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Abstract 

An exploration of hospital discharge planning from the viewpoint of a multidisciplinary 

team (MDT) working in an interdisciplinary manner is presented in this thesis. 

Differing perspectives regarding discharge planning are unpacked from registered 

nurses, visiting medical officers (VMOs), physiotherapists and occupational therapists. 

These clinicians provide an in depth understanding of the factors affecting the MDT 

working collaboratively to improve preparing patients for discharge home (Jeffers 

2021). 

The uniqueness of the research stems from using an Improvement Science Framework 

to explore and answer the research question: How can the MDT work collaboratively 

to streamline patients discharge in a private hospital? The research provides an 

example of nurses taking the lead to facilitate and conduct quality improvement 

research as indicated by Flynn et al. (2017). The impetus for the research came from 

the study hospital’s Press Ganey Patient Experience Surveys which demonstrated a 

decline in patient satisfaction with the discharge planning process, predominantly 

linked to; (i) instructions regarding care at home (ii) help arranging home care services 

and (iii) preparation for discharge throughout patients stay.  

The research is based on the premise that the MDT coordinate, collaborate and 

communicate effectively to address as many aspects of care as possible to provide the 

best discharge experience for patients. The circumstances of patients can change at 

any time so flexibility of the MDT when approaching patients care is vital. Previous 

research suggests the discharge experience of patients is impacted negatively when 

the MDT fail to collaborate effectively to meet their discharge planning needs (Armor, 

Wight & Carter 2016; Flacker, Park & Sims 2007; Nosbusch, Weiss & Bobay 2011; Oh 

2017; Okoniewska et al. 2015; Olson & Bialocerkowski 2014). 

To examine which factors, inhibit the MDT working collaboratively to streamline 

patients discharge a two-phase study was adopted. The Exploratory Phase and the 

Improvement Phase provided the best opportunity to address the research question 

methodically and systematically. A mixed-methods study design was adopted 

underpinned by an Improvement Science Framework, utilising Plan-Do-Study-Act 
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(PDSA) cycles (Langley et al. 2009). Qualitative and quantitative data were obtained 

through surveys, a focus group and PDSA cycles. 

Descriptive statistics (Cohen, Manion & Morrison 2017) were used to analyse the 

quantitative data and thematic analysis (Braun, Clarke & Rance 2014; Joffe 2012; Riger 

& Sigurvinsdottir 2016) was used to analyse the qualitative data. This research was 

approved by the Tasmania Human Research Ethics Committee and a clear governance 

structure was put in place to assist with mitigating risk and to ensure that the most 

appropriate people were available to support the research. The project governance 

consisted of a Guidance Team, Project Team, and the Multidisciplinary Team (MDT) 

and were purposely recruited.  

Four themes were derived from the data obtained from the online survey and focus 

group and these were: communication breakdown, discharge date, medication list, 

and resources. The theme “communication breakdown” involves the MDT not 

providing timely and appropriate written and verbal information to each other, to 

patients and their family/carer, and to GP’s. The theme “discharge date” relates to a 

lack of documentation and minimal discussion of estimated discharge dates with 

patients by the MDT. The theme “medication list” involved issues relating to 

documenting of discharge medications in an appropriate timeframe and format. The 

theme “resources” was derived from the MDT identifying a lack of supplies and 

hospital processes which impacted their efficiency.  

The MDT expressed that a lack of education and poor understanding of the discharge 

planning process impacted their ability to work collaboratively to streamline patients 

discharge effectively. Furthermore, hierarchical, and occupational boundaries were 

found to impede their clinical practice. For example, the RNs and physiotherapists 

perceived that the action of preparing patients for discharge home was beyond their 

control. Hence they were unable to optimise the discharge process for patients. The 

factors that contributed to placing the RNs and physiotherapists into this vulnerable 

postion include the actions of VMOs, the activities of patients and hospital processes. 

For example, to involve the discharge planning team to assist with the discharge 
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preparation of complex patients, members of the MDT had to seek permission from 

VMOs prior to making a referral.  

The Project Team focused on strategies to enhance communication using a 

communication board as a tool and these were developed over five PDSA cycles. The 

communication board facilitated a discussion about discharge planning between the 

MDT and patients and their family and/or carer regarding decisions about patients 

discharge plans. This in turn was found to influence patient outcomes and empower 

the MDT to create an environment of quality improvement that linked to everyday 

clinical practice. The findings validate the need to continue to focus on rigorous 

methods that create MDT improvements in clinical practice and patient safety related 

to discharge planning. 

A key recommendation is that prior to initiating quality improvement research in 

healthcare solid partnerships between MDTs, academics and consumers are 

established. This step will assist to breakdown silos and promote mutual respect and 

equilibrium. It is recommended that hospitals implement discharge protocols and 

policies to support MDTs in the discharge planning process. Policies and protocols 

must clearly define roles for MDTs so that there is no ambiguity around decision-

making around streamlining patients discharge. Exploration of the efficacy of the 

information captured on the communication board by the MDT is recommended as 

the MDT did not capture all discharge planning information required. Finally, an 

evaluation of the MDT using teach back techniques with patients, as well as the study 

hospital’s “Planning for Your Discharge” tool when preparing patients for discharge 

home. A focus on the MDT using the tool will provide an opportunity to test the 

effectiveness of the MDT teaching skills and the validity and reliability of the hospital’s 

discharge tool. 

This research has contributed to creating new knowledge using an Improvement 

Science Framework. Establishing authentic partnerships to design, undertake and 

interpret improvement science research focused on MDTs working collaboratively to 

streamline patients discharge is crucial. Consideration of how each professional role 

interacts will provide the foundations to promote cohesiveness and accountability by 

the MDT when preparing patients for discharge.  
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Glossary 
Advanced Nurse Practitioner 

 
Registered nurse practising at an 
advanced level that incorporates 
leadership, education, and research 
(AHPRA 2021). 
  

Allied Health Professionals 
 

There is no universally accepted 
definition of allied health. The 
profession is not a member of 
medical, nursing or dentistry. 
University qualified, member of 
professional association and may be 
regulated through either a national 
agency or self-regulation. Allied 
health use evidence-based practices 
to prevent, diagnose and treat 
various conditions. Allied health 
professionals provide direct patient 
care in their area of expertise. 
Examples are physiotherapists, social 
worker, and occupational therapists 
(AHPA 2021; AHPRA 2021). 
 

Assistant in Nursing 
 

The Australian College of Nursing 
(ACN) defines an Assistant in Nursing 
(AIN) as a health care worker who 
supports the delivery of nursing care. 
An AIN works under the direction of 
registered nurses to deliver limited 
care to patients (ACN 2021).  

Australian Council on 
Healthcare Standards 

 
Australian Council on Healthcare 
Standards (ACHS) is an independent, 
not-for-profit organisation 
committed to improving quality in 
healthcare. ACHS represents 
governments, consumers, and peak 
bodies in Australia (ACHS 2021).  

Australian Health 
Practitioner Regulation 
Agency 

 
Australian Health Practitioner 
Regulation Agency (AHPRA) is the 
organisation responsible for the 
implementation of the National 
Registration and Accreditation 
Scheme across Australia. AHPRA’s 
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key role is to set standards and 
policies that all registered health 
professionals must meet (AHPRA 
2021). 

Australian Institute of Health 
and Welfare 

 
Australian Institute of Health and 
Welfare (AIHW) generates reports on 
key health related and welfare issues 
in Australia. The reports are used to 
improve the delivery of health and 
welfare for Australians. AIHW is 
known globally for their statistical 
expertise in providing high quality 
and independent evidence (AIHW 
2020).  

Centers for Medicare & 
Medicaid Services 

 
Centers for Medicare & Medicaid 
Services provides health coverage to 
100 million in the USA to people 
through Medicare, Medicaid, the 
Children's Health Insurance Program, 
and the Health Insurance 
Marketplace (Centers for Medicare & 
Medicaid Services 2019).  

Clinical Nurse Consultant 
 

Clinical Nurse Consultant role in 
Australia is an Advanced Practice 
Registered Nurse role. This role has 
been conceptualised from the 
discrete pillars of research, 
education, practice, system support 
and leadership (AHPRA 2021; NSW 
Health 2017).  

Clinical Nurse Educator 
 

Clinical Nurse Educator role in 
Australia is to provide educational 
services for nurses and patients. 
They teach nurses who work in 
hospitals the skills and knowledge 
needed to provide the best care to 
patients (AHPRA 2021; Brennan & 
Olson 2018). 
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Doctor 
 

Is a person who is qualified to 
practice in medicine as a physician, 
surgeon, dentist, or veterinarian. 
Person who has been awarded a 
medical degree (AHPRA 2021).  

Emerging Health Systems 
 

Platform used to support the study 
hospital intranet system. It provides 
a web enabled clinical information 
system (hospital intranet).  

Geriatrician 
 

A doctor who specialises in the care 
and treatment of older patients 
(AHPRA 2021).  

Hospital Intranet 
 

Hospital Intranet system is a 
purpose-built hospital information 
technology system that assists all 
clinical, medical, non-clinical teams 
with patient clinical assessments and 
documentation.  

Knowledge Management-
based Decision-making 
Model 

 
A knowledge management-based 
decision-making model for planning 
patient discharge in the UK (Eardley 
& Kamalanathan 2015).  

New South Wales 
 

State in Australia where the research 
took place  

 
Occupational therapist 

 
Occupational therapist (OT) helps 
people of all ages who have physical, 
sensory, or cognitive problem. OT 
helps with barriers that affect a 
person’s emotional, social, and 
physical needs (AHPA 2021; AHPRA 
2021). 
 

Physiotherapist 
 

Qualification in a bachelor, masters, 
or professional doctorate program. 
They must also complete supervised 
practice in a clinical setting and must 
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by law be registered under the 
National Physiotherapy Board of 
Australia. Assess, diagnose, plan, and 
manage patient care across a range 
of health conditions. They are 
experts in the structure of the 
human body and movement (AHPA 
2021; AHPRA 2021). 
 

Private Hospital 
 

A facility that provides health 
services to people as an inpatient or 
day procedure. A private hospital is 
not owned by the government, 
including for-profits and non-profits. 
Funding is by patients (self-funding) 
or by private health insurance (APHA 
1981; NSW Government 2017).  

Registered Nurse 
 

In Australia, a person who has 
completed the prescribed education, 
demonstrates competence to 
practice, and is registered under the 
Health Practitioner Regulation 
National Law as a Registered Nurse 
in Australia. Responsible and 
accountable to the Nursing and 
Midwifery Board of Australia (AHPRA 
2021). 
  

 
Social Worker 

 
Qualification is Bachelor of Social 
Work. A practice-based professional 
who aims to enhance overall well-
being and help meet basic and 
complex needs of people (AASW 
2021).  



xxiii 
 

Visiting Medical Officer 
 

A Visiting Medical Officer (VMO) is a 
registered medical practitioner in 
private practice who also provides 
medical services in a public hospital. 
Visiting Medical Officer are not 
hospital employees of the private 
hospital. They contract their services 
to private hospitals. In the context of 
this research, term VMOs 
encompasses VMO, Medical 
Practitioner, Doctors, Physicians, and 
interns (AHPRA 2021). 
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CHAPTER ONE INTRODUCTION 

1.1 INTRODUCTION 

Discharge planning involves “…the development of an individualised discharge plan for 

the patient prior to leaving hospital, with the aim of containing costs and improving 

patient outcomes” (Shepperd et al. 2013, p. 2). The Discharge Planning Association 

states a “commitment to the provision of discharge planning of the highest standard 

to ensure continuity of care between hospital and community” (DPA 2021). Previous 

research emphasises patients discharge experience is impacted negatively when the 

multidisciplinary team (MDT) fail to collaborate effectively together to meet patients 

discharge planning needs (Al-Rawajfah, Aloush & Hewitt 2015; Armor, Wight & Carter 

2016; Nosbusch, Weiss & Bobay 2011; Okoniewska et al. 2015; Thomas & Siaki 2017). 

Strategies to overcome this shortfall in care delivery include providing discharge 

information by the MDT to patients and their family simultaneously. This discharge 

information should be written, verbal and visual and tailored to the patient’s level of 

understanding (Almborg et al. 2009a; Brent & Coffey 2013; Coffey & McCarthy 2013; 

Tobiano et al. 2019). Previous research argues using this approach to patient care 

enhances patients experience with their discharge (Almborg et al. 2009b; Brent & 

Coffey 2013; Coffey & McCarthy 2013; Tobiano et al. 2019). 

This thesis concentrates on exploring the barriers impacting the on the MDT working 

collaboratively to streamline patients discharge through the adoption of collaborative 

practices. Identifying key themes associated with the discharge process and 

developing strategies with the MDT to facilitate improvement is core to this research. 

The hospital’s patient experience surveys conducted in 2014-2015 demonstrated a 

decline in patient satisfaction concerning discharge planning (Strong & Bettin 2015) 

and thus provided the impetus for this research. The MDT in health care settings 

primarily consists of specialist doctors and nurses who meet regularly to establish the 

treatment and care plans for patients in hospital and community care settings. The 

MDT approaches to care includes at least one patient and multiple health 

professionals from a number of disciplines. The MDT use their unique skills and 

disciplinary experience to care for their patient (Couturier, Carrat & Hejblum 2015; 
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Hickman et al. 2015; Jessup 2007; Liberati, Gorli & Scaratti 2016; Taberna et al. 2020). 

Hence, it is crucial the MDT coordinate and communicate together to address as many 

aspects of a patients care as possible to provide the best possible experience for the 

patient.  

Essentially patients have different hospital journeys related to their clinical condition 

and social and personal needs. Their circumstances can change at any time, so the 

flexibility of the MDT when approaching patients care is vital. Primarily the goal of the 

MDT is to provide the most comprehensive care possible, at the right place and time 

for each patient (Bennett 2013; Housley 2017; Jessup 2007; Liberati, Gorli & Scaratti 

2016; Taberna et al. 2020; Wressle et al. 2006). The MDT utilised in this research is 

made up registered nurses (RN), Visiting Medical Officers (VMOs), physiotherapists, 

social worker, and occupational therapist (latter three encompass allied health). 

Pharmacists were not included in this research as they are not integral members of 

the MDT in the study hospital, nor do they regularly visit the wards. 

Chapter One provides an overview of the research presented in the following sections: 

Section 1.2. introduces the background to the research and the barriers that can 

impact on the discharge planning process and defines the context for the research. 

Frameworks and policies that are influential when preparing patients for discharge 

home are outlined and discussed. 

Section 1.3 outlines the research problem, research aim, research question, research 

objectives and research philosophy. This section positions the need for this research. 

Section 1.4 discusses the results of the patient experience surveys which promoted 

the research. 

Section 1.5 identifies the contribution this research will add to the existing body of 

research. 

Section 1.6 introduces the candidate conducting the research and describes the 

organisational context. 
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Section 1.7 explains the structure of thesis and the outline of the chapters to follow. 

Section 1.8 provides a summary of Chapter 1. 

1.2 BACKGROUND 

The wider field of research involves examining the processes and frameworks used by 

healthcare organisations when preparing patients for discharge home. At a focused 

level, this research concentrates on how the MDT view their role when preparing 

patients for discharge and how their actions impact on streamlining the patients 

discharge. The importance of discharge planning is demonstrated by the Australian 

Commission on Safety and Quality in Healthcare through its National Safety and 

Quality Safety Health Service Standards (NSQHS November 2017). NSQHS advocates 

for health professionals to lead quality improvement initiatives to promote safety for 

patients discharging home. This is because effective discharge planning plays an 

essential role in continuity and integrated care of patients (Lees 2013). Globally 

hospital discharge processes have been identified as inconsistent and characterised by 

disjointedness and fragmentation of care (Chapin et al. 2014; Deutsch 2018; Goodman 

2016). This point is explored further in section 1.2.1.  

Fundamentally an effective and well implemented discharge planning process follows 

a patient across the continuum of care from hospital to home (Braet, Weltens & 

Sermeus 2016; Henke et al. 2017; Mabire et al. 2018). A number of factors must be 

considered when preparing patients for discharge which include assessing patients 

current physical and emotional needs, long term funding arrangements, appropriate 

anticipation of continuing needs and identification of available resources to meet 

patients requirements post discharge (Gholizadeh et al. 2018; Gonçalves‐Bradley et 

al. 2016; Lees 2012; Lees 2013; Provencher et al. 2020; Shepperd et al. 2013). These 

factors will be outlined and discussed in the following paragraphs. 

The aim of discharge planning is to reduce hospital length of stay (LOS) and 

unplanned readmissions to hospital and improve the coordination of services 

following discharge from hospital (Pellett 2016; Peter Kriss 2019). This in turn 

provides a seamless pathway for patients between hospital and home (Pellett 
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2016; Peter Kriss 2019). Thus, timely coordination of services is paramount. The 

range of services include (but not limited to) referrals to community nurses, 

liaison with the General Practitioner (GP), appropriate equipment installed in the 

patient’s home prior to patient discharge, homecare packages availability, 

transport, and discharge medications availability (Government 2010; Graham, 

Gallagher & Bothe 2013; Pellett 2016). Previous research also indicate older 

patients in particular, are a group that struggle to return home following 

hospitalisation as they require ongoing community support and help to resume 

living independently (Coleman et al. 2013). 

1.2.1 DISCHARGE PLANNING CONTEXT 

Countries vary in their approach to discharge planning. Discharge planning processes 

are shaped by culture and the way each country healthcare systems are structured. 

For example, in the United Kingdom (UK), the National Health Service (NHS) states 

every NHS patient should have a discharge plan that starts from admission to hospital 

(NHS 2003; Wright et al. 2017). The aim is to secure high-quality care for all patients. 

High quality care in the UK is measured by patient safety, clinical effectiveness, and 

patient experience (Wright et al. 2017). The NHS government objective is for all 

patients to become involved in all decisions about their own care as patient 

involvement has been shown to be limited during hospital discharge (Wright et al. 

2017). MDTs must adopt strategies that will involve patients with their discharge 

preparation. Strategies employed to assist with this focus include criteria led discharge 

(Lees-Deutsch & Robinson 2019) the medicines optimisation program (Graumlich, 

Novotny & Aldag 2008) and the use of discharge checklists (Eardley & Kamalanathan 

2015; Trembly 2013).  

In the United States of America (USA) the discharge planning process is legally 

mandated. The USA adopts a similar approach to the UK, that is, a discharge plan must 

be initiated by a member of the MDT as soon as possible after a patient is admitted 

into hospital (Knight et al. 2013). In Australia there are strategies to improve patient 

discharge linked directly to the Australian Commission on Safety and Quality in 

Healthcare (NSQHS 2017). The Commission attention is on embedding patient-centred 

care and addressing the needs of patients who are at greater risk of harm. Examples of 
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this group include those patients with a cognitive impairment, actions related to 

health literacy and end of life care (NSQHS 2017). As the consequences of patients 

having delayed discharges has been associated with adverse events such as hospital-

acquired infections, readmissions, and loss of independence especially amongst older 

patients (Gupta & Fonarow 2018; MacNaughton-Doucet 2013). Ideally the need to 

discharge a patient should be defined by the patient’s health condition. However, 

hospital overcrowding, lack of appropriate community services and economic 

pressures impact on when patients can be discharged home or transferred to another 

facility for ongoing care.  

Nationally and internationally, there are similar guidelines and strategies for good 

practice for MDTs to work collaboratively to streamline patients discharge. These 

include, but are not limited to: discharge planning with agreed criteria and protocols; 

standardisation of discharge documents and agreeing on which information should be 

included in referral and discharge documents; improving the quality and timeliness of 

discharge documentation; educating and supporting patients, families, and carers; 

improving the effectiveness and timeliness of clinical handovers between clinicians; 

and implementing effective medication reconciliation practices (World Health 

Organisation 2016).  

Factors that contribute to decisions made during the discharge preparation of patients 

by the MDT include clinical, functional, and social aspects of the patient’s illness. 

However, factors beyond the clinical determinants that may impact on patients 

discharge home being streamlined collaboratively by MDTs include patients cognitive 

and functional status. As well as patients’ suitability to return directly home from 

hospital. This may include patients not having the ability to independently maintain 

their hygiene, their ability to obtain medications and take their medications safely and 

their access to suitable transport to assist them to attend hospital or GP appointments 

(World Health Organisation 2016). 

Current evidence stipulates that hospital discharge planning for patients can be 

improved if there are appropriate discharge education provided to patients and their 

family or carer. This requires effective communication between the MDT and between 
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patients and their family or carer. Identification during patients admission of ongoing 

support to patients and their families and carers is essential to impact on patients 

discharge outcomes positively (Gholizadeh et al. 2018; Lees 2010; Provencher et al. 

2020; Shepperd et al. 2013). Figure 1 below provides a summary on the impact on 

hospitals when discharge planning processes are not embedded into the organisation 

framework and business models of hospitals. The issues illustrated in Figure 1 e.g., 

insufficient holistic approach, impact on patients’ discharges being delayed due to 

inadequate discharge planning which in turn block beds and possible effect on the 

hospital waiting lists for admissions (Figure 1) (Eardley & Kamalanathan 2015). 

 
Figure 1 Consequences of Poor Discharge Planning (Eardley & Kamalanathan 2015, p. 43) 

Readmission rates also give rise to financial challenges for hospitals as this can be 

perceived as the hospital having poor quality care. This perception may influence 

patients going elsewhere to be treated. Additionally, hospitals could attract financial 

penalties that include reduced Government funding (Upadhyay, Stephenson & Smith 

2019). This point is further explored in the next section which focuses on framework 

and policies. A considerable number of readmissions may be avoidable and potentially 
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preventable, through the MDT identifying patients at greatest risk of readmission and 

providing focussed attention on patients’ needs during their admission and on their 

discharge preparation (Shebeshi, Dolja-Gore & Byles 2020). 

1.2.2 FRAMEWORKS and POLICIES 

Globally research demonstrates that successful discharge planning needs to 

commence early and well before the discharge itself occurs (Bauer et al. 2009; 

Gholizadeh et al. 2018; Pellett 2016; Rapport et al. 2019; Yam et al. 2012). The 

discharge preparation of patients and their families by the MDT must be delivered in 

an appropriate and inclusive manner shaped by policies and frameworks (Agency for 

Healthcare Research and Quality 2017; AIHW 2020; Centers for Medicare & Medicaid 

Services 2019; NICE 2018; NSQHS 2017, 2020; NSW Government 2011). 

Evidence based policies, frameworks and guidelines supported by systemic changes 

within organisations that fosters a culture for improving quality care for patients is a 

recurring theme presented in previous research (NSQHS 2017; Robeznieks 2017). As 

indicated earlier, the introduction of financial penalties to hospitals by Healthfunds 

and Government bodies to improve the discharge planning process has contributed to 

hospitals seeking and sharing best practices (NSQHS 2017; Robeznieks 2017). As value-

based care puts emphasis on high quality, lower cost, and preventive patient care 

(Robeznieks 2017). An example of this includes hospitals (internationally and 

nationally) embracing hospital in the home initiatives (Allen et al. 2018; Botwinick 

2017; Byrne, Leighton & Malone 2018; Federman et al. 2018; Levine et al. 2020; Smith 

et al. 2015). Hospitals must work hard to find ways to reduce costs while also 

improving the level of care provided to patients. 

Identifying and providing frameworks supported by evidence-based policies for 

discharge planning can lead the way to improving quality care for patients and reduce 

avoidable hospital readmissions (Parkes & Shepperd 2000; Pellett 2016). 

Consequently, hospitals having a focus on effective discharge planning strategies and 

practices that are embedded to enhance patient experience should be a continual 

process and aim of the MDT (Robeznieks 2017). Equally the World Health Organisation 

(WHO) is focused on initiatives that include research and establishment of evidence-
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based policies to strengthen universal health care and develop people-centred and 

integrated health services (World Health Organisation 2015).  

The challenge of ‘delivering the right care in the right place at the right time’ in an 

organised way is a task for all health care systems globally (Bennett 2013, p. 254). As 

previous research (Bennett 2013; Robeznieks 2017; Watkins, Hall & Kring 2012) 

indicate that resources and patient requirements are essential to effective discharge 

planning. To enhance patients perception positively with their preparation for 

discharge, the MDT must collaborate together and communicate effectively with each 

other, patients and their families otherwise discharge planning is deceptive (Bennett 

2013; Robeznieks 2017; Watkins, Hall & Kring 2012). 

1.3 RESEARCH PROBLEM 

This research concentrates on the MDT perspectives in relation to discharge planning, 

to understand factors impacting the ability of the MDT to work collaboratively to 

streamline the process. It is critical to understand why patients report consistently 

that they are not satisfied with their discharge preparation when going home. Gaining 

an understanding of how the MDT can work collaboratively to streamline patient’s 

discharge is a focus of this research. To ensure the research question is addressed 

methodically and systematically this research was performed in two phases i.e., the 

Exploratory Phase and the Improvement Phase. 

1.3.1 RESEARCH AIM 

The aim of this research is to understand the factors that impact the MDT working 

collaboratively in a private hospital to proactively streamline patient’s discharge. 

1.3.2 RESEARCH QUESTION and OBJECTIVES 

The overarching research question is: 

How can the MDT work collaboratively to streamline patients discharge in a private 

hospital?  
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The Exploratory Phase of this research was used to gain an understanding of which 

factors could lead to barriers which would impact the MDT working collaboratively to 

streamline patients discharge home. 

RESEARCH OBJECTIVES for the EXPLORATORY PHASE  

1. To explore current practices used to prepare patients for discharge from 

the hospital to the home setting from the viewpoint of the MDT. 

2. To identify potential improvements in the discharge planning process. 

The Improvement Phase of this research used PDSA cycles to make a lasting change in 

the MDTs behaviours when preparing patients for discharge home. 

RESEARCH OBJECTIVES for the IMPROVEMENT PHASE  

1. To test one improvement strategy as identified by the Project Team using 

Plan-Do-Study-Act (PDSA) cycles. 

2. To evaluate to what extent the MDT approach to preparing patients for 

discharge home created practice changed. 

1.3.3 RESEARCH SETTING 

The setting of this research was a private hospital in Sydney, Australia which for over 

100 years has excelled in the delivery of quality patient care (Aguilera 2009; Duff, 

Murray & Walker 2013; Murray 2012; Walker 2002). The hospital’s core values of 

compassion, justice, integrity, and excellence continue to underpin everyday patient 

care and influence decisions to improve services. Providing the most outstanding care 

possible whilst nurturing and developing its staff is a focus (Al-Rawajfah, Aloush & 

Hewitt 2015; Meagher, Thompson & Vanderpuije 2014).  

Working in partnership with patients and their families to provide holistic and 

compassionate care, the hospital recognises the importance of identifying patient 

needs and issues that will impact on a successful discharge home or transfer of care to 

another healthcare facility. In support of the hospitals core values, the nursing 

executive in 2009 embarked on obtaining Magnet designation for the hospital. The 

Magnet Recognition Program achieved in 2011 at the hospital, is referred to as the 

“gold standard” in nursing excellence (Drenkard 2010). This assisted with positioning 
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the hospital as the first private hospital in the southern hemisphere to become a 

Magnet Recognised Hospital (Wendler et al. 2013). 

The setting of the data collection during Exploratory phase and the Improvement 

phase was conducted within one clinical area at the Private hospital, Sydney. The 

clinical area (data collection ward) is a thirty-six-bed ward with an emphasis on 

urology, breast surgery, geriatric medicine, and ophthalmology. The MDT (registered 

nurses (RNs), allied health and VMOs) who participated in the surveys, focus group 

and PDSA cycles in this research, are clinicians who work in this clinical area 

permanently. All data collected in this research was from within this clinical area using 

this group of clinicians. 

The Private Hospital Urology Department is one of the leading departments in 

Australasia offering a range of services that include cancer services, an incontinent 

unit and treatment of benign prostatic disease (Doumerc et al. 2010; Scheltema et al. 

2019; Smith et al. 2009). Additionally, the Urology Department has the largest tissue 

bank and data in the southern hemisphere. Other specialties that treat patients in this 

clinical area include breast cancer, geriatric medicine, and ophthalmology. 

Breast cancer and Breast Surgery specialise in care of patients with breast cancer with 

an aim to provide multidisciplinary care from early diagnosis, ongoing management, 

and follow-up patients. The Department of Geriatric Medicine focuses on providing 

clinical and diagnostic services for older patients that present with symptoms 

associated with dementia, delirium, frailty, mobility, and continence problems. Older 

patients have comorbidities that require numerous medication reconciliation, advice, 

and education on planning for future care options and support for family and carers. 

Areas of specialist interest and research include dementia and dementia care, 

Parkinson’s disease, falls and advance care planning. The Department of 

Ophthalmology at this Hospital provides a comprehensive choice of ophthalmic 

medical and surgical procedures. These procedures include laser surgery, corneal 

transplant surgery and cataract surgery as well as routine eye examinations and visual 

assessments.  
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The nursing care in this clinical area is provided by a group of professional and 

experienced registered nurses, assistant in nursing and patient care orderlies. The 

study hospital has established partnerships with universities that include University of 

Tasmania, Australian Catholic University and Notre Dame University that empower the 

Hospital’s RNs to continue to further their professional development. 

An example of RNs in this clinical area developing professionally is demonstrated in a 

practice development project that was facilitated within this clinical area lead by their 

Nurse Unit Manager (NUM). This initiative was required as there were repeated 

inconsistencies when describing and discussing abnormal coloured urine. The project 

was multidisciplinary, and patient focused and actively engaged all staff to develop 

and implement urine colour rating scale that can be used by all healthcare clinicians. 

The urine colour rating scale facilitated open and objective communication between 

doctors, registered nurses, patients, carers and family members regarding the colour 

of urine (Meagher, Thompson & Vanderpuije 2014).  

The clinical area is led by one full-time NUM who is supported by one full time 

Associate NUM (A/NUM). There are thirty-full time RNs and fourteen part-time RNs 

and four part-time assistant in nursing (AIN). There are three physiotherapists and one 

occupational therapist who work in the clinical area. The allied health professionals 

also work in other clinical areas (wards and Intensive Care Unit). There are two 

receptionist who work in the area. One is full-time, and the other is part-time. The 

VMOs who predominantly admit patients to the clinical area include eight Urologists, 

three Geriatricians and four Gynaecologists. 

1.3.4 RESEARCH PHILOSOPHY 

The philosophical positioning of nursing provides multiple ways of knowing and 

explaining phenomena (Garrett & Cutting 2015). As nursing knowledge has individual 

and subjective elements claims Garrett and Cutting (2015). However, Carper (1975) 

argues different ways of knowing in nursing include being empirical, ethical, personal, 

and aesthetic. These patterns in nursing can potentially provide a platform for nurses 

to engage in quality improvement research where the patient is central to the 

improvement (Flynn et al. 2017). However, Garrett and Cutting (2015) argue the way 
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nurses create knowledge is essentially different from the way other disciplines 

question and approach their knowledge. Defining nursing knowledge by its field and 

theoretical basis, rather than the shared cognitive processes of nurses may be more 

appropriate (Garrett & Cutting 2015). Due to the ageing population and the increasing 

inadequacy of healthcare resources to meet the needs of patients, returning to a 

scientific pragmatic view that is empirically outcome focused is pertinent. As the main 

aim of nursing theory is to support practical outcome focused care to patients (Garrett 

& Cutting 2015).  

Consequently the quality of care that nurses provide shapes patient safety, patient 

experience and patient outcomes (Needleman & Hassmiller 2009). Undertaking 

quality improvement research underpinned by rigorous methods that embodies 

quality improvement practice has led to the development of improvement science 

(Flynn et al. 2017). Marshall, Pronovost and Dixon-Woods (2013) argue improvement 

science is an approach that is rigorous, systematic, and theoretical. The discharge 

planning process is a multilayered process and requires an approach that is inclusive 

of all members of the MDT (hospital and community), patients and their families. 

Planning, education, and evaluation are vital factors that must be included when 

addressing issues related to the breakdown of the discharge planning process.  

Therefore with reference to Marshall, Pronovost and Dixon-Woods (2013) the 

overriding goal of improvement science is to ensure that quality improvement efforts 

are based on as much evidence as the best practices they seek to implement. Thus, 

using an approach that is rigorous, systematic, and theoretical underpinned with 

pragmatisms perspective on new knowledge to seek answers to a compounding issue 

is paramount and an essential aspect of this research (Long, McDermott & Meadows 

2018; Marshall, Pronovost & Dixon-Woods 2013). 

1.4 RESEARCH JUSTIFICATION 

Using an Improvement Science Framework (Cribb 2018; Kripalani et al. 2007) to 

examine the MDT perspective and experiences related to preparing patients for 

discharge home is the essence of this thesis. In particular the focus of the research is 

the MDT working in a private hospital in one clinical area as there are no previous 
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studies undertaken using this approach. Historically nurses have had limited 

opportunities to contribute to and to lead improvement science in healthcare (Flynn 

et al. 2017) and this research provides such an opportunity. Improvement science is 

not broadly manifested in undergraduate, graduate, and continual professional 

development for nurses. Hence the limited access by nurses to using this framework 

when receiving and involved in education contributes to this gap that exists in 

previous research (Flynn et al. 2017).  

As indicated earlier in this chapter the discharge experience of patients at the study 

hospital is regularly measured by an evaluation tool. This tool is called the Press Ganey 

Patient Experience Survey The results of the 2014-2015 Surveys demonstrate there 

has been a decline in patient’s satisfaction in relation to their discharge planning 

experience particularly linked to (i) instructions regarding care at home (ii) help 

arranging home care services and (iii) preparation throughout their stay for discharge. 

The survey was distributed to 624 patients who were discharged from the study 

hospital and 295 surveys were returned resulting in a response rate of 47.3%. The 

hospital used in this research consistently identify these items as improvement 

priorities. 

The survey is structured with background demographic questions and 84 Likert-style 

items on which patient report their experience of care and of the facility (Rapport et 

al. 2019). This model was developed in the United States of America and is recognised 

and applied worldwide (Aragon et al. 2013; Penney & Henry 2008). Press Ganey utilise 

a system that integrates both satisfaction with experience and consistency of 

experience using the Hospital Consumer Assessment of Healthcare Providers and 

Systems (HICAPS) model (Walker, Stewart & Grumbach 2016). Thus, while HCAHPS 

survey measures how often a service was provided, Press Ganey’s survey focuses on 

how well a service was provided.  

The outcomes of the survey highlight recommended priorities for improving the 

patient experience. Specifically, the key objectives for undertaking experience of care 

measurement are: 

1. To report the perceptions of the hospital patients as they progress 

through medical treatment that requires them to be in hospital. 
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2. To identify and recognise performance excellence and opportunities for 

improvement. 

3. To assist with identifying issues for goal setting and program planning. 

Patient data is categorised by each inpatient ward and then by surgical speciality. This 

provides data that can be used as a premise for action related to specific ward area or 

specialty level. Key characteristics of survey participants indicated 89% of the survey 

was completed by a patient; 6% of the survey was completed by a family member and 

56% of patients were aged over 65 years. 

The outcomes for the study hospital were reported on two levels in line with the 

distinctions between the two methods of data analysis. That is the mean score 

development for satisfaction ratings methods and frequency reporting based on the 

HCAPS requirements. Overall satisfaction with the patient experience improved by 0.1 

mean score point over the previous period. This positioned the hospital at the 90th 

percentile nationally, and 97th percentile when compared to hospitals with a bed size 

of 151-300 and the 90th percentile within the private hospital’s group. The group is a 

not-for-profit, non-listed companies who operate under the stewardship of Mary 

Aikenhead Ministries and is governed by a Board of Directors. 

At a national level, the highest levels of satisfaction were related to perceptions of 

overall assessment (mean score 93.6–percentile rank 99). The lowest perceptions 

related to perceptions of discharge (mean score 85.7–percentile rank 68). Improved 

perceptions were recorded across all sections with the exception of admission, nursing 

care and overall assessment. 

Priorities for Improvement – Satisfaction with Experience  

The priorities identified below in figure 2 for both the satisfaction and consistency 

measurements indicate that attention to key principles of patient-centred care needs 
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to be continually reinforced within the hospital. 

 

Figure 2 Priorities for Improvement Satisfaction with Experience 

To increase patient satisfaction the key themes identified as priorities for 

improvement within the report include response to patients’ concerns and emotional 

needs; wait time and coordination for test or treatment and patients; ’ family’s 

involvement in decisions made regarding their care; instructions given about home 

care; communication and coordination amongst staff; and preparation of patient for 

discharge. 

Priorities for Improvement -Consistency of Patients Experience (HASHPS) 

The priorities to improve the patient experience based on the consistency of care 

provided by the hospital include nurses listening to patients and information regarding 

medicine and symptom control at home.  

1.4.1 ACCOUNTABILITY of the MULITIDISIPLINARY TEAM 

Previous research highlights that failure in communication, high workloads amongst 

RNs, a lack of trained employees, role confusion, and collaboration between the MDT, 

when preparing patients for discharge is standard practice (Al-Rawajfah, Aloush & 

Hewitt 2015; Armor, Wight & Carter 2016; Nosbusch, Weiss & Bobay 2011; Oh 2017; 

Okoniewska et al. 2015). Combined with changes in the healthcare system that 

include shorter length of stays for surgical procedures and an increasing ageing 

population contribute to adding pressures on the MDT to meet patient’s needs. These 

factors impact on the time available for MDTs to prepare patients for discharge 

effectively (Coffey & McCarthy 2013). Initiatives implemented by hospitals to assist 

with improving patient preparation for discharge include introducing discharge 
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planners and advanced care practitioner roles (Berger, Cross & Sanders 2016; Cowley, 

Cooper & Goldberg 2016; Lin et al. 2005); discharge screening tools and models 

(Eardley & Kamalanathan 2015; Graham, Gallagher & Bothe 2013; Lees-Deutsch & 

Robinson 2019; Lisby et al. 2019; Trembly 2013), education and training of staff in 

discharge planning (Greysen et al. 2012) and embracing information technology 

solutions such as electronic whiteboards (Goldman et al. 2018; Goyal et al. 2020; 

Wood & Wood 2015). 

Previous research provide evidence regarding the importance of patients being 

adequately prepared and ready for discharge (Knier et al. 2015; Weiss et al. 2007). 

Moreover, patient perception of readiness for discharge may differ from the 

healthcare professional (Weiss et al. 2007). Identification of the signs of readiness or 

lack of readiness is important for indicating appropriate timing of discharge and post-

discharge follow-up needs (Weiss et al. 2007; Zakzesky et al. 2015). However, 

capturing how patients feel during their transition home is an avenue Zakzesky et al. 

(2015) argue requires further focus and research. Their study indicated MDT rounding 

was a process involving clinicians and care providers from different specialties meeting 

to discuss and coordinate patient care, make decisions, and manage responsibilities. 

Zakzesky et al. (2015) claim in their study, participants acknowledged timelines, 

communication, social support as helpful i.e., bridges to facilitating the discharge 

process, whilst medical setbacks and poor and infrequent communication as factors 

inhibiting discharge i.e., barriers.  

The study hospital has embraced strategies to assist the MDT when preparing patients 

for discharge that include having a designated nurse-led discharge planning team. The 

focus of the discharge planning team is to oversee the discharge planning of patients 

for the hospital of those patients identified of having complex needs by the MDT. 

Identification of patient’s complexities by the MDT include those patients who have 

increased health and social care needs, or a change of residence or funding issues. 

Examples of support required at home include community nurse for wound 

management; administration of intra venous medication; community service provider 

to assist with patient’s personal hygiene needs at home; and temporary or permanent 

arrangements for patients requiring respite or permanent care in an aged care facility.  
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Furthermore, the hospital uses a purpose-built hospital intranet system for 

documentation. Patients clinical assessments are completed in this system by RNs. 

These clinical assessments include allergy alerts, clinical risks, and discharge 

assessments. The RNs indicated they needed a framework to assist them with their 

approach to planning patient’s discharge. This resulted in a discharge assessment tool 

development eight years ago by the researcher, clinical nurse educator and registered 

nurses (RNs). The assessment creates an opportunity for patients to seek clarification 

and ask questions regarding ongoing care needs at home, when to follow up with their 

surgeon and GP, and to discuss their medications, especially any new medications that 

may have started during their admission into hospital. Additionally, other strategies 

employed to assist the MDT by the study hospital include MDT rounding and the use 

of communication boards in the clinical areas. It is necessary to clarify here the focus 

of the data collection in this research was from one clinical area in the study hospital.  

The clinical area is a thirty-six-bed ward with an emphasis on urology, breast surgery, 

geriatric medicine, and ophthalmology. During the redevelopment of the study 

hospital that occurred during the data collection stages in this research, bed 

occupancy in the clinical area was affected by bed closures. Consequently, on a daily 

basis approximately ten to fifteen beds were not operational. The MDT consisted of 

registered nurses (RNs), allied health and Visiting Medical Officers (VMOs) who 

participated in the surveys, focus group and PDSA cycles in this research and are 

healthcare professionals who work in this clinical area permanently. All data collected 

in this research was from within this clinical area using the same group of healthcare 

professionals.  

Shortfalls in the discharge planning process and initiatives to address how MDTs 

prepare and streamline patients for discharge has been outlined. The arguments and 

evidence presented above provide testimony that discharge planning is a problematic 

and continuous process. As indicated in previous research the process begins early in 

the patient’s admission and continues well after the patient is discharged home 

(Gonçalves‐Bradley et al. 2016; Halasyamani et al. 2006; Robeznieks 2017; Scotten et 

al. 2015; Shepperd et al. 2013). Nevertheless, attempting to identify what are the 
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barriers impacting on the MDTs behaviour and understanding how the MDT 

collaborate with each other to improve patients discharge preparation in the study 

hospital is essential. As the hospital used in this research consistently identify this area 

as an improvement priority.  

1.5 CONTRIBUTION TO KNOWLEDEGE 

Exploring and understanding what factors inhibit the MDT working collaboratively to 

streamline patients discharge home is important. As these factors impact both 

positively and negatively on the patient discharge experience. Particularly at a hospital 

that has a designated team managing the discharge planning of patients.  

As a whole, the results of the patient’s experiences surveys for the hospital have been 

consistently poor. The results suggest patients and their families would like to be 

included in decisions regarding treatment and discharge preparation. Furthermore, 

patients would like to receive timely information from the MDT to enhance their 

perception to managing their own care at home. As having timely knowledge about 

their condition ensures patients feel better prepared for discharge. Focusing on the 

MDTs actions and behaviours when involved in the discharge process at the study 

hospital may unveil specific factors that can be addresses in this research.  

The actions and behaviours of the MDT is examined using an Improvement Science 

Framework focusing on current barriers and improvement ideas identified by the MDT 

when preparing patients for discharge home. Employing a two-phase approach (as 

described in section 1.3.3) is important in studying the multifaceted problem of 

improving the MDT’s approach to streamlining patient’s discharge. As this allows the 

researcher to systematically identify issues identified by the MDT and the barriers 

encountered. Furthermore, there is a need for nurse led research to integrate patient 

safety and enhance patient discharge preparation and experience by incorporating the 

principles of quality improvement (Crowl et al. 2015; Flynn et al. 2017; Rapport et al. 

2019; Salmond & Echevarria 2017; Waniga et al. 2016).  
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1.6 THE CANDIDATE 

My interest in discharge planning has developed over twenty-two years afforded by 

opportunities to work in hospitals and in the community in senior roles. My 

candidature commenced in December 2016 when I was the Nurse Manager for the 

discharge planning team. This is a role that I have worked in for 20 years in the 

hospital. At the start of my candidature, the team comprised of discharge planners 

and social worker.  

A hospital wide organisational restructure occurred in July 2018 resulting in my role 

changing to encompass managerial responsibility for the post discharge phone calls to 

patients, Clinical Nurse Consultants (CNC) for breast care, stomal therapy/palliative 

care and wound care. A second hospital wide organisational restructure occurred in 

July 2019 which resulted in my job role changing again to include the preadmission 

centre as well as all previous areas. My title changed to the Nurse Manager 

Continuum of Care. These roles focus on managing teams and ensuring patients and 

their families are prepared appropriately to return home, transferred to other 

hospitals or aged care facilities.  

