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Safe and timely discharge of individuals from hospital into the community continues to face a number of barriers. This is 
despite concerted research efforts to gain better understanding of processes of, and outcomes from, various discharge 
initiatives. During the doctoral research by the principal author, as with any research, more questions than answers were 
identified. One of the findings from this research, which incorporated both primary and secondary research methods, 
raised the question of the direction of future research into the discharge process of individuals from hospital. This question 
goes to the heart of discharge research, that is, is it time to consider researching discharge interventions which are 
multi-pronged and take a systems-wide approach? Such interventions need to actively engage policymakers, hospitals, 
community services and individuals, in order to develop possible solutions to the ongoing barriers which appear to have 
hindered improvements in the discharge process for over 30 years.  

Background 
There is a large volume of literature, published since the 1980s, which has generated regarding the processes of 
discharging individuals from hospital [1-10]. This considerable interest has been fuelled by the recognition of the crucial 
importance the discharge process can have on the utilisation of finite healthcare resources, hospital costs and individuals' 
outcomes [11-16]. Effective, timely and safe discharge of individuals from hospital is necessary to ensure appropriate 
utilisation of limited hospital resources by those who are acutely ill; assist in containing rising hospital costs; reduce 
unplanned readmissions following discharge; and optimise individuals' outcomes in terms of health, function and levels of 
satisfaction [11-16]. While there is no dispute about the importance of effective, timely and safe discharge, how best to 
achieve this in practice remains problematic [7, 15, 17].  In order to explore why this is still the case, this paper examines two 
large bodies of research conducted into the discharge process over the past 30 years. Understanding this past evidence 
provides not only a platform for discussion into why current research has not sufficiently informed practice, but also 
identifies opportunities for future research directions. 

The first large body of discharge research was undertaken predominately in the 1990s and early 2000s. It was concerned 
with investigating and further understanding the discharge process of individuals from hospital.  This body of work 
identified that the discharge process is highly complex, fragile and prone to breakdown [1, 4, 18].  Successful discharge is 
contingent on numerous factors, and a breakdown in any of these can adversely influence effective, timely and safe 
discharge. Factors which have been consistently identified in the literature, as negatively influencing the discharge 
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process, include: poor communication; inadequate and delayed assessments; poor organization and limited community 
resources [1, 4, 18-21]. By exploring each of these factors in more detail below, we aim to provide a context for discussion of 
future directions for research into discharge planning. 

Poor communication  
Fundamental to the discharge process is communication between key stakeholders, in hospitals, and across the 
hospital-community interface [1, 4, 18, 19, 22]. Bull and Roberts [4] identified three 'circles' of communication necessary for 
'proper' discharge. The 'first circle' involved communication between hospital staff in relation to the discharge process.  
The 'second circle' included communication between hospital staff and the individual being discharged and their family 
members/carers. The 'third circle' comprised communication across the hospital-community interface (between hospital 
and community staff). Poor communication between key stakeholders involved in the discharge process is a fundamental 
barrier to effective, timely and safe discharge. Jewell [18] proposed that poor communication may be the origin of the 
majority of problems experienced in the discharge process, delaying discharge from hospital and compromising patient 
safety. 

There are well-reported limitations to communication (verbal and written) within the hospital environment [4, 19, 21, 23]. 
Communication between hospital staff, regarding individual’s discharge plans, frequently breakdown due to poor 
documentation of discharge plans in case notes, staffing rotations, and the busy nature of the hospital  
environment[1, 2, 4, 18, 19, 22, 23]. Likewise, communication between hospital staff and individuals and their family/carers 
regarding discharge, is frequently reported to be insufficient [18, 21]. Problems attributed to communication issues include 
lack of engagement of individuals and family/carers in the discharge process, the overt reliance on verbal information 
exchange and the provision of inadequate written and verbal information to inform ongoing care following discharge (e.g. 
medication management, diet, symptom management, or ongoing community support) [2, 18, 24, 25].   

Inadequate communication of accurate and relevant information between hospital and community staff is common.  
Problems include illegible written discharge summaries, discharge summaries containing inaccurate or insufficient 
information to inform the provision of care, delays in receiving discharge summaries, and difficulties in being able to 
contact staff members across the hospital-community interface [1, 4, 18, 19, 21, 26]. Middleton et al. [27] in their study of 
Australian general practitioners identified that only 44.1% of general practitioners had received a discharge summary 
within two weeks of an individual being discharged from hospital. Of these discharge summaries, only 67.3% were 
considered by the general practitioners to be at least ‘useful’ in informing care. 

