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Addressing risk factors for transitional care of

the elderly—literature review

Kristin Laugaland Alstveit
Forde Hospital, Norway
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Department of Health Studies, University of Stavanger, Stavanger, Norway
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Department of Anesthesia and Center for Patient Safety, Utrecht University Medical Center, 
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ABSTRACT: Transitional care has become one of the most pressing topics in the global 

efforts to improve the reliability and safety of patients due to the growing evidence indi-

cating the strong correlation of patient handovers with medical errors and adverse events. 

The  elderly population with typically complex health problems frequently requires care in 

multiple settings. Elders appear to be a group particularly at risk for medical errors in gen-

eral and during transitions between settings. This population is especially vulnerable for 

experiencing communication related adverse outcomes and problems of care fragmentation. 

Existing research has primarily been concerned with adverse events and medical errors occur-

ring within the hospital. Review of the literature reveals that relatively little data is available 

to estimate the extent and impact of adverse events occurring during the transitions inter-

face between primary and secondary health and care services. Despite the lack of empirical 

research a common message in existing literature is that adverse events occur in transitional 

care of the elderly. The major contributing risk factors for adverse events are ineffective care 

processes and poor communication. The type and incidence of adverse events reported in the 

literature are related to drug events, procedure related events, diagnostic test follow-up errors, 

nosocomial infections and falls. The severity of these adverse events varies from laboratory 

errors only to permanent disability and death. Risk factors related to transitional care should 

be recognized as a high yield area of intervention and improvement. This is particularly evi-

dent given the increasing elderly population and their repeated hospitalizations, iatrogenic 

complications, and uncoordinated care due to poorly executed transitions.

1 INTRODUCTION

Transitional care is defined as a set of actions designed to ensure the coordination and con-

tinuity of health care as patients transfer between different locations and different levels of 

care within the same location (Coleman et al. 2003). The transfer of essential information 

and the responsibility of care of the patient from one health care provider to another is an 

integral and vital component of effective communication in health care. This critical transfer 

point is known as a handover or handoff. An effective handoff supports the transition of 

critical information and continuity of care and treatment. Ineffective patient handoffs on the 

other hand can contribute to gaps in patient care and breaches in the systems resilience to 

protect the patient from harm (Friesen et al. 2008; Cook et al. 2000). The main goal during 

patient transfer is optimal patient care and safety (Boutilier 2007).

Interest in transitions, (handover or handoff) has grown steadily over the past decade and 

has become one of the hottest topics in the global patient safety area as researchers, hospital 
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administrators, educators and policy makers have appreciated that patient transfers represent 

a dynamic risk factor. The World Health Organisation (WHO) has listed “communication 

during patient care handovers” as one of its top 5 patient safety initiatives (WHO 2007).

Elderly people (>65) appear to be a group particularly at risk for medical errors. A  growing 

body of evidence further suggests that this population is particularly vulnerable to experi-

encing discontinuity in care with the potential of adverse outcomes due to poorly executed 

transitions (Coleman 2003; Coleman & Boult 2003; Naylor & Keating 2008; Tsilimingras 

et al. 2003). Older patients, many with reduced mental capacity, are those most dependent on 

a health care system that is able to communicate appropriately and to transfer information 

and duties properly (Gårasen & Johnsen 2007). Frail older patients, particularly those with 

cognitive impairment consistently suffer repeated hospitalizations, iatrogenic complications, 

and uncoordinated care (LaMantia et al. 2010).

An increase in the elderly population in many countries further implies that the interface 

between primary and secondary healthcare is particularly important in creating a safe and 

reliable health care delivery system (Alamberti et al. 2005).

2 AIM

This paper focuses upon care transitions at the interface between primary and secondary 

 service providers within elderly health and care. It aims to identify and raise awareness towards 

factors that are critical to patient safety. We focus upon inter-organizational pathways, in par-

ticular from hospital to community and the reverse plus/and also inter-professional commu-

nication from hospital-based nurse to community nurse and from hospital-based  physician 

to general practitioner.

3 METHODOLOGY

We conducted a systematic literature search by using the electronic databases PubMed, 

Medline, Cinahl and Academic Search Elite. We also manually/hand searched references in 

the retrieved articles, to identify additional articles (snowballing search). The data searches 

were limited to English language articles that appeared in peer-reviewed journals published 

from 2000 until January 2011.1 Keywords in our searches were: care transitions,  inter-hospital 

transfer and elderly, information transfer, transitional care and elderly, patient safety and 

handover, patient transfer and patient safety, transitional care outcome, discontinuities in tran-

sitional care, adverse events and medical error. The criteria for inclusion were articles studying 

patient transitions between nursing homes, home and hospital in either direction. Samples had 

to contain a majority of older people (>65). We included studies addressing adverse events 

and medical errors associated with the process of transitional care. We also searched the fol-

lowing journals’ contents page electronically for relevant papers: Journal of clinical nursing, 

Social science and Medicine, Aging and society, Age and Aging, Social care in the community, 

 International Journal of Integrated Care. A total of 49 articles matched the inclusion criteria 

and were included in our review. We excluded all literature relating to mental health problems.

4 RISK FACTORS IDENTIFIED WITHIN TRANSITIONAL CARE

Previous research has primarily been concerned with adverse events occurring within the  hospital. 

As a result we find in review that relatively few data are available to estimate the extent of adverse 

events occurring in the post-hospital period (Tsilimingras & Bates 2008). “To Err is Human” 

1 A ten year span was used in the first phase of the literature search reported in this paper aiming to map 

the recent studies on risk factors within transitional care of the elderly.
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may thus have underestimated the overall safety problem, due to the fact that injuries occurring 

after discharge and outside the hospital was not included in the evaluation (Institute of Medi-

cine 2000). Many of the studies in our literature review used  readmission rates to identify poor 

transitional care. However, there is evidence that this  outcome has  limited value as an indicator 

of quality of care in general (Benbassat & Taragin 2000). There is currently a lack of methods to 

measure safety of patient care across levels, organizations and professions (Thomas & Lambert 

2008) and strategies to improve transitional care are insufficient (LaMantia et al. 2010).

Despite the lack of empirical evidence a few studies indicate that adverse events occur fre-

quently within transitional care and that elders and patients with complex care needs are par-

ticularly at risk. Research indicates that up to 49% of the patients will experience at least one 

discharge-related medical error or adverse event during care transitions (Moore et al. 2003). 

 Several of these events have been identified and reported as preventable or ameliorable, meaning 

that although they were unavoidable their severity could have been decreased by earlier corrective 

actions (Foster et al. 2003, 2004). Results also show that the rate of adverse events seems likely 

to increase as patients age (Foster et al. 2004). The types of adverse events reported are adverse 

drug events, procedure related events, diagnostic test follow-up errors, nosocomial infections and 

falls. Missed diagnosis and incorrect treatment were also reported, but to a lesser degree (Moore 

et al. 2003; Foster et al. 2003, 2004). The severity of the adverse events varied from labora-

tory abnormalities to permanent disability and death. Fifty percent of patients experiencing an 

adverse event required the use of extra health care services and some patients was readmitted to 

the hospital (Moore et al. 2003; Foster et al. 2003, 2004). System problems such as ineffective and 

poor communication were a contributing factor in a majority of the preventable and ameliora-

ble adverse events occurring (Foster et al. 2003, 2004; Moore et al. 2003). A commonly described 

contributing factor causing adverse events is the exchange of patient information among health 

care providers. Individual abilities and characteristics, team behaviours, systemic factors, and 

the lack of organisational support for a safety culture are factors that have been reported as 

influencing effective communication in healthcare (Leonard et al. 2004).

4.1 Deficits in communication

The handoff process refers to either the verbal or written communication of patient informa-

tion, designed to familiarize oncoming or covering health care providers with patients from 

whom they will be responsible (Wachter 2008). In our review we find that when communication 

breaks down patients are at risk due to the fact that vital information (diagnostic findings, com-

plications, consultations, test results pending, follow-up care) may not be shared adequately 

between physicians and nurses in the transitions between primary and secondary health and 

care services, resulting in a disability for them to perform their role and responsibilities effec-

tively and appropriately (Roy et al. 2005). Incomplete or inaccurate information about the hos-

pitalization can contribute to faulty medical decision-making or failure to adequately monitor 

the condition of the patient during follow-up care. It may negatively affect continuity and con-

tribute to adverse events (Kripalani et al. 2007). Despite such  findings relatively little attention 

has been given to adverse events that are caused by inadequate communication between hospi-

tal based physicians and outpatient primary care providers (Moore et al. 2003).

We find that within profession but across organizational boundaries communication is 

described as difficult and in many cases the communication from hospital-based physicians 

to community-based general practitioners is rated as poor (Foster et al. 2003; Kripalani et al. 

2007; Garåsen & Johnsen 2007) and from hospital-based nurses to community nurses (Payne 

et al. 2002; Hellesø & Fagermoen 2010). Poor communication and coordination are evident 

in several studies (Arora et al. 2008; Sharit et al. 2008).

4.2 Admission and discharge summaries lack vital information

Our review suggests that admission and discharge summaries play a critical role in care tran-

sitions (Kripalani et al. 2007). Hospital discharge summaries serve as the primary  documents 

communicating a patients care plan to the post-hospital care team. Direct and phone 
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 communication occurs infrequently, and the discharge summary is often the only form of 

communication that accompanies the patient to the next care setting  (Kripalani et al. 2007). 

There have been reported problems with timely receipt of information.  Discharge summaries 

are often delayed or never reach the primary care physician at all (Kripalani et al. 2007). 

According to Walraven and colleagues (2002) they found a trend towards greater risk for 

readmission among patients who were seen and treated in follow-up by a physician who had 

not received a discharge summary. There are several studies reporting that discharge sum-

maries lack essential information such as diagnostic test results, treatment or hospital course, 

discharge medications, test results pending at discharge, patient or family counseling and 

follow-up plans (Wilson et al. 2001; Foster et al. 2002; Kripalani et al. 2007). Garåsen and 

Johnsen (2007) assert that both referral and discharge letters often lack vital medical infor-

mation, and referral letters to such an extent that it might represent a health hazard for older 

patients. Conversely, primary care physicians may not provide sufficient information to hos-

pitals at admission. Transfer of information from community to hospital is also crucial for 

the preparation of discharge planning and subsequent care packages (Werret et al. 2001).

We find that nursing research has also raised awareness towards inadequate information 

transfer. Several studies report that the information transfer is inadequate. A study of nurs-

ing documentation from 36 patient records in Norway revealed that in 15 of the 36 records 

no nursing discharge note was found. There was no written information exchanged about 

the patient between the hospital and the receiving service provider in the community. In the 

21 remaining nursing discharge notes none of the discharge notes were filled out completely 

(Hellesø et al. 2004). Essential clinical information, such as medications, medication allergies, 

caregiver contact information, cognitive status, depression status and follow-up plans were 

often missing when elderly patients were transferred to the home care services. Significant 

discrepancies between medication regimens are often identified (Brown et al. 2006).

4.2.1 Adverse drug events

In our review we find that failures in transferring adequate medical information, adverse 

drug events and medication discrepancies both at the time of hospital admission and at dis-

charge represents a significant source of adverse events, with the potential to cause harm 

 (Cornish et al. 2005; Schnipper et al. 2006; Vira et al. 2006; Perrren et al. 2009;  Boockvar et al. 

2004;  Corbett et al. 2010; Gleason et al. 2010; Moore et al. 2003; Coleman et al. 2005; 

Rothschild et al. 2000; Wong et al. 2008; Unroe et al. 2010). Generally medication errors 

are the most described common type of adverse events within healthcare (Dean et al. 2002; 

Tsilimingras & Bates 2008; Foster et al. 2003).

One study reported that medication discrepancies were more common at discharge than 

during admission (Pippens et al. 2008). Most changes in drug use were discontinuations, 

followed by dose change and class substitutions (Boockvar et al. 2004). After screening 

523 admissions another study found that eighty-one patients had at least one unintended 

 discrepancy. The most common discrepancy was omission of a regularly used medication. 

Further, the study identified that approximately 40% of the discrepancies had the potential to 

cause moderate to severe discomfort or clinical deterioration (Cornish et al. 2005).

Elderly patients seem particularly vulnerable to medication discrepancies due to chronic 

co-morbid medical conditions, functional impairment, complex medical regimens often with 

prescriptions from several providers and extensive changes in their medication during hospi-

talization (Corbett et al. 2010). Older age and polypharmacy are known risk factors for medi-

cation discrepancies and errors (Coleman et al. 2005; Gleason et al. 2010). A study conducted 

within Norwegian municipalities revealed serious discrepancies between general practitioners 

and community nurses related to the medication lists for their common patients due to flaws 

in their information exchange and the lack of a common integrated ICT system. There was 

a lack of accordance in 60% of the medication lists that were compared between nurses in 

home care services and the general practitioners (Rognstad & Strand 2004).

The most common medication classes involved in errors include: cardiovascular agents (rep-

resents the majority), antidepressant, gastrointestinal agents, neurological agents,  anti-diabetics, 
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and diuretics (Gleason et al. 2010; Moore et al. 2003; Coleman et al. 2005). However, the issue 

of medication problems experienced by elderly transitioning across health care  settings has 

received relatively little attention in the medical literature (Coleman et al. 2005).

4.2.2 Procedure and test follow-up errors

Another potential risk that a few studies have identified as a risk factor after hospital dis-

charge is related to failure to follow-up on procedures suggested or scheduled and test results 

(eg. laboratory test and radiological studies) pending at the time of discharge, which is the 

norm (Roy et al. 2005; Gandhi 2005; Moore et al. 2003). Moore and colleagues (2003) found 

that patients with a work-up error, described as a test or procedure suggest or scheduled by 

the inpatient provider but not adequately follow up by the outpatient provider was more 

likely to be rehospitalized within 3 months after the first outpatient visit. Roy and colleagues 

(2005) found that nearly half  of all discharged patients have test results pending on the day of 

discharge of which approximately one half  of these were abnormal. This study further dem-

onstrated that primary care physicians often are unaware of potentially actionable test results 

returning after discharge. It is emphasized that few studies have addressed follow-up on test 

results pending at hospital discharge and suggesting that such test results are frequently over-

looked in the handoff from the inpatient physician to the outpatient physician. This in turn 

can lead to adverse events in which these test result may have important clinical consequences 

for the patient that in some cases require urgent action (Roy et al. 2005).

4.3 Summing up

Effective communication of information is a vital component of the provision of safe transi-

tional care. The result of the literature review indicates that in relation to information trans-

fer across organizational boundaries, most research is concentrated on the hospital to home 

discharge for elderly patients rather than the reverse phase. This view is supported by the 

findings of Payne and colleagues who also found that most studies were descriptive and 

originating from nursing journals (2002). Patients discharged from hospital appear especially 

vulnerable to adverse events because of possible worsening of their functional impairments 

since admission, changes in the treatment regimen, discontinuities during their transition, 

and a limited support system (Tsilimingras & Bates 2008). Medical errors related to the dis-

continuity of care may be associated with an increased risk of rehospitalization (Moore et al. 

2003). The potential for medical errors increases as patients undergo several care transitions 

(Coleman 2003). This tendency is described to be attributed to the clinical complexity of 

elderly care rather than age based discrimination (Thomas & Brennan 2000).

5 DISCUSSION

The transfer of patient information between settings and health care providers has been rec-

ognized as a risk factor in transitional care (Roy et al. 2005). Current studies on interactions 

among health care levels show evidence for a lack of communication between primary and 

secondary care (Dunnion & Kelly 2008). The majority of the types of communication from 

primary care to hospital form a one way communication rather than real teamwork (Werrett 

et al. 2001), the communication from hospital to primary care and conversely is also insuffi-

cient (Meara et al. 1992). It is stated that errors stemming from transitional care represent one 

of the most common and consequential errors in healthcare (Watcher 2008). However, to our 

knowledge there exist limited evidence-based empirical research that supports this statement. 

Specifically, while several studies introduce and discuss contributing factors and the potential 

for adverse events within transitional care, very few studies measure the actual extent and 

frequency of adverse outcomes affecting elderly patients who are transferred between differ-

ent settings in healthcare. Despite the problem related to generalization across countries the 

situation appears to be typical. In Figure 1, we outline the prominent risk factors described 

in the literature we reviewed.
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Primary health and 
care services 

Secondary health and 
care services 

Interface challenge:
inadequate and poor 
communication, lack of 
holistic thinking, unclear 
responsibility

Adverse outcome:
Lack of vital 
information
during admission 
and discharge 

Follow- up errors, 
procedure related 
errors 

Possible adverse outcomes:

Nosocomial 
infections, falls, 
diagnostic errors   

Adverse events:
Adverse Drug Events 

Poor clinical outcomes
Missed diagnosis, incorrect
treatment
Dissatisfaction among patients
Inappropriate use of 
healthcare services
Rehospitalisation 
Death 

Figure 1. Identified risk factors within transitional care.

Danielsen & Fjær (2010) suggest that the interaction between hospital and primary care 

are characterized by ineffective communication and a lack of holistic thinking. Each party 

tends to focus on its own tasks and resources and not on the system as a whole, which is 

paradoxical given that it is the system the patient actually experiences. The responsibility for 

improving the interaction, cooperation and communication across the interfaces appears to 

“fall between two stools” where either part seems to feel accountable (Kvamme et al. 2000; 

Coleman et al. 2003). We believe one should be concerned with enabling professional groups 

across different settings to understand their roles and make them feel that their work is com-

plementary with that of others within the health care system (Kvamme et al. 2000). Role 

clarity with clear lines of responsibility for follow-up must be established to prevent misun-

derstandings (Gandhi 2005). Each of the organizations, units, professions, and actors during 

primary and secondary care services might hold valuable intentions according to patient 

safety, but the dependencies among the actors, the frequency of transitions and interactions, 

and the variability in risk perception along the health care system (Kewell 2006; Hood et al. 

2001) create challenges in creating safe and reliable health care delivery. From a holistic per-

spective, multidisciplinary collaboration between all health care professionals is necessary to 

facilitate safe transitional care for elderly patients (Dunnion & Kelly 2008).

The system of care seems to be most vulnerable at transitions, with discontinuities in 

care arising mainly from poor information transfer and faulty communication patterns. 

 Effective care transitions depend on collaboration across primary and secondary service 

levels.  However, various service levels often function in isolation, and there is no way to 

hold providers accountable when problems arise (Coleman et al. 2004). This gap gives rise 

to the potential of fragmentation of care, possible leading to medical errors, service duplica-

tion, inappropriate care, and critical elements of the care plan “falling through the cracks”. 

 Ultimately, poorly executed care transitions may subsequently lead to poor clinical outcomes, 

dissatisfaction among patients, and inappropriate use of hospitals, emergency, postacute and 

ambulatory services (Coleman & Boult 2003).

Inadequate and poor communication may result in lack of transferring vital  information 

during inter-organizational transitions. This in turn poses a potential risk for medical errors 
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and adverse events because essential elements of the patients care plan developed in one setting 

are not communicated and followed up at the next care setting (e.g. preparation for the goals of 

care delivered in the next setting, arrangements for follow-up appointments and laboratory test-

ing and reviewing the current medication regimen) (Coleman et al. 2005). When elderly patients 

are being transferred between health care settings it is essential that the receiving health teams 

have accurate information concerning the patients’ medications, advance directives, allergies, 

and previous medical history (Morley 2010). Failure to follow—up on abnormal test results is 

a critical weakness in patient safety (Gandhi 2005). Diffused responsibility is a concern within 

handoffs, in that it can lead providers across the inpatient and outpatient settings to assume 

that someone else is going to follow up on test results, in the worst case resulting in none taking 

responsibility (Gandhi 2005). According to Bull (2000) re-admissions to hospitals are reduced 

once community nurses receive effective communication from the hospital care team.

The literature review suggests that most post-discharge studies have usually focused on 

adverse drug events with very little data on the other types of adverse events or medical errors 

stemming from transitional care (Tsilimingras & Bates 2008). There are limited data except 

from the studies conducted by Foster and colleagues (2003, 2004) that examine multiple types 

of adverse events simultaneously related to post-discharge adverse events. Beyond these stud-

ies there are limited data regarding the frequency of procedure-related events, nosocomical 

infections, therapeutic errors, pressure ulcers, diagnostic errors and falls in the outpatient 

setting (Tsilimingras & Bates 2008). Some studies have identified and revealed high–risk 

patients during transitional care are related to specific diagnosis groups (Spehar et al. 2005). 

For example, numerous efforts have been made to improve transitional care for patients with 

heart failure, stroke and complex care needs. However, few efforts have specifically addressed 

transitional adverse events in the elderly in a general population (Tsilimingras & Bates 2008). 

To improve safety within transitional care we first need to have information on the incidence 

and type of adverse events occurring (Foster et al. 2003, 2004).

6 CONCLUSIONS

It is widely recognized that effective information transfer between health professionals is vital 

to optimise patient care and in developing safe outcomes (Foster et al. 2002). Despite an 

increase in studies focusing on transitions, there are still gaps in the literature in terms of how 

patient information should be transferred in a way that reduces risk and strategies to improve 

transitional care are lacking (LaMantia et al. 2010). Despite the fact that problems associ-

ated with transitional care of older people have been identified little empirical research exists 

(Payne et al. 2002). However, the literature suggests that preventable adverse events are likely 

to occur within transitional care of the elderly due to breakdowns in communication across 

care providers. Even if  there are on-going evidence based interventions aimed at improving 

the safety of transitional care handovers, these are plagued with the age-old problem of not 

translating the findings of current research into improved practice (Johnson & Arora 2009). 

Adverse care and problems engendered by transitions and discontinuities in care should be 

recognized as an important area of concern for elderly (Tsilimingras & Bates 2008).
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Abstract: When a patient’s transition from the hospital to home is less than optimal, the repercussions can be far-reaching – 
hospital readmission, adverse medical events, and even mortality. Elderly, especially frail older patients with complex health 
care problems appear to be a group particularly at risk for adverse events in general, and during transitions across health 
providers in particular. We undertook a systematic review to identify interventions designed to improve patient safety during 
transitional care of the elderly, with a particular focus on discharge interventions. We searched the literature for qualitative and 
quantitative studies on the subject published over the past ten years. The review revealed a set of potential intervention types 
aimed at the improvement of communication that contribute to safe transitional care. Intervention types included profession-
oriented interventions (e.g. education and training), organisational/culture interventions (e.g. transfer nurse, discharge protocol, 
discharge planning, medication reconciliation, standardized discharge letter, electronic tools), or patient and next of kin 
oriented interventions (e.g. patient awareness and empowerment, discharge support). Results strongly indicate that elderly 
discharged from hospital to the community will benefit from targeted interventions aimed to improve transfer across healthcare 
settings. Future interventions should take into account multi-component and multi-disciplinary interventions incorporating 
several single interventions combined. 

