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Introduction: The challenges associated with equitable healthcare access are often more pronounced for individuals living in rural 
and remote locations, compared to those in metropolitan locations. This study examined the health care transitions of rural- and 
remote-living patients with on-going sub-acute needs, following acute hospital discharge. This was done with the aim of exploring 
these patients’ experiences of client-centeredness and continuity of care, and identifying common challenges faced by rural and remote 
sub-acute patients accessing and transitioning to and through sub-acute care in a non-metropolitan context.
Materials and Methods: Semi-structured interviews were conducted with 37 sub-acute patients. A qualitative descriptive approach 
was used to analyze the interview data and explore key emergent themes in relation to client-centeredness, continuity of care, and sub- 
acute transition challenges.
Results: Interview participants’ average length of stay in sub-acute care was 31.6 days (range = 8–86 days), with most transitioning 
from larger regional and metropolitan hospitals to on-going rural or remote sub-acute care (n = 19; 53%). Client-centeredness was 
primarily characterized by the quality of interpersonal experiences with staff, patient and familial involvement in care planning, and 
the degree to which patients felt their wishes were respected and advocated for. Continuity of care was characterized by access to and 
participation in rehabilitation services, and access to family and social supports. Challenges associated with sub-acute transitions were 
explored.
Discussion: The findings suggest important implications for health care providers, including the need to implement earlier and more 
frequent opportunities for patient involvement throughout the sub-acute journey. The results offer a unique perspective on the way that 
continuity of care is experienced and conceptualized by rural and remote patients, suggesting a revision of what is required to achieve 
equitable care continuity for rural and remote residents receiving care far from home.
Conclusion: It is pertinent for health care providers to consider the unique complexities associated with accessing on-going health 
care as a rural or remote Australian resident, and to develop mechanisms that support equitable access and continuity and facilitate 
continuity of care closer to home.
Keywords: care transitions, equitable access, health care access, non-metropolitan, patient discharge, rehabilitation

Introduction
Sub-acute care is an important transition of care for many people following an acute injury or illness, and the need for 
effective and reliable transition protocols – both into, out of, and through sub-acute care – is a critical component of 
effective and equitable healthcare provision.1,2 Sub-acute care has been shown to support greater functional outcomes for 
patients through access to rehabilitation services, regular follow-ups and support networking, multi-disciplinary engage-
ment, and individualized care planning, beyond the point of acute hospital discharge.2 Despite these benefits, there are 
persistent challenges associated with enabling effective sub-acute transitions which, in the context of rural and remote 
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health care, are often characterised by geographical isolation, proximity constraints, and poorer access to specialized care 
close to home. Sub-acute transition challenges are further precipitated and perpetuated by system constraints,3 incon-
sistent accessibility and availability of services,1,4 insufficient patient and familial involvement,3 and breakdowns in 
continuity of care, communication transference, and patient information sharing.3,5

The challenges associated with equitable healthcare access are often considered to be more pronounced for 
individuals living in rural locations.6–8 Previous studies have acknowledged inequities in the number of available 
services9–11 as well as the number of primary health and specialized physicians available in metropolitan compared to 
rural areas.9,12,13 As well, the provision of rehabilitation services – both in an inpatient and an outpatient capacity – is 
often more limited in rural areas, with considerably greater variability in the number, type, and availability of nursing and 
other allied health services, which often perpetuates the need for non-metropolitan residents to travel further from home 
to receive necessary care.11,13,14 Inequities in service access and provision are even further exacerbated for those living in 
remote communities.15

The Transition to Sub-Acute (T2SA)16 initiative was developed with the aim of delivering client-centered and seamless 
care for patients residing outside of metropolitan areas, receiving sub-acute and rehabilitation care in regional centers. The 
primary aim of this initiative, led by allied health professionals, is to facilitate the equitable and accessible provision of sub- 
acute services and expedite care closer to home. In the initial phase, a qualitative evaluation of the implementation and impact 
of the T2SA project was undertaken, focusing on the perspectives of allied health practitioners and managers, and other 
stakeholders, across Central Queensland Hospital and Health Service (HHS), Central West HHS, Townsville HHS, and North- 
West HHS.16 These findings highlighted multiple professional, procedural, organisational, and patient-related benefits 
associated with the T2SA initiative, as well as several structural, governance, and professional culture barriers, and the 
need for on-going procedural and practical supports to sustain its continuation. In the second phase, a second evaluation was 
undertaken, this time exploring patients’ sub-acute transition journeys following acute hospitalization, through semi- 
structured interviews with a sample of patients with on-going sub-acute care requirements.