The effective, timely and safe discharge of individuals from hospital is related to the establishment of information 
exchange structures and the quality of communication between staff and between staff and individuals. Only then can 
quality discharge be achieved.  

Inadequate or delayed assessment of individuals needs  
Prompt and thorough assessment of patients’ discharge needs is required to facilitate effective, timely and safe discharge. 
Best practice discharge guidelines suggest that with respect to unplanned admissions to hospital, discharge assessments 
should commence as soon as practical after admission, with many guidelines recommending a timeframe of 24 to 48  
hours [28-31]. Discharge assessments need to consider the medical history as well as broader issues which may influence 
patients’ ability to return home. Issues such as pre-admission level of functioning, home environment, social support, and 
individual’s preferences for leaving hospital, have been identified in the literature as important parts of a holistic discharge 
assessment [18]. Undertaking prompt and thorough discharge assessments, in collaboration with family members and 
carers, provides the greatest opportunity for any issues identified to be addressed throughout the stay in hospital. This is 
particularly important in today's healthcare environment where the average length of hospital stay is relatively short [32, 33]. 
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In Australia the average length of hospital stay (including same-day separations) in 2009-2010 was 3.6 days in public 
hospitals and 2.4 days in private hospitals [33]. 

In practice however, assessments to assist in planning for an individual’s discharge may be delayed and inadequate.  
Discharge assessments frequently occur late in an individual's stay in hospital, namely on the day of discharge [22, 23].  
Delays in undertaking discharge assessments are attributed to confusion around roles regarding who is responsible for 
undertaking and coordinating discharge assessments, and the busy hospital environment where nurses prioritise providing 
medical care over arranging discharge [18, 23]. Where discharge assessments occur late in an individual's hospital stay, there 
is greater potential for incomplete discharge plans and/or delayed discharge. This is due to shorter time available to 
address specific discharge issues which were identified through the assessment process, or subsequent hospital stay; 
limited time to engage appropriate community services to provide necessary ongoing care in the community; and fewer 
opportunities to involve individual's family and carers in facilitating the patient’s discharge from hospital to community.   

The collection of inadequate information to inform appropriate discharge planning is also a common problem. Questions 
around individual's home environment and social support are frequently omitted as part of the discharge assessment [21, 22]. 
Potential reasons proposed for this are: a lack of understanding by hospital staff of the influence these factors can have on 
discharge; and a lack of systems and processes underpinning discharge assessments [1]. Collection of inadequate discharge 
information can result in individuals being discharged home into unsafe environments, with inadequate support, and/or 
community services receiving inappropriate referrals resulting in reorganisation of services once the individual is  
home [1, 18].    

The development of processes and structures within hospitals, and between hospital and community services are necessary 
to support the prompt and comprehensive assessment of individuals to inform effective, timely and safe discharge from 
hospital. 

Poor organisation  
Arranging an individual's discharge from hospital can involve a range of organisational activities, which are usually 
instigated in hospital and continue into the community [4, 18]. This process can be complex, iterative and time-consuming, 
relying heavily on collaboration and effective communication within hospital and across the hospital-community  
interface [22-24]. Within hospital, the poor organization of activities, such as, referrals to multidisciplinary teams to 
undertake necessary assessments (e.g. occupational therapists, social workers); the ordering and reconciling of individuals 
discharge medications; the education of individuals and family or carers regarding ongoing care (e.g. diet, wound care) 
and medication management; and arranging transport from hospital, are frequent causes of delayed discharge [18, 20, 34]. 
Victor [20] identified that delays in referrals to multidisciplinary staff was one of the main organisational factors associated 
with delayed discharges from hospital. 