Keywords: Transitional care, elderly, patient safety, adverse events, interventions  

 
1. Introduction  

Transitional care has been recognized as a high 
risk area for patients due to the growing evidence 
indicating a strong correlation between patient 
handovers and adverse events [1-3].Transitional 
care has been defined as a set of actions designed to 
ensure the coordination and continuity of health 
care as patients transfer between different levels of 
care within the same or other locations [4]. The 
main goal of transitional care is optimal patient care 
and safety [5]. Elderly, especially frail older 
patients with complex health care problems appear 
to be a group particularly at risk for adverse events* 
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in general, and during transitions across health 
providers in particular [6-7]. Elderly typically 
receive care from many providers and move 
frequently within and across health care settings [4] 
and has been defined as a research priority [8]. The 
type and incidence of adverse events reported in the 
literature relate to adverse drug events, procedure 
related events, diagnostic test follow-up errors, 
nosocomial infections and falls. Ineffective care 
processes, poor communication and deficient 
documentation represent the major risk factors 
associated with these adverse events [9]. The 
physical and mental health of elderly may 
deteriorate after discharge. They may experience 
changes in the treatment regimen, and 
discontinuities during their transitions. In addition 
many elders often have a limited support system 
[10]. Combined with poor general health this leaves 
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the elderly at high risk for rehospitalization, 
morbidity and mortality after discharge. The 
tendency in today`s health care systems is that 
patients are often discharged “quicker and sicker”   
which in turn challenges the health care team to 
adequately prepare and complete the discharge 
process (i.e., planning, support and follow-up). It is 
vital that healthcare providers have the proper 
information to act as representatives for the elderly 
patient. The pursuit of patient safety interventions 
within transitional care of frail elderly should thus 
ideally be designed to address the current risk 
factors.  

2. Aim  

This paper focuses upon interventions designed 
to improve patient safety within transitional care of 
the elderly. We focus on the effects of discharge 
interventions on patient safety, e.g adverse events 
confined to elderly patients (>65) who have been 
discharged either home or to a nursing home from 
tertiary care hospitals. The paper seeks to identify 
and evaluate the effects of the interventions in 
terms of effectiveness and efficiency of care 
processes.  

3. Methods 

 A systematic literature search was conducted by 
using the electronic databases: PubMed, Medline, 
Cinahl, Academic Search Elite, the Cochrane 
Database of Systemic Reviews and the controlled 
trials register and in addition we scanned the 
reference lists of selected articles (snowballing). 
The following search terms were used: “discharge 
planning“, “patient care planning”, “follow-up 
care”, “transitional care”, “handoff”, and “clinical 
pathways”, all concepts in combination with 
“patient safety” AND/OR “interventions” AND 
“elderly”. The following journals’ contents pages 
were searched electronically for relevant papers: 
Journal of clinical nursing, Social science and 
Medicine, Aging and society, Age and Aging, 
Social care in the community, International Journal 
of Integrated Care. The search included randomized 
studies, review articles and descriptive studies and 
was limited to English language articles in peer-
reviewed journals. The review concentrates on 
recent literature published between 2000 and 2010. 
The criteria for inclusion were intervention studies 
proposed to improve transitional care, and more 
specifically, hospital discharge. The sample 
subjects were older patients (over age of 65) with a 
medical condition (e.g., chronic disease or frail 
elderly). We excluded studies of patients with a 
surgical condition or a mental/psychiatric condition 
from the review. Studies were eligible for inclusion 
if they described or measured the effects of 

discharge interventions on adverse patient outcome 
(i.e. readmission rates, rehospitalization, adverse 
events, medical errors, delay in diagnosis or 
treatment, mortality, patient, family and carer 
satisfaction).  

4. Results  

A substantial literature regarding discharge 
arrangements for elderly patients from hospital to 
home exists. The initial literature search identified 
569 publications of which 37 met the inclusion 
criteria: 12 were review [8,11-21] papers , 11 were 
randomized controlled trials (RCT) [22-32], and 10 
were descriptive studies [33-42]. The review 
revealed several systematic reviews that assess the 
effects of supporting elderly discharge from 
hospital to home. On average at least one review 
paper has been published each year for the past ten 
years. The oldest article included data from 1966 
and the most recent one from 2010. A majority of 
review papers included solely RCT studies and 
other comparative designs. Two reviews included 
both qualitative and quantitative designs, and one 
review included evidence of descriptive studies 
solely. Some of the reviews included studies in 
which interventions target mixed patient 
population, elders in general (>65) while others 
were restricted to studies with a specific patient 
group, in particular patients with congestive heart 
failure. All the review articles differed to some 
extent in their objectives. Several reviews state that 
there exists uncertainty about the overall 
effectiveness of discharge arrangements. The meta-
review by Mistian and colleagues (2007) concludes 
that there is overall very limited evidence that 
discharge interventions are effective. Occasionally, 
significant results are achieved due to local factors 
that may not be generalizable. For instance, 
comprehensive discharge planning and 
interventions in patients with heart failure have 
been proven effective. However, even though 
significant effects overall are absent, several 
reviews provide evidence that discharge 
arrangements for the elderly population is of value 
and has beneficial effects on reducing readmission 
rates and drug related problems. Interventions 
which address family and educational components 
show promising results. There is evidence 
indicating that interventions should commence well 
before discharge to have the best preconditions for 
successful results. A common feature recognized by 
most reviews is that interventions combining 
discharge planning and discharge support tend to 
yield the greatest effects. In the review of primary 
trials and studies the literature addressed several 
interventions and revealed a set of potential 
intervention types aimed to improve safe 
transitional care (see table 1). 
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Table 1 
Interventions with positive outcomes 

 
Author and 
year 

Design Type of intervention    Sample Outcome Measures  Main results  
 

Naylor et al 
1999 

Randomized 
clinical trial  

Comprehensive 
discharge planning and 
home follow-up (at 
2,6,12, 24 weeks) 
protocol designed for 
elders at risk for poor 
outcomes after 
discharge and 
implemented by 
advanced practise 
nurse  
 

A total of 363 
patients (age >65) 
186 in the control 
group and 177 in the 
intervention group 

Readmission, time to 
first readmission, 
acute care visits after 
discharge, cost, 
functional status, 
depression and patient 
satisfaction  

An advanced  practice nurse-
centered discharge planning 
and home  care intervention 
for at-risk hospitalized elders 
reduced readmissions, 
lengthened the time between 
discharge and readmission, 
and decreased the costs of 
providing health care. 
However there were no 
significant group differences 
in postdischarge acute care 
visits, functional status, 
depression or patient 
satisfaction.  

Caplan et al 
2004  

Prospective 
randomized 
controlled trial 

Comprehensive 
geriatric assessment 
(CGA) 

A total of 575  
(age >75) 
(intervention n=293; 
control n=282) 

Primary; all 
admissions to the 
hospital within 30 
days of the initial ED 
visit. Secondary: 
Elective and 
emergency 
admissions , and 
nursing home 
admissions and 
mortality.  

Intervention patients had a 
lower rate of all admissions 
to the hospital during the 
first 30 days after the initial 
ED visit (16.5% vs 
22.2%;P=0.048), a lower 
rate of emergency 
admissions during the 18-
month follow-up (44.4% vs. 
54.3% P=0.007). There was 
no difference in admission to 
nursing homes or mortality.  

Naylor et al 
2004 

Randomized 
controlled trial 

An advanced practice 
nurse directed 
discharge planning and 
home follow up 
(through 52 weeks 
postindex hospital 
discharge) protocol 

A total of 239  
(age >65) (control n= 
121; intervention 
n=118) 

Time to first 
rehospitalisation or 
death, number of 
rehospitalizations, 
quality of life, 
functional status, cost 
and satisfaction with 
care.  

Time to first readmission or 
death was longer in 
intervention group patients. 
At 52 weeks, intervention 
group patients had fewer 
readmissions and lower 
mean total cost. However, 
only short term 
improvements were 
demonstrated in the 
intervention group 
concerning overall quality of 
life and patient satisfaction.  

Anderson et 
al 2005  

Randomized 
controlled trial 

A comprehensive 
community hospital-
based heart failure 
program. (Discharge 
planning and follow-
up). 

A total of 121 
patients (mean age 
78.5) Intervention n= 
44: 
control n= 77) 

Readmission rate and 
utilization of home 
health care services  

Intervention subjects had an 
11.4% readmission rate 
within 6 months, compared 
with a 44.2% readmission 
rates in control subjects. 
There was a significant 
increase in the number of 
both skilled nurse visits and 
home health aide visits 
required in the control 
group.  

Sinclair et al 
2005 

Randomized 
controlled trial 

A single-blind 
randomised controlled 
trial comparing home-
based intervention by a 
nurse with usual care 
for patients with 
cardiac problems 

A total of 324 
Patients (qge>65) 
(intervention n= 163; 
control group 
n=161)� 

Deaths, hospital 
readmissions and use 
of outpatient services 

At 100 day follow-up there 
was no difference in deaths, 
activities of daily living or 
overall quality of life, but 
those in the intervention 
group scored significantly 
better on the confidence and 
self-esteem subsections. The 
intervention group had fewer 
hospital readmissions (35 
versus 51, relative risk 0.68, 
95% CI 0.47-0.98, P < 0.05). 

Coleman et 
al 2006 

Randomized 
controlled trial 

Care transition 
intervention. 
Intervention patients 
received (1) tools to 
promote cross –site 
communication; (2) 
encouragement to take 

A total of 712 
patients (age>65) 
(intervention n= 360; 
control n= 352) 

Rates of 
rehospitalisation  at 
30, 90 and 180 days 
after hospital 
discharge 

Intervention patients had 
lower rehospitalisation rates 
at 30 days and at 90 days 
than control subjects. The 
mean hospital cost were 
lower for intervention 
patients vs control at 180 
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a more active role in 
their care; and, (3) 
continuity across 
settings and guidance 
from a “transition 
coach” 

days. 

Schnipper et 
al 2006 

Randomized 
trial  

Patient counselling 
and follow-up by 
pharmacist   

A total of 178 
patients (mean age 
58.4) (intervention 
n= 92; 
control n = 84) 

Rate of preventable 
adverse drug events 
(ADEs) 

Medication review, 
discharge counselling and 
telephone follow-up by 
pharmacist were associated 
with a significant lower rate 
of preventable ADEs 30 
days after hospital discharge. 
Preventable medication 
related ED visits and 
hospital readmissions were 
similarly reduced. On the 
other hand the groups did 
not differ significantly with 
respect to total ADEs, total 
health care utilization, or 
patient satisfaction.   

Midlov et el 
2008 a 

A prospective 
intervention 
with 
retrospective 
controls 

Use of medication 
report at discharge 

A total of 427 
patients 
(age>65)(intervention 
n =248;control group 
n=179) 

Need for medical care 
in hospital or primary 
care within three 
months after 
discharge from 
hospital.  

The use of medication report 
reduced the need for medical 
care due to medication 
errors. Of the patients with 
medication report 11 out of 
248 (4.4%) needed  medical 
care because of medication 
errors compared with 16 out 
of 179 (8,9) of patients 
without medication report. 
The use of medication report 
also reduced the need for 
administrative corrections 
due to medication errors.  

Midlov et al 
2008 b 

A prospective 
intervention 
with 
retrospective 
controls 

Use of medication 
report at discharge 
describing all 
medication changes 
during hospital stay 
and the reason for 
these changes 

A total of 427 
patients (age>65) 
(intervention n 
=248;control group 
n=179) 

Number of 
medication errors 

79 (32%) patients in the 
intervention group had at 
least one medication error as 
compared  with 118 (66%) 
patients in the control group. 
In the intervention group 15 
% of the patients had errors 
that were considered to have 
moderate or high risk of 
clinical consequences 
compared with 32% in the 
control group.  

Courtney et 
al 2009 

Randomized 
controlled trial 

Comprehensive 
nursing and 
physiotherapy 
assessment and 
follow-up 

A total of 128 
patients(age>65) 
(intervention n= 
64;control n=64) 

Emergency health 
service utilization and 
high-related quality of 
life 4,12 and 24 
weeks after discharge.  

The intervention group 
required significantly  fewer 
emergency hospital 
readmissions (22% of 
intervention group vs 47% 
of control group) . The 
intervention group reported 
significantly greater 
improvements in quality of 
life than the control group.  

Rytter et al 
2010 

Randomized 
controlled trial 

Follow-up program by 
GPs and district 
nurses. 

A total of 331 
patients /(age>65) 
intervention n= 
166;control n= 165) 

Primary: Readmission 
and any kind of 
concordance between 
the GPs knowledge of 
the medical treatment 
and what the patient 
was actually taking. 
Secondary: degree to 
which the GP 
implemented the 
recommended follow-
up as described in the 
hospital discharge 
letter, cost, functional 
ability, death rate, 
patient satisfaction 
and self rated health.   

Control group patients were 
more likely to be readmitted 
than intervention group 
patients (52% vs 40% 
P=0.03). In the intervention 
group, the proportions of 
patients who used prescribed 
medication of which the GP 
was unaware (48% vs 34% 
and who did not take the 
medication prescribed by the 
GP (39%vs 28%) were 
smaller than in the control 
group.  
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As several studies were identified, table 1 is 
limited to interventions that demonstrate positive 
effects on measures related to the prevention of 
adverse patient outcomes. These intervention types 
included profession-oriented interventions (e.g. 
education and training); organisational 
interventions (e.g. transfer nurse, transition coach, 
discharge protocol, discharge planning, discharge 
follow-up, medication reconciliation, standardized 
discharge letter, electronic tools); or patient-and 
next of kin- oriented interventions (e.g. patient 
empowerment, discharge support). The primary 
articles included in our review overlap somewhat 
with those cited by other review papers. Despite the 
variety of interventions reported in the literature, 
the review did not provide evidence for the validity 
of one intervention over others. However, some 
interventions have achieved good results and 
therefore deserve attention. The characteristics of 
these interventions are presented in table 2. 
Supplementary comments for each are then given.  

Table 2 
Features of successful interventions 

 

         
           Features of successful interventions  

� Interventions that commence at an early stage and  
are maintained throughout hospitalization and the 
post-discharge period.  

� Interventions that consist of a key health care worker 
which acts as a discharge coordinator. 

� Interventions that include patient participation and /or 
education. 

� Interventions that involve family caregivers. 
� Interventions which undertake a multidisciplinary 

approach. 
� Curriculum interventions teaching transitional care. 
� Pharmacy interventions- medication reconciliation.   
� Standardized medication reports. 
� Comprehensive transitional care programs with multi-

interventional components. 

 
 

� Discharge planning and support  
Two categories of discharge interventions, are 

divided in discharge preparation and discharge 
support [16]. A common feature in several studies 
is that combining hospital discharge 
preparation/planning (interventions that mainly take 
place during admission in the hospital) and 
discharge support (interventions that mainly take 
place after discharge from the hospital) for older 
patients provides significant results when compared 
with interventions provided in the hospital or 
community setting only. The effects, especially on 
readmission risk reduction appear most apparent in 
interventions provided in both care settings [22-24, 
27]. However, it must be mentioned that Rytter and 
colleagues [32] among others [26] achieved 
positive but not significant effects based solely on 
discharge support including joint follow-up home 
visits involving both the general practitioner and 

the district nurse.  Halasyamani and colleagues [37] 
highlight and emphasize the need for follow-up 
appointment within at most 2 weeks of discharge or 
sooner with patients with fragile clinical conditions. 
 

� Key - coordinator  
Several intervention studies have designated a 

nurse, most frequently an advanced practice 
registered nurse as the intervention clinical manager 
or leader [21-22, 24]. Naylor and colleagues [21] 
identified in their review nine studies that reported 
a statistically positive effect on readmission. The 
common feature among these interventions was that 
they all relied on a nurse as the clinical leader or 
manager of care. Interventions that included a key 
liaison person, or discharge coordinator to organize 
information exchange and transfer had in addition 
to improving communication a positive impact on 
patient and caregiver satisfaction [12]. Payne and 
colleagues [12] stress that there is still insufficient 
research evidence to determine from which 
professional background this key-coordinator 
should come and whether they should be based in 
the hospital or community. Naylor and colleagues 
[22] successfully tested the effectiveness of a 
comprehensive advanced practice nurse (APN) 
centered discharge planning and follow-up 
intervention, designed for older people at risk for 
rehospitalization. The APN centered discharge 
intervention was found to reduce readmission, 
lengthen the time between discharge and 
readmission and decrease cost. The intervention 
included a comprehensive patient and caregiver 
assessment of knowledge, education, caregiver 
burden and resources and an individualized and 
documented discharge plan developed in 
collaboration with the caregiver, patient, physician 
and other health team members. The post discharge 
follow-up support in terms of home visits and 
telephone contact was also a part of the 
intervention.  It is stressed that APNs involvement 
throughout the transition from hospital to home 
provided a safety net designed to prevent 
medication and other medical errors and assure 
accurate transfer of information. Naylor and 
colleagues [24] tested a similar APN directed 
intervention program to elder patients with heart 
failure, achieving even better results. The authors 
argued that the success was largely driven by two 
factors; (1) the continuity of care provided by the 
same APN who coordinated the patients discharge 
plan and implemented in the patients home; and, (2) 
the use of highly skilled APNs who are prepared to 
use a holistic approach to address the complex need 
of patients and their caregivers.    

 
 

� Patient and family involvement/Education  
Compelling evidence supported by both 

qualitative [34,41] and quantitative 
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(22,24,27)studies highlight the importance of 
involving patient and family care givers in the 
hospital discharge process.  Numerous studies on 
discharge planning have identified the importance 
of the role of the family, suggesting it as one of the 
most significant factors influencing the success of 
discharge planning for frail older patients [43]. 
Studies indicate that patients express clear 
preference for participation [41] and that 
approximately 46 % of families reported little or no 
involvement in discharge planning [33]. Evidence 
has shown that family caregivers who were 
included in discharge planning had significantly 
higher scores on satisfaction, feelings of 
preparedness and acceptance of the caregiver role 
[34]. Providing patients with educational sessions 
pre- and post- discharge have been found to have 
positive effects. Parker and colleagues [13] imply 
that educational programs/ interventions represent 
the single most positive effect of any single type of 
intervention, and stress that interventions which 
empower patients by paying particular attention to 
their specific educational needs should be of great 
interest to the field.  

 
� Multidisciplinary approach  

A multidisciplinary approach to the provision of 
services for patients following discharge is viewed 
as a best practice [17]. Avlund and colleagues [44] 
demonstrate that elders discharged from medical 
wards most likely benefit from interdisciplinary 
home-visits following discharge. A 
multidisciplinary team approach is applied in 
several studies which report positive effects [22-
25,45]. All the health care professionals 
interviewed in the study by Bull and Roberts [34] 
identified a multi-disciplinary team approach as 
critical for a proper discharge because elders have 
complex needs and each discipline brought 
different perspectives in planning for the elders` 
needs following hospitalization.  In addition the 
interdisciplinary team emphasized that members of 
the team learned from each other, valued each 
others’ perspectives and came to trust the 
judgement of other team members.  

 
� Education and training  

Historically there have been few 
curricular/curriculum interventions teaching 
transitional care to physicians. However, it has been 
recognized that curricular interventions teaching 
this topic to physicians in training and physicians 
have increased dramatically over the past ten years 
[46]. Study findings from an education intervention 
[40] reveal that medical students transitional care 
skills improved after the implementation of a 
transition in care curriculum. In addition students 
also rated the usefulness of such education above 
all other project work in all required clerkships. 
Another educational intervention conducted by 

Ouchida and colleagues [39] reported similar 
significant results using a pre and post test design. 
This multi-modal educational intervention for 
medical students increased their transitional care 
knowledge. After the intervention 56 % (vs 14.9%) 
identified medication errors as the most common 
source of adverse events after discharge. 
Significantly more participants reported feeling 
competent or expert in safely discharging 
chronically ill patients (66.3% vs. 9.8 %) and in 
educating patients about discharge medications. 
Participants also reported changes in transitional 
care behaviours after educational interventions to 
ensure safe transitions [39]. It is an imperative to 
implement interventions that teach physicians and 
nurses to recognize their role within the 
interdisciplinary team and their responsibility to 
ensure safe transitions at an early stage of clinical 
training [4].  

� Pharmacy interventions / medication 
reconciliation 

It is widely known that older age and 
polypharmacy are risk factors for medication 
discrepancies and errors [47-48].It is also widely 
known that medication discrepancies occur 
commonly during hospital discharge. All the 
studies included in the review by Garcia-Caballos 
and colleagues [19] underscored the high frequency 
and complexity of drug related problems in elderly 
patients after hospital discharge. Several studies test 
the impact of pharmacist interventions at discharge 
aimed to prevent and reduce adverse drug events 
following discharge. Studies indicate that 
pharmacists may play an important role in 
preventing prescribing errors or medical related 
problems [28,49,50] Schnipper and colleagues [28] 
showed that medication review, discharge 
counseling and telephone follow-up by a 
pharmacist were associated with a significant lower 
rate of preventable adverse drug events 30 days 
after hospital discharge. The same study also 
revealed that the medical team often misunderstood 
the patients` preadmission medication regimen and 
carried these inaccuracies to the discharge 
medication orders. Similar findings have been 
identified by Glintborg and colleagues [38] 
revealing that the hospital had insufficient 
knowledge of prescriptions and that they only 
reported half of the administered drugs in the 
discharge letter. The use of a pharmacist transition 
coordinator improved aspects of inappropriate use 
of medicines across health sectors [28, 50-51]. 
Pharmacist review of medication list may help 
identify omitted or indicated medications on 
transfer [8]. We also found studies that question the 
benefit of such interventions [52]. However, the 
studies included in the review by Hanlon and 
colleagues [14] provided considerable evidence that 
clinical pharmacy interventions reduced the 
occurence of drug related problems for elderly, 
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including improvements in medication adherence 
and suboptimal prescribing.  There was limited 
evidence that such interventions reduce morbidity, 
mortality or health care costs. Medication 
reconciliation includes the collection of a complete 
medication list from the patient at the point of 
entry; using that information when prescribing 
medications; and, comparing the new medication 
orders against the original medication list to ensure 
that all the correct medications are ordered or held 
as appropriate [53].  

� Standardized medication reports/discharge 
summary  

The use of standardized medication reports at 
discharge have also been proven beneficial. Midlov 
and colleagues [30] conduced an intervention study 
to assess the effects on medication errors when 
elderly patients are transferred from the hospital to 
primary care by use of a structured medication 
report. In contrast to the regular information 
exchange this report also described all medication 
changes during hospital stay and the reasons for 
these changes.  The study demonstrated that the use 
of the developed structured medication report 
reduced the number of medication errors by more 
than 50%. Midlov and colleagues [29] also tested if 
the same medication report could reduce the 
number of patients with clinical outcomes due to 
medication errors. They concluded that the 
medication report appears to represent an effective 
tool to decrease adverse clinical consequences 
when elderly patients are discharged from the 
hospital. Several studies have proposed 
standardized summaries or checklist for elderly 
patients in order to improve information transfer 
[37,54]. However, present information on the 
implementation or evaluation of these summaries or 
checklists is lacking.  
 