In the current study, we present the findings of this second phase, reporting on the transition experiences of patients 
involved in the T2SA project across HHS locations in Central and North-West Queensland, Australia. The main objective 
of this qualitative descriptive study was to describe rural- and remote-based patients’ experiences of client-centeredness 
and continuity of care, and the common challenges faced, when accessing sub-acute health care, particularly in the 
context of transitioning to care closer to home.

Materials and Methods
Study Design
This study utilized a qualitative design, conducted in accordance with the consolidated criteria for reporting qualitative 
studies.17 The results were derived from a descriptive thematic analysis18 of 37 semi-structured interviews carried out 
with sub-acute patients and, in some cases, their family caregiver. Demographic information was informed by a review of 
patients’ hospital medical charts, collected at the time of the interview. Interviews were conducted between June 2019 
and December 2020. The study was performed in accordance with the 1964 Declaration of Helsinki and its later 
amendments or comparable ethical standards. Ethics and governance approvals were attained from relevant committees 
to conduct the evaluation (Metro South Human Research Ethics Committee, HREC/2018/QMS/48160).

For the purposes of the analysis, client centeredness is defined as the provision of individualized care that is respectful 
of, and responsive to, the preferences, needs and values of patients and their decisions.19,20 Continuity of care is defined 
in line with Freeman’s21 definition of experienced continuity, where continuity of care is the experience of a coordinated 
and smooth progression of care, from the patient’s perspective, that encompasses patient satisfaction in relation to both 
the interpersonal aspects of their care as well as their health care coordination.

Recruitment and Sample
Participants were a convenience sample recruited from hospital and rehabilitation facilities across four Central and 
North-West Queensland HHS locations. Clinicians identified prospective participants, who they then approached with 

https://doi.org/10.2147/JMDH.S391738                                                                                                                                                                                                                                

DovePress                                                                                                                                         

Journal of Multidisciplinary Healthcare 2022:15 2946

Bowley et al                                                                                                                                                          Dovepress

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com
https://www.dovepress.com


information about the study. If patients indicated an interest in participating in the study, the research team was notified, 
and a representative was sent to explain the research and consent process. Both verbal and written consent were obtained 
from all participants and/or a family member advocating on their behalf prior to the interview process, which included 
consent for the publication of their anonymized data and responses. From the point that the research team became 
involved, no participant drop-outs (ie withdrawals from the study) were acknowledged.

Chart audit data was collected from the time of hospitalization. Information collected included patients’ age, 
impairment type, acute length of stay (LOS), sub-acute in-patient LOS (including LOS at each location of care for 
patients who transitioned through multiple in-patient care settings), and transition destination/s. For patients who 
transitioned from hospital to other in-patient sub-acute and/or rehabilitation care facilities, chart audit data was recorded 
at each subsequent transition following the initial hospital discharge.

Interview Procedure
Interviews were conducted by the second author (KF), and one other senior project officer. Both interviewers were senior 
clinicians with relevant tertiary qualifications (ie Bachelor of Physiotherapy) and several years’ experience conducting 
interviews in a health care setting. Interviewers were not previously involved in any aspect of the participating patients’ 
care and were only known to participants within the context of the research. No relationships were established prior to 
conducting the interviews. Both interviewers contributed to the development of the interview questions and prompts, and 
to the interview approach, and these were piloted prior to commencing data collection.

