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ABSTRACT 

Patients who have chronic diseases are often readmitted to the hospital within 30 days of 

being discharged. In the United States preventable hospital readmissions cost approximately $12-

$17.4 billion annually. The Institute of Healthcare Improvement (IHI) has identified one key 

measure for reducing preventable readmissions and that is a timely post hospital follow-up visit. 

Although this seems to be a simple task, studies have revealed that as many as one-third of 

patients discharged from the hospital are not following up with their primary care provider. In 

North Dakota the percentages of patients with chronic diseases such as heart failure, chronic 

obstructive pulmonary disease, type 2 diabetes, and pneumonia have steadily increased over the 

last several years. A North Dakota critical access hospital report revealed a high percentage of 

patients with a chronic disease are being readmitted within 30 days. Identifying barriers to care 

in North Dakota can help to reduce the rate of readmission within the state. This study seeks to 

identify perceived barriers as observed by primary care nurse practitioners to improve patient 

outcomes and reduce hospital readmission rates. 
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INTRODUCTION 

Background Knowledge 

Hospital readmissions considered preventable account for approximately $12 - $17.4 

billion of the 2.7 trillion spent on health care each year in the United States (U.S.) (Klug & 

Muus, 2012; National Center for Health Statistics, 2013). The leading causes of hospital 

admissions in adults 65 years and older are chronic obstructive pulmonary disease (COPD), 

diabetes, heart failure (HF), and pneumonia (Desai & Stevenson, 2012; Klug et al., 2009; 

Pittsburgh Regional Health Institute [PRHI], 2010). Patients who are readmitted within 30 days 

have been linked with poorer patient outcomes, increased morbidity and mortality, and higher 

health care costs than those patients who avoided being readmitted (IHI, 2015). As a result, many 

insurance companies, such as Medicare and Medicaid, are basing reimbursement on the 

facilities’ ability to meet quality measures; one of which is the rate of readmissions (CMS, n.d.; 

Klug et al., 2009).  

Hernandez et al. (2010) suggest one method that can assist in reducing the rate of 

readmission is a post hospital discharge follow-up visit within 30 days. Studies have revealed 

that the risk of readmission can be reduced by 27 - 31% if the patient receives a follow-up visit at 

a primary care clinic within 30 days of discharge (Desai & Stevenson, 2012; Klug & Muus, 

2012). Despite these promising statistics, many patients do not follow-up with their primary care 

provider. Several studies identified that approximately one-fifth of patients who were discharged 

from acute care facilities reported difficulty contacting their primary care provider, 10% didn’t 

have a primary care provider, 10% revealed difficulty getting to their appointment, many had an 

extensive waiting period between discharge and follow-up, and as many as 20% reported not 
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understanding they were to follow-up with their primary care provider (California HealthCare 

Foundation, 2010; Goodman, Fisher, & Chang, 2013; Sommers & Cunningham, 2011). 

Local Problem 

The North Dakota (ND) Department of Health reported 5,842 deaths in 2006; of the 

5,842 deaths approximately 1,527 people died as a result of heart disease (Massmann, Gibbens, 

Peterson, & Quinn, 2014; ND Department of Health, 2006). In 2014, the ND Department of 

Health reported 6,036 deaths of which 1,352 were the result of heart disease (ND Department of 

Health, 2014). The American Lung Association (2013) reported that in 2011 approximately 

24,087 of 672,591 North Dakota residents had a diagnosis of COPD (United States Census 

Bureau, 2010). Heart failure and COPD are considered the top two reasons for being admitted to 

the hospital and both conditions are often associated with readmissions. A recently published 

North Dakota critical access hospital report revealed that approximately 61.3% of heart failure 

patients and 73.6% of pneumonia patients will be readmitted to the hospital within 30 days of 

being discharged (Casey, Hung, Barton, & Moscovice, 2012). Nationwide it is estimated that 

24% of heart failure cases and up to 27% of pneumonia cases are readmitted within 30 days of 

discharge (De Alba & Amin, 2014; Desai &Stevenson, 2012). The high percentages of North 

