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ABSTRACT 
• Patients often experience problems after discharge, for instance with housekeeping or a 

general lack of information. 
• The effect of a nurse-initiated Telephone Reassurance Programme (TRP) on ophthalmic 

patient outcomes was investigated. 
• Patients in the intervention group were phoned by a nurse 3–6 days after being randomized 

and discharged home. 
• Patients in both intervention and control groups received a questionnaire 1 week and 1 

month after discharge to assess the patient outcomes 'Informational needs', 'Uncertainty', 
'Emotional complaints' and 'Functional limitations'. 

• In an attempt to explain the lack of statistically significant results, the limitations related to 
the participants, intervention and outcomes are discussed. 

  INTRODUCTION 
Patients, including ophthalmic patients, are at risk of being discharged without adequate preparation for 

self-management at home. This is partly the result of medical and technological developments and financial 
constraints that restrict the period of hospitalization, and the time available for making adequate and 
comprehensive discharge preparations. In addition, patients do not always ask the necessary questions when 
they are in a hospital ( Van Beelen, 1996), or they forget the information they have been given ( Tierney 
et al., 1994 ). Another difficulty is that it is sometimes hard to estimate the extent to which a patient will be 
self-supporting after discharge ( Arenth & Mamon, 1985).  

Although nurses try to prepare patients adequately for discharge, they do not always succeed. A number of 
studies indicate that some patients do, indeed, have problems after discharge. For example, the results of a 
study among 145 elderly patients who had recently been discharged indicated that 79% of the patients did 
not feel that they had been adequately informed, 77% had difficulties with housekeeping and almost 40% 
had one or more unmet needs ( Mistiaen et al., 1997 ). Other studies also found that postdischarge problems 
existed: concerns related to the patient's progress and how much activity is good ( Boyle et al., 1992 ), 
whilst unmet needs related to treatment, activities and other aspects of self-sufficiency ( Mamon et al., 1992 
), informational needs ( McWilliam & Sangster, 1994), financial concerns, family/relationship problems ( 
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North et al., 1991 ), and difficulties related to going out, sleeping, taking medicine, washing and bathing, 
pain, fatigue and feeling ill ( Tierney et al., 1994 ). Comparable results are also found among ophthalmic 
patients ( Smith & Drance, 1984; Allen & Oberle, 1993; Law, 1997; Boter et al., 1998 b).  

Care institutions try to address postdischarge problems in several ways: for example by a home care 
preoperative teaching programme ( Allen et al., 1992 ), a transitional home follow-up by nurse specialists ( 
Brooten et al., 1988 ), a comprehensive discharge planning protocol ( Kennedy et al., 1987 ; Naylor, 1990; 
Naylor et al., 1994 ), a (patient- or nurse-initiated) telephone call-back system ( Young, 1990; Siegel, 1992; 
Wachter, 1995; Shu et al., 1996 ), hospital discharge planning staff ( Mamon et al., 1992 ; Peters et al., 
1997 ), and home visits by community nurses ( Van Harteveld et al., 1997 ).  

In order to determine what kind of intervention could prevent postdischarge problems on a participating 
ophthalmic unit, studies comparing the effectiveness of interventions are needed. Unfortunately, these 
studies are scarce, and those that are available do not recommend any specific intervention. For example, 
Barnason & Zimmerman (1995) compared three teaching programmes (an inpatient teaching programme, a 
postdischarge telephone follow-up programme and a postdischarge group teaching programme) and found 
similar patient teaching outcomes regardless of the type of teaching programme the patients were involved 
in. In another study, two systems of telephone follow-up (a nurse-initiated and a patient-initiated telephone 
programme) were compared with a third group of patients receiving no intervention. Although no 
differences were found in patient satisfaction with the health education, the results suggested that patients 
are unlikely actively to seek the information they need ( Bostrom et al., 1996 ). In conclusion, not for 
scientific but for pragmatic reasons, we initiated a community-orientated, nurse-initiated Telephone 
Reassurance Programme (TRP) during which patients who had recently been discharged were phoned at 
home. The most important pragmatic reasons were phoned this method is relatively cheap, patients do not 
have to come to the hospital (e.g. for teaching) and patients can be telephoned from the ward during quiet 
periods.  