The coordination of activities between hospital and community staff is necessary to assist in continuity of care throughout 
the discharge process, and ensure appropriate supports are in place by the time of discharge [1, 4, 34]. This is particularly 
important for individuals who live alone and have limited or no family support, as these individuals are often reliant on 
community services to meet their ongoing care needs once discharged from hospital [20, 35]. Poor organisation between 
hospital and community staff can be attributed to rushed discharges from hospital; limited hospital staff time to engage 
community services; lack of knowledge by hospital staff of who to contact in the community; and inadequate 
communication across the interface [1, 34]. Poor coordination of services across the interface may result in delays in 
discharge requiring individuals to remain in hospital until the requisite community services can be instigated.  
Alternatively, individuals may be discharged with insufficient service provision to meet their needs, potentially 
comprising their safety. Bull & Roberts [4] identified in their study that district nurses required about three days notice of an 
individual's planned discharge from hospital in order to arrange the necessary services and staffing.   
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Appropriate and timely organisation of discharge activities involving hospital staff, individuals and their family/carers, 
and community services may facilitate the effective, timely and safe discharge of individuals from hospital. Systems and 
processes need to underpin the organisation of these discharge activities, so to guide clinical practice. 

Limited community resources 
Hospital stays, on average, are short which can contribute to many individuals having ongoing care needs following 
discharge from hospital (e.g. medication management, assistance with activities of daily living, wound care) which require 
care and support from community services [36]. As mentioned previously, this is particularly the case for those whom live 
alone and have limited or no family support [20]. Consequently, the availability of community services can influence an 
individual's ability to leave hospital.  In situations where there are insufficient community resources to meet an individual's 
needs upon discharge, they may remain in hospital, resulting in delayed discharge and increased risk of developing 
hospital-related complications [14, 20]. 

Insufficient community resources are associated with long waiting lists for services, staffing availability, and deficits in 
certain types of community services (e.g. lack of mental health services, rehabilitation services) [1, 4, 20]. Wong et al. [37] in a 
recent study identified that weekend hospital discharge rates were significantly lower than during the week. One 
explanation they proposed for this was that it was not feasible to discharge individuals requiring community services over 
the weekend, as services were often not available. Hence, individuals remained in hospital over the weekend and were 
discharged early in the week once community services could provide the requisite care. 

Community resource availability and its impact on discharge from hospital are likely to differ between regions, due to 
local variability of resources, funding and demographics. In attempting to improve effective, timely and safe discharge 
from hospital, local variability in community resources needs to be considered, and collaborative efforts between hospitals 
and community services should be undertaken to identify the best ways to address these issues.  

Reasons for lack of progress  
Discharging individuals from hospital in an effective, timely and safe manner is greatly influenced by the four key 
organisational factors discussed above; poor communication; inadequate and delayed assessments; poor organisation; and 
limited community resources [1, 4, 18-21]. These factors are wide ranging, involving local hospital and community service 
structures, individuals and their families/carers, and broader system wide policies, procedures and funding arrangements.  
Above all, it is likely that effective, timely and safe discharge is reliant on a complex interplay between these factors. For 
example, regardless of how prompt and thorough an individual's discharge assessment is, if there are not the available 
community resources to meet their discharge needs, they are unlikely to be able to be discharged in a timely manner.  
Similarly, it does not matter how well discharge information is communicated within hospital and across the 
hospital-community interface, if the information being communicated is inadequate, or incorrect, due to poor assessment 
processes. 

Building on this understanding, gained from the first body of evidence, was a second body of research focused on 
identifying potential ways to improve the discharge process and the resultant outcomes (mainly healthcare and individual).  
This body of research, comprising mostly of experimental studies and systematic reviews, was predominately published in 
the late 1990s and throughout 2000. However, this large of body of work, on the whole, has failed to identify practical 
system-wide solutions to the longstanding barriers influencing effective, timely and safe discharge. This is principally the 
case for three main reasons.   

Firstly, many studies focus more on reporting on the outcomes of the intervention, such as hospital readmission, mortality 
and length of hospital stay, rather than providing a detailed account of the intervention and the processes involved. For 
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example, Kwok et al. ‘s [38] study of community nurse-supported discharge of older individuals with chronic heart failure, 
focused predominately on reporting on outcomes of unplanned readmissions, health care and personal costs, and 
functional outcomes (e.g. walking). The reported overview of the intervention focused on detailing the times of interaction 
between the community nurse and the individual, and provided a brief summary of what occurred at each visit. However, 
information pertaining to broader systems and procedures, such as communication and information exchange between 
staff and the individual, assessment processes and timing, and engagement of the community nurse, were not provided.   