Patients were interviewed in sub-acute inpatient settings at each HHS location, either during or after the receipt of 
sub-acute care services. Patients participated in a single semi-structured interview where they were asked a series of 
open-ended questions about various aspects of their sub-acute care and transition experiences (see Table 1 for interview 
guide). In some instances, a family member was present at the interview and contributed responses either in conjunction 
with or on behalf of the patient being interviewed. Responses were documented on a structured template during the 
interview process by the interviewer, which included recording key phrases and segments of direct responses to 
questions.

The average interview duration was 30–40 minutes. Due to the pragmatic nature of the interview process, audio and 
visual recordings were not obtained. At the conclusion of each interview, interviewers reviewed their interview notes 
with participants’ (and/or their participating family member) to ensure an accurate reflection of interview content and 

Table 1 Interview Guide

Hospital/Rehabilitation Experiences

Tell me about your experiences in hospital/rehabilitation so far.

What has it been like for you?

What has gone well?

What have you found challenging?

Involvement in Goal Setting and Discharge Planning

How involved have you been in the planning of your discharge and goals?

How did you participate in goal setting?

How were you able to participate in planning your discharge?

Involvement in Determining Where Care Was Delivered

How involved were you in determining where your care was delivered?

Were you involved in discussions about your care?

Were you able to have care closer to home or did you travel?
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confirm the validity and credibility of the collected data. Data saturation was achieved in some health facilities more than 
others, and interview data collected across different facilities were subsequently compiled into a larger dataset to achieve 
adequate saturation. Due to emergent participation and location constraints, member checking was not possible following 
analysis of the full data set.

Data Analysis
Data was analyzed using a qualitative descriptive approach, and a thematic summary of the main patient experiences was 
derived from the data. A descriptive approach allows the subjective and individual experiences of patients within the sub- 
acute environment to be captured, and provides a rich description of these findings, whilst accommodating the sampling 
and methodological limitations involved with collecting data via health care professionals operating on the ground.18 

This approach was deemed appropriate given the primary aim of the study in describing the individual experiences of 
sub-acute patients.

Using a deductive approach, all phases and segments were initially organised by one researcher into the main areas of 
interest. Two researchers then independently read each category of data looking to identify and summaries the main sub- 
plots and indicate exemplar extracts. The researchers then met to discuss and agree the final construction of three 
descriptive themes: (1) client centeredness; (2) continuity of care and (3) sub-acute transition challenges. Demographic 
data collected from patients’ medical charts was used to provide a descriptive context of patients’ average length of stay, 
transition outcomes, and impairment types.

Results
Thirty-seven participants were included in the final sample. Demographic data collected from patients’ hospital charts 
were only obtainable for 36 participants. Sample characteristics are detailed in Table 2. Patients’ average length of stay in 

Table 2 Patient Characteristics (N = 36)a

Age (Mean) 68.14 Years

Range 27–90 years

Impairment type n (%)b

Stroke 8 (22)

Orthopaedic 8 (22)

Reconditioning 7 (19)

Fractured neck of femur (NOF) 5 (14)

Neurological 3 (8)

Multiple trauma 3 (8)

Amputation 2 (6)

Average length of stay (days)

Stroke 37.9

Orthopaedic 35.9

Reconditioning 24.9

Fractured neck of femur (NOF) 21.4

Neurological 37.7

(Continued)
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sub-acute care was 31.6 days (range = 8–86 days). Multiple trauma, stroke, orthopedic, and neurological patients had the 
longest sub-acute lengths of stay on average. Reconditioning (ie rehabilitation to improve physical capacity following 
significant medical illness or surgery) and fractured neck of femur (NOF) patients had considerably shorter lengths of 
stay on average, and amputation patients had the shortest average length of stay. The average length of stay for sub-acute 
patients who discharged directly home from a regional facility was considerably shorter compared to patients who 
transitioned to on-going rural care. Despite this, transitioning to on-going rural care was the most common transition type 
(n = 19; 53%), followed by direct discharge from a regional site (n = 17; 47%), indicating a shift towards more sub-acute 
patients accessing care closer to home.