Studies concerning nurse-initiated TRPs often only describe the problems mentioned by patients or the 
interventions subsequently applied by the nurse who made the telephone call. The problems patients 
mention during a call are, for instance, health problems and social problems ( Bowman et al., 1994 ), 
problems concerning safety and medication ( Closson et al., 1994 ), and difficulty in accepting their 
changed health status, concern about financial difficulties and uncertainty ( Keeling & Dennison, 1995). 
Nursing interventions subsequently applied by nurses are, for example, guidance and support ( Cave, 1989; 
Orticio & Swan, 1992; Closson et al., 1994 ; Keeling & Dennison, 1995; Turner, 1996), instruction ( 
Shesser et al., 1986 ; Orticio & Swan, 1992; Keeling & Dennison, 1995), referral to a physician or other 
caregivers ( Shesser et al., 1986 ; Orticio & Swan, 1992; Keeling & Dennison, 1995) and teaching ( Cave, 
1989; Phillips, 1993).  

In a few studies the effectiveness of a nurse-initiated TRP has been tested. Positive effects were found on 
patients' knowledge of the disease, recommended exercises and all teaching areas but no effects were found 
on knowledge of diet, medication, restrictions in physical activity or rest ( Garding et al., 1988 ). In another 
study, male patients who received a follow-up telephone call had a more positive perception of their visit to 
the Emergency Department than male patients who did not participate in the TRP ( Shesser et al., 1986 ). 
Finally, Phillips (1993) found no difference on the variable 'quality of life' between patients who were 
called and those who were not.  

In conclusion, little is known about the effect of a nurse-initiated TRP on postdischarge problems, so we 
decided to study this effect. We also wanted to study both the short-term and the long-term effects of the 
TRP. 

The objective of this study was to answer the following research question: what is the effect of a nurse-
initiated TRP on postdischarge problems reported by recently discharged ophthalmic patients? 

METHOD 

  INTERVENTION 
Patients in the intervention group were phoned 3–6 days after discharge by an experienced nurse. Before 

calling, the nurse went through a structured form containing relevant information about the patient's 
admission and discharge conditions (e.g. living situation, ophthalmic diagnoses and treatment, and 
description of the treated eye). These forms were prepared during hospitalization for all included patients. 
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During the call, the nurse used a structured interview schedule which was attached to the form. The 
interview schedule covered 10 aspects (see Appendix). Examples of these aspects are: 'How is your treated 
eye?' and 'Is there anything else you would like to know about your treatment?'. All aspects included in the 
interview schedule were discussed with the patient, if relevant. If a patient mentioned a problem or asked a 
question, the nurse could compare this with the information on the form and intervene. In decreasing order, 
giving reassurance, referring to a medical doctor, and giving information, advice or instructions were the 
most frequently applied nursing interventions ( Boter et al., 1998a ).  

To make effects of the intervention more likely to be the results of the intervention itself than of the 
personal contribution of a single nurse, six nurses participated in the project. 

DESIGN 
A randomized clinical trial was carried out with a post-test only design ( Fig. 1). The two times of 

measurement were 7 days (T1) and 30 days (T2) after discharge. The second time of measurement, 30 days 
after discharge, was chosen because we still expected to find a smaller but significant effect at that time. 
Patients in the intervention group participated in the TRP, in addition to receiving conventional discharge 
treatment. Patients in the control group received only the conventional discharge treatment.  

[FIGURE 1] 

SUBJECTS 
The study included Dutch-speaking, adult ophthalmic patients who had been treated and hospitalized for 

at least two days in the period from March to November 1997 on the participating ophthalmic ward of the 
University Hospital Vrije Universiteit in Amsterdam, the Netherlands. Patients were excluded if they were 
admitted from another ward or care institute before they were hospitalized, or were discharged to 
institutional care. Patients with no telephone, or those who were not able to answer the telephone (for 
example because of hearing problems) and had no one else to answer it, were also excluded. 

PROCEDURES 
Approval was obtained from the ethics review board and two scientific committees of the study hospital 

before starting recruitment. Patients who met the inclusion criteria were informed about the project and 
invited to participate. All patients were provided with the routine information and conventional care before 
and on discharge. Immediately after discharge, patients from whom consent was obtained were randomized 
to the intervention or control group by an independent researcher. Patients in the intervention group 
received a letter signed by the head nurse, informing them about the telephone call. Patients were sent a 
questionnaire 5 or 6 days after discharge and an identical questionnaire was sent on the 28th day. If the 
successive questionnaires were not returned before the 11th day or the 35th day after discharge, 
respectively, the researcher reminded patients by telephone. It should be noted that patients in the 
intervention group only received the 7th-day questionnaire if they were phoned in time, and patients in both 
groups only received the 30th-day questionnaire if the 7th-day questionnaire was returned within 14 days 
after discharge. 

