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Abstract: Older people are particularly vulnerable to hospital re-presentation following discharge.
Ideal discharge planning processes facilitate the transition from hospital to home and prevent subse-
quent re-presentations to hospital. The objective of this study was to examine discharge planning
processes in two Australian hospitals, compare them between sites and to best-practice recommen-
dations. An ethnographic observational study of discharge planning processes was conducted at
two general medical inpatient wards at a large tertiary hospital and a smaller regional hospital in
Brisbane, Australia. Participants were patients and ward staff involved in discharge planning during
a hospital admission. A literature review was conducted to elicit best-practice recommendations for
discharge planning. Data for this study (duration: 112 h) were collected directly using field notes by a
research assistant embedded in the ward. A directed qualitative content analysis approach was used
for data analysis. Results were compared to best-practice recommendations. Findings indicate that
both hospitals implemented various best-practice interventions to enhance communication, collabo-
ration, coordination and patient/family engagement for optimal discharge planning. Strategies used
were context specific and effective to varying degrees. Clear responsibilities and goals within the
multidisciplinary team helped to create cohesive, well-functioning teams. More work is needed to
engage patients and families in discharge planning, and to encourage health professionals to consider
patients and family as active team members in the discharge planning process.

Keywords: discharge planning; communication; qualitative research; geriatric assessment; older
adults; hospital organization

1. Introduction

There is increasing pressure on health systems as a result of the growing global trend
for an ageing population. This trend translates into more aged persons being admitted
to hospital and requiring medical treatment [1]. The daily mismatch between demand
(admissions) and capacity (available beds)—although normally temporary—puts additional
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pressure on health care facilities [2]. With an older patient population comes a specific set
of care needs, including the need for interaction with residential aged care facilities and
carers who have responsibility for the patient’s welfare once discharged from hospital.

Older people are particularly vulnerable to hospital re-presentation, either with com-
plications of medical management, or with exacerbations of comorbid disease. Evidence
from the United States suggests that the majority (90%) of hospital readmissions are un-
planned [3]. Unplanned readmissions within 30 days of hospital discharge may reflect
deficiencies in the planning of the initial discharge [4]. Discharge planning is the process of
developing an individually tailored plan within a hospital setting to facilitate the return
of individuals to their homes in the community following an inpatient admission [5]. In-
terventions that address more than one component of the discharge planning process are
effective in reducing readmissions [4], and comprehensive discharge planning with older
patients admitted to hospital can result in small reductions (<1 day) in hospital length of
stay and unscheduled readmissions (~3 fewer readmissions per 100 patients) [5].

Many different models of discharge planning exist that include a variety of different
health professionals, in hospital and the community, as well as the patient and their
family or carers. Globally, there is no consensus on the best model of discharge planning.
However, there are common key points for effective discharge planning procedures, such
as promoting a whole-system approach with a multidisciplinary team (MDT) working
towards a common goal in a patient-centered manner [6]. For successful discharge planning
to occur, patients’ needs should be identified at admission, and collaboration with post-
discharge services should occur to ensure a smooth transition [6,7].

Operations research is the study of resource allocation problems using mathematical
models and has been applied mainly in health in emergency department and outpatient
settings [8,9]. In application to discharge planning for older people, one study found effi-
ciencies could be realized in reducing discharge time by better coordination of staff [10] and
another study on post hip fracture modelled future resource needs [11]. While operations
research is useful for identifying process improvement, models of best practice may or may
not be achievable “on the ground” and therefore, it is worthwhile to compare wards and
service recommendations to identify areas where improvement is needed. Furthermore,
comparison between facilities in the same health service district, where executive oversight
could be said to be consistent, could identify circumstances unique to the individual facility
that may influence policy execution.

Therefore, the aims of this study were to: (1) observe the discharge planning processes
employed with older patients at two hospitals within the same health service district,
(2) compare their practice to evidence-based recommendations for discharge planning, and
(3) compare their practice with each other.

2. Materials and Methods
2.1. Study Design and Setting

This study was part of a mixed-methods research project evaluating discharge plan-
ning processes in a major health service in Brisbane, Australia. This health service serves
approximately one million residents with five hospitals and various community health
centers. The present report describes an ethnographic study of two acute medical inpatient
wards. Each ward consisted of 30 beds and would manage on average around 100 patients
per week. One setting was a large tertiary hospital and the other a smaller regional hospital;
chosen because they were already using identifiable and specific discharge procedures.
Commonly managed diagnoses on the two wards included but were not limited to: con-
gestive heart failure, acute exacerbation of chronic obstructive pulmonary disease, and
cellulitis. Analyzing discharge planning in two hospitals within the same jurisdiction but
with different size and organizational structures might allow for the identification of key
aspects of their culture within each facility. Ethnography is particularly well suited to
describing the culture of an institution and understanding health care teamwork [12]. It
seeks to explain both explicit aspects of a culture (what all members are aware of and take
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for granted), and tacit elements (outside of awareness), often manifested in nods, silences,
or other communicative subtleties [13].

2.2. Participants

Members of the MDT in the selected hospitals took part in this study. Prior to data
collection, senior research team members met with the nurse unit manager and other key
staff members on each ward to clarify scope and mutual expectations. Ethical approval
to conduct this study was given by two Institutional Review Boards, one hospital based
(reference number HREC/16/QPCH/34), and one university based (reference number
2016/317). Ten older patients (>65 year), likely to stay more than five days in hospital,
and able to give informed consent in each ward were individually recruited to take part
in this study. Each patient provided written informed consent. Patients were purposely
selected to represent the range of conditions usually seen in the unit with consultation with
the team leader of the ward. Observation of staff at the hospital was approved under a
waiver of consent (i.e., individual staff members did not provide informed consent). MDT
members (hereafter referred to as clinicians) on the wards included medical officers (con-
sultants, registrars, residents, interns, medical students); nurses (discharge coordinators,
shift team leaders, clinical nurses, other specialist nurse roles); allied health professionals
(physiotherapists, occupational therapists, speech therapists, social workers, dieticians,
psychologists, pharmacists, allied health assistants); and administration staff. This study
was conducted in accordance with the principles of the Declaration of Helsinki.

2.3. Data Collection

A research assistant with a background in public health and qualitative research, and
no record of employment within the health service, was embedded in each ward and took
field notes from direct observations of formal and informal discharge-related discussions
between clinicians and between clinicians and patients of the patients recruited to this
study as well as broader observations from team meetings. Field observations took place
on each ward for six to eight working days (i.e., Monday to Friday), for a combined total
of approximately 112 h, producing a combined total of 42 pages of field notes, providing
insights into interactions and capturing context and processes [14]. This volume of data
collection is consistent with previous examples of ethnographic research in health care
settings [15].