Client Centeredness
Indicators of client-centered care expressed by participants during their interviews related to the interpersonal qualities 
and adaptability of staff, experiences of being involved and informed in goal setting and decision-making, a sense of 
being listened to and having wishes heard, and the extent to which transition preferences were respected and advocated 
for. In every case, positive experiences, and active involvement in each of these areas was generally associated with 
better transition experiences overall.

The interpersonal qualities and adaptability of staff were key factors influencing overall sub-acute experience. Most 
patients reported positive experiences with sub-acute staff and enjoyed interacting with staff. Overall, patients reported 
that staff were attentive, and valued the ability of staff members to adapt care based on their individual needs.

76-year-old patient admitted for reconditioning: They are impeccable down there; the girls are 100%. more people around 
brightens my day 

41-year-old patient with multiple trauma: I’ve been blown away by staff and the level of care… Within the first week, I have the 
social worker support, psychologist, dietitians, all the services I needed were available and working for you. I didn’t have to ask 
for help 

Two opposing experiences were evident in relation to patients’ experiences of being involved and informed in goal 
setting and decision-making. Many patients highlighted the value of being well informed about their care and appreciated 
being asked questions that allowed them to have input into their care planning.

63-year-old patient with fractured NOF: Everyone treated me like an individual and listened to me… Doctors talked to me a few 
times about discharge to make sure things are in place and keep me up to date. I’ve definitely felt involved and had a say… 

In contrast to the many patients and families who reported positive experiences of being heard and involved in the 
planning process, others reported limited involvement and inconsistent information from care teams. In these cases, 

Table 2 (Continued). 

Multiple trauma 42

Amputation 13

Transition type n (%)

Direct discharge from a regional site 17 (47)

Transition to on-going rural sub-acute care 19 (53)

Average length of stay based on transition type (days)

Direct discharge from a regional site 19.8

Transition to on-going rural sub-acute care 42.1

Notes: aChart data was not available for one participant. bPercentage does not add to 100% due to 
rounding.
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patients reported a desire to be more involved in planning and decision-making highlighting the importance of patient 
involvement in achieving client-centered care.

27-year-old patient with multiple trauma: Never really said when I was going… I would set myself goals like the stairs and 
showed them I could do it so they could let me go 

58-year-old patient with fractured NOF: Wife spoke to the team to help push getting home ASAP [as soon as possible] … had to 
give them a shove to get home sooner 

More patients felt involved in goal setting than they did in discharge planning, and many expressed a desire to be more 
actively involved in their discharge planning.

Husband speaking on behalf of 74-year-old patient with orthopedic injury: Weren’t really involved in the discharge planning 
discussions… it was 50/50 

68-year-old patient with neurological impairment: I would have wanted to be more involved with my discharge planning… it 
would have been better to have one more step 

Wife speaking on behalf of 80-year-old patient admitted following stroke: There has not been much talk about his discharge 
yet… they’ve been focusing on the ‘now’… would like to discuss it further 

A contrast was also evident in relation to experiences of respect and advocacy for patients’ wishes. In many cases, patients 
were appreciative of efforts made by staff to advocate for their transition preferences and reported positive experiences with 
staff who worked hard to respect and adapt transition plans to accommodate their patients’ individual needs and wishes.

76-year-old patient admitted for reconditioning: Yesterday [the doctor] asked, ‘Do you think it is better to be here or [closer to 
home]?’… I feel better now that I’ve said my mind, I want to go back… 

50-year-old patient with orthopedic injury: They tried to tell me what was going on… Can’t get there [home] quick enough! 

In contrast, a small number of patients reported negative experiences, primarily characterized by feelings that patients 
were not consulted about changes and subsequent transitions were not aligned with patient needs. As well, some patients 
reported that they needed to advocate for themselves to achieve desired transition outcomes.

Daughter speaking on behalf of 76-year-old patient admitted for reconditioning: If I don’t ring and ask, they don’t tell me 
anything 

53-year-old patient admitted following an amputation: I’ve been quite vocal… I told them upstairs to get me into rehab 
[rehabilitation] or I’m going home! 