� Comprehensive transitional care programs  
The studies conducted by Naylor and colleagues 

[22,24] and Coleman and colleagues [27],  focus on 
long term effects on rehospitalization. All studies 
are distinguished by the use of comprehensive 
transitional care programs which undertake a multi-
interventional component approach. These 
comprehensive interventional care programs 
address several primary factors (highlighted in table 
1) that are considered significant for successful 
discharge. Coleman and colleagues [27] reported 
significant reduction in readmission at 180 days 
post discharge compared to the control group. 
Similarly, Naylor and colleagues [22] achieved 
significant reduction in readmission rates at 24-
weeks post-discharge.  Naylor and colleagues argue 
that comprehensive transitional care programs have 
not been adopted due to lack of Medicare 
reimbursement, absence of marketing forces, and 
the challenges such care present to the culture of 
current practice. These challenges are characterized 

by the organization of care in distinct and separate 
silos, and limited longitudinal integration of 
physician and nursing care to support patients` 
needs.  

5. Discussion 

Elderly patients benefit from targeted 
interventions aimed at facilitating cross site 
communication and accurate information transfer in 
transitional care. Some studies report intervention 
effects related to decrease in adverse drug events 
and readmission rates, and an increase in patient 
and family satisfaction. Others demonstrate effects 
on cost effectiveness.  Strong evidence of 
effectiveness seems principally to be limited to 
specific diagnostic groups managed in specific 
settings. This may suggest that developing a single 
approach within transitional care of the elderly is 
not possible because of the diversity and 
complexity of elderly health care [55]. This 
confirms that one–size fits all approaches to 
transitional care may not be sufficient [56]. 
Improving safe transitional care of the elderly will 
require future interventions that involve a multi-
component approach which incorporates and takes 
into account the characteristics presented in table 2. 
We encourage that future interventions must focus 
in particular on comprehensive discharge planning 
combined with follow-up care. Interventions must 
incorporate patient participation and family 
involvement to a greater extent, where one must 
consider and take into account their preferences, 
goal settings, and an individualized care plan.  

Educational efforts that strengthen patient self-
management have been proven effective. Though 
the family is often the first line of defense against 
problems within transitional care, little work has 
been done that focuses on building partnerships 
between patients, families and healthcare providers 
[57]. Poor communication between patients, family 
and health professionals, including deficient 
documentation is one of the primary obstacles to 
improving the patient discharge process [18]. There 
is a need for further investigation into the 
experiences and needs of older people and their 
families at home following hospitalization [17]. 
Interventions should further be based on effective 
multidisciplinary teamwork both within the hospital 
and between the hospital and the community. This 
teamwork should be based on clear and explicit 
core competencies [58].  

This review reveals that interventions often focus 
on single groups such as nurses, physicians, 
patients or families, social workers, or occupational 
therapists. To our knowledge few studies undertake 
a multidisciplinary approach which involves 
multiple stakeholders. An interesting and somewhat 
surprising finding also recognized by Shepperd and 
colleagues [20] in their review is the fact that there 
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are limited studies that involve secondary care 
settings in discharge planning. In the pursuit of 
patient safety, models that provide interventions 
across the hospital –community interface seem 
essential. Elders often have complex health care 
needs and each discipline may bring and fulfill 
different perspectives in planning for the elders’ 
needs following hospitalization. We argue that it is 
vital to undertake a multidisciplinary approach if 
the objective is to improve transitional care of the 
elderly. We also highlight the need to increase the 
awareness of healthcare providers to the challenges 
of transitional care and make discharge planning a 
priority. Both nurses and physicians need formal 
training in transitional care as a core competency 
for caring for the elderly population [4]. Content in 
training and education must reflect skills that are 
necessary to promote cross-site collaboration (e.g. 
medication reconciliation and provider- provider 
communication). Lack of knowledge, experience 
and ability were all sited as important concerns 
related to discharge planning effectiveness in the 
study conducted by Bowles and colleagues [59]. 
Learning to work effectively in multidisciplinary 
teams should become an essential component of 
nursing and medicine education [33, 60].   

Last we emphasize that simple tools have been 
proven effective, such as the use of structured 
medication reports at discharge, read back 
checklists, pharmacy interventions, and discharge 
support and follow-up in primary care. Single 
interventions appear to achieve short term effects as 
opposed to multi–component interventions which 
seem to achieve sustained long term effects 
especially in regards to reducing rehospitalization 
and health care utilization.    

6. Limitations  

A major weakness in this review is the absence 
of a thorough assessment of the methodological 
quality of the included studies. We emphazise that 
the studies are not bias-free, indicating the need for 
caution when interpreting the results. Several 
methodological problems limit the interpretation of 
findings. Ministian [16] stresses that “summing up 
bias generally results in more bias”. However with 
this in mind, methodological issues have been taken 
into account in the framing of the conclusions. 
Most randomized controlled trials stated that 
control patients received “usual care”. However, the 
authors seldom described what constituted “usual 
care”. The intervention studies also varied 
considerably in measured outcomes, although a 
majority used readmission rates to identity poor 
transitional care. However, there is evidence that 
this outcome measure has limited value as an 
indicator of quality of care process in general 
[61].The sample size in the primary studies also 
varied in range, from 96 to 712 subjects. Overall, 
there is lack of large-scale empirical research in this 

field. Strategies to improve transitional care are 
insufficient and not sustained [8, 62-63]. Further 
research is therefore necessary to develop 
operationalized definitions for safe transitional care. 

7. Conclusions  

The study results presented in the paper indicate 
that elderly discharged from hospital to the 
community will benefit from targeted interventions 
aimed to improve transfer across healthcare settings 
and health care providers. Successful interventions 
have been proven to reduce readmission rates, 
adverse drug events, health care utilization, 
increased patient, family satisfaction and decreased 
cost. The characteristics of these successful 
interventions have been identified and highlighted 
in this review. Future interventions should take into 
account multi-component and multi-disciplinary 
interventions incorporating several single 
interventions combined. Finally, an important step 
is to introduce and highlight transitional care 
knowledge in curriculums for both nurses and 
physicians in addition to multidisciplinary training 
at an early stage of their education. 
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ABSTRACT
Introduction: Although international studies have
documented that patients’ transitions between care
providers are associated with the risk of adverse events
and uncoordinated care, research directed towards the
quality and safety of transitional care between primary
and secondary health and care services, especially for
the elderly receiving care from multiple healthcare
providers due to complex health problems, is lacking.
This study investigates how different aspects of
transitional care can explain the quality and safety of
elderly healthcare services in Norway. The overall aim
of the study was to explore different aspects of
transitional care of the elderly, in different contexts and
how they might explain the quality and safety of care.
Methods and analysis: The study applies a case
study design. Two cases are chosen: one city-based
hospital and one rural hospital with associated nursing
homes and home-based nursing services. Admission
and discharge to/from hospital to/from nursing homes
or home-based nursing services constitute the main
focal areas of the study, including the patient, next-of-
kin and the professional perspective. The qualitative
methods employed include participant observation,
individual interviews and document analysis. To ensure
trustworthiness in the data analysis, we will apply
analyst triangulation and member checks. A total
impression of the data material will first be created in a
systematic text condensation approach. Second, the
qualitative data analysis will involve in-depth analyses
of two specific themes: the risk perspective and the
patient perspective in transitional care.
Ethics and dissemination: The study is approved by
the Norwegian Regional Committees for Medical and
Health Research Ethics. The study is based on informed
written consent, and informants can withdraw from the
study at any point in time. Interview and observation
data material will be managed confidentially.
Results: It will be disseminated at research conferences,
in peer-reviewed journals and through public
presentations to people outside the academic community.

INTRODUCTION
Transitional care has become one of the
most pressing topics in the global efforts to
improve the quality and safety of patients

due to the growing evidence indicating a cor-
relation of patient handovers with medical
errors and adverse events. Transitional care
in this setting is defined as a set of actions
ensuring the coordination and continuity of
healthcare as patients transfer among differ-
ent locations and different levels of care
within the same location.1 The transfer of
essential information and the responsibility
for the care of the patient from one health-
care provider to another are integral and
vital components of quality and safety in
healthcare services.
The elderly population with complex

health problems typically receives care from
numerous healthcare providers and moves
frequently within and across healthcare set-
tings. A growing body of evidence suggests
that the elderly are particularly vulnerable to
experiencing discontinuity in care with the
potential for adverse outcomes due to poorly
executed transitions.1–4 Elderly patients,
many with reduced mental capacity, are
those most dependent on a healthcare
system that is able to communicate appropri-
ately and transfer information and duties
properly.5 Frail elderly patients, particularly
those with cognitive impairment, consistently
suffer repeated hospitalisation, iatrogenic
complications and uncoordinated care.6

A review of the growing body of literature
reveals that relatively little data are available
to document quality and safety-related issues
occurring during the transitions that inter-
face between primary and secondary health-
care services.7 Thus far, little data have been
available to estimate the breaches to quality
and safety in the posthospital period.8

A commendable exception is the recent
HANDOVER study, a large multicentre and
multinational study on patient transitions
from the acute hospital to the primary care
setting using a mixed-methods approach
involving patients and care providers.9
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The Coordination Reform, launched in 2009, is the
principal healthcare reform implemented in Norway
from 1 January 2012. The reform aims to solve three
primary challenges in the Norwegian healthcare ser-
vices: (1) patients’ needs for co-ordinated services,
(2) increased attention on disease prevention and (3)
population development and the changing range of ill-
nesses among the population. The Coordination Reform
further accentuates the relevance of the ‘Quality and
Safety in Transitional Care of the Elderly’ study as it
implies changes to the contextual setting in which the
transitional care of the elderly takes place.

AIMS
The ‘Quality and Safety in Transitional Care of the
Elderly’ study has two main objectives:
1. To explore different aspects of transitional care of

the elderly (eg, coordination, multiprofessional col-
laboration, patient participation) in different con-
texts (eg, admission or discharge, densely or sparsely
populated geographical areas) and how they might
explain the quality and safety of care (phase 1).

2. To design and test an evidence-based intervention
programme to assess the impact of transitional care
on quality and safety and to implement improvements
within the transitional care of the elderly (phase 2).
This study protocol covers phase 1 of the project.
Thus far, most studies on transitional care (handovers,

handoffs, etc) have employed methods such as individ-
ual or focus group interviews with patients and profes-
sionals10–14 and, to a much lesser extent, methods
involving the real-time observation of practice when
patients cross care provider boundaries. Real-time obser-
vational studies have been more common within, for
instance, anaesthesia and surgery,15 where different
methods and techniques have been employed in the
study of behaviour of, for instance, operating theatre
teams. Here, the focus is the professional perspective as
the patient plays a passive role, having been anaesthe-
tised. A clinician-centred approach has also been the
focus of different observational studies of handovers at
hospitals, often with the aim of mapping information
dynamics and communication processes.16 17 As part of
the patient-centred care movement, techniques such as
patient and family shadowing have been developed
within a more practice-based improvement or change
perspective.18 The aim of such efforts is to have an
observer follow a patient and family throughout a
selected care experience (often in-hospital surgery or
trauma care) to view and capture the details of the
entire care experience from the point of view of the
patient and family.
In the ‘Quality and Safety in Transitional Care of the

Elderly’ study, real-time observations of transitional care
practice constitute the main data material (supported by
structured interviews and document analyses), combin-
ing the professional perspective and the patient

perspective by including patients, next of kin and care
providers in observational case studies.

METHODS AND ANALYSIS
The ‘Quality and Safety in Transitional Care of the
Elderly’ study (phase 1) employs a case study research
design using multiple qualitative methods. Case studies
are a preferred design within complex contexts where it
is difficult to isolate variables or where strong interac-
tions occur among variables,19 which is particularly rele-
vant for this study of transitional care involving multiple
contexts and variables. Two cases are chosen based on a
most dissimilar strategy, where a case consists of one hos-
pital along with its associated nursing homes and home-
based nursing services:
▸ Case A consists of a small rural hospital (approxi-

mately 2000 employees) and three relatively small
rural nursing homes with associated home care ser-
vices in three municipalities.

▸ Case B consists of a relatively large city-based univer-
sity hospital (approximately 7000 employees) and
three relatively large city-based nursing homes with
associated home care services in one municipality.
Both cases are situated in the same Regional Health

Authority in Norway.
The aim of the case study research design was four-

fold: (1) to explore the phenomenon of transitional
care; (2) to become familiar with each case as a
stand-alone entity, allowing unique patterns of each case
to emerge; (3) to conduct cross-case comparisons,
searching for patterns across the cases (similarities and
differences) and (4) to contribute to the development
of context-specific theories of transitional care and the
factors influencing quality and safety in transitional care.
Two types of transitions will be studied in case A and

case B, as illustrated in figure 1. The transitions included
are the admission of elderly patients to the hospital
from the nursing home or home with home-based care
services and the discharge of elderly patients from the
hospital to the nursing home or home with home-based
care services.
The admission transitions included are acute admis-

sions of the elderly from nursing homes or home with
home-based care services to the emergency department
at the hospital via ambulance or the municipal emer-
gency clinic. The discharge transitions included are the
discharge of elderly patients from different hospital
departments via ambulance or taxi transport to nursing
homes or home with home-based care services.
The overarching research questions guiding the study

of transitional care in the two case studies are as follows:
A. How are admission and discharge transitions of the

elderly across primary (nursing homes, home-based
services, general practitioners) and secondary (hospi-
tals) care providers carried out?

B. How can different aspects of admission and dis-
charge transitions of the elderly (eg, coordination,
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multiprofessional collaboration, patient participa-
tion) explain the quality of transitional care across
primary and secondary care providers?

C. What are the risks associated with admission and dis-
charge transitions of the elderly across primary and
secondary care providers?

D. How is the patient perspective (patients and next of
kin) embedded in admission and discharge transi-
tions of the elderly across primary and secondary
care providers?

E. What measures need to be initiated to ensure quality
and safety in admission and discharge transitions of
the elderly across primary and secondary care
providers?

Study sample
The main aim of phase 1 of the ‘Quality and Safety in
Transitional Care of the Elderly’ project is to explore dif-
ferent aspects of transitional care of the elderly in differ-
ent contexts. Including admission and discharge and
employing the most dissimilar case strategy (case A and
case B) addresses the issue of different aspects and

contexts. Concerning the elderly group, we focus on the
frail elderlyi (>75 years old). Our literature review
demonstrated that few studies exist concerning the
quality and safety of frail elderly patients.7

Within the frail elderly group, we want to include
patients with different diagnoses covering orthopaedic
and medical conditions. We also want to cover patients
with poly-pharmacy (>5 medications), given the knowl-
edge that adverse events in transitional care of the
elderly are often associated with medication errors.7 In
Norway, approximately 50% of the elderly (>70 years
old) receive prescriptions for more than five medica-
tions, and 20% receive them for more than 10 medica-
tions.21 Within orthopaedic conditions, the frail elderly
are at high risk of hip fracture (upper femur); in

Figure 1 Transitions included in the study.

iOne of several definitions of the frail elderly is “A person older than 75
years of age who has been hospitalized three or more times in the last 12 months
and has three or more diagnoses in their medical records according to the
International Classification of Diseases (ICD-10)”.20 In this study, we seek to
include patients according to such a definition of frail elderly in parts
of the study sample.
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Norway, 9000 elderly are admitted to hospital with this
diagnosis each year.22

Hip fracture represents a marker for vulnerability and
is often associated with trauma (bleeding, pain, loss of
function, increased care need) for the elderly patient.23

Among the medical conditions, chronic obstructive pul-
monary disease (COPD) is a diagnosis that increases
among the elderly with a high mortality rate.24 In
Norway, the elderly with COPD have a significantly
higher risk (26%) of being readmitted to hospital than
with other diagnoses.25 Other frequent medical condi-
tions for the elderly are stroke, diabetes, malnutrition
and infections often occurring in addition to other
chronic diseases, resulting in a compound treatment
and care picture requiring integrated care.
Dementia is another common condition among the

elderly. In Norway, 70 000 elderly individuals were diag-
nosed with dementia in 2009. The incidence is close to
20% in the 80–84-year-old age group, increasing to
approximately 40% for the 90+ age group.22 A country-
wide supervision (Norwegian Board of Health
Supervision) of municipal health and social services for
the elderly concluded that a lack of continuity exists in
the care of the frail elderly with dementia.22

Based on the discussion thus far, the patient and
next-of-kin inclusion criteria for the study are as follows:
▸ Elderly patients (>75 years old) receiving healthcare

in the municipality (nursing home or home-based
care services) with
– Hip fracture (upper femur) or
– COPD-related problems (eg, pneumonia, respira-

tory disorder)
– Patients with dementia admitted or discharged

with one of the two diagnoses (upper femur hip
fracture or COPD-related problems)

▸ Poly-pharmacy (>5 medications)
▸ Next of kin for the patients meeting the above inclu-

sion criteria.
Inclusion criteria might be adjusted if patient volume

is limited. If that is the case, patients older than 70 years
with other medical conditions (eg, stroke, diabetes, mal-
nutrition, infections) than upper femur fracture and
COPD-related problems will also be included.
Poly-pharmacy and variation across orthopaedic and
medical patients will be sought.
The main criterion for inclusion of healthcare person-

nel in the study has been their relation to the transi-
tional care of the included patient group, as previously
described. Healthcare personnel involved in admission
or discharge, in community-based care (nursing homes
or home-based services) or hospital services to be
included in the study sample, include the following pro-
fessional groups in case A and case B: (1) paramedics,
(2) doctors at hospital, (3) doctors employed at nursing
homes, (4) general practitioners, (5) nurses at hospital,
(6) nurses in municipalities (nursing homes, home-
based services), (7) physiotherapists at hospital, (8) phy-
siotherapists in municipalities and (9) community-based
patient coordinators. Variation in gender and experi-
ence among healthcare personnel will be sought.

Data collection
The study employs a triangulation of qualitative
methods;26 participant observation constitutes the main
part, supported by document analysis and followed by
structured interviews. Table 1 displays the different quali-
tative methods employed in the study together with
expected data materials in case A and case B.
Data collection will be standardised across the two

case study sites using an agreed observation guide and

Table 1 Data collection methods and material

Methods Case A (rural) Case B (city)

Participant observation (including

open-ended, interactive

conversations with patients, next of

kin, staff)

Admission: 8–10 patient cases (mix of

orthopaedic and medical, 2–5 h of

observation per case)

Discharge: 8–10 patient cases (mix of

orthopaedic and medical, 5–10 h* of

observation per case)

Admission: 12–15 patient cases (mix of

orthopaedic and medical, 2–5 h of

observation per case)

Discharge: 12–15 patient cases (mix of

orthopaedic and medical, 5–10 h* of

observation per case)

Individual interviews with staff Admission: 12–15 (ambulance workers,

ER nurses, ER doctors)

Discharge: 20–30 (hospital doctors,

general practitioners, nursing home

doctors, hospital nurses, nursing home

nurses, home-based care nurses, hospital

physicians, community-based physicians,

community-based patient coordinators)

Admission: 12–15 (ambulance workers,

ER nurses, ER doctors)

Discharge: 20–30 (hospital doctors,

general practitioners, nursing home

doctors, hospital nurses, nursing home

nurses, home-based care nurses, hospital

physicians, community-based physicians,

community-based patient coordinators)

Document analysis Admission: admission summaries,

medication lists

Discharge: discharge summaries,

medication lists, follow-up care notes

Admission: admission summaries,

medication lists

Discharge: discharge summaries,

medication lists, follow-up care notes

*If practically possible, some of the observations will include data collection (patient and personnel conversations, number of transitions)
related to follow-up care (30 days).
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interview guide. One researcher (DND) will conduct
observations and interviews related to admission in case
A and case B while another researcher (KAL) will
conduct observations and interviews related to discharge
in case A and case B. The two researchers will conduct
data collection simultaneously at the two case study sites
and will meet regularly to discuss first impressions,
review data collection tools and methods, and conduct
possible follow-ups of data. The three data collection
methods are described in more detail in the following
sections.

Participant observation
Participant observation27 will be carried out related to
admission and discharge transitions according to an
agreed-upon observation guide based on several litera-
ture reviews.7 28 29 Themes in the observation guide
include: (1) structures/plans, (2) coordination with
other care providers, (3) conversation/coordination
with patient and next of kin, (4) interdisciplinary collab-
oration, (5) documentation/information, (6) time
factors, stress, other elements and (7) results. In add-
ition, demographic data related to patients (age/gender,
diagnosis, medications) and personnel (age/gender,
position, work experience) will be noted. No
tape-recording will be used during the observations due
to the complexity of personnel, patient and next of kin
involved. Observation summaries will be written con-
secutively. Observations include short conversations with
all personnel involved in the transition and with the
patients and next of kin.
Observation of admissions will start with the handover

from the ambulance personnel to the nurses in the
emergency room and end with a structured conversation
with the patient at the ward 1 or 2 days after hospital
admittance. The researcher will observe the interaction,
coordination and dialogue (written in the forms of
information and documentation developed and trans-
ferred and oral in the forms of communication) among
the healthcare personnel (eg, paramedics, nurses,
doctors), patient and next of kin. Copies of admission
summaries and medication lists will be made during the
participant observations. The observations on the day of
admittance will conclude with short conversations with
healthcare personnel asking them to clarify aspects of
the current admission and evaluate the quality of the
admission process.
Observations of discharges will start on the morning

of the day of discharge (with the doctor’s round) and
end with structured conversations with the patient and
involved personnel at the nursing home or in the home-
based care services from 1 or 2 days after discharge and
up to 30 days after discharge. The researcher will
observe the interaction, coordination and dialogue
(written and oral) among the healthcare personnel (eg,
nurses, doctors, physiotherapists), patient and next of
kin on the day of discharge. Copies of discharge sum-
maries and medication lists will be made during the

participant observation. The researcher will, if possible,
observe the patient on arrival at the nursing home or
home with home-based care services and conduct a
follow-up observation 1 or 2 days after discharge. During
the follow-up observation, copies of written documenta-
tion related to follow-up care (care plans, medical cards,
doctors’ and nurses’ notes) will be made, if available.
During discharge observations, short conversations with
nurses and physicians at hospital and in primary care
will be conducted to clarify aspects of the current dis-
charge and evaluate the quality of the discharge process.
If possible, some of the patients will be observed up to
30 days after discharge to map follow-up care, readmis-
sions and transitions between short-term and long-term
rehabilitation institutions. The follow-up observations
will include mapping of where the patients stay during
the 30-day period, the care providers involved and short
conversations with the patients, next of kin and person-
nel (face to face or via the phone).

Individual interviews
As part of the participant observations, short-ended and
open-ended individual interviews will be conducted with
the observed patients and next of kin 1 or 2 days after
admission to and discharge from hospital. The inter-
views will be in the form of unstructured and interactive
conversations with the aim of capturing interviewees’
experiences of transitional care, as well as perspectives
and stories related to the observed admission or dis-
charge process. Themes to be covered in the patient
and next-of-kin conversations include (1) transition
process, (2) preparation/preparedness, (3) involve-
ment/participation, (4) information, (5) interdisciplin-
ary collaboration, (6) satisfaction, (7) incidents and
(8) improvements. During observations of discharge
transitions, several conversations might take place
during the period of up to 30 days of follow-up care.
After finishing the participant observation data collec-

tion, structured interviews will be conducted with per-
sonnel in primary and secondary healthcare services
involved in admissions and discharge processes following
an agreed-upon interview guide. Themes to be covered
in the personnel interviews include (1) coordination/
interaction among care providers (experiences, success,
insufficiency, improvements), (2) multidisciplinary col-
laboration, (3) information exchange, (4) knowledge
sharing, (5) quality and safety, (6) patient and family
involvement/education, (7) structure/planning and
(8) challenges/barriers. The structured interviews will
build on the participant observations as the same
researcher will conduct the observations and interviews.
Although no detailed analysis of observational data will
exist at the time of the structured interviews, the
researcher will have conducted a rough ‘first impression’
analysis based on observational notes and summaries,
giving her the possibility to pick up on important issues
after being in the field of transitional care. This
approach will provide her with an important contextual
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understanding that will enable her to give the structured
interviews more depth and examples on which to build
the conversation. The structured interviews of personnel
in case A and case B will build on a saturation prin-
ciple,27 meaning that the number of interviews will be
adjusted according to the amount of accumulative infor-
mation they bring.