2.4. Data Analysis

Field notes were transcribed from pen/paper into electronic form and qualitative
content analysis; specifically, a directed approach was used by author EG to analyze
the data. This approach was chosen in order to “validate or extend conceptually (the)
theoretical framework”, i.e., discharge planning [16]. The predetermined codes used for
this directed content analysis were derived from Carroll and Dowling’s essential elements
for discharge planning [6] (see Supplementary Material S1 for details):

1. Communication: health professional to patient, family/carer, or community service;
2. Collaboration: between health professionals;
3. Coordination and Education: a designated health professional coordinates the dis-

charge process and provides education to all parties to facilitate the process;
4. Patient participation: in their own discharge planning process; consideration of patient

satisfaction from the process.

The coded data were compiled to make a comparison, first, between the two hospitals,
and secondly, between the hospitals and the gold standard framework. Results and
discussion of those results are presented together, followed by implications for practice and
research, as per previously published guidelines for qualitative manuscripts [17].

Scientific rigor is essential for good qualitative research. According to Petty, Thom-
son [18], four criteria need to be applied: (a) confirmability (e.g., member checking, audit
trail); (b) dependability (e.g., triangulation, reflexivity); (c) credibility (e.g., prolonged
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engagement, peer debriefing); and (d) transferability (e.g., purposeful sampling, thick
description). During data collection, prolonged engagement in the field ensured credibility,
while during data analysis peer debriefing and triangulation enhanced the understand-
ing of variations within the two sites (dependability). Regular review and reflection on
how author EG was coding the transcripts by author VS was also employed during data
analysis to achieve confirmability. In order to allow transferability of the findings to other
contexts, description of the study context and the observed situation (including citations)
was provided, as suggested by Petty et al. [18].

3. Results

The presentation of results is in four sections, which are the four essential elements of
discharge planning (used here as the evidence-based guidelines) from Carroll and Dowling
(2007). Each essential element has results presented firstly from the tertiary hospital, then
the regional hospital, followed by an interpretation of the data by means of a comparison
between the hospitals.

3.1. Communication with Patients, Family/Carers, and Community Services

The Discharge Care Coordinator (DCC) at the tertiary hospital was a nurse with
specialized skills in the coordination of both community services and members of the
MDT within the hospital. The DCC would meet with all patients and make contact with
family/carers in planning for discharge. Occasionally patients were asked the same ques-
tions by multiple clinicians conducting their own standalone assessments. To address
this problem, and to facilitate communication more broadly, a meeting between multiple
clinicians, the patient and their family/carers could be arranged, referred to as a “fam-
ily meeting” Despite this, evidence of actively engaging the patient and family/carer in
discharge planning was minimal.

Two of the services that tertiary hospital clinicians regularly engaged with were slow-
stream rehabilitation facilities. Clinicians admitted being confused as to why some patients
were transferred to these facilities on weekends. Senior management staff were perceived
by clinicians to focus on “bed pressures” and to misunderstand the complex nature of some
patient cases. The following text is an observation from the research assistant at the tertiary
hospital (field notes from tertiary hospital, page 11, lines 2–10):

In morning MDT meeting–noted a number of discharges/changes over weekend–
people who were not quite ready for it, were sent to [the slow-stream rehabili-
tation facility], including one patient who [the social worker] referred to as an
inappropriate person to send. Confusion between [facility 1] and [facility 2]
wanting/taking/being ready to take the people. After meeting I asked one social
worker–who told me it is likely because of bed pressures. Executive would have
sent people with the longer length of stay, but don’t realize that there is a reason
for longer length of stay–often more complicated cases. Really not ready to go.
Social worker: “Really inappropriate people taken to [facility] on Saturday . . . the other
thing is, if he was going on Saturday, why was he not sent on Friday?”

There was a difference in referral procedures across community services whom the
staff at the tertiary hospital regularly interacted with (e.g., telephone, time-consuming
online referrals). A large portion of the DCC’s time was spent organizing relevant referrals
in preparation for discharge. Referral plans were shared with the wider MDT via the
medical chart and morning meetings. In some cases, a number of different assessments
by various organizations or professionals were required prior to discharge. Length of stay
could be increased whilst necessary assessments took place. Community primary care
practitioners received written discharge summaries prepared by the relevant medical team.

On several occasions at the regional hospital, clinicians were observed to champion
the wishes of patients and their families/carers after having discussed these with them.
Family meetings could be requested by the medical team or DCC, and were arranged by
the social worker. Family meetings were seen as a method of addressing situations in which



Healthcare 2022, 10, 202 5 of 14

patients or families were resisting or delaying discharge. However, clinicians did perceive
family meetings as time intensive. Outside of a family meeting, communication between
clinicians and patients could be conflicting. There were expectations of certain professions
to talk with certain parties: doctors spoke with patients; DCCs and nursing team leaders
spoke with family members and community services.

Clinicians at the regional hospital who were familiar with other clinicians employed by
community organizations found it easier to communicate directly with each other instead
of via the service’s national head office, which was often located interstate and could delay
the process. On a number of occasions, medical officers were observed to remark about the
returning nature of some patients. One doctor was observed to say: “I have a feeling we’ll
see her back for nursing home placement.” (field notes from regional hospital, page 17, line 11)
Community services were discussed as a potential intervention to address readmissions.
Another doctor stated: “Next patient has para influenza, lives with grandson, significantly
deconditioned. Probably needs services because she keeps coming back.” (field notes from regional
hospital, page 22, line 2).

Residential aged care facilities only admitted certain patients when a registered nurse
was on site, as they were the only available staff authorized to administer analgesia such as
morphine. This led to delays in discharges from the regional hospital or return of patients
from facilities during the observation period. On the other hand, clinicians did comment
when services were working well and discharges were executed effectively as a result.

Comparison between Hospitals

Both hospitals used family meetings to facilitate communication between staff, pa-
tients, and families/carers, and written discharge summaries as one-way information
transfers to primary care physicians. Beyond these strategies, however, active engagement
of patients, families/carers, or primary care physicians was minimal. The role of the DCC at
the regional hospital was emphasized as the primary contact point for families/carers to dis-
cuss patient discharge, and at both hospitals as the primary liaison with community services.
Familiarity between hospital and community services staff enhanced communication.