Continuity of Care
Access to and involvement in rehabilitation services, continuity of staff and the communication of patient information, 
and a desire to be closer to family and support systems were the most common factors influencing continuity of care.

Patients valued having access to rehabilitation services, and generally reported a strong desire to be actively involved 
in rehabilitation programs. Several patients expressed a desire to be more heavily involved in rehabilitation programs, 
and generally did not want this aspect of their care to be neglected. While several patients reported rehabilitation to be 
a challenging aspect of their hospital experience, most patients still viewed rehabilitation as valuable and enjoyed the 
benefits gained by participating in rehabilitation programs.

63-year-old patient with fractured NOF: I have no complaints about rehab – it has been marvelous… They got me up walking 
and doing things I never thought I could do 

75-year-old patient with multiple trauma: Good how they get you going 
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Some patients also highlighted a preference for continuity of staff, and several acknowledged the importance of 
maintaining continuity in relation to the communication and transference of patient information. Given the positive 
interpersonal relationships many patients developed with sub-acute staff, separation from these relationships when 
transitioned to new care environments was often viewed as a challenge. In some cases, staffing changes also led to 
breakdowns in the transfer or communication of patient information, either between different members of staff, or 
between different care facilities, which was a source of frustration for patients and the family members advocating on 
their behalf.

77-year-old patient with orthopedic injury: You have to build a relationship with staff and then as soon as you do, you move 
again which is challenging… 

76-year-old patient admitting for reconditioning: The doctors haven’t been talking to each other. I have three different doctors 
and none of them know what the other is doing… frustrating 

56-year-old patient admitted for reconditioning: Although the physios [physiotherapists] were good in rehab, they did change 
a few times… Got tired of telling the same story 

A desire to be closer to home, and to family, friends, and support systems, was a very common theme amongst patients. 
Most patients acknowledged the importance of having access to family and friends, and a preference to receive care 
closer to home, and many reported the difficulties associated with being away from loved ones.

63-year-old patient with fractured NOF: Do not get to see family and friends much, they are far, far away 

27-year-old patient with multiple trauma: I fought to get back here… I wanted to be closer to my family and didn’t want to be 
alone… I’m excited about getting home 

84-year-old patient with fractured NOF: Family equals half your health 

Sub-Acute Transition Challenges
Patients identified several challenges associated with their sub-acute transition experiences, including the financial and 
psychological impacts of receiving care far from home, the impacts for families, and patients’ perceptions about quality 
of care in rural versus regional facilities.

Many patients acknowledged the financial and psychological impacts of being separated from their families and 
communities, and the burdens placed on families while receiving care far from home.

Daughter speaking on behalf of 83-year-old patient admitted for reconditioning: [Dad] just wants to go home… Dad is like 
a fish out of water, he’s seeing a white wall and he’ll never get out of here 

Husband speaking on behalf of 56-year-old patient admitted for reconditioning: She wanted to go home… she was sad and 
wanted to go home so she could be comfortable 

27-year-old patient with multiple trauma: It has cost a lot of money for them. I reckon [AUD]$4000 just in Brisbane 

Overwhelmingly, the greatest barrier to patients accessing care closer to home was patients’ perceptions about the quality 
of care available in rural and remote locations. Patients often reported feeling that services in rural facilities were sub- 
optimal, especially in comparison to regional facilities. Many expressed some hesitancy about transitioning to care in 
rural sites, and generally perceived regional facilities to provide higher quality care and services.

50-year-old patient with orthopedic injury: Closer to home is good, but there are not as many facilities rurally 

82-year-old patient with orthopedic injury: It’s a better place for you [at the regional hospital], because of more specialists… 
they tell me that physio is not as good there 

55-year-old patient admitted following stroke: Not up to standard. Not knocking [the rural therapist], but not like the ones 
here… There’s no reason for me to go there before going home 
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69-year-old-patient admitted for reconditioning: Would love to [receive care closer to home] but not possible, no systems and 
facilities… they need to do something about that 

Interestingly, despite the hesitation commonly associated with transitioning to rural sites, patients who did transition to 
on-going rural care generally reported that the care they received was the same and that they were satisfied with the care 
offered in rural facilities.