Dakotans with chronic diseases indicate a need for identifying and addressing the barriers to 

receiving a follow-up visit. The incidence of adults with type 2 diabetes has increased “from 

3.5% in 1997 to 7.5% in 2009” (ND Department of Health, 2011, p. 5). One previously identified 

barrier for patients seeking post-hospital discharge follow-up was access to care. In North 

Dakota approximately 7% of all adult patients diagnosed with diabetes were unable to see a 

primary healthcare provider due to lack of insurance (ND Department of Health, 2011). 
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Nationally, 19.3% of all U.S. residents live in a rural area. In 2014 it was estimated that 

approximately 51% of all North Dakota residents live in a rural area (Rural Health Information 

Hub [RHIhub], 2015), which adds to the challenge of traveling to an appointment (United States 

Census Bureau, 2010; United States Department of Agriculture, 2013).  

Purpose 

The purpose of this project is to identify the perceived barriers to post-discharge follow-

up for North Dakota citizens who have a chronic disease. The intent of this study was to identify 

the nurse practitioners’ (NPs) perspective on what prevents North Dakota patients from 

following up with their primary care provider. The key stakeholders were all primary care nurse 

practitioners in the state of North Dakota.  

Study Question 

In a population of adults living in rural North Dakota with chronic diseases what are the 

provider perceived barriers to a post-hospitalization follow-up appointment with a primary care 

nurse practitioner within 30 days of discharge?  

FRAMEWORK 

Theoretical Framework 

The Health Belief Model (HBM) is a conceptual framework commonly used to help 

understand health behaviors and identify potential reasons for nonadherence (Julinawati, Cawley, 

Domegan, Brenner, & Rowan, 2013; Turner, Hunt, DiBrezzo, & Jones, 2009). The HBM 

addresses four main concepts (perceived barriers, perceived benefits, perceived susceptibility and 

perceived severity) that impact compliance with the recommended health behavior (Hayden, 

2009). Modifying factors, such as cues to action and empowerment, have been identified as 
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variables that impact patient perceptions. These variables can directly impact the rate of 

compliance with the desired health behavior (Hayden, 2009). The desired health behavior 

identified for this project is the patient attending a follow-up appointment within 30 days of 

being discharged from the hospital. The HBM concepts of the perceived susceptibility of 

readmission, perceived severity of readmission, perceived benefits of post discharge follow-up, 

and the perceived barriers of post discharge follow-up will be identified to address the issue of 

adherence in regards to timely post discharge follow-up (Turner et al., 2009). Healthcare 

providers can help to identify barriers preventing patients from following up within 30 days of 

being discharged from the hospital/ER. Understanding these barriers offers healthcare providers 

the opportunity to positively impact patient health behaviors within the HBM.  

Concepts 

Chronic diseases are considered long-lasting conditions that may be managed but not 

cured (CMCD, n.d.). Three concepts affect the way chronic diseases are managed: 1) health 

behaviors, 2) self-efficacy, and 3) perceived barriers which may include issues with 

transportation, insurance, lack of healthcare providers, language barriers, and lack of access to 

care (Elnitsky et al., 2013; Fitzpatrick, Powe, Cooper, Ives, & Robbins, 2004).  

Promoting positive health behaviors may help to improve overall health and outcomes in 

patients with chronic diseases (CDC, 2014; Ryan, 2010). Health behaviors are affected by the 

identified concepts of perceived seriousness of readmission on overall health and the perceived 

susceptibility of being readmitted (Hayden, 2009). This means that if the patient understands that 

a readmission could result in a negative health outcome (perceived severity) and understands 

his/her chance of being readmitted is increased by not attending a follow-up appointment 
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(perceived susceptibility) then the chance that the patient will attend a follow-up appointment is 

more likely.  

