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Abstract

1.Purposes
This study aimed to implement and evaluate the "Connect-Home for Hospital A" protocol, a modified
version of the transitional care protocol that had been set up to improve the quality of discharge support
that patients receive during hospitalization which has been shown to reduce readmissions to the
various hospital.
2.Methods
Using an information aggregation tool called "discharge summary sheet”, physicians, nurses, mental
health workers, occupational therapists, and other professionals shared information and assessment
related to discharge support for patients. Reach, fidelity, and feasibility were measured from medical
records and records of multidisciplinary conferences, while appropriateness and acceptability were
measured by using questionnaires and interviews with multidisciplinary personnel. Effectiveness
was measured by administering the Japanese version of two questionnaires, the Care Transitions
Measure-3® (CTM-3®) and Client Satisfaction Questionnaire® (CSQ-8J®), to patients.
3.Results

A total of 101 participants were included in the study: 23 patients in the control group, 42 patients in
the intervention group, and 36 multidisciplinary staff members. The reach, acceptability, and
appropriateness of the implementation outcomes generally tended to be high. Among the fidelity
outcomes, the rate of conferences, the rate of evaluation and reporting of support goals, were high for
all staff members or increased in each QI cycle. On the other hand, the rate of writing support goals
was slightly low but only for physicians. The intervention group scored higher than the control group
on CTM-3®, suggesting that the quality of transitional care have improved. CSQ-8J® scores were
largely similar between the intervention and control groups, with the intervention group scoring
slightly higher, suggesting a trend toward improved patient satisfaction
4.Conclusion

The implementation of the "Connect-Home for Hospital A" protocol improved the quality of
discharge support in Hospital A's emergency admission ward. In the future, we aim to further

develop the protocol and reduce the readmission rate through continued implementation.