In 2013 the hospital established a partnership with the University of Tasmania (UTAS) 

to develop a Doctor of Health pathway for healthcare professionals to provide a 

professional development opportunity for its nursing workforce that focused on work 

related challenges. Working in an environment and leading a team that impacts on 

patients experience where patient comments feed into the hospital overall ratings, 

presents opportunities for research. It is vital for RNs to take lead roles in quality 

improvement initiatives (Flynn et al. 2017). Adding value to our practice by enhancing 

our clinical ability and knowledge is paramount (Flynn et al. 2017). Undertaking the 

Doctor of Health pathway lay the foundation for me to use theory to gain new 

knowledge in my workplace to support my practice (Boud et al. 2018; Danielsen 2017; 

Walker et al. 2016). The Doctor of Health was a good fit for me as the pathway was an 

excellent alternative to a PhD, permitting me to focus on workplace challenges 

methodically. 
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Improvement Science and Quality Improvement are closely linked and positioning this 

research within these two paradigms is appropriate. The flexibility and adaptability of 

the methods used was particularly useful when examining the behaviours and actions 

of the MDT who were involved in the discharge process. The complexities associated 

in healthcare globally, for example an ageing population, appropriate management of 

hospitals length of stay and budgetary requirements, give rise to MDTs focusing on 

obtaining new knowledge to support and enhance their clinical practices to provide 

safe, efficient, and evidence-based care to patients. The Doctor of Health pathway 

facilitated to create new knowledge that can be used by healthcare organisations and 

professionals when preparing patients for discharge. 

The hospital commenced a $172 million hospital wide redevelopment project in 2016 

and the Executive team at the hospital, who primarily supported this research, were 

replaced by a new Executive team. This was a sixth month process that occurred from 

January 2018 to June 2018. The first stage data collection (section 4.2) for this 

research commenced in March 2018. The redevelopment was ongoing throughout the 

data collection phase of this research. Whilst organisational changes are required 

periodically due to the rapidly changing healthcare environment, restructurings and 

mergers can cause higher levels of job stressors and demands. This may include 

uncertainty about how the change will affect clinicians/staff role i.e., unclear 

expectations and role ambiguity. Healthcare change is seldom directly 

straightforward. Thus proposed changes need to offer demonstrable benefits of 

interest to staff and the change approach must be interactive and inclusive (Iles & 

Sutherland 2001). 

1.7 STRUCTURE of the THESIS 

This thesis consists of the following seven chapters: 

Chapter One  Introduction-the current chapter. 

 
Chapter Two Provides a review of the literature with a specific focus on 

instructions provided to patients by the MDT regarding care at 
home, help arranging home care services and preparation 
throughout their stay for discharge. The aim is to identify barriers 
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and opportunities for improvement from the MDT perspective, 
associated with the discharge planning process. 

 
Chapter Three Presents the theoretical framework and methods applied to 

address the research question. The methodology chosen was 
informed by the complexities and challenges surrounding the 
discharge planning process as outlined in Chapter One. 

 

Chapter Four Illustrates the data collected in the Exploratory Phase: the 
online survey and focus group to address the sub-questions of 
this research. The chapter outlines themes identified and how 
they were defined. These themes underpinned the strategies 
that were tested within the Improvement Phase (Chapter 5) and 
discussions surrounding the themes, are laid out supported by 
previous research. 

Chapter Five Portrays the Improvement Phase of the research. The data 
collected through the online survey and focus group and the 
themes identified from the Exploratory Phase were outlined and 
explored in Chapter 4. These themes are used to underpin 
strategies tested within the Improvement Phase and present 
how the results of each PDSA cycle informed the strategy to be 
tested in the following cycle.  

 
Chapter Six Provides a discussion of the findings and analysis outlined in 

Chapter 4 and Chapter 5 and relationship of the key findings to 
previous research. 

 

Chapter Seven Conclusion outlines the strengths and limitations of this 
research and recommendations for further research. 

1.8 CHAPTER SUMMARY 

Chapter One has provided the background to the research domain and provided 

context for the research problem. The chapter highlights the issues encountered when 

the discharge planning process fails and the bridges and barriers that must be 

overcome to address the challenges. Furthermore, this chapter has outlined 

organisational changes and role restructured within the private hospital which 

presented unforeseen challenges during this research. 

The next chapter provides a review of the literature with a specific focus on 

instructions provided to patients by the MDT regarding care at home, help arranging 

home care services and preparation throughout their stay for discharge. The aim is to 
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understand how the MDT can work collaboratively to streamline patients discharge 

and to identify barriers and opportunities for improvement associated with the 

discharge planning process. Strategies identified in previous research to assist MDTs to 

work collaboratively to streamline patients discharge to improve patients discharge 

experience was identified as an important focus. 
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CHAPTER TWO LITERATURE REVIEW 

2.1 INTRODUCTION 

An exploration of the existing research regarding hospital discharge planning 

processes from the viewpoint of the multidisciplinary team (MDT) provides the 

essence of this literature review chapter. Determining processes, factors and barriers 

impacting the MDT when preparing patients discharge is a key focus. The aim of this 

research is to understand the discharge planning process and the factors that impact 

the MDT when working in a private hospital in order to proactively streamline the 

patient discharge. Developing new knowledge and insights into MDT behaviours and 

strategies identified by the MDT to enable improvement is fundamental. The initial 

review of the literature was conducted in late 2016 and examined literature from the 

period 2006 to 2015. An updated literature review was performed in April 2021 to 

include additional studies published between 2016 to2021.  

Chapter Two presents the literature review in the following sections: 

Section 2.1 provides an introduction and presents the techniques used and outcomes 

of the initial literature review performed in 2016. 

Section 22 offers a synthesis and discussion of the literature under key headings.  

Section 2.3 outlines the gaps in the previous research review performed in 2016. 

Section 2.4 presents a synthesis and discussion of the additional relevant research 

published between 2016 to 2021. 

Section 2.5 provides a summary of the gaps identified and offers a conclusion.  

2.1.1 RESULTS 

The initial search was conducted in August 2016 and 1132 articles were identified 

within the databases (see Figure 3 below). 543 articles were excluded after being 

filtered for eligibility criteria. Such as children, published prior to 2006 and if the 

article was not written in English.  
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There were 482 articles excluded as they were not related to the literature review 

question or were duplicates. Between August and October 2016, 117 articles were 

read in full to determine whether they would be included in the literature review 

based on relevance to the research question. 69 articles were discarded as they were 

not related to the research question, for example, transfer of care from one clinical 

area to another e.g., from ICU to ward; transfer to aged care facilities e.g., patients 

transferred from acute care to temporary accommodation; and community 

pharmacies e.g., community pharmacist role with patients in aged care facilities (see 

Figure 3 below). 

 
Figure 3 Search Strategy 2016 
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39 articles (see Table 29 in Appendix A) were selected to be included in the intial 

literature review. Review and data extraction, including an analysis of the main 

themes, research methods and findings was undertaken, and these are stated in the 

next paragraph and presented in Table 29 located in Appendix A.  

Of the 39 articles one used an evidence-based standardized approach (McLeod-

Sordjan 2011); one used a decision-making model (Eardley & Kamalanathan 2015);one 

used a comparative design (Bobay et al. 2010); one used a correlational prospective 

design (Weiss et al. 2007); four used a cross-sectional study design (Almborg et al. 

2009a; Almborg et al. 2009b; Flacker, Park & Sims 2007; Morris 2012) four used a 

qualitative design using focus groups (Acher et al. 2015; Choi 2013; Olsen et al. 2013; 

Wong et al. 2011); five used a qualitative design using interviews (Coleman et al. 2013; 

Digby & Bloomer 2014; Greysen et al. 2012; Knight et al. 2013; Schuller et al. 2013); 1 

used a qualitative design using thematic analysis (Okoniewska et al. 2015);one used a 

qualitative design using interviews (Lindhardt, Hallberg & Poulsen 2008); three were 

literature reviews (Bauer et al. 2009; Kripalani et al. 2007; Nosbusch, Weiss & Bobay 

2011); one used a mixed-method design (focus groups and questionnaires) (Hesselink 

et al. 2012); one used an open prospective two-phased design (Hohmann et al. 2014); 

four used a quantitative descriptive design;(Brent & Coffey 2013; Coffey & McCarthy 

2013; Graham, Gallagher & Bothe 2013; Vat et al. 2015) two used a qualitative design 

using questionnaires (Knier et al. 2015; Zakzesky et al. 2015); five were quality 

improvements (Choi 2011; Handley 2009; Kennedy et al. 2013; Strong & Bettin 2015; 

Trembly 2013); and three were randomised control trials (Shepperd et al. 2013; Shyu 

et al. 2008; Wong et al. 2014). (see Table 29 in Appendix A).  

The literature review identified that the majority of the existing research used single 

design methodologies with only one study using a mixed-method design and five used 

quality improvement initiatives. Of the five articles that used quality improvement 

strategies, two focused on tool developments (Choi 2011; Trembly 2013), one focused 

on implementing post discharge phone calls to patients who were discharged home 

(Handley 2009); one focused on introducing a patient centred initiative aimed at 

improving patients journey throughout their hospital admission and discharge 

preparation (Strong & Bettin 2015); and one focused on using plan-do-study act cycles 
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aimed to improve patient satisfaction (Kennedy et al. 2013). In 32 of the identified 

literature, the study setting was in an acute hospital. The remainder of study settings 

were an emergency department (one study); medical centres (two studies); a regional 

hospital (one study); a geriatric management facility (one study); and two 

rehabilitation facilities. There were no studies identified that were conducted in a 

private hospital. 

Of the 39 literature review articles featured in the intial search, only eight studies had 

members of the MDT as study particpants as the focus (Graham, Gallagher & Bothe 

2013; Greysen et al. 2012; Hesselink et al. 2012; Okoniewska et al. 2015; Olsen et al. 

2013; Schuller et al. 2013; Wong et al. 2011). The smallest sample size consisted of 

eight healthcare workers that is six RNs and two auxillary nurses (Lindhardt, Hallberg 

& Poulsen 2008). The largest study invited 461 registered nurses to be included, 

although the response rate was low with only 137 surveys returned (Morris 2012). 

Though, results indicate inadequate staffing levels, poor liaision with community 

service provders, poor planning and poor communication by the MDT were the main 

barriers identified impacting on effectively planning the discharge of patients (Morris 

2012). The low response rate can be an indication that this area requires further 

exploration. 

2.1.2 SEARCH METHOD  

To identify previous research a keyword search using a range of common health and 

medicine databases were conducted. The databases searched included: Cumulative 

Index of Nursing and Allied Health Literature (CINAHL), Pub Med, Web of Science and 

Scopus. The keywords ‘discharge planning’ or ‘transfer of care’; and ‘patient 

satisfaction’ or ‘patient experience’ were used. Filters were added to exclude papers 

published prior to 2006, those focused on children and not in English. The criteria for 

articles to be included in the literature search were articles that were published 

research articles, and focused on instructions in regards to patients care at home; help 

arranging home care services and preparation throughout their stay for discharge. 
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2.2 SYNTHESIS OF PREVIOUS RESEARCH 

The following sections outline and describe the findings of the reviewed research 

studies. Key themes include strategies to streamline patient discharge between the 

MDT; disjointed MDT communication; and involving patients and family in discharge 

planning discussions. Barriers and opportunities are identified for improvement and 

gaps in the literarure highlighted. 

2.2.1 HELP ARRANGING HOME CARE SERVICES 

Six out of the 35 studies looked at patients’ help arranging home care services (see 

Appendix A Table 30). The research findings suggest improving communication 

between the MDT and patients, improving discharge education teaching skills and 

techniques provided by the MDT to patients may assist with improving the discharge 

planning process. For example, six studies (Choi 2013; Flacker, Park & Sims 2007; 

Hohmann et al. 2014; McLeod-Sordjan 2011; Olsen et al. 2013; Weiss et al. 2007) 

identified poor communication and poor documentation as factors impacting on 

patients related to arranging help at home.  

Six studies discussed strategies implemented to address how the MDT approach 

discharge planning to identify if patients require help at home. Strategies included 

providing adequate resources for the MDT and addressing their educational 

requirements. The evidence suggests these areas require further research (Kennedy et 

al. 2013; Kripalani et al. 2007; Olsen et al. 2013; Weiss et al. 2007). Addressing these 

barriers by using different approaches that are supported by adequate resources, 

clear missions and responsibilities and policies may impact positively on patients 

discharge outcomes. Additionally, further research that included a deep dive to 

establish a better understanding of MDT behaviours, language and phrases used as 

well as information exchange processes provided to patients when preparing for 

discharge was identified (Coleman et al. 2013; Handley 2009; Hesselink et al. 2012; 

Olsen et al. 2013) (see help arranging home care services references in Table 30 in 

Appendix A). 
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2.2.2 PATIENTS PREPARATION for DISCHARGE 

21 of the 39 studies explored patients’ preparation occurring throughout their stay for 

discharge (see patients preparation for discharge references in Table 31 in Appendix 

A). 

Seven studies used a quantitative design (Brent & Coffey 2013; Coffey & McCarthy 

2013; Digby & Bloomer 2014; Knier et al. 2015; Okoniewska et al. 2015; Vat et al. 

2015; Zakzesky et al. 2015); one study used a comparative design (Bobay et al. 2010), 

three articles reviewed the literature related to discharge planning from hospital to 

home (Bauer et al. 2009; Nosbusch, Weiss & Bobay 2011; Shepperd et al. 2013) one 

study used a randomised controlled trial (Shyu et al. 2008); two used cross sectional 

study designs (Almborg et al. 2009b; Morris 2012); one study used nested panel data 

(Weiss, Yakusheva & Bobay 2011); one study was quality improvement (Strong & 

Bettin 2015); one study used a mixed method approach (Acher et al. 2015); one study 

was a tool development (Trembly 2013) one study used in-depth interviews (Greysen 

et al. 2012) and two studies uses a descriptive design (Graham, Gallagher & Bothe 

2013; Lindhardt, Hallberg & Poulsen 2008). There were no studies identified that used 

a mixed-method design underpinned by an Improvement Science Framework. 

The findings suggests patients and their families require the MDT to be more involved 

in the discharge process (Almborg et al. 2009a; Bauer et al. 2009; Brent & Coffey 2013; 

Coffey & McCarthy 2013; Shyu et al. 2008). The MDT must use strategies to engage 

patients and families to alleviate carer stress and burden (Bauer et al. 2009; Brent & 

Coffey 2013; Coffey & McCarthy 2013; Digby & Bloomer 2014; Shyu et al. 2008). 

Additionally, RNs require greater support, resources, and education to prepare 

patients effectively for discharge (Bobay et al. 2010; Graham, Gallagher & Bothe 2013; 

Knier et al. 2015; Lindhardt, Hallberg & Poulsen 2008; Morris 2012; Vat et al. 2015).  

Interestingly RNs are caught in a compromised position between their professional 

values and hospital processes. A lack of time by RNs due to prioritising medical tasks 

was an essential barrier to RNs allocating time to discuss issues with family members 

or carers (Lindhardt, Hallberg & Poulsen 2008). This was because RNs were treating 

patients medically. Specifically the medical model is given a higher status in hospitals 
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compared to the nursing model used in the nursing profession (Lindhardt, Hallberg & 

Poulsen 2008). When RNs are approached by patient’s family members for help and 

advice related to discharge planning, RNs are sometimes conflicted to respond 

appropriately to family members. A contributary factor is that the RNs clinical 

workload and practices impact on a timely and suitable response (Lindhardt, Hallberg 

& Poulsen 2008). So, RNs avoid relatives so that they can cope with the stress of 

managing their workload (Lindhardt, Hallberg & Poulsen 2008). Hospital processes are 

focused on patient flow and bed management that compromise RNs being able to 

collaborate effectively with patients and their families to address discharge planning 

issues. This unconscious response by RNs impact on how well the patient is prepared 

for going home (Lindhardt, Hallberg & Poulsen 2008). The limitation of this study is 

that the sample size was small (eight healthcare workers), so results indicate more 

research is needed in this area.  

Evidence exists to suggest further study is required to examine the role of doctors and 

their behaviour in the discharge planning process (Greysen et al. 2012; Weiss, 

Yakusheva & Bobay 2011). Focusing on imbedding the practice of preparing patients 

for discharge home into hospital policies, systems, and frameworks is essential 

(Almborg et al. 2009b; Greysen et al. 2012; Morris 2012; Nosbusch, Weiss & Bobay 

2011; Shepperd et al. 2013; Strong & Bettin 2015; Weiss, Yakusheva & Bobay 2011). 

(See patient’s preparation for discharge references in Table 31 in Appendix A). 

2.2.3 INSTRUCTIONS in REGARD to CARE at HOME 

There are three studies which related to instructions in regard to care at home. 

Importantly this theme is strongly linked to how patients perceive their preparation 

for transitioning to home and the help provided to arranging home care services by 

the MDT. Gaps identified for future research in this area include exploring strategies 

to evaluate the efficacy of discharge instructions and how they are delivered by the 

MDT. However, just as important, exploring how discharge instructions are received 

by patients and their families (Choi 2011; Kennedy et al. 2013; Kripalani et al. 2007) is 

an additional focus area (see instructions in regard to care at home references in Table 

31 in Appendix A). 



30 
 

2.2.4 MULTIDISIPLINARY TEAM COMMUNICATION 

A recurring barrier identified when reviewing previous research is the breakdown in 

communication between members of the MDT and the impact of this on effective 

discharge planning (Choi 2013; Coffey & McCarthy 2013; Graham, Gallagher & Bothe 

2013; Greysen et al. 2012; Hesselink et al. 2012; Hohmann et al. 2014; Kennedy et al. 

2013; Lindhardt, Hallberg & Poulsen 2008; McLeod-Sordjan 2011; Morris 2012; 

Nosbusch, Weiss & Bobay 2011; Okoniewska et al. 2015; Olsen et al. 2013; Strong & 

Bettin 2015; Weiss et al. 2007; Zakzesky et al. 2015). The barrier of ineffective 

communication between the MDT, patients, and their families, underpins patients 

reporting they do not feel adequately prepared for discharge. More importantly, this 

barrier underpins the uncoordinated discharge process outlined in the previous 

research. The failure of the MDT to communicate effectively impacts patient safety 

and may have adverse events which in turn impact on hospital financial and 

operational processes.  

The evidence suggest this breakdown in communication relates to issues involving the 

MDT approaches to discharge planning that include time constraints, ineffective 

discharge education and teaching provided by the MDT to patients (Coffey & 

McCarthy 2013; Nosbusch, Weiss & Bobay 2011). Further barriers identified that 

inhibit MDTs to collaborate effectively to streamline patients discharge include role 

confusion, inadequate resources and a lack of family involvement when preparing 

patients for discharge (Coffey & McCarthy 2013; Graham, Gallagher & Bothe 2013; 

Greysen et al. 2012; Hesselink et al. 2012; Kennedy et al. 2013; Lindhardt, Hallberg & 

Poulsen 2008; Nosbusch, Weiss & Bobay 2011; Okoniewska et al. 2015; Weiss et al. 

2007; Zakzesky et al. 2015). Previous research also indicate that hospital systems and 

processes (Acher et al. 2015; Bobay et al. 2010; Brent & Coffey 2013; Eardley & 

Kamalanathan 2015; Knier et al. 2015; Weiss et al. 2007) and health literacy (Choi 

2011, 2013; Coleman et al. 2013; McLeod-Sordjan 2011) also impact on how well 

MDTs proactively streamline patients discharge preparation. 

As indicated above MDTs fail to communicate effectively when involved in the 

discharge process. The following section presents previous research that highlights 
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how disjointed communication between MDTs impacts negatively on patients 

discharge experience. Disjointed communication is identified as a barrier that impacts 

MDTs clinical practice both consciously and unconsciously working collaboratively 

when preparing patients for discharge home. Previous research that focuses on 

quality improvement are discussed as these types of initiatives as indicated in section 

1.2, promote safety for patients who are discharging home. 

2.2.5 QUALITY IMPROVEMENT  

Five studies were quality improvement initiatives which focused on improving 

discharge information provided to patients (Choi 2011; Handley 2009; Kennedy et al. 

2013; Strong & Bettin 2015; Trembly 2013). The Plan-Do-Act-Study-Cycle (PDSA) 

framework was used by Kennedy et al. (2013) to implement a quality improvement 

project to improve patient satisfaction. PDSA cycles were used because RNs reported 

increased satisfaction and engagement when they participated in proposing 

improvements or changes and when the improved outcomes were noticed 

immediately (Kennedy et al. 2013). As demonstrated in Kennedy et al. (2013) study, 

RNs reported that they had increased engagement when they were involved in PDSA 

cycles, so this point was a strong precursor for adopting PDSA cycles in this thesis. As 

having robust stakeholder engagement when embarking on quality improvement 

research encourage positive outcomes.  

Kennedy et al.’s (2013) study took place in a 28-bed inpatient surgical-vascular unit in 

a 461-bed hospital in the United States of America (USA). The study was divided into 

three cycles of interventions based on staff suggestions which were the effects of a 

nurse manager patient rounding (PDSA Cycle 1), discharge telephone calls (PDSA Cycle 

2) and improved discharge teaching skills concerning patients rating of their care 

(PDSA Cycle 3). Following implementation of the latter, the Hospital experienced an 

increased in their Hospital Consumer Assessment of Healthcare Providers and Systems 

(HICAPS) survey scores. Kennedy et al. (2013) argue that introducing a nurse manager 

participating in rounding in inpatient units, in addition to the clinical nurses rounding 

increased patient satisfaction. Any issues or compliments voiced by patients to the 

nurse manager during the rounding could be communicated back to the team. During 
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a PDSA cycle change, a patient advocate was recruited as patients advised they felt 

more comfortable discussing their concerns with a non-clinical and a less senior 

person. Patients in this study perceived the non-clinical staff to be more objective. 

However, from the nurse managers’ perspective, having established relationships with 

patients prior to any negative feedback, assisted with issues being dealt with in a 

positive way.  

A post discharge phone call was the second cycle in this study (Kennedy et al. 2013). 

During the three-month implementation phase, 316 patients were contacted within 

forty-eight hours of going home. 234 patients were included in this study, as other 

participants were not included due to an inability to speak to the patient directly (the 

phone was cut off and messages were left but not returned). Questions surrounded 

medications, clinical outcomes, and service improvements were posed. Patient 

feedback included advice that the phone call took too long to get through and that the 

questions in the phone call felt impersonal. As a result, staff revised the script 

following input from the MDT. The new script was short, succinct, and less formal and 

survey scores reflected the change in script and that this produced a positive outcome 

from the patient perspective. 

The third PDSA cycle looked at the quality of discharge instructions and how to 

introduce improvements. The Hospital adopted an online program to help provide 

educational material that was disease specific which could be given to patients. 

Folders were developed including information sheets as well as information related to 

the ward and the information were given to patients on admission. The information 

sheet was used as a framework for teaching the patients and reprinted as new 

diagnoses were identified for the patient. The Hospitals Training and Organisation 

Department was responsible for educating the RNs on how to use the ‘Teach-Back’ 

and ‘Ask-Me-3’ techniques which were designed to enhance teaching capabilities 

(Kennedy et al. 2013). Those staff members that were identified to have limited 

teaching skills were provided with mentors and coached to improve their teaching 

skills. The quality of the discharge teaching was evaluated through the post discharge 

phone calls. Results revealed patients reported they did not understand their 
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discharge instructions in relation to experiences of constipation and generally not 

knowing what to do when they were home.  

Kennedy et al. (2013) argue these issues could have been related to factors such as 

patients’ literacy level, cognition, or lack of family support. Overall results for this 

study indicate patient’s satisfaction scores increased in relation to their ‘overall quality 

of care’. Staff were motivated and engaged in the process as results were circulated 

from the HICAPs survey fortnightly (Kennedy et al. 2013). Moreover, staff were even 

more driven when results dropped in any given fortnight. Hence improving the results 

for the following fortnight became their focus. Thus, having a feedback mechanism for 

the MDT to keep them continually engaged in the improvement process was an 

approach used in this thesis.  

Strong and Bettin (2015) study focused on a hospital’s initiative to improve patient 

discharge satisfaction. This involved examining the development and use of a patients 

‘Journey to Discharge’ concept. This quality improvement initiative proved positive 

with enhancing patient experience specifically related to the discharge questions in 

Press Ganey. Strong and Bettin (2015) claim to engage patients in their perception of 

readiness for discharge, the RNs provide patients with contact details of their hospital 

treatment team as well as contact details for resources in the community. This was a 

similar approach used in PDSA cycle 2 of Kennedy et al. (2013) study. Results indicated 

that there was an improved and consistent communication between patients and 

clinicians and that patients felt adequately prepared for their discharge home 

(Kennedy et al. 2013; Strong & Bettin 2015).  

Nevertheless, capturing how patients feel during their transition home is an avenue 

Zakzesky et al. (2015) argue requires further attention. Focusing on how the MDTs 

approach patients discharge preparation as a team is central to this thesis. Using a 

related strategy adopted in Kennedy et al. (2013) of nurse manager rounding, 

Zakzesky et al. (2015) qualitative descriptive design study indicated MDT rounding was 

a process involving clinicians and care providers from different specialties meeting to 

discuss, coordinate patient care, make decisions, and manage responsibilities. 

Zakzesky et al. (2015) claim in their study, participants acknowledged timelines, 
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communication, social support as bridges to facilitating the discharge process. Whilst 

medical setbacks and poor and infrequent communication as inhibiting discharge and 

a barrier to facilitating the discharge process.  

Furthermore, existing evidence suggests patients accept discharge instructions and 

information related to their ongoing care needs when it is provided to them by 

doctors without questioning the doctors if they have any concerns (Kennedy et al. 

2013). Doctors may not confirm with patients if they fully understand the information 

provided. Consequently RNs must have some awareness of patients reluctancy to 

question conflicts with information provided to them (Kennedy et al. 2013). This line 

of argument supports the need to focus on studying the role of doctors and their 

behaviour and practices as well as the MDT as a whole in the discharge planning 

process and the efficacy of discharge instructions (Greysen et al. 2012; Hesselink et al. 

2012; Kennedy et al. 2013; Nosbusch, Weiss & Bobay 2011; Okoniewska et al. 2015; 

Weiss et al. 2007).  

2.2.6 DISCHARGE APPROACHES and the MULTIDISIPLINARY TEAM  

Failure in communication, high workloads amongst RNs, a lack of trained employees, 

role confusion, and collaboration between the MDT, when preparing patients for 

discharge is standard practice and requires further study (Coffey & McCarthy 2013; 

Graham, Gallagher & Bothe 2013; Greysen et al. 2012; Hesselink et al. 2012; 

Lindhardt, Hallberg & Poulsen 2008; Nosbusch, Weiss & Bobay 2011; Weiss et al. 

2007). For example, Hesselink et al. (2012) argues the timing of information received 

by patients General Practitioners (GPs) was poor, specifically relating to ongoing 

medication management. This study is emphasized as the mixed method design used 

is a similar design used in this thesis i.e., focus group and surveys and a large 

proportion of the study participants were members of the MDT.  

Hesselink et al. (2012) study included eight patients, and 344 MDT from the hospital 

and from the community, such as hospital doctors, RNs (hospital and community) and 

GPs. Their mixed-method approach study using questionnaires and focus groups 

focused to detect barriers experienced and perceived at discharge by specialists, RNs, 

patients, and relatives. Questionnaires developed were based on focus group 
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interviews with hospital and community care providers and individual interviews with 

patients and relatives. Additionally, surveys were conducted among patients, family 

and related RNs and specialist from hospital and community care. Results suggested 

there was a lack of effective communication between all the relevant stakeholders, 

mainly the hospital MDT and community GPs and community nurses.  

The breakdown in communication related to limited understanding and knowledge by 

the hospital MDT of community processes that must be implemented in relation to 

ongoing care and treatment of patients in their home. Additionally, handover of 

relevant and timely discharge information between the hospital and community 

clinicians was poor. This was particularly related to ongoing medication management; 

care support from hospital to community; ongoing care requirements at home; a lack 

of adequate information about follow-up treatment given to the patient and/or family 

and an inappropriate time frame for receiving information from the hospital to the 

clinical community teams. Moreover, a lack of effective communication demonstrated 

by primarily the hospital MDT in regard to providing timely discharge information to 

their community counterparts was related to a lack of time, professional attitudes, 

and a disjointed organisation handover process (Hesselink et al. 2012; Lindhardt, 

Hallberg & Poulsen 2008). MDT communication and uncoordinated discharge planning 

process is evident in the research.  

Improvement strategies to enhance communication between hospital MDT and 

community teams must become a focus area as the behaviours and actions of the 

MDT impact their ability to effectively streamline patients discharge preparations in a 

proactive manner. Subsequently this behaviour and actions by the MDT may give rise 

to ineffective and unsafe discharge outcomes for patients. A direct link to this theme is 

the perception a lack of role clarity by the RNs and a lack of resources available to the 

MDT and may contribute to post hospital adverse events and hospitals readmissions 

for patients (Hesselink et al. 2012; Nosbusch, Weiss & Bobay 2011; Okoniewska et al. 

2015).  

Nosbusch, Weiss and Bobay (2011) in their integrated review of the literature 

identified seven themes contributing to acute care RNs encountering ‘significant 
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barriers’ while providing discharge related care to their patients. These themes 

included communication, knowledge, role confusion and lack of integrated systems 

and structures (Nosbusch, Weiss & Bobay 2011). Similarly, Graham, Gallagher and 

Bothe (2013) identified that a lack of time and not prioritising the process of discharge 

planning impacted on the RN’s ability to effectively communicate with patients and 

their families in relation to their discharge needs. 

Studies imply themes identified are interrelated (Graham, Gallagher & Bothe 2013; 

Hesselink et al. 2012; Nosbusch, Weiss & Bobay 2011; Okoniewska et al. 2015). For 

example, RNs appear to communicate key discharge planning information and 

problem-solving discussions confidently with allied health professionals. However, 

discharge discussions with doctors were impacted by the RN’s lack of confidence with 

leading these types of discussions with doctors. So interdisciplinary communication 

was negatively affected by power differentials as well as effective discharge 

coordination processes (Nosbusch, Weiss & Bobay 2011). Likewise, ineffective 

communication of hospital discharge instructions may have significant implications for 

future health, function, and quality of life.  

There are gaps in communication between the MDT and patients and their family and 

between the MDT in hospitals and in the community (Hesselink et al. 2012). Not only 

are patients not understanding their discharge information, but they also don’t even 

remember receiving it (Flacker, Park & Sims 2007). The evidence implies patients feel 

rushed, stressed and not in the right frame of mind when receiving discharge 

information. Additionally, the discharge information does not address patients specific 

needs (Acher et al. 2015; Hesselink et al. 2012; Kennedy et al. 2013; Vat et al. 2015).  

Focusing on discharge needs and preferences of patients and their family could 

potentially improve communication between the MDT. Studies suggest poor 

communication between the hospital teams could be improved with the 

implementation of a discharge planning role that could facilitate the discharge process 

(Lindhardt, Hallberg & Poulsen 2008; Nosbusch, Weiss & Bobay 2011; Okoniewska et 

al. 2015). Having a key person coordinating the discharge planning of patients has 

demonstrated improved outcomes related to patient experience (Digby & Bloomer 
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2014). However, this area requires further exploration as the sample size in Digby and 

Bloomer (2014) qualitative descriptive design study using semi-structured interviews 

was small (eight family members). 

 

2.2.7 A LACK OF FAMILY INVOLVEMENT and PATIENT READINESS for 
DISCHARGE 

Lack of family involvement with patients discharge planning impacting on how 

patients report on their discharge experience is apparent. Families expressed 

frustration, stress, lack of knowledge and education when faced with patients 

impending discharge home. Additionally, families’ lack of participation in patients goal 

setting for discharge home and identifying patient’s needs occurred without any of 

their input (Almborg et al. 2009a; Bauer et al. 2009). MDTs indicated the quality of the 

discharge education provided was rushed due to time constraints, which in turn did 

not provide an opportunity to include family members and allow time for questions 

from patients (Acher et al. 2015; Vat et al. 2015). Interestingly in Lindhardt, Hallberg 

and Poulsen (2008) study, RNs encounters with patients families were unknowingly 

conflicting, however, the conflict stemmed from the RNs attempting to manage 

hospital processes and patients care.  

Colloborating with families is viewed by the RNs as an important planned process 

during discharge planning. However, in reality, the RNs only involved the family by 

chance. Families were considered as a valubale resource to obtain discharge planning 

information, however, they were also seen as a hindrance and demanding, so RNs 

sometimes avoided interacting with family members (Lindhardt, Hallberg & Poulsen 

2008). This avoidance behaviour could be interpreted as RNs lack the skills and 

confidence to communicate effectively with patients’ families when preparing patients 

for discharge home. Due to the small sample size further studies in this area could be 

beneficial and include strategies providing RN education to enhance their 

communication skills,and introduce reflective practice and clinical supervision. 

A lack of education to assist the MDT to enhance their discharge planning skills and 

knowledge is a gap highlighted. The evidence suggest patients with chronic conditions 
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are required to develop self-management skills (Vat et al. 2015). These skills are 

mainly taught by RNs whilst the patient is hospitalised, however, the education is 

missed or rushed due to high workloads experienced by the RNs. Older patients 

require high levels of teaching skills delivery by the RNs to allow patients the time to 

process the information (Bobay et al. 2010; Weiss et al. 2007).  

These points support Weiss et al. (2007) and Bobay et al. (2010) findings regarding the 

quality of discharge teaching which has ramifications to patients perceived readiness 

to be discharged home. Whilst patients verbalised, they felt ready to go home (Brent 

& Coffey 2013), the results support there is an indication the quality of discharge 

education provided to patients from the MDT need to be addressed in the context of 

discharge planning. For example, there must be a mandatory requirement for RNs and 

other healthcare professionals to be more inclusive of patients’ perspectives when 

planning for their discharge and when making discharge decisions (Brent & Coffey 

2013).  

2.2.8 HOSPITALS SYSTEMS and PROCESSES 

Poor MDT skills using and disseminating key discharge information in a timely manner 

to assist the healthcare organisation meeting positive patient discharge outcome 

targets is a recurring barrier identified (Acher et al. 2015; Eardley & Kamalanathan 

2015). Constructive discharge planning necessitates the MDT having suitable, patient 

identified and informed information to make knowledgeable and holistic judgments 

about a patient’s discharge. Previous research have used frameworks (Acher et al. 

2015; Eardley & Kamalanathan 2015), and tools supported by theories (Bobay et al. 

2010; Brent & Coffey 2013; Knier et al. 2015; Weiss et al. 2007) to address this deficit.  

The Knowledge Management-based decision making (KM) model was used to examine 

the discharge planning process in NHS hospitals. Figure 2 below outlines the 

Knowledge Management (KM) based decision making model for discharge planning 

(Eardley & Kamalanathan 2015).  
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Figure 4 Knowledge-Based Discharge Planning Tool (Eardley & Kamalanathan 2015, p. 44) 
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The KM Model includes seven elements: 

1. Knowledge requirements: this step includes the need for the MDT to 

initiate a discharge plan with patients and their family/carer. 

2. Knowledge assets: these are the tools and technologies required to inform 

the decision-making process. 

3. Knowledge actions: the actions required to produce the knowledge 

required e.g., data collection. 

4. Knowledge outcome: the cumulative output of the decision-making 

process that stem from step 1 to 3. This may include having personalised 

knowledge about a patient by using improved communication strategies. 

This may include improving internal communication between the MDT and 

updating patient information from previous admissions.  

5. Management and Environmental factors: for example, patient social issues 

that may impact on the discharge plan.  

6. Discharge plan: the end product of the process which is produced from 

steps 1 to 5. 

7. Lessons from the discharge plan: lessons learned from steps 1 to 6. 

Enhancements to improve the discharge planning process and discharge 

plan. The new knowledge is used to update and improve the knowledge 

assets (step 2 above) (Eardley & Kamalanathan 2015). 

Flexibility between the seven elements of the KM model is paramount to enable a 

smooth flow within each step (Eardley & Kamalanathan 2015). As hospitals are 

complex environments with changes occurring precipitously, the MDT’s ability to 

adapt simultaneously when preparing patients for discharge, assists with the patients 

discharge plan to be tailored effectively to the patients’ needs. Ideally these actions by 

the MDT must occur whilst engaging proactively with the patient and their family 

(Eardley & Kamalanathan 2015). 

The framework used in this research is improvement science (Section 3.3.2). The 

Knowledge Management (KM) model (Eardley & Kamalanathan 2015) whilst not used 

in this research, it contains features that resonate within an Improvement Science 
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Framework i.e. using actions and new knowledge to make improvements (Eardley & 

Kamalanathan 2015).  

Identifying strategies flagged by the MDT to streamline patients discharge using a 

collaborative approach is the focus of this research. Hence using improvement science 

as a framework was an emphasis because, broadly this framework is focused on 

continuous inquiry and learning. More importantly there is a gap in the literature with 

using this framework to study MDT behaviours related to the discharge planning 

process. As it is evident moving away from a standardised approach to preparing 

patients for discharge home results in poor patient outcomes (Bobay et al. 2010; Brent 

& Coffey 2013; Eardley & Kamalanathan 2015; Knier et al. 2015; Weiss et al. 2007). 

2.2.9 HEALTH LITERACY and LANGUAGE BARRIERS  

Health literacy, cognition and self-efficacy were predictors identified of patients 

successfully understanding and executing discharge instructions (Coleman et al. 2013). 

The use of a qualitative design including interviews revealed that patients lacked the 

capacity to understand and comprehend discharge instructions. Consequently, 

patients are unable to identify and manage their symptoms when at home. This is a 

contributory factor for readmission back into hospital. Cultural factors and an inability 

to understand the language additionally impacts patients outcomes in a negative 

manner especially for those patients who have low literacy and have English as a 

second language (McLeod-Sordjan 2011).  

Hence patients ability to access the healthcare system, obtain medications and 

understand discharge instructions can be affected (McLeod-Sordjan 2011). To 

adequately assess health literacy it must be incorporated within a contextual 

framework that address task-based literacy which focuses on the ability to read and 

write, and skill-based literacy which focuses on the ability to process the knowledge to 

complete a task (McLeod-Sordjan 2011). Choi (2013) and Choi (2011) in her studies of 

adults who received written discharge instructions following hip replacements argues 

that pictographs are more effective to this group of patients as they tend to be older 

and have lengthy discharge actions to follow. Illustrating complex information can be 

displayed in a step-by-step diagram and can be tailored for individual patient needs.  
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These findings correlate positively with Kennedy et al. (2013) findings related to 

patients understanding of discharge instructions. However, Kennedy et al. (2013) 

discussions indicate that the teaching material was changed to reflect more 

medication/adverse reactions information to assist with empowering patients more at 

home. 

2.3 IDENTIFICATION of RESEARCH GAPS  

This initial literature review highlighted the barriers which impact the ability of the 

MDT to work collaboratively in a streamline manner to assist patients with their 

discharge home. The themes identified relate to the way that patients perceive help 

arranging home care services, their preparation for discharge and instructions in 

regard to care at home and that these factors are interconnected aspects of care. It is 

evident that care coordination of patients is often disjointed, and that successful 

understanding and execution of discharge instructions is required. A key finding in 

current research which underpins this study involves the unearthing of MDTs poor 

communication skills amongst themselves and between themselves and the patients 

and their family. The evidence indicates the MDTs lack of cohesiveness is related to 

role confusion, lack of resources and members of the MDT, mainly the RNs who feel 

disempowered to add value to the discharge planning process. The feeling of 

disempowerment by the RNs is directly linked to the behaviour of doctors.  

Patients and their families do not feel involved in decisions surrounding patients 

discharge which consequently impacts on their discharge experience. This is a huge 

issue for hospitals as previous research implies readmissions back into hospital, 

discharge delays and appropriate management of patient’s length of stay may be 

avoided and potentially preventable if the MDT provided focused attention to patients 

discharge preparation.  

As indicated in section 2.2.5 the use of PDSA cycles in Kennedy et al. (2013) quality 

improvement study highlighted RNs reported increased satisfaction and engagement 

when they were involved in proposing improvements and changes in patient discharge 

care. Additionally, the improved patient outcomes were noticed immediately which 

resonated well with the RNs. The engagement of RNs using PDSA cycles provides an 
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indication that this approach is useful to examine MDTs behaviours and actions. Thus, 

the use of PDSA cycles will be applied in this quality improvement research to test 

improvement strategies.  

The KM model (Eardley & Kamalanathan 2015) exhibits key steps MDT should 

embrace when preparing patients for discharge home. Whilst the model is not used in 

this research, it contains features such as integrating practices that support every day 

clinical practices and sharing knowledge and information. These features resonate 

within an Improvement Science Framework. Consequently, during the reflection and 

discussion process after each PDSA cycle (see sections 5.4.2; 5.5.2; 5.6.2; 5.7.2 and 

5.7.2) elements of the KM model (Eardley & Kamalanathan 2015) noted above were 

used to facilitate the enhancement of the strategy development for each subsequent 

PDSA cycle. 

The behaviour exhibited by the MDT and the language and phrases used by the MDT 

when preparing patients for discharge home is an area to be further explored. 

Additionally, doctors’ behaviours and actions can impact the ability of other members 

of the MDT to work collaboratively in the discharge planning of patients. Using a 

mixed-method design of focus groups and surveys was identified in two studies (Acher 

et al. 2015; Hesselink et al. 2012). Both studies identified gaps relating to improving 

RNs education and teaching skills and unpacking strategies to improve MDT 

communication (written and oral). Using an Improvement Science Framework in this 

quality improvement study, to examine the MDT’s behaviours when streamlining 

patients discharge provides an opportunity to bridge the gap in an area that is 

intricate and challenging. Identifying opportunities for improvement in the MDTs 

clinical practice when working in the discharge process will add value to the existing 

body of research. 

2.4 ADDITIONAL RELEVANT RESEARCH 

This section focuses on research studies published after 2015. The findings of the 

updated literature review from November 2016 to April 2021 support the initial 

findings outlined in section 2.2. The following sections of this chapter present the 

literature that demonstrate that poor MDT communication plays a vital role in 
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patients’ discharge preparation. Furthermore, the research studies illuminate how 

inefficient practice underpins the themes identified in section 2.2. 

2.4.1 QUALITY IMPROVEMENT  

The use of process mapping has been highlighted as useful for mapping complex 

healthcare processes as it provides teams who are focussing on quality improvement 

strategies into “work as is” rather than “work as imagined” (Antonacci et al. 2018). 

The mapping process can also support communication initiatives between the MDTs 

within improvement projects. For example, the findings suggest process mapping 

fosters communication amongst clinicians as it serves as an “ice-breaker” (Antonacci 

et al. 2018). The necessity for reliable control over project development and the 

importance of defining shared objectives is vital. This format provides an opportunity 

to foster and enhance stakeholder engagement by including them in the early stages 

of projects (Antonacci et al. 2018). A limitation of Antonacci et al. (2018) study reveals 

that whilst clinicians do not have a deep understanding and knowledge of process 

mapping techniques, previous experience with quality improvement methods is a 

significant success component.  

The focus of early stakeholder engagement was an approach adopted in this current 

research. The researcher having no previous experience with quality improvements 

methods was a component that was considered during the planning and data 

collection phase of this research. 

2.4.2 HOSPITALS SYSTEMS and PROCESSES 

In the USA the focus is on empowering patients to be actively involved in their 

preparation for discharge home (Centers for Medicare & Medicaid Services 2019). This 

requires providing access to patients and their families to information that will assist 

them to make informed decisions about their discharge, whilst also addressing their 

goals of care and treatment preferences (Centers for Medicare & Medicaid Services 

2019). The goals are clinical and personal and established through a shared decision-

making process with the MDT. 
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This goal setting approach with patients by the MDT is also a focus in the Australian 

National Safety and Quality Health Service Standards (NSQHS) guidelines (NSQHS 

2017). Identification of goals of care assists the MDT and the patient to prioritise care 

tasks and promotes improved patient satisfaction, outcomes, and quality of life 

(Centers for Medicare & Medicaid Services 2019; NSQHS 2017). The National Health 

Service (NHS) Hospital Discharge Service Policy and Operating Model (Department of 

Health and Social Care 2021) aim is to maximise patients’ independence so patients 

can remain in their own home. This is achieved by the introduction of the discharge to 

assess model (Department of Health and Social Care 2021) which provides the MDT 

with guidelines to implement discharge planning as soon as the patient arrives at the 

hospital. The model ensures professional and clinical leadership between nursing, 

pharmacy, doctors, and allied health professionals for handling decisions and 

decreasing delay (Department of Health and Social Care 2021). Hence promoting care 

coordination and effective communication between the MDT. 