Self-efficacy, the individual’s personal belief that he/she has the capability of doing 

something, has been identified as a personal factor that affects whether or not a person is willing 

to make positive changes in his/her health behavior. Health behaviors are also largely determined 

by the perceived benefits of the follow-up appointment. The patient needs to believe that the 

benefit of receiving a follow-up visit is better than the risk of being readmitted and poor outcome 

(Hayden, 2009; Ryan, 2010; Turner et al., 2009). If the patient has the belief that he/she has the 

ability improve his/her health by attending a follow-up appointment then the patient is more 

likely to adopt the desired health behavior (Hayden, 2009). 

A significance ratio completed by Janz & Becker (1984) revealed that perceived barriers 

are statistically significant at 91% (Janz & Becher, 1984, p. 36). Today the concept of perceived 

barriers is still considered to be the most significant one in determining whether a behavioral 

change and adherence will occur (Hayden, 2009, p33). The patient must find the new behavior 

worth overcoming the old behavior for them to make the desired change (Hayden, 2009; Janz & 

Becker, 1984). By identifying the barriers to receiving timely follow-up, interventions can be 

developed and utilized to minimize the barriers making the benefits to a follow-up visit more 

desirable (Hayden, 2009; Ryan, 2010).  

Previously identified barriers in rural areas include: (1) Health literacy; the patient simply 

does not understand the health information and thus the importance to follow-up is not fully 

comprehended; (2) Financial; the patient cannot afford the trip to the providers office and/or 

cannot afford the office visits; (3) Language barriers; the patient may not understand what you 
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are saying and my just nod in agreement to be polite; (4) Cultural/Religious; practices may 

prevent the patient from following up or following certain treatment plans; (5) Family dynamics; 

some patients may rely on their family for advice and transport. In some cases the family doesn’t 

understand the importance of following up after discharge or the family does not believe a 

follow-up visit will make any difference in the patients care; (6) Emotional concern;, the patient 

and/or family my feel that follow-up is a hopeless task that will not help improve their current 

condition; (7) Lack of motivation; the patient may feel tired or too ill to make the long journey to 

the doctor’s office and may decide the visit is more work than it is worth; (8) Inadequate 

education time; during the discharge education the provider forgot to mention the need for a 

follow-up or the need was lost amongst a large amount of discharge instructions provided; (9) 

Poor communication; the hospital staff didn’t communicate the necessity for timely follow-up to 

the clinic or the need for follow-up was not related to the patient or family; (10) Logistics; the 

patient is unable to drive and is not able to find someone to help get him/her into to town for the 

visit (Ahmed, Lemkau, Nealeigh, & Mann, 2001; Burley, 2007; De Heer et al., 2013; Drainoni, 

M. et al., 2006); and, (11) Access to care; patients have difficulty finding a healthcare provider 

who still accepts new patients or accepts their insurance. In some circumstances, patients were 

able to see a family provider but were unable to see a specialist when one was needed (DeVoe et 

al., 2007; Fitzpatrick et al., 2004). 

Synthesis of Evidence 

A literature search for peer-reviewed articles related to barriers that prevent patient access 

to health care services was conducted. Search engines used included PubMed, CINAHL, and 

EBSCOhost and search terms consisted of: barriers to care, rural populations, chronic illness, 
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chronic disease, hospital discharge, and post-discharge follow-up. Inclusion criteria included 

articles published within five years, English language, all adults, human studies, peer reviewed, 

and available full text. Search results revealed 1,941 potential articles. Articles that did not 

discuss adults, chronic illness, barriers to healthcare access, and hospital readmissions were 

excluded. Among the 50 remaining articles, 20 specifically discussed barriers to healthcare 

access, hospital readmissions, and chronic illness/diseases and were chosen for evidence 

synthesis. Levels of evidence from the research studies are rated Level III - Level VII on the 

Hierarchy of Evidence (Ebling Library, 2014). The literature review revealed that there are 

currently no randomized controlled trials available for the identification of barriers to health care 

access. The articles reviewed consist of cross-sectional reviews, systematic reviews of qualitative 

studies, single qualitative studies, and expert opinion evidence.  

