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Abstract
Background International experience shows that the suitability of a high-performance healthcare system for its 
given purposes is reflected in its ability to provide a continuum of services that match the changing health status of 
the given population. Although many low- and middle-income countries have sought to bring movement away from 
hospital-centered and towards patient-centered healthcare, such efforts have often had poor results, and one of the 
major reasons for this is the inability to accurately identify which inpatients need continuing care and what kind of 
continuing of care is needed.

Objectives To measure and assess the continuing care needs of discharged patients and its influencing factors in 
rural China.

Methods Data were obtained from the hospital database of Medical Center M in County Z from May to July 2022. 
County Z is a county of 1 million people in central China. The database includes basic patient information, disease-
related information, and information on readiness for hospital discharge. Factors related to the need for continuing 
care were included in the analysis. The Readiness for Hospital Discharge Scale was used to assess the need for 
continuing care. The statistical data are expressed in terms of both frequency and composition ratio. Finally, linear 
regression was used to analyze the factors influencing the need for continuing care.

Results The analysis included a total of 3,791 patients, 123 of whom (3.25%) had continuing nursing needs. The 
need of continuing nursing was related to patients’ age group, mode of admission, occupation and major diagnostic 
categories (P < 0.05).

Conclusions Developing continuing care is an important initiative for bridging the fragmentation of health services, 
and an appropriate supply system for continuing care, interconnected with inpatient services, should be established 
in rural areas in China as soon as possible. And provide more appropriate care for patients in need.
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Background
International experience shows that the ability to provide 
continuing care that matches the changing health sta-
tus of the given population is an important sign of that 
healthcare system’s effectiveness [1, 2]. Related nursing 
concepts include continuing care, transitional care, long 
term care. Continuing care has a similar connotation to 
transitional care, but transitional care focuses more on 
helping patients transition from an in-hospital to an out-
of-hospital environment, while continuing care focuses 
on the continuation of care after discharge. Long Term 
Care is a policy in China to provide long-term medical 
care and living care to patients who live at home or in 
nursing homes and are unable to take care of themselves.

After the patient is discharged, the medical institu-
tion provides the continuing nursing care to the patient. 
Internationally, countries have taken various measures 
in continuing care. For example, the National University 
Health System in Singapore developed a transitional care 
program [3] with the aim of assisting elderly patients with 
multiple chronic diseases and walking limitations, and 
family caregivers, to improve quality of care and reduce 
hospitalization rates. Similarly, the acute care for elderly 
program [4] is another model of care geared towards 
elderly orthopedic patients in the United States. The Ger-
man long-term care insurance [5] has also underpinned 
remarkable achievements after more than 20 years, and 
applicants of any age can receive assistance in various 
aspects of their daily living after examination, including 
hygiene, diet, mobility, and household chores. In the Jap-
anese context, long-term care insurance [6] comprises, 
on the one hand, assistance in daily life in relation to 
clothing, food, housing, and transportation, and, on the 
other, medical treatment, nursing care, and rehabilitation 
training. China has also established long-term care insur-
ance [7].

Despite the evidence pointing to the benefits of such 
a distributed model of healthcare provision, healthcare 
systems in many low- and middle-income countries 
(LMICs), including China, remain hospital-centered, 
with a disconnect between primary care and second-
ary and tertiary care [8, 9]. Indeed, there is evidence 
that even out-of-hospital rehabilitation is disconnected 
from inpatient services for post-discharge inpatients 
[10]. A study by Cody Cichowitz et al. conducted in a 
South African hospital found that more than half of HIV 
patients did not access healthcare within 2 months after 
discharge [11]. This resulted in missed opportunities to 
prevent hospitalization through changing treatment, to 
increase support and to secure an early diagnosis, lead-
ing to high rates of avoidable readmissions. In their study 
conducted in a hospital in Hebei in China, Xu Yan et al. 
[12] report that patients discharged with peripherally 
inserted central catheter experienced significantly higher 

rates of out-of-hospital infections than in-hospital ones 
and did not receive adequate educational guidance. Yang 
Siyao [13], conducted in a hospital in Liaoning, found 
that some patients discharged from the hospital on home 
peritoneal dialysis were not given appropriate healthcare 
guidance and were consequently more likely to expe-
rience problems resulting in negative dialysis-related 
outcomes. Similar results have been obtained in several 
other such studies [14, 15]. One of the major reasons for 
this is the inability to accurately capture which inpatients 
need continuing care and what kind of continuing care is 
needed [16, 17], with a lack of clarity about patients’ con-
tinuing care needs preventing the allocation of human-
based and other forms of inputs as a consequence [18, 
19].

Thus, assessing the patient’s status at discharge and 
the need for ongoing care can help reduce these adverse 
events. At the same time, the patients’ preparation for 
discharge was evaluated on the day of discharge, and 
the patients did not receive the same nursing care after 
discharge, so most patients still had the same prob-
lems and status as on the day of discharge. Therefore, it 
can be used as an indicator to assess patients’ continu-
ing care needs. Therefore, assessing the patient’s status 
at discharge and the need for continuing care can help 
to reduce these adverse events, which can be used as an 
indicator to assess patients’ continuing care needs. Readi-
ness for hospital discharge is the ability of a patient to 
recover further after leaving the hospital and to return to 
his or her family and society, potentially with the aid of 
a caregiver, following a comprehensive physical, psycho-
logical and social assessment by healthcare workers [20]. 
Discharge readiness is used to measure whether a patient 
needs continuing care. Readiness for hospital discharge is 
an important predictor of quality of recovery, and accu-
rate assessment of readiness for discharge can prevent 
premature discharge, reduce the incidence of post-dis-
charge complications and readmission rates, and save on 
healthcare resources and costs [20, 21].

This study was conducted on data associated with 
a central Chinese county of 1  million people (County 
Z, which we refer to “County Z” because the data pro-
vider does not want to disclose the name of the county) 
in order to measure the probability of patients requir-
ing continuing care and factors influencing the need for 
such continuing care. Specific care needs for patients dis-
charged from local medical centers were then analyzed. 
This analysis is useful not only for those involved in 
developing systems of continuing care in rural China, but 
also for those seeking evidence to support the optimiza-
tion of health care systems in other LMICs.
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Research subject and methodology
Study design
Medical Center M has 1,500 open beds and provides 
most of the healthcare services offered in County Z. 
All patients presenting with severe cases in County Z 
are admitted to this medical center, meaning that there 
is a high concentration of local inpatients with a need 
for post-discharge continuing care. Medical Center M 
launched a continuing care program in 2019 to provide 
care to residents in or near the host county. The program 
covers a number of services, including basic care, spe-
cialty care, and health guidance, all of which are intended 
to meet the needs of discharged patients in terms of con-
tinuing care services. The vast majority of such services 
must be provided by professional medical and nursing 
staff, with patients and families not normally being able 
to do this. The program is provided through charging 
fees for continuing care services, with prices set to be the 
same or slightly lower than the price of services in the 
same tier of medical institutions.

