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Abstract

Background With the adoption of enhanced recovery after surgery (ERAS) programs, patients are being discharged earlier and
require more post-discharge teaching, educational materials, and information.

Objective The purpose of this study is to assess satisfaction, discharge needs, and follow-up concerns of patients within an ERAS
implementation program (iIERAS).

Methods Between 2012 and 2015, the iERAS program was undertaken at an academic hospital where 554 patients having
elective colorectal surgery were enrolled. After discharge, patients were sent a survey containing multiple choice questions,
preference ranking, and open-ended questions. Free-text responses were analyzed through a thematic approach.

Results Overall, 496 patients were mailed surveys and 219 (44.2%) completed the survey. Ninety-three percent were satisfied
with the discharge information, and 90% felt they were ready for discharge. Eighty-six percent of patients saw their surgeon at
6 weeks, and 88% were satisfied with this follow-up plan. Some patients felt they had inadequate post-operative information,
including how to resolve complications while at home and lack of reliable information for common post-operative occurrences.
Patients with ostomies wanted more information about what to expect post-discharge and what symptoms were normal. Support
from the homecare team and having a surgical nurse available were considered to be essential.

Conclusions Improved post-operative education for surgical patients prior to discharge within iERAS is required to facilitate
patient-centered discharge planning. Such interventions may help decrease unplanned hospital visits during the immediate post-
discharge period.
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Introduction

Following major surgery, the first days after discharge are a
vulnerable time for patients. This period of vulnerability
has previously been described as a “post-hospital
syndrome.”' Symptoms, which were not present while in
hospital, may arise at home, and patients must be able to
discern whether these symptoms are a normal part of re-
covery or whether they indicate the development of a com-
plication. Enhanced recovery after surgery (ERAS) pro-
grams, which include various evidence-based peri-opera-
tive interventions, have been shown to improve recovery
leading to lower complication rates, decreased length of
stay (LOS), and re-admission rates.” With a shortened
LOS, it is particularly important that ERAS patients
are well informed about what symptoms they might ex-
perience during their convalesce, and understand which
are associated with normal healing and those which may
suggest a complication. Furthermore, both patients and
their families require necessary education that promotes
self-management, appropriate community support in
place and has directions on whom to call if problems
do occur.

Most ERAS programs have a strong emphasis on pre-
operative education, so patients are well informed prior to
admission and understand what care they might expect and
what the expectations of them are.”>* To the contrary, pa-
tients receive much less patient education prior to dis-
charge. Consequently, patients may be inadequately edu-
cated with regard to potential complications, mitigating
techniques for non-severe complications that arise at home,
common concerns with the creation of an ostomy
(ileostomy/colostomy), and how and when to follow-up
with healthcare professionals. Greater understanding of
the discharge process from a patient perspective may ob-
viate the need for emergency room visits, unnecessary
visits to the family physician, and or surgeon and also lead
to higher patient satisfaction.’

While the in hospital, experience of ERAS patients has
been evaluated,® however, patient experience and their needs
following discharge have not been evaluated. Thus, a survey
was developed to ascertain the major concerns and satisfaction
that ERAS patients had with the discharge planning process,
their informational needs particularly for patients with newly
created ostomies as well as what they regarded as appropriate
and timely routine follow-up plans and plans if they should
develop complications.
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Methods
Study Design and Sample

Between 2012 and 2015, an ERAS program was imple-
mented for patients undergoing elective colorectal surgery
at Mount Sinai Hospital in Toronto, Canada. The iERAS
program was based on guidelines that include pre-opera-
tive, intra-operative, and post-operative interventions.” All
patients were managed with the ERAS pathway and re-
ceived pre-operative education, which included informa-
tion about expectations while in the hospital and the antic-
ipated 3-day LOS for colon surgery and 4-day LOS for
rectal surgery. Patients received standard education and
information at discharge.

While all patients were managed using the iERAS guide-
line recommendations, patient consent was required to collect
demographic information and data regarding hospital stay and
30-day follow-up. Thus, only patients from whom we had
collected data were included in the present study. The study
was approved by the Mount Sinai Hospital Research Ethics
Board.