This point is further supported by the findings of Lees-Deutsch and Robinson (2019) 

systematic review of criteria-led discharge for patients. Their approach focuses on the 

clinical discharge readiness of patients. It is an approach if integrated into the 

discharge process which can impact positively on patient outcomes related to 

discharge planning. Criteria led discharge is an approach referred to interchangeably 

with nurse-led and nurse-facilitated discharge from hospital (Lees-Deutsch & Robinson 

2019). The term “criteria-led” expands the scope of clinicians allowed to lead the 

patients discharge beyond that of nurses (Lees-Deutsch & Robinson 2019). The scope 

encompasses the most appropriate registered clinician to take the lead with decisions 

around the patients discharge (Lees-Deutsch & Robinson 2019).  

Nurse-led discharge is the delegation of responsibility to a nurse to discharge a 

patients shaped by a specific criterion and agreed plan. The nurse must have the 

knowledge and skill to carry out the plan safely (Lees-Deutsch & Robinson 2019). Thus, 

for this approach to be effective, it is vital MDTs are supported by vigorous patient 

discharge protocols and policies and just as important, training to the MDT to highlight 

the significance of discharge planning assessments. Additionally, safety, quality and 
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facilitation are essential to successfully implementing and evaluating criteria-led 

discharge for patients (Lees-Deutsch & Robinson 2019). 

2.4.3 DISCHARGE APPROACHES and the MULTIDISIPLINARY TEAM  

Ineffective communication between the MDT has been widely reported as a critical 

factor in compromising patient care. So it is imperative hospitals provide resources for 

MDTs to engage with the discharge planning process effectively to impact positively 

on patients outcomes (Agency for Healthcare Research and Quality 2017; AIHW 2020; 

Antonacci et al. 2018; Centers for Medicare & Medicaid Services 2019; Cowley, Cooper 

& Goldberg 2016; Goldman et al. 2016; Goyal et al. 2020; Mennuni et al. 2017; Millado 

et al. 2017; Morley & Cashell 2017; Murphy, Butler & Kidd 2018; NSQHS 2017; Pellett 

2016; Tariq et al. 2018). Successfully transferring crucial discharge information related 

to medication management, ongoing care and expected and timely discharge dates, 

communicated effectively to patients and their family/carer is of utmost importance 

(Millado et al. 2017; NICE 2018).  

Using a mixed method approach consisting of questionnaires and PDSA cycles Millado 

et al. (2017) argues the benefits of using this approach creates positive 

communication between the MDT. However, RNs and doctors hold different attitudes 

regarding the importance of the type of communication that impact on preparation 

for patient discharge. For example in their study, doctors prioritised treatment and 

care plan updates whilst the RNs prioritised requiring information on goals of care, 

discharge status and discharge planning for patients (Millado et al. 2017). Goldman et 

al. (2016) argue doctors do not have the ability to lead or function in a team 

effectively, which in turn gives way to the MDT experiencing conflict and inefficiency 

when preparing patients for discharge. 

This argument specifically related to the medical team dominance which shaped the 

discharge planning practices within the medical unit of this study. Using an 

ethnographic approach to obtain data to gain insight into the MDTs behaviors and 

interactions related to discharge, this study highlights how the MDT must define their 

roles clearly in the healthcare division of labour. Additionally, given the complexities 

involved with planning and preparing patients for discharge, and with the number of 
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MDT involved in this process, focused, and targeted communications between the 

MDT is utmost, and not rely on opportunistic interaction (Goldman et al. 2016).  

Managing the risks associated with patients discharge planning involves the 

assessment of patients’ needs, and their functional abilities and the management of 

resources available to assist the MDT with preparing patients adequately and safely 

for going home. All these areas must be addressed to promote patient safety and 

positive discharge outcomes (Goldman et al. 2016; Keller et al. 2017; Mennuni et al. 

2017; Murphy, Butler & Kidd 2018; Rapport et al. 2019). Patients’ perception of risks 

related to going home differs from members of the MDT. For example, patients’ level 

of their home care experiences impact on their engagement related to their 

preparation to going home (Keller et al. 2017). 

Initiatives implemented by hospitals to assist with improving patient preparation for 

discharge include introducing specific roles that facilitate the discharge planning 

process (Berger, Cross & Sanders 2016; Cowley, Cooper & Goldberg 2016). For 

example, new approaches when preparing patients for discharge throughout their 

stay have healthcare organisations implementing the role of an Advanced Nurse 

Practitioner (ANP) (Cowley, Cooper & Goldberg 2016). In this study Cowley, Cooper 

and Goldberg (2016) argues the ANP role was valued by the MDT in an acute geriatric 

ward. The ANP role provided a unique set of skills and knowledge that enhanced 

patient care and discharge planning processes. More importantly the ANP promoted a 

coordinated approach to managing this group of patients. Consequently, the MDT 

were not solely reliant on the doctors to make treatment and discharge decisions 

(Cowley, Cooper & Goldberg 2016; Goldman et al. 2016).  

2.4.4 MULTIDISIPLINARY TEAM COMMUNICATION 

The recurring barrier of poor communication between the MDT impacting on patients 

discharge preparation continues to be evident in previous research. The literature 

highlights failure in communication is underpinned by MDT role confusion and poor 

care coordination by the MDT (AIHW 2020; Berger, Cross & Sanders 2016; Centers for 

Medicare & Medicaid Services 2019; Department of Health and Social Care 2021; 
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NSQHS November 2017; Oh 2017; Pellett 2016; Pinelli, Stuckey & Gonzalo 2017) high 

workloads amongst RNs (Goldman et al. 2016; Millado et al. 2017).  

2.4.5 HELP ARRANGING HOME CARE SERVICES 

Introducing key roles to focus on discharge planning of patients (Berger, Cross & 

Sanders 2016; Cowley, Cooper & Goldberg 2016); education and training of staff in 

discharge planning (Antonacci et al. 2018; Carayon et al. 2018; Damery & Combes 

2017; Hodgins et al. 2018; Lees-Deutsch & Robinson 2019) and; embracing visual cue 

solutions such as whiteboards (Goyal et al. 2020; Millado et al. 2017; Tariq et al. 2018) 

are strategies and initiatives highlighted in the previous research suggesting outcomes 

directly impact positively of patients discharge outcomes. 

2.4.6 PATIENTS PREPARATION for DISCHARGE 

A lack of trained employees (Cowley, Cooper & Goldberg 2016), and the use of tools 

and structured processes when preparing patients for discharge is standard practice. 

This discovery in previous research requires further exploration (AIHW 2020; 

Antonacci et al. 2018; Damery & Combes 2017; Department of Health and Social Care 

2021; Keller et al. 2017; Mennuni et al. 2017; Morley & Cashell 2017). 

2.4.7 INSTRUCTIONS in REGARD to CARE at HOME 

Initiatives and strategies implemented by hospitals to assist with improving patient 

preparation for discharge include using discharge screen tools, frameworks, theories, 

and models (Antonacci et al. 2018; Carayon et al. 2018; Damery & Combes 2017; 

Hodgins et al. 2018; Lees-Deutsch & Robinson 2019; Wulandari, Hariyati & Kuntarti 

2021). 

2.4.8 A LACK of FAMILY INVOLVEMENT and PATIENT READINESS for DISCHARGE 

Patients access to online information and consumer involvement with healthcare 

initiatives and policies empowers patients and their family to question doctors’ 

decisions and directives regarding discharge dates and patient care (Goldman et al. 

2016; Millado et al. 2017; Oh 2017). Oh (2017) claims that a successful discharge is 
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reliant upon doctors, patients, families, health insurance companies and hospital 

management reaching a compromise regarding the discharge plan.  

Additionally, providing patients with information that is high quality at admission and 

discharge were found to be important to patients in Rapport et al. (2019) study 

looking at patient experience. In Rapport et al. (2019) study focus groups were 

embarked on in four hospitals within St Vincent’s Health Australia (SVHA) where thirty 

discharged patients reviewed answers to eight questions from the Press Ganey Patient 

Experience Survey. Overall, the results identified that good communication between 

the MDTs that included the patient and family improve patient experience (Rapport et 

al. 2019). 

2.4.9 OPPORTUNITIES FOR IMPROVEMENT 

The above findings support the need to explore opportunities for improvement linked 

to how the MDT approach discharge planning and preparing patients for discharge. 

The Australian Institute of Health and Welfare 2020 Annual Report (AIHW) supports 

healthcare services such as NSW health to enhance the delivery of health for 

Australians (AIHW 2020). AIHW is supported by the Australian Council on Healthcare 

Standards (ACHS) and the National Safety and Quality Health Service Standards 

(NSQHS) to review and improve their policies and services by using reliable evidence 

guided by research and best practices (NSQHS 2017, November 2017).  

Hospital discharge policies require doctors as well as members of the MDT to be 

aware of and work towards timely and safe patient discharge. MDTs must strive to 

enhance patient discharge experience whilst meeting hospital financial and bed 

management and length of stay requirements (Goldman et al. 2016; Millado et al. 

2017; Oh 2017). However, this can lead to MDT frustrations, particularly for bedside 

RNs who are not involved in decisions about patient’s discharge. A limitation of 

Goldman et al. (2016) study was that data were collected from one medical unit in 

Canada so the transferability of the findings as professional and interprofessional 

practices surrounding discharge planning can differ in other hospitals (Goldman et al. 

2016). Future research should focus on the barriers to doctors and RN communication 
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and potential collaboration opportunities as well as identifying ways to address any 

hurdles. 

Goyal et al. (2020) claim using whiteboards as a strategy to enhance RN and doctor 

communication and orientating patients and their families to the purpose of the 

whiteboard may help facilitate information sharing and better prepare patients for 

going home. Results in this multimethod study in an adult medical-surgical unit, found 

over 95% of patients found the whiteboard helpful and 92% of patients read the 

information on the whiteboard frequently.  

Patients stated nurses, not the doctors, were the most frequent users of the 

whiteboards. However, a concern in this study was the lack of updated information on 

the whiteboard. For example, the MDT documenting the “estimated date of discharge 

“on the whiteboard was frequently missed. Thus to make whiteboards a perfect 

bedside tool for communication Goyal et al. (2020) argue timely and accurate 

information is required. As whiteboards are not a straightforward solution to 

improving communication between doctor and nurse, rather, they may highlight 

inefficiencies to patients and their families. Furthermore, most patients flagged the 

best way for them to receive information was verbally from the MDT (Goyal et al. 

2020). 

These are important factors to consider when highlighting how MDTs interact with 

each other when preparing patients for going home. A “multifunctional team” join 

collectively a variety of functional expertise, skills, and knowledge to the task at hand, 

whether for a project or ongoing operational work (Morley & Cashell 2017). 

Multifunctional teams work more collaboratively together and are efficient, effective, 

and innovative. This is achieved by creating opportunities for ideas and compromises 

to be worked out early to avoid miscommunication and errors (Morley & Cashell 

2017). Hence using PDSA cycles in this research to test improvement strategies will 

give rise to identifying early if there is a practice change amongst the MDT. 

The drivers of collaboration between MDTs include team vision, and content that 

assist the MDT to approach solutions in a cohesive way that values the diversity 
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amongst its members. Hospital processes that include policies and procedures 

underpinned by an effective organisational structure that are identified and resourced 

appropriately is essential. MDTs actions can then become more transparent, objective, 

and inclusive, while at the same time less personal, subjective and emotional (Morley 

& Cashell 2017). As a motivated and successful team will have members that trust 

each other and are accountable to each other, accept autonomy and function 

proactively (Morley & Cashell 2017). Resulting in improved patient discharge 

outcomes which will impact on hospitals overall performance. 

2.5 CHAPTER SUMMARY 

Chapter Two presented literature which outlined how the MDT approach the task of 

preparing patients for discharge home. The literature highlighted the challenges and 

opportunities faced by the MDT. These include communication, high workloads 

amongst RNs, doctor dominance and a lack of trained employees. Further challenges 

include RNs disempowerment, role confusion, ineffective hospital systems and 

processes; a lack of resources and collaboration between the MDT when preparing 

patients for discharge. As was pointed out in Chapter One, providing a seamless 

pathway between hospital and home is a driver for establishing an effective discharge 

planning process. 

Strategies, policies, frameworks, processes, and tools adopted by hospitals to enhance 

the discharge preparation of patients has been investigated. An underlying theme 

identified in the literature review relating to MDT approaches to discharge planning is 

the importance of hospitals providing support to MDTs to engage them successfully in 

the discharge process. This support must include education, training, and resources to 

facilitate effective discharge planning thus enhancing the discharge preparation and 

experience of patients. Establishing effective partnerships between the MDT and 

patients and family members is vital when preparing patients for discharge home.  

The literature review has highlighted areas for further research to examine how the 

MDT actions impact their ability to work collaboratively to streamline patients 

discharge preparation. The MDT must approach care provided to patients in a 

coordinated way to achieve positive outcomes (Morley & Cashell 2017). Hence, it is 
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critical to study how the MDT interact with each other and understand their 

behaviours. 

Therefore, in acknowledgment of the current gaps in the literature and areas 

identified that require further research, this research asks: 

How can the MDT work collaboratively to streamline patients discharge in a private 

hospital? 

Chapter Three will explain in detail the theoretical underpinnings and methods applied 

to address the factors which influence patients discharge preparation from the 

perspective of the MDT. The methodology chosen will be discussed. Additionally, this 

research will demonstrate how and why the theoretical methods adopted are the 

most appropriate means to answer the research question. 
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CHAPTER THREE METHODOLOGY 

3.1 INTRODUCTION 

This chapter describes the theoretical framework and methods applied to address the 

research question which seeks to understand the barriers impacting on the MDT 

working collaboratively to streamline the discharge process for patients. The 

methodology selection was informed by the intricacies and challenges surrounding the 

discharge planning process as outlined in Chapter One and Chapter Two.  

Chapter Three provides details of the methods used to address the research question 

and is presented in the following sections: 

Section 3.2 describes the research design for this research and provides a rational for 

using a mixed-method design underpinned by an Improvement Science methodology 

using Plan-Do-Study-Act cycles.  

Section 3.3 illustrates how applying a pragmatic approach facilitated the use of a 

combination of methods to assist in answering the research question. 

Section 3.4 outlines the data collection methods and data collection stages. 

Section 3.5 documents the governance structure of the research and the information 

sessions to the clinical area. 

Section 3.6 provides detailed information of the activities carried out in the 

Exploratory Phase and the first stage of the data collection methods used in this 

research. 

Section 3.7 describes the actions taken in the Improvement Phase and the second 

stage of data collection methods used in this research. 

Section 3.8 offers information relating to the ethics approval for the research. 

Section 3.9 delivers a summary of Chapter 3. 



52 
 

3.2 RESEARCH DESIGN 

Gaining an understanding of how the MDT can work collaboratively to streamline 

patient’s discharge is the focus of this research. To identify and test strategies to 

improve the MDTs discharge planning practices, this research was performed in two 

phases. The phases were the Exploratory Phase and the Improvement Phase. 

Facilitating this research through two phases provided an opportunity to address the 

research question methodically and systematically.  

The research question is: 

How can the MDT work collaboratively to streamline patients discharge in a private 

hospital?  

The focus of the Exploratory Phase was to collect information from the MDT to 

understand the current discharge planning practices of patients who were going 

home. Whilst the Improvement Phase focused on using PDSA cycles to test strategies 

identified by the MDT to make a lasting change in their behaviours when preparing 

patients for discharge.  

A mixed-method design (Liamputtong 2019) was adopted underpinned by an 

Improvement Science methodology (Marshall, Pronovost & Dixon-Woods 2013) using 

the Plan-Do-Study-Act cycle (Langley et al. 2009) and employing a range of data 

collection techniques including surveys, focus group and PDSA cycles. Two surveys 

were used at different points in this research. An online survey in the Exploratory 

Phase and a paper-based survey in the Improvement Phase. The online survey was 

used to understand current discharge practices of the MDT and the paper-based 

survey was used to establish and assess whether there had been a change in practice 

by the MDT following the completion of the PDSA cycles. A focus group was used to 

build on the information obtained from the MDT responses in the online survey and 

there were five PDSA cycles used to test strategies identified by the MDT for 

improvement. Each of these is explained further in this chapter.  
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Given this research sought to understand how the MDT can work collaboratively to 

streamline patients discharge, establishing a strong and clear governance structure 

was an important first step. Additionally gathering the appropriate people to help 

identify issues and generate and facilitate change in work practice was essential. 

Hence the governance structure had three components consisting of a Guidance 

Team, Project Team, and the MDT. The role and function of each Team are explained 

in more detail in section 3.5. 

3.3 METHODOLOGICAL CONSIDERATIONS 

Complexities associated with the discharge planning process when preparing patients 

for going home is problematic for all involved (Acher et al. 2015; Archie & Boren 2009; 

Mabire et al. 2019; Weiss et al. 2007). For example, there are multiple stakeholders 

and difficult processes to navigate which include effective and timely collaborations 

between hospital and community. MDT’s must proactively manage patient and family 

expectations and address patient equipment needs and patient transport if required. 

Patients’ complexities can also include increased clinical requirements that impact on 

patients’ abilities to manage independently their self-care activities at home.  

The MDT must identify these complexities that affect patients and subsequently 

coordinate timely access to service providers, whilst establishing if patients have or 

need family and carer support. In response to the challenges using different methods 

of delivery when preparing patients for going home, tailored to the patient’s level of 

understanding, may enhance patients experience with their discharge arrangements 

(Almborg et al. 2009a; Brent & Coffey 2013; Coffey & McCarthy 2013; Tobiano et al. 

2019). Hence the MDT must have the ability to be flexible in their approach when 

preparing patients for discharge and have the capability to coordinate and support 

patients effectively through the discharge planning process.  

3.3.1 A PRAGMATIC APPROACH 

Adopting pragmatism as the research paradigm in this research was the most 

appropriate, because applying this approach to drive the method of inquiry, facilitates 

the use of a combination of methods to assist with answering the research question 

(Ingham-Broomfield 2016; Liamputtong 2019; Morgan 2014; Polit & Beck 2019). The 
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term pragmatism is generally understood to mean starting with a problem and 

recognising the problem will be best solved using the most appropriate methods and 

theory. Pragmatism is not limited to one theoretical paradigm and is frequently linked 

to mixed method research (Johnson & Onwuegbuzie 2004). It is a paradigm that has 

been endorsed as a philosophy within “methodological pluralism” (Liamputtong 

2019). It argues that reality exists not only as natural and physical realities, but also as 

psychological and social realities, which include subjective experience and thought, 

language and culture. 

Dewey (1998) argues pragmatism focuses on the importance of connecting beliefs and 

actions in a process of inquiry. This stance underlies any search for knowledge, that 

also includes research. Namely, when approaching a problem identified, attention to 

how these factors influence choices made and the way in which outcomes are 

interpreted by those choices. Pragmatism is an especially valuable paradigm to guide 

this research as it seeks to provide positive outcomes by improving practice and policy 

while continuing to stay faithful to the quality-driven rigours of academic research 

(Dewey 1929; Kelly & Cordeiro 2020; Morgan 2014; Yvonne Feilzer 2010). 

Furthermore, Dewey’s model of experience (see Figure 5) outlined that inquiry is a 

specific kind of experience. Inquiry is a process by which beliefs that are problematic 

are studied and resolved through action (Dewey 1998). It is a process of making 

choices by asking questions, in which those questions concern the likely outcomes of 

applying current beliefs to future action (Dewey 1998). 
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Figure 5 Dewey's Model of Experience (Morgan 2014, p. 1047) 

This is particularly useful in organisational settings where clinical practice is closely 

interconnected with the way in which knowledge is created. Pragmatic inquiry 

acknowledges that individuals within social situations, including organisations such as 

hospitals can experience action and change in different ways which prompts 

researchers to employ a range of data collection techniques when seeking answers 

and clarification (Dewey 1998; Kelly & Cordeiro 2020; Morgan 2014; Onwuegbuzie & 

Leech 2005).  

Conducting this research in two phases, the Exploratory Phase, and the Improvement 

Phase, provided the opportunity to reflect on the MDT’s practices and beliefs which in 

turn can be used to explore their actions for testing. Hence providing further 

opportunities for reflection and action (see Figure 5). This reflective process is 

demonstrated after each PDSA cycle (see section 3.7.2). 

Furthermore, pragmatic inquiry, which embraces inductive and deductive methods is 

concerned with actions and with the value of knowledge in the context of practice. 
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The pragmatic paradigm places the “the research problem” at the centre and applies 

approaches to understand the problem (Creswell, Clark & Garrett 2003). Hence, the 

research question at the centre of this research drove the inquiry and the methods 

used. This was the best approach to provide insight and seek answers to the research 

question in this research (see section 3.2 for further detail). 

3.3.2 IMPROVEMENT SCIENCE 

Using an Improvement Science methodology in this research provided an opportunity 

to demonstrate how active transfer of knowledge into practice within healthcare is 

employed (Craig et al. 2007; Grol et al. 2013; Langley et al. 2009). The definition of 

Improvement Science that sits well within this research is the definition created by a 

Delphi survey (Skela-Savič et al. 2017). This survey was led by a team of experts, 

including nurses, in seven European countries, to arrive at a consensus definition of 

improvement science: 

The generation of knowledge to cultivate change and deliver 
person centred care that is safe, effective, efficient, equitable and 
timely. It improves patient outcomes, health system performance 
and population health” (Skela-Savič et al. 2017, page 88).  

As noted above there are challenging processes to navigate when preparing patients 

for discharge home. Discharge planning is a multilayered process and requires an 

approach that is inclusive of all members of the MDT (hospital and community), 

patients and their families. Planning, education, and evaluation are vital factors that 

must be included when addressing issues related to the breakdown of the discharge 

planning process. Using a scientific approach to quality improvement research can 

enhance care delivery to patients to avoid adverse advents and patients being 

readmitted back into hospitals related to poor clinical actions (Marshall, Pronovost & 

Dixon-Woods 2013). The overriding goal of improvement science is to ensure that 

quality improvement efforts are based on as much evidence as the best practices they 

seek to implement.  

Marshall, Pronovost and Dixon-Woods (2013) argue improvement science is an 

approach that is rigorous, systematic, and theoretical. The approach endeavours to 
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create practical learning that can impact positively on patient care. Improvement 

science achieves this by generating transferable knowledge using research methods 

applied pragmatically (Marshall, Pronovost & Dixon-Woods 2013). Hence using an 

approach that is rigorous, systematic, and theoretical to seek answers to a 

multifaceted issue is paramount.  

3.3.3 THE MODEL FOR IMPROVEMENT 

There are several process models used for the active transfer of knowledge into 

healthcare (Craig et al. 2007; Grol et al. 2013; Langley et al. 2009). Process models can 

be categorised into three subgroups. These three subgroups are action focused, 

context focused and individual focused models (Sudsawad 2007). However, for the 

purpose of this research the following section will focus primarily on action focused 

models as this process related specifically to the methodological approach in this 

research. 

Action focused models (or theories) focus on the predictors of behaviour in individuals 

who are motivated to change (Straus, Tetroe & Graham 2013). The Implementation of 

Change Model by Grol et al. (2013) is an example of an action focused process model 

and its approach is adopted in this research. The main aim of this Model is to 

determine which improvement strategy will work best to guarantee effective and safe 

patient care. The steps in the process include the identification of a problem; the 

development of a proposal; analysis of current performance; development of change 

strategies; execution of the implementation plan; and evaluation and adaptation as 

outlined in the research design above (section 3.2.) and illustrated in Figure 10 below 

(see section 3.6).  

Perla, Provost and Parry (2013) claim Langley et al. (2009) was the first to use the term 

“the science of improvement” and the three questions that shape the Model for 

Improvement (see figure 6 below) define the aim, measures, and possible changes. 
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Figure 6 Model for Improvement (Langley et al. 2009, p. 24) 

The Model for Improvement provides a framework for the application of improvement 

methods and tools guided by the theory of knowledge. This ensures planning is based 

on theory; theory leads to appropriate questions which provides the basis of learning; 

questions lead to predictions, which guides the methods and tools to answer the 

questions related to the theory used and encourages the iterative learning process of 

deductive and inductive learning (Moen & Norman 2009). 

3.3.4 PLAN-DO-STUDY-ACT (PDSA) CYCLES  

Improvement methodologies are used globally to improve the processes of care or 

patient outcomes (McNicholas 2016; Nilsen 2015). PDSA cycles are “the application of 

the scientific method to implement and test the effects of change ideas on the 

performance of the healthcare system” (Speroff et al. 2004, p. 33). They are used to 

define a hypothesis to improve work (plan), test the hypothesis (do), collect, and 

analyse relevant data (study), and draw conclusions for action regarding the tested 

hypothesis (act) (Cleghorn & Headrick 1996; Moen & Norman 2009).  

Furthermore the PDSA cycle approach is effective in addressing, identifying, and 

implementing change in a clinical environment, involving collaboration and education 
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whilst providing a continuous improvement and reflective framework for staff 

(Langley et al. 2009). This was how the PDSA cycle approach was used in this research. 

After each PDSA cycle there was a Project Team meeting to discuss the findings of the 

cycle. A reflection and discussion process was facilitated by the researcher to help 

with determining the strategy to be explored in the next PDSA cycle.  

Consistent with the Model for Improvement (Langley et al. 2009) a “trial and learning” 

approach to improvement was used throughout this research (Wales 2002). The 

Project Team learned from the strategy explored during the PDSA cycle. This 

contributed to an understanding of what worked and what did not work, in terms of 

what should be kept, changed, or deleted. The Project Team discussed and reflected 

on the data presented at the conclusion of each PDSA cycle and used that new 

knowledge to inform the next PDSA cycle. The measurement used by the Project Team 

at the end of each PDSA cycle was to assess if a change in practice by the MDT had 

occurred (see section 3.7.2). Predictions by the Project Team of what would happen 

when the test was performed was compared to what happened. This would in turn 

guide the modifications to the strategy that would be made for the next PDSA cycle 

based on what the Project Team learned (see Table 7 in section 3.7.2). 

The logic model (Figure 7) developed in this research was underpinned by Langley’s 

Model for Improvement (Langley et al. 2009). The logic model permitted the 

researcher to clearly identify resources and activities that were required for this 

research to progress and identify outcomes and how results may impact on patient 

outcomes. 

Furthermore Cleghorn and Headrick (1996) argue the PDSA cycle method is closely 

aligned with being a scientific “Continuous Quality Improvement” (CQI) method 

(Hughes 2008; Kilo 1998; Polit & Beck 2019). PDSA cycle method also supports an 

awareness and sustained attempt to solve a problem and learn within a team 

environment which facilitates the process of inductive and deductive learning to be 

applied in a pragmatic manner where action and adaptions can be made (Cleghorn & 

Headrick 1996; Morgan 2014). This approach was continually used throughout the 

data collection phase of this research. 
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Figure 7 Logic Model Streamlining the Patient Discharge Experience: A Multidisciplinary Team Perspective 
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3.4 DATA COLLECTION 

To ensure Langley’s Model for Improvement framework (Langley et al. 2009) was 

adhered to in a systematic way this research was conducted in two phases. The 

Exploratory Phase focused on identifying the problem, barriers, and issues. The 

Improvement Phase through PDSA cycles focused on facilitating and exploring 

strategies identified by the MDT in the Exploratory Phase. Essentially attempting to 

make a positive change in the MDTs clinical practices. 

Improvement derives from the application of knowledge and the five principles of 

improvement which were operationalised these included:  

1 Knowing why you need to improve. 

2 Having a feedback mechanism to tell you if the improvement is happening. 

3 Developing an effective change that will result in improvements. 

4 Testing a change before attempting to implement. 

5 Knowing when and how to make the change permanent. 

(Langley et al. 2009) 

The five principles proposed by Langley et al. (2009) underpin the PDSA cycle 

framework. The principles assist to keep the research focused on the research 

problem, whilst the PDSA cycles are linked with three key questions (see Figure 6); 

‘What are we trying to accomplish?;‘How will we know that a change is an 

improvement?’; and ‘What changes can we make that will result in improvement?’ 

(Langley et al. 2009)  

3.4.1 DATA COLLECTION STAGES 

The data collection methods used in this research consisted of two surveys, one focus 

group and five PDSA cycles. The data collection period and where the data collection 

methods sit within each stage of this research are illustrated in Figure 8 below.  
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Figure 8 Data Collection Methods and Data Collection Period 

3.4.2 SURVEYS 

Two surveys were used at different points in this research. An. online survey was used 

in the Exploratory Phase and a paper-based survey was used in the Improvement 

Phase. The online survey was used to understand current discharge practices of the 

MDT and with “diagnosing the problem” during the Exploratory Phase. The paper-

based survey was used to establish and assess whether there had been a change in 

practice by the MDT following the completion of the PDSA cycles in the Improvement 

Phase.  

Using surveys to collect data have advantages, which included cost efficiency and 

efficient dataset generation (Handscomb et al. 2016). Previous research indicates that 

online survey respondents are less likely to submit incomplete surveys when 

submitted online when compared to paper-based survey (Handscomb et al. 2016). 

Additionally, research conducted in healthcare where healthcare professionals are the 

research respondents, as in this research, VMOs are often a group with low survey 

responses citing reasons of lack of time or survey burden (Cunningham et al. 2015; 

Scott et al. 2011). However, the use of paper-based survey in this research was to 

assist with time management for the MDT. So, in this research both online and paper-

based surveys were used to create a foundation of data that would be cost efficient, 

time efficient and facilitate high response rates amongst the MDT. 

3.4.3 SURVEY PLANNING 

When respondents have already been approached and provided information, online 

surveys can be designed to appear in their email or paper-based surveys placed in an 

area where participants can easily access it (Topp & Pawloski 2002). Consequently, 
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respondents can begin entering their responses straightaway or provided with an URL 

to access the survey. These types of online surveys have been considered as the most 

positive contribution to website research in the brief history of internet research 

(Ilieva, Baron & Healey 2002). Despite the different modes of delivery both surveys 

were developed using the latter principles. Information sheets and consent forms 

(appendix E) were distributed by mail and face to face handouts during the 

information sessions. Likewise, they were readily obtainable for the MDT (from the 

researcher) during the four weeks when the surveys were live and available. 

Additionally, posters were showcased in the clinical area to target members of the 

MDT who were not able to attend any of the information sessions, such as night duty 

staff, weekend staff and VMOs. 

Participants were informed the data collected would be stored electronically in a 

password protected file at the University of Tasmania Mysite Server. Consent forms 

are stored in a locked cabinet at the University of Tasmania Darlinghurst campus. The 

respondents are aware the data will be stored for five years post publication. Hard 

copies will then be shredded, and soft copies will be written over with the assistance 

of the University of Tasmania Information Technology Department. 

3.4.4 SURVEY CHALLENGES 

There are challenges when using surveys to collect data specifically in relation to 

online collection (Topp & Pawloski 2002). It is possible the respondent may involve a 

third party to complete the online survey on their behalf as there is no supervision 

from the researcher. Additionally it is not possible to determine whether the 

respondent is totally focused when completing the online survey (Topp & Pawloski 

2002). These challenges were carefully considered during this research which provided 

the rational for the researcher to engage with the MDT prior to the online survey 

going live in the Exploratory Phase (Chapter 4).  

Engaging the MDT involved the researcher providing information sessions to the MDT 

(see section 3.6.1 for more detail) prior to the online survey going live. During the 

information sessions the researcher focused on delivering information to the MDT 

that resonated with their clinical practice, behaviours and skills when preparing 
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patients for discharge home. The information sessions additionally presented an 

opportunity to increase the response rates for the online survey (Ilieva, Baron & 

Healey 2002). Furthermore personalising the email for the online survey to the MDT 

(Ilieva, Baron & Healey 2002) whilst ensuring the MDT remained anonymous and their 

integrity was not compromised (Topp & Pawloski 2002) was the technique used in this 

research. Hence a URL link to access the survey was emailed out to forty 

multidisciplinary healthcare professionals. 

When paper-based surveys are used the researcher can be confident that the survey is 

completed by the “real” owner of the responses (Topp & Pawloski 2002). In addition, 

information sessions were held prior to the paper -based survey going live at the end 

of the Improvement Phase. This further supported the argument that the MDT 

resonated with the topic of discharge planning as they were involved in this practice 

as part of their daily routine. Furthermore, VMOs often specify their lack of time or 

survey burden to complete surveys. To overcome this barrier, the researcher provided 

individual face-to-face information sessions directly to the VMOs (Cunningham et al. 

2015; Scott et al. 2011). 

The paper-based surveys were in a large A4 envelope on the notice board in the 

Education Office in the clinical area. The MDT indicated this would be the most 

appropriate place to put the surveys. This was an area, they used frequently and so 

they would be more likely to complete the surveys. Written instructions were left 

informing the MDT the paper-based survey would be collected daily for the next seven 

days by the researcher after it was completed. 

3.4.5 FOCUS GROUP 

A focus group was used to develop the information obtained from the MDT responses 

in the online survey. This method was adopted because focus groups can play an 

important function in obtaining information from individuals about the same topic in a 

controlled environment (Barbour 2018; Liamputtong 2019). Hence the use of this type 

of qualitative data collection within a mixed method research design is appropriate 

(Barbour 2018; Liamputtong 2019). 
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Focus groups can extract information from participants that is rich and robust, 

consequently, allowing the results gained to empower changes in practices (Gibbs 

1997). This process was vital to ensure meaningful data were gathered, explored, and 

discussed and it also assisted with framing the next stage of the research which was 

the Improvement Phase. The moderator is key when facilitating focus groups. As it is 

their role to engage the group into discussions that will produce rich and meaningful 

data. A moderator can influence the outcome of the focus group, so it is essential the 

moderator has the knowledge and insight into the chosen topic of discussion 

(Liamputtong 2019). 

The researcher acted as the moderator in this research supported by the Doctor of 

Health supervisor. The researcher’s role within the focus group was to lead the 

discussion The participants in the focus group could easily relate to the researcher 

because they were peers and colleagues for more than ten years. All participants in 

the focus group were members of the MDT working in the clinical area. To address any 

elements of power differential and to create discourse that was open and honest the 

researcher ensured clear objectives of the focus group discussion was presented at 

the beginning. As it was vital that the participants felt valued and safe to have an open 

discussion about their role when preparing patients for discharge home. The focus 

group ran smoothly, and all participants appeared relax and comfortable to share their 

thoughts and viewpoint. Permission was gained from the participants for the focus 

group to be recorded as this allowed the researcher to focus on the role of 

moderating. The Doctor of Health supervisor was available to take some notes on 

behalf of the researcher. Having a moderator and a note taker is often considered as 

best practice when facilitating a focus group (Barbour 2018; Liamputtong 2019).  

The focus group was held in a room located away from the clinical area and the 

duration was forty-five minutes. It was attended by members of the MDT who all work 

within the same clinical area. The MDT members were the Nurse Unit Manager 

(NUM), three registered nurses (RN), one physiotherapist, one VMO and one Doctor of 

Health Supervisor and all involved in planning discharge for patients who are going 

home. All participants of the focus group signed a consent form and were all provided 
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with a certificate of attendance that was signed by the researcher and Doctor of 

Health supervisor.  

The limitations of using a focus group within this type of research is not so much that 

the participants will be reluctant to share their experiences in a group setting, rather 

having several participants competing to talk from their viewpoint. As this may 

produce chaos and noise and data that is challenging to analyse (2018; Barbour & Flick 

2007). Careful consideration was given when choosing to use a focus group to collect 

data during the Exploratory Phase. The main characteristic that differentiated the 

researcher from using other techniques, for example, individual interviews, to gather 

information from the MDT, was to maximise the collection of high-quality information 

efficiently. The MDT members all volunteered their time during their shift. Hence it 

was paramount to adopt a data collection technique that fostered an approach that 

would promote capturing meaningful data effectively. As outlined in Chapter 1, this 

research focuses on exploring the barriers impacting on the MDT working 

collaboratively to streamline patients discharge. Therefore, using a focus group to 

understand, explore and identify key themes associated with the discharge planning 

process from the viewpoint of the MDT was essential.  

Ideally focus groups consist of five to fifteen participants. This number is 

recommended as it allows all participants to meaningfully contribute, enable group 

management and promotes unity within the group (Liamputtong 2019). In this 

research, verbal permission was gained from all six participants to allow the focus 

group to be voice recorded and to facilitate a natural conversation amongst the 

participants without chaos and noise.  

All members of the MDT contributed valuable information surrounding preparing 

patients for discharge without any conflict. Each participant had a collective 

perspective of caring for patients and preparing them for discharge home. This 

perspective created an opportunity for participants to stimulate each other for 

questions and comments. Additionally, central to obtaining meaningful data it was 

vital the questions that were asked in this focus groups directly addressed the 

research question (see section 3.6.4). 
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3.4.6 PDSA CYCLES 

There were five PDSA cycles performed in this research. Identification of the strategy 

to be tested in each PDSA cycle occurred during the Project Team (see section 3.5.) 

meetings. The Project Team meetings were held after a cycle was completed.  

The format followed during each Project Team meeting discussion:  

• Was the prediction/aim of the test met? 

• The findings were described and how the findings compared to the 

prediction/aim. 

• What was learned and what modifications were required for the next cycle? 

The MDTs beliefs and experiences shaped the choices made for the identification of 

the strategies. Reflection of their own professional experiences and actions 

determined the flow of all the Project Team meetings. The MDT not only looked back 

on their past actions and experience but consciously discussed their emotions related 

to information gained from the cycle (Paterson & Chapman 2013). The strategies 

discussed at the Project Team meetings centred on data obtained from the online 

survey and focus group. The Project Team were keen to seek rational for the 

behaviours and practices of the MDT.  

The discussions led to the identification of four themes (see section 4.4 for more 

detail) that were derived from the data obtained from the online survey and focus 

group. The themes were communication breakdown, discharge date, medication list, 

and resources. Essentially the Project Team wanted a strategy to address these 

themes. The Project Team perceived by using the communication board (see section 

5.2 for more detail) as a visual tool that were in patients’ rooms, would improve 

communication between the MDT and indirectly address the remaining three themes. 

Thus, the focus of all the PDSA cycles in the Improvement Phase were strategies that 

involved using the communication board. 

3.5 PROJECT GOVERNANCE 

A strong and clear governance structure was important to assist with mitigating risk 

and ensuring the appropriate people were available to support the aim of this 

research. Establishment of a governance structure was important to ensure the aim of 
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the research was supported and the ethical requirements were followed. Thus, this 

was the approach that was adopted in this research The Project Team made all the 

decisions related to the strategies that were tested by the MDT in each PDSA cycle.  

As a senior nurse working in a hospital wide role it was vital that all participants were 

supported appropriately to engage fully with the research. In particular, the 

researcher was aware of adaptive challenges that could potentially impact on the 

findings. Previous research (Pronovost 2011) highlighted how adaptive changes during 

quality improvement interventions can be managed proactively. Hence it was vital 

that clear communication was an ongoing process before, during and after the data 

collection stages (please see section 3.6.1 for more details). Figure 9 below illustrates 

the three Teams that formed the governance structure in this research. These were 

the Guidance Team, the Project Team, and the MDT.  
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Figure 9 The Governance Structure 
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Recruitment for the Guidance and Project Teams was performed through purposive 

sampling focusing (Liamputtong 2019; Polit & Beck 2019) on those registered nurses, 

VMOs and allied health professionals who work in the clinical area used in this 

research, discharge planning and operational processes and procedures within the 

private hospital. A consumer representative was included in both teams to further 

enhance the successful implementation of the improvement identified (Polit & Beck 

2019; Wales 2002).  

An email was sent out by the Senior Healthcare Improvement Researcher to six staff 

members inviting them to participate in this research by becoming a member of the 

Guidance Team. Specifically, the Director of Nursing and Clinical Services, Senior 

Healthcare Improvement Researcher, Quality Manager, Consumer Representative, 

Visiting Medical Officer, and the Clinical Information Systems Coordinator. This group 

were all members of the Nursing Executive Council and had experience and 

knowledge in the field of nursing, and operational and procedural processes of the 

study hospital (Liamputtong 2019). The email stated that it was voluntary to 

participate and would not affect their professional relationship or employment status 

within the hospital if they declined to participate.  

The email to the Project Team nominees was sent by The Director of Nursing as he 

was elected Chairperson for the Guidance Team by the accepted members of the 

Guidance Team at the first Guidance Team meeting. The email invitation to participate 

in this research extended to the discharge planner, social worker, post discharge 

phone call registered nurse, registered nurse from the clinical area used in this 

research, clinical nurse educator and Nurse Unit Manager (NUM) from the clinical area 

used in this research, consumer representative, Visiting Medical Officer (who works in 

the clinical area used in this research) and Clinical Information Systems Hospital 

Coordinator. All invitees to the Project Team have experience and knowledge in the 

field of discharge planning, operational, clinical, and procedural processes of the 

hospital (Liamputtong 2019). 

The impact of the private hospital’s development and workforce restructuring during 

this research (see section 1.6 for further details) resulted in staff movements during 
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the research which affected the composition of the Guidance Team. The researcher 

had to build capacity and foster relationships with new members to facilitate their 

engagement and support for the research to continue. 

The first Guidance Team meeting was held prior to the commencement of the 

Exploratory Phase. The second Guidance Team meeting was held at the end of PDSA 

Cycle 2 (see section 5.6.2). At this meeting, the researcher presented three strategies 

to the Guidance Team 1) Estimated Discharge Date 2) Nurse Led Discharge and 3) 

Flipping Discharge Assessment (see section 5.6.2). Each strategy provided a good 

example of MDTs working collaboratively to streamline patients discharge home. The 

Guidance Team approved the testing of one of these strategies. A final meeting was 

held with the Guidance Team at the end of the research. 

The first Project Team meeting was held prior to the commencement of the first PDSA 

cycle and meetings continued to be held at the end of each PDSA cycle. The Guidance 

Team’s role was to provide direction and support to the Project Team regarding any 

decisions made for improvement. As the Guidance Team approved any 

recommendations for improvement it was essentially comprised of senior staff 

members with authority to authorise changes in practice. Additional roles of the 

Guidance Team include ensuring there were adequate resources allocated to the 

research and ensuring barriers to the successful functioning of the Project Team were 

removed or minimised. The Terms of Reference for the Guidance Team provided the 

members with their purpose and framework of their role. 

The Project Team was comprised of clinicians involved in the discharge planning 

process at the private hospital as they have fundamental knowledge of the discharge 

planning process. The Terms of Reference for the Project Team provided the members 

with their purpose and framework of their role. Their role and responsibilities 

comprised of assisting with identifying issues with the discharge planning process; 

recommending improvements or changes based on new evidence; assisting with 

facilitating the recommendations for changes in the discharge planning process in the 

clinical area; assisting with interpreting results and assisting with implementing 

improvements or changes in practice. 
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The MDT comprised of registered nurses (RNs), Visiting Medical Officers (VMOs), 

social worker, physiotherapists, and occupational therapists (the latter three 

encompass allied health professionals) who work in the clinical area (see section 1.4.1) 

all of the time. Their role within this research was the opportunity to participate in the 

surveys (online and paper-based), focus group and to test strategies and 

improvements in the clinical area recommended by the Project Team.  

3.6 THE EXPLORATORY PHASE 

The following sections present the methods applied in the Exploratory Phase, as 

demonstrated in Figure 10. Gaining engagement and support from the MDT by the 

researcher was vital to ensure rich and meaningful data were gathered. Therefore, the 

researcher provided information sessions to the MDT working in the clinical area 

where all the data were collected for this research prior to commencing the research. 

Within this phase an online survey was used as data were required from the MDT 

concerning their experiences of discharge planning and a focus group used to build on 

the information obtained from the MDT responses in the online survey. 
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Figure 10 The Exploratory Phase 

3.6.1 INFORMATION SESSIONS to CLINICAL AREA  

All members of the MDT who worked in the clinical area were invited to attend 

information sessions outlining the research, research question and an invitation to 

participate. The information sessions were held daily for one week in the Education 

Office at the clinical handover time at 1400hrs as this was the time allocated in all 

clinical areas in the study hospital to provide education. The duration of the sessions 

were thirty minutes and provided opportunities for the MDT to ask questions and seek 

clarification as required. All attendees were informed that their participation was 

voluntary, they could withdraw from participating in the research at any time and their 

identity would be anonymous. Likewise, Participant Information Sheets (see Appendix 

E) and consent forms (see Appendix E) inviting clinicians to participate were distributed. 