Document analysis
Admission and discharge summaries, medication lists
and written documentation related to admission and
follow-up care will be copied during the participant
observations at hospitals, nursing homes and home-
based nursing care settings. The documentation will act
as important data material to be used in follow-up con-
versations and interviews related to each of the observed
patients and in general to evaluate the quality of written
documentation.
Registered adverse events related to coordination

issues (mandatory field in the registration system) will be
analysed for the 2008–2012 period according to fre-
quency. A selection of events will be analysed in detail
according to types, causes and topics. The documented
events will be used to inform research question C and a
detailed analysis of the risks involved in transitional care
in case A and case B.

Data analysis
To ensure trustworthiness in the analysis, we will apply
analyst triangulation and member checks.30 31 Our
research team will discuss and refine the analysis accord-
ing to our research questions and themes emerging in
the data. All transcribed observations and interviews will
be uploaded and systematised using Nvivo.
A ‘big picture’ or total impression of the data material

will first be created using Malterud’s step 1 in a system-
atic text condensation approach.32 33 This will involve
the entire research team and an external researcher not
involved in the design of the study. Researchers in the
research team will individually read the data material
and discuss the overall emerging themes. After agreeing
on a set of themes, the research team will meet with the
external researcher who has individually created his/her
overall themes to discuss and agree on a common set of
themes to be included in the ‘big picture’. It is this total
impression that will form the basis for the development
of phase 2 of the ‘Quality and Safety in Transitional
Care of the Elderly’, the evidence-based intervention
programme, and that will inform research questions A,
B and E.
Step 2 of the qualitative data analysis will involve

in-depth analyses of two specific themes. This will
involve the risk perspective in transitional care (research
question C), carried out by KAL as the principal analyst,
and the patient perspective in transitional care (research
question D), carried out by DND as the principal
analyst. These analyses will involve creating subthemes,
categories and meaning units32 as well as applying

different theoretical perspectives (patient participation,
risk/resilience) to the data material and including
researcher triangulation with the rest of the research
team.
After analysing the data from observations, interviews

and documents, member checks30 31 will be conducted
in two focus groups (one hospital based and one com-
munity based) and in one workshop (common for
hospital-based and community-based services) to validate
the research findings and involve the participants in pos-
sible intervention measures (phase 2) in each of the two
cases (a total of four focus groups and two workshops).
All participants in phase 1 of the ‘Quality and Safety in
Transitional Care of the Elderly’ study will be invited to
attend the workshops. The focus groups will consist of
five to seven participants included in the study covering
admission and discharge at the hospital and nursing
homes and home-based care services in the
municipalities.

Ethical concerns and dissemination
The study has been approved by the Norwegian
Regional Committees for Medical and Health Research
Ethics (REC, no. 2011/1978).
The study is based on informed written consent, and

informants can withdraw from the study at any point in
time. Interview and observation data material will be
managed confidentially (indirect person identifiable).
Tape recordings will be deleted immediately after tran-
scription. Each transcribed interview and observation
will be marked with a code, and the list matching the
person identification and code will be securely stored
(locked cabinet or password-protected PC at the univer-
sity) by the research group (principal researcher).
Transcribed data material will be stored at the research
institution for 3 years after the project ends. Paper
copies of admission and discharge summaries, medica-
tion lists and written documentation related to follow-up
care (if available) will be made, deleting direct
person-identifiable information and any information not
relevant for this study. Thus, superfluous information
(eg, previous medical conditions) will not be included.
Copies will be made and signed by the responsible
nurse, checking that all direct person-identifiable infor-
mation and access information are deleted. The copies
of patient-related summaries will be stored in a locked
cabinet at the research institution.
Results are to be disseminated at several congresses

and research conferences and in articles published in
peer-reviewed journals. In addition, we are going to
present study results to people outside the academic
community through public presentations.

DISCUSSION
Real-time observation of transitions involving patients
crossing care provider and care-level boundaries is a
complex endeavour. It involves data collection in
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multiple locations, with multiple professions, patients
and next of kin. Transitional care is furthermore a
complex phenomenon involving a substantial set of
dimensions or factors (eg, patient involvement, coordin-
ation, multiprofessional collaboration, documentation,
information or communication) to be explored and
mapped. As a whole, this complexity forces fierce priori-
tisations on the design of a study of transitional care of
the elderly. In this study, prioritisations have been taken
along the axes of the patient groups included (hip frac-
ture and COPD, with or without dementia), the cases
included (one rural and one city based) and the
researchers included (single researchers on admission
and discharge, respectively, but with analyst
triangulation).
The main contribution of the study will be contextual

knowledge created by real-time observations of transi-
tional care practices of the elderly crossing care provider
boundaries. This adds to the existing literature primarily
concerned with individual and focus group interviews
with professionals and/or patients.
Undoubtedly, several limitations exist in terms of the

design of the ‘Quality and safety in Transitional Care of
the Elderly’ project due to the complexity of the scope
and aims of the study. Most of the limitations are caused
by practical and resource-based constraints and obsta-
cles. One of the limitations concerns data collection at
admission, where observation start is set in the emer-
gency room at the handover from the ambulance per-
sonnel to the ER nurse. Ideally, data collection on
admission transitions from primary care to secondary
care would benefit from starting at the nursing home or
home with home-based care services and following the
patient on the day of admission. This has not been pos-
sible to incorporate into the current project due to the
size of the study and practical problems with recruiting
these patients and their care providers.
In addition, it would have been valuable for the study

to acquire data on the entire elderly patient pathway,
from the day of admission through hospital stay (with
belonging transitions) through discharge and 30-day
follow-up care. As the ‘Quality and Safety in Transitional
Care of the Elderly’ study is designed, data from hospital
stay are restricted to the number of days hospitalised.
Another limitation relates to the challenges of data col-
lection in case A (rural). Owing to its rural location,
practical and resource-based issues (eg, travel costs for
researchers) will create obstacles for the depth and
length of data collection activities. In particular, this will
influence the possibility to do follow-up observations up
to 30 days after discharge.
Finally, a note on the possible observer bias is worth

mentioning as we have chosen to conduct the observa-
tions with single researchers (both having a nursing
background), doing the observations and interviews in
admission and discharge transitions. Ideally, an observa-
tion team with a minimum of two researchers with dif-
ferent backgrounds could better cover the complexity of

the observation setting involving the professional as well
as the patient perspectives. We tried to control the obser-
ver bias by setting up the observations of admission and
discharge at the same point in time so that the regular
exchange of fieldwork impressions between the two
researchers could take place. In one or two observations,
we will include an additional researcher from the
research team to validate the observation summaries. In
addition, we have set up weekly meetings or updates in
the observational periods with the entire research team
(backgrounds within nursing, management, and quality
and safety) to debrief and discuss preliminary impres-
sions. Regular discussions among the research group
and a wider international advisory board will also
provide opportunities for reflexivity and the develop-
ment of insights into fieldwork and data analysis.
Despite the limitations of the study design, we argue

that the uniqueness of our study design applied to
explore different aspects of transitional care is consider-
able. Thus far, a limited number of studies have applied
participant observation in order to grasp the context
and complexity surrounding transitional care. The use
of the triangulation of methods to increase the credibil-
ity of the research findings26 and the focus on the frail
elderly identified as a particularly vulnerable group in
transitional care34 represent other novel aspects of this
study. The application of professional-centred and
patient-centred perspectives will generate new and
increased understanding within the field of transitional
care of the elderly. The study results will furthermore be
used to guide the design of an intervention programme
with specific measures to be implemented to ensure
quality and safety in the transitional care of the elderly
across primary and secondary care (phase 2).
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Hospital discharge of the elderly-an observational
case study of functions, variability and
performance-shaping factors
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Abstract

Background: Understanding and improving hospital discharge has assumed major importance since it represents
an error-prone transition in care. One barrier to improvement is the lack of detailed understanding of how hospital
discharge is organized, including its interdependencies and influential performance-shaping factors (PSFs). This
study examines the discharge of elderly patients using the Functional Resonance Analysis Method, developed to
analyze performance variability in complex systems. Our main aim was to identify hospital discharge functions,
variability, and PSFs that may explain the variability and different outcomes in discharge practices by incorporating
multiple-stakeholder perceptions (health-care providers, patients, next of kin).

Methods: The data consisted of moderate participant observations of 20 elderly patients (>75) discharged from
hospital to primary health care. The data comprised 90 hours’ observations at hospital wards, including 173
conversations with patients, next of kin, and health-care personnel involved in discharge.

Results: We identified 10 common functions in the discharge of elderly patients to primary health care. We found
substantial variability in terms of timing, duration, and precision. Duration is a significant source of variability, primarily
determined by the time of day the patient was determined medically fit for discharge. Precision issues related to (1)
decision-making criteria concerning the medical fitness decision and appropriate level of care, (2) quality of discharge
planning, (3) degree of patient involvement, and (4) quality of information transfer. PSFs were temporal conditions (degree
of time pressure), individual and team characteristics, patient factors, organizational factors (unit, specialization, leadership,
institutionalized routines), work environment factors (bed availability, availability in municipal services, quality of discharge
planning, familiarity with the patient, pressure from next of kin, doctor’s specialization) and regulatory influences (financial
incentives).

Conclusions: The study provides a detailed understanding of the discharge of elderly patients by describing common
functions and variability in performance caused by multiple PSFs. Our findings indicate the necessity for studying
multiple factors related to discharge, interdependencies, and their effects on a range of discharge outcomes
incorporating a multiple-stakeholder perspective. We argue that the existing sequential approaches to the complexity
surrounding hospital discharge are inadequate. Given the interdependencies among functions, there is a need for
corresponding multi-factorial interventions.
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Background
Understanding and improving the process of hospital dis-
charge has assumed major importance [1] since it repre-
sents an error-prone transition in care [2]. Elderly patients
are notably at risk for adverse events in general and with
transitions across health-care providers in particular [3-5].
In this regard, ineffective care processes, poor communi-
cation, and deficient documentation have been identified
as major contributing factors [1,6]. Despite efforts to im-
prove hospital discharge, current evidence is scant and in-
conclusive, and progress toward improvement has been
limited and slow [7].
Mainstream patient safety research has tended to be

reactive: it investigates adverse events to identify cause-
and-effect relationships, from which improvements can
be formulated [8]. We argue that the existing, sequential
approaches to the complexity of hospital discharge are
inadequate. A barrier to improvement is the lack of de-
tailed understanding as to how the process of hospital
discharge is organized, including its interdependencies
and contextual factors [7,9,10]. Little consideration has
thus far been afforded to the inherent variability in
everyday practice and how this can prospectively create
system vulnerabilities [11]. Knowledge about perform-
ance variability has not commonly been recognized as
an asset, and it has rarely been gathered in a systematic
fashion [12].
In the health-care context, the wide variety in patients,

their relatives, geographic settings, professional groups, and
working conditions means that continuous adaptations are
essential toward ensuring overall performance [13]. Vari-
ability thus represents a normal, necessary part of clinical
work, and it demands the ability to cope with unpredict-
able, unstable working environments [14]. However, per-
formance variability and the factors that influence hospital
discharge practices and outcomes are for the most part
poorly understood and have not been fully investigated.
This paper applies an integrated approach to the study

of hospital discharge, focusing on functions, interdepend-
encies, and performance-shaping factors from a multiple-
stakeholder perspective. Qualitative observational case
studies of the hospital discharge of elderly patients are
used to identify functions and demonstrate the perform-
ance variability that surrounds hospital discharge practices
by applying the Functional Resonance Analysis Method
(FRAM). The FRAM is an innovative method that is de-
veloped to analyze performance variability in complex sys-
tems [14]. Specifically, the main aims of the paper are to
identify;

� The functions of hospital discharge;
� The areas of variations within those functions, and;
� The performance shaping factors (PSFs) that may

explain those variations.

To accomplish these aims we gather and incorporate
the perceptions of not just healthcare providers, but pa-
tients and their next of kin.
Before introducing the case study and findings, we de-

scribe the characteristics and practical approach of the
FRAM. We explain how it was used analytically to de-
termine the details of elderly patient discharges in a
Norwegian setting.

Functional resonance analysis method
The FRAM is a systemic, non-linear approach that defines
complex systems in terms of both their overall and con-
stituent functions. “Functions” here refers to the activities
or sets of activities that are necessary to produce a par-
ticular outcome, e.g., hospital discharge of the elderly. The
aim is to identify and assess the interdependencies among
functions within complex systems. In practice, this in-
volves a description of what individuals or groups do to
achieve their functional aim—as opposed to analyzing
prescribed models of behaviors, e.g., standard operating
procedures or care pathways [14]. The FRAM clarifies
outcomes in terms of how functions become con-
nected, how everyday performance variability may re-
sult from the way individual functions are completed,
and how these functions affect one another. In this regard,
a system is a set of coupled or mutually dependent func-
tions [14].
In practical terms, the FRAM consists of a five-step

approach [14]. The first step involves deciding the pur-
pose of the FRAM analysis, i.e., the clinical work under
examination. The second step is identifying the func-
tions that are necessary for that work to be accom-
plished (as defined by the participants involved in the
activity) as well as describing each function in terms of
six basic aspects (output, input, precondition, resource,
control, and time), as illustrated in Figure 1. The third
step involves identification and description of variability
in the identified functions in addition to a consideration
of the manner and reason for their variation. The fourth
step is that of determining how variability within one
function affects other functions and how such effects
spread across the system in the manner of functional
resonance. The final step is to propose ways of managing
or diminishing the possible occurrence of uncontrolled
performance variability.
The five-step approach of the FRAM can serve a num-

ber of purposes. The aim in the present study was to use
the method to gain a detailed understanding of the func-
tioning of hospital discharge among elderly patients.
This paper thus applies the first three steps of the
FRAM—identifying essential discharge functions, vari-
ability, and PSFs—which may account for variability and
different outcomes across discharge practices.
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An important consideration with the FRAM is determin-
ing the basis or categorization of successful functioning.
With the FRAM, it is proposed that this categorization be
developed based on a mutual understanding among a team
of experts consisting of the people performing the func-
tions under consideration [14]. However, given the broad
range of stakeholders involved in hospital discharge, e.g.,
various health-care providers in different hospitals and
primary-care units, patients, and their next of kin, this ap-
proach appears to be inadequate. We therefore define the
concept of successful discharge functioning in terms of the
perception of the stakeholders.

Methods
Study design and method
The observational case study approach of the present
investigation was appropriate for examining local sys-
tems and organizational processes [15]. The use of ob-
servational research in conjunction with ethnographic
research methods allows for a close analysis of naturally
occurring social processes and practices within a given
organizational context [16]. It offers the possibility of
in-depth analysis within particular cases and theoretical
generalizations among different cases. It can also allow
a study of patterns of hospital discharge practices with
different patients, thereby enabling the identification of
functions, variability, and components affecting perform-
ance and outcome.

Setting
The Norwegian health-care system comprises two
organizational structures: primary care (general practi-
tioner, nursing home, and home care); and specialized
secondary care. Primary care is managed by local mu-
nicipalities, whereas specialized health care is provided
in state-owned hospitals and operated by four regional

health authorities. The Coordination Reform [17] was
implemented in January 2012. One of the main focal
areas of the reform is to stimulate a good patient flow
between hospitals and primary care institutions and to
overcome challenges with delayed discharge better
known as “bed blocking” (i.e., patient blocking beds in
specialist care while awaiting municipal services) [18].
Several measures have been initiated to accomplish
this goal, including legislation, mandatory agreements
on cooperation between hospitals and municipalities,
offering guidance, and providing financial incentives.
The most important types of financial support are mu-
nicipal cofinancing of specialist health-care services
and municipal financial responsibility for patients who
are ready to be discharged. Specifically, payment (fee
of 533 euros per day) to an acute provider unit is re-
quired if the municipality does not accept the patient
before midnight on the day they are deemed ready for
discharge. Under the terms of the Coordination re-
form, hospital and municipalities are obliged to enter
into legally binding contracts that set out formal re-
quirements for care transitions and discharge planning
[17].

Sample and selection
The research was conducted in two hospitals in Norway
(one rural and one city-based hospital) situated within the
same regional health authority. The observations took place
in three types of wards (geriatric, medical, and orthopedic)
with the intention of developing cross-case compari-
sons of activity patterns across settings and among dif-
ferent patient groups. Seven wards were included in the
study: one geriatric, three orthopedic, and three med-
ical wards. In those seven wards, we selected 20 elderly
patients (>75 years old) with orthopedic and medical
conditions who would be in need of municipal services

Figure 1 Describing a function by six aspects [11]:p.46.
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after discharge, e.g., rehabilitation, nursing home care,
and home health care. To provide a comprehensive
insight into hospital discharge practices, we sought to
sample across the broad range of stakeholders involved
in the process, i.e., health-care personnel groups, pa-
tients, and their next of kin. The broad inclusion cri-
teria applied in this study (different hospitals, wards,
patient groups, stakeholder perspectives) was intended
to maximize data variation [19]. Table 1 presents the
distribution of ward types, hospital types, and numbers
of patients.

Data collection
We investigated the discharge of the 20 elderly patients;
in line with the requirements of the FRAM approach,
using moderate participant observations [20]. Moderate
participant observation entails that the researcher be
present and identifiable, though not an active participant
(i.e., does not have a role in the social setting); the re-
searcher observes and interacts occasionally. This type
of participant observation allows the researcher to ob-
tain a high level of involvement while maintaining a level
of detachment [20].
The data were collected from March to October 2012.

The data consisted of 90 hours of observation, including
173 conversations with patients, their next of kin, and
health-care providers involved in the discharge processes.
The first author (nursing background) conducted the ob-
servations based on a semi-structured observation guide,
which is in accordance with the FRAM approach. The
guide included topics that are relevant to hospital dis-
charge, e.g., coordination, multi-disciplinary approach, in-
formation exchange, patient and family involvement,
discharge planning, and challenges or barriers. In addition,
the guide allowed for issues to emerge from the observa-
tions. In this way, it was intended to provide a detailed de-
scription of how discharge works. Observations started in
the morning of the day of expected discharge, and they

focused on interaction, coordination, and dialogue
among health-care personnel and patients. During the
observations, the researcher was dressed in hospital cloth-
ing so as to be inconspicuous [21].
Conversations with health-care personnel and patients

were carried out in situ to clarify work practices and ob-
tain assessments and viewpoints regarding the current
discharge process [20]. The purpose of the conversations
was also to stimulate dialogue about impressions and in-
terpretations. Conversations with next of kin were con-
ducted via telephone after discharge. Patients and next
of kin were asked to describe their experiences of the
discharge process. These conversations followed a particu-
lar structure. Besides being requested to relate experiences
connected with the overall discharge process, stakeholders
were asked about their satisfaction, involvement, partici-
pation, and concerns as well as information exchange, dis-
charge planning, and possible improvements.
Copies of discharge summaries (with person-identifiable

information deleted) were collected so that community-
based health-care personnel could be asked to assess the
written documentation and evaluate the overall quality of
the current discharge process. No recording was made of
the conversations owing to ethical considerations (confi-
dentiality issues) and to the fact that numerous health-
care providers, patients, and next of kin were involved
(sound recording issues). Observation notes were written
during the observations, and a summary of each, including
researcher reflections opinions, was written immediately
afterward.

Data analysis
In line with the FRAM, data analysis involved a two-stage
process: first, we identified common functions in the dis-
charge process; second, we determined variability and
PSFs within those functions. We identified common func-
tions through an iterative process. All observational mate-
rials (150 written pages of field note summaries) were
thoroughly reviewed individually by the first and second
authors and then within a team of four researchers in-
volved in the project (an experienced team with back-
grounds in nursing, safety, user involvement, and change
management). The functions were revised several times
until final consensus was reached. A detailed description
of the functions (including associated aspects—time, con-
trol, input, output, resources, and preconditions) was then
developed based on an aggregated analysis of the 20 pa-
tient discharge cases, including the conversations with
health-care personnel, patients, and their next of kin. Le-
gally binding contracts (i.e., requirements for organizing
hospital discharge) for the hospitals and municipalities in-
cluded in this study were also used to support the descrip-
tion of functions.

Table 1 Distribution of patients in hospitals and wards

Hospital (rural) Patients Hours of
observation

Orthopedic ward 2 10 h

Medical ward* 4 20 h

Hospital (city) Patients Hours of
observation

Orthopedic ward 1 2 11 h

Orthopedic ward 2 3 13 h

Specialized medical ward 1 (pulmonary
diseases)

3 12 h

Specialized medical ward 2 (kidney
diseases and infections)

2 9 h

Geriatric ward 4 15 h

*There was no specialized geriatric ward at the rural hospital.

Laugaland et al. BMC Health Services Research 2014, 14:365 Page 4 of 15
http://www.biomedcentral.com/1472-6963/14/365



The aggregated description of the functions and associ-
ated aspects was used for the analysis of variability and
PSFs. The variability of each singular function was exam-
ined based on the descriptors from the various cases as
well as the conversations with health-care personnel, pa-
tients, and relatives. Three analytic themes emerged
through this process, which characterized the functional
variability among the 20 patients: timing, duration, and
precision in performance. PSFs were elaborated in the
final step of the analysis using the aggregated description
of the functions and associated aspects compared across
the patient cases. The appropriate level of analysis at
which to operationalize variety in organizational work
processes has been questioned [22]. In the present study,
PSFs were analyzed by applying a multilevel approach
based on a stratification similar to Moray’s organizing
framework of sociotechnical systems [23]. This entails that
the analysis of PSFs involved the individual and team level
as well as the organizational and contextual factors that
were observed and expressed as being important. In the
Results section, the main sources of variability among the
patients are examined on an aggregated level, with the
focus on general patterns.

Ethical considerations
Ethical approval was obtained from the Committee for
Medical and Health Ethics of Norway (REC, no. 2011/
1978). This study was based on informed, voluntary con-
sent among the patients, their next of kin, and health-care
personnel. Ethical issues related to consent capacity were
taken into consideration during the recruitment process.
Recruitment during hospitalization may be ethically chal-
lenging owing to the ability of elderly patients to provide
informed consent as a result of functional decline, strain,
and cognitive impairments. The health-care providers at
the hospitals assessed the cognitive functioning and over-
all situation of the patients and judged them as being suit-
able for recruitment. The researchers did not contact
patients before they had provided their verbal consent to
be contacted and informed about the study. Next of kin
were included only if the patient approved of such contact.
Next of kin were contacted by phone and informed about
the study. The paper follows the STROBE guidelines for
reporting of observational studies. An additional file
shows the completed STROBE checklist [see Additional
file 1].

