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Hospital discharge (care 
transitions) 

• Usually, denotes the transfer of responsibility from one 
hospital to community or primary setting 

 

• Polices re-frame this as care transition or transfer because it is 
an ‘on-going’ process (not end point) 

 

• Hospital discharge exemplifies the complex inter-
dependencies and couplings  

• Potential threats to safety ‘between’ care processes 

• E.g. the links between medical, nursing and therapists (roles) 

• E.g. the links between hospital and primary care (organisations) 

• E.g. the links between health and social care (sectors) 



Hospital discharge & Safety 

• Hospital discharge is a ‘vulnerable’ or ‘at risk’ stage in patient 
care 

 

• Forster et al. – 20% discharges associated with adverse event, 
of which 6% preventable 

• Medicines-management, completion of tests; risk of falls; 
infections; health and social care; etc. 

 

• Kripalani et al – communication between hospital and GP 
often partial or missing 

• Incomplete summaries or delayed 

 



Advances in Patient Safety 

• A key shift in thinking 
about patient safety 

 

• Understanding the 
relationship between 
frontline ‘active’ 
errors and upstream 
‘latent’ factors 
 

 

 

 



Dimensions of Safety 
(Vincent et al) 

Dimension Risk producing/enabling factors 

Patient Characteristics Complexity, severity, personality, demographics 

Task Factors Clarity, complexity, standardisation 

Individual Factors Knowledge, skills, motivation 

Team Factors Communication, decisions, supervision, structure 

Work environment Staffing, skill mix, workload, support structures 

Organisational &  

Management Factors 

Resources, policy/strategy, culture 

Institutional Context Socio-economic & regulatory systems 



Healthcare as a ‘complex system’ 

• Growing interest in understanding healthcare as a ‘complex 
system’ 
• non-linear processes involving multiple inter-dependent 

heterogeneous units 

• System interactions produce emergent and unanticipated 
outcomes 

 

• The integration (coupling) of system units is integral to service 
quality & safety 
• Tightly-coupled inter-dependent systems can incur small 

discrepancies leading to ‘cascade’ failures 

 

• Key socio-cultural and institutional boundaries to integration 
• Knowledge, Culture, Organisation & Power 



Knowledge Sharing 
• Communication is recognised as a key factor in clinical safety 

• Direct patient care; team effectiveness; service planning; etc. 

 

• Knowledge sharing extends this, to suggest that interaction relies 
upon: 

1. Both explicit ‘knowledge’ and tacit ‘know-how’  

2. Knowledge ‘exchange’ and ‘use’ in decision-making 

 

• Knowledge sharing = improved decision-making & integration 

 

• Knowledge sharing might mitigate system complexity 

 



Study Objectives 

• To identify the threats ‘safe discharge’ as perceived by various 
stakeholders 

 

• To understand how system complexity contributes to ‘safe 
discharge’ 

 

• To understand how discharge safety might be improved, 
focusing in particular on patterns of communication or 
knowledge sharing  



Study Focus & Sites 

• Health System Comparison: 

• 2 regional systems comprising a single Acute NHS Trust, primary 
care commissioners/providers, local authority services, health 
and social care providers 

• 1x Medium-size city/county, large research/teaching intensive 
Trust over multiple sites, separate city & county LAs 

• 1x Small town in large county, medium-sized DGH limited 
teaching/research, single LA 

 

• Patient-group comparison 

• The stroke and hip fracture services within these two care 
systems 



Study Methods 
• Interviews (narrative) of discharge activities 

• 169 (98/64 + 7 regional)  - professional, organisation, patients etc 

 

• Observations 

• Over 180 hours of guided tours, work process and system mapping, 
situation/activity focus shadowing  

 

• Patient Tracking 

• Track/follow the experience of 32 patients from hospital to 6 weeks 
post-discharge, inc. interviews at 4 time points, diaries, home visits 

 

• Focus Groups  & workshops with staff representatives 

• Service mapping and discussion 



1. The threats to safety 

• Direct or manifest: 
• Falls-related 

• Medicines-related 

• Infection or sores related 

 