Survey and Data Collection

A survey, which included questions relating to informa-
tional needs prior to and following discharge, was devel-
oped by the authors. Questions were created to capture the
essence of the discharge process, with a focus on what
information and education patients wanted prior to hospital
discharge, and their views on follow-up plans, homecare
experience, and overall comments and concerns they had
following discharge from the hospital. Patients who had a
new stoma were asked additional questions related to their
care and satisfaction. The survey contained multiple choice
questions, preference ranking, and open-ended questions.
As well, at the end of the survey, space was left for patients
to add any other comments. The survey contained four
sections with a total of 22 questions. The sections asked
questions on follow-up plans after leaving the hospital,
how to manage problems at home, homecare (community
support), and new ostomy. The survey can be found in
Appendix.

The survey was mailed to the patients after discharge.
An accompanying letter informed them about the purpose
of the study that it was their option to complete the survey
and that the information would be used to improve the
discharge process. Patients were assured that confidential-
ity would be maintained. All participants received the sur-
vey by mail at their home addresses. A follow-up reminder
was mailed at 4 weeks, and the survey was resent at
8 weeks.
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Data Analysis

Patient demographic and clinical outcome information was ob-
tained from the iERAS database. All survey data were entered
into an Access Database and subsequently exported into Excel ™.
Free-text responses were inputted verbatim and
anonymized. Subsequently, free-text responses were analyzed
using a thematic approach. The qualitative themes that emerged
provided additional understanding to the quantitative data.
Thus, the quantitative and qualitative data are presented togeth-
er to provide a complete story of the patients’ experience.

Results

A total of 554 patients participated in the iERAS implemen-
tation program and had data collected. Of those, 18 patients
had died, 37 patients had either moved or changed their home
address, and three patients indicated they were not interested
in completing the questionnaire. Thus, a total of 496 patients
were mailed surveys, of which 222 (44.7%) patients complet-
ed the survey. Patient demographics are shown in Table 1.

Discharge Information

Eighty-eight percent of participants indicated that they re-
ceived information on what to expect after discharge. Of those
who received information, 85% received it while in the hos-
pital and 94% indicated that it was provided by a health care
professional (nurse, doctor, or another health care provider).
The information was provided in written format (87%) or
verbally (74%). This closely aligned with what patients found
to be the most helpful; 71% preferred written and 58% pre-
ferred verbal information.

Overall, 93% of respondents indicated that they were
satisfied with the information on potential complications
provided o them. However, patients varied in their aware-
ness of complications that could occur after discharge as
shown in Table 2. One patient remarked he would have
liked additional information on potential complications
including pain management, “Pain was a big problem
when I left. I would have liked to be informed on how
to treat [the pain] and how severe it should be and indi-
cations to get checked out.”

Despite most patients indicating satisfaction with the
information they received, some patients commented that
they wanted more information on what to expect post-
operatively. One patient felt that she, “would have felt
more comfortable with [my discharge] with additional nu-
tritional information, especially how it affected diarrhea
and constipation.” Similarly, another patient commented
that he wanted additional information on what a so-called
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Table 1  Patient demographics
N Percent
(222)

Gender

Male 107 482

Female 115 518
Age, years (mean, range) 52 19-89
Diagnosis

Colorectal cancer/polyp/neoplasm 81 36.5

Diverticular disease 10 4.50

Inflammatory bowel disease (IBD) 127  57.21

Other 4 1.80
Operation

Ileocolic resection/right hemicolectomy 47 21.2

Ileal pouch anal anastomosis (IPAA) 31 14.0

Anterior resection/Hartmann (reversal) 30 13.5

Abdominoperineal resection/excision of ileal pouch 24 10.8

anal anastomosis (IPAA)

Proctocolectomy 14 6.3

Ileostomy/colostomy closure 13 59

Lower anterior resection 11 5.0

Subtotal colectomy with ileostomy 11 5.0

Subtotal colectomy with ileorectal anastomosis 10 4.5

Stricturoplasty 9 4.1

Ileostomy closure 4 1.8

Small bowel resection 3 1.4

Other 14 6.3
Creation of stoma

Yes 82 36.9

No 140  63.1

normal post-operative course is, including worries of post-
surgical changes to his body and the timing of when bodi-
ly functions should return to pre-operative levels. One
patient stated that “there should be information written
on impact and length of recovery and what to expect in
your day to day experience.”