Variation in Concepts 

Concepts of interest include chronic diseases, self-efficacy, and perceived barriers. 

Chronic diseases were often referred to as comorbidities. Comorbidities referred to both physical 

and mental conditions in a variety of studies (de Heer et al., 2013; Elnitsky et al., 2013). Self-

efficacy was addressed in referring to a rural cultural attitude of doing (Goins et al., 2005). The 

perceived barriers similarly defined as the patient’s perceptions to what prevents them from 

accessing health care. The variations in perceptions were the result of the various populations 

being sampled.  

Study Outcome Variations 

There were little variation in study outcomes. All studies reviewed revealed that there 

were in fact barriers present that affect the patient’s ability to access needed health care services 
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in a timely manner. The outcome of the majority of the articles also related that there was a need 

for further study to identify effective solutions to the barriers identified (de Heer et al, 2013; 

Elnitsky et al., 2013; Karliner et al, 2012; Sudore et al., 2006). Other articles provided 

suggestions for intervention strategies though not all suggestions were supported by evidence 

(Burley, 2007; Schwitters et al., 2015). Strategies suggested include writing discharge 

instructions using simple and easily understood sentences at no greater than a 6th grade reading 

level, utilizing professional medical interpreters when working with patients who speak a 

different language, avoid lecturing patients about what they should do and engage them in a 

discussion, and be respectful about patients alternative healing practices while providing high 

quality care (Burley, 2007; Schwitters et al., 2015).  

Inconsistencies in Results 

The majority of studies identified similar barriers to care including, access to care, 

distance traveled, lack of transportation, and healthcare coverage (Ahmed et al., 2001; Burley, 

2007; de Heer et al., 2013; Drainoni et al., 2006; Elnitsky et al., 2013; Fitzpatrick et al., 2004; 

Goins et al., 2005; Gwyther & Jenkins, 1998; Sheer et al., 2003; Schwitters et al., 2015; Shah et 

al., 2014; Syed et al., 2013). However, in regards to the barriers related to the distance one has to 

travel to access healthcare and the lack of transportation (both public and private) different levels 

of significance between studies are highlighted. Several studies reported that transportation and 

the long distances one needs to travel to access care were major barriers to patients accessing 

needed health care services (Ahmed et al., 2001; Burley, 2007; de Heer et al., 2013; Drainoni et 

al., 2006; Elnitsky et al., 2013; Fitzpatrick et al., 2004; Goins et al., 2005; Gwyther & Jenkins, 

1998; Sheer et al., 2003; Schwitters et al., 2015; Shah et al., 2014; Syed et al., 2013). Drainoni et 



 

 

 

 

17 

al. (2006) and Sheer et al. (2003) both reported that patients who have multiple comorbidities in 

addition to a developmental disability have an even more difficult time overcoming barriers to 

access. Six studies reviewed reported other barriers such as, wait times in the clinic, literacy 

deficits, stigma about condition, and language barriers, to prevent the patient from accessing 

health care services more than transportation and distance (DeVoe et al., 2007; Karliner et al., 

2012; Khatib et al., 2014; Kim & Keefe, 2010; Sudore et al., 2012; Toth et al., 2013). The 

significance of the barriers identified changes from population groups, which include age, 

gender, and ethnicity.  

Gaps in Evidence 

Gaps in evidence were found centered around certain high-risk groups; such as, the 

elderly or those living in rural areas. The majority of research address adults 18-65 years of age. 

There is not a large amount of research that specifically addresses elderly adults ≥65 years of 

age. There may be age related factors that may not have been identified due to the limited 

research (Fitzpatrick et al., 2004). Additional gaps noted include barriers that hinder access to 

chronic disease management care. The majority of the articles refer to primary care and only a 

few adequately addressed chronic diseases. Articles addressing facilitators to healthcare access 

were very limited. The articles that did discuss facilitators to healthcare did so only briefly. One 

article mentioned facilitators to follow-up and retention included reminders, setting an alarm, 

counseling and patient education to motivate patients to participate in positive health behaviors; 

however, the majority of the information was focused on barriers (Bezabhe et al., 2014). Another 

article revealed that both patients and providers reported challenges to care and facilitators to 

improve care both needed to be addressed (Browne, Macdonald, May, Macleod, & Mair, 2014). 
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Facilitators to healthcare access has not been significantly studied leaving a gap in evidence and 

limiting this study.  