The Participant Information Sheet emphasised on potential survey respondents and 

focus group participants that participation in the research was completely voluntary, 
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and participants were free to discontinue their involvement with the survey or focus 

group at any time  

As well as the information sessions, written communication through emails and the 

study hospital intranet system messages were sent out to all members of the MDT 

outlining the research and inviting them to participate. This was an important step to 

capture VMOs and those clinicians who worked permanent night duty and weekends. 

Additionally, posters were placed in the clinical area outlining the research and 

inviting staff to participate. Further information sessions were provided two weeks 

prior to the focus group. Information regarding the PDSA cycles was provided during 

the education sessions and one week prior to commencement of each cycle. 

Additional information sessions were conducted one week prior to PDSA Cycle 3 (see 

section 5.6 for more detail) and PDSA Cycle 4 (see Section 5.7 for more detail) to 

provide information of the strategies to be tested and the timeframe of the cycle. RNs 

received education regarding their role within each cycle and the two ward reception 

staff working in the clinical area were provided education and information 

surrounding their role during PDSA cycle three.  

3.6.2 ONLINE SURVEY QUESTIONS 

Survey questions can be classified in several ways, and this is dependent on the type 

of content and the type of response options. Dillman, Smyth and Christian (2016) 

claim there are five main types of questions content which are behaviour, beliefs, 

attitudes, knowledge, and attributes. question framework. The questions in this 

research were designed to explore the current experience with preparing patients for 

discharge home and to identify possible improvements to the discharge planning 

process from the MDT’s perspective. Table 1 below illustrates how the questions in 

the online survey are supported by Dillman, Smyth and Christian (2016). 

Table 1 Five Types of Survey Questions (Dillman, Smyth & Christian 2016) 

Types of Questions Used in 
Survey 

Example  

Behavioural- ask what 
respondents do 

Do you write discharge information down for the patient to 
take home? 

Belief- ask what respondents 
believe 

What do you currently do well when discharging patients? 
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Types of Questions Used in 
Survey 

Example  

Attitude- seek to establish 
what respondents think is 
desirable  

How can we improve discharge planning for our patients? 

Knowledge- seek to determine 
what people know about a 
topic 

What are the barriers to effective discharging planning? 

Attribute- seek information 
about objective characteristics 
of respondents 

What is your role? 

 

Using Dillman, Smyth and Christian (2016) framework to formulate the survey questions 

was appropriate to ensure the behaviours, beliefs, attitudes, and knowledge of the MDT 

was addressed to effectively obtain meaningful data that would assist with addressing 

the research question. 

The online survey questions (See Appendix E) consisted of nine multiple choice 

questions and five open ended questions. Multiple choice questions allowed 

respondents to select one or more options from a list of answers defined by the student 

researcher. They are intuitive which was an important factor in this research (Lambert 

& Shoham 2009; Liamputtong 2013, 2019) and allowed respondents to check off all 

boxes that applied to them. However, it must be noted that a common drawback when 

using multiple choice questions is that they force limitations to responses to a 

predetermined list of options. This can cause some bias in the results if none of the 

answer options apply to the respondents.  

To overcome this, adding an option of “other: please specify” in this survey after each 

multiple-choice question provided the respondent an opportunity to answer the 

question in their own words. Open ended questions provide respondents with the 

opportunity to put in their own answers and do not provide a pre-set option. Data 

analysis of these types of questions can be challenging, however, providing respondents 

with open-ended questions can present rich data that may have been missed otherwise. 

Additionally, using a mixed method design to the survey enabled the collection of 

concurrent data with multiple choice and open questions placed close together 

throughout the survey to assist with the student researcher to better understand and 

address the quantitative data. 
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3.6.3 PILOT TESTING ONLINE SURVEY 

Prior to using the survey a pilot test was undertaken (Liamputtong 2019). Pilot testing 

of the online survey included administration of the survey to a purposive sample of ten 

RNs all working within the area of discharge planning and all known to the researcher 

from current and past employment. Ten RNs were invited by email to test and preview 

the online survey. A URL link to access the survey was emailed to them along with 

general information about the research. Considered feedback was sought from the test 

pilot respondents on the length of the survey, the readability and understanding of the 

questions as well as the accuracy of the content. All ten RNs responded back by email 

and provided valuable feedback on the online survey items. Spelling errors and 

repeated words were highlighted, and the time taken to complete the survey ranged 

from ten to fifteen minutes. The online survey questions were updated to reflect the 

feedback received and the final set of questions are in Appendix E. 

Keusch (2014) argues the visual design of surveys influence how respondents perceive 

what the questionnaire designer expects from them. In this research the online survey 

was developed using SurveyMonkey Inc. to provide respondents a standardised and 

consistent layout across the online survey. A progress bar appeared on every page of 

the survey so the respondent could see how much of the survey was due to be 

completed. Keusch (2014) argues this is an advantage with online surveys where 

respondents can be required to answer a survey question before they can continue. 

To reduce or minimise missed questions or non-responses, this research opted for a 

design choice where a mandatory response was a default option.  

This decision by the researcher could have impacted on the outcome of the data 

collection. Explicitly respondents may find this feature off putting and choose not to 

continue with the survey (de Leeuw, Hox & Boeve 2016). However, to minimise this, 

an error message was placed within the survey to help prompt the respondent to 

continue and promote a smooth progression of survey participation. Even though the 

survey in this research consisted of fourteen questions, to overcome survey burden or 

survey fatigue (de Leeuw, Hox & Boeve 2016), a prompt halfway through the survey 

was used for encouraging for the respondent to complete the survey: “You are 
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halfway through the survey. Well done”. Completion of the online survey took 

approximately twenty minutes. 

The theoretical coding process used to review the data obtained from the online 

survey and the paper-based survey is outlined in section 3.8. and how the surveys 

were administered, and the findings are outlined in Chapter 4 (see section 4.2.1) and 

in Chapter 5 (see section 5.9.2). 

3.6.4 FOCUS GROUP QUESTIONS 

The questions explored in the focus group are illustrated in Table 2 below and 

attached in Appendix E. Having a robust question guide of introductory and 

transitional/probing questions, focused questions based on research question and 

summation and concluding questions is important and assists the researcher to 

facilitate a focused discussion amongst the participants (Halcomb et al. 2007; 

Liamputtong 2013, 2019).  

Table 2 Focus Group Questions 

  Questions 
Introductory 

question 
What is your best approach when you are planning for your patients to 
be discharged home? 

Transition question Can you tell me what you discuss with your patient when you are 
preparing them for going home? 

Transition question What discharge information do you provide for your patient to take 
home? 

Focus questions 
(based on research 

question) 

What opportunities do you provide for the patient to repeat back to you 
the info that you have given to them? 

Focus questions 
(based on research 

question) 

Do you complete “Your Discharge Information” in web deLacy? If YES: 
How do you feel about completing it? Does it provide a framework for 
your discussion with your patient? If NO: Can you tell me why you don’t 
use it? What would encourage you to use it more? 

Focus questions 
(based on research 

question) 

What do you currently NOT do well when preparing your patients for 
going home? 

Focus questions 
(based on research 

question) 

Are there any barriers that you can think of that are preventing you 
from having a conversation about discharge planning with your 
patients? 

Summarising 
question 

Can you suggest other preferred ways for preparing your patient for 
going home? 
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  Questions 
Concluding question Is there anything that you would like to say or suggest that would aim to 

improve our approach to discharge planning for our patients? 
Source: Adapted from (Halcomb et al. 2007) 

Table 2 illustrates how the focus group questions were supported by an adaptation of 

Halcomb et al. (2007) question template for focus groups. Acocella (2012), “the 

questions are important in focusing the moderator’s actions”. Hence, introductory 

questions were used to encourage participants to discuss and provide insight into 

what they see as the main issues. Additionally, open-ended question were used to 

allow the participants to talk about their experiences (see table 2).  

Transition questions encourage the participants to build on their previous answers as 

this permits the researcher to probe further into the discussion until there is a clear 

understanding. The focused questions directly link to the research question and vital 

to help clarify any issues or ambiguity unveiled during the focus group. The 

summarising question allows the researcher to move the discussion along and 

introduce the next question. This type of question works particularly well if the 

participants discussions have moved away from the topic. An example of using this 

type of question worked well in this research as participants focused a lot of their 

answers surrounding using the whiteboard as an improvement strategy during 

discussions. The concluding question signals the focus group questions are coming to 

an end and provides the participants an opportunity to contribute any final thoughts, 

views, or ideas. As Liamputtong (2019) argues if the questions asked within the group 

are superficial, the data extracted from the research will lack depth and may fail to 

address the research question.  

Rules were established prior to starting the focus group after everyone had taken a 

seat and offered a cup of water. This helped to promote confidentiality, well-being, 

and respect amongst the participants (Liamputtong 2019). In this research the 

following rules of the focus group were outlined at the beginning of the discussion: 

• Participation in the focus group was voluntary. 

• All participants were provided with a consent form and Participation 

Information Sheet to keep. 

• Consent forms were signed and returned to the researcher. 
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• All responses were valid and that there were no right or wrong answers. 

• Respecting other opinions were paramount. 

• The student researcher would guide the conversation to stay on topic and may 

ask respectfully to interrupt if the discussion was steering off topic. 

• Participants were asked to speak openly and clearly as the discussions were 

being recorded. 

• Participants were informed that the discussion held during the focus group was 

confidential and their privacy protected.  

Following outlining the rules the researcher allowed time for questions and 

introduced the Doctor of Health supervisor to all participants. Introductions amongst 

participants was not required as they all knew each other. The student researcher 

outlined the format of the discussions: 

Research question: How can the MDT work collaboratively to streamline patients 

discharge in a private hospital? 

Provided the participants with a breakdown of the online survey results. 

• Provided an icebreaker to open the discussions. The icebreaker was a 

definition of discharge planning that resonated well with the student 

researcher as it captured the essence of the study: 

Katikireddi and Cloud (2008, page 1) argue “discharge planning 
aims to improve the coordination of services and care after a 
patient discharge from hospital. Good planning requires 
anticipation of potential problems by good information 
gathering, early resolution of potential barriers to discharge, 
and timely referral to the multidisciplinary team. Planning 
involves the close collaboration between the patient, the family 
and the multidisciplinary team and leads to improve patients 
and carer satisfaction”. 

Liamputtong (2019) claims it is important that focus group discussions provide time 

for reflection and clarification during the process. The researcher supported by the 

Doctor of Health supervisor, discussed, and reflected on the information gathered at 

the end of the focus group. As indicated earlier the focus group was recorded (audio) 

and notes were scribed by the Doctor of Heath supervisor.  
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3.6.5 DATA INTERPRETATION  

Descriptive statistics (Cohen, Manion & Morrison 2017) were used to analyse the data 

from the surveys and focus group. Thematic analysis (Braun, Clarke & Rance 2014; 

Joffe 2012; Riger & Sigurvinsdottir 2016) was used to analyse the qualitative data. The 

online survey was open for four weeks and the data were analysed after the closing 

date by the researcher. This analysis included evaluation of the response rates, sample 

size and the spread of the data to ensure the distribution of responses was valid and 

appropriate to answer the research question and research objectives. The method 

used to analyse the data from the surveys (online and paper-based) and the focus 

group was thematic analysis. As this is a good technique to use when attempting to 

identify themes and patterns within data obtained from surveys and focus groups 

(Braun, Clarke & Rance 2014; Guest, MacQueen & Namey 2011; Joffe 2012; Riger & 

Sigurvinsdottir 2016).  

The act of identifying themes within text is a highly informative and reflective process 

(Guest, MacQueen & Namey 2011) thus is an appropriate framework to use within 

this research. Development of the questions used in the focus group were shaped by 

the responses from the online survey. Familiarisation with the data from the online 

survey and focus group involved reading and re-reading the questions for discovery of 

sub-themes, themes, and thoughts from the MDT regarding how they approached 

discharge planning for their patients. Recurring ideas associated with preparing 

patients for discharge home, discharge instructions and help arranging services at 

home were highlighted and notes were made in a journal.  

Each comment made by the MDT was written down verbatim to allow the researcher 

to become deeply immersed into the text. Comments to each question in the online 

survey made by the respondents that were similar were grouped together. Tables 3 to 

Table 6 illustrate examples of ideas and perceptions expressed by the MDT in their 

online survey responses and during the focus group. These comments were manually 

grouped then organised by colours to denote the identification of ideas, patterns, and 

sub-themes (Braun & Clarke 2012). The ideas, patterns and sub-themes and 

interpretation of them are outlined and explored in Chapter 4.  
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Table 3 Comments by Online Survey Respondents 

ONLINE SURVEY QUESTION COMMENTS BY SURVEY RESPONDENTS (R) IDEAS/PATTERNS/SUB-THEMES 
What do you currently NOT do well 
when preparing your patients for going 
home? 

R3 "If there are many MDT members involved with one patient 
it can be difficult for all to link effectively for discharge". 

discharge preparation of patient; communication 
between MDT. 

  R7 "Sometimes if I have a number of patient's going home, I 
find it difficult to give each patient a thorough run through as 
they can be in a rush and management are looking for beds for 
post ops". 

discharge preparation of patient/time 
management/hospital 
processes/resources/discharge instructions/help 
arranging home care services. 

  R31 "As a whole we do not start organising their discharge from 
the beginning leaving the nurse discharging them that morning 
flat out ordering medi-list / teaching leg bag etc…. also, the 
doctors do not communicate a set discharge date often leave 
this last minute when they do a round-therefore taking a lot 
longer to order discharge medications and educate patient 
things". 

discharge preparation/time management/hospital 
processes/medication/MDT 
communication/written communication/oral 
communication/discharge instructions. 
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Table 4 Colour Coding and Grouping Similar Comments of Online Survey Respondents 

ONLINE SURVEY QUESTION COMMENTS BY SURVEY RESPONDENTS (R) IDEAS/SUB-THEMES 
 What do you currently NOT  
do well when preparing  
your patients  
for going home? 

R31 "As a whole we do not start organising their discharge from 
the beginning leaving the nurse discharging them that morning 
flat out ordering medi-list / teaching leg bag etc also, the doctors 
do not communicate a set discharge date often leave this last 
minute when they do a round-therefore taking a lot longer to 
order discharge medications and educate patient things". 

discharge preparation/time management/hospital 
processes/medication/MDT communication/written 
communication/oral communication/discharge instructions. 

  R21 "Medications! When changes are made by Medical DRs 
patients get confused and some RNs are unaware of the 
changes. It would be good if we could streamline pharmacy 
support". 

discharge medications/ /communication between 
MDT/resources/discharge instructions. 

  R17 "Liaise with the gp. I never get time to ring or write to gp. I 
only hope that they get my dc summaries!". 

MDT communication/written communication/discharge 
instructions/help arranging home care services. 
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Table 5 Comments by Focus Group Participants 

FOCUS GROUP QUESTION COMMENTS BY FOCUS GROUP PARTICIPANTS (P) IDEAS/SUB-THEMES 

What do you currently NOT 
do well when preparing your 
patients for going home? 

P1 "Documentation very poor from the surgeon. Discharge summaries 
completed by surgeon approximately 3 weeks prior to patient discharge 
so it is inaccurate". 

discharge planning process/ hospital 
processes/medication/MDT communication/written 
communication/discharge preparation/discharge 
instructions. 

  

P2 "Doctors attitude -as they don’t want the patient to go...VMO gets 
offended if RN ask what is the discharge date". 

discharge planning process/ hospital 
processes//MDT communication/oral 
communication/discharge preparation/discharge 
instructions. 

  

P1 "Breakdown in communication when it comes to setting discharge 
date with patient". 

MDT communication/discharge 
preparation/discharge instructions.  

  

P3 "Multiple doctors! Huge problem!". discharge planning 
process/communication/discharge 
preparation/discharge instructions. 

  

P2 "Pharmacy short staffed". discharge planning process/ resources/hospital 
processes/discharge preparation. 

  

P4 "Physio staffing levels are poor too as there is only one physio to 3 
wards". 

resources/hospital processes/discharge 
preparation/help arranging home care 
services/discharge instructions.  
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Table 6 Colour Coding and Grouping Similar Comments by Focus Group Participants 

FOCUS GROUP QUESTION COMMENTS BY FOCUS GROUP PARTICIPANTS (P) IDEAS/SUB-THEMES 

What do you currently NOT 
do well when preparing your 
patients for going home? 

P1 "Documentation very poor from the surgeon. Discharge summaries 
completed by surgeon approximately 3 weeks prior to patient discharge 
so it is inaccurate". 

discharge planning process/ hospital 
processes/medication/MDT communication/written 
communication/discharge preparation/discharge 
instructions. 

  

P1 "Breakdown in communication when it comes to setting discharge 
date with patient". 

MDT communication/discharge 
preparation/discharge instructions.  

  

P2 "Doctors attitude -as they don’t want the patient to go...VMO gets 
offended if RN ask what is the discharge date".  

discharge planning process/ hospital 
processes//MDT communication/oral 
communication/discharge preparation/discharge 
instructions. 

  

P5 "Medication list. It is very poor and confusing, and you have to order 
it beforehand- e.g., patient transferred to another hospital without 
Lasix- patient developed gout at the receiving hospital which increased 
their length of stay." 

discharge medications/documentation/discharge 
instructions/discharge preparation. 

  

P3 "Multiple doctors! Huge problem!". discharge planning 
process/communication/discharge 
preparation/discharge instructions. 

  

P4 "Physio staffing levels are poor too as there is only one physio to 3 
wards".  

resources/hospital processes/discharge 
preparation/help arranging home care 
services/discharge instructions.  
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3.7  THE IMPROVEMENT PHASE 

Identification of improvement strategies by the Project Team was a focus in the 

Improvement Phase. Defining and naming themes by the Project Team underpinned 

the process of strategy identification that would be tested in the PDSA cycles. Figure 

11 below illustrates the methodology undertaken within the Improvement Phase. 

 

Figure 11 The Improvement Phase 

During the Project Team initial meeting there were discussions surrounding the coding 

and grouping of similar comments gathered from the online survey and focus group. 

This was an iterative process and ideas, patterns and sub-themes emerging were 

discussed within the Project Team to identify themes. Defining and naming the 

themes was a creative process aimed at capturing the meaning of the theme. Theme 
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definitions related to the overall meaning of the theme with descriptions and how 

they relate to the overall discharge process.  

The MDT’s responses help to illustrate the essence of the definition associated with 

the themes. The Project Team focused on planning and testing improvement 

strategies based on the findings of the online survey and focus group during the 

Exploratory Phase. The Project Team was encouraged by the researcher to be involved 

in defining the nature of change and the activities to accomplish the change within the 

framework of Model for Improvement. That is, what are we trying to accomplish? 

How will we know that a change is an improvement? and what changes can we make 

that will result in an improvement?  

3.7.1 DATA INTERPRETATION  

The choice of analysis technique used in this research when reviewing the data 

received from each PDSA cycle and the paper-based survey was descriptive statistics 

(Cohen, Manion & Morrison 2017). This included (but not limited to) the 

demographics of the MDT participating in the PDSA cycles and analysis and description 

of data obtained. The following sections will reveal the approach undertaken.  

3.7.2 PDSA CYCLE PROCESS 

During the Improvement Phase the Project Team focused on planning and testing 

improvement strategies based on the findings of the online survey and focus group 

within the Exploratory Phase.  

Consistent with the Guidance Team’s advice the Project Team focused on the theme 

of “communication breakdown” (described in detail in Chapter Four) as an area they 

would prefer to explore using the communication board as a visual clue. They 

identified using the communication board would assist the MDT to improve their 

communication between themselves. Additionally, including the patient, family/carer 

in a discharge planning conversation that in turn would impact on patients feeling 

prepared for discharge home. The Project Team thought by focusing on this theme, it 

could have a positive impact towards addressing the remainder of the identified 

themes of staffing levels, medication list and discharge date (described in detail in 
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Chapter Four) without these themes being a direct focus. Thus, the strategies explored 

in all five PDSA cycles focused on the communication board and the findings are 

presented in Chapter Five.  

Table 7 below illustrates the strategy that was explored in each cycle and the Project 

Team’s rationale for exploring the strategy. 

Table 7 PDSA Cycles 1 to 5: Strategy Explored and Rational 

PDSA Cycle Strategy Rational Behind the Strategy 

1 Establish use of the 
communication 
board 

The communication board may assist the MDT to 
improve their communication between themselves 
and assist with including the patient, family/carer 
in a discharge planning conversation that in turn 
would impact on patients feeling prepared for 
discharge home. 

2 Obtain baseline 
information 
surrounding the 
usage of the 
communication 
board by the MDT 

Why was the usage of the communication board 
disjointed and was this directly linked to the 
position of the communication board in the 
patient’s rooms? 

3 Documentation of 
the estimated 
discharge date (EDD) 

To promote discussion of the discharge plan and 
implementation of the EDD onto the 
communication board. 

4 EDD discussion by 
MDT with patients 

To promote a discharge planning conversation with 
patient that may impact on patients feeling 
prepared to go home. 

5 Unannounced 
communication 
board audit 

To identify if the 10% increase of usage of the 
communication board by the MDT was sustained.  

 
The outcome of each PDSA Cycle is presented in Chapter 5 and the methodology for 

collecting the final set of data which was the paper-based survey.  

3.7.3 PAPER-BASED SURVEY 

The paper-based survey was used to collect the final set of data at the conclusion of 

the Improvement Phase. The survey was used to establish and assess whether there 

had been a change in practice by the MDT following the completion of the PDSA cycles 

in the Improvement Phase. Additionally, the paper-based survey examined whether 

any of the other themes identified in the Exploratory Phase had been addressed.  

The paper-based survey questions (see Appendix E) consisted of eight closed-ended 

questions and seven open-ended questions and were in a mixed format that would 
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provide an opportunity for the respondent to reflect on the process of discharge 

planning and their actions related to their practice (Liamputtong 2019). 

Thirty paper-based surveys were placed on the notice board in an A4 envelope in the 

education office within the clinical area. Information sheets and consent forms were 

distributed by mail and face to face handouts during the information sessions (see 

section 3.6.1). The MDT were informed to complete a consent form and read the 

information sheet and complete the paper-based survey accordingly. Oral and written 

instructions were provided and left informing the MDT the paper-based survey would 

be collected daily for the next seven days by the researcher after it was completed. 

The data collected from the paper-based survey is presented Chapter 5.  

3.7.4 DATA INTERPRETAION 

The paper-based survey was open for three weeks and the data was analysed after the 

closing date by the researcher. This analysis included evaluation of the response rates, 

sample size and the spread of the data to ensure the distribution of responses was 

valid and appropriate to answer the research question and research objectives. The 

method used to analyse the data from the paper-based was thematic analysis (see 

section 3.6.5 for further detail on thematic analysis).  

Familiarisation with the data from the paper-based survey involved reading and re-

reading the questions for discovery of sub-themes, themes, and thoughts from the 

MDT regarding how they approached discharge planning for their patients. More 

importantly the aim was to establish whether the MDT had changed their practice and 

whether the change (if any) was directly related to this research. Comments to each 

question in the paper-based survey made by the respondents that were similar were 

grouped together. Tables 8 illustrate examples of comments expressed by the MDT in 

their paper-based survey responses.  
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Table 8 Colour Coding and Grouping Similar Comments in Paper-Based Survey by Respondents 

PAPER-BASED SURVEY QUESTION COMMENTS BY SURVEY RESPONDENTS (R) IDEAS/PATTERNS/SUB-THEMES 
From your perspective how do you 
find the communication between 
the team (Doctors, RNs, Specialty 
Nurses and Allied health) when 
planning your patients discharge? 

R1"RN always communicates and updates doctors and specialty nurses. 
Unsure how allied health communicates with doctors". 

good communication/RN leads 
communication. 

  R4"If information written on progress note and whiteboard improve team 
coordination and shorten length of stay". 

good communication/RN leads 
communication. 

  R5 "It works". good communication. 
  R2 "Doctors are often busy and rushed when doing their rounds. 

Discharge plans are not always discussed unless prompted by nursing staff 
or patients". 

poor communication/VMO behaviour. 

  R13 "Between RNs, physio, pharmacy, discharge planning, CNCs etc most 
of the times excellent. VMOs often don't document enough in the 
progress notes/delacy- communication is mainly when asked!".  

poor communication/VMO behaviour. 

  R14 "Can be quite poor- depends on the VMOs and whether the RN is 
familiar with them".  

poor communication/VMO behaviour. 

  R9 "Can vary depending on the admitting VMO how many VMOs are 
involved and also on the patient and family". 

inconsistent communication/VMO 
behaviour. 

  R10 "Sometimes excellent, sometimes poor".  inconsistent communication. 
  RN15 "Between VMO sometimes it is unclear thus, telling staff in the 

morning to ring VMO to confirm discharge or wait for VMO rounds". 
inconsistent communication/VMO 
behaviour. 
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These comments were manually grouped then organised by colours to denote the 

identification of ideas, patterns, and sub-themes (Braun & Clarke 2012). The ideas, 

patterns and sub-themes and interpretation of them are outlined and explored in 

Chapter 5. 

3.8 ETHICAL CONSIDERATION 

This research was approved by the Tasmania Human Research Ethics Committee 

(Ethics reference number H0016608). The approval constitutes ethical clearance by 

the Health and Medical Human Research Ethics Committee. Prior to the approval 

being granted the researcher had to demonstrate that there were no ethical biases 

involved in this work-based research. Having an insider perspective (Liamputtong 

2019) the ethics application had to address the concept of power (Liamputtong 2019) 

involved in the relationship between the researcher and the MDT participating in this 

research. For example, participants did not disclose their names when completing the 

surveys and any reference to the data in publications or presentations the participants 

will be referred to as the MDT. Actions taken to reduce insider bias during the data 

collection phases included: the researcher establishing trust with the focus group 

participants (Fleming 2018); ensuring privacy and confidentiality; creation of a safe 

and open ambience to facilitate safe discussions during the focus group (see section 

3.4.5) (Fleming 2018; Liamputtong 2019). 

Additionally, if a reference is made about an individual clinician, it will be in such a way 

the individual will not be identifiable. For example participants in the focus group will 

be referred to by their profession (Liamputtong 2019). Further approval was required 

and granted from the study hospital Research Committee and additional approval was 

granted by the Director of Clinical Services at the study hospital to conduct research 

within the hospital. 

Whilst the potential for researcher bias is acknowledged in this research, it is 

important to note that the researcher had no direct line management responsibilities 

in relation to any of the participants. Actions taken by the researcher to ensure this 

did not occur was clearly demonstrated during the reflection and discussion process 

that occurred between the researcher and the Project team after each PDSA cycle. As 
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it was the Project Team who identified all of the strategies that were tested in each 

PDSA cycle (see Chapter 5 for more detail).  

3.9 CHAPTER SUMMARY 

Chapter Three has presented the theoretical underpinnings and methods applied to 

explore the current practices of the MDT when preparing patients for discharge home. 

The rational for using pragmatism as a paradigm was outlined and how this method of 

inquiry was driven, supported using surveys, focus groups and PDSA cycles within an 

Improvement Science framework. Descriptive statistics and thematic analysis were 

used to identify the themes within this research and continued the reflective approach 

the researcher has adopted throughout this study (Braun & Clarke 2012; Guest, 

MacQueen & Namey 2011; Langley et al. 2009; Moen & Norman 2009; Moen & 

Norman 2010). The online survey and focus group provided an understanding of the 

current discharge planning practices of the MDT and contributed with identifying 

themes which guided the PDSA cycles in the Improvement Phase.  

Chapter Four will present the data collected from the online survey and focus group to 

address the sub-questions of this research. It outlines themes identified and how they 

were defined. These themes underpinned the strategies that were tested in the 

Improvement Phase. (Chapter 5) and discussions surrounding the themes, are laid out 

supported by previous research. 
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CHAPTER FOUR EXPLORATORY PHASE 

4.1 INTRODUCTION 

Chapter Four presents the results of the Exploratory Phase which determined the 

initial strategies to address the research objectives in the Improvement Phase 

(Chapter 5). The themes identified from this first Exploratory Phase (the online survey 

and focus group) are outlined and explored to address the overarching research 

question:  

How can the MDT work collaboratively to streamline patients discharge in a private 

hospital?  

The research sought to gain an understanding of how the MDT can work 

collaboratively to streamline patient’s discharge. The Press Ganey Patient Experience 

survey was used to identify the items to be explored: (i) instructions regarding care at 

home; (ii) help arranging home care services; and (iii) preparation throughout their 

stay for discharge. An emphasis was placed on how the MDT achieve the latter with 

patients and was selected because the study hospital consistently identified these 

items as improvement priorities during 2014 and 2015. 

The research objectives for the Exploratory Phase are outlined below: 

1. To explore current practices used to prepare patients for discharge 

from the hospital to the home setting from the viewpoint of the MDT. 

2 To identify potential improvements in the discharge planning process. 

Chapter Four presents the findings in the following sections: 

Section 4.2 details the data collected from the online survey and includes a 

presentation of the themes which are used to provide a framework for the focus 

group.  

Section 4.3 describes the demographic information related to the focus group 

attendees. Themes and strategies to improve patients discharge experience that 

emerged from the focus group data are outlined.  
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Section 4.4 presents the key themes identified supported by the MDT comments from 

the online survey and focus group data. 

Section 4.6 outlines the improvement strategies suggested by the Project Team 

centred on the themes identified in the Exploratory Phase. 

Section 4.5 provides a summary of Chapter 4. 

4.2 ONLINE SURVEY DATA 

This section presents the results from the online survey. The online survey consisted 

of nine multiple choice questions and five open ended questions based on the 

structure proposed by (Liamputtong 2019). The questions focused on how members 

of the MDT prepare their patients for discharge home and were used to identify 

possible improvements to the discharge planning process. The survey population 

consisted of all the MDT who worked in the clinical area (see section 1.4.1 for more 

detail). An URL email link (https://www.surveymonkey.com/r/HGTJNG5) was used to access 

the online survey and the link was emailed to forty MDT who work in the clinical area. 

The survey was available to be opened and completed during the period starting on 

Friday 2nd March 2018 at 0900hrs and closing on Friday 30th March 2018 at 1700hrs.  

Twenty-four registered nurses (60%), four VMOs (10%), four allied health 

professionals (10%) and two Nurse Unit Manager/Associate Unit Manager (5%) 

completed the online survey. As the MDT used the hospital’s intranet as their primary 

source for obtaining messages it was vital reminders were sent to the MDT through 

this site to remind them to complete the online survey. Subsequently, as well as a 

weekly email reminder to the forty invitees, three messages were sent via the hospital 

intranet system to all invitees at the end of week one, week two and week three. 

Thirty-four invitees completed the online survey with a response rate of 85% (see 

Table 9). 

Table 9 Summary of Online Survey Participants 

NUMBER OF MDT 
INVITED  

NUMBER OF MDT 
WHO PARTICIPATED 

RESPONSE RATE REMINDERS SENT 

40 34 85% 7 

https://www.surveymonkey.com/r/HGTJNG5
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The results showed that 60% of healthcare professionals discussed medications, out-

patient appointments, GP appointments, services arranged and an ongoing treatment 

plan with patients. Additionally, 90% wrote down discharge information for their 

patient to take home. The MDT reported they commenced preparing patients for 

discharge home at various stages during patients’ admission into hospital and this is 

illustrated in Table 10 below.  

Table 10 Illustrates When MDT Commence Preparing Patients for Discharge 

ONLINE SURVEY  

Prior to 
admission 

On 
admission 

During 
the 
patient 
stay 

Day 
before 
discharge 

The day 
of 
discharge 

Other 

Q. When do you 
commence discharge 
planning with your 
patients? 

27% 42% 61% 9% 6% 0 

 

Respondents indicated that 90% of the time they wrote down information for the 

patient to take home. Table 11 illustrates the various methods used by the MDT to 

convey discharge information to patients when leaving the hospital. 

Table 11 Location of Written Discharge Information 

ONLINE SURVEY  
Nursing 
Referral Letter 

A piece of 
paper 

Patient 
Discharge 
Record 

All of the 
above 

Where do you write down 
discharge information? 43% 20% 50% 27% 

 

The type of discharge information provided to patients on their departure from the 

hospital is illustrated below in Table 12. Respondents indicated they discussed “other” 

related information 12% of the time, however, the respondents did not specify what 

this information entailed.  

Table 12 Type of Discharge Information 

ONLINE SURVEY  
Medications Out-patient 

appointments 
GP 
appointments 

Services 
arranged 

Ongoing 
treatment 
plan 

All of 
the 
above 

Other 
(please 
specify) 

Q. Which are 
the following 
do you 
discuss with 
your patient 

48% 42% 39% 45% 45% 60% 12% 
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ONLINE SURVEY  
Medications Out-patient 

appointments 
GP 
appointments 

Services 
arranged 

Ongoing 
treatment 
plan 

All of 
the 
above 

Other 
(please 
specify) 

when 
discharging? 

 

The MDT reported they discussed discharge plans with family members or carers 

when the patients was absent, and this is illustrated in Table 13 below. None of the 

MDT reported discussing discharge plans with family members or carer when patients 

were not present.  

Table 13 Discharge Plans Discussed with Family/Carer when Patient Not Present  

ONLINE SURVEY  
Always Sometimes Rarely Never 

Q. Do you discuss the discharge 
plan with the family/carer when 
patient NOT present? 

0% 52% 26% 22% 

 

However, the MDT discussed discharge plans with family members or carers when the 

patients was present, and this is illustrated in Table 14 below  

Table 14 Discharge Plans Discussed with Patient When Family/Care are Present 

ONLINE SURVEY  Always Sometimes Rarely Never 

Q. Do you discuss the discharge 
plan with the patient when 
family/carer IS present? 

19% 74% 6% 0% 

 

The type of information the MDT provided to patients when preparing them for going 

home is illustrated in Table 15 below. This includes directing patients to websites or 

providing verbal advice and information. 48% of respondents indicated they used all 

methods, whilst 6% of respondents indicated they used “other” approaches; however, 

the respondents did not specify what those approaches were. 

Table 15 Type of Discharge Information Provided to Patients 

ONLINE SURVEY  
Information 
sheets 

Website Surgery 
specific 
brochure 

Verbal 
advice All of 

the 
above 

Other 
(please 
specify) 

Q. What discharge 
information do you 
provide to your patient? 

58% 20% 42% 61% 48% 6% 
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The following questions explore how the MDT view their skills when preparing 

patients for discharge home and seek their input into what barriers the MDT perceive 

impact on effective discharge planning. Table 16 below illustrates the online survey 

questions and MDTs comments to each question and provides a summary of the 

comments. 
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Table 16 MDT Comments to Online Survey Questions to Establish MDT Skills and Viewpoint Related to Preparing Patients for Discharge Home  

ONLINE SURVEY 
QUESTION 

COMMENTS BY SURVEY RESPONDENTS (R) SUMMARY OF COMMENTS 

What is your preferred 
method for preparing your 
patients for going home? 

R9 to start preparing patient early in early stage of admission to avoid 
delays. 

Comments include involving the discharge planning 
team, educating the patient, discussions with the 
family, and completing discharge paperwork.  R11 Discuss with discharge planners and family. 

R16 Ongoing education session with pt. 
R26 I try to plan ahead and assess the patient for discharge, i.e. Will the 
patient manage at home caring for a catheter? Do they need community 
nurses? Rather than trying to organise the discharge the day prior to the 
patient going home. I discuss discharge planning with the patient when 
appropriate after anaesthetic. I ask the patient if they require anything 
specific for the discharge process and ask them if they would like a family 
member involved, particularly if they are going home with some medical 
equipment that may need ongoing care, i.e., ileal conduits, catheters, 
wounds, drains, etc. 

What do you currently 
NOT do well when 
discharging patients? 

R3 If there are many MDT members involved with one patient it can be 
difficult for all to link effectively for discharge. 

Comments include poor medication information and 
medication education; lack of time to appropriately 
provide or do discharge planning and poor 
communication with GPs. These aspects of the 
discharge planning process all rated highly. 

R7 Sometimes if I have a number of patients going home, I find it difficult 
to give each patient a thorough run through as they can be in a rush and 
management are looking for beds for post-operatives. 
R21 Medications. When changes are made by doctors’ patients get 
confused and some RNs are unaware of the changes. Medication lists are 
great but a lot of the time it is last minute and then it takes a long time for 
pharmacy to come and explain to the patient. It would be good if we could 
streamline pharmacy support. 
R31 As a whole we do not start organising their discharge from the 
beginning leaving the nurse discharging them that morning flat out 
ordering medication-list/teaching leg bag etc. Also, the doctors do not 
communicate a set discharge date and often leave this last minute when 
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ONLINE SURVEY 
QUESTION 

COMMENTS BY SURVEY RESPONDENTS (R) SUMMARY OF COMMENTS 

they do a round-therefore taking longer to order discharge medications 
and educate patient. 

What do you currently do 
well when discharging 
patients? 

R10 Ensuring the patient has emergency numbers in case problems occur 
after discharge. giving information regarding what to expect post 
discharge. 

Comments include educating patients regarding 
their ongoing care needs, providing advice and 
equipment, and discussing any concerns with 
patients. Respondents also made comments 
regarding starting the discharge process early and 
referring patient to the discharge planner. 

R18 Ensuring a holistic approach to discharge. Actively planning discharge 
from an early point in admission/prior to admission. 

R24 I ensure the patient is aware to book in for follow up appointments. I 
advise patients if appropriate to follow up with their GP's. I always advise 
patients if they have any problems after discharge to contact Emergency 
Department/GP/Consultant-whichever is appropriate. I ensure they have 
taken all valuables including XRAYS.I ensure the patient is competent with 
medication management. 
R28 Advice and information for exercise progression and self-management 
strategies. 

What are the barriers to 
effective discharge 
planning? 

R1 Heavy patient loads so unable to spend time on discharge process. The MDT indicated poor communication between 
the MDT, and members of the MDT not 
understanding the discharge planning process. 
Other barriers included waiting for medications, 
patient language barriers, patient anxiety regarding 
going home, lack of knowledge and resources and 
discharge paperwork cumbersome. 

R3 Anxious patient-difficulty taking on board information then reluctant to 
go home when discharge time comes around. 

R7 Lack of resources e.g., no indwelling catheter overnight bags available 
for discharge. Had to go to three different wards looking for overnight 
catheter bags which took about an hour. I had four patients for discharge 
that day very stressful and time consuming as all patient's wish to be 
discharged early. Discharge medications can also be a delay e.g., Orders for 
discharge medications not being received by pharmacy although I sent 
them and removed the script and photocopied. Have to go through this 
process all over again the next morning as pharmacist? didn't receive 
anything!! This happens quite a lot very time consuming as usually if 
patient is in a rush, we will have to leave the ward and go and retrieve the 
medications! 
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ONLINE SURVEY 
QUESTION 

COMMENTS BY SURVEY RESPONDENTS (R) SUMMARY OF COMMENTS 

R8 Language barriers. No clear orders from specialist or surgeon. 
R21 Lack of medical direction. Multiple Doctors looking after the patient. 
Family not being helpful in the discharge process. 

How can we improve 
discharge planning for our 
patients? 

R9 Further education to ward staff and Dr's re discharge process especially 
if not straightforward. 

The MDT indicated improving communication 
between the MDT, improving discharge 
documentation, medication documentation, 
improving resources and educating the MDT and 
patient regarding discharge planning were critical 
issues. 

R14 Patient expectations on admission and communication with doctors re 
expectations and options. 
R23 Doctors need to spend more time with patient explaining procedure 
and the aftercare they will need. Instructions are not very clear, and 
patients complain about that a lot. 
R28 Thorough collection of patient information re Discharge 
destination/social history. Liaise with patient prior to admission to see 
whether they will need extra support on discharge. MDT meetings and 
daily handovers. 
R30 funding to build a "shower over bath" in one of the bathrooms on the 
ward, so we can trial to see if patients can get in/out of the bathtub prior 
to discharging home. 
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4.2.1 ONLINE SURVEY DATA ANALYSIS 

Sub-themes emerged by grouping concepts and key words together (Joffe 2012; Riger 

& Sigurvinsdottir 2016) from the responses in the online survey. This process involved 

applying a new colour to phrases or words that were already grouped under a theme. 

Similarity between the sub-themes were grouped under an overarching theme. Each 

theme was constructed by grouping common sub-themes supported by the 

respondents’ comments and responses. Subsequently seven themes were identified 

from the online survey relating to the research objectives and these are illustrated in 

Table 17 below. Themes one to four relate research objective 1 and themes five to 

seven relate to research objective 2. 
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Table 17 Themes and Sub-Themes from Online Survey Relating to Research Objective One and Research Objective Two 

RESEARCH OBJECTIVE THEMES SUB-THEMES 
Objective 1. To 
explore the current 
practices used to 
prepare patients for 
discharge from 
hospital to the home 
setting from the 
viewpoint of the MDT 

1: RESOURCES Heavy patient loads  
Lack of time  
Lack of equipment  
Poor staffing  
Hospital processes 

  2: POOR COMMUNICATION Lack of medical direction Multiple VMOs 
Delayed referrals to discharge planners/social worker  
Not contacting GP  
Discharge summaries not documented  
Language barrier  
No discussion with patient or family  
No estimated discharge date  

  3: GOOD COMMUNICATION Discuss with patient 
Provide hospital phone number 
Communication with family Involve patient 
Patient education 
Written discharge instruction Arranging home support services timely 
Timely referral to discharge planning team 

  4: DISCHARGE DOCUMENTATION Patient education  
Discharge written instructions  
Communicate with family 
Prepare discharge paperwork  
Discharge medication 
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RESEARCH OBJECTIVE THEMES SUB-THEMES 
Objective 2. To 
identify potential 
improvements in the 
discharge planning 
process 

5: EFFECTIVE DISCHARGE PLANNING Communicating discharge information to patient and family  
Timely referral to a member of the discharge planning team  
Planning patient discharge early on in their admission 
Knowing the estimated discharge date early 
VMOs set realistic discharge dates 
Patient attended a preadmission appointment Improve patient involvement MDT education 
regarding discharge panning processes 

  6: POOR DISCHARGE PLANNING Poor communication between MDT/patient/family  
Poor discharge documentation  
Poor preoperative preparation  
Medication discharge preparation is lacking  

  

7: BETTER PLANNING Tick box approach to preparing patients for discharge 
Start planning early 
MDT approach to discharge planning 
Better discharge documentation 
Create a simple discharge process  
VMO communicate discharge dates early during patient admission 
Better management of patient and family discharge expectations 
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Presentation of the sub-themes and themes emerging from the online survey was 

used to provide a framework to explore during the focus group. Table 18 below 

provides an example of an online survey question and comments made by online 

respondents to the question What do you currently NOT do well when preparing your 

patients for going home? As well as asking this same question in the focus group, an 

additional question was added in the focus group to further explore the barriers 

impacting on the MDT when preparing patients for discharge home. 

Table 18 Example Sub-themes and Themes emerging from Online Survey 

ONLINE SURVEY 
QUESTION 

COMMENTS BY 
SURVEY 
RESPONDENTS 
(R) 

IDEAS/PATTERNS/ 
SUB THEMES 

THEMES 
EMERGING 
FROM ONLINE 
SURVEY 

FOCUS GROUP 
QUESTION TO 
EXPLORE 
IDEAS/ 
PATTERNS/SUB 
THEMES  

What do you 
currently NOT do 
well when 
preparing your 
patients for 
going home? 

R3 "If there are 
many MDT 
members 
involved with 
one patient it 
can be difficult 
for all to link 
effectively for 
discharge". 

discharge 
preparation of 
patient/communica
tion between MDT 

MDT 
communication. 
Effective 
discharge 
planning. 

What do you 
currently NOT 
do well when 
preparing your 
patients for 
going home? 

What do you 
currently NOT do 
well when 
preparing your 
patients for 
going home? 