• Practice & Procedures: 
• Clinical Procedure 

• Equipment 

 

• Organising: 
• Timing & Scheduling 

• Communication and Coordination 



Falls 



Equipment 



Scheduling 



Perceptions of discharge safety 

• Important finding: 

• The threats to discharge safety are complex and often hidden 
(nested in other activities) 

• Typically recognised in hindsight or downstream 

• Difficult to attribute causality across boundaries 

• Perception often linked to blame and defensive practices 

 

• Perceptions reflect individual positions (sight-lines) within 
the discharge process – few rarely have a complete view 

 

• Suggests the process is more messy than we can ever hope 
to manage 



2. Understanding hospital 
discharge 

• How are these threats framed by the discharge process? 

 

• Discharge planning and care transfer involves a range of inter-
dependent activities 

• Some are more routine or fixed, others are more fluid 

 

• Temporarily stable and spatially-bounded opportunities for 
knowledge sharing and decision-making 

• Number & range of actors 

• Forms of knowledge 

• Method & media of sharing 

• Use of knowledge 

 



The NoF 
Pathway 



Linear view 



Situations for Discharge 
Planning or Care Transition 
• Admission  

• Ward-based Interactions 

• MDT Meetings 

• Family Meetings 

• Internal Care Transfers (to alternate ward) 

• Health & Social Care Referrals and Assessment 

• Equipment Requests 

• Day of Discharge 

• Early Supported Discharge (stroke only) 

• Home with Social Care Re-ablement 

• Community Hospital rehabilitation or end-of-life care 

• Residential and Nursing Home (including intermediate care bed) 

• Home with primary and community care 



Accounts of Stroke discharge 

Physio… 



Accounts of Stroke discharge 

OT… 



Accounts of stroke discharge 

OT Ass 



Complex view 



Breaks in the chain 

• Limited integration between admission and discharge, e.g. of 
how knowledge is not retained 

 

• Ward activity & meetings dominated by ‘current’ care 
demands, not future planning 

 

• Limited recording of everyday information 

 

• Discharge valued for ‘freeing up beds’ 

 

• Patients can become ‘lost’ in the system, via ward transfers 

 

• Limited opportunities for families in decision-making 



Breaks in the chain 

• Little oversight or governance of entire process 

 

• Scheduling & delegation of discharge activities to junior staff 
(seen as non-essential & non-clinical)  

 

• Duplication of information systems (IT systems) 

 

• Significant de-coupling of social care, e.g. limited role for SWs 

 

• Limited involvement of primary care in planning, formal letter 
leading to reactive planning 

 

• Patchy understanding of health and social care services 

 



3. Towards safer discharge  

• The aspects of discharge planning & care transfer that seemed 
to foster knowledge sharing & mitigate system complexity 

 

1. Roles 

 

2. Relationships 

 

3. Culture 

 

4. Organisational factors 

 



1. Discharge ‘Roles’ 

• Key actors lead role in discharge planning and mitigate system 
complexity 

• Discharge coordinators, Liaison Nurses, In/Out-Reach 

• ‘Hidden actors’: clerks, porters, relatives 

 

• Key contributions to the process: 

• Broker knowledge across boundaries 

• Repositories of ‘architectural  knowledge’ 

• Develop an holistic view of patient journey 



Decoupled or Declining roles 

• Some actors expected to play a key role but have limited one 

• Social workers, GPs, community nurses 

 

• These actors remain de-coupled from or post-hoc role in 
discharge planning  

• The ‘repair’ work of GPs when follow-on care in poorly planned 

 

• Persistence of organisational & occupational boundaries 

• Changes in the structure of LAs has led to hospital SWs being 
relocated to community settings 



2. Discharge Relationships 

• Formal opportunities for discharge planning 

• Daily Ward/Board Roads, Weekly MDTs, Family Meetings 

 

• More structured forms of knowledge sharing 

• Planned &  formatted, i.e. shaped by agenda 

• Usually led by senior or key actors with designated constitution 

• Dual Information sources (evidence & know-how) 