METHODS 

Ethical Consideration 

This study was reviewed by The University of Arizona Institutional Review Board (IRB) 

and was found to be acceptable, according to applicable state and federal regulations and IRB 

The copy of IRB approval can be found in Appendix A. University policies designed to protect 

the participant’s rights and ensure that they were treated equally and ethically and were not 

harmed during the study (Owonikoko, 2013; The Belmont Report, 1979). Participant autonomy 

and privacy was protected by disclosing survey intent and ensuring that no identifying 

information was collected. Emailed instructions included a disclosure statement relating that the 

participant gives consent when he/she completed the survey and by completing the survey, 

he/she is consented to his/her responses to be used in the study. Participants were informed that 

their participation was voluntary and that no identifying information would be gathered or 

disclosed at any time. Participants were able to discontinue participation at any time, without 

penalty, by ceasing to complete the survey. 

Design, Participants and Setting 

This is a descriptive study that is focused on identifying nurse practitioner’s perceived 

barriers to healthcare access in North Dakota including transportation, insurance, lack of 

healthcare providers, language barriers, and lack of access to care (Elnitsky et al., 2013; 

Fitzpatrick et al., 2004). Nurse practitioners were the intended participants and include all nurse 

practitioners in the state of North Dakota. Participant eligibility criteria included: 1) the NP is 
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nationally board certified and licensed in the state of North Dakota; 2) he/she provides primary 

care to rural or underserved patients; 3) manages patients with chronic conditions; and, 4) has 

had a patient with a post hospital discharge follow-up appointment within the last year. The 

setting consisted of primary care NPs in the state of North Dakota. There is a total of 1,214 

advance practice registered nurses practicing in North Dakota (North Dakota Board of Nursing 

[NC BON], 2016). The target population was all primary care nurse practitioners in North 

Dakota with a goal of 200 responses and a minimum of 20 responses (Mason, 2010).  

Data Collection 

Data collection consisted of an electronic survey that was comprised of open- and closed-

ended questions. An example of the survey may be found in Appendix B. The survey questions 

were based on the literature review of identified barriers to access of healthcare. The survey was 

reviewed by three experts: (1) a DNP-FNP with expertise in managing chronic cardiac care in 

rural population; (2) a DNP-FNP with expertise in chronic diabetes management; and, (3) a PhD, 

FNP-C, with expertise in primary healthcare and managing multiple chronic diseases in rural 

areas. The committee recommended the survey be reviewed by three experts to establish content 

validity. An email introduction that included the purpose, aim, and goal of the project was sent to 

providers. The survey was completed through Qualtrics (an electronic survey tool) and the data 

collected has been kept confidential and secure by Qualtrics (Qualtrics LLC, 2016). Data 

collected via the self-administered electronic survey included sociodemographic (i.e., years in 

practice, type of practice), types of patients being cared for (i.e., COPD, DM, HF), issues with 

scheduling appointments, access to care, healthcare costs, problems with communication, and 

healthcare provider opinions. Providers were emailed a survey link and instructions that 
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requested the participants to fill out the survey within three weeks form receiving the email. An 

emailed reminder to complete the survey was sent out at the beginning of the second and third 

weeks. The survey introduction and link to the survey was sent to the North Dakota Nurse 

Practitioner Association (NDNPA) and disseminated to all NDNPA members encouraging the 

eligible providers to participate.  