OUTCOMES 
To cover a broad range of (potential) postdischarge problems, the following patient outcomes were 

measured: 'Informational needs', 'Uncertainty', 'Emotional complaints' and 'Functional limitations'. 
'Informational needs', i.e. the patient's perception of not being sufficiently informed, was measured by 

means of a newly developed instrument. The instrument included 39 items and the content was based on the 
Patient Learning Need Scale (PLNS: Bubela et al., 1990 ). It is a general instrument that can be used with 
divergent patient populations. Factor analysis indicated a strong central factor suggesting a unidimensional 
scale. Examples of the items included are: 'Last week, did you need more information about: when you can 
take a bath or shower?' or 'How you can prevent a complication from occurring?'. Respondents could 
indicate by answering '0 = no' or '1 = yes' according to whether or not they felt adequately informed. The 
scale yields a total score with a minimum score of zero (no informational needs) and a maximum score of 
39 (maximum amount of informational needs). Cronbach's alpha in the present study was 0.95.  

'Uncertainty', i.e. the patient's inability to determine the meaning of illness-related events, was measured 
by means of a translated version of the Mishel Uncertainty in Illness Scale – Community form (MUIS–C: 
Mishel, 1981). This instrument is used for patients who are not hospitalized and are not likely to be 
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receiving medical intervention ( Mishel, 1990). This one-factor scale includes 23 items and is measured on 
a five-point scale ranging from 'strongly disagree' to 'strongly agree', with items worded in both directions. 
The total scores for 'Uncertainty' can range from 23 (low uncertainty) to 115 (high uncertainty). The 
MUIS–C is based on the MUIS, which has been validated for both divergent and convergent validity and 
has proved to be very sensitive to differences in clinical population samples ( Mishel, 1990). Cronbach's 
alpha in the present study was 0.91.  

'Emotional complaints' were measured by means of a dimension of the Problems After Discharge 
Questionnaire (PADQ: Mistiaen et al., 1997 ). This dimension is based on a five-point scale, varying from 
'1 = no trouble at all' to '5 = very much trouble'. It includes six items related to a patient's feelings: lonely, 
restless, sad, anxious, uncertain and worried. The mean scores can range from 1 to 5. Cronbach's alpha in 
the present study was 0.91.  

'Functional limitations' were measured by means of another dimension of the PADQ. It was used to assess 
the problems respondents perceived in performing daily activities independently. The dimension was 
scored on a five-point scale, ranging from '1 = no difficulty at all' to '5 = not able to'. It covers three areas: 
personal care (five items – washing hands, taking a bath or shower, dressing, combing hair, and eating and 
drinking), with a Cronbach's alpha of 0.80 in the present study; housekeeping (seven items – preparing 
meals, shopping, heavy housework, laundry, making beds, washing dishes, light housework), with a 
Cronbach's alpha of 0.94; and mobility (five items – getting out of bed, going to the toilet, climbing stairs, 
walking outdoors, travelling), with a Cronbach's α of 0.81. All mean scores can range from 1 to 5. The 
dimensions 'Emotional complaints' and 'Functional limitations' were developed by Mistiaen et al. (1997 ), 
who used the dimensions in an earlier study on postdischarge problems. Both dimensions were assessed for 
content validity ( Mistiaen et al., 1997 ). To find evidence of criterion-related validity, the dimensions were 
assessed against the BRASS-index. The aim of the BRASS-index is to identify, shortly after admission, 
those patients who are at risk for prolonged hospitalization and are in need of discharge planning resources 
in order to reduce or avoid post-discharge problems ( Blaylock & Cason, 1992). Tests revealed that both 
dimensions correlated, as was expected ( Mistiaenet al. submitted).  

The four outcomes were combined in a postal questionnaire. It was pilot-tested on five hospitalized 
ophthalmic patients, after which amendments (e.g. on readability) were made. Subsequently, for a period of 
one month, the whole procedure (including the intervention and the postal questionnaires) was pilot-tested 
on patients who met the inclusion criteria (n = 79), after which the form, interview schedule and 
questionnaire were again improved.  

DATA ANALYSIS 
Independent-Samples t-tests (on 'Uncertainty') and Mann–Whitney U-tests (on the other, not normally 

distributed, outcomes) were used to determine the differences between the intervention and the control 
group. The Statistical Package for the Social Sciences (SPSS) was applied for all tests, using a significance 
level of 0.05 (two-tailed).  

RESULTS 

PARTICIPANTS 
During the research period, 559 patients were admitted. In all, 134 patients were excluded because, for 

example, they had been discharged to institutional care (n = 46), admitted from or transferred to another 
unit (e.g. Emergency Department; n = 41), or they had received no medical treatment (n = 15).  