3.2. Collaboration between Health Professionals

At the tertiary hospital, morning board rounds were held daily (on weekdays) and
were attended by all members of the MDT. This meeting was a collaborative meeting
usually chaired by the social worker. A representative from each medical team provided an
update followed by allied health clinicians providing their viewpoints on patient status
or raising questions and commenting on proposed discharge dates. “Tension between some
staff and procedures” was observed during this meeting, especially when medical staff either
pushed for “short and sweet” discussions, or when they did not know a patient case well
enough to provide answers to questions from other clinicians.

A key communication tool—an electronic patient journey board [19]—facilitated the
sharing of written information pertinent to patient care and discharge between MDT
members at the tertiary hospital. It was prominently displayed on a screen in the nurses’
station and was the central focus point of the daily ward meeting. Patient information was
updated by the meeting chair in real time throughout the MDT discussion. This information
was available immediately and easily accessed anywhere in the hospital. Many staff were
observed consulting and updating the board frequently each day.

Beyond the formally appointed times for discharge planning discussions at the ter-
tiary hospital, informal discussions between clinicians also occurred. In designated staff
areas for nurses as well as other staff rooms, conversations arose from chance meetings
between clinicians. In addition, they regularly engaged in telephone calls with each other
to communicate assessment findings or plan preparatory meetings leading up to family
meetings for particularly complex discharge cases. The following text is an observation
of an interaction made by the research assistant at the tertiary hospital (field notes from
tertiary hospital, page 14, lines 5–8):
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When preparing for family meetings (complex cases) the ward team and med
team have a pre-meeting meeting to clarify

Physio: “I haven’t caught up with her husband yet so . . . ”

Occupational therapist: “I did” and so occupational therapist was able to describe
husband’s wishes for her to return etc.

A variety of considerations needed to be accounted for during discharge planning by
a number of different clinicians at the tertiary hospital. The necessary collaboration was
challenged if medical teams presented to the meeting late, or not at all. For example, the
research assistant observed at the tertiary hospital: Board rounds for ward: Today all allied
health staff were there, but had to call just about every medical team to remind them to come up
(field notes from tertiary hospital, page 6, lines 27–28). If medical teams did not attend at
all, the allied health staff conducted the review of patients themselves: allied health staff
reviewed [medical team’s patients] by themselves without medical input as by 10 am still no one had
arrived (field notes from tertiary hospital, page 7, lines 1–2).

Within the medical profession at the tertiary hospital, the involvement of more than
one medical team might delay discharge. As an alternative to remaining an inpatient for
certain investigations, tests could sometimes be delayed and conducted as an outpatient.
Doctors were observed to regularly acknowledge the need for nursing and allied health
input into the discharge planning of patients, although differences of opinion on patient
status did occur.

Nursing staff and allied health clinicians made up the majority of the MDT at the
tertiary hospital. Senior experienced nurses were present in roles including DCC and
nursing team leader. allied health clinicians engaged in discharge planning collaboratively,
including conducting joint assessments. Social workers, in particular, had valuable infor-
mation that could indicate likely delays to discharge in individual cases. The pharmacist
also had a critical role in the dispensing of medications for discharge, a process which could
delay the patient leaving the hospital on the day of discharge.

The regional hospital also employed a formal discharge planning meeting: daily
(weekdays) Rapid Rounds meetings were attended by medical teams (who provided a
meeting chair), allied health, and DCC, held in a room with tiered seating. Registrars
or consultants presented patient information, including expected dates of discharge, and
led a brief discussion of each case to meeting attendees. As patients were discussed in
order according to their allocated medical team, other staff were required to quickly shuffle
through printed patient ward lists to update their notes as the meeting went on. The Rapid
Rounds meetings were a significant source of frustration for nursing and allied health staff
because: (i) medical teams were often late or did not attend at all; and (ii) expected dates of
discharge were rarely updated as a result of this meeting. A senior allied health clinician at
the regional hospital was observed to say: “The purpose of Rapid Rounds is to establish EDDs
[estimated discharge date], not to discuss patients but at the moment neither EDDs, nor much
discussion really happens effectively.” (field notes from regional hospital, page 37, lines 14–15).

In contrast, when medical officers did meet staff expectations in chairing this meeting,
it was appreciated. The research assistant observed at the regional hospital: One younger
Registrar actually does a great job of giving EDDs for every patient, and [Doctor] also focusses
[their] comments quite specifically on discharge planning (field notes from regional hospital,
page 14, lines 4–10). Another doctor was observed emphasizing the need to set an estimated
date of discharge for every patient, and acknowledging the expectation that every patient
required an estimated date of discharge: The [medical specialty] registrar is very good at giving
EDDs, for example, [they] said: “Possible discharge today, but for the purpose of this thing we’ll say
tomorrow.” (field notes from regional hospital, page 20, lines 4–5).

The main tool for information sharing at the regional hospital was the patient medical
chart. However, clinicians were observed to be frustrated when time was lost looking for
charts when needed. The research assistant recorded the following observation: Team leader
(slightly frustrated in relation to access to and chart availability) said “This is one of our limitations.”
The [staff member] I was with (at the nurses’ station) was looking at / or writing in the chart that
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the team leader needed. (field notes from regional hospital, page 5, lines 19–21). There was an
electronic patient journey board positioned behind the nurses’ reception desk, yet it was
rarely accessed by staff. The less than ideal use of both of these communication tools might
have hampered communication between clinicians. For example, one doctor was observed
to recommend: “I think physio review would be helpful as well.” The physiotherapist replied
immediately: “I’ve seen him” (field notes from regional hospital, page 36, lines 24–25).

Informal meetings in staff rooms or corridors did occur at the regional hospital. Differ-
ent allied health clinicians had different workload allocations, ranging from a single ward
to the whole hospital, resulting in some clinicians being difficult to locate when discussions
were needed. One-on-one meetings to discuss specific patient cases were still organized as
a result of the formal meetings.

Different allied health clinicians have different discharge planning roles within the
MDT at the regional hospital, and sometimes these roles overlap. For example, the respon-
sibilities of the DCC (involved in discharge to residential aged care) and social worker
(liaison to Disability Services Queensland) were often confused. Furthermore, the DCC’s
assessment of the patient also occasionally overlapped with the occupational therapy
assessment (e.g., cognitive evaluation). There was a significant amount of confusion ob-
served between the nursing team leader and the staff in the Transit Lounge (pre- and
post-admission waiting area) regarding who was responsible for coordinating transport
from hospital to home.