Data Analysis 

Descriptive statistics and content analysis was utilized to identify key concepts and 

practices. Conventional content analysis was used in analyzing provider opinion statements on 

facilitators to care. Statements were analyzed and key words and meanings were identified and 

categories were created based on statement meanings (Hsieh & Shannon, 2005). Provider 

statements were then organized into the categories and entered into an Excel electronic 

spreadsheet. Data was then presented using a bar graph. The sociodemographic, patient data, 

scheduling appointments, access to care, healthcare costs, and communication related questions 

were analyzed using Excel software and applying comparative analysis to participant responses. 

Data was presented using a bar graph.  

RESULTS 

Sociodemographic 

A total of 44 primary care nurse practitioners responded and of those 63% work in a 

family practice setting and 20% report working in a specialty area. Specialty areas included 

public health, mental health, cardiology, and neurology. The length of years in practice varied 

little with 26% having practiced for less than three years, 22% practiced for 3 - 4 years and 24% 

practicing for 15 years or more (Figure 1.). The majority of participants report working in a rural 
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or underserved area and almost all respondents care for patients who travel from a rural or 

underserved area. 

 
FIGURE 1. Provider Years in Practice.  

Patient Data 

The average patient age with chronic conditions was 51 years and older. The top five 

types of chronic conditions/diseases treated by respondents are diabetes mellitus, congestive 

heart failure, coronary artery disease, chronic obstructive pulmonary disease and kidney disease. 

Several patients with a chronic disease were often reported to have more than one of the top five 

chronic conditions listed. Several respondents reported their patients have or are being treated for 

pneumonia. Other conditions reported include: hypertension, mental health problems, addiction, 

hepatitis, and gastrointestinal issues. Patients seen with chronic conditions were hospitalized 

within the last six months 76% of the time. Of those patients who had been hospitalized 63% 
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were re-hospitalized within 30 days of discharge. Half of participants reported their patients 

almost always follow-up with them after being discharged from the hospital. 

 
FIGURE 2. Chronic Diseases Treated by Providers. 

Scheduling Appointments and Access to Care 

Almost all survey respondents reported their schedule allows for timely post-discharge 

follow-up appointments and 90% reported their patients did not have a difficult time scheduling 

appointments. Transportation was found to be an issue by 65% of surveyed providers. 

Additionally, the majority of patients have shared with their provider that they are dependent on 

someone else for their transportation. 

Healthcare Cost 

The majority of the respondents had patients who discussed concerns about healthcare 

insurance coverage and felt healthcare insurance is a barrier to following up. Despite having 
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healthcare insurance, most of providers surveyed reported their patients lack follow-up was due 

to financial reasons.  

Communication 

It is believed by more than 60% of the survey responders that language is not a barrier to 

care. Most of respondents reported their patients relate they understand the discharge instructions 

given at the time of discharge from the hospital. Most of providers related their patients have not 

reported a lack of understanding that they were to be seen by their primary care provider for a 

post-hospital follow-up appointment.  

Provider Opinion 

The provider’s opinions on why they believe patients are not following up with them are 

seen in Figure 3. The top four reasons for not following up was finances followed by 

transportation. The family or patient not feeling a follow-up appointment is necessary, and 

healthcare coverage were also seen as barriers. Having a bad experience with healthcare and fear 

of getting bad news were found to be barriers but not as significantly as the top four reasons. 

Providers felt language and the patient not feeling respected were equally less likely to be a 

significant barrier to patient care. Other reasons reported by providers were cultural barriers and 

provider schedule. 
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FIGURE 3. Provider Perceived Barriers to Care. 

Several of the providers felt there are facilitators in place to help patients in overcoming 

barriers to follow-up appointments. Common themes identified by provider comments of 

facilitators to care can be seen in Figure 4. The top four facilitators identified by providers 

include (1) patient and family disease education, (2) follow-up calls and appointment reminder, 

(3) community programs and public transportation, and (4) at home follow-up. Several provider 

statements can be seen in Table 1.  
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FIGURE 4. Common Themes of Facilitators. 

TABLE 1. Provider Statements on Facilitators to Healthcare Access. 

Provider Statements  

“Scheduling appointments at discharge. Follow-up appointment clearly stated in discharge instructions.” 