The Regional Medical Center uses Readiness for Hos-
pital Discharge Scale (RHDS) to assess whether patients 
need further care after discharge (Table  1). The RHDS 
was developed by Weiss et al. [20] in 2006, following 
which it was translated into Chinese by Youhua Lin [22] 
in Taiwan. It not includes factors related to availability 
of resources in the community. Discharge readiness was 
originally used to assess a patient’s discharge readiness. 
Patients can be discharged if they are well prepared, oth-
erwise discharge is not recommended. Medical Center M 
modified the form after in-hospital expert evaluation to 
assess patients’ needs for nursing services after discharge. 
The nurse assessed patients at discharge on the basis of 
Table  1. This assessment is routine and the assessment 
process is standardized. And combined with patients 
still exist in the nursing problems, to assess the needs of 
patients for continued care. Assessment scores are avail-
able and all data are secondhand from hospital databases.

In the case of the patients whose data made up the 
database considered for this study, each patient was 
assessed with a scale within four hours of scheduled 
discharge. The total possible obtainable score is 18; the 
higher the patient’s score, the lesser the readiness for dis-
charge and the greater the need for continuing care. The 
experts in the hospital agreed that scores ≥ 8 were consid-
ered as indicating that the patient was poorly prepared 
for discharge and required further nursing-based services 
following discharge.

Data sources
For this study, a database was obtained containing care 
information relating to patients discharged between 
May and July 2022 from Medical Center M in County Z. 
After outliers and missing values were deleted, all desen-
sitized data were included in the analysis. The data ana-
lyzed in this study includes basic patient information, 
disease-related information, and information on readi-
ness for hospital discharge. The basic patient information 
included patient code, age, gender, marital status, occu-
pation, education level, medical payment method, etc. 
Disease-related information included patient’s admis-
sion source, admission mode, visit purpose, primary dis-
ease, etc. Information on readiness for hospital discharge 
included patients’ discharge readiness score, care-related 
problems, whether the individual needed to receive con-
tinuing care, and specific care items.

These medical records come from the hospital’s nurs-
ing system. Basic patient information, disease-related 
information come from the front page of the patient’s 
nursing record. Nurses record this information by con-
ducting a patient assessment on the day of the patient’s 
hospitalization, and it can be continuously supplemented 
during the patient’s hospitalization. The nurse evaluates 
information about readiness for hospital discharge at 

Table 1 Readiness for hospital discharge scale
Evaluating 
standard

Scores Items

Awareness 0 Sober
1 Hypersomnia
2 Lethargy
3 Coma

Mobility 0 Completely autonomous activity
1 Less than 50% of waking time is confined to 

the bed or chair
2 More than 51% of waking time is confined 

to the bed or chair
3 Unable to provide self-care, completely 

confined to the bed or chair
Urination 0 Normal

1 Occasional incontinence (≤ 2 times)
2 Incontinence (≥ 3 times/day)
3 Indwelling urethral tube or cystostomy tube

Stool 0 Normal
1 Occasional incontinence or auxiliary defeca-

tion (≤ 2 times)
2 Incontinence (≥ 3 times/day)
3 Artificial anus

Patient’s self-
care/family’s 
caregiving 
ability

0 Having the ability to self-care
1 Patients cannot self-care, family members 

can help complete
2 Patients and their families lack some capac-

ity to care but can seek resources
3 Patients and their families lack the capacity 

to care for patients and seek resources
Diet 0 Normal

1 Dysphagia, can be taken orally
2 Dysphagia, can be feeding orally (IOE)
3 Indwelling gastric tube, jejunal tube, 

gastrostomy
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discharge. Doctors and nurses do not take the RHDS as a 
standard to measure whether patients can be discharged 
from hospital. Nurses use the results to guide the nurs-
ing measures that patients should receive after discharge, 
such as home-based gastric tube replacement and so on.

Inclusion criteria: (1) Discharged between May and July 
2022. (2) Age ≥ 18 years.

Exclusion criteria: (1) Pregnant and maternal patients. 
(2) Not the last discharge data.

Statistical methods
Statistical analysis was performed using Stata 16.0. Count 
data were expressed in terms of frequency and propor-
tion; and linear regression analysis was used to analyze 
the factors influencing the need for continuing care. The 
model was specified as follows:

 y = β0 + β1x1 + · · · + βixi + γ

y  is the score indicating readiness for hospital discharge, 
β0 is the constant term, xi  represent, respectively, gen-
der, age group, education level, marital status, source of 
admission, mode of admission, purpose of visit, occupa-
tion, medical payment method, and major diagnostic cat-
egories. βi  are the corresponding regression coefficients. 
γ  represents the random error term. P < 0.05 is consid-
ered a statistically significant difference. Before conduct-
ing linear regression, the included independent variables 
were diagnosed for covariance to avoid multicollinearity. 
Tolerance was specified as > 0.1 and the variance inflation 
factor was specified as < 10, and there was no multicol-
linearity among the independent variables.

Results
General information
The total number of hospital discharges from May to 
July was 7,182. Patients with multiple hospitalizations 
were included in the analysis according to the assessment 
results at the last discharge, totaling 6,675. After pro-
cessing of abnormal and missing values, 3,791 patients 
were ultimately included in the analysis according to the 
study inclusion criteria. 1,801 of these were females and 
1,990 were males. The classification criteria relating to 
age group were based on the classification method used 
by the World Health Organization [23, 24], with more 
than half of the sample comprising middle age and young 
elderly people. The educational level of the discharged 
patients was low, with more than 80% having received 
only a junior high school education or below. The vast 
majority of patients were married. Regarding the source 
of admission, 76.55% of patients were admitted through 
non-emergency sources. Walk-in patients predomi-
nated, and more than 90% of patients did not undergo 
surgery during their hospitalization. 75.44% of patients 

were farmers, and more than half paid for their treat-
ment using new rural cooperative medical insurance. The 
major diagnostic categories were classified according to 
ICD-10 [25], with more than 1/3 of the patients having 
circulatory and diseases of the digestive system; fewer 
patients fell into other categories for major diseases. The 
details are provided in Table 2.