R7 "Sometimes if 
I have a number 
of patient's 
going home, I 
find it difficult to 
give each patient 
a thorough run 
through as they 
can be in a rush 
and 
management are 
looking for beds 
for post ops". 

discharge 
preparation of 
patient/time 
management/ 
hospital 
processes/resources
/discharge 
instructions/help 
arranging home 
care services 

MDT 
communication. 
Hospital 
processes.  
Resources.  
Effective 
discharge 
planning. 
Timely 
discharge 
medication 
preparation.  
Timely patient 
discharge 
education  

Are there any 
barriers that 
you can think 
of that are 
preventing you 
from having a 
conversation 
about 
discharge 
planning with 
your patients? 
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4.3 FOCUS GROUP DATA  

The focus group questions consisted of nine questions supported by Halcomb et al. 

(2007) question template for focus group (see section 3.7.3 for more detail). The aim 

of the focus group was to build on the information obtained from the MDT responses 

in the survey. The questions centred on generating a discussion to probe into the 

behaviours of the MDT associated with their actions and attitude towards discharge 

planning for patients. Seven members of the MDT participated in the focus group 

(section 3.4.3 provides detail of the setting) which included one VMO and one 

physiotherapist. Table 19 below illustrates the demographics of the MDT who 

attended the focus group.  

Table 19 Focus Group Demographic 

Role Length of time in Clinical area Years Qualified 

NURSE UNIT MANAGER 6 years Year 8+ 
REGISTERED NURSE 1 10 years Year 8+ 
REGISTERED NURSE 2 7 years Year 7 
REGISTERED NURSE 3 8 years Year 8+ 
REGISTERED NURSE 4 12 years Year 8+ 
PHYSIOTHERAPIST 2 years Year 6 + 
VISITING MEDICAL OFFICER 12 years Year 8 + 

 
All participants have over five years’ experience within their profession. All 

participants have worked in the clinical area for more than five years, except for the 

physiotherapist who has worked in the clinical area for two years. Examples of 

comments made by the focus group participants in response to questions asked in the 

focus group meeting are illustrated in Table 20 below.  
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Table 20 Comments by Focus Group Participants 

FOCUS GROUP QUESTION EXAMPLE COMMENTS by FOCUS GROUP PARTICIPANT 
What is your best approach when you are planning for 
your patients to be discharged? 

RN1 Establish level of support and how frail they are and then flag with the Doctor if there are any 
issues. 
RN2 Probing the patient to establish how they function at home and talking to the family to get 
more information. 

Can you tell me what you discuss with your patient when 
you are preparing them for going home? 

RN1 Assessing their risk for going home and working out the day of discharge. 
RN3 Working out the day of discharge and working out what the VMO wants. 
PHYSIO Checking their mobility to see if they are safe.  
VMO Aware of medication safety not just mobility and social issues. These problems may be 
flagged in preadmission clinic.  
NUM Sometimes we know they are issues, but Doctors will only ask for a Geriatrician input two 
days prior to estimated discharge date even though RN trying to push for the review by 
Geriatrician.  
NUM Awareness of surgeons not thinking about the whole picture, surgeons not aware of other 
issues. 

What discharge information do you provide for your 
patient to take home? 

RN1 Information related to their surgery for example if they have had prostate surgery, I will 
provide them information on what different colours of urine mean. 
RN2 Information on how to manage their urine catheter. 
PHYSIO Mobility aid information and booklets on home exercise. 
VMO Having a conversation with the patient and having that insight to do so. Some Doctors are 
blinkered and do their speciality thing...some do refer on and some don’t. When I work on the 
ward the surgeon will see me and say, "I have an old person!” …. patients must feel ready to go 
home too that is important.  

What opportunities do you provide for the patient to 
repeat back to you the info that you have given to them? 

RN2 I will ask patient if they know what medications they are taking home and give them 
education and information on their medications. 
PHYSIO Talking to patients asking them to tell me what I have just said to them. 
RN4 Try and prepare patient 2 days prior to discharge. 
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FOCUS GROUP QUESTION EXAMPLE COMMENTS by FOCUS GROUP PARTICIPANT 
Do you complete "Your Discharge Information" in Web De 
Lacey? 
 
If YES: How do you feel about completing it? 
 
Does it provide a framework for your discussion with your 
patient? 

RN1 Yes- medications can be specified. 
RN3 Yes-Discharge process starts the day they are admitted...we are always preparing our patients 
for discharge. 
RN2 I use it sometimes especially when I am not too busy…yes, I suppose it does give me a 
framework to talk to patients. 
NUM I think most staff use it and yes, I agree it does provide a framework. 

Do you complete "Your Discharge Information" in Web De 
Lacey? 
 
If NO: Can you tell me why you don’t use it? What would 
encourage you to use it more? 

VMO No- documentation is very poor. 
Every drug is listed, and I think the medication list is very confusing for elderly patients. 
PHYSIO No I never use it…I didn’t know it was there. 
RN4 No I just don't have the time… I know other areas print them out to use maybe we should do 
that on this ward. 

What do you currently NOT do well when preparing your 
patients for going home? 

VMO Medication list. It is very poor and confusing, and you have to order it beforehand- e.g., 
patient transferred to another hospital without Lasix- patient developed gout at the receiving 
hospital which increased their length of stay. 
RN1 Documentation very poor from the surgeon. Discharge summaries completed by surgeon 
approximately three weeks prior to patient discharge so it is inaccurate. 
RN2 The Doctors attitude as they don’t want the patient to go home and the VMO gets offended if 
RN ask what is the discharge date. 
RN1 Breakdown in communication when it comes to setting discharge date with patient. 
RN3 Multiple doctors! Huge problem. 
RN2 Pharmacy short staffed. 
PHYSIO staffing levels are poor too as there is only one physio to three wards.  
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FOCUS GROUP QUESTION EXAMPLE COMMENTS by FOCUS GROUP PARTICIPANT 
Are there any barriers that you can think of that are 
preventing you from having a conversation about 
discharge planning with your patients? 

RN2 The perception that discharge planner, Geriatrician and Social Worker will delay discharge. 
RN1 Breakdown in communication when it comes to setting a discharge date with patients.  
NUM Doctors attitude is a barrier! They just don't want the patients to go. 
RN4 VMO get offended if we ask for a discharge date. 
VMO Medication Lists!! Pharmacy processes need streamlining. 
RN3 Lack of ownership from doctors towards discharge. 
NUM Patient feel like you are kicking them out as the VMO will delay discharge if patient says they 
are not ready to go home. 
RN3 VMO will delay discharge date if patient says they are not ready to go. 
VMO Discharge summaries don't make it to the GP, and they are not being completed...GPs are 
not being involved…they may not even know that their patient is in hospital. 

Can you suggest other preferred ways for preparing your 
patient for going home? 

RN1 Day 1 start discharge planning- working together.... lack of ownership from doctors regards 
discharge. 
RN2 Educate more to empower MDT to start discharge planning process. 
NUM Improve our discharge documentation and communicate better. 
PHYSIO RNs to assist physio as we are so short staffed. 
RN2: Whiteboard might involve VMO more.  
RN2: Involve family and patient in discharge discussions. 
RN3: Would like VMO to indicate estimated discharge date so RN can prepare patient Improve 
communication by using the whiteboard. 
RN3: Whiteboard great as a communication tool. 
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FOCUS GROUP QUESTION EXAMPLE COMMENTS by FOCUS GROUP PARTICIPANT 
Is there anything that you would like to say or suggest that 
would aim to improve our approach to discharge planning 
for our patients? 

VMO Whiteboard at other hospitals is used as a prompt for the estimated discharge date. 
Whiteboard in this Hospital is in the wrong position. 
RN3 Whiteboard on this ward not utilised as RNs indicates too busy to write. 
VMO Whiteboard at other hospital keeps relatives informed of what is happening. 
RN1 MDT afraid to write estimated discharge date on whiteboard. Try and empower the VMO to 
write an estimated discharge date on whiteboard and VMO must commit to the estimated date.  
VMO Older patients like a date- it means they can mentally get ready, and it may improve 
communication... having the date on the whiteboard helps dementia patients. 
VMO Younger Doctors more attuned with the discharge process and whiteboard and 
documentation.... discharge dates and plans are interchangeable. Discharge summaries from the 
public hospital are very good as the interns write the summaries and hospital public funding is 
based on completion of discharge summaries! GPs may not even know their patient is in hospital! I 
always ring the GP, but Surgeons may send GP a letter six months after the patient was discharged! 
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4.3.1 FOCUS GROUP DATA ANALYSIS 

Seven themes (see Table 17 above) were identified from the online survey relating to 

the research objectives. The themes were resources; poor communication; good 

communication; discharge documentation; effective discharge planning; poor 

discharge planning and better planning. These themes helped shape questions asked 

in the focus group (see Table 20). Additionally, the focus group questions aimed to 

explore more deeply and provide a clearer insight into how the MDT prepare patients 

for discharge home as reflected in Table 21 below. The process of colour coding 

continued to phrases and comments (see section 3.6.5 for a full description of this 

process). Similarity between sub-themes were grouped under an overarching theme. 

Each theme was constructed by sub-themes that was supported by respondents’ 

comments and responses and this is illustrated in Table 21 below. Themes one to four 

relate research objective 1 and themes five to seven relate to research objective 2.  

The main commonalities between the themes following synthesis of the data 

highlights the RNs and the allied health professionals are impacted by: 

Theme 1:Resources 

Theme 4: Discharge documentation 

Theme 6: Poor discharge planning 

Theme 7: Better planning 

The above four themes linked negatively to the actions of the VMOs and these themes 

did not feature highly in any comments given by VMOs. The focus of VMOs was 

specifically related to the hospital pharmacy processes. Figure 12 below provides an 

illustration of the sub-themes identified by the members of the MDT. To highlight the 

commonalities, differences and linkages of the sub-themes emerging, RNs are identified 

as white font, allied health are identified as orange font and the VMOs are indentified 

by green font. 
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Figure 12 Sub-themes from Online Survey and Focus Group Illustrating the Differing Perspectives and Links between 
the MDT 

 

The sub-themes that are highlighted in Figure 12 underpin the Theme 1:Resources; 

Theme 4:Discharge documentation, Theme 6: Poor discharge planning and Theme 7: 

Better planning. 

However, Theme 2: Poor communication and Theme 3: good communication was 

identified as challenges and opportunities by all members of the MDT to enhance the 

discharge preparation for patients and this is illustrated in Figure 13 below. 
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Figure 13 Sub-themes from Online Survey and Focus Group Illustrating the Differing Perspectives and Links between 
the MDT 

To highlight the commonalities, diferrences and linkages of the sub-themes emerging, 

RNs are identified as white font, allied health are identified as orange font and the VMOs 

are indentified by green font. 

Potential improvements identified by the MDT promoted the development of theme 

5:Effective discharge planning. Strategies involving the MDT to use the communication 

board to assist with improving communication was voiced by all members of the MDT.  
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Table 21 Sub-Themes and Themes from Online Survey and Focus Group Relating to Research Objective One and Research Objective Two 

RESEARCH OBJECTIVE SUB-THEME and THEMES FROM ONLINE SURVEY SUB-THEME and THEMES from the FOCUS GROUP 
Objective 1 THEME 1: RESOURCES THEME 1: RESOURCES 
To explore current practices used to 
prepare patients for discharge from 
the hospital to the home setting 
from the viewpoint of the MDT. 

Sub-theme: Heavy patient loads; lack of time; lack 
of equipment; poor staffing; hospital processes  

Sub-theme: Teamwork falls apart as registered nurses indicate 
they are too busy; Physios feel not able to assess patients 
appropriately as working between three clinical areas; Poor 
quality discharge medication lists 

  THEME 2: POOR COMUNICATION THEME 2: POOR COMMUNICATION  
Sub-theme: Lack of medical leadership; multiple 
VMOs; delayed referrals to discharge planner or 
social worker; not contacting GP; discharge 
summaries not documented; language barrier; no 
discussion with patient or family; no estimated 
discharge date 

Sub-theme: No medical leadership; lack of discharge summaries; 
poor referral process to discharge planning team if patient issues 
are flagged; lack of timely discharge dates; lack of medical 
direction due to multiple VMOs involved with patient; patients not 
keen to discuss when they are going home; poor planning of 
discharge medications; poor VMO attitude when approached by 
MDT to set discharge date; no GP involvement; patients feel they 
are being kicked out of hospital 

  THEME 3: GOOD COMMUNICATION THEME 3: GOOD COMMUNICATION 
Sub-theme: Discuss with patient; provide hospital 
phone number; communicate with family; involve 
patient; patient education; written discharge 
instructions; arranging home support services 
timely; timely referrals to discharge planning team 

Sub-theme: Family and patient involvement with discharge 
preparation; talking to the patient to get a good picture; use of 
'Planning for Your Discharge' document to help shape discharge 
conversation with patient 

  THEME 4: DISCHARGE DOCUMENTAION THEME 4: DISCHARGE DOCUMENTATION  
Sub-theme: Patient education; discharge written 
instructions; communicate with family; prepare 
discharge paperwork; discharge medication list 

Sub-theme: Mobility aids handout; surgical specific written 
discharge instructions; written information related to discharge 
medications 
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RESEARCH OBJECTIVE SUB-THEME and THEMES FROM ONLINE SURVEY SUB-THEME and THEMES from the FOCUS GROUP 
Objective 2 THEME 5: EFFECTIVE DISCHARGE PLANNING THEME 5: EFFECTIVE DISCHARGE PLANNING  
To identify potential improvements 
in the discharge planning process. 

Sub-theme: Communicating discharge plans to 
patient and family; timely referral to a member of 
the discharge planning team; planning patient 
discharge early on in their admission; knowing the 
estimated discharge date early; VMOs set realistic 
length of stay; patient attend a preadmission 
appointment; improve patient involvement; MDT 
education regarding discharge planning processes  

Sub-theme: Strategies to improve communication between the 
MDTs; VMO to indicate the estimated discharge date streamline 
pharmacy processes; discharge planning education to MDT to 
improve discharge documentation; strategies involving the 
whiteboard to improve communication and documentation of the 
estimated discharge date 

  THEME 6: POOR DISCHARGE PLANNING  THEME 6: POOR DISCHARGE PLANNING  
Sub-theme: Poor communication between 
MDT/patient/family; poor discharge 
documentation; poor preoperative preparation; 
medication discharge preparation is lacking 

Sub-theme: The perception that discharge planner, social worker 
and Geriatrician will delay discharge; lack of ownership from 
VMOs towards discharge; patients using tactics to delay 
discharge 

  THEME 7: BETTER PLANNING  THEME 7: BETTER PLANNING  
Sub-theme: Tick box approach to preparing patients 
for discharge; start planning early; MDT approach to 
discharge planning; better discharge 
documentation; create a simple discharge process; 
VMOs communicate discharge dates early on during 
patient admission; better management of patient 
and family discharge expectations  

Sub-theme: Strategies to improve patient and family 
involvement; increase use of the whiteboard; improve discharge 
documentation; improve pharmacy processes 
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4.4 KEY THEMES IDENTIFIED 

The seven themes illustrated in Table 17 continued to be reviewed in collaboration 

with the research team. A consensus was reached by the research team that seven 

themes could be collapsed into four themes due to similarity between the themes. 

The four themes were re-named communication breakdown, discharge date, 

medication list, and resources and these four themes are now presented in the 

following sections. Suggestions by the MDT to prepare patients more effectively for 

discharge home is outlined in section 4.5. The strategies explored in the each PDSA 

cycle in the Improvement Phase will be presented in Chapter 5. 

4.4.1 COMMUNICATION BREAKDOWN 

The identification of this theme was underpinned by the comments made by the MDT 

related to their behaviours and actions when preparing patients for discharge home. 

Communication breakdown involves the MDT not providing the appropriate written 

and verbal information to each other, patients and their family/carer, GP, and 

community service providers. Comments made by the online survey respondents 

(OSR) and the focus group participants (FGP) provide examples of information which 

should be shared.  

These comments include estimated discharge dates, patient’s discharge plans, 

discharge medications, and social issues that may delay discharge. For example, the 

nurse unit manager (NUM) claimed “Doctors attitude is a barrier! They just don't want 

the patients to go”. This comment was supported by the registered nurse (RN) in the 

focus group “The doctors attitude as they don’t want the patient to go home and the 

VMO gets offended if RN ask what is the discharge date”. Additionally, the MDT 

expressed a lack of tools and poor documentation assisted with the breakdown of 

communication. Comments by the MDT surrounding the use of the communication 

board (see section 5.2) to be used as communication tool was a repeated argument: 

FGRN3 “The whiteboard on this ward are not used as the RNs say they 
are too busy to write”. 
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FGNUM: “The whiteboard could keep patient and family involved with 
their discharge plan and knowing their discharge date”. 
 
FGRN4: “Using the whiteboard may improve communication especially 
for older patients as it may help them mentally be prepared for going 
home”. 

Comments from RNs who participated in the focus group (FGRN) highlighted the RNs 

have limited time to perform duties for patients that permitted them to focus on 

preparing patients for going home. For example, FGRN4: “Patients feel they are not 

ready to go home so feel they are being “kicked out of hospital”. The data from the 

online survey evidently support this school of thought. Statements made by the focus 

group attendees characterising the theme of “communication breakdown” was 

verbalised solidly during the focus group discussion by all attendees. However, there 

are challenges in hospitals that develop into barriers that impact negatively on 

patients being prepared for discharge. These points were highlighted in the online 

survey responses (OSR): 

OSR3 “Anxious patient-difficulty taking on board information then 
reluctant to go home when discharge time comes around”. 
 

OSR8 “Language barriers. No clear orders from specialist or surgeon”. 

Similarly, RNs indicate they feel rushed when providing discharge information to 

patients. Likewise, patients may not process the information given or even remember 

they have received the information: 

OSR7 “Sometimes if I have a number of patients going home, I find it 
difficult to give each patient a thorough run through as they can be in a 
rush and management are looking for beds for post-ops”. 

 

OSR31 “As a whole we do not start organising their discharge from the 
beginning leaving the nurse discharging them that morning flat out 
ordering med-list/teaching leg bag etc. Also, the doctors do not 
communicate a set discharge date and often leave this last minute 
when they do a round-therefore taking longer to order discharge 
medications and educate patient”. 
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4.4.2 DISCHARGE DATE  

The theme “discharge date” related to a lack of documentation and minimal 

discussion of estimated discharge date with patients by the MDT. The following 

examples of comments by the MDT assisted to define this theme:  

FGVMO “Whiteboard at other hospitals is used as a prompt for the 
estimated discharge date. Whiteboard in this hospital is in the wrong 
position”. 

 
FGRN1 “MDT afraid to write estimated discharge date on whiteboard. 
Try and empower the VMO to write an estimated discharge date on 
whiteboard and VMO must commit to the estimated date”. 

 

FGVMO “Younger Doctors more attuned with the discharge process and 
whiteboard and documentation.....discharge dates and plans are 
interchangeable. Discharge summaries from the public hospital are very 
good as the interns write the summaries and hospital public funding is 
based on completion of discharge summaries! GPs may not even know 
their patient is in hospital! I always ring the GP, but Surgeons may send 
GP a letter six months after the patient was discharged”. 

Negotiating discharge plans between the MDT and with patients and patients’ family 

members or carers is evident. This is compounded by the fact that there is no medical 

reason for the patient to remain in hospital once a discharge date is eventually set by 

the VMO. This point was supported by the NUM in the focus group “Patient feel like 

you are kicking them out as the VMO will delay discharge if patient says they are not 

ready to go home”. This predicament for the VMOs may feed into the lack of 

completion of discharge summaries and/or failure to contact the GP as the focus is 

primarily on moving patients out of the acute hospital setting. 

4.4.3 MEDICATION LIST 

The theme “medication list” were issues relating to documenting of discharge 

medications in an appropriate timeframe and format. This impacted on the 

pharmacists generating the medication list timely so that they could provide patients 

with education related to their discharge medication. The following examples of 

comments by the MDT assisted to define this theme:  
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OSR21 “Medications. When changes are made by doctors’ patients get 
confused and some RNs are unaware of the changes. Medication lists 
are great but a lot of the time it is last minute and then it takes a long 
time for pharmacy to come and explain to the patient. It would be good 
if we could streamline pharmacy support”. 

 

FGVMO “Medication list. It is very poor and confusing, and you have to 
order it beforehand- e.g., patient transferred to another hospital 
without Lasix- patient developed gout at the receiving hospital which 
increased their length of stay”.  

A concern for the focus group attendees was “lack of medication management” in 

relation to patient discharge planning. This recurring theme was linked to poor 

medication reconciliation, poor communication and poor documentation throughout 

the patient stay which led to medication errors.  

4.4.4 RESOURCES  

The theme “resources” was derived as the MDT perceived a lack of supplies and 

hospital processes impacting on their efficiencies i.e., inadequate staffing levels, 

pressure for patients to vacate beds and equipment to assist the MDT to be able to 

conduct their work appropriately. The following examples of comments by the MDT 

assisted to define this theme:  

OSR7 “Lack of resources e.g., no indwelling catheter overnight bags 
available for discharge. Had to go to three different wards looking for 
overnight catheter bags which took about an hour. I had four patients 
for discharge that day very stressful and time consuming as all patient's 
wish to be discharged early. Discharge medications can also be a delay 
e.g., Orders for discharge medications not being received by pharmacy 
although I sent them and removed the script and photocopied. Have to 
go through this process all over again the next morning as pharmacist? 
didn't receive anything!! This happens quite a lot very time consuming 
as usually if patient is in a rush, we will have to leave the ward and go 
and retrieve the medications!!” 

FGPhysio “staffing levels are poor too as there is only one physio to 3 
wards”. 

OSR30 “funding to build a "shower over bath" in one of the bathrooms 
on the ward, so we can trial to see if patients can get in/out of the 
bathtub prior to discharging home”. 
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Effective staffing levels are underpinned by ensuring there are suitable staff members 

and numbers who have the appropriate knowledge, experience, support, and skills to 

work safely within their designated area. In healthcare, effective staffing is paramount 

for patient safety and satisfaction as this in turn is primarily responsible for patient’s 

treatment and discharge experience. The focus group attendees commented that 

there was not sufficient staff to promote a coordinated approach to preparing 

patients for discharge. This in turn impacts on effective communication between the 

MDT. 

Furthermore, staffing models are used in the healthcare industry to ensure the 

appropriate staffing levels are in place to ensure patient safety are adhered to. They 

are used to accurately measure work activity and to determine how many work hours 

are required and analyse how employee time is spent to calculate costs. The 

physiotherapist (in focus group) also commented on their “lack of access to 

equipment” and unable to “perform home assessments” on patients as affecting their 

ability to prepare patients for going home.  

Additionally, physiotherapist approach discharge planning from patients’ functional 

abilities, for example, “checking their mobility to see if they are safe”. Other factors 

include the availability of social support and community resources, timely availability 

of other discharge options, and pressure for early discharge. Results also indicated 

physiotherapists noted that they had no formal training in discharge planning. RNs 

and VMOs also do not receive any formal training in discharge planning during their 

studies and perhaps this may be a precursor that feeds into the complexities of the 

discharge planning process.  

4.5 IMPROVEMENT STRATEGIES 

Suggestions by the MDT to prepare patients more effectively for discharge home is 

outlined in the following sections. Data from the Exploratory Phase analysis suggested 

the following factors contribute negatively to patients discharge experience.  

• Communication breakdown between the MDT.  

• Poor documentation of discharge dates.  
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• Discharge paperwork i.e., a lack of medication prescriptions and discharge 

summaries.  

• Limited resources.  

• Poor staffing levels.  

Strategies identified by the MDT include educational and behavioural strategies that 

may improve their practice when preparing patients for discharge home. The 

following examples of comments by the MDT assisted to support these findings.  

FGRN2 “Educate more to empower MDT to start discharge planning 
process”. 

 
OSR23 “Doctors need to spend more time with patient explaining 
procedure and the aftercare they will need. Instructions are not very 
clear, and patients complain about that a lot”. 

 

OSR28 “Thorough collection of patient information re Discharge 
destination/social history. Liaise with patient prior to admission to see 
whether they will need extra support on discharge. MDT meetings and 
daily handovers”. 

The MDT focused on strategies to improve communication using the communication 

board as a tool. Educational strategies were also highlighted. The existing healthcare 

environment necessitates effective teamwork and communication to consistently 

deliver best patient care. This may in turn impact on patients discharge experience 

and satisfaction positively. Consequently with increasing health complexities 

specialised skills and knowledge from the MDT is required, as strategies and best 

practice techniques identified have proven positive (Advisory Board 2018). 

The Advisory Board indicate in their discharge toolkit (Advisory Board 2018) the two 

major areas where hospitals can make improvements within discharge planning is 

focusing on operational challenges and better management of complex patients. 

Examples of best practice techniques were identified in support of the Advisory Board 

indications. Strategy 1: Discharge to Assess: “Flipping” Discharge Assessment from 

Hospital to Home (Botwinick 2017) Strategy 2 Accountable Discharge Date Prediction 

(Advisory Board 2018); Strategy 3: Nurse-Led Discharge (Advisory Board 2018). These 

strategies were presented to the Guidance Team and Project Team (see section 5.6) as 

possible strategies to explore using PDSA cycles (see Chapter 5). The Guidance Team 
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approved for one of the strategies to be used. Continued focus on the communication 

board as a tool for communication by the MDT was the impetus for the Project Team 

to choose Strategy 2 Accountable Discharge Date Prediction (Advisory Board 2018) in a 

modified approach (see section 5.6 for more detail). 

4.6 CHAPTER SUMMARY 

Chapter Four presented the data collected from the online survey and focus group to 

address the sub-questions of this research. The chapter outlined themes identified 

and how they were named and defined. Furthermore, this Chapter outlined 

improvement strategies identified by the MDT that may assist them to work 

collaboratively to streamline patient’s discharge. The themes identified underpin the 

strategies that were tested in the Improvement Phase (Chapter 5) and demonstrates 

how the results of each PDSA cycle informed the strategy to be tested in the following 

cycle. 
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CHAPTER FIVE IMPROVEMENT PHASE 

5.1 INTRODUCTION 

Chapter Five presents the results and analysis of the Improvement Phase of the 

research. The data collected through the online survey and focus group and the 

themes identified from the Exploratory Phase were outlined and explored in Chapter 

Four. These themes underpin the strategies introduced and tested in the 

Improvement Phase to address the overarching research question:  

How can the MDT work collaboratively to streamline patients discharge in a private 

hospital? 

There were five PDSA cycles achieved in this research and identification of the strategy 

to be tested in each PDSA cycle occurred during the Project Team meetings. The 

Project Team decisions led the method of inquiry throughout the Improvement Phase 

as they sought to investigate the rationale behind the behaviours and practices of the 

MDT. Strategies highlighted by the Project Team to be explored in the Improvement 

Phase to address the themes included:  

1. Length of stay management.  

2. MDT educational strategies related to discharge instructions to patients. 

3. Improving discharge paperwork provided to patients and to community 

services providers.  

The results of each PDSA cycle informed the evolution of the strategy to be tested in 

the subsequent cycles and were shaped by the research objectives of the 

Improvement Phase. The paper-based survey was used to collect the final set of data 

at the conclusion of the Improvement Phase. The survey was used to establish and 

assess whether there had been a change in practice by the MDT following the 

completion of the PDSA cycles. Additionally, the paper-based survey looked at 

whether any of the other themes identified in the Exploratory Phase had been 

addressed. 

The research objectives for the Improvement Phase are outlined below and are 

essential in answering the research question: 
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1. To test one improvement strategy as identified by the Project Team using 

Plan-Do-Study-Act (PDSA) cycles. 

2. To evaluate to what extent the MDT approach to preparing patients for 

discharge home created practice changed. 

Chapter Five presents the Improvement Phase and is divided into the following 

sections: 

Section 5.2 introduces the communication board used as the tool to gather data in the 

Improvement Phase. Explanation is provided to highlight the communication board 

that is used in PDSA cycle 1 and PDSA cycle 2 is different to the communication board 

used in PDSA cycle 3, PDSA cycle 4 and PDSA cycle 5. 

Section 5.3 presents a summary of the five PDSA cycle processes that was undertaken 

in the Improvement Phase of this research. The Project Team perceived the 

communication board could be used to improve communication and the summary 

provides the PDSA cycle strategies that was tested and the outcome of each PDSA 

cycle. 

Section 5.4 PDSA cycle 1 strategy identification by the Project Team underpinned by 

the themes identified in Chapter Four (see section 4.4 for more detail). This section 

presents the selection of the theme “communication breakdown” by the Project Team 

to explore as a strategy to be tested surrounding the communication board. 

Establishing the use of the communication board in the clinical area was the focus of 

PDSA cycle 1. Presentation of the objective, prediction, lessons learned, data 

collection and data analysis as well as outlining the cycle reflection and discussion by 

the Project Team to identify a strategy to be explored in the next cycle. 

Section 5.5 PDSA cycle 2 strategy identification by the Project Team supported by 

analysis of the data from PDSA cycle 1 presented to them by the researcher. This 

section includes information surrounding the unavailability of the whiteboard marker 

pen and is the impetus for a strategy to be tested in PDSA cycle 2. Presentation of the 

objective, prediction, lessons learned, data collection and data analysis as well as 
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outlining the cycle reflection and discussion by the Project Team to identify a strategy 

to be explored in the next cycle. 

Section 5.6 PDSA cycle 3 strategy identification by the Project Team supported by 

analysis of the data from PDSA cycle 2 presented to them by the researcher. This 

section includes a discussion by the Project Team on a range of strategies that were 

approved for testing by the Guidance Team. Location of the communication board and 

documenting patients estimated discharge date was the focus in PDSA cycle 3. 

Presentation of the objective, prediction, lessons learned, data collection and data 

analysis as well as outlining the cycle reflection and discussion by the Project Team to 

identify a strategy to be explored in the next PDSA cycle. 

Section 5.7 PDSA cycle 4 strategy identification by the Project Team supported by 

analysis of the data from PDSA cycle 3 presented to them by the researcher. 

Documentation of patients estimated discharge date is a continued focus in PDSA 

cycle 4 strengthened by the introduction of visual cues. Presentation of the objective, 

prediction, lessons learned, data collection and data analysis as well as outlining the 

cycle reflection and discussion by the Project Team to identify a strategy to be 

explored in the next cycle. 

Section 5.8 PDSA cycle 5 strategy identification by the Project Team supported by 

analysis of the data from PDSA cycle 4 presented to them by the researcher. 

Confirmation of whether the communication board was being used consistently as a 

tool for communication by the MDT was a focus in PDSA cycle 5. Presentation of the 

objective, prediction, lessons learned, data collection and data analysis as well as 

outlining the cycle reflection and discussion by the Project Team to identify a strategy 

to be explored to address research objective 2 of the Improvement Phase. 

Section 5.9 presents the data collection and data analysis of the paper-based survey to 

establish if the MDT approach to preparing patients for discharged home had 

changed. This section concludes with a summary of the final Guidance Team and 

Project Team meetings. 

Section 5.10 provides a summary of Chapter 5. 
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5.2 THE COMMUNICATION BOARD 

The communication board was used as the tool to gather data in this phase of the 

research. The Project Team perceived this approach to patient care by the MDT would 

result in an improvement in the MDT working collaboratively by improving 

communication within the MDT and between the MDT and the patient. All patient’s 

rooms at the study hospital have a communication board on the wall. The renovations 

included the opening of an additional twelve beds for patients in the new wing of the 

clinical area. There are thirty-six beds in the old build. Prior to the hospital’s 

renovations (see section 1.4 for detail), as a person entered the patient’s room the 

communication board (version 1 see Figure 14) was on a wall located to the left of the 

patient’s bed, so the communication board was not immediatley visble when you 

entered the room.  

The communication board (version 1) in the old building measured 50cm x 37.5 cm 

(see Figure 14) 

 
Figure 14 Communication Board in Patients Room Version 1 (Old wing) 

The communication board (version 1) was positioned just above eye level and had 

prewritten prompts signalling the following: the Hospital’s name, Ward name (i.e., 

clinical area), Doctor (Dr), Nurse; AIN (Assistant in nursing), Diet, Today’s date, and 
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Plan for today. At the bottom of the communication board the following was 

prewritten: “We will check on you regularly” and “Don't fall ALWAYS call for help”.  

In the new wing the communication board (version 2 see Figure 15) was erected 

opposite patient’s beds and was immediately visible when a person entered the room 

and this change occurred in May 2018. Hence, PDSA cycle 1 and PDSA cycle 2 occurred 

in the old building of the clinical area as the new wing of the clinical area was not 

operational. The new wing became operational in September 2018, and this was the 

impetus to use the communication boards (version 2 see Figure 15 below) in PDSA 

cycles 3 to PDSA cycle 5. 

The new communication board (version 2 see Figure 15 below) measures 45cm x 

65cm and is mounted on a wall opposite patients’ beds as you enter the room. 

Patients are facing the communication board when lying in bed and it is immediately 

visible to anyone entering the room. The communication board (version 2) is located 

above eye level and contains prewritten information stating estimated discharge date 

(EDD), allied health/physio, nursing instructions, test/exams, patient 

queries/questions, diet, and home services/support. Additionally, the communication 

board was named the “Communications Board” as it was previously referred to by the 

MDT as the whiteboard.  
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Figure 15 Updated Communication Board in Patients Room Version 2 (New wing) 

5.3 PDSA CYCLE 1 to 5 PROCESSES  

This section presents an overview of each PDSA cycle that was undertaken in the 

Improvement Phase of this research. The Project Team identified strategies to be 

tested in each PDSA cycle. A recurrent topic during the focus group discussions and in 

the Project Team first meeting was the limited use of the communication board 

located in all patients’ rooms. The Project Team perceived the communication board 

could be deployed to improve communication within the MDT and between the MDT 

and the patient. This would indirectly address the three remaining themes identified 

(discharge date, resources, and medication list). Thus, the focus of the PDSA cycles in 

the Improvement Phase involved developing and testing communication strategies 

using the communication board situated in the room of the individual patients. 

Effective communication is a crucial characteristic to successfully facilitate PDSA cycles 

(Cooper et al. 2015) and this was the approach adopted throughout the Improvement 

Phase. The communication strategy adopted throughout the PDSA cycles was to 
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engage the MDT to interact with each other and with patients and their family or carer 

when preparing patients for discharge home. Systematic and structured 

communication was provided to all members of the MDT during the information 

sessions (see section 3.6.1). Additionally, information regarding the PDSA cycles was 

provided one week prior to commencement of each cycle.  

The format followed during each Project Team meeting discussion was underpinned 

by the Model for Improvement (Langley et al. 2009) which is outlined in detail in 

section 3.3.3. The Project Teams reflections and discussions of the results of the data 

analysis presented to them by the researcher after each PDSA cycle was used to guide 

identification of the next strategy to be tested. Table 22 below presents a summary of 

the processes, actions taken and outcomes during PDSA cycle 1 to PDSA cycle 5.  
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Table 22 PDSA Cycle One to Five Processes and Results (Jeffers 2021) 

    CYCLE 1 CYCLE 2 CYCLE 3 CYCLE 4 CYCLE 5 

  

What: Establish use of the 
communication 
board (version 1) 

Increasing the 
availability of the 
whiteboard marker 
pen (communication 
board version 1) 

Using communication 
board (version 2) and 
documenting patient 
EDD 

Using visual cues on the 
communication board 
(version 2) to assist with MDT 
documenting patient EDD 

Unannounced communication 
board (version 2) audit 

  Who RNS MDT MDT MDT MDT 
  Where Clinical area Clinical area Clinical area Clinical area Clinical area 

PLAN When June 2018 August 2018 April 2019 June 2019 November 2019 

  
Who 
executes? 

Researcher MDT MDT MDT Researcher 

DO As planned? Yes Yes Yes and No Yes  Yes 

STUDY 

 
 
 
 
 
Analysis of 
Results: 

Barriers perceived 
by the RNs to not 
using the 
communication 
board are: 
Location of the 
communication 
board  
Lack  
of equipment, 
Not a priority 
Not usual 
clinical practice 

Removing the barrier 
of whiteboard marker 
pen availability: 
Increased 
interaction with the 
communication board 
by the MDT 
Communication 
board not kept 
consistently up to 
date by the MDT 

New location of 
communication board 
did not promote the 
MDT to consistently 
document the EDD.  
Verbal communication 
of the EDD by the MDT 
to patients was the 
accepted behaviour 

Using visual cues did prompt 
the MDT to engage more with 
the communication board. 
There was consistent 
documentation of patients 
EDD in the Hospital Intranet 
system by the RNs. 
VMOs consistently informed 
patients of their EDD.  

Results of the unannounced 
communication board audit 
suggest the MDT had changed 
their practice with their 
approach to preparing patients 
for discharge specifically 
related to the Hospital’s 
improvement priority items. 

ACT 
Abandon 
Adopt 
Adapt 

Adapt Adapt Adapt Adapt Adopt 
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The next sections present each PDSA cycle process, and this was captured by using a 

Plan-Do-Study-Act template (NSW Government 2020) to present the process 

methodically and systematically for each PDSA cycle. Each PDSA cycle is presented in 

the following format: Strategy development; Objective of the PDSA cycle; the strategy 

tested and the prediction of the PDSA cycle. The steps taken throughout each PDSA 

cycle are presented in Appendix B in Table 33 to Table 37.  

5.4 PDSA CYCLE 1 ESTABLISH USE of the COMMUNICATION 
BOARD 

STRATEGY DEVELOPMENT: The Project Team recommended the communication 

board could improve communication both between the MDT and with the patient and 

family/carer in a discharge planning conversation. Adopting this behaviour by the 

MDT, the Project Team believed the MDT would work collaboratively to streamline 

the discharge process and patients may feeling better prepared for discharge home.  

OBJECTIVE OF PDSA CYCLE 1: The Project Team identified the first step would be to 

establish why the RNs did not use the communication board. The RNs are the only 

members of the MDT who are in the clinical area all the time, so the Project Team 

perceived this was an appropriate key aspect. Establishing what were the barriers 

impacting on the RNs using the communication board as a tool for communicating in 

their daily clinical practice was a focus of PDSA cycle 1. There were twenty-five RNs 

who worked in the clinical area in this stage of the data collection. A sample size of 

25% of RNs purposely selected (Braun, Clarke & Rance 2014; Liamputtong 2019) was 

recommended by the Project Team. Purposely selecting the RNs would provide a 

cross-section of RNs who use or do not use the communication board in their daily 

clinical practice. 

STRATEGY TESTED: Interview five RNs working in the clinical area. 

PREDICTION OF PDSA CYCLE 1: The communication board is used inconsistently by the 

RNs most of the time during their shift. 
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5.4.1 DATA COLLECTION  

The RNs were individually asked two questions to establish their behaviours and 

experiences regarding using the communication board in their daily clinical practice.  

The questions asked were:  

1. Do you use the communication board during your shift? If YES, how do you use 

it? 

2. If NO, why do you not use it? 

 

5.4.2 DATA ANALYSIS  

Thematic analysis and descriptive statistics (Joffe 2012; Liamputtong 2019; Riger & 

Sigurvinsdottir 2016) was the methods used to analyse data collected in PDSA cycles 1 

to 5. The researcher reviewed the answers from each RN for patterns and themes 

impacting on their behaviours concerning their interaction with the communication 

board. Similar phrases and comments were grouped together. Establishing the RNs 

experience in the profession and their length of time working in the clinical area 

permitted the researcher to validate that the RNs were familiar with the use of the 

communication board in the clinical area (see Table 23). The RNs who participated in 

PDSA cycle 1 were all senior RNs and have been working in the clinical area for over 

five years. Table 23 below provides a summary of typical RN interaction with using the 

communication board during their shift. 

Table 23 Registered Nurse Use of The Communication Board 

ROLE YEARS IN 
PROFESSION 

LENGTH OF TIME IN CLINICAL 
AREA 

COMMUNICATION BOARD 
UTILISATION 

RN1 15 years Year 8+ Intermittently 
RN2 12 years Year 8+ No 
RN3 6 years Year 6 Intermittently 
RN4 7 years Year 7 Yes 
RN5 5 years Year 6 Tried 

 

RN2 reported she did not use the communication board daily in her clinical practice as 

it was “not a dominant culture on the ward. The boards were put there originally with 

no conversation. I’m not very good at using it as it’s another thing that I have to do”. 

Likewise, RN5 reports “I was using it then I stopped when no-one else was using it! I 
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mainly use it for Day 1 post op as patient is a bit groggy….”. When RN5 was asked how 

did she use the communication board, she reported using the communication board 

as part of her clinical handover.  

However, RN5 indicated sometimes the whiteboard marker pen was missing. RN1 and 

RN3 reported they used the communication board intermittingly. RN3 reported “I’m 

not in the habit of using it very often. It doesn’t take long to write up, but I just don't 

see it as a priority when I’m busy…. the pen is never there!”. RN1 made similar 

comments indicating “I try to use it but northing to write with or nothing to clean the 

whiteboard. Patients do like to know who is looking after them…. the location of the 

board is not usually a problem for me”. RN4 was the only RN who used the 

communication board consistently in her daily clinical practice: 

RN4: “YES I use it 100%. I use it when I am on a morning or afternoon shift. I 
don't use it when I’m on a night shift as the patient is sleeping and because 
mornings (after night shift) are so busy. I use it to encourage the patients to do 
their deep breathing exercises and to write instructions down to help them 
prepare for discharge. I purposely look for a pen and have it in my pocket all 
shift….it takes less than a minute per patient to write on the whiteboard 
however, location of the board is poor”. 

 
PDSA CYCLE 1 REFLECTION AND DISCUSSION 

The researcher presented the analysis of the data from PDSA cycle 1 to the Project 

Team. During the reflection and discussion process the Project Team discussed the 

answers the RNs provided regarding why they do or do not currently use the 

communication board (version 1) during their shift. The Project Team debated the 

inconsistent use of the communication board by the RNs. More importantly, the 

Project Team attempted to understand why one RN’s approach to using the 

communication board all of the time in her daily clinical practice was different to that 

of her colleagues.  

The clinical nurse educator (CNE) reported this RN liked the accountability of her 

actions. Patients’ anxieties were reduced as patients knew which RN was responsible 

for their care. Additionally, patients’ knowing their treatment plan for the day and 

patients’ families, or carers were fully aware what was happening. Hence the 
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communication board’s location and whiteboard marker pen availability were not a 

barrier for this RN.  

The Project Team discussed changes to the strategy that may result in an 

improvement that could impact on the RNs using the communication board more 

consistently in their daily clinical practice. The changes discussed included: 

• Relocating the communication board: this was considered not possible due to 

the ongoing redevelopment of the Hospital.  

• The NUM or In Charge of shift allocated the responsibility to distribute the 

whiteboard marker pens to RNs at the start of the shift: this action was 

perceived as not practical as the NUM or In Charge RN roles and 

responsibilities for the shift may not allow them time to prioritise the task 

timely.  

• Ward receptionist to allocate the whiteboard marker pen: this action was 

considered appropriate as the NUM could delegate the task as a priority for 

the receptionist to act on at the start of the receptionist’s shift. Additionally, a 

whiteboard marker pen was secured to the communication board by the ward 

receptionist to further empower the MDT to use the communication board. 

The Project Team agreed further exploration of the RNs behaviours related to their 

use of the communication board (version 1) was essential and this was the impetus for 

PDSA cycle 2.  

5.5 PDSA CYCLE 2 INCREASE the USE of COMMUNICATION 
BOARD by the MDT  

STRATEGY DEVELOPMENT: The Project Team had two questions which emerged from 

their reflections and discussions of the analysis of the data presented from PDSA cycle 

1: 

1. Were the barriers identified by the RNs supported by the other members of 

the MDT? 

2. Was lack of equipment impacting on the other members of the MDTs using the 

communication board (version 1)?  
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OBJECTIVE OF PDSA CYCLE 2: to establish what are the barriers impacting on the MDT 

using the communication board as a tool for communication between themselves and 

with patients.  

STRATEGY TESTED: Increasing the availability of the whiteboard marker pen. 

PREDICTION OF PDSA CYCLE 2 Eliminating the barrier of the whiteboard marker pen 

availability may increase the MDT using the communication board (version 1) 

consistently during their shift. 

5.5.1 DATA COLLECTION 

PDSA Cycle 2 commenced on 8th August 2018 at 2pm and concluded on 24th August 

2018 at 12:25PM. Six audits over three weeks were completed in the clinical area by 

the researcher at various times during the day to capture the information from the 

RNs.  

The RNs shift times in the clinical area are: 

• Morning shift: 0700-1506hrs and 0700–1530hrs. 

• Afternoon shift: 1354-2200hrs and 1330–2200hrs. 