Results
Hospital discharge functions
Hospital discharge takes place on a day-to-day basis,
and involves complex, interdependent functions that
require interaction and coordination among a multidis-
ciplinary team of stakeholders, i.e., doctors, nurses, re-
ceiving health-care providers, patients, next of kin, and

patient coordinators. This study identified 10 common
functions that constitute the daily routine for discharging
elderly patients from the hospital to primary health-care
services in the municipality. The set of functions represent
essential activities necessary for hospital discharge to suc-
ceed. The set of functions involve;

� Review of hospital inpatients—classifying patients
that are medically fit for discharge

� Notifying the municipality that the patient is
medically fit

� Informing the patient that they are ready for
discharge

� Assigning an appropriate post-discharge site of care
and notifying the hospital

� Notifying and informing the patient’s next of kin
(if any)

� Preparing a nursing discharge record
� Preparing a medical discharge letter
� Providing oral information about the transfer to

post-discharge care providers
� Ordering transportation
� Transferring the patient to the post-discharge site of

care and ensuring the transfer of written
information

A brief description of the identified functions, includ-
ing a description of the essential associated aspects, is
presented in Table 2.
The functional descriptions provided in Table 2 demon-

strate that hospital discharge is a complex multi-agency
care process, which is composed of multi-functional activ-
ities aimed at accomplishing many goals. Those goals in-
clude making appropriate care decisions, assigning an
appropriate post-discharge site of care, avoiding delays in
the discharge, transfer information, continuity of care, and
the preparation and involvement of patients and their next
of kin. On an aggregated level, the set of functions primar-
ily involves decision-making and knowledge-sharing activ-
ities among various health-care personnel, disciplines,
patients, and their next of kin. We need to examine how
these functions vary in everyday discharge practices.

Performance variability—observed functioning of
discharge practices
Our data indicated substantial variability in the way dis-
charge functions are performed. Accordingly, patients,
their next of kin, and health-care personnel reported some
discharge practices as having been more successful than
others. Success here was defined in terms of reported
quality of information transfer, the level of post-discharge
care, the duration of the process, and level of satisfaction.
We found considerable variability in the discharge func-
tions in three main dimensions:
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Table 2 Brief description of hospital discharge functions

Function Brief functional description Contribution

Review of hospital inpatients—
classifying patients that are medically
fit for discharge.

Normally, hospital discharge is initiated by conducting a
pre-ward round. The activity involves a clinical process in
which the clinical care of hospital inpatients is reviewed. The
responsible doctor reviews the patient’s progress and
determines whether the patient is medically fit for discharge.
The activity normally involves knowledge sharing among a
multidisciplinary team, including the lead consultant, interns,
junior doctors, responsible nurse (primary nurse or team nurse
depending on the nursing care model applied at the ward),
and sometimes physiotherapists. It is essential that all relevant
information is shared to support the appropriate care
decisions; this indicates that input is needed from multiple
sources (i.e., information about the patient’s medical records,
lab results, test results, medications, and functional and
cognitive status). This function is controlled by guidelines for
assessment stated in the regulations on municipal co-funding
of patients ready for discharge [24].

Activates the discharge process.

Notifying the municipality that the
patient is medically fit.

When the lead consultant has classified the patient as being
ready for discharge, a message is sent to the receiving
municipality (electronically, by phone or fax). For this
notification to be considered valid, certain preconditions
concerning discharge planning must be fulfilled as agreed
upon in the cooperation agreements between the hospitals
and municipalities.

Activates the discharge process in the
receiving municipality; assigns an
appropriate post-discharge site of care.

Informing the patient that they are
ready for discharge.

The patient is normally informed about the decision for
medical fitness during the ward rounds, which are the daily
formal opportunity for dialogue and interaction among the
patient, doctor, and care team. From the patient’s perspective
(preparedness and satisfaction), it is essential that they have
been prepared and involved in the discharge planning
process prior to the day of discharge (to reduce anxiety,
distress, and strain). The ward round normally takes place
after the pre-ward round activity is completed, and it is
conducted at the patient’s bedside. Normally, several
professionals attend the ward rounds. In general, the round is
led by the senior doctor or doctor in charge of the ward, with
junior doctors or medical students and nursing staff present.
This function is controlled by regulations stating the patient’s
right to information, participation, and involvement [25].

Prepares and provides the patient with
discharge information or instructions and
plans for follow-up care.

Assigning an appropriate post-
discharge site of care and notifying
the hospital.

The receiving municipality has (according to the cooperation
agreement) a 3-hour response time (from the time the
notification of the patient being medically fit is received—if
sent correctly) to contact the hospital and indicate whether
and when a post-discharge site of care is available. For the
municipality to determine the most appropriate setting for
post-discharge care, it is essential that there is compliance
with the discharge planning agreements and that the hospital
provides accurate and sufficient information. Different ways of
organizing the coordination in discharge planning are
recognized depending on the municipality size. In a city
region, patient coordinators in the municipality are
responsible for organizing the information exchange during
the discharge. In a rural region, a helpline has been
established across municipalities with an assigned person
(i.e., head nurse at a nursing home) responsible for coordination
in each municipality. In the city region, information is exchanged
electronically between the hospital and patient coordinators in
the municipality; in the rural region, this is done over the phone
or via fax.

Avoids delayed discharges. Determines the
most suitable post-discharge site or level
of care.

Notifying and informing the patient’s
next of kin (if any).

Normally, the patient’s nurse contacts (usually over the
phone) the patient’s next of kin (if any) to inform them about
the discharge and plans for follow-up care when clarified.
From the next of kin’s perspective, it is essential that they are
provided with information and are involved in the discharge
planning process prior to the day of discharge. This function
is controlled by regulations stating that the patient’s next of

Prepares and provides the patient’s next of
kin with discharge information and plans
for follow-up care.
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1. Timing (the time of day the discharge functions were
carried out),

2. Duration (the time spent performing the functions)
and,

3. Precision (performance characteristics and
perceived success of the function by the various
stakeholders)

We found time to be a main source of variability. The
temporal range in the functional variability was the dur-
ation of the discharge process, and it varied considerably
among the 20 patients, from a few hours to a few days. The
main variations in precision were related to the following:
(1) decision-making criteria with respect to medical fitness
and post-discharge arrangements; (2) the quality of the

Table 2 Brief description of hospital discharge functions (Continued)

kin should receive information about the patient’s
state of health, treatment, and care provided (if the patient
has given their consent) [25].

Preparing a nursing discharge
record.

The nursing discharge record is completed according to
statutory regulations [26], stating that the patient’s record
shall be sent to the professionals who need the information
to provide the patient with appropriate follow-up care. The
nursing record should include descriptions of the nursing care
delivered, the patient’s status, assessments, and
recommendations for continuing care.

Ensures written information transfer and
continuity of care.

Preparing a medical discharge letter. The medical discharge letter is similarly governed by
regulations [26], stating that the discharge summary must
contain information about the patient’s medical diagnosis
and former medical history, treatment performed during
hospitalization, functional level and assessment, a complete
medical list, and prescriptions for new medications. Plans for
follow-up care are also provided. The nursing and medical
record is normally not prepared until after the patient is
deemed medically fit for discharge.

Ensures written information transfer and
continuity of care.

Providing oral information about the
transfer to post-discharge care
providers.

When post-discharge arrangements have been clarified and
confirmed by the receiving municipality, the patient’s nurse
contacts the assigned care facility to provide direct oral
information about the patient. The function depends on
pre-conditions, such as information and knowledge about the
patient, follow-up care plans, hospital course, treatment, and
current medications. The latter is emphasized as important to
ensure that the receiving care providers or site of care have
the patient’s current medications available.

Ensures the continuity of care and agrees
on a time of transfer.

Ordering transportation. Transportation can be arranged and ordered after it has been
clarified when and where the receiving municipality has
availability. Patients can either be transported to the
post-discharge site of care by ambulance, by taxi, or by next
of kin, according to their conditions and preferences. If an
ambulance is required, an order is sent electronically, which
also specifies the time the patient will be ready for transfer.

Arranges suitable transportation.

Transferring the patient to the post-
discharge site of care and ensuring
the transfer of written information.

To ensure the continuity of care, it is crucial that written
information be present and available when the patient leaves
the hospital. This function is controlled by regulations [26],
the cooperation agreement, and by established routines or
procedures at the wards, which state the information that is
to be provided. The information (nursing record and
discharge letter) is sent with the patient on discharge in
addition to being sent electronically or by post (to the
receiving care providers and the patient’s general
practitioner). From the perspective of those assuming
responsibility for post-discharge care, it is desirable that the
patient be transferred and arrives during the daytime (9 a.m.
to 3 p.m.) since more resources and greater competence are
available then. There is also a challenge for health-care
personnel in the municipality to contact hospital staff for
clarification if the responsible doctor or nurse has ended their
shift and the next shift has little knowledge of the patient.
Similarly, hospital personnel prefer to transfer patients that are
ready for discharge during the day shift to safeguard the
process and avoid shift handover issues.

Ensures the continuity of care. Ends the
hospital discharge process: the patient
physically leaves the hospital, and the
municipality takes over responsibility.
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discharge planning process; (3) patient participation and
engagement of their next of kin; and (4) the quality of the
information transfer. The variability for each function and
the recognized and reported outcome variability are pre-
sented in Table 3.

Performance-shaping factors
A PSF is anything that affects the health-care provider’s
performance of a function within the health-care system
[27]. We found multiple, diverse PSFs, which accounted
for the variability presented in Table 3. In this section, we
will examine only the main variations.

Temporal conditions
Temporal variability across the observed cases was typic-
ally determined by the three functions indicated below.
These functions served either to activate or delay the dis-
charge process, and they thereby influenced the overall
duration of the discharge processes (from being deter-
mined medically fit to the transfer of care). Variability in
these three linked functions created time constraints on as-
sociated functions. The three functions were as follows:

� Review of hospital inpatients—classifying patients
that are medically fit for discharge.

� Notifying the municipality that the patient is
medically fit.

� Assigning an appropriate post-discharge site of care
and notifying the hospital that site.

One of the most critical functions is the review of hos-
pital inpatients to determine whether a patient is medic-
ally fit for discharge. This function activates the overall
discharge process and affects all subsequent functions by
determining when they are initiated. Considerable varia-
tions were identified in terms of the actual time (hour of
day) the patient was determined medically fit; the range
was from 9 a.m. to 1:30 p.m. The discharge process was
found to be more rushed when the patients were de-
clared medically fit later in this period, i.e., after noon.
This was because of the reduced possibility to prepare
the discharge requirements for care transfer if the trans-
fer was to take place the same day. The health-care
personnel clearly stated that time pressure potentially in-
creased performance variability, affecting precision is-
sues. The following statements reflect these concerns:

“It’s busy . . . of course there is an increased chance or
risk that you forget something.” (Chief doctor,
orthopedic ward)

“It’s clear that things can happen a lot faster
toward the end of the day.” (Head nurse,
orthopedic ward)

“After the decision was made that I was ready to be
discharged, it was a rush right up to the time I left . . .
It was like I had to get dressed and get out.” (Patient,
female 87 years)

Other factors stated as influencing the duration were as
follows: the quality of the discharge planning process; pa-
tient characteristics; the degree of simultaneous responsi-
bilities among the clinical team; the degree of familiarity
with the inpatients; and the availability of sufficient re-
sources, i.e. updated patient information. Doctors often
referred to pending lab and test results as a factor that
guided the decision about medical fitness; this affected
the duration and completeness of the decision-making
process.
The temporal completeness of the decision about

medical fitness determined the time (hour of day) of no-
tifying the local municipality. This function activates the
discharge process for the receiving municipality (i.e.,
assigning an appropriate post-discharge site of care); if
there are delays through late notification, this puts time
pressure on the municipality personnel. Bed availability
in the receiving municipality determined whether the
patient was assigned a post-discharge site of care on the
day they were determined medically fit or if they had to
spend additional days in the hospital—a delay in the dis-
charge process.
Time variations in determining medical fitness have

knock-on effects across the system. In particular, when
decisions are made later in the day, this created time
pressure for local municipality personnel, who had to
initiate the functions related to care planning and post-
care transfer. This time pressure was exacerbated by fi-
nancial penalties for delayed discharge; these encourage
municipal staff to rush care planning to avoid paying the
daily fee. Such time pressure could have a knock-on ef-
fect in terms of the precision of care planning. Only five
of the 20 patients in our study spent additional days at
the hospital: the time varied from 1 to 5 days. It was em-
phasized, especially by nurses, that there was better time
to prepare and perform the discharge functions if the pa-
tient spent additional days at the hospital. Some nurses ac-
knowledged that the available time could affect precision
issues in particular related to patient and next of kin in-
volvement, discharge planning, and quality of information
transfer. This was confirmed by the patients and their next
of kin. Patients who spent additional days in the hospital
stated that they had more time to prepare mentally for
the discharge, and this appeared to be connected with a
higher level of patient and next-of-kin satisfaction.

Precision issues
We identified considerable variability in the decision-
making criteria concerning both the decision about medical
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fitness and post-discharge arrangements. The quality of the
discharge planning process also varied among the patients,
as did patient involvement and quality of information trans-
fer. As indicated above, the temporal conditions (i.e., degree
of time pressure) are a major PSF that influences the preci-
sion issues. Below, we describe other PSFs that influence
precision.

Medically fit for discharge
There was variability in the criteria for the decision about
medical fitness and its quality, especially among the hip
fracture patients. For example, doctors appeared to put dif-
ferent emphasis on involving and consulting with the re-
sponsible nurse or the patient in their decision-making
process. At one ward (orthopedic), nurses were not present

when the decision for medical fitness was determined. This
was explained as being due to institutionalized routine and
effectiveness. The contribution of nurses to the decision-
making process varied. Some were passive and did not
interact with the doctor; others participated more actively.
Work experience, relationship with the doctor, the doctor’s
characteristics, and the degree of familiarity with the pa-
tient were cited as possible explanatory factors for this. In
several cases, doctors and nurses were unfamiliar with the
patient; this was explained as being due to time off work,
the patient’s short hospital stay, and high patient turnover.
The degree of familiarity (i.e., care continuity) was observed
to affect the level of knowledge sharing among the doctors
and nurses in the decision-making process. Some ortho-
pedic doctors also indicated that they were more thorough

Table 3 Functional performance and outcome variability in hospital discharge of elderly patients

Functions Variability in discharge practices Variability in outcome

Time and duration Precision

Review of hospital inpatients—
classifying patients that are
medically fit for discharge.

Time of day when the
decision was
determined.

Criteria upon which the decision was
established and degree of knowledge
sharing with the care team.

Time of day the patient was determined
medically fit (i.e., duration of the discharge
process) Patient’s degree of readiness
Receiving health-care provider’s degree of
satisfaction with the decision about medical
fitness.

Notifying the municipality that
the patient is medically fit.

Time of day when the
municipality was
notified.

Degree of compliance with cooperation
agreements.

Duration of the discharge process (i.e., delay
in the discharge process in the case of
non-compliance).

Informing the patient that they
are ready for discharge.

Time of day the
patient was informed
and time allotted to
each patient.

Approaches concerning content or type
of information provided, the language
used, and how the patient was
approached.

Patient involvement in the discharge
planning process and degree of satisfaction.

Assigning an appropriate post-
discharge site of care and notify-
ing the hospital.

Time of day the
hospital was notified

Criteria for prioritizing patients for post-
discharge care.

Duration (i.e., number of additional days
spent after being determined medically fit).
Level of post-discharge care offered. Degree
of satisfaction concerning post-discharge
arrangements.

Notifying and informing the
patient’s next of kin (if any).

Time of day relatives
were informed and
time spent.

Degree of information provided and by
whom (level of competence, doctor or
nurse).

Next of kin’s degree of satisfaction and
perceived involvement in the discharge
planning process.

Preparing a nursing discharge
record.

Time of day the
record was prepared
and time available
(time spent).

Prevalence and quality of the contents. Quality of the information transfer Receiving
health-care provider’s degree of satisfaction.

Preparing a medical discharge
letter.

Time of day the letter
was prepared and
time available (time
spent).

Quality of the contents, structure, and
readability.

Quality of the information transfer Receiving
health-care provider’s degree of satisfaction.

Providing oral information about
the transfer to post-discharge
care providers.

Time of day and time
spent.

Degree and quality of the information
provided and by whom (level of
competence).

Receiving health-care provider’s degree of
satisfaction.

Ordering transportation. Time/hour arranged
for transfer.

The choice of arrangements and
transportation (taxi, ambulance, next of
kin) and the dialogue between the doctor
and nurse.

The responsible doctor’s involvement in the
decision concerning the time for transfer—
affected degree of time pressure to prepare
the medical discharge letter.

Transferring the patient to the
post-discharge site of care and
ensuring the transfer of written
information.

Time of day the
patient was
transferred.

Degree of compliance with arrangements.
Unpredictable if carried out by the
ambulance service (owing to
simultaneous responsibilities).

Time of day the patient arrived in primary
care and the receiving health-care provider’s
degree of satisfaction with the time of arrival.
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(spent more time) with patients for whom they felt respon-
sible (e.g., patients on whom they had performed surgery),
and this potentially influenced the decision-making process.
Nurses in municipal services experienced variability in

the doctors’ criteria for regarding patients as medically
fit. Some wards seemed to pay more attention to the pa-
tients’ overall health-care status rather than the strict
clinical condition; this was particularly true of hip frac-
ture patients. For example, there was a lack of attention
to the underlying social or physical causes of a patient’s
fall and hip fracture. In contrast, geriatric wards ap-
peared to make more holistic decisions and took into ac-
count factors beyond the medical determinants, such as
assessing activities of daily living, cognition, social sup-
port, psychological well-being, and psychosocial factors.
Another factor that affected the decision-making criteria

was bed availability. Doctors were particularly under pres-
sure to discharge patients when units were crowded. In
one case, it was observed that the head of a medical de-
partment on a morning visit informed the head nurse that
they should discharge patients that day since there had
been many new arrivals in the emergency unit.

Post-discharge arrangements
The level and site of post-discharge care varied among
the patients; these especially affected the patient and
next-of-kin satisfaction with the discharge process. The
next of kin appeared to be more pleased if the patient
was discharged to a nursing home rather than to home
with health-care services. The majority of the patients in
this study were discharged to a higher level of post-
discharge care than the care they had received prior to
admission. Of the 20 patients, 18 were admitted to the
hospital from home; of these, 16 were discharged for a
short-time stay at a nursing home. The remaining four
patients were discharged directly to home with home
health-care services. Not all the patients in this study
had next of kin; however, for those that did, the next of
kin played an important role as advocates in the decision
making. In some cases, the next of kin questioned
whether their involvement and persistence had an im-
pact on the level of post-discharge care offered.
According to the patient coordinators (responsible for

determining the appropriate level of post-discharge care), a
number of factors influenced the decision-making process.
These factors included the following: information and rec-
ommendations provided by the hospital; the quality of the
discharge-planning process; prior knowledge or familiarity
with the patient (the nature of the patient’s current home
and its suitability for the patient’s condition and the pres-
ence of next of kin); degree of pressure from the next of
kin; financial incentives; and current availability of beds
and resources in the receiving municipality. According to
hospital providers, some municipalities struggled more

with availability than others. For some patients, the patient
coordinator and assigned municipality staff tried to negoti-
ate a later discharge date if the municipality had limited
capacity. Hospital providers also stated that owing to a lack
of bed availability and to avoid paying the daily fee, munici-
palities could decide to discharge patients directly to home
with home-based nursing care—even if a short-term nurs-
ing home stay was recommended by the hospital.

Quality of the discharge planning process
The degree of compliance with discharge planning agree-
ments varied among the patients. Municipality personnel,
i.e., patient coordinators and assigned contact people,
stressed the importance of good discharge planning (com-
pliance with discharge arrangements and close dialogue
during the hospital course) in determining the most ap-
propriate setting for post-discharge care and to avoid de-
lays. Short hospital stays were a challenge in the discharge
planning process. For example, it was not unusual for mu-
nicipality personnel to receive the medical and nursing re-
cords describing the patient’s activity level and cognitive
status on the same day as they received the decision for
medical fitness. As such, patient coordinators had less
time to make the preparations for the necessary post-
discharge care. It was also apparent that some units were
more efficient than others in notifying the municipality
early on the day of discharge. Ward leadership seemed to
play a key role in this regard. Some head nurses were
more active in communicating with the care team. They
verified compliance with the discharge planning agree-
ments and reminded the responsible nurses to send notifi-
cation about the patient being medically fit for discharge
to the municipality.

Degree of patient participation and engagement of next of
kin
This study also found considerable variability in how
patients and their relatives were involved in the dis-
charge planning process; this influenced the success of
the post-discharge planning and overall satisfaction.
The notification about discharge was often unexpected,
which indicates that patients and their next of kin may
have been insufficiently involved in the discharge plan-
ning process.
New discharge planning demands (i.e., requirements for

information exchange, notifications during hospitalization)
increased administrative work, and documentation limited
the interaction between health-care providers (especially
nurses) and patients and their next of kin. We found that
the interaction between health-care personnel and patients
varied according to the following: the type of information
provided; the language used; how the personnel approached
the patient (standing, speaking above the patient, speaking
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directly to the patient); the engagement with patient prefer-
ences; and different degree of encouragement.
The time allotted to each patient when providing the

discharge information also varied considerably—from 3 to
10 minutes. Doctors and nurses offered several explana-
tions for this variability, such as individual characteristics
and communication skills, patient characteristics, various
conditions and preferences for participation, and time
pressure. The patient’s characteristics (cognitive or mental
status, disabilities, communication skills, and complexity
of care) and preferences also showed great variation. Some
patients were more active than others or had more know-
ledge of their situation, diagnoses, and medications; this
appeared to affect the degree of information and know-
ledge sharing between patients and doctors.