Among the 425 patients who met the inclusion criteria, 31 patients were unwilling to participate. Those 
who were unwilling to participate and the remaining 394 patients did not differ with respect to age, gender 
or length of hospital stay. A total of 196 patients was randomly assigned to the intervention group and 198 
to the control group. In the intervention group, 183 patients were phoned in time (mean score 3.9 days after 
discharge; mode three days). Patients who were phoned too late, or were not contacted at all, were younger 
than those who were phoned in time: 55.1 (SD 16.1) years vs 65.7 (SD 16.6), P < 0.05. No differences were 
found on the variables gender or length of hospital stay.  

Subsequently, the 7th-day questionnaire was completed by 143 patients in the intervention group and 154 
patients in the control group, within 14 days after discharge (response 78% in both groups). Reasons for 
non-response to the first questionnaire were: 'not feeling like completing a questionnaire' (16%), 'feeling too 
ill' (9%), 'having no problems' (7%), 'being readmitted' (5%), 'other' (11%) and 'unknown' (52%). 
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Within 42 days after discharge, 113 patients in the intervention group and 127 patients in the control group 
completed the 30th-day questionnaire (response 62% and 64%, respectively). Reasons for non-response to 
the second questionnaire were: 'feeling too ill' (10%), 'being readmitted' (10%), 'having no problems' (6%), 
'not feeling like completing a questionnaire' (4%), 'other' (23%) and 'unknown' (46%). Patients who 
responded to both questionnaires differed on the outcomes from those who returned only the 7th-day 
questionnaire. It was found that respondents in the intervention group who completed the 7th-day but not 
the 30th-day questionnaire scored significantly higher on all 7th-day outcome measures than patients in the 
same group who returned both questionnaires. This indicates that patients in the intervention group who 
returned only the 7th-day questionnaire had more problems 1 week after discharge than those who returned 
both questionnaires. Among patients in the control group the same difference was found on 'Uncertainty'. 

The mean time-lapse between discharge and completion of the 7th- and 30th-day questionnaires was 
8.1 days (SD = 2.4) and 31.8 days (SD = 3.2), respectively. 

The 297 respondents to the 7th-day questionnaire and 84 non-respondents did not differ on the variables 
age, gender or length of hospital stay. Furthermore, the 240 respondents and 154 non-respondents to the 
30th-day questionnaire did not differ on the variables age or length of hospital stay. However, men more 
often completed the questionnaire than women (P < 0.01).  

General baseline characteristics of the respondents are shown in Table 1. No differences were found 
between the respondents of the intervention and control groups in relation to these characteristics. However, 
patients in the intervention group who responded to the 30th-day questionnaire had a longer hospital stay 
than those in the control group: 4.1 (SD 2.5) days vs 3.5 (SD 2.2), P < 0.05. When analyzing the results, 
'length of hospital stay' was not used as a covariate because it had low correlations with the outcomes 
(range 0.06–0.17).  

Most patients were treated for cataract (43%), glaucoma (15%), retina disorders (14%), or cornea 
disorders (13%). 

IMPACT OF THE INTERVENTION 
No differences were found on the outcomes between patients in the intervention group and those in the 

control group 1 week after discharge (Table 2).  
Again 30 days after discharge no differences were found, except for housekeeping. Patients in the 

intervention group had fewer problems with housekeeping than patients in the control group: 1.40 (SD 
0.78) vs 1.69 (SD 1.09), P < 0.05.  

Though practically no differences were found between the two groups, the TRP might have had an 
influence on the degree to which the outcome scores declined during the first month after discharge 
(Table 3). However, here again no differences were found between the results of the patients who 
participated in the TRP and those who did not.  

SUBGROUP ANALYSES 
Subgroup analyses were carried out in order to determine whether the TRP helped to reduce the 

postdischarge problems of specific patient groups. For example, the outcomes of male patients in the 
intervention group were compared with those of male patients in the control group. However, no effects of 
the intervention were found when comparisons were made with regard to gender, age, length of hospital 
stay, ophthalmic diagnoses, living situation and history of admission. 