Table 2 Satisfaction with information and understanding of potential
complications after discharge

N (219) Percent
Wound problems 129 59.0
Severe abdominal pain 95 434
Constipation/diarrhea 94 429
Fever 84 38.4
Ostomy problems 78 35.6
Nausea/vomiting 73 333

@ Springer
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Post-discharge Support

When asked about how to deal with potential complica-
tions once the patients were home, 68% of patients report-
ed being advised to go to the emergency room, 53% were
advised to call their surgeon’s office, and 30% were ad-
vised to call the surgical nurse. Several patients
commented that they would have appreciated additional
support once at home. One patient was not provided with
the name or telephone number of whom to call and wrote,
“a [telephone] number for follow-up concerns would have
been helpful for me. I would have liked the contact infor-
mation of someone to talk to for any questions I had.”
While another patient was provided with a contact num-
ber, he still required additional support

“I had not had a bowel movement since surgery, and I
had severe pain. Surgical nurse was away for days.
There was no backup and my family doctor didn’t know
what to do.”

In addition, 48% said they would have liked to have had
contact information of any healthcare provider or that of
the surgical nurse (47%). Some of the participants also
identified that they would have liked a “go to” telephone
number to call, linking them to a health care professional,
with whom any potential problem could be discussed.
When asked about information seeking after dis-
charge, some patients (20%) turned to the Internet for
answers. The Internet was found to be minimally help-
ful by 30% of patients. A few patients turned to “Peer-
to-Pee” blogs and found that these sites were supportive
and informative, as is indicated by this patient’s experi-
ence “Some of the ‘tricks’ and suggestions from blogs
of other patients were very useful. These are tried and
successful.” However, other patients indicated the
Internet was a source of confusion, where information
was unreliable and inaccurate. This was in part linked
to fears surrounding validity of online platforms “It is
difficult to know what is valid and what is not. We
often are drawn to information that confirms what we
are thinking as opposed to what is factually correct.”

Discharge Planning, Follow-Up, and Home Care
Most patients (94%) were discharged home, and 90% felt
ready to leave the hospital. Overall, 88% of patients were

satisfied with their follow-up plans. Qualitative responses
identified that out-of-town patients may require additional

@ Springer

support. One patient commented that the discharge pro-
cess could be enhanced by having “a section for patients
who are out of town—mainly provide us with the opera-
tive notes, discharge summaries and any tests or
bloodwork that needs to be done. This can be given to
our family doctor who will manage us after the surgery.”
In addition, while most patients commented that the dis-
charge plan was adequate, they would have appreciated
having more time to discuss the plan with a healthcare
professional.

With regard to follow-up appointments, 73% of patients
indicated that they were given an appointment date or instruc-
tions to call the surgeon’s office to book a follow-up appoint-
ment. Eighty-six percent of respondents saw their surgeon in
follow-up within 6 weeks of their surgery, which aligned with
their desire to be seen within this time frame. Only 17%
wanted to be seen by the surgeon within the first 1-2 weeks
following surgery. In addition, although 54% of patients indi-
cated that they were given the surgical nurse’s contact infor-
mation, only half of them reached out to her. Those who did
found this contact to be helpful. Forty-one percent of patients
indicated that they received a call from the enterostomal ther-
apy nurse (ETN) 2 weeks following their surgery, and 92%
found this to be helpful. Sixty-one percent of participants in-
dicated that they received some form of homecare (including
all patients who had a stoma) following discharge. Most par-
ticipants (79%) were happy with their homecare experience.
While the frequency of homecare visits varied, 79% of re-
spondents stated that they received homecare every day or
every other day. The average duration of homecare was
11 weeks (range 1-90 weeks). Most homecare involved
skilled nursing care for wounds or stomas. Despite an over-
whelmingly positive experience, participants raised important
concerns regarding their homecare experience. These
centered-on scheduling homecare visits, timing of activation,
and concerns with individual nurses. Some patients felt
homecare visits were essential to their recovery, and not hav-
ing access to a trained nurse was felt to be a detriment to their
recovery. One patient commented “The homecare took almost
a week to start when I first arrived home from the hospital. I
think it should be the first couple of days as I had issues with
the flange. If this had been corrected sooner it possibly would
have avoided an ER trip and an extra hospital stay.”