Quality of the information transfer
The quality of the information transfer, i.e., nursing re-
cords and medical discharge summaries, was reported to
vary considerably among the patients. A nursing record
was present for 16 of the 20 observed patients, and a
medical discharge letter was available for all the ob-
served patients. With 11 patients, health personnel out-
side the hospital reported information inconsistencies or
inaccuracies, such as missing information about medi-
cine regimes, lab test results, or follow-up care plans.
For three patients, the medication list was lacking (hip
fracture patients), and two patients were discharged with
the wrong medication list.
The receiving health-care providers generally found that

the discharge letters prepared by the medical doctors, es-
pecially geriatric doctors, were of good quality; conversely,
the surgical discharge summaries tended to have more in-
complete or missing information. For three patients, there
was inconsistency between what the nurse wrote and what
the doctor wrote about the same patient. Variability in the
content and quality here may be explained by the charac-
ter of the hospital unit and the doctor’s specialization and
preferences. Deficiencies in the nursing records at dis-
charge were explained by the hospital nurses as being due
to the lack of care continuity, a short hospital stay, insuffi-
cient and poor documentation, temporal conditions, and
the degree of simultaneous responsibilities (e.g., number
of patient discharges for which the nurse was responsible,
new admissions requiring attention). Information pro-
vided in nursing records was often characterized by cut-
ting and pasting from previous documents if nurses were
unfamiliar with the patient.
Senior doctors often delegated the responsibility for pre-

paring the medical discharge summary to interns, junior
doctors, or medical students. However, we found varia-
tions in the senior doctors’ quality assessment of records
before being sent with the patient or to receiving health-
care personnel. At some hospital wards, it was a standard

procedure for all discharge letters to be approved by a se-
nior doctor, but in others this was not normal practice.
Hospital doctors referred to several influential factors that
affected both temporal and precision issues. These in-
cluded the following: level of familiarity with the patient;
degree of available and accurate information; patient char-
acteristics (e.g., degree of complexity of condition, length
of hospital stay); information input overload (influenced
by the patient characteristics, length of hospital stay, num-
ber of transfers within the hospital, number of doctors in-
volved); time pressure (influenced by the time of day the
letter was prepared); and the degree of simultaneous re-
sponsibilities (e.g., the number of patient discharges, new
admissions requiring attention, and other tasks to per-
form). Nurses at the orthopedic wards reported inconsist-
encies and unpredictable patterns related to the doctors’
presence in the wards, which resulted in difficulties in pre-
paring a medical discharge document on time.
In summary, this study identified multiple, diverse

PSFs that influenced the functioning of hospital dis-
charge. They included the following: variations attributed
to temporal conditions (i.e., degree of time pressure) sur-
rounding the discharge process; the characteristics of the
individuals and care team involved (doctors, nurses,
other members of the care team and their approach,
preferences, risk awareness, decision-making criteria,
communication and team skills); variability in patient
factors (i.e., resources, preferences, cognitive or mental
status, disabilities, communication skills, complexity of
care); organizational factors (i.e., the unit, specialization,
work organization, leadership, institutionalized routines);
and local work environment factors (i.e., bed availability,
familiarity with the patient, current availability in munici-
pal services, simultaneous responsibilities, quality of the
discharge planning process, and degree of pressure from
the next of kin).

Discussion
Most research about hospital discharge has tended to focus
on particular, isolated aspects (i.e., information transfer,
discharge planning, patient participation, medication rec-
onciliation) [28-31], specific outcome measures (i.e., ad-
verse events, readmission rates, adverse drug events,
satisfaction with care) [32-36], or the experiences of profes-
sional groups or stakeholders in isolation [10,28,37]. As
such, the present study is unique since it applies a
multiple-stakeholder perspective in examining hospital dis-
charge functions, variability and the factors contribut-
ing to the variability, and perceived outcomes in
discharge practice. Through the application of the
FRAM, this study expands our understanding about the
complexity of hospital discharge and context-specific
factors that explain hospital discharge, shape perform-
ance, and introduce variability.
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This paper demonstrates that the FRAM is a powerful
method for studying and analyzing the complexity of hos-
pital discharge practice; it provides a detailed, systemic
analysis of hospital discharge for elderly patients, which
has not previously been presented. Our findings illustrate
how hospital discharge for elderly patients is a commonly
occurring function, though it varies in numerable ways. By
observing the everyday practice of hospital discharge for
these patients, we have identified the common functions
that typically occur on the day of discharge and the mul-
tiple, diverse sources of performance variability among
those functions (i.e., timing, duration and precision issues).
Individual characteristics are an important determin-

ant of performance [38], and studies conducted of PSFs
in health care at the individual level have largely focused
on fatigue, stress, and aging [39]. The interaction of indi-
vidual characteristics is fundamental to team perform-
ance [40]. The present study emphasizes the importance
of knowledge sharing, especially among doctors and
nurses, toward appropriate decision making. The degree
of familiarity with the patient was perceived to have
strong implications for the quality and level of know-
ledge sharing among the members of the care team. This
is in accordance with previous findings, where a lack of
familiarity with patients was found to compromise as-
sessments and the decision- making process [10]. Re-
search on team performance has been conducted within
specific settings, especially in intensive care units, oper-
ating theaters, and emergency medicine, and has been
largely concerned with emergency patient-care processes
[41]. Less attention has been given to the role of team
performance on more complex inter-organizational pro-
cesses, such as hospital discharge. This area needs to be
investigated further along with factors that facilitate or
constrain successful team performance during hospital
discharge.
Individual and team performance is further influenced

by organizational factors, e.g., unit, specialization, leader-
ship, work organization, and institutionalized routines.
Hospital wards are highly specialized and are perceived as
shaping the clinician’s and care team’s preferences, atten-
tion, information exchange, and decision-making criteria.
In this study, the unit of analysis (the hospital ward) had
an impact on outcome (i.e., satisfaction, decision-
making criteria, and quality of information transfer).
The receiving health-care care providers appeared to
make more negative remarks about the process related to
patients discharged from orthopedic wards than from
medical, especially geriatric, wards. The importance of
geriatric knowledge and assessment has been investigated
in previous studies [10,42,43]; there, it was argued that in-
creasing specialization within health professions and frag-
mentation through disciplinary knowledge may result in
inappropriate decisions that fail to meet the complex

needs of patients [10,40]. Despite such concerns, the im-
pact and effect of organizational factors (e.g., ward
specialization) related to specific discharge processes and
outcomes demands investigation. Future studies should
extend our understanding of the relationship among ward
or clinical specialization, discharge functioning, and dis-
charge outcomes.
Our findings also raise the awareness of the temporal

aspects related to the current discharge processes. The re-
sults of this study strongly suggest that the time of day the
patient is declared medically fit is important: this deter-
mines the temporal conditions (degree of time pressure)
for the subsequent actions. This decision about medical
fitness being made later in the day (after noon) was associ-
ated with increased time pressure; it led to variability, and
it affected duration and precision issues. Previous studies
have addressed the importance of the timing of discharge
[10]; they indicated that the time interval (i.e., time be-
tween making the decision for a patient to be discharged
and the actual transfer) is a potential barrier for informa-
tion sharing since time constraints lead to less flexibility,
greater time pressure, and increased performance de-
mands [44]. Psychological studies have shown that time
pressure decreases performance standards [45]. However,
this matter has not been systematically addressed within
health care.
A key contextual factor that was perceived as affecting

the temporal completeness of the decision about medical
fitness was availability of beds. The problem of crowded
wards and its implications on performance have been il-
lustrated with the notion of “going solid” [46], and it
leads to increased pressure to discharge patients so as to
make way for new ones. It puts pressure on the clinical
decision-making process, encouraging staff to accelerate
the completion of care, increases performance pressure,
and creates the potential for poor performance [46]. Our
results suggest that the time aspects influencing dis-
charge performance and outcome should be further ex-
amined for hospital discharge practices on a larger scale.
The results presented here further emphasize the role

of the elderly patient (i.e., their resources, preferences,
needs, communication skills, cognitive and functional
status, and capacity to participate) and that of their next
of kin (i.e., preferences, involvement, and degree of pres-
sure) in the reported satisfaction with the discharge
process and outcome. Patient factors have been found to
affect the elderly patient’s ability to be involved or par-
ticipate in the discharge process [47]; however, know-
ledge is limited on the factors that facilitate or hinder
patient-centered performance during the discharge process
[48]. It has been suggested that clinicians should put more
effort into understanding patients’ and relatives’ prefer-
ences for participating in decisions concerning discharge
and that clinicians should tailor their approach to meet
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specific needs [49]. The time allotted, language used, num-
ber of people present, and disturbing elements were de-
scribed as factors that influenced patients’ and relatives’
involvement, understanding, and level of satisfaction. In ac-
cordance with our results, financial factors, lack of familiar-
ity with the patient, bed availability, and lack of time have
been identified as factors that constrain patient-centered
performance [44,48].
With the inclusion of the multiple-stakeholder perspec-

tive, our findings also reveal one of the main challenges
with the FRAM approach in the context of health-care de-
livery. The FRAM appears to emphasize health-care pro-
viders’ definitions and concepts of acceptable, successful
outcomes without considering the experiences of patients
and their next of kin. Our results illustrate that the various
stakeholders had different concerns and used different
measures to evaluate the degree of successful hospital dis-
charge functioning. This study implies that the assessment
of acceptable, successful outcomes depends on the focus
of the stakeholder groups. We argue that the process of
determining successful outcomes must incorporate all
stakeholder groups. The multiple perspectives of all stake-
holders, including patients and their next of kin, have not
received systematic attention in the literature on hospital
discharge [10]; it has been suggested that the experiences
of patients and their next of kin provide valuable input
and can help produce improvements [50-52].
From our results, we would argue that the multiple PSFs

related to hospital discharge and multiple-stakeholder per-
spectives have not been fully considered in interventional
studies targeted at improving this process. Our findings il-
lustrate that it is insufficient to isolate functions (i.e.,
merely consider information transfer, patient participa-
tion, decision-making processes) as independent activ-
ities (i.e., treat them as “functional silos”) owing to the
functional dependencies on which hospital discharge
performance relies. Future studies on hospital discharge
should consider the health-care providers involved, the
available resources, the patient being discharged, their
next of kin, the organizational setting, and the current
situational factors related to the functioning of dis-
charge. Without considering these interdependencies,
progress on hospital discharge improvements will be
constrained [9,14,53,54].

Study limitations
There are several limitations that should be considered
when interpreting our results. The observations took
place during regular working hours (8 a.m. to 4 p.m.).
Thus, evenings, nights, and weekends were excluded
owing to practical and resource-based issues. This repre-
sents a possible limitation because other performance is-
sues (variability, PSFs) may be influential at other times.
This study was performed in the context of the

Norwegian health-care system with a relatively small
sample size (20 patients) in two hospitals, which restricts
the generalizability of the findings. Possible observer bias
should also be mentioned since the observations were
conducted by a single researcher (first author) with a
nursing background, which entails a pre-understanding
of the context. Such an inside perspective may advance
data collection but also affect the accuracy of the obser-
vations. An observation team with a minimum of two
researchers with different backgrounds could better
cover the complexity of the observation setting involving
both professional and patient or next-of-kin perspec-
tives. We tried to control this observer bias by setting
up weekly meetings or updates in the observation pe-
riods with the larger research team (the members have
backgrounds in nursing, management, and safety) to dis-
cuss preliminary impressions. Triangulation during the
analysis process was carried out, with the three authors
and members of the research team all being active in
discussing the findings. Following the aims of the paper
we have chosen to focus on the FRAM`s applicability to
hospital discharge to explore its characteristics (e.g.
functions) and general patterns of variability in discharge
practices rather than addressing the specificities of each
case. Finally, the study focused on the final stage of
hospitalization, i.e., the actual discharge process. It
would have been valuable for the study to have acquired
data on the patients’ course from the day of admission
to the end of their hospital stay.

Conclusions
Hospital discharge is a complex multi-agency care
process that is composed of multi-functional activities; it
has multiple purposes, but its core activities are decision
making and knowledge sharing. Through the application
of the FRAM and use of observational methods, we have
provided detailed insight into the range of functions that
are performed during hospital discharge. We have called
attention to the ways in which these functions vary, and
we gained insight into the multiple PSFs that can be at-
tributed to a range of contextual features (situational,
organizational, individual teams, patients, next of kin,
regulatory influences and interdependencies). Such
multifaceted understanding of PSFs is necessary in im-
proving hospital discharge practices.
Based on our findings, we argue that the existing, sequen-

tial approaches to the complexity of hospital discharge are
inadequate. Given the interdependence among the func-
tions, there is a need for corresponding multi-factorial in-
terventions. Future research should focus on understanding
the relationships between various functions and PSFs and
their impact on hospital discharge practices and outcomes.
Study results illustrate that the FRAM represents a

powerful methodology, enabling new insight into complex
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inter-organizational processes. Further on study findings
emphasize that functional performance and outcomes en-
tail various stakeholder perspectives whereby assessment
of acceptable, successful performance and discharge out-
comes depends on each individual perspective. These dif-
ferences in outcome values need to be acknowledged in
order to create a common ground on what constitutes ac-
ceptable, successful discharge functioning.
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Paper V 





The demands imposed by a health care reform on 

clinical work in transitional care of  the elderly: A multi-

faceted Janus 

Kristin Laugaland and Karina Aase 

 “One must constantly be aware that changes can increase the complexities of  the health care system 
and generate new performance demands” 

Introduction  

Health care systems worldwide face challenges as demands increase including a growing 

elderly population, often requiring care by various providers in multiple settings.  Promoting 

health care integration (i.e. coordination of  care between and within various levels of  the 

health care delivery system) has long been a concern and an ongoing challenge (WHO, 

2008). Various strategies have been suggested to overcome and meet these challenges, taking 

into account various perspectives including the patients and next-of-kin, or system 

components such as quality, efficiency, correct utilization of  resources or cost-effectiveness 

(Grone and Garicia-Barbero, 2001).  

This chapter will focus on the adaptation of  everyday clinical work to the demands 

imposed by a commonly used strategy to promote health care integration, i.e. system 

reforms to coordinate care between primary and specialist health care services. The aim of  

the reported study is to illustrate how clinical environments1 adjust their functioning to 

sustain a set of  new demands imposed by a system reform. This affects the perceived 

outcomes of  transitional care2 of  the elderly, and more specifically the discharge of  patients 

from hospital to primary health care. We argue that the outcome of  hospital discharge of  the 

elderly is a multi-faceted notion that varies depending on the different perspectives of  the 

actors involved.  

1
 By clinical environments we mean different wards or units in hospital and primary care respectively 

2
 By transitional care we mean a set of  actions to ensure the coordination and continuity of  health care as 

patients transfer between different levels of  care within the same or other locations  (Coleman and Boult, 2003) 



The system reform described is the Norwegian Coordination Reform as of  2012, 

implemented to promote better coordination of  primary and secondary health care services 

(Norwegian Ministry of  Health and Care Services, 2009). By studying the changes imposed 

by this system reform, the chapter will provide opportunities to learn how clinical 

environments adjust to new performance demands, how they actually function, and how 

they sometimes mal-function. The chapter highlights some of  the pertinent characteristics 

of  everyday clinical work, namely the two-folded, and sometimes conflicting, goal of  

attending to both system demands and patient demands. The first section includes a brief  

description of  the health care reform under study, followed by a brief  overview of  the 

discharge process and the way it is conceived to take place in regulation and agreements, 

corresponding to the work as imagined (WAI) concept of  the resilience literature (Hollnagel 

2012). In the second section we present findings from an empirical study conducted to 

identify work as actually done (WAD) in discharge practises. In the last section we discuss 

some of  the resilience concepts in light of  our study results.  

Context 

A system reform 

One of  the main focal areas of  the Norwegian Coordination reform is to stimulate a good 

patient flow between hospitals and primary care institutions and to overcome challenges 

with delayed discharge better known as ‘bed blocking’ (i.e. patients blocking beds in specialist 

care while awaiting municipal services) (Majeed et al. 2012). Financial measures are thus 

implemented to facilitate rapid discharge involving municipal co-financing of  the specialist 

health care services including financial responsibility for patients ready for discharge 

(Norwegian Ministry of  Health and Care Services, 2009).  Specifically, payment (533 EURO 

per day) is required if  the municipality does not accept the responsibility for the patient 

before midnight the day he/she is determined ready for discharge. Hospitals and 

municipalities are also obliged by the government to make legally binding contracts to 

formalize requirements for the organization of  the hospital discharge processes (i.e. tasks, 

responsibilities, interaction, information transfer, information contents, discharge planning, 

deadlines for information exchange). The reform poses new performance demands on both 

hospital and municipality in order to sustain efficient functioning of  the discharge system. 



The Coordination reform also highlights the importance of  the patient perspective in order 

to ensure continuity and high quality care. Incorporating patient participation is thus referred 

to as essential to obtain improvements (Norwegian Ministry of  Health and Care Services, 

2009). 

The discharge system according to the new reform 

 Hospital discharge of  patients takes place on a day-to-day basis and involves a complex 

process of  functions that requires interaction and coordination within and among a multi-

disciplinary team of  actors. Co-operation agreements between hospitals and municipalities 

require health care providers to assess the need of  post-discharge care at admittance to 

hospital. If  the patient is assessed to be in need for municipal services post-discharge the 

hospital must also notify the municipality within 24 hours after hospitalisation, or as soon as 

possible, predicting a discharge date. If  the patient’s condition is inconclusive or information 

first provided deviates, the hospital must notify the municipality during the patient’s hospital 

stay. If  follow-up care is assessed to be suitable, medical and nursing records describing the 

patient’s activity level and cognitive status must be available prior to notifying the 

municipality (i.e. patient is medically fit for discharge). Recommendations concerning the 

level of  post-discharge care are provided by the hospital based on their assessment.  

However, the municipality is eventually responsible for determining the appropriate post-

discharge site or level of  care. The patient or next-of-kin (if  the patient suffers from 

cognitive impairment) must consent to the need for post-discharge health care services. In 

the co-operation agreements there is set a time criterion in terms of  a three hour deadline 

for the municipality to determine where and when they have availability to receive the 

patient. The deadline is running from the time the municipality is notified by the hospital 

that the patient is medically fit if  sent correctly (i.e. pre-conditions concerning discharge 

planning is fulfilled and present). Similar, the co-operation agreements state that the hospital 

should try to notify the municipality of  patients ready for discharge as early as possible, 

preferably on the day before expected discharge or between 8 am - 4 pm Monday to Friday 

(12 am - 4 pm on weekends and holidays).  



An Empirical study  

The empirical study presented in this chapter is based on ethnographic descriptions of  

hospital discharge practices involving elderly patients (>75 years). Patterns of  discharge 

practises were explored and assessed through direct observations of  twenty discharge 

processes by using descriptions from several of  the stakeholders involved (different health 

care personnel groups, patients, next-of-kin). Observations took place in three different 

hospital wards (geriatric, medical, surgical) and were conducted in two different hospitals in 

Norway. The patients were followed up to 30 days after discharge involving observation and 

conversations with primary care stakeholders. In addition, 57 in-depth interviews were 

conducted with healthcare staff  across various disciplines (i.e. nurses, head nurses, doctors, 

general practitioners, patient coordinators) in hospital and primary care to gain further 

insight into their experiences with patient discharge functions and the system reform 

imposing changes to these functions.  

Perceived adjustments to the discharge system 

Our observations of  transitional care of  the elderly across different patient cases in different 

hospital and primary care settings have identified three main areas of  adjustments made by 

the clinical environments as a result of  the demands imposed by the Coordination reform. 

These adjustments involve: (1) Discharge planning between hospital and primary care; (2) 

Flexibility in primary care services to receive patients; and (3) Time efficiency on the day of  

discharge.  

Discharge planning between hospital and primary care 

Different ways of  organizing coordination in discharge planning were recognized depending 

on the municipality size. In a city region patient coordinators in the municipality were 

responsible for organizing the information exchange during discharge. In a rural region a 

helpline was established across municipalities with an assigned person (i.e. head nurse at a 

nursing home) responsible for coordination in each municipality. In the city region 

information was exchanged electronically between hospital and patient coordinators in the 

municipality as opposed to the rural region where this was done over the phone or via 

telefax. At the hospital, the patient responsible nurse had a key role in coordinating 

information exchange during discharge planning. Various hospital wards kept track of  the 



running discharge planning by establishing an interactive note in each patient journal.  

Hospital doctors were to a various degree familiar with the discharge planning process: 

”Concerning the practical issues of  discharge planning, the nurses are seen as the most competent to run this 

… they are in touch with the patient and next-of-kin, plan and operate … it is a task the nurses resolve in 

a good way ... and we doctors only kind of  sign off  the work” (chief  doctor, orthopaedic ward). 

Representatives in the municipalities stressed the importance of  good discharge 

planning in order to determine the most appropriate setting for post-discharge care and to 

avoid delays in the discharges. Several patient coordinators and assigned municipality persons 

reported an increased self-interest in early and close dialogue during hospitalisation given 

primary care’s financial responsibility for patients ready for discharge. They all endeavoured 

to contact the hospital shortly after they had been notified that their patients had been 

hospitalised asking about their condition, and expected discharge date. Hospital nurses had 

clearly noticed that primary care initiated early contact, which they reported as a positive 

initiative: “I think it’s very positive that primary care now more frequently contacts us to investigate the 

condition of  their patients” (hospital nurse, medical ward).  

According to several patient coordinators they aimed at visiting their hospitalised 

patients in order to better assess patient needs for post-discharge care, especially in complex 

patient cases or if  the coordinator was unfamiliar with the patient prior to hospitalisation. 

However, short hospital stays (or geographic distances) were stressed to impede this 

opportunity: “The problem is that we do not have enough time to do a thorough review of  patients … time 

is short … it often goes fast … patients are quickly classified as medically fit and ready for discharge” 

(patient coordinator, municipality).   

Hospital personnel also expressed an increased focus on dialogue with primary care 

services and compliance with discharge planning arrangements in order to avoid unnecessary 

delays due to non-compliance: ”After the new regulations we have been forced to think about discharge 

from day one” (hospital doctor, medical ward). Similarly: “It can postpone the process if  we do not 

comply with the new demands concerning notifications and dialogue with the municipality during 

hospitalization … related to payments … that is an important issue … we are talking about a relatively 

large sum” (hospital nurse, medical ward). 

One a general basis, hospital and municipality personnel clearly expressed that an 

increased demand for dialogue imposed by the Coordination reform improved the discharge 

planning:  



“There is a closer dialogue between hospital and municipality compared to previously … it’s more 

structured … improving the discharge planning process … we get started earlier” (patient 

coordinator, municipality). 

“It [the coordination] has been more formalised, we become aware of  discharge planning early on … 

Who needs to receive care in nursing home facilities? Who can be sent home? … The patient’s current 

home condition has become vital … at least for me during the pre-ward round and the ward round … I 

think it is positive” (chief  doctor, medical ward). 

Despite improved dialogue and coordination, it was clearly expressed by health care 

personnel at the hospital (especially nurses) that new discharge planning demands (i.e. 

requirements for information exchange, dialogue, notifications during hospitalisation) 

increased the demands on administrative work and documentation, moving them away from 

patient care. Similar concerns were raised by patient coordinators: “The biggest challenge is that 

we are working fast … very often it’s all about transferring papers … ergo we sometimes ‘forget’ the patient 

… that is one thing that we constantly are concerned with … it’s almost like sending a parcel in the 

mail…..there are a lot of  papers and issues to document …a lot of  administrative tasks … well … I don’t 

feel that we have the same patient-centered approach … it’s become more important that all papers are in 

place and according to the agreements” (patient coordinator, municipality).   

The study results indicate that elderly patients and their next-of-kin’s degree of  

involvement in discharge planning is unsatisfactory.  A majority of  the patients often 

expressed that discharge notification came suddenly and sometimes unexpectedly when 

confronted with the medical fit decision made by the responsible doctor at the ward. Several 

patients were clearly surprised and expressed incomprehensibility: “Ready for discharge!? … how 

can I possibly leave the hospital when I can barely stand on my feet … When do I have to leave? … Oh not 

today!” (patient, female 97 year, treated for hip fracture). Several patients seemed so disturbed 

with the fact that they were determined fit to be discharged that it appeared to impede their 

capacity to receive the discharge information provided to them. A patient treated for a 

deterioration of  his chronic obstructive pulmonary disease was confronted with readiness 

for discharge shortly after he returned to the ward after going through a drainage of  pleural 

fluid. The patient complained about dizziness and clearly expressed to the doctor that he was 

not ready and needed a day or two to get mentally prepared for discharge: “You can’t throw me 

out today … I need to have some time to relax … I have just gone through a tiresome procedure” (patient, 

male 87 year). The doctor did not comply with the patient’s request as there was pressure on 



available beds and no medical reasons keeping the patient hospitalised. Similarly, next-of-kin 

commonly expressed the same view: “Discharge came very sudden … I was not involved … they 

called the same day to inform that my mother was leaving. They could have called a day prior to discharge so 

that we could have been prepared” (patient’s next-of-kin).  