Readiness for hospital discharge of patients
Table  3 demonstrates the discharge readiness scores 
of the patients. With respect to the total score, females 
(1.46) and males (1.51) were found to have similar scores, 
but females were slightly better prepared than males; 
with increasing age, the score was significantly higher in 
long-lived elderly patients than in youth patients, at 5.14 
points; the scores were similar among patients with dif-
ferent levels of education; married patients (1.50) had a 
slightly higher score than never married patients (1.13); 
emergency admissions were significantly higher than 
non-emergency admissions, at 2.36 points; scores were 
significantly higher for patients admitted in stretchers 
or on wheelchairs than for patients admitted on foot, 
at 3.22, 2.93, and 0.92 points, respectively; scores were 
similar for surgical and non-surgical patients; scores 
were also similar for patients of different occupations 
and using different healthcare payment methods. The 
scores of the patients with different major diagnoses dif-
fered greatly. The highest score of 2.20 was for the major 
diagnostic category of injury, poisoning and certain other 
consequences of external causes; the lowest score of 
0.56 was for the major diagnostic category of endocrine, 
nutritional and metabolic diseases.

In the subcategories of discharge readiness score, 
patients had the highest scores in relation to their abili-
ties in terms of self-care/family care, with scores ranging 
from 0.4 to 2.29 points and the worst readiness. The next-
highest scores related to mobility, urination and stool, 
with moderate readiness. The lowest scores, indicating 
the greatest level of readiness, related to patient aware-
ness and diet, both with scores < 0.24.

In this study, a total of 123 patients (3.25%) had a total 
score of ≥ 8. The final assessment of the patient before 
discharge was taken to represent that patient’s health 
status at the time of discharge, with the care problems 
affecting that patient at that time constituting the nurs-
ing-related needs that the patient had post-discharge. 
Patients with a discharge readiness score of ≥ 8 had a total 
of 70 nursing problems, with the sum of the top 10 nurs-
ing problems accounting for 56.2%. These were: infection, 
risk of falls, impaired respiratory clearance, altered abil-
ity to care for oneself in daily life, altered blood pressure, 
risk of impaired skin integrity, physical activity dysfunc-
tion, impaired skin integrity, risk of accidental aspiration, 
and electrolyte imbalance (see Appendix 1, Additional 
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Table 2 General information relating to patients discharged from the hospital between May and July 2022
Items Categories Cases Proportion(%)
Gender Female 1801 47.51

Male 1990 52.49
Age group Youth(≤44) 755 19.92

Middle age(45–59) 1080 28.49
Young elderly(60–74) 1259 33.21
Elderly(75–89) 655 17.28
Long-lived elderly(≥90) 42 1.11

Education level Elementary school and below 1979 52.20
Junior high school 1181 31.15
Secondary or high school 384 10.13
College 142 3.75
Bachelor’s degree and above 105 2.77

Marital status Never married 178 4.70
Married 3613 95.30

Source of 
admission

Non-emergency sources 2902 76.55
Emergency sources 889 23.45

Mode of 
admission

Walk 2804 73.96
Stretcher 548 14.46
Wheelchair 439 11.58

Purpose of visit Non-surgical 3553 93.72
Surgical 238 6.28

Occupation Farmer 2860 75.44
Self-employed 294 7.76
Retired (resigned) person 140 3.69
Worker 140 3.69
Other 357 9.42

Medical payment 
method

New rural cooperative medical insurance 2116 55.82
Basic medical insurance for urban residents 1012 26.69
Basic medical insurance for urban workers 338 8.92
fully self-paid 285 7.52
Other 40 1.06

Major diagnostic 
categories

Certain infectious and parasitic diseases 58 1.53
Neoplasms 233 6.15
Diseases of the blood and blood-forming organs and certain disorders involving the immune 
mechanism

42 1.11

Endocrine, nutritional and metabolic diseases 218 5.75
Mental and behavioral disorders 16 0.42
Diseases of the nervous system 332 8.76
Diseases of the eye and adnexa 49 1.29
Diseases of the ear and mastoid process 145 3.82
Diseases of the circulatory system 1010 26.64
Diseases of the respiratory system 216 5.70
Diseases of the digestive system 481 12.69
Diseases of the skin and subcutaneous tissue 16 0.42
Diseases of the musculoskeletal system and connective tissue 99 2.61
Diseases of the genitourinary system 256 6.75
Congenital malformations, deformations and chromosomal abnormalities 11 0.29
Symptoms, signs and abnormal clinical and laboratory findings, not elsewhere classified 44 1.16
Injury, poisoning and certain other consequences of external causes 303 7.99
Factors influencing health status and contact with health services 262 6.91
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Items Categories Total scores
(Mean + SD)

Awareness
(Mean + SD)

Mobility
(Mean + SD)

Urination
(Mean + SD)

Stool
(Mean + SD)

Patient’s self-care/
family’s caregiving 
ability
(Mean + SD)

Diet
(Mean + SD)

Total 1.49 + 2.30 0.03 + 0.28 0.38 + 0.83 0.14 + 0.61 0.04 + 0.27 0.83 + 0.87 0.07 + 0.41
Gender Female 1.46 + 2.12 0.02 + 0.21 0.37 + 0.82 0.10 + 0.51 0.03 + 0.26 0.87 + 0.86 0.06 + 0.36

Male 1.51 + 2.45 0.04 + 0.33 0.38 + 0.84 0.18 + 0.68 0.04 + 0.29 0.79 + 0.87 0.08 + 0.45
Age group Youth(≤44) 0.91 + 1.58 0.01 + 0.16 0.22 + 0.64 0.09 + 0.49 0.01 + 0.10 0.56 + 0.75 0.03 + 0.27

