
Interview and Focus Group Guides 

Thematic areas to be explored in leadership and supervisory interviews: 

 History of care transitions work at this facility: Tell me the history of care transitions at your 
facility. What has been the biggest challenge regarding care transitions?  The biggest 
success?  

 Motivation for change in care transitions structure or process:  When changes in the care 
transitions processes or staffing have been made, what prompted those changes to occur? 
(Probes: data regarding readmissions, local staff or patient concerns regarding failure of 
transitions, pressure to improve performance measurement) 

 Key players and description of planning processes: Who was involved in planning these 
changes? How did the planning proceed and turn into actual processes? 

 Current organizational “ownership” of care transitions:  In your facility, where do care 
transitions workers sit organizationally? 

 Facility support for cross-unit cooperation for care transitions:  Care transitions involve 
cooperation among many different services or organizational units. How has this been 
addressed in your facility?   

 Organizational priorities: What are your clinical performance priorities? Were there any 
initiatives taken last year to meet those priorities? If yes, what were those initiatives? Have 
you had any local initiatives to decrease unplanned hospital readmissions? If yes, what were 
those? How do you balance between care transition priorities and other competing priorities? 

 

Thematic areas to be explored with front-line care transitions staff interviews:   

 Work history: What are your responsibilities as a [job title]? How long have you been a [job 
title]?  

 Case studies: Tell me about a patient whose care you were involved with who was 
readmitted. Tell me a story of a recent patient you thought would end up back in the hospital 
but has not. Tell me about a patient you thought would do well but ended up being 
readmitted.  (Probes for case studies: Why did he/ she get readmitted? What do you think 
contributed to his readmission? What, if anything, do you think could have been done to 
prevent that readmission?) 

 Work processes: Tell me all of the various tasks you might do for a patient prior to 
discharge. (Probe on the 16 processes. If this worker does not do them, does anyone else 
or are they just not done here?) Are patients at this facility assessed for their risk for 
readmission? If so, how is this done? Who does it? How do you use this information? If a 
patient you have taken care of has been readmitted, are you informed of this? 

 Work relationships: When multiple but disagreeing opinions are voiced about a complicated 
patient’s discharge plan, how does the group finalize the plan? When you need to transition 
a patient to outpatient providers, home health agencies, or SNFs/ rehabs/ CLCs, how do 



you communicate the patient’s needs? (Probe into rich vs lean communication) How much 
of your work coordinating patient care with other services gets done inside of meetings?  

 Sensemaking and Improvising:  Tell me about facilitators and barriers to carrying out your 
work. How do you work around barriers as needed?  Tell me some stories about what you 
did on a particular case to overcome such barriers. Do your coworkers such as the doctors 
on the inpatient teams or staff in outpatient units work with you on overcoming barriers?  
Understanding the patient needs better?   

 Institutional history and leadership/information flow and exchange: What clinical 
performance measures are you focusing on at this facility? If a new initiative were to come 
out, how would you hear about it? How do you decide what you need to do differently when 
these initiatives come out? What kind of feedback do you typically get about how you are 
doing on these initiatives? 

 Improvement: Is there anything you think could be done to improve discharge planning/ care 
transition processes at your facility? 

 

Thematic areas to be explored in patient interviews, before discharge: 

 Issues from the veteran perspective: How do you feel about being discharged from the 
hospital today?  

 Relating: Can you name up to six people who have been most involved in getting you ready 
to go back home? How did they learn about your needs after you get home? Did these 
individuals ask you about what kind of help you need at home? How often did they speak 
with you? Did they speak with your family? How are (these people) working together to meet  
your needs after you leave the hospital? How are these people working with the providers 
who take care of you outside of the hospital?  

 Sensemaking: Did your providers ask you about any concerns you might have about going 
home? Did your providers talk to you about what you need to watch out for after going home? 
Did the people taking care of you in the hospital identify things that you need that you weren’t 
aware of? Do you think you have everything you need to go home without any problems? 
Has anything surprised you about the discharge process? What didn’t we ask about that we 
should have? 

 

Thematic areas to be explored in patient interviews, after discharge:  

 Veteran experience post-discharge: How have you been doing since you were discharged? 
Have things gone as expected since you arrived home? Have you had any problems with 
your [insert medical diagnosis]? How did you handle it? 

 Improvement: Thinking back to the end of your hospitalization, is there anything that could 
have better prepared you for managing your health at home? 

 



 

Thematic areas to be explored in care transition staff focus groups:  

 Work processes: Tell us about inpatient to outpatient care transitions processes related to 
hospital discharge here. (Probe into who is typically involved) When you think a patient is at 
high risk for readmission, do you do anything differently? If so, please describe.  

 Sensemaking: What do you do well here with regard to care transitions and prevention of 
readmissions? Are there particular types of patients or situations for whom you see 
readmissions here at <facility name>? Is there a process in place to discuss/debrief on 
readmissions (perceived preventable or otherwise) at this facility? If so, please describe. 

 Work Relationships: Is there usually agreement among ward nursing, UM staff, care 
transition staff, and physicians about patients’ readiness for discharge or post-discharge 
patient needs? When there is not agreement, how do you reach resolution? Do you feel 
comfortable speaking up if you disagree with the decisions on those issues? When there is 
a lack of agreement, what are some common types of reasons for the disagreement? 
(Probe) 

 Case Studies: What is your most memorable readmission?  Why? Please describe. 

 Improvement: Do you think there is room for improvement here? If so, where/how? Tell us 
about a time/case when you were not sure about how well the patient might do in terms of 
staying out of the hospital. Tell us about those uncertainties. How did you, as a team, deal 
with those uncertainties? Did you do anything different? Tell us about any step/initiative that 
you took to prevent readmission for this individual.  