When hospital nurses were asked how they involved the elderly patient in discharge 

planning various answers were given. Several admitted that patient involvement was 

insufficient: “We are often not sufficiently aware of  involving the patient and providing them with 

information during hospitalisation … this is something we could improve” (hospital nurse, orthopaedic 

ward). A general practitioner raised the following concern when he was talking about 

discharge planning and criteria for classifying patients as medically fit for discharge from 

hospital: “Medically fit … that`s a bit subjective … if  we just let the discharge planning be a technical 

issue that some decision-making bodies take care of  … then we abandon a very important perspective … the 

patient’s voice … for who are we talking about? … to what extent does the patient feel ready for discharge? 

… that’s not part of  the discussion at all!” (general practitioner, municipality).  

Flexibility in primary care services to receive patients 

In order to respond to the demands imposed on primary care for increased flexibility to 

receive patients ready for discharge various measures were recognized. In a city-based 

municipality an interim ward was established at a nursing home to ensure flow of  patients 

and avoid prolonged hospital stays. Patients stayed from a few days up to a few weeks 

(depending on current resources and availability before being transferred to further primary 

care services). At the interim ward, focus was on assessing patients outside the hospital 

environment in order to determine an appropriate level of  care post-discharge (i.e. 

rehabilitation ward, nursing home, home-based nursing). In rural-based municipalities, inter-

municipal collaborations were established to increase flexibility meaning that municipalities 

could ‘buy’ temporary nursing home beds from each other based on available capacity. This 

would release time for the responsible municipality while awaiting availability (i.e. the 

payment rate would be lower than the one paid to the hospital).   

Hospital personnel clearly expressed that the problem with delayed discharges had been 

significantly reduced after the Coordination reform. Only five of  twenty patients in our 

study spent additional days at the hospital after they were determined medically fit 

(additional days varied from one to five days). Hospital personnel furthermore expressed 



satisfaction with the decrease in delayed discharges and the municipalities’ increase in 

flexibility to receive patients: “It`s very satisfactorily that they [the municipality] have established a 

place [interim ward] to handle the patients … so that we can instantly get them out of  the hospital” 

(chief  doctor, orthopaedic ward). Several hospital colleagues supported this view: “Patients 

are discharged more rapidly now … an advantage is that we avoid having to place patients in the corridor … 

that has been considerably improved … I would say it’s been like a revolution … on our behalf” (chief  

doctor, orthopaedic ward).   

According to hospital personnel some municipalities struggled more with availability 

compared to others. They experienced that primary care (patient coordinators, assigned 

municipality persons) tried to negotiate a later discharge date if  they struggled with capacity. 

Hospital personnel also experienced that municipalities due to lack of  availability could 

decide to discharge patients directly home with home-based nursing care even if  a short-

term nursing home stay was recommended by the hospital: “There has been a couple of  incidences 

when the patient has been sent home … even if  we recommended a nursing home to be the most suitable post-

discharge care … only to experience that the patient was re-admitted shortly after discharge … “ (chief  

doctor, medical ward).  

Patient coordinators and assigned municipality persons, on the other hand, expressed 

that they felt forced (i.e. pressured from managers) to prioritise patients ready for discharge 

often at the sacrifice of  patients living at home also in need of  a short-time nursing home 

stay (i.e. patients ready for hospital discharge would induce more expenses): “We do feel the 

pressure to get patients out of  the hospital. Our managers keep track of  the hospitalised patients according to 

whom we have to pay for … we have to answer to them when patients stay additional days … I once had two 

such patients which I received scolding for … they both had to spend four additional days after they were 

determined medically fit … due to lack of  availability of  what I assessed to be appropriate care … so that 

did cost us money … it’s a bit like that … it’s much about the money” (patient coordinator, 

municipality). A nursing home nurse said that they had removed alternating care beds 

(patients alternating between nursing homes and home care services) in order to increase 

flexibility to receive patients ready for discharge from the hospital. The nurse questioned the 

long term consequences of  such prioritisation.   

Despite hospital personnel’s satisfaction with the decrease in delayed discharges they 

also raised concerns about the quality of  the care the elderly would receive in primary care:  



“It was striking how difficult it was to receive patients immediately before the reform … and suddenly 

overnight, how extremely easy it was when the reform was enforced … what provisional solutions have 

they applied? … I just have to trust the municipality to make a proper assessment … I find it a bit 

unworthy to push the responsibility on … it all becomes kind of  a game...when we finish treatment of  

patients we push them over to the municipality and so they invent something … but we have to assume 

that they have increased their number of  beds" (chief  doctor, orthopaedic ward). 

“It`s expensive to have patients hospitalised when they are determined medically fit … so we try to find 

solutions for them … thus … sometimes we have to employ second rate solutions” (nursing home 

nurse, municipality).   

Some hospital nurses expressed that they did not reflect upon the care patients would 

receive post-discharge. They related this to high patient turnover and work pressure: “I don’t 

have time to think about the care discharged patients receive … we just have to get them out … .as new 

arrivals keep coming” (nurse, medical ward).   

Our study results confirm an increase in the number of  patient transitions post-

discharge due to the measures taken in primary care to increase flexibility (i.e. interim 

nursing home ward, inter-municipal collaboration agreements). Number of  transitions 

during the post-discharge period (30 days) varied from one to five. For example, a 89 year 

old female patient was determined medically fit and discharged four days after surgery 

(treated for hip fracture) to an interim ward in the municipality where she lived. She stayed 

there for eight days awaiting availability at a primary care rehabilitation ward. One day after 

arrival at the rehabilitation ward she was re-admitted to hospital due to low haemoglobin 

percentage. She received blood transfusion and was discharged back to the rehabilitation 

ward the subsequent day. At 30 days post-discharge her stay at the rehabilitation ward was 

extended as she was not fit to be sent home.   

Multiple transitions after hospitalisation were clearly indicated by all stakeholders            

(health care personnel, patient coordinators, patients, next-of-kin) to be unfortunate for the 

elderly. The transitions made patients confused and demobilised: “It is not right to move us - you 

get disoriented … suddenly you wake up at night and think: Where am I?” (patient, female 86 year). 

Other patients expressed the same feeling: “It’s tiresome to travel from place to place, especially when 

you are so fatigued … but there is nothing to do about it … Those who do not have any relatives … they 

must feel incredibly small in this system” (patient, female 89 year). 



A majority of  the health care personnel claimed that many transitions were improper for 

the elderly:  

“Several of  the elderly get confused by all the transitions … one begins to wonder how beneficial it is … 

the idea is good … you do get them out of  the hospital … the patient is placed there [interim ward] 

in anticipation of  something else … but it is not ethical … all these transfers” (patient coordinator, 

municipality). 

“We clearly see that it’s not good for the sick and elderly to change place of  residence after three days in 

hospital … three days at an interim ward and then further on to a short-term stay at a nursing home 

… they easily get confused … so well … we do see that’s not good for them … elderly are vulnerable for 

delirium … so medically speaking … I do think it’s a strain on them … all these transfers … at the 

same time it’s good that they are taken care of” (general practitioner, municipality).  

“If  the patient has been at the same ward the entire stay and had the same doctors over a longer period 

of  time … that’s safer … then if  the patient was being transferred between various wards and sites … 

and there have been lots of  personnel involved … I believe that increases the risk of  slips and errors” 

(doctor, orthopaedic ward).   

Next-of-kin expressed despair about their relatives having to be transferred from care 

site to care site and the stain this system exposed them to. Several also described the post-

discharge period as unpredictable, as it all seemed to depend on the current availability in the 

municipality. This was confirmed by a nurse: “The process is very unpredictable and it’s difficult and 

frustrating that we cannot give them [patients and next-of-kin] answers” (head nurse, nursing 

home). A patient also pinpointed the uncertainty as a strain: “You get anguished by all the 

uncertainty … uncertainty and insecurity … I think a lot about that … where does it all end?” (patient, 

female 89 year).  

Health care personnel sometimes referred to the elderly as packages being moved 

around in the system: “Perhaps the elderly are becoming more as packages … a piece that is moved 

around because it’s all about the money … and whose responsibility it is to pay … it would be more suitable 

for elderly to have a stable environment” (chief  doctor, medical ward). Others questioned the 

patient perspective: “It’s real people you work with, it’s not a package that we move from A to B, it’s real 

people … The attention has been towards production, cutting medical waiting lists … sometimes it may go 

too far … However, patients must proceed in the system as others are waiting” (chief  doctor, 

orthopaedic ward). 



Time efficiency on the day of  discharge  

It was clearly indicated by hospital personnel that time efficiency during the day of  discharge 

had increased as a result of  the increased flexibility in primary care to receive patients. 

According to primary care personnel it was desirable that patients were discharged during 

daytime as more resources and competence were then available. It was perceived as 

challenging and sometimes difficult to contact the hospital after discharge to clarify 

important issues if  the responsible doctor and/or nurse had ended their shift and personnel 

in the upcoming shift had limited knowledge of  the patient. Similar, hospital personnel also 

expressed that they preferred to transfer patients ready for discharge during day shift in 

order to safeguard the process and avoid shift handover issues which they referred to as 

vulnerable. Combined, these issues were suggested to involve an increase in performance 

and efficiency demands on the day of  discharge: “prior to the reform we had lots of  patients on the 

corridor awaiting availability in primary care nursing homes … now they are rapidly discharged …however, 

this involves a hectic pace on the day of  discharge” (chief  doctor, orthopaedic ward). 

The degree of  time pressure surrounding a discharge process was primarily determined 

by the time of  day the patient was determined medically fit for discharge. Due to the 

increase in primary care flexibility for receiving patients, this represented a major shift in 

discharge practices: “Previously, we used to notify the municipality [patient determined medically fit] 

and then you could assume that it would take a week … at least … you had all the time in the world to 

think it [the discharge] through and prepare … but now! … now you can receive a phone call barely an 

hour after you have sent the notification that the patient has been assigned a bed and is ready for transfer … 

and everything must then be ready … it goes so fast that I think it’s almost indefensible …” (chief  

doctor, orthopaedic ward). It was clearly expressed that time pressure could represent 

vulnerability as demands on performance increased: “It’s clear that things can happen a lot faster 

towards the end of  the day” (head nurse, orthopaedic ward). Similarly: “It’s busy … of  course there is 

an increased chance that you forget something by mistake” (chief  doctor, orthopaedic ward).  

Study results further revealed that the time of  day a patient was determined medically fit 

for discharge varied considerably across cases as duration and completeness were 

determined by multiple factors such as the quality of  the discharge planning, number of  

patients to review and their characteristics, degree of  simultaneous responsibilities among 

the clinical team, degree of  familiarity with the inpatients, degree of  thoroughness, presence 



of  sufficient resources, and degree of  pressure on available beds. These factors were 

recognized to be variable across cases affecting and determining the completeness and 

quality of  the medical fit decision.  

Hospital nurses stressed the unpredictability of  ambulance services describing it as 

challenging to the discharge planning process. The ambulance services have several 

responsibilities, i.e. emergency patient transport, sometimes conflicting with the need to 

transport patients ready for discharge. The ambulance could thus arrive earlier or later than 

expected depending on availability and priorities. When ambulance services arrived earlier 

than ordered, this was observed to increase time pressure and stress level on the responsible 

nurse (i.e. to prepare and coordinate the nursing and medical discharge summaries). Nurses 

at the orthopaedic wards experienced that the doctors’ presence at the wards was 

unpredictable as they often had simultaneous responsibilities to take care of, resulting in 

difficulties in preparing a medical discharge summary on time. 

The elderly patients occasionally questioned the necessity of  rushing the time on the day 

of  discharge: “It was a rush from the decision that I was ready to be discharged until I was leaving … It 

was like I had to get dressed and get out” (patient, female 87 year). Next-of-kin encouraged 

doctors to spend more time at the patient bedside during the ward rounds at the day of  

discharge, taking into account the elderly patients’ possible impairments and capacities when 

providing them with the discharge information: “It can be disgraceful for the elderly when everything 

has to happen so fast” (next-of-kin). Hospital personnel experienced that the elderly would 

complain about the hospital rush on the day of  discharge and in general. Even if  both 

patients, next-of-kin and health care personnel questioned the increase in time pressure and 

efficiency on the day of  discharge, they still emphasized the willingness to succeed: “Everyone 

that works here is very motivated to make it [discharge process] work … the strength is simply that 

everyone wants and will do whatever they can to do so … It’s not about the discharge procedures … the 

strength is that people are committed” (chief  doctor, orthopaedic ward).  

Discussion 

This chapter has illustrated how transitional care in the discharge of  elderly from hospital to 

primary care is sustained by local adjustments in the clinical environments involved. To 

comply with the demands imposed by a health care reform three specific adjustments were 

applied: (1) Increased level of  planning between hospital and primary care; (2) Increased 



flexibility in primary care to receive patients; and (3) Increased time efficiency on the day of  

discharge.  

Findings indicate that there is a common agreement (from the perspective of  health care 

personnel across hospital and primary care) that discharge planning has been improved due 

to the health care reform imposing increased initiatives for dialogue between hospital and 

primary care. On the other hand concerns are raised relating to the real involvement of  

patients and next-of-kin in the discharge planning. Substantial variability in how well elderly 

patients are prepared for and involved in discharge planning prior to the day of  discharge is 

documented in the study. A decrease in delayed discharges was reported after the 

enforcement of  the Coordination reform by both hospital and primary care personnel. 

Financial incentives and measures to increase flexibility in primary care were primarily 

appointed as explanatory factors. A decrease in the delayed discharges was perceived as 

beneficial as it released available beds and resulted in more appropriate use of  hospital 

resources. On the other hand, the current measures to increase flexibility involved a potential 

increase in the number of  patient transitions post-discharge. This entailed an increased 

demand on coordination between care sites in addition to the mental and physical strain 

inflicted upon the elderly themselves. An increase in efficiency on the day of  discharge was 

recognized and reported as primary care has increased their flexibility to receive patients on 

the day they are determined medically fit (in order to avoid paying the daily fee). The 

discharge process thus has to be performed within a given time span primarily determined 

by the time of  day the patient is determined medically fit. The increase in time pressure and 

efficiency was recognized by health care personnel to represent vulnerability despite their 

willingness to obtain successful performance. From a patient perspective the time efficiency 

on the day of  discharge was seen as incomprehensible and the next-of-kin felt it affected the 

elderly patients’ dignity.  

Summarising our study displays a multi-faceted picture referring to various outcomes 

and perspectives as summarized and shown in figure 1. 

 
 



Figure 1: A system reform to improve transitional care: Outcomes and perspectives 



Taken from a hospital perspective, outcomes of  the adjustments imposed by the reform 

are perceived mainly as successful. Taken from a primary care perspective, the picture is 

more nuanced and outcomes are perceived as variable and sometimes problematic. The 

patient perspective adds further complexity to the multi-faceted notion of  outcome of  

transitional care of  the elderly. As our study documents, the adjustments made in order to 

sustain efficient functioning of  the discharge system have in many cases come at the cost of  

the elderly and their next-of-kin.  

In a resilience perspective, we would like to address two main implications from our 

empirical study: (1) The need for a clarification of  the notion of  acceptable, successful 

outcomes; and (2) The need for a clarification of  the notion of  systems and outcomes. 

Clarification of  “acceptable, successful outcomes” 

 Health care resilience definitions seem concerned with the ability of  a health care system 

to succeed under varying conditions to increase the proportion of  intended and acceptable 

outcomes (Hollnagel, Braithwaite and Wears, 2013). Such definitions direct attention towards 

an overall set of  system outcomes. The multi-faceted Janus (figure 1) illustrates that outcomes 

can be experienced and viewed from various perspectives (i.e. management, healthcare 

personnel across hospital and primary care, patient, next of  kin). The assessment of  

acceptable, successful outcomes will thus depend on what stakeholder group your focus is 

on. This is similar to Waring’s (2013) argument that being resilient can mean different things 

to different groups; that communities and groups will place different values on health care 

resilience (p. 47). Study results point out that adjustments could be deemed successful from 

one perspective (i.e. hospital outcomes) but distinct from the viewpoint of  others (i.e. 

patient perceived outcomes). Different outcomes thus represent different judgement of  

values (Woltjer et al. 2013) that need to be explored and acknowledged in order to be able to 

share a common ground on what constitute acceptable, successful outcomes.  

 We argue that health care resilience needs to grasp the multi-faceted Janus as part of  its 

framework. It is also noteworthy that the Janus picture developed in this study will change 

depending on the perspectives and/or stakeholder groups we might choose to include. As 

opposed to resilience engineering, the patient perspective further complicates the notion of  

acceptable, successful outcomes in resilient healthcare.  Based on our results, we claim that in 

clinical environments, the power of  definition towards acceptable, successful outcomes is 



dominated by and sits with the clinicians, whilst less value has been given to patient reported 

outcomes and/or patient perceived outcomes. Patient reported outcome measures and/or 

patient perceived outcomes should therefore be included in the outcome notion at the same 

level as other outcomes. Gorini et al. (2013) also argue in favour of  using patient 

empowerment to increase personal patients’ resilience in addition to contributing to 

increased resilience in the health care system in general (p.187). We would go even further 

and claim that the patient perspective is a prerequisite for health care resilience and should 

be integrated in a commonly shared process of  defining acceptable, successful outcomes.  

Clarification of  “systems and outcomes”  

Even though our conception of  a health care system would include the patient perspective 

as argued above, a further clarification of  the system notion or boundaries is in our view 

necessary for the health care resilience debate. So far, the study of  resilience in health care 

has involved understanding the system without reference to any specific boundaries or 

definitions of  a system. Cook (2013) claims that the goal of  studying resilience is to 

understand the system without privileging any single perspective, and to see resilience as a 

systemic property. Braithwaite et al. (2013) add further to the system debate by characterising 

health care as a complex adaptive system drawing attention to the importance of  defining 

the system perimeter. In the case of  transitional care, the system (beyond the patients) 

consists of  two very broad components, i.e. the hospital and the primary care. We further 

know that these two components are diverse and entail several sub-systems. Our study has 

shown that the hospital primary care interconnections create a network across clinical 

environments or sub-systems with various degrees of  interactive complexity. So by arguing 

for a clarification of  the system notion in health care resilience our advice is not to try and 

define clear-cut system boundaries but instead to focus on interconnections between 

systems.  

As our study has documented, successful outcomes in one sub-system (i.e. the hospital) 

may create less successful (i.e. primary care) or even poor (i.e. patients) outcomes in other 

sub-systems. The time component also adds complexity to the notion of  outcome. The mal-

functioning of  a patient discharge process may reveal itself  time-delayed in another sub-

system (i.e. re-admittance of  patients, functional and mental decline, adverse events, death). 

The financial incentives put forward by the reform were perceived to be effective in relation 



to achievement of  one of  its main stated purposes (i.e. namely facilitate rapid discharge and 

avoid bed blocking). However as a result, it increased complexity of  care patterns within 

primary care as new organisational structures (i.e. inter-municipal collaboration, interim 

ward) were established to support efficient functioning. Further on it was questioned 

whether the financial measures could lead to second hand solutions in the receiving 

municipality to avoid covering costs in the hospital (i.e.  they would receive the patient even 

though the capacity is not present), which in turn represent and potentially create a serious 

threat to patient safety (Holen- Rabbersvik et al. 2013).  Our study findings highlight that 

reforms and initiatives intended to improve one area of  the health service may have 

unintended consequences in another (i.e. have a positive effect in one system part however 

affect a different part on the system negatively) (Connolly et al. 2009: Rankin et al. 2013) 

emphasizing the need to consider both short term and long term consequences (outcomes) 

when assessing degree of  successful achievements, both within and across various systems 

and sub-systems.  
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            INFORMATION TO PATIENTS AND NEXT OF KIN   

 
Invitation to participate in research project  

 
Background information  
We would like to invite you to participate in the research project "Quality and 
safety in transitional care of the elderly." This research project will focus on 
quality and safety in treating, tending, and caring for elderly patients across 
municipalities and hospitals. The study will focus on how quality and patient 
safety is addressed when admitting and discharging elderly patients from 
hospitals and municipal health services (nursing homes or their own homes with 
home nursing care). We have provided information below on why this research 
is being carried out and what this means for you as a potential participant in the 
project.   
 
What is the aim of the project? 
The main aim of this project is to shed light on the distinguishing features of 
successful transitions between hospitals and the municipal health services in 
connection with admission and discharge of elderly patients, and to develop 
practical solutions that are in the best interest of patients, next of kin, and 
healthcare providers.   
 
Who will be invited to participate? 
The research project will use elderly patients (>75 years) who were admitted or 
discharged with: a medical condition or hip fracture in combination with 
polypharmacy (>5 medications daily). Patients' next of kin may also be used in 
the research project, given that the patient has provided their consent.  
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Why participate and what does participation entail? 
You are welcome to participate in this research project if you are: 
 

 A patient over 75 years of age who was admitted or discharged from a 
hospital with a medical condition or hip fracture and who takes more than 
five medications daily.  
 

 A patient's next of kin over 75 years of age who was admitted or 
discharged from a hospital with a medical condition, hip fracture, or 
dementia and who takes more than five medications daily. 

 

Participating in this study means that members of the research team will follow 
you and your interactions with the healthcare providers either when being 
admitted or on the day that you are discharged from the hospital. By 
participating in the study, you accept that the research team is able to access and 
make copies of your admittance and discharge information. We would like to 
emphasize that no personally identifiable information will be recorded or used.   

We would also like to visit you at your nursing home or at your own home 
following discharge to talk to you about the discharge process. Central themes in 
our discussion with you as a patient or next of kin will be your experiences 
related to your participation, involvement, and access to information in relation 
to your hospital stay and discharge. The conversation will last for approx. 10-20 
min.  

Participation in the research project is voluntary 
 
Participation in this research study is voluntary and you will have the option to 
withdraw during the course of the study if needed.  All information gathered are 
confidentially. Anything relevant to the observation and discussions will be 
assigned a code to ensure confidentiality and will be stored in a locked filing 
cabinet or in a password protected computer that is protected from unauthorized 
access. When presenting information material during research work, the 
research team is obligated to uphold their duty of confidentiality so as to 
maintain anonymity. All information material will be made anonymous in all 
reporting from the study. The expected end date for the project is December 31, 
2015. 
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Why participate and what contributions do you make as a participant? 
 
Improving cooperation between hospitals and the municipality is regarded as a 
significant and important task. For this kind of work, it is vital to obtain 
information about patients' and their next of kin's personal experiences 
connected with their interactions with hospitals and the municipal health 
services.  
 