Middle age(45–59) 1.00 + 1.70 0.01 + 0.16 0.26 + 0.70 0.08 + 0.48 0.02 + 0.19 0.60 + 0.78 0.03 + 0.28
Young elderly(60–74) 1.58 + 2.32 0.04 + 0.31 0.39 + 0.84 0.15 + 0.61 0.05 + 0.30 0.89 + 0.84 0.07 + 0.40
Elderly(75–89) 2.55 + 3.01 0.07 + 0.41 0.65 + 1.01 0.28 + 0.81 0.09 + 0.40 1.29 + 0.91 0.17 + 0.62
Long-lived elderly(≥90) 5.14 + 3.51 0.24 + 0.69 1.50 + 1.13 0.62 + 1.13 0.24 + 0.53 2.29 + 0.77 0.26 + 0.80

Education 
level

Elementary school and 
below

1.78 + 2.52 0.04 + 0.30 0.46 + 0.90 0.16 + 0.64 0.05 + 0.30 0.97 + 0.90 0.10 + 0.49

Junior high school 1.19 + 1.99 0.02 + 0.22 0.30 + 0.75 0.13 + 0.58 0.03 + 0.25 0.68 + 0.83 0.03 + 0.29
Secondary or high 
school

1.27 + 2.20 0.05 + 0.35 0.33 + 0.80 0.12 + 0.55 0.04 + 0.28 0.70 + 0.79 0.04 + 0.34

College 0.85 + 1.29 0.01 + 0.08 0.14 + 0.50 0.13 + 0.61 -- 0.54 + 0.75 0.03 + 0.27
Bachelor’s degree and 
above

1.02 + 1.51 0.03 + 0.29 0.22 + 0.57 0.09 + 0.50 -- 0.69 + 0.79 --

Marital 
status

Never married 1.13 + 1.76 0.02 + 0.22 0.31 + 0.77 0.03 + 0.28 0.01 + 0.15 0.70 + 0.80 0.06 + 0.39
Married 1.50 + 2.32 0.03 + 0.28 0.38 + 0.83 0.15 + 0.62 0.04 + 0.28 0.83 + 0.87 0.07 + 0.41

Source of 
admission

Non-emergency sources 1.22 + 1.89 0.02 + 0.19 0.29 + 0.71 0.12 + 0.56 0.03 + 0.24 0.73 + 0.81 0.04 + 0.30
Emergency sources 2.36 + 3.14 0.08 + 0.46 0.67 + 1.07 0.23 + 0.75 0.08 + 0.36 1.15 + 0.97 0.16 + 0.63

Mode of 
admission

Walk 0.92 + 1.39 0.003 + 0.09 0.19 + 0.57 0.09 + 0.51 0.01 + 0.17 0.61 + 0.71 0.02 + 0.20
Stretcher 3.22 + 3.67 0.14 + 0.59 0.95 + 1.21 0.33 + 0.87 0.12 + 0.43 1.43 + 1.00 0.25 + 0.80
Wheelchair 2.93 + 2.93 0.07 + 0.41 0.88 + 1.06 0.23 + 0.72 0.11 + 0.45 1.49 + 0.93 0.14 + 0.56

Purpose of 
visit

Non-surgical 1.49 + 2.29 0.03 + 0.28 0.38 + 0.83 0.14 + 0.59 0.04 + 0.28 0.83 + 0.87 0.07 + 0.41
Surgical 1.40 + 2.34 0.04 + 0.34 0.33 + 0.80 0.24 + 0.80 0.01 + 0.09 0.72 + 0.92 0.07 + 0.44

Occupation Farmer 1.60 + 2.41 0.03 + 0.30 0.41 + 0.85 0.16 + 0.64 0.05 + 0.30 0.88 + 0.88 0.08 + 0.44
Self-employed 1.16 + 1.95 0.02 + 0.25 0.33 + 0.76 0.08 + 0.47 0.01 + 0.14 0.67 + 0.83 0.04 + 0.35
Retired (resigned) 
person

1.59 + 2.28 0.04 + 0.28 0.40 + 0.86 0.13 + 0.56 0.04 + 0.25 0.95 + 0.93 0.04 + 0.36

Worker 1.09 + 1.98 0.03 + 0.27 0.31 + 0.78 0.15 + 0.66 0.01 + 0.17 0.56 + 0.76 0.02 + 0.25
Other 0.91 + 1.46 0.01 + 0.16 0.22 + 0.62 0.06 + 0.42 0.01 + 0.11 0.61 + 0.76 0.01 + 0.17

Medical 
payment 
method

New rural cooperative 
medical insurance

1.48 + 2.23 0.02 + 0.24 0.38 + 0.82 0.15 + 0.63 0.04 + 0.29 0.82 + 0.87 0.06 + 0.39

Basic medical insurance 
for urban residents

1.48 + 2.43 0.05 + 0.34 0.36 + 0.80 0.13 + 0.60 0.04 + 0.27 0.82 + 0.85 0.09 + 0.46

Basic medical insurance 
for urban workers

1.38 + 2.22 0.03 + 0.25 0.30 + 0.78 0.16 + 0.65 0.04 + 0.27 0.80 + 0.88 0.05 + 0.37

fully self-paid 1.58 + 2.36 0.04 + 0.35 0.50 + 0.94 0.09 + 0.50 0.01 + 0.17 0.88 + 0.86 0.05 + 0.39
Other 2.33 + 2.52 0.03 + 0.16 0.85 + 1.23 0.08 + 0.35 0.05 + 0.22 1.25 + 0.95 0.08 + 0.47

Table 3 Scores of discharge readiness for patients discharged between May and July 2022



Page 7 of 11Liu et al. BMC Health Services Research          (2024) 24:308 

file 1). We reviewed the medical records of patients with 
scores greater than 8 and consulted nurses. Most of these 
patients were delirious or unable to take care of them-
selves, or were discharged with a tube. Upon discharge, 
the vast majority of these patients live at home and are 
cared for by family members or caregivers. The nurse will 
provide on-site care to the patient who is wearing the 

tube when the patient needs it, such as changing the gas-
tric tube.

