitted to the unit.
In order to identify possible participants, a hospital
system where the patient had to report if he/she had
undergone previous hospital admission in the last 6
months was implemented during the period of the
study. A total of 35 cases of rehospitalizations were
identified.

For all identified cases, compliance with
the established inclusion criteria was observed,
that, absence of mental confusion or neurological
sequelae that could compromise and/or prevent the
participation in the interview. Thus, the informants
corresponded to 19 out of the 35 patients who
underwent rehospitalization in the last six months.

For data analysis, the interviews were
transcribed in full-length and subsequently subjected
to a process of content analysis®. During analysis,
the transcripts of interviews were read several times.
Next, we sought to identify the factors involved in the
phenomenon of readmission. For this, the sentences
of the speeches were grouped according to their
similarity of content. Later, they were organized and
aggregated into reporting units according to their
relationship with rehospitalization and the purpose
of the study, yielding two categories.

To safeguard the identity of respondents, the
lines were organized and identified by the letters
“M” or “F”, referring to male and female, followed
by an indicative number of age and, finally, the main
diagnosis of rehospitalization.

The formal

study complied with the
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the national and

regulatory standards for research

requirements contained in
international

involving human beings.

Results

The 19 patients had ages ranging from 20-96
years (mean of 62.6 years), 11 of them were over
60 years old and 13 (68.4%) were male. As for level
of education, ten (52.6%) had incomplete primary
education, five (26.3%) were illiterate, three (15.7%)
had completed secondary education and only one (M-
62) had higher education.

As for pre-existing diseases, 11 patients had
cardiovascular diseases, six had respiratory diseases
and five had diabetes mellitus and one was alcoholic.
It was noted also that ten patients (52.6%) had a
diagnosis of hypertension, whether isolated (M-51)
or associated with other diseases such as diabetes
mellitus (F-65, F-81 and F-79), congestive heart failure
(F-79, F-80) and chronic obstructive pulmonary
disease (F-91, F-60, F-63, M-59). It is noteworthy that,
for 13 of them (68.4%), the cause of rehospitalization
was decompensation of the underlying disease, and
the other six were hospitalized for treatment of some
kind of infection.

The fact that readmissions were associated
with preexisting conditions showed, in a way, their
lack of control. Thus, the analysis of the interviews
resulted in the construction of two categories that
express the perceptions that chronic patients have
about the reasons that led to rehospitalization and the
factors that could have contributed to avoid it.
Patient’s the for

perception of reason

rehospitalization

As for the reasons that led to rehospitalization,
the association to the living conditions and social
determinants was common among patients, as could
be seen in the following lines: I am like this because the bar

girl put sugar in my milkshake, then my diabetes got worse (M-65,

infected diabetic foot). I had no home, not much hygiene, did not
take the medication, I was alone, then immediately I returned to the
hospital (M-36, decompensated congestive heart failure). The goal
I have is to be retired in order to be able to take care of my health,
because | work like this for over 16 years (M-56, diabetic foot). I need
to earn money to buy the medicine and take care of my health (M-96,
pneumonia). The doctor told me to rest, but I'm alone and I have a
sick girl, so there’s no way to rest, I need to do my stuff at home (F-
91, decompensated chronic obstructive pulmonary disease). I tried
to take care of my health, but then I met some friends and ended up
drinking again. I tried to go out looking for a service, away from this
life of drinking, but I did not find anything and went back to drinking.
... If I could find a service that I could be quiet in my place, I would
make an effort to stop drinking, but I cannot promise that I will quit

smoking (M-42, alcoholic abstinence).

Factorsthatcontributetopreventrehospitalization
in the perception of chronically ill patients

When questioned about the factors that could
prevent rehospitalization, many respondents referred
to self-care measures that should be followed,
highlighting the medical prescriptions: I will obey the
advice of the medicine that is very important to us. I believe a lot in
medicine, in the doctor, in the hospital that has taken so much care of
me and given me all support for me to be free from this disease (M-
79, decompensated congestive heart failure). I have to take care of
myself. If the doctor indicates care, whatever he prescribes we have to
follow, closely (F-81, cellulitis). Whatever the doctor tells me, I'll do
(M-63, hepatic cirrhosis). I will do everything that the doctor says,
from the feet to the head. Because there are three people to whom I
do not lie: to my lawyer, the judge and the doctor (M-60, exacerbated
chronic obstructive pulmonary disease).