Allied health professionals were frequently observed to work collaboratively with
each other at the regional hospital, whereas medical staff were observed to partake in brief
discussions with clinicians from other professions. This brevity in communication led to
some allied health staff feeling their views were being ignored. The consequence of this
non-consideration of the views of allied health staff was that patients were discharged from
hospital when medically stable, but not physically or cognitively safe to return home.

Comparison between Hospitals

There were considerable differences observed between the MDT discharge planning
processes held at the two hospitals. Electronic patient journey boards were used frequently
at the tertiary hospital while their use was limited at the regional hospital, resulting in
a reliance on medical charts. At the tertiary hospital, morning board rounds were ward
based, collaborative, and focused on discharge planning; whereas at the regional hospital,
Rapid Rounds meetings were hospital-wide information-sharing that was monocratic in
nature and ineffective at establishing estimated dates of discharge. One of the benefits of
having a ward-based meeting was that fewer patients were discussed, and fewer staff were
present. Those present were relevant to the care of patients on that specific ward. There
were inefficiencies at the Rapid Rounds meetings with the need to shuffle through paper
lists of patients, as well as the allied health assistant (who was controlling the projection
of patient data onto the lecture room screen) having difficulty in keeping up with the
discussion. This ineffective meeting method could have resulted from the use of a medical
model, instead of a wider multidisciplinary model, as was the case at the tertiary hospital.

3.3. Coordination and Education via a Dedicated Coordinating Health Professional

Within the tertiary hospital, the DCC had responsibility for many of the referrals to
community services (e.g., domiciliary nursing, household cleaning, meals preparation).
Some community referrals required collaboration between the DCC and other members of
the MDT. If the DCC was absent, there were written resources available for other clinicians
to use. Similarly, there was a large collection of resources available for sharing between
DCCs to assist with handing over patient cases to new staff members. In addition to
the DCC, two other staff members had roles with intersecting responsibilities: (i) the
Nurse Navigator, focused on the management of long-stay patients; and (ii) the Geriatric
Liaison professional, whose specific role description was not clear during data collection
on the ward.
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As well as coordinating referrals to community services, DCCs at the tertiary hospital
played a pivotal role in educating patients and their family/carers about discharge plans.
The DCC bore the responsibility for contacting family/carers to explain what community
services had been organized. The DCC was occasionally the very first hospital staff member
to consult with family. Engaging families in the discharge planning process might involve
family members actively looking for a suitable place at a residential aged care facility for
a patient. The DCC was responsible for liaising between community services, patients,
families and carers, and the hospital-based MDT to make sure delays to discharge could
be avoided.

The DCC at the regional hospital coordinated community referrals and placed great
emphasis on having a positive working relationship with staff in community services as a
way of facilitating information sharing. When services had been organized to be in place
prior to hospital discharge, confirmation was then given to the wider MDT by the DCC.
To assist the discharge planning process from time of admission, DCCs would complete a
“complex risk assessment” upon admission to the Emergency Department or immediately
after admission to the inpatient ward. The following was observed by the research assistant
at the regional hospital (field notes from tertiary hospital, page 9, lines 7–11):

Usually this assessment is done in [Emergency Department], DCCs up on the
wards, will do it if it’s not done when the patients come up to this ward. This is
a fairly comprehensive document covering the patient’s situation and includes
a combination of medical and social needs. This is an example of how some
processes in the hospital do involve some level of discharge planning from the
start. The document has a series of questions and contains excellent and clear
instruction for the DCC filling it out, on who to contact (allied health) and what
to do-referrals, calls etc. at each step.

The DCC was seen as having a variety of responsibilities to different stakeholders, in
comparison with other clinicians who may have had singular responsibilities (e.g., being
aware of a patient’s social history). DCCs were the contact person for family members,
and providers of information to carers regarding availability of respite services or financial
support where appropriate. Despite the service provided by the DCCs being seen as
valuable, some staff felt it was unfortunate that their services were not available full time
or that the rostering of individual DCCs to specific wards was not consistent. One of the
administrative officers was observed saying “Can we just get one DCC?”, referencing the
pattern of DDCs rotating between wards every few days. The Team leader responded: “I
dunno, but they are not even here for a full week, it’s just a few days.” (field notes from tertiary
hospital, page 37, lines 25–27).

Comparison between Hospitals

DCCs were used as coordinators of discharge planning, educators of patients and
their families/carers, and sources of information for other MDT members at both hospitals.
In addition to the DCC, the regional hospital employed specific documentation to assist
with discharge planning from time of admission. It was useful in both tertiary and regional
settings to have the role of DCC within the MDT to perform these coordination and
education tasks. In particular, it was useful for patients and families to have a clearly
identified contact person to whom questions could be addressed. The DCC was more freely
available than medical staff for discussions with patients and families, and better able to
address concerns about the involvement of community services and residential aged care.
In addition to having the role of DCC present within the MDT, other clinicians also found
it useful to have consistency in the staff allocated to those roles and to particular wards.

3.4. Patient Participation

Observations made at both hospitals were limited to how clinicians discussed patient
choices and behaviors, and did not include observations of family meetings or other
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interactions between clinicians and patients. It is from this information that these results
are drawn.

The wishes and behaviors of patients at the tertiary hospital were often described
by clinicians during discussions with their peers when planning discharge destinations
(to home, the community or to inpatient rehabilitation). A patient’s preference to return
to their own home was frequently discussed, as was consent from family members for
community services to be organized. The social worker in particular played a key role
among the allied health clinicians as a patient advocate and as the clinician who identifies
when discharge might be delayed by complex social situations. This is evidenced by the
following interaction observed at the tertiary hospital between a physiotherapist and a
social worker, talking about a patient who the physiotherapist thought was a candidate for
inpatient rehabilitation (field notes from tertiary hospital, page 10, lines 4–9):

Social worker: “Well you know we disagree on that. He would prefer to go home.
Though they’ve said he’s going to nursing [home].”

Physiotherapist: “I just want to know which way to push.”

Social worker: “Quality of life.”

Physiotherapist: “For whom?”

Discussions of perspectives of various family members were observed between clini-
cians at the tertiary hospital. Spouses and carers were used as a reference point for what
constituted patient baseline functioning. Family members were involved in trialing patients
living at home if they were to take on long-term carer responsibilities. However, if services
were unavailable to start when discharge had been expected, family members were also
considered by staff as potential interim carers in these situations. DCCs provided extra
written information regarding services on discharge to family members upon request, as
captured in this observation (field notes from tertiary hospital, page 4, lines 1–3):

11.30 a.m. [The DCC] wrote notes in chart about discharge plans to let [other clinicians]
know. Also wrote up a word document to let patient know what going on (not common
practice, but this [patient] and daughter were quite demanding and so this should help
make things clear).