Analysis of factors influencing readiness for discharge
Appendix 2 (see additional file 2) details the value assign-
ment of dependent and independent variables. All influ-
encing factors were included in the analysis and multiple 

Items Categories Total scores
(Mean + SD)

Awareness
(Mean + SD)

Mobility
(Mean + SD)

Urination
(Mean + SD)

Stool
(Mean + SD)

Patient’s self-care/
family’s caregiving 
ability
(Mean + SD)

Diet
(Mean + SD)

Major 
diagnostic 
categories

Certain infectious and 
parasitic diseases

1.21 + 2.43 0.02 + 0.13 0.34 + 0.89 0.07 + 0.41 0.05 + 0.29 0.62 + 0.83 0.10 + 0.55

Neoplasms 1.48 + 1.87 0.03 + 0.28 0.36 + 0.76 0.12 + 0.57 0.01 + 0.15 0.90 + 0.76 0.06 + 0.37
Diseases of the blood 
and blood-forming 
organs and certain 
disorders involving the 
immune mechanism

1.69 + 2.58 0.07 + 0.46 0.45 + 0.86 0.24 + 0.79 0.05 + 0.31 0.88 + 0.89 --

Endocrine, nutritional 
and metabolic diseases

0.56 + 1.22 -- 0.11 + 0.49 0.03 + 0.29 0.01 + 0.14 0.40 + 0.71 0.005 + 0.07

Mental and behavioral 
disorders

0.81 + 1.38 0.06 + 0.25 0.31 + 0.79 -- -- 0.44 + 0.63 --

Diseases of the nervous 
system

1.09 + 2.41 0.03 + 0.29 0.21 + 0.65 0.09 + 0.47 0.05 + 0.29 0.62 + 0.79 0.09 + 0.50

Diseases of the eye and 
adnexa

0.57 + 0.89 -- 0.06 + 0.24 -- -- 0.49 + 0.74 0.02 + 0.14

Diseases of the ear and 
mastoid process

0.58 + 0.74 -- 0.05 + 0.22 0.02 + 0.25 -- 0.50 + 0.54 0.01 + 0.08

Diseases of the circula-
tory system

1.50 + 2.48 0.04 + 0.33 0.36 + 0.82 0.11 + 0.52 0.05 + 0.28 0.84 + 0.85 0.10 + 0.46

Diseases of the respira-
tory system

2.14 + 3.47 0.09 + 0.44 0.56 + 1.03 0.25 + 0.77 0.08 + 0.38 0.91 + 1.06 0.25 + 0.80

Diseases of the digestive 
system

1.52 + 1.86 0.03 + 0.25 0.41 + 0.78 0.10 + 0.51 0.03 + 0.24 0.92 + 0.89 0.04 + 0.29

Diseases of the skin and 
subcutaneous tissue

1.19 + 1.11 -- 0.25 + 0.58 -- -- 0.94 + 0.68 --

Diseases of the musculo-
skeletal system and 
connective tissue

1.86 + 1.70 -- 0.71 + 0.98 -- -- 1.15 + 0.90 --

Diseases of the genito-
urinary system

1.79 + 2.51 0.01 + 0.19 0.33 + 0.85 0.66 + 1.23 0.04 + 0.26 0.74 + 0.89 0.02 + 0.20

Congenital malforma-
tions, deformations 
and chromosomal 
abnormalities

0.91 + 0.94 0.000 + 0.000 0.45 + 0.93 0.000 + 0.000 0.000 + 0.000 0.45 + 0.52 0.000 + 0.000

Symptoms, signs and 
abnormal clinical and 
laboratory findings, not 
elsewhere classified

1.27 + 2.51 0.000 + 0.000 0.36 + 0.87 0.11 + 0.54 0.05 + 0.21 0.68 + 0.93 0.07 + 0.45

Injury, poisoning and 
certain other conse-
quences of external 
causes

2.20 + 2.25 0.03 + 0.30 0.79 + 1.09 0.13 + 0.57 0.01 + 0.11 1.19 + 0.92 0.05 + 0.38

Factors influencing 
health status and con-
tact with health services

1.68 + 2.25 0.04 + 0.29 0.39 + 0.80 0.13 + 0.60 0.11 + 0.53 0.96 + 0.85 0.05 + 0.34

Table 3 (continued) 
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linear regression was performed to analyze the factors 
influencing readiness for discharge (table 4). The results 
showed that statistical significance is evident in respect 
of age group, mode of admission, occupation, and major 
diagnostic categories (P < 0.05). The relevant scores were 
0.572 (P < 0.01), 1.156 (P < 0.01), and 3.138 (P < 0.01) 
higher for young elderly, elderly, and long-lived elderly 
patients, respectively, compared to youth patients. For 
mode of admission, the scores were 1.727 (P < 0.01) and 
2.252 (P < 0.01) higher for patients admitted in wheel-
chairs or on stretchers, respectively, compared to 
patients admitted on foot. In terms of occupation, work-
ers’ score was 0.323 (P < 0.05) lower than that of farmers. 
In terms of major diagnostic categories, diseases of the 
circulatory system, with the highest number of patients, 
were selected as the control group. Statistical signifi-
cance was found in relation to diseases of the genitouri-
nary system, diseases of the musculoskeletal system and 
connective tissue, factors influencing health status and 
contact with health services, diseases of the respiratory 
system, neoplasms, injury, poisoning and certain other 
consequences of external causes, diseases of the digestive 
system, diseases of the blood and blood-forming organs 
and certain disorders involving the immune mechanism, 
congenital malformations, deformations and chromo-
somal abnormalities, diseases of the skin and subcutane-
ous tissue, with figures of 1.113 (P < 0.01), 0.936 (P < 0.01), 
0.837 (P < 0.01), 0.828 (P < 0.01), 0.752 (P < 0.01), 0.615 
(P < 0.01), 0.570 (P < 0.01), 0.950 (P < 0.01), 0.719 (P < 0.01) 
and 0.428 (P < 0.05), respectively, higher than for diseases 
of the circulatory system. Disease of the ear and mastoid 
process emerged as having a score lower than that of dis-
eases of the circulatory system by 0.500 (P < 0.01).

Discussion
This study is the first on the needs relating to continuing 
care of rural patients in Mainland China. Based on the 
data available, it was found that the probability of need-
ing a higher degree of continuing care after discharge was 
3.25%. Patients were less prepared in terms of self-care/
family’s caregiving ability and best prepared in terms 
of awareness and diet. Older patients with wheelchairs 
and stretchers had greater need for continuing care 
after discharge. In terms of major diagnostic categories, 
a greater need for continuing care following discharge 
emerged in the case of diseases of the genitourinary sys-
tem, diseases of the musculoskeletal system and connec-
tive tissue, factors influencing health status and contact 
with health services, diseases of the respiratory system, 
neoplasms, injury, poisoning and certain other conse-
quences of external causes, diseases of the digestive sys-
tem, diseases of the blood and blood-forming organs and 
certain disorders involving the immune mechanism, con-
genital malformations, deformations and chromosomal 

abnormalities, and diseases of skin and subcutaneous 
tissue.