84-year-old patient with fractured NOF: All been good… No difference in therapies 

63-year-old patient with fractured NOF: [when asked about transitioning to care closer to home] There is some anxiety, anxiety 
about the care, but I didn’t know what to expect but was fine once I got here 

Discussion
This evaluation identified several factors influencing the sub-acute transition experiences of people living in remote and 
rural areas accessing sub-acute care services in Queensland. Several important themes are identified in relation to how 
these patients characterize client-centeredness and continuity of care, as well as some of the common challenges faced by 
rural patients accessing sub-acute services. Overall, patients reported differing levels of satisfaction, which were heavily 
influenced by the nature of patients’ interpersonal experiences with allied health staff, the degree to which they had 
access to family and social supports, and their level of involvement in transition and discharge planning.

The nature and quality of interpersonal experiences with allied health and nursing staff heavily influenced how 
patients perceived their overall hospital and sub-acute/rehabilitation experience, highlighting the importance of main-
taining quality staffing in sub-acute care environments. Previous studies have also emphasized the extent to which 
positive interpersonal experiences with health care staff influence health care satisfaction.22–24 Positive experiences with 
staff not only foster a greater sense of respect and involvement but are often also an important source of emotional 
support for patients and families across the care continuum.24,25 Based on the findings of this study, the provision of these 
supports appears to be especially important for rural patients receiving care away from home, particularly when access to 
usual family and social supports is limited by geographical or financial constraints.

Patient involvement in goal setting and discharge planning varied, which impacted on patients’ perceptions of client 
centeredness and quality of care. A key finding was that patients felt more involved in goal setting than they did in 
discharge planning, and many expressed a desire to be consulted earlier, particularly about their discharge plans. This 
may indicate that planning in relation to goals identified in an in-patient capacity is currently felt to be more accessible to 
patients, whereas care planning beyond patients’ hospital admission is felt to be less clearly developed or discussed. 
Inconsistencies, particularly in relation to discharge planning, is already known to be a factor contributing to poorer 
health care and transition experiences.26–29 To address these inconsistencies, practitioners may need to consider how to 
better identify opportunities for planning and enacting transition discussions earlier in the sub-acute process. A critical 
component of this is improving the quality and frequency of patient consultations, which may need to be addressed at the 
treating clinician level – that is, with allied health professionals engaging with sub-acute patients.

Crucially, most patients who wished to receive care closer to home were ultimately able to do so, indicating 
a successful shift towards more equitable care in rural and remote areas, which was valued highly by patients. Despite 
this, hesitancy about receiving care in rural locations was common. The perception that rehabilitation services are poorer 
in rural and remote areas is an enduring barrier to equitable access. Both in the current findings and the existing literature, 
there remains a significant degree of hesitancy associated with receiving care outside of metropolitan locations,30 often 
founded on the notion that services offered in rural sites will “fall short” compared to services offered in metropolitan 
facilities.31 Despite this, most patients were ultimately satisfied with their care and transition outcomes after transitioning 
rural. This suggests that a vital part of improving equitable access to health care in non-metropolitan regions may start 
with taking steps to offset patient apprehension and hesitancy about transitioning rural. To be successful in transitioning 
more patients to care closer to home, better education and endorsement of the quality of care available in rural and 
remote locations is still needed.
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A key contribution of the findings is the way in which continuity of care is uniquely conceptualized by patients in the 
context of rural health care. For rural and remote Australians in this study, effective continuity of care was not only 
viewed as the continuity of physical care, but also continuity of access to family and community supports across the care 
continuum. Many participants expressed a desire to receive care closer to home, which was often in response to a desire 
to be closer to families, friends, and community. In conjunction with this, the hardships associated with separation from 
family and community connections were a common challenge identified by patients, particularly those receiving care 
away from home for extended periods. This suggests that continuity of care is characterized by patients as being more 
than just access to health services; continuity of access to family and social supports was decidedly as important, if not 
more important, to sub-acute patients in relation to effective and satisfactory continuity of care.