Patients with an Ostomy
A total of 82 (37%) patients had a new stoma created. All

patients received in-hospital information and teaching on
ostomy care from an ETN, 73% said they received
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instruction before admission, and 54% said they received
instruction after surgery. Ward nurses (60%) and surgeons
(29%) were also mentioned as sources of information for
ostomy care. Ninety-three percent of patients were satis-
fied with the information they received on how to care for
their new ostomy, and 78% felt they received adequate
information on what to do if problems with their stoma
were to develop at home. However, patients had variable
knowledge of potential complications that might occur
post-discharge (Table 3). While most patients felt well
prepared to resolve complications, patients wanted more
information on what was “normal” and expected post-op-
eratively. One patient felt that they were “given loads of
information on stoma care, skin care and the appliance. 1
don’t recall getting any information on normal output
amounts or dehydration.”

Additionally, 30% of patients stated they were not
confident with caring for their stoma on discharge.
Patients felt that they would have been better prepared
at home if they had more in-person teaching sessions
while in hospital “There should be more scheduled in-
patient practice changing the appliance. Everyone was
too busy or rushed to really teach me to practice chang-
ing my ostomy.” Patients also wanted more information
on the required supplies and different options. One pa-
tient found that “I did not really understand the prod-
ucts to use [for my stoma]. I spent a lot of money on
products that did not end up working as my stoma
changed.”

With regard to post-discharge care, all patients with
new ostomies were discharged with homecare. Patients
were followed for a minimum of 6 weeks, with vari-
ability depending on the individual level of indepen-
dence. Following discharge, 84% reported experiencing
some form of problem with their ostomy. Of these, 75%
sought help from the homecare nurse or by calling the
ETN (42%) or surgical nurse (26%) at Mount Sinai

Table 3  Patients’ knowledge of ostomy problems

N (82) Percent
Rash/skin problems 54 65.9
Problems keeping appliance on 49 59.8
Dehydration 28 342
Maintaining good hygiene 5 6.1
Other 5 6.1
Leaking bag 3 3.7

Hospital. Twenty-three percent of patients indicated that
they went to the emergency room.

Thematic analysis revealed additional concerns for
patients with a new ostomy. Patients wanted more direct
access to an ETN. In addition, a few patients
commented on wanting additional emotional support.
Many respondents indicated that an ostomy was a sig-
nificant change in their lives, and that emotional support
from both professionals and peers was essential to a full
recovery. One patient suggested “there should be infor-
mation that there are ostomy group meetings in the
area, or information from ‘Ostomy Canada’. It’s nice

5 9

to talk to people who have ‘been there’.

Discussion

The need for discharge planning, education, and contact
information is an increasingly important part of the care
of surgical patients. Surgery is often performed on older
patients with multiple comorbidities, and surgical proce-
dures are often complex. These factors may challenge a
smooth recovery process. In addition, ERAS programs
and early discharge increase the need for in-depth educa-
tion and planning as patients and their caregivers must
assume earlier and greater responsibility for self-care.®
Providing adequate education and discharge planning
can foster a trusting relationship between patients and
the health care team and has also been shown to decrease
emergency room visits and readmissions.”'”

Our study revealed that the majority of patients man-
aged in an ERAS program were satisfied with the dis-
charge information and instructions and follow-up care
that they received. Patients indicated that both verbal
and written information outlining what is considered
normal and what complications might occur, as well as
a contact number of a member of the health care team,
are essential items in the discharge plan. While patients
appreciated an early follow-up call from the surgical
nurse or another member of the team, they felt that
follow-up with their surgeon 6 weeks post-operatively
was adequate. Most also felt that the homecare experi-
ence was largely positive. The homecare nurses were
seen as pivotal in supporting their recovery from major
surgery including assistance in their physical healing
(wound care, ostomy care) as well as being a source
of psychological support.