“Taking time to educate on chronic health problems and how to prevent.” 

“Public transportation and taxi services.” 

“Rapport and trust with their primary care provider. Provider takes time to listen to them, establish what their 

concerns are, explain things to them to enlist their participation in their care.” 

“Share ride community program” 

“Follow-up phone calls from hospital to schedule appointments” 

“…I am a GNP who goes into the patient’s home and treats them in place to the best of my ability…” 

“Public transportation available in rural areas to persons of all ages. Elderly with cognitive and memory issues to 

have adequate support from family or other healthcare entity.” 

“Proper discharge education from the hospital/ER nursing staff. If discharged on a weekday, the nursing staff will 

schedule their follow up visits.” 

“They talk to me and I can get them in if the receptionists have no available appointments in their schedule.” 

“Chronic Disease managers and hospital and ER staff help to set up appointments and make sure patient understands 

the importance of follow up and checks to make sure they are doing well and remind them of appointment.” 

“Patient education about the importance of follow up for their health and safety.” 

“Public transportation and chronic disease nurse phone calls after discharge.” 
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DISCUSSION 

In the United States, preventable hospital readmissions costs our nation billions of dollars 

annually. One method to help prevent hospital readmissions is timely post-discharge follow-up 

appointments. Patients with chronic diseases are known to be at greater risk of hospitalization 

and thus re-admission. In the state of North Dakota the rate of patients with a chronic disease has 

steadily increased over the last several years. Despite knowing that timely discharge follow-up 

matters, the rate of hospital readmissions still continues to increase. Identifying barriers from the 

provider’s perspective offers a unique information on what prevents their patients from following 

up appointments. Understanding common barriers is a necessary step in facilitating better access 

to care. 

This study revealed the four most significant barriers reported by North Dakota NPs 

include: (1) finances, (2) transportation, (3) the patient or family doesn’t feel that a follow-up 

appointment is necessary, and (4) healthcare coverage. The study findings were consistent with 

previously identified barriers (Ahmed, Lemkau, Nealeigh, & Mann, 2001; Burley, 2007; De 

Heer et al., 2013; Drainoni, et al., 2006). Finances were viewed as the most significant barrier 

followed by transportation. More than 60% of the providers related their patients have reported 

having a difficult time finding transportation to their appointments. Transportation was closely 

followed by the patient/family not feeling a follow-up appointment was necessary. The family’s 

opinion has the potential to significantly impact transportation as more than 80% of the providers 

reported their patients depend on others for transportation. Those patients who are dependent on 

others for transportation may have an even more difficult time getting to appointments, 

especially if their family does not feel a follow-up appointment is necessary. Many providers 
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related their patients report concerns about healthcare insurance coverage or the cost of the 

recommended treatment despite having healthcare insurance.  

Study Limitations 

One limitation of this study is that it focused on barriers to care and did not go in depth 

regarding facilitators to care. A constraint to the study environment was that it was specific to 

North Dakota primary care practices and is not generalizable for practices in other states. The 

study also had a small sample size and the study population was specific to nurse practitioners; 

thus, the study is not generalizable to all North Dakota primary care practices.  

Implications for Future Research 

Further research is needed and should include facilitators and all primary care providers. 

It would also be feasible to include multiple states to make the results more generalizable. 

Additional studies should focus on obtaining patient opinion on barriers to care. An important 

component of this research would be a comparison of provider and patient opinions to identify if 

any communication gaps between providers and patients exist. An interesting additional 

variation in research would be to identify the exact financial concerns preventing these patients 

from seeking follow-up. Understanding if lack of coverage, co-pay, and/or cost of 

medications/treatments is what prevents patients from following up will help providers and 

healthcare organizations to better assist patients in overcoming these barriers.  