• Night duty shift: 2130-0730hrs. 

The researcher entered every room in the clinical area that was occupied by a patient 

and took photographs of the communication board (version 1) to capture the 

information that was documented. Verbal permission was gained from the patient and 

all photographs of the communication board were deleted from the camera at the 

end of PDSA cycle 2. Whiteboard marker pens were secured by cotton tape that 

attached the whiteboard marker pen to the side of the communication board.  

The length of the cotton tape permitted the MDT to write on the communication 

board without removing the whiteboard marker pen. Additional whiteboard marker 

pens were available for the MDT from the ward receptionist who was instructed to 

provide a whiteboard marker pen to the MDT at each shift change.  
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The communication board was interpreted as fully completed if all fields on the 

communication board were populated: Room number; Doctor name; RN name; 

Assistant in nursing (AIN); Patient admission date; Today’s date; Plan for today 

5.5.2 DATA ANALYSIS 

The number of communication boards completed by members of the MDT during 

PDSA cycle 2 is illustrated in Figure 16 below. 

 
Figure 16 Communication Boards Completed in PDSA Cycle 2 

There was a steady increase of using the communication board by the MDT during the 

morning shift each week. However, there was a slight decline of using the 

communication board during afternoon shift in week three.  

The communication boards (version 1) that were partially completed were missing 

one or two of the following information: Doctor name; RN name; AIN name; Patient 

admission date; Today’s date; Plan for today-see Figure 17 below. 
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Figure 17 Communication Boards Completed or Partially Completed in PDSA Cycle 2 

There was evidence suggesting the communication boards (version 1) that were fully 

completed had not been updated for approximately three to seven days. When the 

researcher was taking photographs of the communication boards (after gaining verbal 

permission from patients), anecdotal comments to the researcher were made by 

patients that included “I didn’t know that was there”. Further comments included 

“There’s no writing on there so why are you taking a picture of it?” and “That hasn’t 

been updated for days”. 

PDSA CYCLE 2 REFLECTION AND DISCUSSION 

The researcher presented the analysis of the data from PDSA cycle 2 to the Project 

Team. During the reflection and discussion process the Project Team reached an 

agreement PDSA Cycle 2 demonstrated the MDT were able to complete the 

communication board (version 1) but not able to consistently keep the communication 

board updated shift to shift. Whilst the action of completing the communication board 

was an improvement, as this could indicate the communication between the MDT had 

increased, evidence of the MDT commencing discharge planning with the patient was 

lacking.  

Furthermore, reflecting back to the comments made by the RNs in PDSA cycle 1, the 

Project Team discussed whether the location of the communication board impacted 

on the MDT taking the additional action of updating the communication board. It was 
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important for the strategy identified to be tested in PDSA 3 i.e. documenting the 

estimated discharge date was embedded into the MDTs clinical practice. This was 

achieved by the researcher conducting education sessions in the clinical area prior to 

the commencement of PDSA cycle 3 (see table 35 in Appendix B for more 

information). The Project Team’s continued focus on the communication board to 

guide strategies in the next PDSA cycle was evident. At this stage of the research the 

Project Team specified that a Guidance Team meeting was not warranted as there 

were no perceived barriers that would affect a strategy being tested in PDSA Cycle 3. 

5.6 PDSA CYCLE 3 DOCUMENTING the ESTIMATED DISCHARGE 
DATE 

STRATEGY DEVELOPMENT: The focus was to use the communication board as a 

communication tool that may assist the MDT to better prepare their patients for 

discharge. Importantly addressing the barrier of the location of the communication 

board. The new wing was operational, and the communication board (version 2) was 

located in a position in patients’ room that is immediately visible when you entered 

the room (see section 5.2 for more detail). 

OBJECTIVE OF PDSA CYCLE 3: Members of the MDT to have a discharge planning 

discussion with patients and document the EDD on to the communication board 

(version 2) following this discussion.  

STRATEGY TESTED: Documentation of patients’ estimated discharge date (EDD) on to 

the communication board (version 2) using the communication board (version 2) in 

the new wing. 

PREDICTION OF PDSA CYCLE 3: Patients have been involved with their discharge plan 

and their EDD has been documented on the communication board (version 2) 

consistently. 

5.6.1 DATA COLLECTION 

PDSA cycle 3 duration was four weeks and commenced on the 8th April 2019. To 

measure whether patient’s satisfaction with their discharge experience was improved 
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by knowing their EDD, patients were asked four questions on the day of discharge by 

the RN who was discharging them: 

1. Did your VMO discuss your discharge date with you? 

2. Was your discharge date written on the communication board? 

3. How helpful was it that you knew your discharge date? 

4. Did it improve your discharge experience having this information? 

All RNs in the clinical area were provided with the four questions on a sheet of A4 

paper. The sheet was attached to their daily handover sheet which they collected at 

the start of their shift. The researcher visited the clinical area four times a day 

between the hours of 0830 to 1530 hrs. Verbal consent was obtained from the RNs to 

participate in the PDSA cycle. Additionally, the researcher provided instructions daily 

to all RNs regarding the RNs role during the PDSA cycle. The researcher met with the 

RNs daily at the end of their shift to provide an opportunity for the RNs to handover 

the data. Additionally, the researcher was in the clinical area observing the 

interactions between the MDT and patients.  

5.6.2 DATA ANALYSIS 

RNs collected and collated data from seventeen patients over the course of PDSA cycle 

3. The data analysis entailed plotting the answers in graphs and tables which assisted 

to provide a visual image of any improvements during the four weeks. RNs reported 

thirteen patients had indicated that their estimated discharge date (EDD) was 

discussed with patients by their VMO. One patient reported to the RN their EDD was 

discussed with them prior to their admission into hospital by their VMO and three 

patients could not remember whether a discussion regarding their discharge date 

occurred between themselves and their VMO. Twelve patients reported their 

discharge experience was improved by knowing their EDD. One patient reported to 

the RN their VMO had spoken to them on several occasions about their discharge 

date, however, the date was never written on to the communication board. RNs 

reported twelve patients indicated knowing their EDD had no impact on how they 

were feeling.  
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During PDSA cycle 3 the researcher observed whether the EDD was written on to the 

communication board (version 2) by a member of the MDT. This observation by the 

researcher was daily and focused on the communication board of patients who were 

being discharged home on that day. Only five patients during PDSA cycle 3 had the 

correct EDD written on to the communication board. Patients made anecdotal 

comments to the researcher during these observations. A recurring theme from the 

comments made by patients was having the knowledge of the EDD did not impact on 

how they were feeling about going home. However, a relative commented how 

important having the EDD was to them, as they were able to make timely 

arrangements to collect the patient from hospital on the day of discharge. More 

importantly there was evidence to suggest VMOs do discuss discharge dates with 

patients. 

PDSA CYCLE 3 REFLECTION AND DISCUSSION 

The researcher presented the analysis of the data from PDSA cycle 3 to the Project 

Team. During the reflection and discussion process the Project Team reached 

agreement there was some improvement noted with written communication between 

the MDT and patients using the communication board as a tool. Whether this 

improvement was related to the new location of the communication board (version 2) 

was debatable. However, the improvement identified demonstrated the MDT were 

engaged with the strategy. Additionally, analysis of the data presented to the Project 

Team indicated there was no evidence to suggest that a conversation occurred 

relating to discharge planning between the MDT and the patient. However, the data 

did indicate the VMOs do discuss the discharge date with patients. 

A Guidance Team meeting occurred during PDSA cycle 3. At this meeting the 

researcher presented to the Guidance Team three strategies (see below). The 

researcher perceived using one of the strategies as a strategy to be tested in the next 

PDSA cycle would assist with addressing the research objectives linked to the 

Improvement Phase. More importantly the lessons learned from the previous PDSA 

cycles signalled to the researcher attempting to change the MDT behaviours using the 

communication board was not having a positive impact.  
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The strategies are outlined below: 

1) Flipping Discharge Assessment (Botwinick 2017). 

2) Accountable Discharge Date Prediction (Advisory Board 2018). 

3) Nurse Led Discharge (Advisory Board 2018). 

 

Strategy 1: Discharge to Assess: “Flipping” Discharge Assessment from Hospital to 

Home 

The Discharge to Assess initiative focuses on older patients and is aimed at discharging 

patients home immediately when medically ready. Specially trained teams of RNs, 

Physiotherapist and Occupational therapists assess the patient at home and provide 

immediately needed services within two hours. The care plan may include equipment, 

medication review, homecare for activities of daily living and patient and family 

involvement to address any ongoing care needs. Results indicate there was a 

reduction in length of stay, safe and timely discharge of patients with complex needs, 

no increase in readmission, decreased cost and increased patient, family, and staff 

satisfaction. Table 24 provides an overview of this strategy. 

Strategy 2: Accountable Discharge Date Prediction 

Accountable discharge date prediction establishes an escalation process that 

members of the MDT can take whenever VMOs have not provided a discharge date. 

Having an escalation process embedded into routine clinical practice assists to build a 

culture of accountability as there are consequences associated with steering away 

from the embedded practice. The impact of creating a process that facilitates 

empowerment for nurses or other members of the MDT to follow whenever there is 

evidence to suggest VMOs are not complying with predicting and setting discharge 

dates creates a process that is routine practice. Table 24 provides an overview of the 

strategy. 

Strategy 3: Nurse Led Discharge 

Nurse led discharge embeds a process to empower RNs to discharge patients when 

they meet the VMO established predetermined criteria. Adoption of this strategy can 

increase the capacity of the MDT discharging patients timely and help reduce length of 

stay. Factors to consider with engaging with this strategy include VMOs may fear loss 
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of ownership of decisions surrounding patients care needs. Additionally, RNs may not 

feel they have the confidence or skills to discharge patients or patients may not trust 

the RNs decision making skills to discharge them home. Table 24 provides an overview 

of this strategy. 
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Table 24 Strategy 1: Flipping” Discharge Assessment from Hospital to Home (Botwinick, 2017); Strategy 2: Accountable Discharge Date Prediction (Advisory Board, 2018); Strategy 3: Nurse-Led 
Discharge (Advisory Board, 2018) 

Strategy  Strategy overview Outcomes/Impact 
1. Discharge to Assess: “Flipping” 
Discharge Assessment from 
Hospital to Home 

Hospital Executives.  
Implemented the “Oobeya” (Big room) process.  
Implemented intensive Quality Improvement Training.  
PDSA cycles to identify issues with the older patients 
flow in hospital-led to redesign of the whole patient 
journey/pathway.  
Systematic approach to learning and change.  
Active Recovery Service to meet social needs of patients 
(involved medical and social clinicians).  
Front Door Response team (meet patients at home). 
Assessment of post discharge needs assessed in 
patients’ home.  
Social support including help from family and friends. 
Transport, access, and toileting are recognised as 
enablers of discharge to home. 
Single point of telephone access to the Active Recovery 
Team. 

Increased patient satisfaction with their discharge home.  
Increase family involvement within discharge planning.  
All staff (Medical, RN, Allied Health) focused on commencing 
discharge planning process immediately when patient arrives at 
the Emergency department.  
Increase costs efficiencies.  
Reduced readmission. Reduced length of stay. 

Strategy  Strategy overview Outcomes/Impact 
2. Accountable Discharge Date 
Prediction 

Ensuring discharge date prediction.  
Establishes escalation steps that RNs can take whenever 
VMOs have not provided a discharge date.  
Assists with building a culture of accountability as it 
emphasizes that there are consequences to deviating 
from protocol. 

Creates a permanent hospital wide process.  
Establishing discharge date predictions as a routine practice. 
Empowers RN to follow up if they experience non-compliant 
VMOs.  
Training may be required to ensure nurses feel comfortable with 
escalation process.  
Develop escalation cards that remind RNs who they should 
contact when they encounter a resistant VMO. 
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Strategy  Strategy overview Outcomes/Impact   
It should include contact information from an Executive to 
increase initiative validity among staff- card can be given to non-
compliant VMOs. 

Strategy Strategy overview Outcomes/Impact 
3. Nurse-Led Discharge Consists of establishing a process to empower nurses to 

discharge patients when they meet the doctor-
established predetermined criteria.  
Considerations:  
VMO may not trust RN to discharge their patient.  
VMO may feel loss of ownership.  
VMO may think more efficient to do the discharge 
themselves.  

Successfully adopting nurse-led discharge increases capacity for 
staff to discharge patients on time. 
Assist with reducing length of stay. 
Increase patient satisfaction with their discharge experience as 
not waiting around for VMO to review.  

 
RN may not feel confident in their skills to discharge.  
RN may feel with increased patient turnover may 
increase their workload. 
Patients may not trust the RN to discharge them 
appropriately.  
Hospital Executives may feel nurse-led discharge is too 
risky. 
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The Guidance Team approved the strategies for presentation to the Project Team and 

possible testing. The researcher presented the three strategies to the Project Team. 

Strategy 1- Flipping Discharge Assessment was considered not appropriate due to the 

practicalities and lack of resources to successfully implement and test the strategy. A 

member of the Project Team provided an example of the reason why “Nurse Led 

Discharge” strategy would successfully be implemented in the clinical area: 

“..a patient waiting all day on the ward in a bed for the VMO to review 
prior to the patient going home that day. The VMO had clearly stated that 
he would review the patient in between theatre cases even though all 
discharge paperwork and discharge discussions with the patient had been 
completed by the RN. The patient had stated that if the VMO did not arrive 
soon it would become too late for the patient to go home as they would 
miss their transport home. This would result in an extra night in hospital 
and consequently bed block. The VMO arrived at 4pm in the afternoon to 
review the patient and confirm patient was for discharge home that day”. 

The consumer representative reported patients do get annoyed when they are waiting 

around which consequently impacts on their discharge experience. However, patients 

feel more confident going home knowing the VMO has seen them and personally 

discharged them. This was the reason why the Project Team continued their focus on 

the communication board (version 2) for a strategy to be tested in PDSA cycle 4. 

Hence, the Project Team selected the strategy “Accountable Discharge Date 

Prediction” in a modified format, as they felt that this strategy was a natural 

continuation of the strategies used in PDSA cycle two and PDSA cycle three.  

The Project Team preferred to use the term “Estimated Discharge Date” (EDD) instead 

of the term “Accountable Discharge Date Prediction” as this was the terminology used 

in the study hospital when discharge dates were discussed by the MDT. The Project 

Team specified VMOs must be accountable for setting patients discharge dates and 

following through with discharging their patients in the timeline discussed with 

patients. The modified format included omitting the escalation process (see Table 24 

for more detail). as the current hospital processes did not support this action. 
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5.7 PDSA CYCLE 4 VISUAL CUES to ASSIST THE MDT  

STRATEGY DEVELOPMENT: The focus of PDSA cycle 4 was for the MDT to discuss the 

EDD with patients. The defining difference between PDSA cycle 2 and PDSA cycle 3 

was the introduction of visual cues to assist the MDT to document and discuss the 

EDD with patients. 

OBJECTIVE OF PDSA CYCLE 4: Visual cues to assist the MDT to document and discuss 

EDD with patients. The intention of discussing the EDD with patients may enable the 

MDT to commence discharge planning discussions with patients that impact on 

patients feeling prepared to go home. Additionally, to establish whether the MDT 

document the EDD in the patients’ written files or in the Hospital intranet system. As 

these were the three areas considered by the Project Team where the MDT document 

and update patients’ clinical status and discharge related information. 

STRATEGY TESTED: Using visual written cues (see Table 6 below for detail) on the 

communication board (version 2) and on the front of patient files. 

PREDICTION OF PDSA CYCLE 4: Visual cues will increase the documentation on the 

communication board by the MDT consistently. The EDD will also be consistently 

documented in patient files and in the Hospital intranet system by a member of the 

MDT. 

5.7.1 DATA COLLECTION 

PDSA cycle 4 was undertaken for four weeks commencing on the 10th June 2019. The 

purpose was to establish whether there was evidence of documenting patients EDD 

on to the communication board by the MDT. The researcher reviewed the 

communication board, patients’ files, and the Hospital intranet system daily to 

determine if the MDT had documented the EDD.  

RNs asked patients on the day of discharge from hospital the following questions: 

1. Were you aware of your discharge date? 

2 When was you informed of your discharge date? 
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3. Was your discharge experience improved by knowing your discharge 

date?  

All RNs in the clinical area were provided with the three questions on a sheet of A4 

paper attached to their daily handover sheet, which they collected at the start of their 

shift. The researcher visited the clinical area four times a day between the hours of 

0830 to 1530 hrs. Verbal consent was obtained from the RNs to participate in the 

PDSA cycle. Additionally, the researcher provided instructions daily to all RNs 

regarding their role during the PDSA cycle. The researcher met with the RNs daily at 

the end of their shift to provide an opportunity for the RNs to handover the data. 

Additionally, the researcher was in the clinical area daily observing the following: 

• The interactions between the MDT and patients. 

• Reviewing the communication board, patient files and the Hospital intranet 

system to ascertain if the patients EDD was documented. 

• Ensuring the bright pink A4 card was replaced when patient was discharged 

and always visible in the patients file. 

5.7.2 DATA ANALYSIS 

The RNs presented the data to the researcher at the end of their shift each day (please 

see Appendix C Table 38 Week 1) 

Week 1 

• RNs captured information from seven patients. 

• All patients knew their EDD. 

• Four patients were informed they were for discharge home the day prior to 

their EDD.  

• Four patients reported knowing their EDD did not impact on their discharge 

experience positively.  

• RNs reported the patients made comments to support their viewpoint.  

• One patient reported a family member was present when informed of their 

EDD.
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Patients estimated length of stay (ELOS) versus patients’ actual length of stay (ALOS) is 

illustrated in (Appendix C Table 39 Week 1) 

• Five patients had their EDD documented by an RN in the hospital intranet 

system. 

• Of these five patients only Patient 5 had additional documentation of their 

EDD in their chart by the VMO. The remainder four patients had their EDD 

documented nowhere else. 

• Patient 5 and Patient 6 had their EDD written on the front of patient chart 

by the VMO, and Patient 5 had additional EDD written in the Hospital 

intranet system by an RN.  

• Patient 3 had an increased ALOS of three days. This patient had their EDD 

documented in the Hospital intranet system by an RN, however, informed 

of their EDD by the VMO verbally. 

• Patient 7 had no documentation of their EDD anywhere, but they were 

informed verbally by their VMO.  

• All patients reported their EDD was given to them by their VMO. 

• The ALOS of patients was not significantly impacted for six of the patients 

as five patients ELOS was the same as their ALOS. Patient 5 was discharge 

home a day earlier than was estimated and patient 3 stayed three days 

longer than estimated.  

• The EDD was not written on the communication board for any patient in 

week 1.  

Week 2 

The data captured by the RNs in week 2 is illustrated in Appendix C Table 40 Week 2  

RNs captured information from nine patients 

• All patients were aware of their EDD. 

• Four patients were informed of their EDD one day prior to going home. 

• Patient 8 and Patient 9 were informed of EDD on the day of discharge 

home. 

• Patient 4 reported a family member was present when informed of their 

EDD. 
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• Five patients reported knowing their EDD did not impact on their discharge 

experience positively. RNs reported the patients made comments to 

support their viewpoint. 

•  Patient 2 who was informed of their EDD three days prior to going home 

and reported to RN knowing this information did not impact on their 

discharge experience in a positive way. 

• Patient 3 knew they were going home five days prior and reported that 

their discharge experience was not improved. 

Week 2 observation by researcher is illustrated in Appendix C Table 41 Week 2. By 

week 2 there are two improvements noted. 

• All patients had their EDD documented somewhere, and Patient 4 had their 

EDD documented on the communication board. 

• Eight patients were informed of their EDD by the VMO. 

• Patient 4 was informed of their EDD by the administration staff on 

admission. 

• Patient 9 had an RN present when informed of their EDD by the VMO.  

• All patients reported their EDD was given to them by their VMO. 

Week 3 

The data captured by the RNs in week 3 is illustrated in Appendix C Table 42 Week 3.  

• RNs captured information from five patients. 

• Four patients were aware of their EDD. 

• Patient 2 and Patient 3 were informed of their EDD two days prior to going 

home. 

• Patient 1 and Patient 4 were informed of their EDD on the day of discharge. 

• All patients reported their EDD was given to them by their VMO. 

• Patient 3 reported a family member was present when they were informed 

of their EDD. 

• All patients reported knowing their EDD improved their discharge 

experience positively. RNs reported the patients made comments to 

support their viewpoint. 
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Observations captured by the researcher in week 3 is illustrated in Appendix C Table 

43 Week 3.  

• By week three there were two improvements noted. 

• All patients had their EDD documented somewhere, and Patient 2 and 

Patient 4 had their EDD documented on the communication board. 

• Patient 1 and Patient 4 had their EDD documented in their chart by the 

VMO.  

Week 4 
The data captured by the RNs in week 4 is illustrated in Appendix C Table 44 Week 4. 

• RNs captured information from eight patients. 

• All patients were aware of their EDD. 

• Four patients were alone when they were informed of their EDD. 

• Seven patients were aware of their EDD 1-3 days prior to going home. 

• Patient 2 was aware of their EDD prior to admission.  

• All patients reported to RNs that their discharge experience did not 

improve by knowing when they were going home. RNs reported two 

patients made comments to support this view. 

The researcher observed the following information during PDSA cycle 4 and is 

illustrated in Appendix C Table 45 Week 4. 

• By week four there was two improvements noted. 

• Patient 8 had their EDD documented on the communication board. 

• Patient 3 and Patient 7 were informed of their EDD by the VMO’s practice 

nurse. 

• All patients had their EDD documented in the Hospital Intranet system by 

an RN. 

• No patients had their discharge dates written on the front of their chart.  

• ELOS versus ALOS of the eight patients on the day of their discharge there 

are five patients with increased length of stay. 

PDSA CYCLE 4 REFLECTION AND DISCUSSION 

The researcher presented the analysis of the data from PDSA cycle 4 to the Project 

Team. There was evidence to suggest the communication boards (version2) was being 
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used more consistently as a communication tool between the MDT during PDSA Cycle 

4. Additionally:  

• RNs consistently documented patients EDD in the Hospital intranet system.  

• Patients consistently reported they were aware of their EDD.  

• VMOs consistently informed patients of their EDD.  

• 48% of patients during the 4-week period indicated their discharge 

experience improved by knowing their estimated discharge date. 

• Patient discharge experience improved if they were able to negotiate when 

this occurred. 

Whilst there were improvements noted during PDSA cycle 4 there was evidence to 

suggest the communication boards were not used consistently as a communication 

tool by the MDT. More importantly there was no evidence to suggest the MDT actively 

commenced preparing patients for discharge home. The Project Team insisted on one 

more PDSA cycle surrounding the use of the communication board. 

5.8 PDSA CYCLE 5 UNANNOUNCED COMMUNICATION BOARD 
AUDITS 

STRATEGY DEVELOPMENT: The Project Team discussions in the development of PDSA 

cycle 5 centred around whether the MDT were engaging with the communication 

board (version 2) consistently when preparing patients for discharge home without 

information sessions by the researcher. More importantly confirming if the research 

objectives for the Improvement Phase had been addressed (see section 5.1). Auditing 

the communication boards over a four-week period by the researcher would provide 

insight into the MDT practices. 

OBJECTIVE OF PDSA CYCLE 5: Auditing the communication boards (version 2) to 

establish if all areas on the communication board had been completed consistently. 

This could indicate the MDT are involving patients in their preparation for discharge 

home and communicating between themselves. Additionally, to determine whether 

there was sustained use by the MDT of the communication board since PDSA Cycle 2. 

STRATEGY TESTED: Unannounced audits of the communication boards (version 2). 
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PREDICTION OF PDSA CYCLE 5: The communication board will have sustained usage of 

10% or more by the MDT and 50% of areas populated by a member of the MDT. An 

improvement was noted if there were comments written on the communication 

board by a member of the MDT in the following sections:  

• Patient queries/questions. 

• Home services/support.  

• EDD.  

• Nursing instruction.  

If all these areas were populated this may suggest there was improved communication 

occurring between the MDT, patient, and their family regarding (i) instructions 

regarding care at home (ii) help arranging home care services and (iii) preparation 

throughout their stay for discharge. These items underpin the research objectives (see 

section 5.1) of this chapter and the Hospital consistently identify these items as 

improvement priorities (see section 1.4 for more detail). If there is evidence to suggest 

the MDT has changed their behaviour patients may feel better prepared when going 

home. Subsequently patients experience related to discharge planning may potentially 

be enhanced. 

5.8.1 DATA COLLECTION 

PDSA Cycle 5 occurred from the 4th November to 27th November 2019. Nine audits 

were performed of the communication boards without announcement to the clinical 

area by the researcher. The audits were performed Monday to Friday between the 

hours of 10am to 4pm. During this period there was one change of shift for the RNs. 

The audits focused on the percentage (%) of and accuracy and compliance rate of all 

the areas populated on the communication boards by the MDT as well as focusing on 

the Hospital’s improvement priority items. 

5.8.2 DATA ANALYSIS 

The researcher collected information from the communication boards (version 2) and 

analysis of the data entailed plotting the information into graphs and tables. 

Presentation of the results of the nine unannounced audits is illustrated in Table 25 

below. The Table summarises the overall percentage (%) of accuracy and compliance 
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rate of the unannounced communication board audits in PDSA Cycle 5 of all of the 

items documented by the MDT i.e., VMO name, nursing instruction, Today’s date, 

admission date, RN name, AIN name, diet information, allied health information, 

tests/exam information, EDD, patient queries/questions and home services/support.  

There was evidence suggesting the information captured on the communication board 

by the MDT was accurate some of the time for all items. This accuracy ranged from 

17% (Audit 7 and Audit 8) to 67% (Audit 3). This evidence was based on the 

communication boards had not been updated for three days (Audit 1 and Audits 6 to 

9); had not been updated for two days (Audit 2); and had not been updated for one 

day (Audits 3 to 5). However, the MDT were compliant with using the communication 

boards more than 50% of the time on six occasions (Audits 1 to 6). More importantly, 

the MDT were compliant with using the communication board consistently more than 

10% of the time. This was a sustained improvement since PDSA cycle 2. 

The information relating to the study hospital’s improvement items (see section 1.4 

for more detail) captured on the communication boards by the MDT is additionally 

illustrated in Table 25 below. Information relating to patients EDD was evident on four 

occasions during the four-week audit period. There was consistent documentation of 

nursing instruction throughout the audit period. On three occasions there was 

information captured relating to “patient queries/questions”, however, there was no 

information captured relating to “home services/support” throughout the audit 

period.
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Table 25 Information Captured on Communication Board Relating to Hospital's Improvement Items and Overall Percentage of Accuracy and Overall Percentage of Compliance with Completion 
of All Information in PDSA Cycle 5 

AUDIT IMPROVEMENT ITEM PERCENTAGE of COMPLIANCE 
with DOCUMENTATION for 

IMPROVEMENT ITEM 

OVERALL ACCURACY PERCENTAGE 
with DOCUMENTING ALL AREAS 
of the COMMUNICATION BOARD  

OVERALL COMPLIANCE 
PERCENTAGE with 

DOCUMENTING ALL AREAS of 
the COMMUNICATION BOARD  

1 EDD 71% 0% 100% 
  HOME SERVICES/SUPPORT 0%     
  NURSING INSTRUCTION 100%     
  PATIENT QUERIES/QUESTIONS 14%     
2 IMPROVEMENT ITEM PERCENTAGE 0% 99% 
  EDD 34%     
  HOME SERVICES/SUPPORT 0%     
  NURSING INSTRUCTION 75%     
  PATIENT QUERIES/QUESTIONS 17%     
3 IMPROVEMENT ITEM PERCENTAGE 67% 100% 
  EDD 33%     
  HOME SERVICES/SUPPORT 0%     
  NURSING INSTRUCTION 100%     
  PATIENT QUERIES/QUESTIONS 44%     
4 IMPROVEMENT ITEM PERCENTAGE 0% 50% 
  EDD 0%     
  HOME SERVICES/SUPPORT 0%     
  NURSING INSTRUCTION 50%     
  PATIENT QUERIES/QUESTIONS 0%     
5 IMPROVEMENT ITEM PERCENTAGE 64% 100% 
  EDD 0%     
  HOME SERVICES/SUPPORT 0%     
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AUDIT IMPROVEMENT ITEM PERCENTAGE of COMPLIANCE 
with DOCUMENTATION for 

IMPROVEMENT ITEM 

OVERALL ACCURACY PERCENTAGE 
with DOCUMENTING ALL AREAS 
of the COMMUNICATION BOARD  

OVERALL COMPLIANCE 
PERCENTAGE with 

DOCUMENTING ALL AREAS of 
the COMMUNICATION BOARD  

  NURSING INSTRUCTION 50%     
  PATIENT QUERIES/QUESTIONS 0%     
6 IMPROVEMENT ITEM PERCENTAGE 0% 73% 
  EDD 27%     
  HOME SERVICES/SUPPORT 0%     
  NURSING INSTRUCTION 64%     
  PATIENT QUERIES/QUESTIONS 0%     
7 IMPROVEMENT ITEM PERCENTAGE 17% 17% 
  EDD 0%     
  HOME SERVICES/SUPPORT 0%     
  NURSING INSTRUCTION 36%     
  PATIENT QUERIES/QUESTIONS 0%     
8 IMPROVEMENT ITEM PERCENTAGE 17% 17% 
  EDD 0%     
  HOME SERVICES/SUPPORT 0%     
  NURSING INSTRUCTION 67%     
  PATIENT QUERIES/QUESTIONS 0%     
9 IMPROVEMENT ITEM PERCENTAGE 34% 11% 
  EDD 0%     
  HOME SERVICES/SUPPORT 0%     
  NURSING INSTRUCTION  67%     
  PATIENT QUERIES/QUESTIONS 0%     
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PDSA CYCLE REFLECTION AND DISCUSSION 

The researcher presented the analysis of the data from PDSA cycle 5 to the Project 

Team and the consensus by the Project Team was that there was some improvement 

noted. This was indicated by the change in practice by the MDT. However, whether 

the change was directly linked to this research was uncertain. The Project Team 

thought it was appropriate to gather more information from the MDT to establish 

whether the second research objectives question had been achieved: 

To evaluate to what extent the MDT approach to preparing patients for discharge 

home created practice changed. 

Hence a paper-based survey (see section 3.7.5) was used to collect the final set of data 

in this phase of the research. 

5.9 PAPER-BASED SURVEY  

This section presents the data collected from the paper-based survey (please see 

Appendix E for survey questions). The survey consisted of eight closed multiple 

questions with comments section and six open ended questions (Liamputtong 2019). 

The aim of the survey questions was to establish whether the MDT had changed their 

practice when preparing patients for discharge home, and whether the change was 

directly related to this research. The MDT were provided with a paper-based survey 

titled “Exploring the Multidisciplinary Team Processes Which Contribute to the Patients 

Discharge Experience”. 

Information sessions to the MDT in the clinical area were held prior to the paper -

based survey going live (see section 3.4 for further detail). The paper-based surveys 

were in a large A4 envelope on the notice board in the education office within the 

clinical area. The survey was available for completion by MDT during the period 

Monday 2nd December 2019 at 0900hrs to Friday 20th December 2019 at 1700hrs. The 

researcher visited the clinical area daily (Monday to Friday) to collect completed 

surveys. 
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5.9.1 PAPER-BASED SURVEY DATA PRESENTATION 

Thirty paper-based surveys were available to be completed and sixteen members of 

the MDT completed the survey with a response rate of 53%. There were twelve RNs, 

two VMOs and two allied health professionals who completed the survey. Table 26 

provides a summary of the paper-based survey findings. 

Table 26 Summary of Paper-Based Survey 

Number invited  Response rate  Summary of Results 

30 53% Communication board used consistently more 
than 10% of the time by MDT to prepare patients 
for discharge home. 
 
Evidence suggests there is increased engagement 
with the communication board by MDT. 
 
RNs are the driving force when preparing 
patients for discharge and empower the MDT 
regarding documentation and communication. 
 
MDT comments suggest there is still a long way 
to go to maintain effective communication when 
preparing patients for discharge. 

 

The data showed that 50% of the MDT indicated they have changed their practice 

when preparing patients for discharge home. There is evidence to suggest there is 

increased engagement with the communication board by the MDT (see Table 27 

below) and improved communication. However, RNs appear to be the driving force 

when preparing patients for discharge home. 

There was a good representation of MDT (63%) who completed the paper-based 

survey who reported to have participated in the online survey that occurred in the 

Exploratory Phase (section 4.2). Additionally, 38 % of respondents indicated to have 

participated in the focus group that occurred in the Exploratory Phase (section 4.2). 

Survey respondents reported 56% of them received education regarding how to use 

the communication board (version 2) to communicate discharge plans prior to PDSA 

Cycle 3. Encouragingly 98% of respondents who received the education on the 

communication board (version 2) reported the education received was useful. More 

importantly 50% of respondents indicated they had changed their practice around 
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preparing patients for going home because of this research. Examples of how 

respondents have changed their clinical practice is illustrated in Table 27 below. 

Table 27 How Respondents Clinical Practice Has Changed 

SURVEY RESPONDENTS COMMENTS by RESPONDENTS 

Respondent 8: I update the communication board often when the VMO is in 
the room that way all stakeholders are aware i.e., the 
patient, the nurses, the relatives. The VMO has a reminder 
of the planned discharge date whenever he/she is in the 
room. It is documented for all to see. 

Respondent 12: It serves as a prompt to get patients and staff and the VMO 
to prepare for discharge 

Respondent 14: Speaking about discharge plans during admission; helping to 
prepare them for going home. 

 

A modest proportion of survey respondents (38%) indicated they write down 

discharge information for patients and this clinical practice was directly related to this 

research. However, 50% of respondents indicated ‘no’ and 6% skipped the question. A 

small number of respondents (31%) report writing down discharge information 

discussed with patients on the communication board (version 2). However; 19% of 

respondents additionally write discharge information in the Hospital intranet system 

and in the patients written files.  

Regular use of the communication board (version 2) was reported by 50% of 

respondents when working on discharge plans for their patients. Interestingly 38% of 

survey respondents report that they have not always used the communication board 

when preparing their patients for going home. Reasons revealed by the respondents 

for this include pen availability and lack of time. However, Respondent 6 revealed as 

an occupational therapist (OT) they were not aware they could use the 

communication board, more importantly, there is “…often no room for me to write”. 

Respondents were asked in the paper-based survey: If you have NOT always used the 

whiteboard: a) When did you start using it? b) Why have you started using it? 

Examples of comments made by respondents to this question are illustrated in Table 

28 below. 
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Table 28 Comments by Paper-Based Survey Respondents 

SURVEY RESPONDENT RESPONSES 

Respondent 6 a. When I noticed it was incorrect or when patients 
requested I wrote something on it  
b. Mainly because patients have requested me to 

Respondent 14 a. I started working on the ward in May. I started 
using the whiteboards in August  
b. Encouraged by NUM- tend to use the whiteboard 
more in the new rooms 

Respondent 15 a. Have not used it yet. Patients are always/mostly 
asleep when I come on. No point of writing things 
down before I go as plans can change during the 
day (I will just make patient confused as too much 
info) 
b. nil comment 

 

There is evidence to suggest RNs are central to initiating communication between the 

MDT and patients regarding discharge plans and this is captured in comments made 

by survey respondents: 

Respondent 2: “Doctors are often busy and rushed when doing their rounds. 
Discharge plans are not always discussed unless prompted by nursing staff or 
patients”. 
 
Respondent 4: “If information written on progress note and whiteboard 
improve team coordination and shorten length of stay”. 
 
Respondent 13: “Between RNs, physio, pharmacy, discharge planning, CNCs etc 
most of the times excellent. VMOs often don't document enough in the 
progress notes/delacy- communication is mainly when asked!”. 

 
Additionally, improvements with communication between the MDT when preparing 

patients for discharge home, survey respondents report there has been some positive 

outcomes using the communication board as a tool for communicating. Examples of 

the improved communication is captured in the following survey respondents’ 

comments: 

Respondent 2: “Communication has improved at times when the doctors are 
prompted!”. 

Respondent 8: “It is on the agenda more, the importance of everyone knowing 
the goal date for discharge and LOS pressure”. 
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Respondent 12: “Yes. It has to be part of the patient’s episode of care and 
initiated and reviewed each time the VMO rounds”. 

A modest number of survey respondents believe patients have positive experiences 

related to the planning of their discharge and this is observation is supported by their 

comments. For example, Respondent 6 indicated: “For the most part, yes. It helps if they 

have discussed it with their surgeon prior ….”. Additionally Respondent 13 reported “Yes. 

They feel safe when they know what will happen next, what’s to be done prior to their 

upcoming discharge”. 

However, comments indicate the behaviour of the MDT when preparing patients for 

discharge home requires ongoing focus and this is supported by the comment made 

by Respondent 12: “Still a long way to go to manage time and culture. Discharge 

planning should start on admission.”. Supporting this comment Respondent 9 

indicated “… lots of delays with medications coming from pharmacy and awaiting 

VMO reviews.” Nevertheless, comments by the survey respondents to having robust 

processes in place to improve and maintain positive communication between the 

MDT, patients and patient’s family/carer is fundamental to improve patients discharge 

experience as Respondent 14 reports “There could be better communication between 

VMOs when planning a discharge. Nursing staff spend a lot of time trying to get VMOs 

to communicate plan for discharge.”. Evidently throughout the data collection in this 

phase are that RNs are pivotal with leading this process.  

5.9.2 PAPER-BASED SURVEY DATA ANALYSIS 

This analysis included evaluation of the response rates, sample size and the spread of 

the data to ensure the distribution of responses was valid and appropriate to answer 

the research question and research objectives. The method used to analyse the data 

from the surveys was thematic analysis (Braun, Clarke & Rance 2014; Guest, 

MacQueen & Namey 2011; Joffe 2012; Riger & Sigurvinsdottir 2016) (please see 

section 3.6.5 for more detail) The focus of all the PDSA cycles in the Improvement 

Phase were strategies that involved using the communication board to improve 

communication between the MDT when preparing patients for discharge home. 
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Subsequently, the aim of the paper-based survey was to establish if research objective 

2 had been answered. 

2. To evaluate to what extent the MDT approach to preparing patients for 

discharge home created practice changed. 

Analysis of the data highlights RNs are central with instigating discharge plans for 

patients and taking the lead with communicating with other members of the MDT. 

Examples of sub-themes arising from evaluating the survey responses in relation to 

MDT communication is illustrated in Appendix D Week 4 Table 46. Furthermore, to 

ascertain if the remaining themes of medication lists; discharge dates and resources 

that were identified in Chapter 4 (see section 4.4 for more detail) had been addressed, 

Appendix D Table 47 provides examples of comments made by the MDT to support 

the themes and MDT practices. 

PAPER-BASED SURVEY REFLECTION AND DISCUSSION 

The researcher presented the analysis of the data from the paper-based survey to the 

Project Team. During the reflection and discussion process the consensus by the 

Project Team was that there was evidence to suggest there had been a change in the 

MDT practice because of this research (Chapter 6). A final Guidance Team meeting 

was held to update the Team on the findings. Additionally, an email was sent to the 

Guidance Team, Project Team and Multidisciplinary Team thanking the Teams for their 

support and their role with establishing a strong and clear governance structure in this 

research. 

5.10 CHAPTER SUMMARY 

Chapter Five presented the five PDSA Cycles and final data collection of the paper-

based survey. The Project Team made decisions on strategies to be explored during 

the reflection and discussions process that occurred after each cycle centred on the 

outcome of the previous cycle. The strategies undertaken continued to be 

underpinned by themes identified in the Exploratory Phase. The paper-based survey 

concluded the data collection in the Improvement Phase. There was evidence 
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suggesting the communication board was used consistently more than 10% of the 

time by the MDT to prepare patients for discharge home.  

Chapter Six will present interpretation and discussion of the data presented in Chapter 

Four and Chapter Five.  
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CHAPTER SIX DISCUSSION 

6.1 INTRODUCTION 

As outlined in Chapter One and Chapter Two patients discharge preparation and 

experience is affected detrimentally when the MDT fail to proactively collaborate 

when preparing patients for discharge home (Rapport et al. 2019; Thomas & Siaki 

2017). Highlighted in Chapter One effective discharge planning is essential to 

improving patient safety (Lees 2013). This current research emphasises the 

importance of the MDT feeling supported by their colleagues when working in the 

clinical area. To support effective discharge planning hospitals must invest in 

resources to support improvement initiatives whilst fostering staff engagement. The 

current research demonstrates that quality improvement initiatives can deliver health 

improvements and positive outcomes for both patients and the MDT. 

Chapter Six draws on the findings presented in Chapters Four and Five alongside 

existing research to discuss how the MDT approach the discharge process using an 

Improvement Science Framework as described by Marshall, Pronovost and Dixon-

Woods (2013). The chapter is divided into the following sections: 

Section 6.2 examines the two key findings which emerged from the data in relation to 

the research question. 

Section 6.3 discusses the use of PDSA cycles in quality improvement research. 

Section 6.4 provides an assessment of the appropriateness of using an Improvement 

Science Framework in clinical practice research. 

Section 6.5 summarises the chapter and leads into the conclusion of the thesis. 

6.2 KEY FINDINGS 

The research question asks: How can the MDT work collaboratively to streamline 

patients discharge in a private hospital?  
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The following section provides an answer underpinned by two key findings: the MDT 

required further education to lead the discharge planning process successfully; and 

hierarchical and occupational boundaries were found to inhibit members of the MDT’s 

clinical practice. Analysis of the data collected in the Exploratory Phase identified four 

themes that impacted on the MDT working collaboratively to streamline the discharge 

preparations for patients who were going home. These themes were communication 

breakdown, medication lists, discharge dates and resources.  

Throughout the Improvement Phase the Project Team perceived focusing on 

strategies which involved using the communication board as a tool for communication 

would facilitate the MDT to work collaboratively when preparing patients for 

discharge home. The cooperation of the MDT would in turn assist in streamlining 

preparing patients for discharge in a proactive manner. However, there were factors 

that impeded certain members of the MDT’s clinical practices. The following section 

unpacks the two key findings and draws on previous research to discuss factors that 

inhibit the successful collaboration of the MDT and suggests solutions to overcome 

these issues. 

6.2.1 KEY FINDING 1: INCREASED ACCESS to DISCHARGE PLANNING EDUCATION 

Members of the MDT expressed that a lack of education and a lack of understanding 

of the discharge planning process impacted their ability to prepare patients effectively 

for discharge home. This key finding generates new insights into how members of the 

MDT perceived that they could improve their skills and knowledge in the discharge 

planning process. Engaging in education will equip the MDT to have successful 

discharge planning outcomes with patients. For example, members of the MDT 

perceived that further education in the discharge planning process would empower 

the VMOs to understand the importance of setting realistic discharge dates.  

Education could assist the MDT to manage patients and their family and carers 

expectations surrounding discharge more effectively and help them to simplify the 

discharge process. Ultimately, appropriate, and targeted education would improve 

communication consistently between the MDT and between patients and their family 

or carer. It was interesting to discover the allied health professionals stated that they 
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receive no formal training in discharge planning. This results in allied health 

professionals feeling inadequately supported to fully address the discharge planning 

needs of patients. Typically, RNs and the VMOs do not receive any formal education 

during their training in discharge planning either. However, they did not state this in 

the data collection. 

The MDT perceived they had good skills preparing patients for discharge. These skills 

included planning ahead with patients and having discussions with the family 

regarding patients ongoing care needs. Furthermore, the MDT had knowledge of the 

discharge planning process as 48% of the MDT discuss discharge medications with 

patients, 42 % of the MDT discussed out-patient appointments with patients, 39% of 

the MDT discussed GP appointments and 45 % of the MDT discuss ongoing treatment 

plans. Though less than 50% of the MDT indicated they provided each of the different 

types of discharge information to patients, 60% of the MDT indicated they provided all 

the information to patients when preparing patients for discharge home. 

Individual members of the MDT, mainly the RNs, were confused surrounding their role 

in the discharge planning process and this is consistent with previous research (Coffey 

& McCarthy 2013; Graham, Gallagher & Bothe 2013). The MDT members were 

proficient in assessing and identifying patients who have ongoing care needs at home. 