Our study also identified that patients with a new stoma
have greater educational needs. The requirement for a sto-
ma in association with colorectal surgery is known to delay
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discharge from hospital.'" Recently, results from a clinical
trial demonstrated that patients within an ERAS program
for colorectal surgery receiving pre-operative and post-
operative stoma education from a qualified stoma nurse
specialist were associated with a significantly shorter hos-
pital LOS as compared to the “standard stoma education”
group.'? Our results reveal that patients with newly created
ostomies would like additional support including clear ed-
ucation on the post-operative period related to potential
stoma complications and courses of action if such compli-
cations occur. In addition, new ostomy patients wanted
contact information of an ETN. When problems occurred,
the most common action taken by patients in our study was
to discuss their symptoms with an ETN. This seemed to
decrease the need to return to the emergency room as only
23% of respondents with new ostomies indicated that they
had an emergency room visit to deal with complications.
Horstman et al."> also recommended that discharge infor-
mation be provided in patient-centered discharge language
and instructions, so as to help patients make effective de-
cisions and post-discharge interactions with the healthcare
system.

There is little evidence regarding what educational
material should be provided to patients or the best
way to provide this information.'* Coleman et al. found
that there was variable uptake and understanding of dis-
charge information.'> The discharge diagnosis and the
complexity of the discharge instructions were associated
with poor patient understanding.'”> On the other hand,
health literacy, cognition, and self-efficacy were impor-
tant predictors of a patient’s understanding and they
suggested that providing discharge information and ed-
ucation may need to be customized according to the
individual patient. In our survey, patients were generally
satisfied with the discharge information and education
they received. The qualitative data, however, allowed
patients to report their individual concerns and will be
used to modify our discharge education and thereby
recognize needs of individual patients. For instance,
one patient suggested that a copy of the hospital sum-
mary should be given to all patients, particularly if they
live in another part of the country. This is because if
any problems did arise and the patient needed to be
seen by other health care providers or at a different
hospital; the caregivers might not have access to their
reports, but the patient would be able to supply a hos-
pital summary.

There are some limitations to our study. Although at-
tempts were made to capture the vital elements of a pa-
tient’s discharge experience through our questionnaire, a

@ Springer

thorough discussion with patients, families, and staff may
have provided more key insights into the limitations of
the ERAS discharge process. This might have encouraged
more input from other key stakeholders, including the
staff physicians and general surgery residents. Secondly,
the survey was sent to individuals who had their care at
one institution and the results may not be generalizable to
other institutions. For instance, our hospital has a surgical
nurse who calls high-risk patients following discharge
and provides telephone assistance and advice to patients
following discharge. This resource may not be available
at other institutions, but most patients felt that having
someone to call for concerns or reassurance was impor-
tant. Thirdly, we acknowledge the potential limitation of
a 44% response rate. It is possible that patients who did
not respond may have had other key concerns with regard
to education surrounding the discharge from the hospital
that were not represented in the group who responded.
Finally, the cohort accrual occurred between 2012 and
2014. The survey was sent to patients in 2015, and thus,
there may be some recall bias. On the other hand, there
were several strengths to the study. First, we collected
both quantitative and qualitative data from the patients.
Secondly, patients were enrolled in an ERAS program
and, to our knowledge, our study is the first to attempt
to understand the post-discharge needs of patients who
are cared for using an ERAS pathway in a North
American context.