Implications for Practice 

This study revealed that the two most significant barriers reported to nurse practitioners 

were healthcare costs and transportation. Concerns about healthcare costs and transportation 

were followed by patient/family opinion and healthcare insurance coverage. This information 
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can help direct providers to work closely with patients and their families to develop a financially 

reasonable treatment plan that the patient and family are able to follow. The study also revealed 

the importance of providing disease education to patients and their families. The Principal 

Investigator (PI) plans to use the content analysis to inform and influence her own practice to 

improve patient outcomes.  
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APPENDIX A: 

INSTITUTIONAL REVIEW BOARD (IRB) APPROVAL –  

THE UNIVERSITY OF ARIZONA 
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APPENDIX B: 

ELECTRONIC SURVEY SAMPLE 
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Survey 
 

Barriers to decreasing hospital readmission rates for chronic disease patients in North 
Dakota as perceived by primary care nurse practitioners. 

 
Sociodemographic  
 
1. How many years have you been in practice? 

A. 0-2 

B. 3-4 

C. 5-9 

D. 10-14 

E. 15 or more 

2. What type of practice do you have? 
A. Family Practice 

B. Geriatrics 

C. Acute Care 

D. Long-term Care 

E. Internal Medicine 

F. Specialty Practice ___________ 

3. Is your practice located in a rural or underserved area? 
A. Yes 

B. No 

4. Do any of your patients travel from a rural or underserved area to see you? 
C. Yes 

D. No 

Patient Data 
 
5. What is the average age of your patients with chronic conditions? 

A. Under 40 

B. 40-50 

C. 51-65 

D. 65-75 

E. >75 

6. What types of chronic conditions/diseases due you treat? 
A. CHF 

B. COPD 
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C. CAD 

D. Pneumonia 

E. DM 

F. Kidney Disease  

G. Other _______________ 

7. Have any of your patients mentioned in question 6 been hospitalized within last 6 
months? 

A. Yes 

B. No 

8. Of those patients hospitalized have any been re-hospitalized within 30 days? 
A. Yes 

B. No 

9. Do your patients with a chronic condition/disease follow-up with you after being 
hospitalized according to current guideline?  

A. Never 

B. Occasionally 

C. Frequently 

D. Almost Always 

E. Always 

Scheduling Appointments 
 
10. Does your schedule allow for timely follow-up post discharge (within 30 days)?  

A. Yes 

B. No 

11. Do any of your patients report having a difficult time getting an appointment 
scheduled?  

A. Yes 

B. No 

12. Have any of your patients report difficulty getting into your office due to conflict with 
your office hours?  

A. Yes 

B. No 

Access to Care 
 
13. Have any of your patients reported having difficulty getting transportation to your 
office for a visit? 
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A. Yes 

B. No 

14. Do any of your patient report they are dependent on another person for 
transportation? 

A. Yes 

B. No 

Healthcare Cost 
 
15. Have patients discuss a lack of healthcare insurance coverage as a reason for not 
following up? 

A. Yes 

B. No 

16. Do any of your patients report not following up due to financial reasons despite 
having healthcare insurance?  

A. Yes 

B. No 

Communication  
 
17. Do you have any patients for whom language is a barrier? 

A. Yes 

B. No 

18. Have any of your patient report not understanding instructions given at the time of 
discharge from the hospital/ER? 

A. Yes 

B. No 

19. Have any of your patients reported not knowing they were supposed to follow up 
with their primary care provider after discharge? 

A. Yes 

B. No 

Provider Opinion 
 
20. What do you believe feel contributes to your patients not following up after being 
discharged from the ER or hospital? Select all that apply: 

A. Language barrier  

B. Transportation 

C. Health care coverage 
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D. Finances  

E. Patient or family doesn’t feel it necessary 

F. Religious reasons – patient doesn’t want treatment 

G. Patient had bad experience with healthcare 

H. Patient doesn’t feel respected 

I. Patient or family fear of being judged 

J. Fear of getting bad news regarding health 

K. Other: __________  

21. Do you believe there are any facilitators that help patients overcome barriers to a 
follow-up appointment?  

A. Yes  

B. No 

If Yes to 21 
 
22. What facilitators do you believe are available that help patients overcome barriers to 
a follow-up appointment? 
Opinion: ________________________ 
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