This dual conceptualization of continuity of care has both practical and policy implications, many of which are unique 
to the provision of sub-acute services for rural and remote living patients. The likelihood of being significantly displaced 
from home and community following an acute episode is far greater for rural and remote Australians, particularly those 
requiring specialized supports and treatment.32–36 Therefore, isolation from family and friends, and separation from 
community, is often more pronounced.35,37,38 To improve quality of care for these individuals, it is important for health 
providers to consider ways to better improve continuity of access to social supports, particularly among rural patients 
forced to relocate for care. Telehealth services have been shown to be an effective mechanism for improving access, 
communication, and engagement with health services,26 particularly amongst patients living in rural communities.10 In 
cases where direct access to family and social supports is not possible, it may be possible for sub-acute services to 
consider how telehealth and digital services may also be utilized to improve continuity of access to social supports for 
patients requiring extended stays in sub-acute facilities far from home. This may in turn alleviate some of the challenges 
currently impacting patient experiences in relation to home and community separation during sub-acute engagement.

From a policy perspective, policy makers may consider revising the way that continuity of care is currently 
characterized. The experience of continuity of care may be uniquely different for Australians living in rural and remote 
communities compared to those receiving sub-acute care services in metropolitan regions. For rural patients, continuity 
of care appears to involve continuity in the context of access to family and community, as well as continuity of health 
care. The introduction of new protocols to enable continuity of care in the context of both service continuity and social 
continuity may be the necessary next step towards optimizing equitable health service engagement for rural and remote 
sub-acute patients. At the very least, it seems imperative that policy makers begin reflecting on the importance of 
maintaining social continuity during sub-acute transitions, and what implications this may have for improving the 
provision of sub-acute services, and for the equitable provision of health care services more broadly.

Limitations
The T2SA initiative was developed and is led by health care professionals, and data, such as that reported in the current 
study, often requires collection “on the ground”, in the context of everyday health service operations. Thus, an inherent 
limitation of this pragmatic approach is that data was collected and recorded by health care professionals (albeit, only 
those unaffiliated with participants’ care), rather than dedicated researchers introduced into the health care system for the 
purposes of conducting the research. As such, in this study, interviews were not audio-taped, and verbatim transcripts of 
patient and family responses were not obtained. In turn, the resulting dataset was only analyzed at a basic descriptive 
level, appropriate to the quality of the available data. In the context of this study, we acknowledge the necessity of this 
compromise to allow for the collection of authentic patient data in coordination with the daily running of the health 
systems involved. However, additional qualitative analyses are required to further validate the present findings, 
incorporating additional measures necessary to increase reliability and validity of the data such as training for health 
care professionals as data collectors and interview recording and transcription protocols.

Conclusion
By describing rural- and remote-living patients’ experiences of sub-acute and rehabilitation care, and system transitions, 
the objective of this T2SA initiative was to better inform the provision of these services for a vulnerable sub-acute 
population. This evaluation highlights several factors which may be important to improving rural- and remote-living 
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patients’ sub-acute transition experiences. In terms of care received in in-patient facilities, the quality and personability of 
staff appears to have a critical influence over positive patient experiences, as well as adequate and timely access to 
rehabilitation and care, and client-centered involvement at each stage of the transition, goal setting, and discharge 
planning. Structure and transparency around discharge planning appears particularly important to sub-acute patients, 
many with the motivation of receiving care closer to home in a shorter time frame, or at least being aware of a timeframe 
for discharge, earlier in the sub-acute process. Finally, factors for optimizing continuity of care are decidedly two-fold. 
While access to adequate and equitable care was the first major consideration, this evaluation also highlighted the 
importance of maintaining continuity of access to family and social support systems throughout the sub-acute journey. 
Thus, sub-acute care providers may also consider revising and re-defining how continuity of care is currently character-
ized in the sub-acute space, to better acknowledge and accommodate the unique care requirements of rural and remote 
living patients.
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