Conversations were observed at the regional hospital between health professionals
during which patients were described as wanting to be discharged to home when they were
expected to fail, or refusing to be discharged when they were medically stable. Patients
considered to be refusing nursing home placement needed to be discharged back to their
homes, where they were expected to be unable to manage; at which point they would
re-present to the hospital and might then be accepting of nursing home placement. One
doctor said of a patient who wanted to discharge despite needing increasing home supports:
“Unfortunately he’ll be back, then maybe we can convince him about nursing home. He’s stubborn
at home.” (field notes from regional hospital, page 25, lines 27–28) Cases of patient self-
discharge as well as patient refusal to be discharged were also observed. Sometimes family
meetings were arranged, or specific team members spoke to the patient’s spouse in order
to reach an agreement about when discharge would occur.

Comparison between Hospitals

Health professionals at both hospitals were observed to report the feelings and wishes
of patients and/or their families/carers, indicating that they had engaged them in discus-
sions on issues such as readiness to discharge and preferred discharge destination. Patient
preference appeared to be considered a positive addition to discharge planning at the
tertiary hospital. In contrast, patients were placed in a more passive position at the regional
hospital, with their preference for discharging to the home being seen as something to be
“proved wrong” in order for patients to accept nursing home placement.

Family members appeared to be involved in the discharge planning process in a
different way between hospitals. Families of patients at the tertiary hospital were engaged
in more face-to-face time with clinicians, whereas families of patients at the regional hospital
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were more likely to receive regular telephone updates from the DCC. Family meetings
were a useful tool for multiple staff to engage patients and family members in the decision-
making process. However, there is a cost to clinicians in time spent preparing for and
attending them.

4. Discussion
4.1. Implications for Clinical Practice

Four key opportunities for improvement in clinical practice arose from the findings
of this study: (i) making better use of electronic journey boards; (ii) facilitating casual
conversations between staff on wards; (iii) utilizing a DCC; and (iv) championing patient
and family engagement.

4.1.1. Electronic Journey Boards

To promote a more interactive and collaborative approach to communication, adequate
communication tools need to be present, as do sufficient institutional leadership and team
processes. In contrast to medical charts which do not seem to favor collaboration, an
interactive electronic journey board might be more useful as information (e.g., expected
date of discharge) can be continuously updated and widely accessed. Clinical dashboards
were introduced into health care in the last decade [20]. Dashboards, whether in cars,
cockpits or hospitals, represent data visually that can be shared among professionals and
includes real-time data of ward activities [21]. Furthermore, a standardized presentation of
data with electronic forms may improve information sharing and, by extension, service
delivery for high risk patients [22]. Digitalization in health care can bring solutions in favor
of effective team communication and collaboration.

4.1.2. Casual Conversations between Staff on the Ward

In the structured and hierarchical environment of a hospital, staff at the lower end of
that hierarchy may feel reduced levels of psychological safety in formal multidisciplinary
meetings, defined as “the degree to which people view the environment as conducive to
interpersonally risky behaviors like speaking up.” [23]. This withholding of information
is a barrier to effective patient care, adult learning and team-based improvement [24,25].
Promoting casual conversations between team members in spaces such as the nurses’
station, common staff break room, or even the corridor may offer a solution (in part or
whole) to overcoming the lack of confidence some staff may feel in speaking up in a formal
meeting setting where members of the upper hierarchy are present.

4.1.3. The Discharge Care Coordinator

Utilizing the skills and knowledge of a DCC can assist both the MDT, as well as the pa-
tient and their family, to achieve a safe and effective discharge from hospital. Formalization
of the role of DCC within a hospital or health service may require some reorganization of
the workforce and workplace culture [26]. The DCC could oversee the use of a standardized
structure for discharge planning of older patients, which is often used as an indicator of
quality in health care [27,28]. They are also well placed to practice “leader inclusiveness”
within the MDT, to encompass all team members in decision making and valuing diver-
sity of opinion [29]. Finally, there is evidence to suggest that discharge coordination can
engage older patients and their families in discharge planning, resulting in lower rates of
rehospitalization [30].

4.1.4. Patient and Family Engagement

There are steps that MDTs can take to promote inclusivity of older patients and their
families in discharge planning, and to set up a culture in which the perspectives of older
patients and their families are respected and emphasized as an important component of
care giving by all members of the MDT. Patient and family/carer feedback can be inte-
grated into hospital governance using a patient and family advisory council, resulting in
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use of collaborative models of care and improvements in quality of patient care and patient
satisfaction [31]. At the bedside, patients and their caregivers want information about the
treatment the patient is receiving [32]. Written information appropriate for older patients
about common medical conditions or interventions could be used as a communication tool
between health professionals and patients/family members. In addition, family members
who are taking on caring roles want information about systems that can support them emo-
tionally as well as practically [33]. The different aspects of being a carer should be discussed
in family meetings to gauge the family’s understanding and preparedness for the role of
caregiving. In addition, health professionals should avoid making assumptions about the
willingness of family members to become carers before speaking to those concerned. Lastly,
communication should address older people’s care needs, but also the changing nature of
those care needs, which might vary with disease progression and patient goals [34]. Goal
setting should not be overlooked as a method of engaging patients and their families in
health care [35,36], and as a communication tool to engage the wider MDT in effective
discharge planning.

4.2. Implications for Research

This study provided insights into processes of discharge planning, rather than focusing
on the discharge outcome. It is argued that ethnographic studies can help describe the
culture of an institution and be used for understanding health care teamwork [12]. Being
in the field provides an opportunity to learn about the institution, formal and informal
division of labor in the setting, and health professionals’ interactional patterns [37]. Using
this observational approach, a social phenomenon can be explored and the meaning that
participants give to a certain action can be identified as they go about their everyday
lives [38].