The help required by patients may include (but not limited to), assistance with 

ongoing wound care or assistance with personal hygiene. The confusion stems from 

members of the MDT not knowing which member of the team is responsible for 

making a referral to a member of the DPT to assist them to make the appropriate 

arrangements. Furthermore, prior to involving the DPT, the MDT member must 

discuss and seek approval from VMOs so that the referral to the DPT can be initiated. 

Hence the referral to the DPT was delayed which impacted on patients discharge 

preparation being proactively streamlined (Pinelli, Stuckey & Gonzalo 2017; Zakzesky 

et al. 2015). 

Whilst the lack of education was a factor which resulted in members of the MDT being 

unable to initiate the discharge planning process, they were able to develop and use 

teaching skills to assist patients to understand discharge instructions. The MDT 
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reported two strategies that they adopted to increase patients understanding of their 

discharge instructions. These included the use of teach back techniques (Klingbeil & 

Gibson 2018; Peter et al. 2015; Sizer 2018) and the use of the “Planning for Your 

Discharge” tool in the hospital intranet system. The study hospital has an existing tool 

“Planning for Your Discharge” which is an assessment developed by RNs, researcher, 

and clinical nurse educator eight years ago and aims to provide a framework for the 

MDT to support the preparation of patients leading to discharge. The tool prompts the 

MDT to ask patients questions about help at home, discharge instructions and 

discharge education related to their admission or surgery.  

The MDT did not use the study hospital’s tool consistently when preparing patients for 

discharge home. The reasons provided by the MDT for not using the tool include they 

were too busy, and some members of the MDT, mainly the allied health professionals, 

were not aware the study hospital’s tool existed. The MDT members who were aware 

of the study hospital’s tool did not prioritise the need to use it and this was mainly due 

to time constraints. However, as a whole, the MDT acknowledged that the study 

hospital’s tool could provide a useful framework to commence preparing patients for 

discharge. 

RNs have some understanding of the actions required to prepare patients effectively 

for discharge as the study hospital’s tool was designed eight years ago and 

implemented by three RNs and one clinical nurse educator who work in the clinical 

area. The tool was trialled in the clinical area soon after the tool’s development for 

three months and was rolled out to the remaining clinical areas at the study hospital. 

Each clinical area tailored the tool to match the clinical speciality of that clinical area. 

Whilst the techniques currently used by members of the MDT are evidence based 

(Coleman et al. 2013; Rapport et al. 2019; Sizer 2018), the wider impact of not 

facilitating patients discharge using a coordinated process was evident. This included 

patients increased length of stay, and members of the MDT not knowing the 

confirmed discharge dates of patients and in-patient bed capacity for the next day 

which was apparent in PDSA cycle 4.  
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Interprofessional education is gradually being introduced into university-based 

medicine, nursing, and allied health curricula to improve teamwork and increased 

collaboration between the MDT. This is an important step by educational 

organisations as interprofessional learning promotes ‘effective communication, 

collaboration, and teamwork within healthcare settings to improve patient care and 

student clinical learning outcomes’ (Olson & Bialocerkowski 2014, p. 237). Hence it is 

essential as interprofessional education comprises of students from different health-

related professions learning “from, with and about each other to improve 

collaboration and the quality of care “(Olson & Bialocerkowski 2014, p. 237). The 

current research acknowledges that the MDT were not educated in this manner. The 

research recognises to improve patients discharge outcomes, involving MDT in formal 

education related to discharge planning is justified to assist the MDT to streamline 

patients discharge collaboratively. 

Implementing formal education (Ellis & Sevdalis 2019) around each professions role 

and how each role interacts and impacts on one another should enhance decision 

making, communication and team collaboration when preparing patients for discharge 

home. It is important that discharge planning is part of interprofessional education. A 

major barrier to MDTs approach to patient care is the historical practice of highly 

focused healthcare professionals cultivating a defensive border around their area of 

expertise (Jessup 2007). Consequently, having excellent MDT collaborations is crucial 

to ensuring a streamlined discharge process.  

Consistent with previous research, MDTs that work together and amalgamate their 

skills and experience can become high performing teams and this impacts positively 

on patient outcomes (Morley & Cashell 2017). Fewster-Thuente and Velsor-Friedrich 

(2008, p. 41) supports the findings in the current research and argues MDT 

collaboration is defined as “a complex phenomenon that brings together two or more 

individuals, often from different professional disciplines, who work to achieve shared 

aims and objectives”. The MDT acknowledges the discharge preparation of patients 

must be a continued focus and having education will lay the foundations to enhance 

their ability to streamline patients discharge. 
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6.2.2 KEY FINDING 2: HIERARCHIAL and OCCUPATIONAL BOUNDARIES 

Evidence suggests that the MDT has an understanding of the underlying principles of 

the discharge process. However, hierarchical, and occupational boundaries were 

found to impede their clinical practice, in particular the practice of the RNs and the 

allied health professionals. These health professionals perceived the action of 

preparing patients for discharge home was beyond their control and they were 

consequently unable to optimise the discharge process for patients. The factors that 

contributed to placing the other members of the MDT into this vulnerable postion 

include the actions of VMOs e.g the timely setting of discharge dates; the activities of 

patients which included negotiating discharge times; and hospital processes 

specifically related to a lack of resources as well as the culture of the hospital.  

The discovery of hierarchical and occupational boundaries extends previous research 

by Waring et al. (2019) whose ethnographic study argued professional boundaries 

added to complications in the discharge planning process. The current research 

findings indicate that members of the MDT were inconsistent in their discharge 

planning approach and at times the team lacked cohesiveness. This was because the 

hierachial and occupational boundaries either influenced or hindered their clinical 

practice. Notably anecdotal comments by patients negotiating their discharge times 

with VMOs affords new knowledge and insights into how the MDT are inhibited to 

proactively streamline patients discharge. Furthermore, the hospitals redevelopment 

impacted on members of the MDT ability to effectively prepare patients for discharge 

home. Examples of exactly how the individual members of the MDT were impeded in 

their actions related to the discharge preparations of patients are discussed in the 

following sections. 

The authority of the private VMOs was dominant as members of the MDT required 

and valued clinical direction and permission from VMOs to commence the discharge 

planning process, and this was often not forthcoming in a timely manner. Whilst 

VMOs relied on other members of the MDT to update them regarding patients 

ongoing care and discharge planning needs, VMOs overall control over patients 

discharge decisions was apparent. The research findings indicate that VMOs 
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authoritarian status in patients discharge related decisions could be specifically 

related to the structure of the private hospital system and this argument supports 

previous research (Fewster-Thuente & Velsor-Friedrich 2008; Peet, Theobald & 

Douglas 2019). However, consideration must be given to the actions of VMOs. Their 

actions may possibly be shaped by patient’s comorbidities that impacted on their 

hesitation to proactively engage in the discharge planning process. As previous 

research highlights VMOs believe patients are discharged home too early, which 

results with increased readmissions back into hospital (Glette et al. 2019; Mitchell et 

al. 2018). 

The VMOs actions specifically related to the lack of completion of discharge 

summaries, the timely setting of discharge dates and the timely completion of 

discharge medications. VMOs explicitly acknowledged their discharge summaries were 

not up to standard and that they communicate inadequately or not at all with GPs. 

Furthermore, discharge summaries from the study hospital contained limited, 

incorrect or no medication information. This is consistent with previous research 

which indicates timing of information received by GPs can be poor, specifically related 

to ongoing medication management (Hesselink et al. 2012). Additionally Allen-Graham 

et al. (2017) audit of forty patients medical records in five major Australian hospitals in 

Melbourne, one of which was a private hospital, indicated a lack of completed 

discharge summaries was particularly prevalent in the private hospital. 

Alternatively, comments by other members of the MDT indicate VMOs do not take 

responsibility for communicating discharge dates to other members of the MDT. 

Documenting discharge dates by the VMOs did not appear to be a priority as verbal 

communication of the discharge date to patients was the accepted behaviour in the 

clinical area. Poor communication by VMOs with other members of the MDT occurred 

more commonly if there were three or more VMOs involved with a patient. The 

ramifications of VMOs not communicating appropriate and timely discharge dates 

resulted in a lack of coordinated medical care, a lack of medical leadership and poor 

timing of decisions surrounding patient’s ongoing clinical care. The manifestation of 

hierarchical and occupational boundaries was apparent when other members of the 
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MDT approached VMOs to discuss discharge dates and discharge plans. As the VMOs 

showed some hesitancy towards other MDT members to start these discussions.  

The hesitancy to discuss discharge plans and discharge dates by VMOS was perceived 

by other members of the MDT as inhibiting their actions. Interestingly, the hesitancy 

displayed by VMOs were directly related to the suggestions by other MDT members to 

involve the discharge planning team (DPT) or specialist VMOs such as geriatricians. As 

the other MDT members required clinical specialist advice from geriatricians for older 

patients. Furthermore, the DPT assisted the MDT with discharge planning 

arrangements and advice with patients who required ongoing assistance at home. 

However, in the focus group discussions, a VMO indicated they were concerned their 

patients would be discharged home without confirmation of a discharge date by them 

if the DPT were involved. One particular VMO did not perceive the commencement of 

discharge planning as vital until patients were medically stable, or patients reported 

they were prepared to be discharged home. The VMO commented that patients who 

were older required more time to mentally prepare themselves for discharge. 

Similarly, patients expressed their concerns to the MDT if they perceived their 

discharge date did not align with their perceived readiness for discharge home. There 

was a 50% increase in patients discharge satisfaction when they knew when they were 

going home, and this was dependant on how they were recovering from their surgery. 

Patient’s anecdotal comments to RNs suggested not only were they able to negotiate 

their discharge date with VMOs, but outstandingly patients were also able to 

negotiate the time they left the hospital. Negotiation of discharge times by patients 

generates new knowledge and provides new insights in understanding the factors that 

impact on the MDT when preparing patients for discharge home. For example, VMOs 

changed discharge dates if patients reported they did not wish to be discharged and it 

was easier for VMOs to let patients stay longer if there appeared to be room on the 

ward i.e., empty beds. Members of the MDT reported patients felt they were being 

ousted out of hospital and that family members were not helpful in the discharge 

process.  
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Additionally, members of the MDT used probing and investigative skills to determine 

discharge planning information from patients, their families and from VMOs. Certain 

members of the MDT, in particular the RNs, had to work out when it was appropriate 

to discuss discharge plans with patients and with VMOs. Moreover, members of the 

MDT, in particular the allied health professionals, indicated they considered patients 

experienced feelings of anxiety when they were performing patient assessments 

related to self-management. This was an essential considerations to the allied health 

professionals when preparing patients for discharge home. This heightened awareness 

by the allied health professionals assisted them to determine how patients were 

feeling in regard to discharge home to whether patients were functionally ready to go 

home. Acknowledging patients’ goals and their preferences as well shared decision 

making when preparing patients for discharge was apparent by the MDT and this 

approach is supported by previous research (Considine et al. 2020; Millado et al. 2017; 

Rapport et al. 2019). 

Patients and their families or carers are more confident to negotiate directives 

regarding their discharge dates and the care that they are receiving because they are 

more informed. Online health related information and consumer involvement in 

healthcare and discharge related policies fosters the confidence in patients to ask 

more questions from the MDT and to negotiate their care requirements. VMOs 

negotiate discharge dates with patients and their family members to avoid 

confrontations and these points are supported in previous research (Oh 2017).  

VMOs have a legal accountability for patient care which shapes their approach to the 

discharge planning process and is supported by patients enhanced health related 

knowledge (Oh 2017). This knowledge and confidence can create opportunities for 

patients and their families to have robust conversations with the MDT, particularly 

VMOs, in relation to discharge dates. The findings suggest that the MDT by including 

patients in their discharge preparation and discharge decisions can improve 

collaboration.  

In the current research RNs were the ‘driving force’ when preparing patients for 

discharge home and were central to preparing patients for discharge. Consistent with 
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previous research (Nosbusch, Weiss & Bobay 2011) the main reason RNs were the 

instigator for discharge was because they were closest to patients as they provide 

direct care on a 24-hour continuous basis. In the study hospital it is the RNs 

responsibility to advise VMOs and allied health professionals of any changes in 

patients’ clinical needs and to clarify ongoing treatment plans. Furthermore, it is 

argued in the current research that RNs assumed the role of being a conduit for 

transferring information about patients to the other members of the MDT. RNs 

became conduits of information although they do not consciously acknowledge their 

nursing knowledge and holistic practice and this argument is supported by previous 

research (Peet, Theobald & Douglas 2019). 

Comments made by RNs show they understood the importance of initiating patient’s 

discharge planning early on in their hospital stay. Likewise, they were proactive and 

engaged and included patients and their families in discharge discussions. For 

example, they assessed patients social and family support and escalated discharge 

planning issues to VMOs when they were identified. However, RNs felt disempowered 

to commence the discharge process as seeking permission from VMOs to effectively 

coordinate the care of patients by involving the discharge planning team (DPT) 

impacted on RNs ability to adequately prepare patients for discharge. The treating 

VMOs were resistant to the referral being generated, so the referral was not made in a 

timely manner. RNs tried to focus on the discharge process, however, hierarchical, and 

occupational boundaries hindered their actions. 

In contrast to RNs feeling disempowered, an ethnographic study conducted in a large 

university hospital in the UK highlighted the role of RNs in relation to the hospital’s 

operational management of patients. The study focused on the development of 

strategies by RNs to manage patient flow and discharge planning (Allen 2015). Formal 

control over beds moved away from VMOs to nurse managers, discharge planners and 

patient access nurses. Whilst the decision to admit and treat patients was the 

responsibility of VMOs, it was the RNs who were mainly in charge of bed capacity. 

Effective coordination of patients discharge plans was vital. However, this was 

achieved by RNs negotiating clinical and management requirements through their 

match-making practices.  
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The match-making process was embedded into everyday clinical practices (Allen 2015) 

and assisted to balance patient safety, quality, and bed efficiency. RNs rationale was 

based on balancing the demand for beds with the demand for resources. Patients 

were matched or not matched to the type of bed available and the staffing resources 

that were available. Consequently, RNs maintained an overview of bed capacity in 

their clinical areas. Although the decision to admit patients was the responsibility of 

VMOs, the ability to read the situation from available clinical details and anticipate 

demand was an essential skill that enabled the bed manager to plan her admissions 

and discharges (Allen 2015).  

Patients accepted discharge instructions and information related to their ongoing care 

needs more readily when it was provided to them by VMOs. To solve this problem 

other members of the MDT suggested VMOs should spend more time with patients to 

explain procedures and post -surgical complications. As patients did not process the 

information given or even remember they had received the information. This was 

because VMOs discharge instructions were often not clear and concise, and therefore 

led to patient complaints. Similarly, the MDT perceived patient language barriers were 

a compounding factor that inhibited them optimising patients discharge safely. In 

support of the current research consideration of patient health literacy levels, 

cognition and self-efficacy is critical (Choi 2011, 2013; Coleman et al. 2013; McLeod-

Sordjan 2011). Consequently, the MDT was aware of some patient’s reluctance to 

question conflicts with information provided to them by VMOs and this argument is 

consistent with previous research (Kennedy et al. 2013). 

Hierarchical and occupational boundaries were evident during MDT ward rounds in 

relation to two reasons which were VMOs time constraints and hospitals processes. 

Despite the strong emphasis on MDT ward rounds aimed to discuss discharge plans 

with patients (Goldman et al. 2016), the researcher observed the MDT’s interactions 

and discussions were not focused on discharge planning. VMOs indicated that they 

were too busy to discuss discharge plans during ward rounds. Their primary focus 

during ward rounds was not to commence or engage in conversations regarding 

discharge planning of patients. Furthermore, hospital management required 

information related to patients discharge dates so that the operational bed 
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requirements of the hospital could be addressed. VMO decisions and hospital 

processes had priority over the remainder of the MDT to focus on discharge planning. 

These impacted on the ability of members of the MDT to work collaboratively to 

streamline patients’ discharge.  

A good example of hierarchical and occupational boundaries that shaped positive 

behaviour was demonstrated by the physiotherapists working resourcefully with RNs. 

Physiotherapists overcame the barrier of managing their workload by fostering good 

relationships with RNs. Fostering positive collegial relationships assisted 

physiotherapists to be confident in their decision-making skills related to patient care 

and treatment. As the comments by physiotherapists indicated assistance from RNs 

with patients was essential to overcome the gaps in their staffing allocation. RNs 

commented their heavy patient loads also added additional pressure for them to 

effectively prepare patients for discharge.  

However, effective teamwork assisted both RNs and physiotherapists to work 

positively together to appropriately manage patient’s expectations and discharge 

preparations whilst overcoming their challenging workloads and staffing issues. 

Similarly, Lau et al. (2016) argued less experienced physiotherapists find the decision-

making process related to preparing patients for discharge challenging and rely on 

“textbook” approaches and standard workplace procedures. Evidently, experienced 

physiotherapists tend to be more creative in making use of their environment to treat 

patients with complex conditions. So increased and continued engagement with all 

members of the MDT is vital for physiotherapists and Lau et al. (2016) study supports 

this argument. 

The culture of the hospital was found to have an influence on the behaviours and 

actions of the MDT shaped by their hierarchical and occupational boundaries. 

Members of the MDT endured a degree of uncertainty and ambiguity regarding their 

roles. This was particularly linked to staff burnout as there was a high level of sick 

leave amongst them. As restructuring of key executive roles and the redevelopment of 

the hospital was ongoing throughout the data collection phases.  
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Managing the complexities of the restructure and redevelopment was challenging for 

the MDT who were adapting to the overall redevelopment changes in the hospital. 

The noise and construction work associated with the redevelopment impacted on the 

clinical area as there were constant bed closures. Redeployment of clinical staff to 

other clinical areas within the study hospital occurred daily. Comments indicated there 

was still a long way to go with managing the MDT’s time and the hospital’s culture for 

them to effectively work collaboratively to streamline patients’ discharge. Similarly, 

previous research claims restructuring, redeployment, and job changes can have a 

dramatic impact on working conditions and clinical practices (Baumann et al. 2001; de 

Jong et al. 2016; Zboril-Benson 2002). One of the main concerns in healthcare 

management is management of change and clinicians are compelled to develop and 

provide the expertise needed to undertake professional tasks (Al-Abri 2007). 

To ensure the MDTs were fully supported throughout the data collection phases of the 

research, the researcher focused continually on engaging the various teams involved 

i.e., Guidance Team, Project Team and MDT to ensure the data collection phases were 

planned and implemented within the framework of the study objectives. Specifically, 

the MDT had to develop an understanding of the characteristics of the research whilst 

striving to deliver care to patients. How the development of the characteristics of the 

research occurred as well as a discussion of applying an Improvement Science 

Framework using PDSA cycles is illustrated in section 6.3 below. 

6.3 PDSA CYCLES in QUALITY IMPROVEMENT 

The following section illustrates the importance of identifying an appropriate strategy 

for improved discharge planning to develop and test using PDSA cycles (Speroff et al. 

2004). The Project Team believed the communication board would be a useful tool to 

improve communication between the MDT. The strategies explored within the 

Improvement Phase of the research focused on promoting consistent use of the 

communication board by the MDT. The Project Team perceived using the 

communication board as a tool for communication would directly involve the MDT in 

collaborative working practices to improve discharge planning for patients. 

Consideration by the Project Team to explore alternative approaches to test in the 
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PDSA cycles was underpinned by their beliefs and experiences as described in previous 

research (Moen & Norman 2009; Morgan 2014). The theory and process which shaped 

the Team’s decisions is discussed in the following sections. 

The steps taken throughout the Improvement Phase to identify how the MDT could 

improve their collaboration to optimise patients discharge preparation led the 

discussions and reflections after each PDSA cycle as described by Moon (2013). 

Decisions made by the Team were shaped by the iterative learning process of 

deductive and inductive learning (Moen & Norman 2009). The researcher was mindful 

that a failure to take appropriate action based on what was learned in the “study” 

phase and previous PDSA cycles could potentially impact negatively on the research.  

Reflections and discussions during the Project Team meetings were underpinned by 

Dewey’s model of experience (Morgan 2014). The model of experience assisted the 

Project Team and the researcher to reflect on the outcome of each PDSA cycle which 

helped them to generate questions related to the strategies tested. The reflections 

and discussions ensured the strategy selected achieved the desired impact in the 

cycle. The iterative nature of the PDSA cycles permitted the strategies to be refined by 

the Team. Supported by the process of reflection and shaped by the Team’s individual 

beliefs and experiences assisted them to move the data forward collected from each 

PDSA cycle. This process by the Project Team was underpinned by the lessons they 

had learned, and the new knowledge gained. The iterative enhancement of theory is a 

key component of PDSA methodology as described by Reed, Davey and Woodcock 

(2016). Examples of using the process is illustrated in the sections below. 

The Project Team believed that to effectively identify appropriate strategies to be 

tested in each PDSA cycle they had to establish the MDT’s current practices 

surrounding the use of the communication board. Hence, PDSA cycle 1 centred on 

confirming consensus and engagement amongst the RNs in their attitudes towards 

using the communication board during their shift. As detailed in the results section, 

the RNs were the only members of the MDT who work in the clinical area all the time, 

so the Project Team perceived exploring the RNs actions and behaviours and thoughts 

related to the communication board was an appropriate approach.  
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The ultimate aim of using the communication board as a focus was to empower the 

MDT to commence discharge planning with patients. The reflective and discussion 

process that occurred following the completion of each PDSA cycle permitted the 

Project Team to add new knowledge to what was already known regarding the MDTs 

level of engagement with the communication board. The Team learned from the test 

what worked and what did not work, what should be kept, changed, or deleted.  

For example, during the reflection and discussion process following PDSA Cycle 2, the 

Project Team agreed whilst increasing the availability of the whiteboard marker pen 

made a positive impact on the MDT behaviours, understanding why the 

communication board was not consistently updated by the MDT required further 

investigation. This was the impetus for PDSA cycle 3. Focusing on the positioning of 

the communication board was a result of the Project Team reflecting back to the 

answers of the RNs in PDSA cycle 1. The Team perceived removing barriers such as the 

availability of the whiteboard marker pen, the location of the communication board 

and providing specific actions to the RNs to complete during PDSA cycle 3 would 

impact positively on the MDTs behaviours. The action of documenting the estimated 

discharge date on to the communication board and linking the action to initiating a 

discharge planning discussion with patients was vital. Alternatively, by the end of 

PDSA Cycle 2, the RNs reported to the researcher they had or had not updated their 

communication board. 

Consistent with previous research it is important to accept the knowledge of the PDSA 

cycle taking place could have prompted a change in the MDT’s behaviour to complete 

the communication boards. Wickström and Bendix (2000) claim “The Hawthorne 

Effect” is often used as a possible explanation in behavioural changes in participants 

who are being observed. Additionally, the active compliance by the participants to 

satisfy the researcher to support that a positive outcome occurs is another 

consideration. However, Wickström and Bendix (2000) report the term “Hawthorne 

Effect” must be used with caution as studies have indicated that there can be an 

element of bias or results misinterpreted (Choi, Jung & Grantcharov 2019; 

McCambridge, Witton & Elbourne 2014). Another consideration when using a PDSA 

cycle framework in quality improvement research, is that the framework can present 
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issues that can contribute to a lack of consensus amongst the team in the “do” phase 

of the PDSA cycle (Reed & Card 2016). 

An example of a lack of consensus between the Project Team was captured in the 

discussion and reflection process at the end of PDSA cycle 3. The lack of consensus 

related to discussions amongst the Team to identify the strategy to be tested in PDSA 

cycle 4. The consumer representative advocated for the Nurse-Led Discharge strategy 

to be used as an approach to be tested. The scope of the Nurse Led discharge involves 

the most appropriately registered clinician taking the lead in decision making around 

patients’ discharge. However, for this approach to be successful, it is crucial for the 

MDT to be supported by robust patient discharge protocols and policies. The study 

hospital’s existing processes would not support the Nurse Led discharge process which 

is promoted in the recent literature (Lees-Deutsch & Robinson 2019). The Team 

wanted to ensure that the approach selected would achieve its desired impact with 

the available resources. So, the Project Team perceived that a continued focus on 

using the communication board was the most appropriate way forward. 

Throughout the data collection phase and in particular during the reflection and 

discussion process that occurred after each PDSA cycle, the researcher ensured 

Dewey’s model of experience (Morgan 2014) was adhered. This approach assisted to 

mitigate risk and promoted robust and meaningful discussions. Having a strong 

governance structure ensured the research aims and objectives remained core 

throughout.  

Collaboration and learning by the Project Team whilst using a continuous 

improvement and reflective framework was apparent. The PDSA cycle approach used 

was effective in addressing, identifying, and implementing change in the clinical 

environment. The reflective and discussion process provided an opportunity to 

empower the Project Team to identify strategies and solutions to support the goal of 

the MDT working collaboratively to streamline patient discharge in a positive way. At 

the completion of PDSA cycle 5 the consensus by the Project Team was that there was 

some improvement noted as there was evidence suggesting the MDT were engaging 

as a team and with the patients when preparing patients for discharge. 
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The process of discharge planning is an innate function that stems out of clinician’s 

experience, beliefs, and feelings and this argument is consistent with previous 

research (Moen & Norman 2009; Morgan 2014). For example, as discussed earlier in 

the chapter the MDT understand the underlying principles of the discharge process. As 

they provided education to patients about their condition, their discharge 

medications, self-care, and self-help strategies and follow up care. The MDT routinely 

completed these actions for their patients without labelling the actions as preparing 

patients for discharge home. Likewise, when patients are receiving education and 

information they do not perceive these actions by the MDT as discharge preparation 

and previous research support this argument (Kennedy et al. 2013).  

The research findings extend the argument because when the word ‘discharge’ is 

used, patients feel unprepared, and the MDT feel they have not effectively and 

efficiently prepared the patient, when they have performed the process of discharge 

planning with patients innately. The reflection and discussion process clearly provided 

the Project Team with a framework to ensure each PDSA cycle outcome and data 

analysis was effectively explored. Moreover, obtaining a deeper understanding of the 

MDT’s knowledge and skills when streamlining patient’s discharge was apparent 

(Eardley & Kamalanathan 2015). The lessons learned after each PDSA cycle can assist 

to continue to refine the clinical practices of the MDT (Eardley & Kamalanathan 2015). 

The current research validates the need to continue to focus on rigorous methods that 

create MDT improvements in clinical practice and patient safety related to discharge 

planning. The following section provides a discussion regarding the use of the 

communication board as a useful improvement strategy. 

6.3.1 COMMUNICATION BOARD as an IMPROVEMENT STRATEGY 

The communication board proved to be a helpful strategy in changing the practice of 

the MDT and facilitated an improvement in the process of initiating discharge planning 

with patients and their family or carers. Results of PDSA cycle 1 implied that the 

communication board was being used inconsistently. By the end of PDSA cycle 5 the 

results suggested the communication board was used consistently more by the MDT. 

The change in the MDT’s clinical practice was specifically related to information 

documented consistently on the communication board in the sections labelled patient 
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queries/questions; home services/support; estimated discharge date and nursing 

instruction. This information related to three out of the four of the study hospital’s 

priority improvement items: (i) instructions regarding care at home (ii) help arranging 

home care services and (iii) preparation throughout their stay for discharge.  

There was no evidence VMOs were using the communication board for 

documentation, however, the researcher observed one VMO examining the 

communication board. The VMO was alone in the room with the patient as the RN 

who was accompanying the VMO had stepped outside of the room to obtain an item 

for the VMO. The RN was absent for approximately 30 seconds and the researcher did 

not observe any dialogue between the patient and VMO during the RN’s absence. 

There was confirmation VMOs documented patients estimated discharge date in 

patient files. There was also verification that the communication board was being 

used by other members of the MDT consistently to document discharge information 

(see section 5.3).  

Analysis of the paper-based survey indicated 50% of the MDT believed their practice 

had changed around preparing patients for discharge home as a direct consequence of 

the current research (see section 5.9). The research also demonstrated increased use 

of the communication board by the MDT, and confirmation there was engagement 

with patients in preparing them for discharge. However, the accuracy of the 

information on the communication board was substandard. The evidence supporting 

the substandard documentation of information was related to the levels of accuracy 

captured (see section 5.8). The accuracy of the communication board ranged from 

17% to 67% during the three-week audit period when nine unannounced audits 

occurred. The accuracy of the communication board was related to the number of 

days the communication board had not been updated. For example, in Audit 1, and in 

Audits 6 to 9 the communication board had not been updated for three days. In 

contrast, in Audits 3-5 the communication board had not been updated for one day. 

The analysis was based on the date that was written on the communication board (see 

section 5.8). If the date was incorrect the researcher assumed the remaining 

information on the communication board was not up to date.  
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Further analysis of the data indicated in practice the MDT taking the additional step to 

capture 100 % of the communication onto the communication board was not followed 

through. For example, there was consistent documentation in the section “nursing 

instruction” throughout the audit period (see section 5.8), however, there was no 

information captured onto the communication board relating to the section “home 

service/support”. In contrast comments made by the MDT in section 4.2 suggest 45% 

of the MDT provide information to patients regarding community services that were 

arranged for them. Hence, the analysis confirms the additional step to capture 100 % 

of the communication onto the communication board was not followed through by 

the MDT. Interestingly, the occupational therapist (OT) revealed in their response in 

the paper-based survey (section 5.9) that there was often no room for the OT to write 

on the communication board. There is a designated section on the communication 

board for “Allied Health/Physio” see section 5.2 for more detail, so other allied health 

professionals are documenting on the communication board. 

The study hospitals patient experience surveys conducted between 2014 to 2015 

relating to the improvement priority items was the impetus for the research. Using the 

communication board as an improvement strategy resulted in an improvement with 

the MDT practices. The MDT commented there were improvements in communication 

within the team when preparing patients for discharge home. The change in the MDT 

clinical practice was as a direct consequence of using the communication board as a 

tool for communication. The Project Team strived to identify strategies to be tested in 

each PDSA cycle to strengthen the use of the communication board by the MDT. This 

was achieved by the Project Team being guided by their own individual experiences 

and beliefs (Moen & Norman 2009; Morgan 2014) to reflect and discuss and to learn 

and understand the new knowledge gained by each PDSA cycle. 

The focus of strategies involving the use of the communication board was unexpected 

and suggests the Project Team members’ clinical experiences and beliefs were 

imbedded into their decision-making process. Additionally, this focus may have been 

related to the iterative nature of the research. Due to the methodology, the 

researcher was compelled to go along with all the decisions for the strategies to be 

tested at the discretion of the Project Team. When the researcher presented 
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alternative strategies, approved by the Guidance Team, to the Project Team at the end 

of PDSA cycle 3 (see section 5.6.2) the Project Team insisted upon continuing with the 

communication board strategy. Consequently, discussions to identify a strategy to be 

tested in PDSA Cycle 4 continued to focus on the communication board.  

Bedside communication boards are widely used in hospitals as one of the main visual 

tool’s hospitals use to improve communication and to provide patient and family with 

information (Goyal et al. 2020; Millado et al. 2017; Tariq et al. 2018). The 

communication board used in the current research facilitated a discussion about 

discharge planning between the MDT and patients and their family and/or carer 

regarding decisions about patients discharge plans (section 5.3). Similarly, RNs used 

the communication board as a tool for communicating more consistently with patients 

than other members of the MDT to provide nursing instructions to patients. This 

action by RNs was specifically noteworthy during PDSA cycle 4 and supported by 

previous research (Goyal et al. 2020). 

The findings indicate there are benefits in using the communication board as a tool for 

communicating when preparing patients for discharge and is supported by previous 

research by Goyal et al. (2020). Previous research by Goyal et al. (2020) implies 

hospitals should ideally use visual tools that are simple and clear and in real time. The 

visual tool must be available at the point of use by the MDT to show progress toward 

agreed goals that the MDT have discussed with patients (Goyal et al. 2020). However, 

visual tools used in isolation will not resolve disjointed communication between the 

MDT and with patients and their families and carers (Goyal et al. 2020). Evidently to 

make communication boards a perfect bedside tool for communication Goyal et al. 

(2020) argued timely and accurate information is required. 

Furthermore, having robust internal communication processes in hospitals can add 

value to patient’s discharge experience when MDTs are involved with planning 

patient’s discharge home. Having a mechanism in place to capture knowledge and 

information from different departments within hospitals that map patient’s journey 

can enhance the decisions made by MDTs related to the overall discharge making 

process (Eardley & Kamalanathan 2015). 
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The researcher’s decision to use two surveys and one focus group to gather data to 

identify the current state of the MDT when preparing patients for discharge home, 

was to maximise the collection of high-quality information efficiently. Time constraints 

of the MDT was a factor that had to be considered. They were volunteering their time 

during work so other methods, for example individual interviews would have placed 

undue strain on the MDT to attend.  

As outlined in Chapter 1, this research focuses on exploring the barriers impacting on 

the MDT working collaboratively to streamline patients discharge. Therefore, using a 

focus group and surveys to understand, explore and identify key themes associated 

with the discharge planning process from the viewpoint of the MDT was essential. The 

focus group provided an opportunity for the participants to interact with each other 

and bounce ideas off each other. The multiplicity of focus group ensures multiple 

perspectives which is important when gathering information related to discharge 

planning. Acknowledging that individual interviews can allow the researcher to obtain 

non-verbal data, using a focus group in this research provided an opportunity to 

observe the behaviours between the participants. Similarly, the surveys were designed 

to have both open and closed end questions to assist to capture data to gain 

knowledge, assess the MDT’s thoughts, opinions, and feelings. 

6.4 IMPROVEMENT SCIENCE in QUALITY IMPROVEMENT  

The importance of using an Improvement Science Framework in quality healthcare 

improvement research has been demonstrated in this research. Using the framework 

to explore the behaviours of the MDT engaged in the discharge process in a private 

acute care hospital is unique. More studies using this approach to directly add to the 

body of research surrounding the discharge process are required. When the discharge 

process is standardised, underpinned by effective collaboration between the MDT, 

patients discharge preparation and experience will be enhanced (Jeffers 2021; 

Marshall, Pronovost & Dixon-Woods 2013). 

The current research enables new knowledge regarding key factors that inhibit the 

collaboration of the MDT. The research also extends on knowledge in previous 

research that dictates how the preparation of patients should be approached by the 
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MDT. The success with using an Improvement Science Framework was having 

members in the Project Team who understood the mechanics of the discharge 

planning process (Chapin et al. 2014; Deutsch 2018; Goodman 2016; Mennuni et al. 

2017). This fostered a systematic and coordinated approach to identify appropriate 

strategies to be tested in each PDSA cycle. A strength of using an Improvement 

Science Framework supported by PDSA cycles became apparent during the reflections 

and discussion process after each cycle. Strategies surrounding the communication 

board to initiate preparing patients for discharge home prompted a measurable 

improvement.  

Working collaboratively to improve and streamline patients discharge by the MDT was 

fundamental to the research. Implementing an approach to explore the underlying 

factors impacting on the MDT was essential. The importance of engaging clinical and 

non-clinical members of the MDT was to ensure improvement was embedded into 

standard practice (Jones, Kwong & Warburton 2021; Reed & Card 2016). The 

engagement was fostered throughout the current research, specifically a clear 

governance structure was put in place to assist with mitigating risk and to ensure the 

appropriate people were available to support the research. During the PDSA cycles, 

RNs and reception staff were allocated specific roles and information sessions were 

provided to all of the MDT prior to commencing the data collection.  

Discharge planning is a multifaceted process and so requires a multidimensional 

approach (Mennuni et al. 2017). Engaging the MDT to test strategies in an 

environment that was changing clinically and professionally was demanding and 

fatiguing for all involved. Bringing about change required the researcher to challenge 

the practices of the Project Team and the MDT and required determination against 

the habits and norms of established behaviours (Reed & Card 2016). This takes time 

and commitment on the part of the researcher as the researcher must know the 

values that matter and focus on changing those shaped by the lessons learned after 

each PDSA cycle in opposed to reacting to every invitation to change (Reed & Card 

2016). Essentially, focusing on what was important to the Project Team to develop 

strategies, as well as the proactive actions by the researcher with facilitating the 

research was the primary goal, and is further discussed in the following section. 
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The discussion and reflection process used after each PDSA cycle provided an 

opportunity for the researcher to reflect individually on the data obtained and 

discussing the analysis of the data with the Project Team. The process assisted the 

Project Team to focus on lessons learned from each step of the PDSA cycle process. 

The learnings supported the refinement of the improvement approach to understand 

how the MDT can work collaboratively to streamline patient’s discharge. Collaboration 

is an important element of effective learning and improvement and provides the basis 

for understanding improvement challenges and to finding solutions and supported by 

previous research (Jones, Kwong & Warburton 2021; Reed & Card 2016).  

The researcher and the Project Team used this collaborative approach throughout the 

Improvement Phase. The reflections equipped the researcher to use a critical lens 

underpinned by the researcher’s professional skills, knowledge, and experience within 

the field of discharge planning. Also having the right skills to lead PDSA cycles is 

essential to keep the research on track and focused. These skills include having the 

ability to be reflective and adaptable, being able to generate ideas, feeling 

comfortable with conflict, having the ability to be solution focused and being able to 

tolerate uncertainty and these considerations are supported by previous research 

(Jones, Kwong & Warburton 2021; Moon 2013; Reed & Card 2016). Fundamentally the 

right conditions for improvement must be supported by senior executives, and having 

an engaged MDT and patients, as well as access to appropriate skills and resources 

(Day, Crown & Ivany 2017; Jones, Kwong & Warburton 2021). 

6.5 CHAPTER SUMMARY 

Chapter 6 has presented an interpretation and discussion of two key findings which 

emerged from incorporating the data obtained in the previous two chapters. The 

chapter has also addressed the research question. The preparation of patients for 

discharge is convoluted and compounded by how the differing MDT members i.e., 

VMOS, RNs and allied health approach the discharge planning process. VMOs are 

central to the discharge process beginning and ending. However, underlying factors 

such as MDT education in the discharge planning process and hierarchical and 

occupational boundaries inhibited their performance and created disjointed 
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communication and impacted on the MDT to streamline patients discharge 

collaboratively. Valuable insights from the surveys, focus group and PDSA cycles 

provided evidence the MDT do have skills and knowledge related to the discharge 

planning process. The MDT are keen to prepare patients for discharge and provide 

written information and education to patients so that discharge planning is improved 

for all involved.  

Testing strategies surrounding the use of the communication board as a tool for 

communicating resulted in an improvement in the MDT’s behaviour. Capturing 

estimated discharge dates and documenting discharge instructions onto the 

communication board led the MDT to believe these actions streamlined patients 

discharge and they were working collectively to improve patients discharge 

preparation. Analysis of the data indicated the MDT were commencing preparing 

patients for discharge collaboratively and the change in behaviour advocated by the 

MDT was directly as a result of the research. The value of utilising a mixed-method 

design underpinned by an Improvement Science Framework using PDSA cycles to test, 

assess and evaluate strategies, provide strong evidence to the MDT’s actions, 

knowledge and experience impacted on them positively to optimise patients discharge 

preparation. 

The next chapter provides the conclusion to this thesis and will consider the 

limitations of the research, future research and provide concluding reflections.  
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CHAPTER SEVEN CONCLUSION 

7.1 INTRODUCTION 

Chapter Seven is the final chapter and presents the conclusions from the research. 

New insights have been derived from an exploration of an MDT working in an acute 

private hospital. The new perspectives and ideas provide a range of differing 

understandings concerning the discharge planning process. The uniqueness of the 

research stems from using an Improvement Science Framework in a private hospital to 

explore and answer the research question: How can the MDT work collaboratively to 

streamline patients discharge in a private hospital?  

A summary of the two key findings as well as the recommendations and research 

contribution within the discipline of discharge planning are highlighted. A section on 

the limitations of this research and areas suggested for future research is included. 

Final reflections conclude this chapter. 

Chapter 7 is presented in the following sections: 

Section 7.2 briefly summarises the two key research findings. 

Section 7.3 presents the research contributions this research offers. 

Section 7.4 discusses how the two key findings in this research relates to MDT clinical 

practice and highlights the recommendations for healthcare professionals and 

hospitals related to the research findings. 

Section 7.5 outlines the limitations of this research. 

Section 7.6 offers suggestions for future research related to the findings from this 

research. 

Section 7.7 presents the reflections from the research based on the findings and the 

importance of exploring approaches to streamline the discharge preparations of 

patients by MDTs. 



186 
 

7.2 SUMMARY of KEY FINDINGS 

A mixed-methods study design was adopted underpinned by an Improvement Science 

Framework, utilising Plan-Do-Study-Act (PDSA) cycles (Langley et al. 2009). Qualitative 

data were obtained through surveys, a focus group and PDSA cycles. Descriptive 

statistics (Cohen, Manion & Morrison 2017) were used to analyse the quantitative 

data and thematic analysis (Braun, Clarke & Rance 2014; Joffe 2012; Riger & 

Sigurvinsdottir 2016) was used to analyse the qualitative data. Four themes were 

identified which emerged from the analysis and interpretation of the data across the 

Exploratory Phase and the Improvement Phase to answer the research question. Two 

key findings were identified through the analysis and interpretation of the data and 

were discussed in detail in Chapter 6.  

In summary the two key findings are: 

KEY FINDING 1: Increased Access to Discharge Planning Education  

The MDT perceived education in the discharge planning process would assist them to 

manage patients and their families and carers’ expectations surrounding discharge 

more effectively and assist the MDT to work collaboratively. Members of the MDT in 

particular the RNs have confusion surrounding their role in the discharge planning 

process, mostly in relation to those patients they have assessed who require help at 

home. The confusion stems from not knowing which member of the MDT is 

responsible to making a referral to the discharge planning team (DPT) to assist them 

to make the appropriate arrangements. Additionally, seeking approval from VMOs to 

involve the DPT meant the referral to the DPT was delayed. Hence, the delay impacted 

on patients discharge preparation being proactively and efficiently streamlined by the 

MDT. 

The research generates new insights, such as involvement in interprofessional 

education for MDTs. This research encourages education that focuses on each MDT 

role and how each role interacts and impact on each other may enhance decision 

making, communication and team collaboration when preparing patients for discharge 

home. Education should commence in all health and medicine-related undergraduate 
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degree courses eg, nursing, doctor, physiotherapy, and occupational therapy. 

Consideration must be given for undergraduate courses to enhance learning for 

students through theory and practice.  

This approach to learning must be integrated into the curricula with measurable 

outcomes. Government and regulatory bodies responsible for legislation related to 

health and medical training and education should support hospitals and educational 

organisations to embrace interprofessional education in the discharge planning 

process. Interprofessional education to all MDT members in the discharge process 

would be beneficial and the evidence presented builds on previous research (Carroll & 

Dowling 2007; Jessup 2007; Lees 2012). As the aim is for all MDTs to work in an 

interprofessional manner to streamline patients discharge preparation and the 

discharge planning process effectively and proactively. Achieving enhanced and 

positive discharge planning outcomes for patients, whilst improving MDTs skills and 

knowledge in the discharge planning process is paramount. 

KEY FINDING 2: Hierarchical and Occupational Boundaries  

Hierarchical and occupational boundaries were found to impede members of the 

MDT’s clinical practice, mainly the RNs and the allied health professionals. The 

discovery of hierarchical and occupational boundaries extends previous research by 

Waring et al. (2019) whose ethnographic study argued professional boundaries added 

to complications in the discharge planning process. The current research extends this 

argument as members of the MDT, mainly the RNs and the allied health professionals 

perceived preparaing patients for discharge home was beyond their control and they 

were consequently not able to improve the discharge process for patients. This 

perception by them was linked to the actions and behaviours of VMOs, hospital 

processes and the activities of patients. Notably anecdotal comments by patients 

negotiating their discharge times with VMOs affords new knowledge and insights into 

how the MDT are impeded to proactively streamline patients’ discharge. 

The authority of the private VMO was dominant as other members of the MDT 

required and valued clinical direction and permission from VMOs to commence the 
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discharge planning process. The evidence presented suggests that VMOs authoritarian 

status in patients discharge related decisions could specifically be related to the 

structure of the private hospital system and this argument develops from the findings 

of previous research (Fewster-Thuente & Velsor-Friedrich 2008; Peet, Theobald & 

Douglas 2019). A good example of hierarchical and occupational boundaries that 

shaped positive behavior was demonstrated by the physiotherapists working 

resourcefully with RNs. Effective teamwork assisted both RNs and physiotherapists to 

work positively together to appropriately manage patient’s expectations and 

discharge preparations whilst overcoming their challenging workloads and staffing 

issues.  