Readiness for hospital discharged was found to be 
related to patients’ age group, mode of admission, occu-
pation, and major diagnostic categories. First, as patient’ 
age increases, readiness for discharge decreases, poten-
tially as a result of the decline in the physiological func-
tions of older patients. In this study, the older the age, 
the smaller the proportion of the age group. Paulina 
Hydzik et al. [26] concluded to a similar conclusion. Sec-
ond, patients admitted in wheelchairs or on stretchers 
were less able to take care of themselves and experienced 
worse readiness for discharge than patients admitted on 
foot. In terms of occupation, workers had a slightly higher 
readiness for discharge than farmers, with no significant 
differences for other occupations. This may be explained 
in terms of the slightly greater levels of awareness of the 
importance of healthcare among workers. Providing sup-
port for this position, Zhang Xia et al. [27] conclude that 
degree of readiness for discharge is lower among patients 
engaged in fishery, forestry, agriculture and animal hus-
bandry than among professional technical staff. Readi-
ness for discharge can also be seen to be different for 
different diseases. Compared with the control group of 
diseases of the circulatory system, relatively poor levels 
of readiness for discharge are evident for patients with 
diseases of the genitourinary system, diseases of the mus-
culoskeletal system and connective tissue, factors influ-
encing health status and contact with health services, 
diseases of the respiratory system, neoplasms, injury, 
poisoning and certain other consequences of external 
causes, diseases of the digestive system, diseases of blood 
and hematopoietic organs and certain abnormalities 
involving immune functions, congenital malformations, 
deformations and chromosomal abnormalities, and dis-
eases of skin and subcutaneous tissue. Patients with ear 
and mastoid disorders, on the other hand, appear to have 
experienced a higher level of readiness for discharge, 
most probably as a result of the characteristics and sever-
ity of the diseases such individuals suffer.

The result of the situation described above is that many 
needs for continuing care services remain unmet [28, 29], 
necessitating that more attention be paid to the needs of 
discharged patients in China and other LMICs. First, in 
the case of inpatients, caregivers can pay greater atten-
tion to older and/or stretcher- or wheelchair-admitted 
and farmer patients. It may also be beneficial to focus 
on patients with genitourinary disorders, diseases of the 
musculoskeletal system and connective tissue, factors 
affecting health status and excess to health services, dis-
eases of the respiratory system, neoplasms, and other dis-
eases with poor readiness for discharge, and to increase 
access to care services and educational guidance that 
would ideally be provided to patients during their stay 
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Table 4 Results of linear regression analysis
Variables Regression 

coefficient
Stan-
dard 
error

t P 95%CI
Lower 
limit

Upper 
limit

Gender (control = female)
 Male 0.124* 0.065 -1.905 0.057 -0.004 0.252
Age group (control = youth)
 Middle age 0.128 0.086 -1.478 0.139 -0.042 0.297
 Young elderly 0.572*** 0.101 -5.657 < 0.001 0.373 0.770
 Elderly 1.156*** 0.138 -8.346 < 0.001 0.884 1.427
 Long-lived elderly 3.138*** 0.533 -5.893 < 0.001 2.094 4.182
Education level (control = elementary school and below)
 Junior high school -0.038 0.081 -0.472 0.637 -0.196 0.120
 Secondary or high school 0.115 0.129 -0.890 0.373 -0.139 0.369
 College -0.102 0.156 -0.655 0.512 -0.407 0.203
 Bachelor’s degree and above 0.176 0.189 -0.928 0.353 -0.195 0.547
Marital status (control = never married)
 Married 0.047 0.151 -0.314 0.753 -0.248 0.343
Source of admission (control = non-emergency sources)
 Emergency sources -0.103 0.134 -0.772 0.440 -0.366 0.159
Mode of admission (control = walk)
 Stretcher 2.252*** 0.193 -11.689 < 0.001 1.874 2.630
 Wheelchair 1.727*** 0.145 -11.926 < 0.001 1.443 2.011
Purpose of visit (control = non-surgical)
 Surgical 0.294* 0.155 -1.9 0.057 -0.009 0.597
Occupation (control = farmer)
 Self-employed -0.108 0.118 -0.914 0.361 -0.339 0.124
 Retired (resigned) person -0.305 0.192 -1.586 0.113 -0.682 0.072
 Worker -0.323** 0.162 -1.996 0.046 -0.640 -0.006
 Other -0.115 0.100 -1.150 0.250 -0.310 0.081
Medical payment method (control = new rural cooperative medical insurance)
 Basic medical insurance for urban residents 0.070 0.080 -0.873 0.383 -0.087 0.227
 Basic medical insurance for urban workers -0.012 0.125 -0.096 0.924 -0.257 0.233
 Fully self-paid -0.085 0.176 -0.484 0.628 -0.430 0.260
 Other 0.231 0.340 -0.679 0.497 -0.436 0.898
Major diagnostic categories (control = diseases of the circulatory system)
 Certain infectious and parasitic diseases -0.010 0.274 -0.036 0.971 -0.547 0.527
 Neoplasms 0.752*** 0.13 5.785 < 0.001 0.497 1.007
 Diseases of the blood and blood-forming organs and certain disorders involving 
the immune mechanism

0.950*** 0.357 2.663 0.008 0.250 1.649

 Endocrine, nutritional and metabolic diseases -0.117 0.096 -1.213 0.225 -0.305 0.072
 Mental and behavioral disorders 0.207 0.315 0.657 0.511 -0.411 0.825
 Diseases of the nervous system -0.042 0.139 -0.303 0.762 -0.314 0.230
 Diseases of the eye and adnexa -0.259* 0.143 -1.813 0.070 -0.538 0.021
 Diseases of the ear and mastoid process -0.500*** 0.114 -4.376 < 0.001 -0.725 -0.276
 Diseases of the respiratory system 0.828*** 0.209 3.955 < 0.001 0.417 1.238
 Diseases of the digestive system 0.570*** 0.111 5.119 < 0.001 0.352 0.788
 Diseases of the skin and subcutaneous tissue 0.428** 0.214 1.997 0.046 0.008 0.849
 Diseases of the musculoskeletal system and connective tissue 0.936*** 0.187 4.995 < 0.001 0.569 1.304
 Diseases of the genitourinary system 1.113*** 0.164 6.801 < 0.001 0.792 1.434
 Congenital malformations, deformations and chromosomal abnormalities 0.719*** 0.274 2.625 0.009 0.182 1.256
 Symptoms, signs and abnormal clinical and laboratory findings, not elsewhere 
classified

0.047 0.309 0.154 0.878 -0.558 0.653

 Injury, poisoning and certain other consequences of external causes 0.615*** 0.176 3.492 < 0.001 0.270 0.961
 Factors influencing health status and contact with health services 0.837*** 0.147 5.71 < 0.001 0.550 1.125
 Intercepts 0.070 0.194 0.36 0.719 -0.310 -0.450
***P < 0.01, **P < 0.05, *P < 0.1
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in hospital. This would help to promote patient recovery, 
improve readiness for discharge, and reduce the need 
for continuing care services. Patients with scores greater 
than 8 are usually delirious or using tubes. On the basis 
of the above-mentioned relevant factors, if patients are 
also delirious or using the pipeline, then these patients 
will be the focus of attention.