As illustrated in this study, there is a gap between the evidence base and clinical prac-
tice [39]. One potential solution is to be methodical in the integration of new evidence-based
initiatives into clinical care using the principles of implementation science. Implementation
science is “the scientific study of methods to promote the systematic uptake of research
findings and other evidence-based practices into routine practice, and, hence, to improve
the quality and effectiveness of health services.” [40]. There are previously published
examples of implementation science in the field of discharge planning of older persons, for
example, the integration of a ‘nurse discharge navigator’ specifically for people with heart
failure or sepsis [41]. In a scoping review that aimed to describe implementation issues
in integrated care systems for older or frail clinical populations, authors reported four
barriers to implementation: macro-level factors external to the health service, miso-level
factors of system organization (funding models, organizational leadership), miso-level
factors of intervention organization (intervention complexity, resources, and credibility),
and micro-level factors of staff (shared values and understanding, engagement, and com-
munication) [42]. The present study has described a number of micro-level factors within
the participating sites, highlighting that the implementation of new models of care should
be done at the individual facility level, and not at the health district level, as differences in
service delivery between facilities in the same health district do exist.

4.3. The ‘So What?’ Question

The present study is somewhat unique amongst the evidence base for discharge
planning of older patients, in its use of ethnography to explore ‘on the ground’ processes
in real clinical settings. Previous studies have explored the effect of interventions such as
comprehensive geriatric assessment on discharge destination or mortality [43], the ability
of tools or screening assessments to predict patient outcomes [44], or the experiences of
patients and their carers [45]. Identifying models of care that are likely to achieve successful
discharge planning of older patients is important, as the need for such services is only
going to increase. The number of patients will increase with the aging population, but
so will the burden of morbidity in older patients—time to death and morbidity are more
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strongly associated with health care expenditure than age alone [46]. Given the clear
evidence for comprehensive person-centered geriatric assessment to result in increased
odds of older patients being alive and in their own homes following hospital admission [43],
research now needs to shift to ensuring successful implementation of these services, and
on components of discharge planning specifically within that comprehensive assessment.
This study may help health policy makers and service managers identify similar issues
in discharge planning in their own facilities, provide them with ideas on how to address
those issues, and encourage them to consider an evidence-based implementation science
approach to reshape their models of care.

5. Conclusions

Both hospitals implemented various best-practice interventions to enhance communi-
cation, collaboration, and coordination for optimal discharge planning of older patients.
Both teams used DCC to facilitate e and encourage appropriate discharge planning for older
patients. Clear responsibilities and goals within the MDT helped to create cohesive, well-
functioning teams. The active participation of patients and their family in the discharge
planning process remains a challenge. Fostering a culture of inclusivity and engagement
with patients and families may assist in getting more health professionals to talk to each
other about incorporating patient and family perspectives into their clinical practice.

Supplementary Materials: The following supporting information can be downloaded at: https://
www.mdpi.com/article/10.3390/healthcare10020202/s1, Supplementary Material S1: Pre-determined
codes used for analysis derived from Carroll and Dowling’s essential elements for discharge planning.

Author Contributions: Conceptualization and methodology, V.S., P.C., B.C. and T.A.C.; formal
analysis, E.M.G.; data curation, E.M.G. and C.R.C.; writing—original draft preparation, E.M.G.;
writing—review and editing, V.S., T.A.C., B.C., C.R.C. and P.C.; project administration, T.A.C.;
funding acquisition, T.A.C., P.C., B.C. and V.S. All authors have read and agreed to the published
version of the manuscript.

Funding: This study was funded by the Griffith University (Health) and Hong Kong Polytechnic Uni-
versity (Faculty of Health and Social Sciences) Collaborative Research Grant Scheme (No 1-ZVGA).

Institutional Review Board Statement: This research project was approved by two Ethics Commit-
tees: Prince Charles Hospital Human Research Ethics Committee, Metro North Hospital and health
Service district, reference number HREC/16/QPCH/34; Griffith University Human Research Ethics
Committee, Griffith University, reference number 2016/317.

Informed Consent Statement: Informed consent was obtained from all subjects involved in this study.

Data Availability Statement: Not applicable.

Acknowledgments: The authors wish to thank the staff at the participating hospitals for their time
and involvement in the study; and Fabienne Keller for editing assistance.

Conflicts of Interest: The authors declare no conflict of interest. The funders had no role in the design
of the study; in the collection, analyses, or interpretation of data; in the writing of the manuscript, or
in the decision to publish the results.

References
1. World Health Organization. World Report on Ageing and Health; World Health Organization: Geneva, Switzerland, 2015.
2. Emergency Admissions to Hospital: Managing the Demand. Available online: https://www.nao.org.uk/press-release/

emergency-admissions-hospital-managing-demand/ (accessed on 30 June 2021).
3. Jenks, S.F.; Williems, M.V.; Coleman, E.A. Rehospitalizations among patients in the Medicare free-for-service program. N. Engl. J.

Med. 2009, 360, 1418. [CrossRef] [PubMed]
4. Scott, I.A. Preventing the rebound: Improving care transition in hospital discharge processes. Aust. Health Rev. 2010, 34, 445–451.

[CrossRef]
5. Goncalves-Bradley, D.C.; Lannin, N.A.; Clemson, L.M.; Cameron, I.D.; Shepperd, S. Discharge planning from hospital. Cochrane.

Database Syst. Rev. 2016, CD000313. [CrossRef]

https://www.mdpi.com/article/10.3390/healthcare10020202/s1
https://www.mdpi.com/article/10.3390/healthcare10020202/s1
https://www.nao.org.uk/press-release/emergency-admissions-hospital-managing-demand/
https://www.nao.org.uk/press-release/emergency-admissions-hospital-managing-demand/
http://doi.org/10.1056/NEJMsa0803563
http://www.ncbi.nlm.nih.gov/pubmed/19339721
http://doi.org/10.1071/AH09777
http://doi.org/10.1002/14651858.CD000313.pub5


Healthcare 2022, 10, 202 13 of 14

6. Carroll, A.; Dowling, M. Discharge planning: Communication, education and patient participation. Br. J. Nurs. 2007, 16, 882.
[CrossRef] [PubMed]

7. Kripalani, S.; Jackson, A.T.; Schnipper, J.L.; Coleman, E.A. Promoting effective transitions of care at hospital discharge: A review
of key issues for hospitalists. J. Hosp. Med. 2007, 2, 314–323. [CrossRef]

8. Moretto, N.; Comans, T.A.; Chang, A.T.; O’Leary, S.P.; Osborne, S.; Carter, H.E.; Smith, D.; Cavanagh, T.; Blond, D.; Raymer, M.
Implementation of simulation modelling to improve service planning in specialist orthopaedic and neurosurgical outpatient
services. Implement. Sci. 2019, 14, 78. [CrossRef]

9. Standfield, L.; Comans, T.; Raymer, M.; O’Leary, S.; Moretto, N.; Scuffham, P. The Efficiency of Increasing the Capacity of
Physiotherapy Screening Clinics or Traditional Medical Services to Address Unmet Demand in Orthopaedic Outpatients: A
Practical Application of Discrete Event Simulation with Dynamic Queuing. Appl. Health. Econ. Health Policy 2016, 14, 479–491.
[CrossRef]

10. Zexian, Z.; Xiaolei, X.; Xiang, Z.; Barbara, A.; Liegel, S.S.; Jingshan, L. Simulation Modeling of Hospital Discharge Process. In
Stochastic Modeling and Analytics in Healthcare Delivery Systems; World Scientific: Hackensack, NJ, USA, 2017; pp. 113–134.