More information 
 
Thank you for taking the time to read through this information. If anything is 
unclear or you would like additional information about this project, you may call 
or email us at: 
 
 
Kristin Alstveit Laugaland (Research Fellow)                                       Karina Aase (Project Manager) 
kristin.a.laugaland@uis.no                                                                karina.aase@uis.no 
Phone: 51834141 Cell: 98486261                                                           Phone: 51831534   
 
 
Dagrunn Nåden Dyrstad (Research Fellow)  
dagrunn.n.dystad@uis.no  
Phone: 51834258 Cell: 93676824
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DECLARATION OF CONSENT 
 

I confirm that I have received, read, and understood the information provided 
about the research project "Quality and safety in transitional care of the elderly" 
and agree to participate in this project. 

           YES        NO 

I agree to participate in this research project   

Please sign with initials in the boxes                                                            YES 

By signing, you are saying:                                   

to the research team making copies of your discharge letter  

to the research team contacting your next of kin 

to the research team contacting your coordinator in the municipality  

to the research team contacting the home nursing care up until  

 30 days after discharge 

to the research team contacting your family doctor following discharge  

Up  until 30 days after discharge 

 

Name of participant: ……………………………………               Date……….       

Signature ………….  

 

Name of researcher: ……………………………………... 
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CONTEXT PATIENT HEALTH 
PERSONNEL 

HEALTH 
PERSONNEL 

Day/date: 
 
 
 

Code: 
 
Age: 

Position:  
 

Position:  
 

Time of day:  
 
 
 
 
 

Diagnosis:  
 
Additional diagnoses:  
 
Cognitive impairment:  
 
Function level: 
(Before/After) 

Work experience:  Work experience:  

Time spent: 
 
 
 

Number of 
medications: 
 
 

Gender, age:  
 

Gender, age:  

Place for observation 
(department): 

Social network(next of 
kin): 
  

Position:  
 

Position:  

Researcher:  
 
 

Admitted by:  
 
Discharged to:  
 

Work experience:  
 

Work experience:  

Co-observer:  
 
 
 
 

Length of hospital stay: 
 

Gender, age:  Gender, age:  

   *Describe what happens on the day of discharge. Do not add interpretations to what is observed.   
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PART 1: OBSERVATION AT THE HOSPITAL ON THE DAY THE PATIENT 
IS DISCHARGED TO FOLLOW UP CARE IN MUNICIPAL SERVICES  

 
 Structures/plans  

 
Are there any special discharge procedures? 
 
 

 
 
 
 
 
 
 

Are these being applied? (Degree of compliance) 
 
 
Failure in procedures? 

 
 Coordination with the municipal health services (discharge planning)  

 
How long after admission were the municipal health 
services contacted? 

 
 
 

How many times during the hospital stay has the 
department been in contact with the municipal 
health services and who have they been in contact 
with? 
 

 
 
 

When were the municipal health services informed 
about the discharge? 

 
 
 

Is there any contact between the hospital and the 
municipality on the discharge day? 
Who is in contact with whom? 

 
 
 

 

 Discharge conversation with the patient & patient involvement 
 

How is this organised? (time, place, room) 
 
 

 
 

Who is present?  

What information is the patient getting/receiving?  
 

Is the information suited to the patient? 
(use of professional jargon, clear, unclear,)  

 
 
 

Are the patient informed of any medication changes 
and the reasons for these? 
(Side-effects, administration etc.)  
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Are the patient informed about plans for follow-up 
care and rehabilitation? 
What information is given? 
 
 

 
 
 

Are the patient given the opportunity of stating 
what he/she considers important? 
 

 
 
 

How informed does the patient appear to be in 
relation to;  
(Hospital stay, diagnoses, medications, plans for 
follow-up etc.) 
 
 
 

 

 
Interdisciplinary cooperation – holistic approach             
 

Which professional groups are involved in the 
discharge process? 

 

How does the interdisciplinary cooperation 
function? 
(how much dialogue, what does it contain)  

 
 

What is the nurse’s role in the discharge? 
 

 

What is the physiotherapist’s role in the discharge? 
 

 

What is the doctor’s role in the discharge? 
 

 

Has the patient been assessed by a geriatrician 
during the hospital stay and/or in connection with 
the discharge? 
 

 

 
 

 Documentation and information transfer  
 

Is the discharge summary and nurse record present 
on discharge? 

 
 

Is this being sent electronically and /or with the 
patient on discharge? 

 
 

Is there a rehabilitation plan upon discharge? 
Clear guidelines connected to rehabilitation, 
recommended exercises? 

 
 

Has the nursing process been taken care of during 
the hospital stay and handed off on discharge? 
Mapping of nursing requirements and measures  
Overall picture of the patient’s situation ( picture of 
nutritional state,  cognition/ nutritional state, 
cognition/delirium,  medicines, pains, infection, fall 
risk, activity, elimination etc) 

 
 

Is the patient involved in the preparation of the 
nursing plan that will follow on discharge? 
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 Coordination with next of kin 

 
Has the patient next of kin, a social network? Who does this 
consist of? 
 

 
 
 

Are the next of kin involved/contacted on the day of discharge?  
 

 

What information do the next of kin receive?  
Who informs them? 

 
 

Are the next of kin informed of any changes in medication during 
the hospital stay/upon discharge and plans for the rehabilitation 
and exercise? 
What information is being given? 
 

 
 
 

Has next of kin been given the opportunity of stating what they 
consider important for the patient to manage after discharge? 
 

 
 

 
 Factors affecting the discharge process  

 

 
 Factors affecting the discharge process  

Result  
 Is the discharge proceeding as planned? 
 Success criteria and obstacles  

 
Delays? 
 

 
 
 
 

Does the patient seem satisfied with the discharge? 
 
Obstacles and opportunities for improvement in the discharge 
process  
 
 
Risk elements/failures in procedures 
Unwanted incidents? 
 

  
How did you experience this discharge process? (weaknesses/strengths) 

 

 

How did you experience this discharge process? (weaknesses/strengths) 
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PART 2: FOLLOW UP BY THE MUNICIPAL HEALTH SERVICES 1-2 DAYS 
AFTER DISCHARGE  
 
Focus of the observation: 
Level of care (e.g. nursing home or home care services) 
 

 
 
 

Readmission to the hospital during the follow-up period? 
 

 

Number of transitions during the follow-up period?  
 

Experiences of the stakeholders involved:  
1. *Conversation with the patient 
2. *Conversation with next of kin 
3. *Conversation with receiving nurse 
4. *Conversation with the doctor responsible for the 

patient 
 

 
 
 

 
* Conduct conversations with the patient, their next of kin (if enrolled), and healthcare personnel 
with respect to each transfer that the patient experiences during the follow-up period.   
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Code:   
Time and place:   
Time spent:   

 

1. DISCHARGE PROCESS AND DISCHARGE PLANNING 

 Ask the patient to describe their experience of the hospital stay and the discharge 
process – map the degree of satisfaction (why/why not) 

 Prepared/unprepared (anxiety/fear) – ready for discharge? 
 

2. PATIENT INVOLVEMENT 

 Map the degree of involvement  

 What kind of involvement  
 Degree of adequacy experienced  
 

3. INFORMATION TRANSFER  

 What information did the patient receive?  
 

 Was it well-adapted, easy to understand? 
 Was there any information missing? Too much, too little, adequate? 
 What kind of information does the patient consider to be important? 
 Did the patient experience that the receiving care providers was adequately 
informed of the patient’s condition on discharge, changes, rehabilitation and 
training etc.? 
 

4. AREAS OF IMPROVEMENTS 

 What was good?  
 What could have been better?  
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Code:   
Time and place:   
Time spent:   
 

          DISCHARGE PROCESS 

 Ask the next of kin to describe their experience of the hospital stay and the discharge 
process – map the degree of satisfaction (why/why not?).  

 Prepared/unprepared– ready for discharge – when were you informed of the 
discharge? 
 

2. INVOLVEMENT OF NEXT OF KIN 
 Map the degree of involvement   

 what type of involvement  
 degree of satisfaction   
 

3. INFORMATION TRANSFER  

 What information did the next of kin have? 

 Was this adapted, easy to understand?  
 Was any information missing, too much, too little, adequate? 

 

4. AREAS OF IMPROVEMENT 

 In the perception of the next of kin, did anything go wrong during the discharge 
process? 

 What was good?  
 What could have been better?  
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Code:  
Time and place:   
Time spent:   

 
1. DISCHARGE PROCESS 

 
 Ask the nurse to describe their experience of the particular discharge process of patient 

NN 
 

2. INFORMATION TRANSFER 
 

 Map the degree of satisfaction with the information transfer  
 

 Strengths and weaknesses of the nursing record  
 Map the information the nurse considers important to find about a patient such as 

NN – find out if this exists  
 Could the nurse identify/assess the patient’s nursing needs based on the nursing 

record available at discharge?  
1. Does this provide an overall picture of the patient’s situation? 
2. Is the information on rehabilitation and training adequately described? 
3. Is the information on medicines – changes etc adequately described? 

 
 

3. AREAS OF IMPROVEMENTS 
 What was good?  
 What could have been better?  
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Code:  
Time and place:   
Time spent:   
 
1. DISCHARGE PROCESS  
 

 Ask the doctor to describe his/her experience of the particular discharge process of patient NN 
 

2. INFORMATION TRANSFER/COORDINATION WITH THE HOSPITAL  
 

 Map the degree of satisfaction with the information transfer (Discharge letter) 
 Strengths and weaknesses  
 Was the discharge letter received within seven days of discharge? 
 Could the doctor identify/assess the patient’s need for medical treatment, 

rehabilitation and follow-up based on the discharge letter available?  
 

3. AREAS OF IMPROVEMENT 
 

 What was good?  
 What could have been better?  
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Introductory questions: 

 
Age: 

Gender: 

Position: 

Work experience/practice: 
 

How long have your worked in this department? 
 

Patient ready for discharge 
 

 
 

1. How will you define a patient that is ready for discharge? 
 

2. Do you experience that the hospital and municipal health care services agree on what a 
patient ready for discharge is and the time of discharge? 

 
3. When do you begin to make plans/prepare for the discharge (e.g. discharge planning)? 

 
4. As nurses, what do you consider are the important conditions to assess before elderly patients 

are discharged to the municipal health services? 
 
 
 

Cooperation /coordination between the hospital and the municipality 
 

 
 

1. How would you generally describe the cooperation/coordination between the hospital and the 
municipality in connection with the discharge of elderly patients? 

 
a. What works well/what works less well? 

 
b. If you could choose one challenge, from your perspective, that prevents/undermines 

coordination/cooperation, what would it be? 
 

2. Do you experience a difference in coordination related to larger versus smaller municipalities – 
geographical distances? 
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a. Do you experience that it is easy to contact the municipal health services for dialogue 
about the discharge? 

 
3. What do you consider are the success criteria for good coordination between the hospital and 

municipality in relation to the discharge? (Which factors do you feel are crucial and necessary 
to creating a good cooperation climate across the specialist and primary health services?) 

 
4. Are there established procedures to ensure good coordination with regard to the discharge of 

elderly patients? 
 

a. How do you experience that these function in practice? 
 

b. How will you assess the discharge procedure – in which way do you experience that 
this has contributed to better cooperation/coordination with the municipality? 

 
5. Are you familiar with the contents of the partial agreement approved between the hospital 

and the municipality in relation to cooperation regarding patients ready for discharge? 
 

6. Have you knowledge of coordination arenas established between the hospital and the 
municipality – do you know if there are formalized, regular meetings at leadership level 
between the hospital and the municipality? 

 
7. How do you experience that the framework conditions support good coordination (structural 

and financial)? 
 

8. What do you think about the coordination reform? 
 

a. How do you think it will contribute to promoting/improving coordination between 
primary and specialist health services? 

 
b. Have you experienced changes in the cooperation/coordination between hospital and 

local authority since the coordination reform was implemented in January this year? 
 

Hospital discharge and patient safety 
 

 
 

1. Are you familiar with the concept of patient safety and can you describe in your own words 
what this concept means to you? 

 
2. In light of what you have just said – what do you think is important in order to 

safeguard/promote patient safety during hospital discharge? How would you describe a safe 
and secure patient transfer? 

 
a. Is it your experience that discharge can be associated with risk? 

 
b. How would you describe a risky patient transfer? Is it your experience that discharge 

of elderly people is associated with risk? 
 

3. Research suggests that elderly patients are a patient group with a higher risk of adverse 
events during transfer/discharge. Do you share that perception – and if so, why do you think 
this is the case? 

 
4. Is it your experience and belief that elderly people are given less priority as a patient group? 

(And if so, is this something that can increase risk for this patient group?) 
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5. Have you personally experienced that elderly people have suffered adverse events as a result 
of lack of coordination? 

 
a. Can you describe this process and which factors contributed to causing the adverse 

event? 
 

6. Would you say that some situations/days are higher risk than others associated with the 
discharge of elderly patients? (Which and why?) 

 
7. To what extent do you agree with the statement that lack of coordination increases the risk of 

adverse events? 
 
 
 

Care documentation and information transfer 
 

 
 

1. Are there good procedures/systems in place to ensure good information exchange between 
the hospital and the municipality during hospital discharge of the elderly? Can you describe 
how this functions? 

 
2. What information is contained in a good nursing care summary? What information is 

important to transfer to municipal health care services? 
 

3. What value do you consider the written documentation has during discharge? 
 

4. On a general basis, is it your experience that there is at any time sufficient patient care 
documentation about treatment and assessments done in order to write a good patient case 
summary? 

 
5. Do you have any thoughts on how we can ensure better information transfer? 

 
6. What kind of dialogue do you have with the municipality before discharge? 

 
7. Research has shown that the nursing-related patient care information transfer can be deficient 

on discharge – what thoughts do you have about this? 
 

a. What focus do you have on nursing-related patient care information on discharge? 
 

8. How do you think electronic solutions can improve coordination? 
 

 
 
 

Patient participation and next of kin involvement 
 

 
1. How would you describe the cooperation and involvement with the elderly patient in the 

process associated with discharge? 
 

a. Can you describe the cooperation – your experience and perceived challenges? 
 

b. Is it your experience that they are involved to a sufficient extent? (Or if not, why 
not?) 

 
c. Why do you think it is important/not so important to involve patients? 



Appendix 4: Example of interview guide applied in the PhD study 
 
 

d. What information do you consider it important to give patients on discharge? 
 

2. How would you describe the cooperation with the next of kin/relatives in the process 
associated with discharge? 

 
a. Can you describe the cooperation – your experience and perceived challenges? 

 
b. Is it your experience that they are involved to a sufficient extent? (Or if not, why 

not?) 
 

c. Why do you think it is important/not so important to involve the next of kin/relatives? 
 

d. What information do you consider it important to give to relatives/next of kin on 
discharge? 

 
Multi-disciplinary teamwork and team performance 

 

 
 

1. Which occupational groups/professions are often involved in discharge of elderly patients to 
follow up care in municipal health and care services? 

 
a. What is your experience of how the communication and coordination/teamwork 

between the different occupations/professions works/functions in your ward? (What 
works well/does not work?) 

 
b. Have you experienced failure of communication between different 

occupations/professions in connection with discharge? (Provide examples if you can.) 
 

i. What do you think is the reason for the failure in communication? 
 

2. What do you think is the importance of cross disciplinary coordination for the discharge of 
elderly patients? 

 
3. How is good multi-disciplinary teamwork/coordination facilitated in your ward? 

 

 
 
 
Finally: How can we ensure a good hospital discharge process of the elderly to follow-up care in 
municipal health and care services? 

 
 
 
Are there other important issues that you feel are important to highlight in this 
context/study, which we have not touched on / or something you would like to add to 
what we have talked about? 
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INFORMATION TO HEALTHCARE PROVIDERS 

Invitation to participate in a research project 

Background information 
We would like to invite you to participate in the research project "Quality and safety in transitional 
care of the elderly."  This research project will focus on quality and safety in treating, tending, and 
caring for elderly patients in the interface between primary and specialist health services. The study 
will focus on how quality and patient safety is addressed when admitting and discharging elderly 
patients from hospitals and municipal health services (nursing homes or their own homes with home 
nursing care). We have provided information below on why this research is being carried out and what 
this means for you as a potential participant in the project. 

What is the aim of the project?
The chief aim of this project is to shed light on the distinguishing features of good transferral and 
cooperation between hospitals and the municipal health services in connection with admission and 
discharge of elderly patients, and to develop practical solutions that are in the best interest of patients, 
next of kin, and healthcare providers.  

What kind of elderly patients will be included in the research project?
The research project will use elderly patients (>75 years) who are admitted or discharged with: a 
medical condition or hip fracture in combination with polypharmacy (>5 medications daily). Patients 
with dementia may be also be used who are admitted or discharged from the hospital with the 
diagnoses mentioned.  

Who is funding and responsible for the project?
This research project is being conducted by the University of Stavanger (UiS) by two doctoral students 
Kristin Alstveit Laugaland (employed at Helse Førde), Dagrunn Nåden Dyrstad (employed at UiS), 
postdoctoral researcher Marianne Storm (employed at UiS), and project manager and professor Karina 
Aase from UiS. This research project is funded by the Research Council of Norway, the Western 
Norway Regional Health Authority, and the University of Stavanger.  Helse Førde and the Regional 
Center for Elderly Medicine and Coordination (SESAM) are formal partners in this research study. 
The study received approval from the Regional Committees for Medical and Health Research Ethics 
(REC) on October 19, 2011, reference number 1978.

Faculty of Social Sciences
University of Stavanger Phone: 51 83 10 00

Department of Health Studies 4036  Stavanger Fax: 51 83 10 50

Email: post@uis.no
Kjell Arholm's House www.uis.no



Why participate?
Your hospital or municipality has agreed to take part in the study, and we are inviting some of their 
employees to participate in several ways (see below). 

In what ways can I get involved?
If you would like to participate in this research project, this will involve sharing your points of view 
and experiences on the current practices related to cooperation during admittance and discharge from 
hospitals between primary and specialist health services. You are invited to participate in two different 
ways:

Observation: Participation in the study means that we will follow/observe you and your interactions 
with patients and other healthcare providers on the day that the patient is admitted or discharged from 
the hospital to the municipal health service (nursing home or their own home). Participating in an 
observation will be based on given spoken consent. 

Interview: We are going to invite a number of employees to participate in interviews with members of 
the research team. If you receive an invitation and agree to participate in an interview, it will take
around 45 min. We would like to record the interviews so that we can get an accurate overview of 
what you tell us. We will also ask you to sign a consent form where you agree to participate in the 
interview. 

Participation is voluntary and will be kept confidential 
All participation in this research study is voluntary and you will have the option to withdraw during 
the course of the study if needed.  All information gathered will be treated as confidential. Anything 
relevant to the observation, discussions, and interview will be assigned a code to ensure confidentiality 
and will be stored either in a locked filing cabinet or in a password protected computer that is 
protected from unauthorized access. When presenting information material during research work, the 
research team is obligated to uphold their duty of confidentiality so as to maintain anonymity. All 
information material will be made anonymous in all reporting from the study. The expected end date 
for the project is December 31, 2015.

Why participate and what contributions do you make as a participant?
Improving cooperation between primary and specialist health services is regarded as a significant and 
important task. For this kind of work, it is absolutely necessary to obtain information about healthcare 
provider's personal experiences connected with their interactions with hospitals and the municipal 
health services. We hope that you will be interested in participating and also hope to receive your 
positive feedback.  It is entirely up to you to decide whether or not you would like to participate. If 
you choose to participate, we ask that you please fill out the attached declaration of consent. 

More information
Thank you for taking the time to read through this information. If anything is unclear or you would 
like additional information about this project, you may call or email us at:

Kristin Alstveit Laugaland (Research Fellow)                                       Karina Aase (Project Manager) 
kristin.a.laugaland@uis.no                                                     karina.aase@uis.no
Phone: 51834141 Cell: 98486261                                                             Phone: 51831534

Dagrunn Nåden Dyrstad (Research Fellow)                                          Marianne Storm (Postdoctoral Researcher)
dagrunn.n.dystad@uis.no                                                                   marianne.storm@uis.no
Phone: 51834258 Cell: 93676824                                                           Phone: 51834158 

Faculty of Social Sciences
University of Stavanger Phone: 51 83 10 00

Department of Health Studies 4036  Stavanger Fax: 51 83 10 50

Email: post@uis.no
Kjell Arholm's House www.uis.no
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DECLARATION OF CONSENT
INTERVIEW WITH EMPLOYEES

Names of the researchers from the University of Stavanger who may conduct interviews: 
Dagrunn Nåden Dyrstad, Kristin Laugaland, Lene Schibevaag, Heidi Nedreskår, Marianne 
Storm, Karina Aase. 

I confirm that I have received, read, and understood the information provided about the research 
project "Quality and safety in transitional care of the elderly" and agree to participate in this project.

YES          NO

I agree to be interviewed:                                     

Name of participant: …………………………………          Date:………….                   
Signature:

Name of researcher: …………………………………          Date:………….                   
Signature:

If you choose not to participate, we ask that you please provide a brief explanation as to why 
you would not like to take part in this study:

Faculty of Social Sciences
University of Stavanger Phone: 51 83 10 00

Department of Health Studies 4036  Stavanger Fax: 51 83 10 50

Email: post@uis.no
Kjell Arholm's House www.uis.no
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Karina Aase 
Institutt for helsefag 
Universitetet i Stavanger 
4036 Stavanger 

 

Regional komité for medisinsk og helsefaglig 
forskningsetikk Sør-Øst B (REK Sør-Øst B) 

Postboks 1130 Blindern 
NO-0318 Oslo 

 
Telefon: +47 22 84 55 14 

 

Date: 25.02.2013                                                              E-post: post@helseforskning.etikkom.no 
Your ref.:                                                                   Nettadresse: http://helseforskning.etikkom.no 
Our ref.: IRB00006244 

 
To whom it may concern 

 
With regards to the study Quality and safety within elderly health and care services - the role 
of transitions and interactions. 

 
We hereby confirm that the Regional Committee for Medical and Health Research Ethics, section 
South-East C, Norway, has approved the project Quality and safety within elderly health and care 
services - the role of transitions and interactions. (Norwegian title: Kvalitet og sikkerhet knyttet til 
overføring av eldre pasienter, 2011/1978b). 

 
The project was approved on the 11th of November 2011. 

 
The ethics committee system consists of seven independent regional committees, with authority to 
either approve or disapprove medical research studies conducted within Norway, or by Norwegian 
institutions, in accordance with ACT 2008-06-20 no. 44: Act on medical and health research (the 
Health Research Act) 

 

 
 

Please do not hesitate to contact the Regional Committee for Medical and Health Research Ethics, 
section South-East B (REK Sør-Øst B) if further information is required. 

 
Yours sincerely, 

 
 
 

Stein Oppjordsmoen Ilner MD, PhD 
Professor of Medicine, 
University of Oslo 

 
Chair, Regional Committee 
for Medical and Health Research Ethics, 
section South-East B                                                                               Hege Holde Andersson 

Advisor 
 

Regional Committee for 
Medical and Health 
Research Ethics, section 
South-East B 