Secondly, provide timely and appropriate continuing 
care after discharge. The perfect continuing nursing ser-
vice can effectively alleviate the patient’s condition [30, 
31]. According to the patients’ existing nursing problems, 
the corresponding nursing measures should be given to 
the patients after discharge. Universal services include 
systematic and comprehensive care assessment, as well 
as health education services. Targeted measures were 
provided, including replacement of gastric tubes and uri-
nary catheters, control of infection, prevention of falls, 
frequency of patient care by patients’ families, regular 
blood pressure measurement, and timely back patting. 
China has established a long-term care insurance system, 
basically covering the above-mentioned content. How-
ever, there are differences in policy coverage among dif-
ferent regions due to the different speed of promotion. 
Therefore, we should further expand the scope of long-
term care insurance pilot projects, optimize payment 
standards, and expand the coverage of the population. 
Improve pilot policies in a timely manner according to 
the results of pilot cities, and promote the implementa-
tion of long-term care insurance nationwide.

It is also suggested that there would be merit in 
strengthening publicity and education around continu-
ing care services. Many patients continuing to have a low 
level of knowledge regarding continuing care services. 
Economic pressure can also inhibit the willingness of 
patients to obtain continuing care services, self-financed, 
retired patients with low demand for continuing care ser-
vices [23].

There are some limitations. First, the data came from 
a local medical center. The medical service level of dif-
ferent regions in China is different. This conclusion 
should therefore be applied with caution. Second, there 
is no uniform continuous care needs assessment scale 
in China, this study uses RHDS approximate assess-
ment. There is no assessment of the medical services 
received by patients after discharge, and the use effect of 
the RHDS after discharge needs to be further explored. 
Third, in some of the studies on discharge readiness, 
researchers used tools such as the activity of daily living 
to assess self-care ability, including information about 
potential care available to patients outside the hospital, 
such as the number of children. However, due to data 
limitations, this study does not contain such information.

Conclusions
As with many LMICs, bridging the fragmentation of 
health services is a central task in the reform of China’s 
health care system, and the development of continuing 
care is certainly an important initiative. In China, some 
patients discharged from medical centers in rural areas 
experience a need for some form of continuing care. 
Establishing a supply system for continuing care service 
in rural areas as soon as possible and ensuring an appro-
priate point of interface with inpatient services may be an 
area of priority in terms of improving healthcare provi-
sion in rural China. This goal would also be furthered by 
the provision of long-term care insurance benefit pack-
ages that are appropriately complemented by the estab-
lishment of coverage for continuing care services in rural 
areas.

Abbreviations
RHDS  Readiness for Hospital Discharge Scale
LMICs  Low- and middle-income countries

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s12913-024-10729-2.

Supplementary Material 1

Supplementary Material 2

Acknowledgements
The authors would like to express our appreciation to Ms. Zhang Jie and Mr. 
Guan Hongcai for their help in collecting the data.

Author contributions
HL drafted the manuscript and conducted the statistical analysis. WJ 
conceived the study. WJ and LY involved in designing and interpreting the 
data. LY, JH and QX performed the data preparation. JH and QX participated in 
statistical analysis. ZW participated in paper writing. All authors have read and 
approved the final version. WJ is the first corresponding author and LY is the 
second corresponding author.

Funding
This study was funded by National Natural Science Foundation of China (Grant 
No. 72,174,007). The funding source did not play a role in the design and 
conduct of the study; collection, management, analysis, and interpretation of 
data; preparation in writing or submitting the manuscript.

Data availability
The datasets generated and/or analyzed during the current study are 
not publicly available due to legal restrictions but are available from the 
corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
Ethical approval for this study was obtained from Peking University (IRB 
number: IRB00001052-23020). All methods were carried out in accordance 
with relevant guidelines and regulations (declaration of Helsinki). Informed 
consent was obtained from all subjects and/or their legal guardian(s).

Consent for publication
Not applicable.

https://doi.org/10.1186/s12913-024-10729-2
https://doi.org/10.1186/s12913-024-10729-2


Page 11 of 11Liu et al. BMC Health Services Research          (2024) 24:308 

Competing interests
The authors declare no competing interests.

Received: 1 April 2023 / Accepted: 15 February 2024

References
1. Jaarsma T, Halfens R, Huijer Abu-Saad H, Dracup K, Gorgels T, van Ree J, et 

al. Effects of education and support on self-care and resource utilization in 
patients with heart failure. Eur Heart J. 1999;20(9):673–82.

2. Anderson C, Deepak BV, Amoateng-Adjepong Y, Zarich S. Benefits of 
comprehensive inpatient education and discharge planning combined with 
outpatient support in elderly patients with congestive heart failure. Congest 
Heart Fail. 2005;11(6):315–21.

3. Nurjono M, Shrestha P, Ang IYH, Shiraz F, Yoong JS, Toh SES, et al. Implemen-
tation fidelity of a strategy to integrate service delivery: learnings from a 
transitional care program for individuals with complex needs in Singapore. 
BMC Health Serv Res. 2019;19(1):177.

4. Panno JM, Kolcaba K, Holder C. Acute care for elders (ACE): a holistic model 
for geriatric orthopaedic nursing care. Orthop Nurs. 2000;19(6):53–60.

5. Geraedts M, Heller GV, Harrington CA. Germany’s long-term-care 
insurance: putting a social insurance model into practice. Milbank Q. 
2000;78(3):375–401.