 [TABLE 1][TABLE 2][TABLE 3] 

DISCUSSION 
A randomized clinical trial was carried out to evaluate a nurse-initiated Telephone Reassurance 

Programme for ophthalmic patients who had recently been discharged. Seven and 30 days after discharge, 
outcomes (Informational needs, Uncertainty, Emotional complaints and Functional limitations) revealed no 
differences between patients who participated in the programme and patients who did not, except for 
housekeeping. Patients in the intervention group had fewer problems with housekeeping 30 days after 
discharge. Nevertheless, the clinical relevance of this significant difference is minimal, and it might also be 
the result of a Type I error. The results of the present study are partially supported by the findings of other 
studies on the effect of this type of programme. Garding et al. (1988 ) found a few positive effects, namely 
on the patient's knowledge of the disease, recommended exercises, and all teaching areas together. Shesser 
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et al. (1986 ) reported that only male patients evaluated their visit to the Emergency Department in 
combination with the TRP more positively, compared to men who did not participate in the TRP. No effects 
were found by Phillips (1993) on 'quality of life'.  

Since no effects were found in the present study, it is important to discuss the limitations of the study 
before it is concluded that, in general, a TRP does not reduce post-discharge problems. 

Firstly, some points are made about the participants. To be included in the study, patients had to be alert 
and admitted from and discharged to their home. On these grounds, some of the patients who might have 
benefited most from the TRP were excluded, for instance those who came from an Emergency Department. 
In addition, other categories of patients who have had more serious treatment (e.g. heart surgery or 
chemotherapy) might have benefited more from the TRP. Finally, bias is introduced by the fact that the 
patients who responded to both questionnaires differed on the outcomes from those who returned only the 
7th-day questionnaire. 

The outcomes measured may also be a limitation of the study. Due to a general lack of theoretical 
knowledge about the prevention of postdischarge problems by introducing a TRP, it is possible that the 
TRP affects outcomes other than those measured. Additionally, it is possible that the instruments used were 
not sensitive enough to detect small differences between the two groups. For example, 'Informational needs' 
was not measured with an instrument that was specifically developed for ophthalmic patients and we found 
some floor-effects on 'Emotional complaints', 'Personal care', and 'Mobility'. Furthermore, we did not 
compare the groups on a variable such as 'stressful life events' or 'coping'. Other than hospitalization, major 
changes in a patient's life might influence the possible effects of the TRP. Furthermore, the intervention 
might have had an adverse effect on 'Uncertainty' and 'Emotional complaints' for some patients. For 
instance, the coping strategy 'denial' is used by some patients to deny the situation they are in, and the TRP 
might have reminded them of their problems, thus increasing their worries and distress. 

The intervention itself might also be a reason why no effects were found in favour of the TRP. The 
'intervention dose' might have been too low to achieve the intended outcomes. The nurses were not 
specifically trained in telephone assistance. The main reason for making this decision was that we wanted 
to make the programme easily applicable for other units, and only experienced nurses phoned the patients at 
home. 

In addition, a few more comments should be made about the intervention. The lack of training might have 
resulted in nurse-related differences in the content and quality of the telephone calls. However, the nurses 
discussed their telephone calls and informed each other about the postdischarge problems mentioned by 
patients and the interventions they subsequently applied. Secondly, the analysis revealed no differences 
between the outcomes of patient groups who were phoned by different nurses. Another potential problem 
was that the intervention was not stable: the knowledge nurses had about post-discharge problems increased 
during the period in which they phoned the patients. Patients in the intervention group who were included 
in the study in October or November 1997 were phoned by nurses who had more experience with the TRP 
than patients in the same group who were discharged in March or April 1997. Here again, however, the 
analysis revealed no differences in the outcomes between patients who were called early in the study and 
those who were called later. Finally, nurses who called the patients after discharge discussed their TRP-
related experiences with other nurses from the unit. It is possible that during the study all nurses from the 
unit paid increased attention to the prevention of post-discharge problems by preparing all admitted patients 
more adequately before discharge. However, this also showed no trend. 

Despite the lack of significant results, a positive side-effect of the TRP was that, as nurses reported, future 
patients might benefit from the increasing knowledge nurses have about postdischarge problems and the 
improvements they made, for example, in their teaching strategies. In addition, patients in the intervention 
group appreciated the TRP. For instance, 89% of the patients wanted to be called again after hospitalization 
and only 6% reported that they considered the call to be unnecessary ( Boter et al., 1998a ).  

We recommend that in future research the variable 'stressful life events' should be included as a possible 
modifier of the TRP's impact. Additional research is also needed to assess the contribution of the TRP in 
decreasing the use of healthcare services or improving satisfaction with the care provided. Furthermore, we 
suggest that the effect of the TRP on patient outcomes should be studied among other more critically ill, 
patient groups. 
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FOOTNOTES 

INFORMATION POINT:  
Type I and Type II errors  
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