 

• Key considerations: 

• Inclusive of multiple perspectives 

• Timing & Scheduling in the week/day 

• Scope for open dialogue and discussion of experiential know-how 

 

 

 

 



Discharge Relationships 

• More informal ‘everyday’ opportunities for interaction 
• Handovers, ward-care, rest-breaks,  reception areas, nurses 

station 

 

• Less structured forms of knowledge sharing 
• Everyday  & opportunistic encounters 

• Based on familiarity, rapport and trust 

• Sharing of experiential know-how and ‘localised learning’ 

• Feed into formal situations 

 

• Highlights importance of ‘functional proximity’  
• Actors need opportunities to get to know and appreciate each 

other through the everyday interactions of routine work 

 



3. Culture or Ethos of Discharge 

• Cultural differences and similarities frame discharge planning 
processes 

• Social, occupational, organisational, sectoral 

 

• What does discharge mean? 

• End-point, beginning-point, on-going care? 

• Shapes when planning and transition occurs (& opportunities for 
interaction) 

 

• The value of discharge? 

• Integral or delegated aspect of work (i.e. surgeons) 

• Shapes whether actors engage in planning activities 



Culture or Ethos of Discharge 

• Who ‘should’ be involved: the norms of discharge 

• Somebody’s business or everybody’s business 

• Delegate it to key actors but risk limited knowledge sharing 

 

• The involvement of patient & family 

• The receipts of care or the mediums of knowledge sharing 

 

• Culture of collaborative discharge planning? 

• Reflects and reinforces the discharge roles & relational 
opportunities 



4. Organisational Factors 

• How wider organisational structures shape cultures, 
relationships & roles 

 

• The existence of common discharge policies 

• Concise and consistent policies & procedures guided planning 
interactions (rarely cover multiple organisations, exception ESD) 

• But open to local adaptation and ‘fit to practice’ 

 

• The use of discharge planning tools 

• Common or universal discharge planning records facilitated 
knowledge sharing, if inclusive in design 

• Boundary object and medium of exchange 



Organisational Factors 

• The availability & use of material & technological resources 
• A range of ICTs, telephones, and paper-based tech. 

• Risk of duplication and confusion, esp. where uni-profession, but 
could easily support planning 

 

• The role of leaders & authority figures 
• Set the tone and ethos of discharge within care planning 

• Active involvement and support for multiple perspectives 

•   

• Financial and resource implications 
• Resource sharing, rather than penalties were favoured as means 

of supporting discharge planning 

• Time-linked penalties motivated activity but not always in 
interest of care 



Learning from your experience 

1. To what extent do these findings support your own 
experiences…what other factors might be at work? 

 

2. How might you look to bring about change in these four 
areas: 

I. How might new brokering roles be supported or funded? 

II. How can more opportunities for communication be created? 

III. How can collaboration be encouraged? 

IV. How can common policies & procedures be introduced? 

 

3. What evidence is needed to promote change? 

 

4. What measures of success might be useful? 



NHS England  

• Stage 1 Safety Alert 

 

• National Survey of 
Communication Issues 

 

• Identifying examples of 
improvement 

 

• Working towards Stage 2 
Alert 



Summary 

• Discharge is messy and complex 
• Lots of actors, lots of organisation, lots of interactions 
• Each with different institutional drivers and ways of 

working 

 
• Discharge highlights the latent threats between care 

settings 
• Highlights the latent risks located between organisations 

 

• Knowledge sharing might mitigate system 
complexity through helping to align differences in 
knowledge, culture and organisation 



Key Learning 

• Knowledge sharing and other forms of communication can 
help mitigate risks: 
• Discharge coordinators facilitate the exchange  between otherwise 

disconnected groups; 
 

• Co-location and/or functional proximity enables  everyday 
knowledge sharing 
 

• A culture that sees discharge as an on-going stage in a complex care 
pathway encourages actors see it as everybody’s business; 
 

• Locally adapted discharge procedures can simplify shared record 
keeping, 
 

• Formal and distributed leadership can support collaborative working 
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