Similarly, Rytter et al.[39] researched the effect of follow-up visits by general practitioners and community nurses on 
readmission rates, general practitioners knowledge of medication treatments and implementation of discharge 
interventions, healthcare costs and individual functional outcomes (e.g. functional ability, self-rated health). Again, a brief 
summary of the intervention outlining the schedule of visits between the health professionals (general practitioner and 
community nurse) and the individual and what occurred at each visit was reported. Details not described within the study 
included: how broader processes operated, such as engagement of general practitioners and community nurses by the 
hospital; information and communication exchange; and discharge assessment processes. A lack of detail regarding the 
intervention and surrounding processes limits the ability to critique how possible interventions addressed, or did not 
address, the common discharge barriers. In order to inform clinical practice and to develop a body of literature regarding 
possible solutions to the longstanding barriers in the discharge process, further research needs to include a more detailed 
account of the intervention studied. This account needs to include details regarding communication processes, assessment 
tools and timing, organisation of discharge activities in hospital and across the hospital-community interface, and the 
availability and responsiveness of community services. 

Secondly, many studies tend to identify a specific service intervention that facilitates an individual's discharge from 
hospital (e.g. hospital nurse providing education and follow-up after discharge for a specific cohort of individuals) and 
dependent on the outcomes, conclude that the service may, or may not, be of value in facilitating effective, timely and safe 
discharge.  This is often without detailed consideration of the suggested solution. For instance, if we consider the example 
of hospital nurses providing education and follow-up visits, should this same intervention also be trialed with community 
nurses or other health practitioners? Alternatively, it could be trialed with a combination of hospital nurses providing 
education in hospital, and follow-up visits by community nurses. Greater analysis of the intervention would enable further 
insight into the intervention and which systems and processes are important in influencing outcomes.  For instance, was it 
the education and follow-up visits that contributed to the outcomes, or was it better communication with the individual 
being discharged from hospital, or were there less opportunities for communication breakdowns across the 
hospital-community interface, or was it responsive follow-up services following discharge from hospital? Future 
discharge research needs to include the critical review of suggested interventions.  This would provide a greater level of 
understanding about how the intervention influences the discharge process, and which systems or processes are impacted 
upon. This level of understanding would enhance the translation of discharge research into clinical practice, and would 
enable one to determine whether the real barriers to effective, timely and safe discharge are being addressed, or simply the 
symptoms.    

Thirdly, the majority of experimental studies and systematic reviews provide no local healthcare context surrounding the 
discharge intervention(s) being researched. Many studies provide limited explanation regarding why a particular 
intervention was designed and researched at a specific hospital(s), and the reasoning behind how the intervention aimed to 
improve the discharge process, compared to 'usual' practices. For example, did the intervention aim to address systems 
issues such as communication, or was the aim to change staffing factors, such as, team arrangements or clinical 
knowledge? Limited explanation as to why a specific intervention was researched in a local area and how it aimed to 
modify the discharge process, compared with 'usual' care, limits the ability to critically evaluate the outcomes of the 
research. Given the complex and inter-related nature of discharge barriers, non-significant healthcare and individual 
outcomes may not necessarily reflect an ineffective intervention. Rather, other discharge barriers may have influenced the 
outcomes, contributing to non-significant findings. For example, in an environment where the main barrier is inadequate 
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and delayed discharge assessments and where community services have capacity to be responsive in providing follow-up 
care in the community, a hospital-based multi-disciplinary assessment team may be an effective intervention to improve 
the discharge process in terms of hospital length of stay, reduced hospital costs and individual outcomes. Yet, the same 
intervention delivered in a system where community services did not have adequate capacity to be responsive and 
individuals had to remain in hospital awaiting community input, is unlikely to demonstrate the same significant findings.   

In order to assist in translating findings into practice and to identify solutions to the inherent organisational barriers in the 
discharge process, further discharge research needs to be positioned within the local healthcare context. This local context 
needs to include information pertaining to the reasoning behind the specific intervention and the factors which the 
intervention aims to address. Outcomes collected and reported upon also need to ensure they reflect this level of detail.   

Conclusion 
It is clear that despite a large body of evidence, we still do not have strategies to address the long standing, system wide, 
barriers hindering effective, timely and safe discharge. If we are serious about addressing these issues we need to refocus 
our research to address the inherent barriers associated with the discharge process, from all stakeholders' perspectives. 
This research will require the unification of hospitals, community service providers, individuals and their families/carers, 
and policymakers to develop research and implement system wide interventions which aim to improve the discharge 
process and the outcomes for all stakeholders. This new approach will also call for contemporary research methods, which 
utilise a combination of qualitative and quantitative methods in order to respond to these complex systems issues.    
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