Conclusion

Patient education is an essential part of the care of
patients following major abdominal surgery, particularly,
those cared for in an ERAS pathway. The reduced
length of stay associated with ERAS further necessitates
that patients have access to timely and accurate infor-
mation during the transition from hospital to home. Our
survey indicates that at a minimum, patients should re-
ceive information about normal post-operative convales-
cence, what complications might occur, have a contact
number for a health care provider who is well informed
of their hospitalization course and who can be contacted
if patients have concerns. Finally, our survey suggests
that patients should be provided with both verbal and
written information indicating normal post-operative
progress, possible post-operative complications, as well
as a contact number of a member of the health care
team.
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Appendix

Section 1: Follow-up plan after you left the hospital

1. Where did you go first when you left the hospital after your surgery?
[0 Home 1 Retirement or Nursing Home [ Rehab Facility
0 Other:
2. Did you feel ready to leave the hospital?
I Yes 1 No
If not, why?
3. Did you know who to follow-up with before you left the hospital?
I Yes 1 No
If yes:

4. Were you given the phone number or email address for the surgical nurse (Misty)?

O

3a. My follow-up plan had information on: (check all that apply)
L] A follow-up appointment with my surgeon
1 A number to call my surgeon’s office to book an appointment
L] A follow-up appointment with my family doctor
1 When to call/visit the surgical nurse (Misty)
L] Other:

3b. | had an appointment with my surgeon weeks after | left hospital.

3c. How many weeks after your surgery would you have liked to have had a follow-up

appointment with your surgeon?

1 1-2 weeks [J3-4weeks [J5-6weeks [J7-8weeks
1 9 or more weeks 11 do not think a follow up appointment was necessary

Yes O No

If yes:

4a. Did you contact the surgical nurse (Misty)?
1 Yes I No

4b. Why did you contact the surgical nurse (Misty)?

4c. Was talking to or emailing Misty helpful?

O Yes O No
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5. Did anyone (e.g. surgical nurse (Misty), your surgeon, an ostomy nurse etc) call you within
the first two weeks after discharge?

O Yes O No
If yes:
5a. Was the phone call helpful?
O Yes O No

6. Do you live outside of the Greater Toronto Area?

O Yes O No
If yes:
6a. Who was your first planned appointment with after you left the hospital?
[ My surgeon in Toronto [ A surgeon closer to where | live [ My Family Doctor
[ None [ A Gastroenterologist [1 Other

7. Were you satisfied with your follow-up after surgery?

O Yes O No
If not, what do you wish your follow-up would have included?

8. Did you have a complication or another problem related to your surgery after being you
left the hospital?

O Yes I No
If yes:
8a. What was the problem or complication? (check all that apply)
0 Wound Complication
[0 Abdominal Pain (pain in your belly area)
[0 Non-Abdominal Pain (pain that was not in your belly area)
O Bowel Problems (e.g. constipation/diarrhea)
O Nausea/Vomiting
O Fever
O Problems with stoma (colostomy or ileostomy)
O Other:

9. Did you have an unplanned visit to any of the following healthcare professionals within 30
days after leaving the hospital because of a complication or a problem related to your
surgery? (check all that apply)

O No, I did not have any unplanned visits
O My family doctor [ A walk-in clinic [ Emergency room
O My surgeon O A Surgeon other than the one who performed my operation
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Section 2: Information on how to manage problems after your surgery

1.

Did you get any information (written, verbal, or other) on how to deal with possible
problems after you left the hospital?

O Yes [ No (if no, go to question 10)

2. When did you get the information on how to deal with possible problems after your
surgery? (check all that apply)

[0 Before mysurgery [ While in hospital [ After | left the hospital

3. How did you get the information about possible problems related to your surgery? (check
all that apply)

0 From a health care provider (nurse, doctor, other)

O I found the information on my own (e.g. talk to a friend or the internet)

0 Other:

3a. If you went on the internet to find information, please describe your experience of finding
reliable information:

4. What type(s) of information about care after your surgery did you get? (check all that
apply)

[0 Written information (e.g. booklet) (1 Verbal (someone talked to you)

O Online (websites, videos) (1 Other:

5. What type of information was most helpful?

O Written O Verbal [ Online I Other:

6. Did you get information on how to deal with any of the problems below? (check all that
apply)

0 Wound Problems O Fever ] Nausea/Vomiting

[ Severe Abdominal Pain [ Constipation or Diarrhea [J Ostomy problems

[ Other:

7. What were you told to do if you had a problem at home? (check all that apply)

O Call my surgeon’s office O Call the surgical nurse (Misty)

O cCall my family doctor O Go to a walk-in clinic

[0 Go to the emergency department (1 Other:

8. Were you satisfied with the information that was provided to you?

O Yes O No
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home after you left the hospital?