11. Elbattah, M.; Molloy, O. Coupling Simulation with Machine Learning: A Hybrid Approach for Elderly Discharge Planning. In
Proceedings of the 2016 ACM SIGSIM Conference on Principles of Advanced Discrete Simulation, Banff, AB, Canada, 15–18 May
2016; Association for Computing Machinery: Banff, AB, Canada, 2016; pp. 47–56.

12. Sinclair, L.B.; Lingard, L.A.; Mohabeer, R.N. What’s so great about rehabilitation teams? An ethnographic study of interprofes-
sional collaboration in a rehabilitation unit. Arch. Phys. Med. Rehabil. 2009, 90, 1196–1201. [CrossRef]

13. Hodgson, I. Ethnography and Health Care: Focus on Nursing. Qual. Soc. Res. 2000, 1, 7.
14. Mulhall, A. In the field: Notes on observation in qualitative research. J. Adv. Nurs. 2003, 41, 306–313. [CrossRef]
15. Rashid, M.; Caine, V.; Goez, H. The Encounters and Challenges of Ethnography as a Methodology in Health Research. Int. J. Qual.

Methods 2015, 14, 1609406915621421. [CrossRef]
16. Hsieh, H.-F.; Shannon, S.E. Three approaches to qualitative content analysis. Qual. Health Res. 2005, 15, 1277–1288. [CrossRef]
17. Rocco, T.S.; Plakhotnik, M.S. Increasing the odds of publishing a qualitative manuscript. In The Handbook of Scholarly Writing and

Publishing; Rocco, T.S., Hatcher, T., Creswell, J.W., Eds.; John Wiley Sons: Hoboken, NJ, USA, 2011; pp. 161–178.
18. Petty, N.J.; Thomson, O.P.; Stew, G. Ready for a paradigm shift? Part 2: Introducing qualitative research methodologies and

methods. Man. Ther. 2012, 17, 378. [CrossRef]
19. Clark, K.W.; Moller, S.; O’Brien, L. Electronic patient journey boards a vital piece of the puzzle in patient flow. Aust. Health. Rev.

2014, 38, 59–264. [CrossRef]
20. Yigitbasioglu, O.M.; Velcu, O. A review of dashboards in performance management: Implications for design and research. Int. J.

Acc. Inf. Sys. 2012, 13, 41–59. [CrossRef]
21. Clark, K.W.; Whiting, E.; Rowland, J.; Thompson, L.E.; Missenden, I. Breaking the mould without breaking the system: The

development and pilot of a clinical dashboard at The Prince Charles Hospital. Aust. Health Rev. 2013, 37, 304. [CrossRef]
22. Yiu, R.; Fung, V.; Szeto, K.; Hung, V.; Siu, R.; Lam, J.; Lai, D.; Maw, C.; Cheung, A.; Shea, R.; et al. Building electronic forms for

elderly program: Integrated care model for high risk elders in Hong Kong. Stud. Health Technol. Inform. 2013, 192, 1016. [PubMed]
23. Edmonson, A.C.; Higgins, M.; Singer, S.J.; Weiner, J. Understanding psychological safety in health care and education organiza-

tions: A comparative perspective. Res. Hum. Dev. 2016, 13, 65–83. [CrossRef]
24. Edmonson, A.C. Speaking up in the operating room: How team leaders promote learning in interdisciplinary action teams. J.

Man. Stud. 2003, 40, 1419–1452.
25. Vogeli, C.; Shields, A.E.; Lee, T.A.; Gibson, T.B.; Marder, W.D.; Weiss, K.B.; Blumenthal, D. Multiple chronic conditions: Prevalence,

health consequences, and implications for quailty, care management, and costs. J. Gen. Intern. Med. 2007, 22, 91–395. [CrossRef]
26. Zurlo, A.; Zuliani, G. Management of care transition and hospital discharge. Aging Clin. Exp. Res. 2018, 30, 263–270. [CrossRef]
27. Bauer, M.; Fitzgerald, L.; Haesler, E.; Manfrin, M. Hospital discharge planning for frail older people and their family. Are we

delivering best practice? A review of the evidence. J. Clin. Nurs. 2009, 18, 2539–2546. [CrossRef]
28. Bowles, K.H.; Holmes, J.H.; Ratcliffe, S.J.; Liberatore, M.; Nydick, R.; Naylor, M.D. Factors identified by experts to support

decision making for post acute referral. Nurs. Res. 2009, 58, 115. [CrossRef]
29. Mitchell, R.; Boyle, B.; Parker, V.; Giles, M.; Chiang, V.; Joyce, P. Managing Inclusiveness and Diversity in Teams: How Leader

Inclusiveness Affects Performance through Status and Team Identity. Hum. Res. Man. 2015, 54, 217–239. [CrossRef]
30. Lainscak, M.; Kadivec, S.; Kosnik, M.; Benedik, B.; Bratkovic, M.; Jakhel, T.; Marcun, R.; Miklosa, P.; Stalc, B.; Farkas, J. Discharge

coordinator intervention prevents hospitalizations in patients with COPD: A randomized controlled trial. J. Am. Med. Dir. Assoc.
2013, 14, 450. [CrossRef]

31. McTavish, A.; Phillips, C. Transforming the patient experience: Bringing to life a patient- and family- centred interprofessional
collaborative practice model of care and Kingston General Hospital. Patient Exp. J. 2014, 1, 50–55. [CrossRef]

32. Everink, I.H.; van Haastregt, J.C.M.; Maessen, J.C.M.; Schols, J.M.G.A.; Kempen, G.I.J.M. Process evaluation of an integrated care
pathway in geriatric rehabilitation for people with complex health problems. BMC Health Serv. Res. 2017, 17, 34. [CrossRef]