Other respondents cited the correct use of
medicines as the main strategy to control his disease
and maintain health. I have to take care of myself, to get cured
from this disease, take the right medicine (M-79, decompensated
congestive heart failure). When I go home this time, I will take all
the remedies correctly. There are many pills that sometimes I would
forget to take, then, there is no use, I got sick again (M-42, alcoholic
abstinence). I think for me to take care of my health, I need to earn

money to buy medicine (F-73, chronic obstructive pulmonary
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disease). I always think of work hard for be able to buy all medicines,

ointments and cure these pains (F-79, cellulitis).

Discussion

The influence of some factors such as, for
example, the life context and social determinants,
were evident in the speech of participants, in their
perception of the causes of rehospitalization. However,
these can not be experienced as impediments to
changing lifestyles and realization of new actions of
self-care. In this sense, nurses play an important role
toward people with chronic diseases, because their
actions can contribute to the maintenance of health of
these patients, by encouraging self-care, considering
the different perceptions individuals have on the
disease and the context in which they are inserted.-

This is because the conditions in which people
are born, live, grow, work and age predispose them to
high risks of diseases. These circumstances, known as
social determinants, shape the health of individuals
as they are related to housing, and to behavioral and
biological factors beyond the health system itself??,

The importance of accepting the disease and its
diseased condition is also noteworthy, because, based
on information and objective understanding of the
disease and the process of getting ill, and their role
as active subjects in this process, the individual may
recognize the importance of adopting actions that
promote self-careV, Therefore, a supportive and an
effective link between patients and their families is
important, so that the basic premises may be accepted
for the perception of the changes required®?.

In this context, at the moment of planning care
strategies, nursing has the opportunity to enhance the
individuals’ responsibility for their own health, and
to recognize that prevention and health education
during hospitalization and in the discharge planning
are important aspects in nursing interventions.

The hospital discharge planning is necessary
from the very moment of admission, as it represents
an opportunity for health professionals to identify
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the potentials of individuals and families, according
to the care demands that they will later have at
home, taking advantage of the teaching and learning
opportunities experienced during hospitalization.
In this planning process, the patient and the family
must be seen as unique as beings, with strengths
and weaknesses that need to be evaluated by health
professionals with commitment, and technical and
scientific knowledge”'®. In addition, they need to be
enlightened and informed about the care needed to
avoid rehospitalization.

This may imply the opportunity for patients and
families to assign meaning to the information received
and become aware, becoming able to change not only
their health situation, but also to improve the whole
family environment, promoting quality of food, leisure
and practice of physical exercises, as these are factors
that contribute to the maintenance of health®?.

In the traditional model of health care, focused
on the disease, the relationship between doctor
and the patient is asymmetric because the first is
considered the holder of the technical knowledge
required to solve the health problems of the second.
The patient is the one who is in a situation that
threatens his physical integrity, due to an illness that
makes him to search for the doctor; trying to find the
solution to his problem®®,

When they speak on the care to be developed
to prevent rehospitalization, it was observed that
many respondents attributed the solution of their
health problems mainly to the doctor, as this is the
one who tells patients waht they should, or should
not do. Patients refute the possibility that doctors may
not know the full range of factors that are intertwined
with their being sick(?.

However, at the same they time point out the
importance to follow the “doctor’s commands” and, in
a way, are willing to follow them, they are not able to
transfer these actions that characterize this “follow-up”
to their personal universe. None of them mentioned
or took on the responsibility to take actions that
undoubtedly they heard to be necessary, for example,
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“quit drinking”, “start walking” or “stop eating this or
that.” The data show that despite the rehospitalization
episode, they are still in the contemplation phase, and
not in a preparation for start a self-care action in fact.

In this sense, it is worth noting that many
of the respondents were readmitted for the same
reasons that caused the other hospitalization in the
last 6 months. This higlights the importance of the
guidelines to be appropriate to the actual condition
and individual life of each patient, so that he or she
may realize what is good or bad for their health. This
traditional view is linked to the belief in science which
tends to lead both, the patient and the doctor to take
an omnipotent stance of the latter over the disease
and over the patient himself. Thus, the patient is
seen as having the obligation to necessarily undergo
the medical supervision and, while occupying this
position, the patient should have to relinquish
temporarily his autonomy, power of reflection and
decision, and his intuitive knowledge and, above all,
experiential of the self15-19),

From this perspective, health professionals
should promote the autonomy of users, from actions
for the promotion of subjects, making them able
to understand their health needs, understanding
grievances and participating as co-responsible in the
process of promoting health®Y. For this, it is necessary
that the planning of care includes the limitations of
self-care, such as social and economic status, family
relationships and individual motivation to carry out
the actions of self-care.