What other instructions or information did you want to get about potential problems at

[
o

More inpatient teaching
Other:

oOoooooa

. What information or resources made you feel better prepared to deal with potential
problems at home? (check all that apply)
Contact information for the surgical nurse (Misty)
Contact information for any healthcare professional who could help me
Written information on how to deal with problems
More follow-up appointment soon after discharge
More Homecare visits or services offered through homecare services

[y
[N

. Please tell us which factors are most important to you when deciding what to do if you

have a problem at home. Please rank the following factors from “Not at all Important” to

“Extremely Important”

Not at all
Important

Somewhat
Important

Important

Extremely
Important

Very
Important

| want to go somewhere close
to my home

| want to be seen by my own
surgeon

| want to be seen by any
healthcare professional (e.g.
family Doctor, nurse) as soon as
possible

| want to be seen by any
surgeon

| want to call someone to ask
for advice before | go anywhere

| want to speak to someone
who knows my case

12. Please list or describe other factors that are important to you when deciding what to do if
a problem occurs at home after you leave the hospital.
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Section 3: Homecare (e.g. CCAC)

INSTRUCTIONS: Please go to section 4 if you did not have homecare (i.e. CCAC) after you were
left the hospital.

What type of homecare (or community care) did you get?
A nurse came to my home [ went to a homecare clinic
None (go to Section 4)

oor

How often did you get homecare?
Every day [ Every other day 1 Once per week
Other (Please Specify)

oaonw

3. How long did you get help from a home care nurse?
| received home care for weeks.

4. When was your homecare first set up?
[ Before | left the hospital (1 After | left the hospital

Why did you get homecare? (check all that apply)

Wound Care 1 Colostomy or lleostomy Care 1 Personal Support
IV medications (i.e. antibiotics) or fluids

Other:

oogw

6. Were you satisfied with your homecare?
(dYes [INo

If no, why

not:

7. Please provide any comments or concerns you had with your experience of homecare:
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Section 4: New Ostomy

INSTRUCTIONS: Please only fill out this section if you had a new ostomy (colostomy or
ileostomy) at the time of the surgery.

1. When did you get information or instructions on how take care of your ostomy?(check all
that apply)
[0 Before my surgery I While in hospital after my surgery
I After | left the hospital O Other:
2. Who gave you the information or instructions on how take care for your ostomy?(check all
that apply)
[0 My surgeon I A nurse I A nurse with specialized training (eg. ETN)
O 1do notremember/know [ Other:
3. Please rank the following statements from strongly disagree to strongly agree:
Strongly | Disagree | Neutral | Agree | Strongly Not
Disagree Agree | Applicable

| was satisfied with the
information | received on how to
care for my new ostomy

| was comfortable caring for my
stoma when | left the hospital

| was satisfied with the teaching |
received

| received information on what to
do if I developed a problem with
my stoma

4. Did you have any problems with your ostomy after you left the hospital?

O Yes J No
If yes:
4a. If yes, what problem(s) did you have? (check all that apply)
[0 Problems keeping the appliance on [ Rash/Skin problems
[0 Dehydration (Too much liquid from the ostomy) 0 Maintaining good hygiene
0 Other:
4b. Did you seek help from a healthcare professional (e.g. nurse or doctor)?
O Yes J No
4c. If yes, what did you do to get help? (check all that apply)
[0 Called my surgeon’s office [ Called a nurse (Misty)
[0 Called an ET Nurse OWent to my Family Doctor
0 WenttoaWalk-InClinic [ Went to the emergency room
0 Spoke to my homecare nurse L1 Other:

5. What other services or information would have made it easier for you to cope with your
new ostomy?
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Comments

We are planning on using the information from this survey to develop an information booklet

about what will happen after you leave the hospital for elective colorectal surgery. Do you

have any further comments that we can use to develop this booklet?
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