33. Hagedoorn, E.I.; Paans, W.; Jaarsma, T.; Keers, J.C.; van der Schans, C.; Luttik, M.L. Aspects of family caregiving as addressed in
planned discussions between nurses, patients with chronic diseases and family caregivers: A qualitative content analysis. BMC
Nurs. 2017, 16, 37. [CrossRef] [PubMed]

http://doi.org/10.12968/bjon.2007.16.14.24328
http://www.ncbi.nlm.nih.gov/pubmed/17851351
http://doi.org/10.1002/jhm.228
http://doi.org/10.1186/s13012-019-0923-1
http://doi.org/10.1007/s40258-016-0246-1
http://doi.org/10.1016/j.apmr.2009.01.021
http://doi.org/10.1046/j.1365-2648.2003.02514.x
http://doi.org/10.1177/1609406915621421
http://doi.org/10.1177/1049732305276687
http://doi.org/10.1016/j.math.2012.03.004
http://doi.org/10.1071/AH13192
http://doi.org/10.1016/j.accinf.2011.08.002
http://doi.org/10.1071/AH12018
http://www.ncbi.nlm.nih.gov/pubmed/23920790
http://doi.org/10.1080/15427609.2016.1141280
http://doi.org/10.1007/s11606-007-0322-1
http://doi.org/10.1007/s40520-017-0885-6
http://doi.org/10.1111/j.1365-2702.2008.02685.x
http://doi.org/10.1097/NNR.0b013e318199b52a
http://doi.org/10.1002/hrm.21658
http://doi.org/10.1016/j.jamda.2013.03.003
http://doi.org/10.35680/2372-0247.1008
http://doi.org/10.1186/s12913-016-1974-5
http://doi.org/10.1186/s12912-017-0231-5
http://www.ncbi.nlm.nih.gov/pubmed/28701898


Healthcare 2022, 10, 202 14 of 14

34. Hickman, L.D.; Phillips, J.L.; Newton, P.J.; Halcomb, E.J.; Abed, N.A.; Davidson, P.M. Multidisciplinary team interventions to
optimise health outcomes for older people in acute care settings: A systematic review. Arch. Gerontol. Geriatr. 2015, 61, 322.
[CrossRef]

35. Menichetti, J.; Graffigna, G.; Steinsbekk, A. What are the contents of patient engagement interventions for older adults?
A systematic review of randomized controlled trials. Patient Educ. Couns. 2018, 101, 995–1005. [CrossRef]

36. Reuben, D.B.; Tinetti, M.E. Goal-Oriented Patient Care—An Alternative Health Outcomes Paradigm. N. Engl. J. Med. 2012, 366,
777–779. [CrossRef]

37. Heath, C.; Luff, P.; Svensson, M.S. Video and qualitative research: Analysing medical practice and interaction. Med. Educ. 2007,
41, 109. [CrossRef] [PubMed]

38. Atkinson, P.; Hammersley, M. Ethnography and participant observation. In Handbook of Qualitative Research; Denzin, N.K., Lincoln,
Y.S., Eds.; SAGE: Thousand Oaks, CA, USA, 1994; p. 248.

39. Morris, Z.S.; Wooding, S.; Grant, J. The answer is 17 years, what is the question: Understanding time lags in translational research.
J. R. Soc. Med. 2011, 104, 510. [CrossRef] [PubMed]

40. Eccles, M.P.; Mittman, B.S. Welcome to Implementation Science. Implement. Sci. 2006, 1, 1. [CrossRef]
41. Weeks, K.; Kile, D.; Garber, J. Implementing a Nurse Discharge Navigator: Reducing 30-Day Readmissions for Heart Failure and

Sepsis Populations. Prof. Case Manag. 2020, 25, 343–349. [CrossRef] [PubMed]
42. Threapleton, D.E.; Chung, R.Y.; Wong, S.Y.S.; Wong, E.; Chau, P.; Woo, J.; Chung, V.C.H.; Yeoh, E.-K. Integrated care for older

populations and its implementation facilitators and barriers: A rapid scoping review. Int. J. Qual. Health Care 2017, 29, 327–334.
[CrossRef]

43. Ellis, G.; Whitehead, M.A.; Robinson, D.; O’Neill, D.; Langhorne, P. Comprehensive geriatric assessment for older adults admitted
to hospital: Meta-analysis of randomised controlled trials. BMJ 2011, 343, d6553. [CrossRef] [PubMed]

44. Alassaad, A.; Melhus, H.; Hammarlund-Udenaes, M.; Bertilsson, M.; Gillespie, U.; Sundström, J. A tool for prediction of risk
of rehospitalisation and mortality in the hospitalised elderly: Secondary analysis of clinical trial data. BMJ Open 2015, 5, e7259.
[CrossRef]

45. Schjødt, K.; Erlang, A.S.; Starup-Linde, J.; Jensen, A.L. Older hospitalised patients’ experience of involvement in discharge
planning. Scand. J. Caring. Sci. 2021. [CrossRef]

46. Howdon, D.; Rice, N. Health care expenditures, age, proximity to death and morbidity: Implications for an ageing population.
Health Econ. 2018, 57, 60–74. [CrossRef]

http://doi.org/10.1016/j.archger.2015.06.021
http://doi.org/10.1016/j.pec.2017.12.009
http://doi.org/10.1056/NEJMp1113631
http://doi.org/10.1111/j.1365-2929.2006.02641.x
http://www.ncbi.nlm.nih.gov/pubmed/17209899
http://doi.org/10.1258/jrsm.2011.110180
http://www.ncbi.nlm.nih.gov/pubmed/22179294
http://doi.org/10.1186/1748-5908-1-1
http://doi.org/10.1097/NCM.0000000000000437
http://www.ncbi.nlm.nih.gov/pubmed/33017371
http://doi.org/10.1093/intqhc/mzx041
http://doi.org/10.1136/bmj.d6553
http://www.ncbi.nlm.nih.gov/pubmed/22034146
http://doi.org/10.1136/bmjopen-2014-007259
http://doi.org/10.1111/scs.12977
http://doi.org/10.1016/j.jhealeco.2017.11.001

	Introduction 
	Materials and Methods 
	Study Design and Setting 
	Participants 
	Data Collection 
	Data Analysis 

	Results 
	Communication with Patients, Family/Carers, and Community Services 
	Collaboration between Health Professionals 
	Coordination and Education via a Dedicated Coordinating Health Professional 
	Patient Participation 

	Discussion 
	Implications for Clinical Practice 
	Electronic Journey Boards 
	Casual Conversations between Staff on the Ward 
	The Discharge Care Coordinator 
	Patient and Family Engagement 

	Implications for Research 
	The ‘So What?’ Question 

	Conclusions 
	References