6. Jun T. Long-term care insuvance: International Experience and Model Choice. 
J Chin Acad Gov. 2016(05):42–8.

7. National Health Insurance Bureau MoF. National Health Insurance Bureau, 
Ministry of Finance on the expansion of long-term care insurance system 
pilot guidance 2020 [Available from: http://www.nhsa.gov.cn/art/2020/9/16/
art_37_3586.html.

8. Kaur P, Borah PK, Gaigaware P, Mohapatra PK, NK RD, Uike PV et al. Prepared-
ness of primary & secondary care health facilities for the management of 
non-communicable diseases in tribal population across 12 districts in India. 
Indian J Med Res. 2023.

9. Qiong W, Hongguang L, Jiawei G, Xiaoyan Z. Enlightenment of experience of 
Preventive Health Care abroad to Establish Chinese Characteristic Preventive 
Health Network. Med Soc (Berkeley). 2018;31(08):1–4.

10. Fangli L. The applied Research of Nursing environment theory in admission 
nursing and discharge nursing. [Master]: Shihezi University; 2007.

11. Cichowitz C, Pellegrino R, Motlhaoleng K, Martinson NA, Variava E, Hoffmann 
CJ. Hospitalization and post-discharge care in South Africa: a critical event in 
the continuum of care. PLoS ONE. 2018;13(12):e0208429.

12. Yan X, Yanru S, Jingna M, Yanhong C, Wei L, Jia F. PICC Catheter Infection 
outside the hospital survey of maintenance. Chin J Clin Ration Drug Use. 
2011;4(25):105–6.

13. Siyao Y. Effect of Continuing Nursing Service in the management of patients 
with peritoneal Dialysis at Home. Guide China Med. 2022;20(11):187–9.

14. Yuchun L, Yuxiang Z, Hongan K, Xiaoping Y, Boyan C, Shufen Y. A survey of 
misperception by caregivers. Chin J Nurs. 2003(06):80–1.

15. Biji X, Yijun F, Xiulian F, Peixuan G. Survey on family nursing condition of 
patients undergoing tracheotomy and with long-term intratracheal tube. J 
Nurs Rehabilitation. 2011;10(05):377–8.

16. Chen M, Li R, Chen Y, Ding G, Song J, Hu X, et al. Unmet supportive care 
needs and associated factors: evidence from 4195 cancer survivors in Shang-
hai, China. Front Oncol. 2022;12:1054885.

17. Brown CL, Menec V. Health, Social, and functional characteristics of older 
adults with Continuing Care needs: implications for Integrated Care. J Aging 
Health. 2019;31(7):1085–105.

18. Yujing D, Shaomei S, Li Y, Shuxiao H. The progress of continuing care in 
foreign countries. Chin Nurs Manage. 2012;12(09):20–3.

19. Mingzhu X. To explore a new model of continuous cancer care based onone-
stop Patient Resource Center. J Nurses Train. 2014;29(17):1573–6.

20. Weiss ME, Piacentine LB, Lokken L, Ancona J, Archer J, Gresser S, et al. Per-
ceived readiness for hospital discharge in adult medical-surgical patients. Clin 
Nurse Spec. 2007;21(1):31–42.

21. Huan L, Ning N, Yongming T. Nursing of readiness for hospital discharge:a 
review of the literature. Chin J Practical Nurs. 2017;33(17):1357–60.

22. Lin YH, Kao CC, Huang AM, Chi MT, Chou FH. Psychometric testing of the 
Chinese version of the readiness for hospital discharge scale. Hu Li Za Zhi. 
2014;61(4):56–65.

23. Yanran C, Xiaoyan C, Jun W. Survey and Analysis on needs for continuing 
nursing of patients undergoing ambulatory surgeries in urinary surgery 
departments. Shanghai Nurs. 2022;22(06):35–9.

24. TostPost. Old age according to the who classification - is how much? What 
age is considered elderly? 2018 [Available from: https://tostpost.com/
health/3879-old-age-according-to-the-who-classification---is-how-much-
what-age-is-.html.

25. WHO, ICD-. 10 Version:2010 2010 [Available from: https://icd.who.int/
browse10/2010/en.

26. Hydzik P, Kolarczyk E, Kustrzycki W, Kubielas G, Kałużna-Oleksy M, Szczepa-
nowski R et al. Readiness for discharge from hospital after myocardial infarc-
tion: a cross-sectional study. Int J Environ Res Public Health. 2021;18(13).

27. Xia Z, Fengli T, Xingdong C, Zhixia J, Haiyan L, Xiaomin L. Analysis of status 
quo and influencing factors of discharge preparation degree of ophthalmic 
patients. Chin Gen Pract Nurs. 2021;19(16):2276–9.

28. Hughes AK, Woodward AT, Fritz MC, Swierenga SJ, Freddolino PP, Reeves 
MJ. Unmet needs of US Acute Stroke survivors enrolled in a transitional care 
intervention trial. J Stroke Cerebrovasc Dis. 2020;29(2):104462.

29. Brooks L, Stolee P, Elliott J, Heckman G. Transitional care experiences of 
patients with hip fracture across different Health Care settings. Int J Integr 
Care. 2021;21(2):2.

30. Yinsi G, Weihua Y, Zaiqiong L, Yimin Z. Practical exploration on internet plus 
four-aspect coordinationcontinued nursing integration model. Nurs Pract 
Res. 2016;13(23):145–7.

31. Chu C, Cuihong Z, Min Z, Jianhui J, Longgui Z. Implementing home visit to 
improve treatment compliance of community hypertension patients. Chin 
Nurs Manage. 2015;15(02):186–90.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations.

http://www.nhsa.gov.cn/art/2020/9/16/art_37_3586.html
http://www.nhsa.gov.cn/art/2020/9/16/art_37_3586.html
https://tostpost.com/health/3879-old-age-according-to-the-who-classification---is-how-much-what-age-is-.html
https://tostpost.com/health/3879-old-age-according-to-the-who-classification---is-how-much-what-age-is-.html
https://tostpost.com/health/3879-old-age-according-to-the-who-classification---is-how-much-what-age-is-.html
https://icd.who.int/browse10/2010/en
https://icd.who.int/browse10/2010/en

	Measuring the continuing care needs of inpatients in rural China
	Abstract
	Background
	Research subject and methodology
	Study design
	Data sources
	Statistical methods

	Results
	General information
	Readiness for hospital discharge of patients
	Analysis of factors influencing readiness for discharge

	Discussion
	Conclusions
	References