However, it is important to note that, the
collaboration of nursing professionals in their

treatment and guidelines provided by these
professionals were not mentioned in the speech
of respondents. This fact triggers the need for
attention to how these professionals work and
identify themselves during admissions in the hospital
environment. The invisibility of this professional,
who is present in this environment 24 hours a day, is
worrying and at the same time, indicative of the need

for a closer relationship during their work toward

patients and their needs. Furthermore, we should not
rule out the profile of the studied population, which
due to its simplicity may give the title of “doctor” to all
professionals who serve them.

Considering the testimonials, we identify the
essential need to invest in the hospital discharge
planning focused on actions of self-care, which is
a complex aspect of care and an interdisciplinary
in the

interviews, the nurse plays a key role in identifying

responsibility. Although not mentioned

the needs of the patient, in the education of families
and therefore in coordinating the discharge planning,
in order to educate them and motivate them for the
actions of self-care and reduction of risk behaviors.
These actions, when taken and implemented,
constitute a protective factor against complications of
chronic diseases®”.

When planning the discharge, thus, it is
necessary to assess the patient’s skills for self-care, as
well as the interest and conditions that the family has
to help the patient. The discharge plan has the purpose
to make the patient independent and responsible for
his own care athome and, where necessary, the proper
preparation of the family to assume such care®”.

In a review carried out to build a protocol for
hospital discharge planning of diabetic clients of a
public hospital, it appears that, although the literature
has many discussions about discharge planning of
patients, reports on encouraging the readiness and
self-confidence of patients are still scarce. However,
according to the proposed protocol presented in
this study, the discharge must be the result of a plan
that deliberately prepare the patient to return home,
consideringbiological, psychologicaland social aspects
in an integrated manner, and whenever possible, this
plan must performed by a multidisciplinary team®?.

Also in relation to the actions to prevent
readmissions, the respondents were convinced of the
need for proper use of medications. Their testimonies
clearly show the symbolic function of the drug in
their perspective, what causes them to confuse their
use with the solution of their health problems. In
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addition, they design a series of expectations and
representations of the medication.
This

transforming drugs in the central instrument of

view comes from the process of
practices for their exercise, by the market logic
and the concepts of health and disease. Moreover,
this contributes to the transformation of health
into merchandise, and the drugs and associated
technologies become ends in themselves, gaining
increasing autonomy, what reduces the importance of
individuals in the healing process(®.

The attention provided by the health team in a
clinical practice focused only on biomedical rationality
has not shown effectiveness, particularly with regard
to care for people with chronic diseases®*2%, In this
sense, traditional interventions in the clinic, as the
diagnosis made based on a history restricted to the
collection of signs and symptoms of the disease, and
from a perspective of therapy limited to prescription
of drugs, have hampered the understanding of the
problems and meanings involved in the disease
process, and adherence of patients to the therapeutic
programs offered®?.

Finally, we reiterate the importance of aggregate
new actions of self-care to the actions proposed by the
respondents (following the medical guidelines and
adherence to drug treatment), so that they can, in fact,
contribute to preventing readmissions. These new
actions must be guided primarily by the reduction of
risk behaviors, as for example, adherence to healthy
eating, physical exercise, and cessation of smoking
and consumption of alcoholic beverages.

This study presents as limitation the fact thatits
results cannot be generalized, as typical of qualitative
studies. However, the results are important because
they allow understand the reasons of readmissions
from the perspective of the chronically ill patients.
This understanding may facilitate its application
in practice and, particularly, in hospital discharge
planning and implementation of a service that focuses
on empowering the individual to self-care.
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Conclusion

According to the study participants,
readmissions occur as result of the living conditions
and social determinants, and the factors that can
contribute to prevent them are the following of medical
guidelines and the use of prescribed medications.
Given these findings, the importance of the
study to the care practice stands out, especially of
the nursing staff, in view of the hospital discharge
planning and implementation of assistance with
focus on self-care. Therefore, it is necessary to take
into account the real therapeutic needs, abilities and
deficits of each individual. It is believed that this may
qualify the assistance and thus reduce the chances of

rehospitalization.
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