Alternatively, there was a high level of sick leave during the data collection phases 

particularly amongst the RNs in the clinical area. This was mainly due to the 

redevelopment and restructuring of the hospital as there was daily bed closures 

resulting in RNs being redeployed daily to other clinical areas within the study 

hospital. This impacted on RNs experiencing a degree of uncertainty and ambiguity 

regarding their roles. The bed closures was related to the noise and construction 

works associated with the redevelopment. 

7.3 RESEARCH CONTRIBUTION 

The following section will outline the research contribution this research provides to 

the existing body of research specifically related to how can MDTs work 

collaboratively to streamline patients discharge. The contributions are considered 

from a theoretical, methodological, and substantive perspective. 

Theoretically the researcher adopted pragmatism as the research paradigm. Using 

pragmatism in conjunction with improvement science facilitated the research 

question to be systematically, rigorously, and theoretically answered (Marshall, 

Pronovost & Dixon-Woods 2013). The adoption of pragmatism assisted the researcher 

to undertake a deep analysis of the MDTs beliefs and experiences when they were 

engaged in the discharge process by using a combination of methods. The MDT’s 

beliefs and experience shaped how they approached preparing patients for discharge 

home. For example, the disjointness of their approach to optimising patients discharge 
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gave rise to members of the MDT developing skills, such as probing to streamline 

patients discharge whilst managing the unpredictable approach to initiating discharge 

plans for patients by VMOs. Specifically, their actions and behaviours when engaged in 

the discharge planning process directly impacted on them working collaboratively. 

Using pragmatism was effective in gaining an understanding of the MDTs actions 

when involved in preparing patients for discharge. Pragmatism facilitated an 

understanding of how their values and experiences shaped their choices. Hence the 

flexibility of pragmatism facilitated the generation of new knowledge and new insights 

from the data. 

Methodologically the originality of the research involves the use of a mixed-method 

approach (Liamputtong 2019) underpinned by an Improvement Science Framework 

(Perla, Provost & Parry 2013; Portela et al. 2016; Speroff et al. 2004). This approach 

has focused on the actions and behaviours of the MDT working in an acute private 

hospital. This has occurred in the context of an MDT tasked with the preparation of 

patients for discharge. In addition, the research provides an example of nurses taking 

the lead to facilitate and conduct quality improvement research as indicated by Flynn 

et al. (2017). The Improvement Science Framework provided the researcher an 

opportunity to generate new knowledge facilitated through a reflection and discussion 

process with the Project Team after each PDSA cycle. 

The flexibility and adaptability of the methods used was particularly useful when 

examining the behaviours and actions of the MDT who were involved in the discharge 

process. This was important because the MDT adapted their approach to preparing 

patients for discharge underpinned by the strategy that was being tested in each PDSA 

cycle. The data extracted from the surveys, focus group and each PDSA cycles allowed 

the researcher to effectively investigate and analyse the rationale behind the MDT 

behaviours. For example, members of the MDT found it challenging to discuss 

discharge planning about patients during MDT ward rounds. As the MDT ward rounds 

discussions centred around the hospitals bed management and VMOs time 

constraints. All members of the MDT must feel their clinical judgements, expertise, 

and skills in discharge related decisions for patients are valued and supported by 

hospital processes to optimise patients discharge planning. 
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The reflection and discussion process were a valuable and rewarding experience for 

the researcher and the Project Team. As the process provided an opportunity to 

ensure any decisions that were made relating to the development of a strategy were 

shaped by lessons learned, underpinned by each individual beliefs and experiences. 

An example of the process working well was when the Project Team were generating 

questions and ideas related to the outcome of PDSA cycle 1. The Project Team wanted 

to understand why one RNs approach to using the communication board all of the 

time in her daily clinical practice was so different to her colleagues. The findings 

indicate the RN’s decisions to engage positively with the communication board was 

shaped by her experiences related to her accountability as an RN. Managing patients’ 

expectations and anxieties surrounding their ongoing clinical care needs was the RNs 

priority. Hence, the Project Team perceived further exploration of the remaining 

members of the MDTs behaviour relating to their use of the communication board 

was essential. 

Establishing what the drivers and barriers that were impacting on the MDT to 

effectively use the communication board was necessary. Perhaps more training and 

education for the MDT on how to use the communication board may have yielded a 

more positive engagement. A training program to educate the MDT which focused on 

effective communication strategies and how to implement the communication board 

in their daily clinical practice. Essentially highlighting the importance of using the 

communication board to plan and streamline patients discharge. Assumptions held by 

the researcher and the Project Team that the MDT had the skills to navigate 

engagement with the communication board when testing strategies is an area that 

could be further explored. 

Fundamentally this key decision by the Project Team was ensuring the learnings from 

PDSA cycle 1 supported the refinement of the improvement approach to be tested in 

PDSA cycle 2. The framework also permitted the researcher to create an environment 

of practical learning through the use of PDSA cycles that helped to change the MDT’s 

clinical practice. For example, the MDT were engaged in the improvement process by 

actively testing the strategies in each PDSA cycle. This resulted in the MDT increasing 

their use of the communication board, though the communication board was not 
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consistently kept up to date. Additionally, the RNs and reception staff when they were 

assigned roles or tasks to perform in PDSA cycles 2 to 4 they readily provided feedback 

to the researcher each day. Examples of their engagement include capturing anecdotal 

comments by patients and ensuring the whiteboard marker pen was readily available 

to help reduce the barrier of no pen availability. 

Substantively the methods used in the current research can assist researchers who 

have an interest in quality improvement research in health by using an Improvement 

Science Framework to work and engage positively with healthcare professionals. As 

the findings in this research indicate improved collaborations between the MDT is 

warranted when involved in the discharge planning process. Resulting from the 

literature review and confirmed by the MDT’s comments and patients’ anecdotal 

comments it is vital MDTs include patients and their family/carer in the discharge 

preparation early in patient’s admission. This early involvement of patients in their 

discharge preparation assists the MDT to collaboratively streamline patients discharge 

and manage patients discharge expectations effectively. Providing education to MDTs 

to improve their understanding of the discharge planning process is necessary.  

This research generated new insights and built on previous research into the factors 

that impede on the MDT to coordinate patients discharge successfully. For example, 

members of the MDT were confused about their role in preparing patients for 

discharge and perceived education would empower VMOs to understand the 

importance of setting realistic discharge dates. Interestingly this research discovered 

that the physiotherapists voiced concern that they had received no formal training in 

discharge planning. Education could assist the MDT to manage patients and their 

family and carers expectations surrounding discharge more effectively and help the 

MDT to work collaboratively. Ultimately, appropriate, and targeted education would 

improve communication consistently between the MDT and assist them to streamline 

patients discharge more effectively. 

7.4 RECOMMENDATIONS 

This research has provided evidence that a combination of approaches must be used 

by hospitals to enhance the MDT skills and knowledge to foster effective collaboration 
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to streamline patients discharge home. Subsequently, this research has five 

recommendations. 

A key recommendation is that prior to initiating quality improvement research in 

healthcare consistent collaborations between MDTs, academics and consumers are 

established. This step will assist to breakdown silos and create genuine partnerships to 

design, undertake and interpret improvement science research. Creating authentic 

partnerships focused on MDTs working collaboratively to streamline patients 

discharge is fundamental. Using improvement science as a framework to develop 

these partnerships provides a foundation of learning to enhance patient safety and 

will enable positive discharge outcomes. 

The second recommendation would be to explore the efficacy of the information 

captured on the communication board by the MDT. The findings in this research 

highlighted members of the MDT did not capture all discharge planning information 

on to the communication board. For example, the section on the communication 

board to capture discharge information related to community services arranged was 

not documented on the communication board during PDSA cycle 5. In contrast 45 % of 

the MDT commented in the online survey that they provided this type of information 

to patients regarding community services. A targeted exploration into the MDTs 

engagement with the communication board will build on the findings in this research. 

Gaining an understanding of factors preventing the MDT from taking the additional 

step to capture all the information onto the communication board is essential as well 

as consistently keeping it updated. 

A third recommendation is to implement discharge protocols and policies to support 

members of the MDT to lead in the decision-making around patient discharge. As 

highlighted in Chapter One for patients to be prepared effectively for discharge home, 

MDTs clinical practices must be supported and guided by policies and frameworks 

(Agency for Healthcare Research and Quality 2017; AIHW 2020; Centers for Medicare 

& Medicaid Services 2019; NICE 2018; NSQHS 2017, 2020; NSW Government 2011). 

Developing comprehensive care plans and streamlining discharge protocols and 

policies that specifically target defined roles for each individual member of the MDT is 
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essential. This action will assist to clarify roles and responsibilities in the discharge 

planning process and build on existing Australian Commission guidelines focused on 

discharge planning for patients (NSQHS 2020). 

This research recommends hospitals must focus on hospital in the home initiatives 

(Allen et al. 2018; Botwinick 2017; Byrne, Leighton & Malone 2018; Federman et al. 

2018; Levine et al. 2020; Smith et al. 2015) and evidence-based strategies that focus 

on members of the MDT taking the lead in discharge related decisions (Lees-Deutsch 

& Robinson 2019). For example implementing appropriate policies and protocols to 

support discharge planning roles (Berger, Cross & Sanders 2016; Cowley, Cooper & 

Goldberg 2016). Crucially embracing existing processes to support MDTs to work 

collaboratively. This action by hospitals will assist MDTs to streamline patient 

discharge and enhance and coordinate patient’s care transition home more effectively 

(NSQHS 2020). Importantly, hospitals must have systems and resources in place to 

assist MDTs to approach discharge preparation for patients more comprehensively. 

The final recommendation would be to address the language and phrasing used by 

each MDT member initiating discharge plans with patients. The MDT use teach back 

techniques and the study hospitals “Planning for Your Discharge” tool when preparing 

patients for discharge home. A focus on the MDT using the tool will provide an 

opportunity to test the effectiveness of the MDT teaching skills and the validity and 

reliability of the hospitals discharge tool. 

7.5 LIMITATIONS 

There are four limitations that will be outlined in this section in terms of both scope 

and bias. Firstly, the focus of the data collection was from one clinical area within one 

private hospital. MDTs who work in other clinical areas within the hospital may 

streamline patient’s discharge differently, hence findings may reveal contrasting or 

comparative data.  

Secondly, other MDT members inclusion in the research may have provided a wider 

perspective of factors that impact on the MDT. For example, the pharmacists may 

have offered their perspective regarding the pharmacy process at the study hospital. 
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The pharmacy team may have had factors quite distinctive to their department that 

were underlying which impact on the streamlining of discharge medications to the 

clinical area. The pharmacists do not attend ward rounds and are not integral 

members of the MDT at the private hospital. However, the pharmacists’ perspective 

could be an avenue for future research in other hospital settings. 

Thirdly the researcher is a senior member of the management team at the hospital 

and in charge of the discharge planning team. The increased use of the 

communication board by the MDT may have improved exclusively because their 

practice was being observed and evaluated by the researcher. An external researcher 

may be more separated from the hospital’s clinical routines and processes. Hence, 

may have presented an opportunity to capture distinctive data. 

Finally this research focused on the communication board. as a communication tool 

between the MDT for each strategy that was tested in the PDSA cycles. Additional 

comparative data may have been obtained if other strategies were considered, for 

example, nurse led discharge. This strategy may have supported and empowered the 

MDT to work more collaboratively when streamlining patients discharge. 

7.6 FUTURE RESEARCH 

It is essential to obtain a broader perspective from other members of the MDT 

involved in preparing patients for discharge home. Other health professionals could 

include hospital speech therapists, hospital pharmacists, enrolled nurses, dieticians, 

assistant in nursing staff, and different levels of specialty VMOs i.e., interns and 

registrar. Using a case study methodology to generate an in-depth understanding of 

the individual perspectives of each MDT member to reveal additional factors that 

affect how each member of the MDT approach patient’s discharge preparation.  

Exploration into the MDTs receiving interprofessional education related to discharge 

planning would also be important research to undertake. This future research could 

use a prospective study methodology to measure the effectiveness of 

interprofessional education in groups of health professionals eg, nursing, doctor, 

physiotherapy, and occupational therapy, who have or have not received education 
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related to discharge planning during their health and medicine-related undergraduate 

degree courses. It would be interesting to measure to see if there is an impact on 

patients discharge outcomes related to whether members of the MDT have or have 

not received formal education in discharge planning. 

Alternatively, a comparative study to explore the research question in a different 

context, for example in public sector hospitals or international hospitals would be 

worthwhile to extend current knowledge. Exploring MDTs in these different 

environments would be important to establish if similar behaviours are exhibited and 

if similar factors that impact on MDTs working collaboratively to streamline patient’s 

discharge such as hierarchical, and occupational boundaries. 

Future research to build on the findings in this research and elevate quality 

improvement initiatives supported by an Improvement Science Framework include 

undertaking a multiple methods case study. This approach will assist in the 

development of improved capacity within healthcare organisations. As discussed in 

the previous chapter 6, a strength of using improvement science is that the framework 

incorporates MDT member’s knowledge and experience. Hence future research to 

evaluate the practices of the MDT in relation to the use of the communication board 

when streamlining patients discharge may assist to build improvement and enhance 

learnings surrounding MDT’s actions. 

Finally, further research could adopt a comparative case study methodology to 

explore the experience of allied health professionals and VMOs in the discharge 

planning process. A focus on a distinct health professional such as physiotherapists 

could uncover findings that are distinctive to that group. This would be particular 

interesting as the physiotherapist in this research were the only MDT member who 

openly voiced that they did not receive any formal training in discharge planning. In 

contrast, VMOs authority was dominant throughout the research. Gaining an in depth 

understanding of the factors that underpin their behaviours and actions would 

additionally build on the findings in this research. 
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7.7 CONCLUDING REFLECTIONS 

An exploration of hospital discharge planning from the viewpoint of the MDT is 

presented in this thesis. The purpose of the research was to use an Improvement 

Science Framework to identify factors to inform strategies that could subsequently be 

tested by the MDT working in a clinical area of an acute private hospital. This research 

has contributed to creating new knowledge using an Improvement Science Framework 

and to identify strategies to enhance the collaborative workings of the MDT. Core to 

the findings of this research it is essential healthcare organisations use an 

Improvement Science Framework to establish effective collaborations between MDTs, 

consumers, and academics. This is particularly important when healthcare 

organisations are involved in scoping and designing quality improvement research.  

Fundamentally there must be an emphasis on interprofessional education and 

practice change that focuses on individual health professional roles and functions 

when involved in the discharge planning process. Consideration of how each 

professional role interacts will provide the foundations to promote cohesiveness and 

the accountability of the MDT when preparing patients for discharge. Ideally 

education relating to discharge planning should commence in university curricula for 

nursing, medicine and allied health professionals training and consolidated practical 

learning occurring in the clinical area.  

Essentially evidence-based practices must be adopted by healthcare organisations, 

hospitals, and educational institutions to enhance the discharge planning practices of 

MDTs and the discharge outcomes of patients. 
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APPENDICES 

Appendix A Literature Review Tables 
Table 29 Literature Review 2016 
 
Table 29 Literature Review 2016 

Author  Year Title Sample Size Design Findings Gaps Country Setting 

A. Almborg, K. 
Ulander, A. 
Thulin and S. 
Berg 

2009 Patients' 
perceptions of 
their 
participation in 
discharge 
planning after 
acute stroke 

188 patients Cross-sectional 
study 

Most patients perceived that they 
received information, but fewer 
perceived that they had been involved in 
discharge planning. 

Further research required to evaluate different 
methods for goal setting and needs 
identification to facilitate stroke patient’s 
participation in discharge planning. 

Sweden Acute 
Hospital 

A. Coffey and 
G. M. 
McCarthy 

2013 Older people’s 
perception of 
their readiness 
for discharge 
and post 
discharge use of 
community 
support and 
services 

335 older 
patients  

Quantitative, 
descriptive, 
and 
correlational 
design 

At 6 weeks post discharge, almost one-
quarter had been readmitted. Significant 
relationships existed between lower 
perception of readiness at discharge and 
increased use of informal and formal 
support post-discharge. Lower 
perception of readiness had a significant 
relationship with readmission in the 
older old. 

Improve patient involvement throughout the 
discharge planning process 

Ireland Acute 
Hospital 

A. Handley 2009 How was your 
care?' 

Number not 
stated in initial 
pilot 

Quality 
improvement 
initiative 

Led to a standard that 80% of discharged 
patients are contacted. 

Improve written information given to patients at 
the pre-assessment stage and on discharge. 

UK Acute 
Hospital 

A. Trembly  2013 Can a pre-flight 
checklist make 
hospital 
discharge 
safer? 

Number not 
stated in initial 
pilot 

Quality 
improvement: 
Development 
of Hospital-to-
Home Checklist 
(tool 
development) 

10-minute checklist requiring minimal 
training for clinicians. Clinicians report 
that it helped to elicit patient and 
caregiver concerns. 

Improve RN education and teaching skills USA Acute 
Hospital 
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Author  Year Title Sample Size Design Findings Gaps Country Setting 

A. W. Acher, T. 
J. LeCaire, A. S. 
Hundt, C. C. 
Greenberg, P. 
Carayon, A. J. 
Kind and S. M. 
Weber 

2015 Using Human 
Factors and 
Systems 
Engineering to 
Evaluate 
Readmission 
after Complex 
Surgery 

18 patients 
surgical 

Focus group  SEIPS model used. Inadequate discharge 
preparation for home care; poor patient 
and caregiver understanding.  

Improve RN education and teaching skills; 
Improve communication. 

USA Acute 
Hospital 

A.-H. Almborg, 
K. Ulander, A. 
Thulin and S. 
Berg 

2009 Discharge 
planning of 
stroke patients: 
the relatives' 
perceptions of 
participation 

152 relatives cross-sectional 
study 

Relatives feel they require more 
discharge information and increased 
involvement in patient discharge 
planning specifically goal setting and 
needs assessment. 

Develop strategies to involve relatives in sharing 
information, goal setting and needs assessment. 

Sweden Acute 
Hospital 

B. Kennedy, J. 
B. Craig, M. 
Wetsel, E. 
Reimels and J. 
Wright 

2013 Three nursing 
interventions' 
impact on 
HCAHPS scores 

234 patients Quality 
improvement 
study 

Life threatening concerns were 
identified; service issues and concerns 
regarding medication and discharge 
instructions. 

Develop initiatives to evaluate the efficacy of 
discharge instructions. 

USA Acute 
Hospital 

B. Okoniewska, 
M. J. Santana, 
H. Groshaus, S. 
Stajkovic, J. 
Cowles, D. 
Chakrovorty 
and W. A. 
Ghali 

2015 Barriers to 
discharge in an 
acute care 
medical 
teaching unit: a 
qualitative 
analysis of 
health 
providers’ 
perceptions 

11 allied health 
providers; 26 
nurses;25 
internal 
medicine 
residents; 7 
attending 
medical staff 

Qualitative 
thematic 
analysis 

Three themes identified as barriers to 
discharge process -communication, lack 
of role clarity and lack of resources. 

Improve Communication strategies (written and 
oral). 

Canada Acute 
Hospital 
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Author  Year Title Sample Size Design Findings Gaps Country Setting 

Bobay, K. L., 
Jerofke, T. A., 
Weiss, M. E., & 
Yakusheva, O 

2010 Age-related 
differences in 
perception of 
quality of 
discharge 
teaching and 
readiness for 
hospital 
discharge 

1892 English or 
Spanish 
speaking adult 
patients  

Comparative 
design-within-
unit 
randomisation 
process. Uses 
Meleis' 
transition 
theory/QDTS & 
RHDS tools 

Assessing patients readiness for 
discharge should be a standardised 
practice. Using the QTDS and RHDS tools 
are useful to assess the discharge 
transition in patients. 

RN Education skills. USA Acute 
hospital 
(Magnet) 

C. Hohmann, 
T. Neumann-
Haefelin, J. M. 
Klotz, A. 
Freidank and 
R. Radziwill 

2014 Providing 
systematic 
detailed 
information on 
medication 
upon hospital 
discharge as an 
important step 
towards 
improved 
transitional 
care 

312 patients 
(156 patients in 
each group) 

Open, 
prospective, 
interventional 
two-phase 
study 
conducted  

The use of a structured medication 
report as part of the discharge letter 
leads to improved adherence to hospital 
discharge medication. 

Improve medication documentation and 
management. 

Germany Acute 
Hospital 

D. A. Knight, D. 
Thompson, E. 
Mathie and A. 
Dickinson 

2013 Seamless care? 
Just a list would 
have helped!' 
Older people 
and their 
carer's 
experiences of 
support with 
medication on 
discharge home 
from hospital 

19 people (12 
carers and 7 
older people)  

Interviews: 
Qualitative 
design using 
semi-
structured 
interviews 

Inadequate explanations about 
medicines.  

Improve medication documentation and 
management. 

UK Acute 
Hospital 

E. A. Coleman, 
A. Chugh, M. 
V. Williams, J. 
Grigsby, J. J. 
Glasheen, M. 
McKenzie and 
S.-J. Min 

2013 Understanding 
and execution 
of discharge 
instructions 

237 recently 
discharged 
older adults. 

Interviews: 
Qualitative 
design using 
semi-
structured 
interviews 

Health literacy, cognition, and self-
efficacy were important predictors of 
successful understanding and execution 
of instructions. 

A need to implement reliable processes to 
identify patients who may have low 
comprehension skills to understand discharge 
instructions. 

USA Urban 
Community 
Hospital 
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E. L. Wong, C. 
H. Yam, A. W. 
Cheung, M. C. 
Leung, F. W. 
Chan, F. Y. 
Wong and E. K. 
Yeoh 

2011 Barriers to 
effective 
discharge 
planning: a 
qualitative 
study 
investigating 
the 
perspectives of 
frontline 
healthcare 
professionals 

41 healthcare 
professionals 
(doctors, 
nurses, and 
allied health) 

Focus group: 
Qualitative 
method using 
focus groups 

The central theme in this study was that 
there was no policy-driven discharge 
planning with proactive and 
multidisciplinary approach led by the 
executive level in current practice. 

A need to have policy to support clearly defined 
roles within the discharge planning process. 

Hong Kong Acute and 
Rehab 
Hospital 

Eardley, A., & 
Kamalanathan, 
N 

2015 A Knowledge 
Management-
based Decision-
making Model 
for Planning 
Patient 
Discharge in the 
UK National 
Health Service 

Not stated A Knowledge 
Management-
based 
Decision-
making Model 

MDT must be flexible and adaptable in 
their approach when preparing patients 
for discharge home. 

Use existing knowledge and resources to 
identify areas for improvement and integrate 
current best practice initiatives, tools and 
technology.  

UK Acute 
Hospital 

G. Hesselink, L. 
Schoonhoven, 
M. Plas, H. 
Wollersheim 
and M. 
Vernooij-
Dassen 

2012 Quality and 
safety of 
hospital 
discharge: a 
study on 
experiences 
and perceptions 
of patients, 
relatives and 
care providers 

30 healthcare 
providers; 8 
patients and/or 
relatives (focus 
groups; 344 
healthcare 
providers and 
206 patients 
and relatives 
(questionnaires) 

Mixed method 
approach using 
focus groups 
and 
questionaries 

Information from the hospital to 
community care is often incomplete, 
unclear, and delayed. 

Improved Communication strategies (written 
and oral).  

The 
Netherlands 

Rehab 

Greysen, S. R., 
Schiliro, D., 
Curry, L., 
Bradley, E. H., 
& Horwitz, L. I.  

2012 “Learning by 
doing”—
resident 
perspectives on 
developing 
competency in 
high-quality 
discharge care 

29 internal 
medicine 
residents 

In-depth 
Interviews 

There was a lack of formal training about 
the discharge process and residents 
learned on the job. The learnings were 
unstructured so education related to 
discharge planning must be structured 
to improve the overall quality of 
discharge care for patients. 

Targeted research to explore the experiences 
and perspectives of other members of the MDT 
ie nurses, social workers to address the gaps in 
teaching high quality discharge care for patients. 

USA Acute 
Hospital 
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J. Choi 2011 Pictograph-
based discharge 
instructions for 
low-literate 
older adults 
after hip 
replacement 
surgery: 
development 
and validation 

Tool validated 
by 5 experts 

Quality 
Improvement: 
To develop and 
validate 
pictograph-
based 
discharge 
instructions for 
older adults 
after hip 
replacement 
surgery (tool 
development) 

The findings show that pictographs using 
stick figures are well suited for 
presenting action-based discharge 
instructions. 

The pictograph-based approach can be an 
effective tool in developing health care 
instructions for low literacy and patients from 
non-English speaking background. 

USA Rehab 

J. Choi 2013 Older adults' 
perceptions of 
pictograph-
based discharge 
instructions 
after hip 
replacement 
surgery 

15 low-literate 
older adults 

Focus group 
study to 
examine the 
acceptability 
and 
comprehension 
of discharge 
instructions 

Participants perceived that the 
pictograph-based discharge instructions 
helped them understand the intended 
health care messages, especially for 
step-by-step procedures of discharge 
actions. 

Future research is suggested to compare the 
effects of pictograph-based and text-based 
instructions on adherence to instructions and 
health outcomes. 

USA Acute 
Hospital 

J. Flacker, W. 
Park and A. 
Sims 

2007 Hospital 
discharge 
information and 
older patients: 
Do they get 
what they 
need? 

26 older 
patients 

Cross-sectional 
telephone 
survey 

Poor patient recall of predischarge 
communication of discharge instructions 
by hospital staff. 

Improve Communication strategies (written and 
oral). 

USA Acute 
Hospital 

J. Graham, R. 
Gallagher and 
J. Bothe 

2013 Nurses' 
discharge 
planning and 
risk 
assessment: 
behaviours, 
understanding 
and barriers 

64 nurses Descriptive 
study 

Nurses require support to comply with 
discharge planning policies. 

Lack of nurses understanding of discharge 
planning. 

Australia Acute 
Hospital 
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J. M. 
Nosbusch, M. 
E. Weiss and K. 
L. Bobay 

2011 An integrated 
review of the 
literature on 
challenges 
confronting the 
acute care staff 
nurse in 
discharge 
planning 

5 databases Integrated 
review of 38 
research 
publications 

Acute care bedside nurses encounter 
significant barriers while providing 
discharge related care. 

Implementation of effective and efficient 
discharge planning processes. 

USA Acute 
Hospital 

J. Morris 2012 Registered 
Nurses' 
Perceptions of 
the Discharge 
Planning 
Process for 
Adult Patients 
in an Acute 
Hospital 

461 Registered 
nurses (mailed) 
137 surveys 
received back 

Cross-
sectional, 
postal survey 

Poor planning and communication, 
inadequate staffing levels and poor 
liaison with external agencies were the 
main barriers identified to enable 
effective discharge planning for patients. 

Discharge planning systems and processes need 
to be imbedded into routine practice. 

UK Acute 
Hospital 

K. A. Schuller, 
S. H. Lin, L. D. 
Gamm and N. 
Edwardson 

2013 Discharge 
phone calls: A 
technique to 
improve patient 
care during the 
transition from 
hospital to 
home 

24 hospital 
leaders 

Interviews: 
Qualitative 
design using 
interviews 

Main benefits regarding discharge phone 
calls as reported by staff was medication 
management, follow-up appointment 
reminders and answering patient 
questions. 

Improve discharge instructions given to patients. USA Metropolitan 
Hospital 

L. Brent and A. 
Coffey 

2013 Patient’s 
perception of 
their readiness 
for discharge 
following hip 
fracture surgery 

50 patients Quantitative, 
descriptive, 
and 
correlational 

Improving discharge preparation of hip 
fracture patients and nursing knowledge 
is required so that patients feel 
adequately prepared for discharge. 

Family involvement; Effective discharge teaching 
and education (by nurses). 

Ireland Regional 
Hospital 
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M. Bauer, L. 
Fitzgerald, E. 
Haesler and M. 
Manfrin 

2009 Hospital 
discharge 
planning for 
frail older 
people and 
their family. Are 
we delivering 
best practice? A 
review of the 
evidence 

Patient and 
family 

Literature 
Review 

Discharge planning Interventions to 
address family inclusion and education; 
communication between health care 
workers and family; interdisciplinary 
communication and ongoing support 
after discharge. 

Research into experiences of family caregivers 
and the effectiveness of discharge planning 
interventions in dementia-specific cases. 

Australia English 
language 
literature 

R. Digby and 
M. J. Bloomer 

2014 Families and 
caregivers of 
older people: 
expectations, 
communication, 
and care 
decisions 

8 participants 
(relatives) 

Interviews: 
Qualitative 
descriptive 
design using in-
depth semi-
structured 
interviews 
from family 
carers 

Relatives felt communication with MDT 
was good, however, many of the carers 
experienced high level of stress and 
were not involved adequately in 
discharge planning. 

Key contact person role impacted on nurses 
being under-represented in care planning for 
patients going home. 

Australia 60 bed 
geriatric 
evaluation 
and 
management 
facility 

R. M. Olsen, B. 
H. Østnor, I. 
Enmarker and 
O. Hellzén 

2013 Barriers to 
information 
exchange 
during older 
patients' 
transfer: 
nurses' 
experiences 

14 Registered 
nurses 

Focus group: 
Qualitative 
study using 
focus group 
methodology 

Three main themes identified: barriers 
associated with the nurse, barriers 
associated with interpersonal processes 
and barriers associated with the 
organisation. 

Hospital and home care systems to have 
adequate resources, clear missions and 
responsibilities, and understandable policies. 

Norway Acute 
Hospital 

R. McLeod-
Sordjan 

2011 Assessing 
Functional 
Health Literacy 
Among Hispanic 
Elders with 
Chronic Disease 

N/A 4 evidence-
based, 
standardised 
approaches to 
assessing 
functional 
health literacy 
among elderly 
Hispanic 
American 
patients 

Patient-centred approach using tools 
specifically designed for patients from 
non-English-speaking background.  

Health literacy must be assessed in a nonthreat-
ening, evidence-based approach for this 
vulnerable population. 

USA Acute 
Hospital 
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S. Knier, J. F. 
Stichler, L. 
Ferber and K. 
Catterall 

2015 Patients' 
perceptions of 
the quality of 
discharge 
teaching and 
readiness for 
discharge 

67 patients Questionnaire: 
Qualitative 
survey design 
using a 
convenience 
sample 

The new interprofessional discharge 
planning/teaching process improved 
patient satisfaction with their discharge. 

RN Education SKILLS. USA Acute 
Hospital 

S. Kripalani, A. 
T. Jackson, J. L. 
Schnipper and 
E. A. Coleman 

2007 Promoting 
effective 
transitions of 
care at hospital 
discharge: a 
review of key 
issues for 
hospitalists 

N/A Literature 
Review 

Changes in prescription discrepancies 
and breakdown in communication. 

The importance of implementing improved 
discharge processes including medication 
reconciliation. 

USA Acute 
Hospital 

S. Shepperd, J. 
Parkes, J. 
McClaren and 
C. Phillips 

2013 Discharge 
planning from 
hospital to 
home 

30 trials  Review of RCTs 
that compared 
an 
individualised 
discharge plan 
with routine 
discharge care 
that was not 
tailored to 
individual 
participants. 

Discharge planning may reduce length of 
stay for older patients and unscheduled 
readmissions 

Improve Communication strategies (written and 
oral) 

UK Acute 
Hospital 

S. Strong and 
A. Bettin 

2015 An Initiative to 
Improve Patient 
Discharge 
Satisfaction 

Not stated Quality 
Improvement 

Implementation of 'the Journey to 
Discharge' concept increased patient 
satisfaction scores as measured by Press 
Ganey  

Patient-centred approach in collaboration with 
good patient discharge follow-up. 

USA Rehab 
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T. Lindhardt, I. 
R. Hallberg and 
I. Poulsen 

2008 Nurses’ 
experience of 
collaboration 
with relatives of 
frail elderly 
patients in 
acute hospital 
wards: A 
qualitative 
study 

8 healthcare 
workers (6 RNs 
and 2 auxiliary 
nurses) 

Interviews: 
Qualitative 
Descriptive 
study 

RNs have two set of attitudes towards 
relatives- that can sometimes conflict 
which impacts on the RNs involving the 
relatives in RNs perceive the relatives as 
being "difficult". 

Reflective practice and clinical supervision 
strategies; RN education. 

Denmark Large 
University 
hospital 

Vat, M, 
Common, C, 
Laizner, AM, 
Borduas, C & 
Maheu, C 

2015 Reasons for 
returning to the 
emergency 
department 
following 
discharge from 
an internal 
medicine unit: 
perspectives of 
patients and 
the liaison 
nurse clinician 

8 patients Qualitative 
Descriptive 

Patients reported being discharged 
home too soon 

MDTs perception of patients discharge readiness Canada Acute 
hospital 

Weiss, M. E., 
Piacentine, L. 
B., Lokken, L., 
Ancona, J., 
Archer, J., 
Gresser, S., 
Vega-
Stromberg, T 

2007 Perceived 
readiness for 
hospital 
discharge in 
adult medical-
surgical 
patients. 
Clinical Nurse 

147 adult 
medical-surgical 
patients 

A correlational, 
prospective, 
longitudinal 
design 

Patients reported receiving insufficient 
discharge instructions so not feeling 
prepared for discharge home. 

A need to build systems and processes of care 
that routinely assess patients readiness for 
discharge home. 

USA Tertiary 
Medical 
Centre 
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Weiss, M. E., 
Yakusheva, O., 
& Bobay, K. L. 

2011 Quality and cost 
analysis of 
nurse staffing, 
discharge 
preparation, 
and post 
discharge 
utilization 

Patient 
questionnaires, 
electronic 
medical 
records, and 
administrative 
data for 1,892 
medical–
surgical 
patients from 
16 nursing units 
within four 
acute care 
hospitals 
between 
January and July 
2008 

Nested panel 
data 

Post discharge costs and readmission 
rates could be reduced by investing in 
nursing hours to prepare patients better 
for discharge 

Doctor practices were not investigated USA Acute 
hospital 

Wong, FKY, 
Chow, SKY, 
Chan, TMF & 
Tam, SKF 2014, 
Age and 
Ageing,  

2014 Comparison of 
effects between 
home visits 
with telephone 
calls and 
telephone calls 
only for 
transitional 
discharge 
support: a 
randomised 
controlled trial 

610 patients Randomised 
Control Trial 

Improvement in quality of life for the 
bundled interventions i.e., home visit 
group and the telephone post discharge. 
Readmission rates were greatly. 
Involvement of student nurses in the 
MDT skill mix assisted with resources. 

Skill mix in MDTs to assist with resource 
management to help streamline discharge 
process. 

Hong Kong Regional 
Hospital 
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Y.-I. L. Shyu, 
M.-C. Chen, S.-
T. Chen, H.-P. 
Wang and J.-H. 
Shao 

2008 A family 
caregiver-
oriented 
discharge 
planning 
program for 
older stroke 
patients and 
their family 
caregivers 

158 dyads of 
older stroke 
patients 

Randomised 
control trial 

The discharge planning program 
benefited family caregivers of older 
stroke patients during the transition 
from hospital to home. 

This study may provide a reference for health 
care providers who are caring for 
Chinese/Taiwanese patients. 

Taiwan 300 bed 
medical 
centre 
hospital 

Zakzesky, D., 
Klink, K., 
McAndrew, N., 
Schroeter, K., 
& Johnson, G. 

2015 Bridges and 
Barriers 

14 patients Questionnaire: 
Qualitative, 
descriptive 
survey design 

Bridges and barriers to discharge was 
identified. 

Future studies to examine frequent and 
consistent communication between MDT to 
assist with better discharge planning. 

USA Acute care 
surgical ward 
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Table 30 Help Arranging Home Care Services 
Table 30 Help Arranging Home Care Services 

Author Year Title 
Sample 

Size Design Findings Gaps Country Setting 
Choi, J. 2013 Older adults' 

perceptions of 
pictograph-based 
discharge instructions 
after hip replacement 
surgery 

15 low-
literate 
older 
adults 

Focus group 
study to examine 
the acceptability 
and 
comprehension 
of discharge 
instructions 

Participants 
perceived that the 
pictograph-based 
discharge 
instructions helped 
them understand the 
intended health care 
messages, especially 
for step-by-step 
procedures of 
discharge actions. 

Future research is 
suggested to 
compare the 
effects of 
pictograph-based 
and text-based 
instructions on 
adherence to 
instructions and 
health outcomes. 

USA Acute 
Hospital 

Flacker, J., Park, W., & 
Sims, A.  

2007 Hospital discharge 
information and older 
patients: do they get 
what they need? 

26 older 
patients 

Cross-sectional 
telephone survey 

Poor patient recall of 
predischarge 
communication of 
discharge 
instructions by 
hospital staff. 

Improve 
Communication 
strategies 
(written and oral). 

USA Tertiary 
Medical 
Centre 
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Author Year Title 
Sample 

Size Design Findings Gaps Country Setting 
Hohmann, C., 
Neumann-Haefelin, T., 
Klotz, J. M., Freidank, 
A., & Radziwill, R.  

2014 Providing systematic 
detailed information 
on medication upon 
hospital discharge as 
an important step 
towards improved 
transitional care. 
Journal of Clinical 
Pharmacy & 
Therapeutics 

312 
patients 
(156 
patients in 
each 
group) 

two-phase 
study 
conducted 

Discharge letter 
leads to improved 
adherence to 
hospital discharge 
medication. 

Improve 
medication 
documentation 
and management. 

Germany Acute 
Hospital 

McLeod-Sordjan, R.  2011 Assessing Functional 
Health Literacy Among 
Hispanic Elders With 
Chronic Disease 

Elderly 
Hispanic 
patients 

4 evidence-
based, 
standardised 
approaches to 
assessing 
functional 
health literacy 

Health literacy must 
be assessed in a non-
threatening, 
evidence-based 
approach for 
Hispanic elderly 
patients. 

Effective tools for 
assessing 
functional health 
literacy status of 
Hispanic elderly 
patients and 
measuring its 
impact on health 
outcomes for this 
group. 

USA Acute 
Hospital 
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Sample 

Size Design Findings Gaps Country Setting 
Olsen, R. M., Østnor, 
B. H., Enmarker, I., & 
Hellzén, O.  

2013 Barriers to information 
exchange during older 
patients' transfer: 
nurses' experiences. 

14 
Registered 
Nurses 

Qualitative 
study using 
focus group 
methodology 

Health literacy, 
cognition, and self-
efficacy were 
important 

A need to 
implement 
reliable protocols 
to identify at risk 
patients due to 
poor literacy 

Norway Acute 
Hospital 

Weiss, M. E., 
Piacentine, L. B., 
Lokken, L., Ancona, J., 
Archer, J., Gresser, S., 
Vega-Stromberg, T 

2007 Perceived readiness for 
hospital discharge in 
adult medical-surgical 
patients. Clinical Nurse 

147 adult 
medical-
surgical 
patients 

A correlational, 
prospective, 
longitudinal 
design 

Patients reported 
receiving insufficient 
discharge 
instructions so not 
feeling prepared for 
discharge home. 

A need to build 
systems and 
processes of care 
that routinely 
assess patients 
readiness for 
discharge home. 

USA Tertiary 
Medical 
Centre 
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Table 31 Patients Preparation for Discharge 

Author Year Title Sample Size Design Findings Gaps Country Setting 
Acher, A. 
W., LeCaire, 
T. J., Hundt, 
A. S., 
Greenberg, 
C. C., 
Carayon, P. 

2015 Using Human 
Factors and 
Systems 
Engineering 
(SIEPS model) 
to Evaluate 
Readmission 
after Complex 
Surgery 

18 patients Mixed 
Method 
approach- 
Focus groups 
and 
interviews 

Readmission for 
patients within 30 
days related to 
factors during the 
transition of care 
e.g., inadequate 
discharge 
preparation, poor 
MDT 
communication 
and insufficient 
educational 
process and 
resources. 

Improve MDT 
communication, enhance 
discharge process, improve 
care coordination, and 
improve resources for 
education. Increase patient 
and family engagement 
and understanding. 

USA Acute Hospital 

Almborg, A.-
H., Ulander, 
K., Thulin, 
A., & Berg, 
S. 

2009 Discharge 
planning of 
stroke patients: 
the relatives' 
perceptions of 
participation 

188 patients Cross 
sectional 
study 

Most patients 
perceived that 
they received 
information, but 
fewer perceived 
that they had 
been involved in 
discharge 
planning. 

Further research required 
to evaluate different 
methods for goal setting 
and needs identification to 
facilitate stroke patient’s 
participation in discharge 
planning. 

Sweden Acute Hospital 
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Bauer, M., 
Fitzgerald, 
L., Haesler, 
E., & 
Manfrin, M.  

2009 Hospital 
discharge 
planning for 
frail older 
people and 
their family. Are 
we delivering 
best practice? 

N/A Literature 
review 

A coordinated 
approach to 
preparing 
patients for 
discharge home 
to reduce the gap 
between care 
provided in 
hospital and care 
required at home.  

Research into experiences 
of family caregivers and the 
effectiveness of discharge 
planning interventions in 
dementia-specific cases. 

Australia English Language 
Literature 

Bobay, K. L., 
Jerofke, T. 
A., Weiss, 
M. E., & 
Yakusheva, 
O. 

2010 Age-related 
differences in 
perception of 
quality of 
discharge 
teaching and 
readiness for 
hospital 
discharge 

1892 English or 
Spanish 
speaking adult 
patients  

Comparative 
design-within-
unit 
randomisation 
process. Uses 
Meleis' 
transition 
theory/QDTS 
& RHDS tools 

Assessing 
patients 
readiness for 
discharge should 
be a standardised 
practice. Using 
the QTDS and 
RHDS tools are 
useful to assess 
the discharge 
transition in 
patients. 

RN Education skills. USA Acute hospital 
(Magnet) 
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Brent, L., & 
Coffey, A.  

2013 Patient’s 
perception of 
their readiness 
for discharge 
following hip 
fracture surgery 

50 patients Quantitative, 
descriptive, 
and 
correlational 

Improving 
discharge 
preparation of 
hip fracture 
patients and 
nursing 
knowledge is 
required so that 
patients feel 
adequately 
prepared for 
discharge. 

Family involvement; 
Effective discharge 
teaching and education (by 
nurses). 

Ireland Regional Hospital 

Coffey, A., & 
McCarthy, 
G. M.  

2013 Older people's 
perception of 
their readiness 
for discharge 
and post 
discharge use of 
community 
support and 
services 

335 patients Quantitative, 
descriptive, 
and 
correlational 

Six weeks post 
discharge, almost 
one-quarter of 
patients had been 
readmitted. 

Improve patient 
involvement throughout 
the discharge planning 
process. 

Ireland Acute Hospital 
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Author Year Title Sample Size Design Findings Gaps Country Setting 
Digby, R., & 
Bloomer, M. 
J.  

2014 Families and 
caregivers of 
older people: 
expectations, 
communication, 
and care 
decisions 

8 relatives Qualitative, 
descriptive 

Relatives felt 
communication 
with MDT was 
good, however, 
many of the 
carers 
experienced high 
level of stress and 
were not involved 
adequately in 
discharge 
planning. 

Greater involvement of 
families during discharge 
planning process. Family 
perspectives must be 
considered beyond 
personal care tasks. 

Australia Geriatric facility 

Graham, J., 
Gallagher, 
R., & Bothe, 
J. 

2013 Nurses' 
discharge 
planning and 
risk 
assessment: 
behaviours, 
understanding 
and barriers 

64 nurses Descriptive 
study 

Nurses require 
support to 
comply with 
discharge 
policies. 

Nurses do not understand 
their role in the discharge 
planning process. 

Australia Acute Hospital 

Knier, S., 
Stichler, J. 
F., Ferber, 
L., & 
Catterall, K. 

2015 Patients' 
perceptions of 
the quality of 
discharge 
teaching and 
readiness for 
discharge. 
Rehabilitation 
Nursing 

67 patients Qualitative 
survey design 

The new 
interprofessional 
discharge 
planning/teaching 
process improved 
patient 
satisfaction with 
their discharge. 

RN education skills. USA Acute Hospital 
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Author Year Title Sample Size Design Findings Gaps Country Setting 
Lindhardt, 
T., Hallberg, 
I. R., & 
Poulsen, I 

2008 Nurses’ 
experience of 
collaboration 
with relatives of 
frail elderly 
patients in 
acute hospital 
wards: A 
qualitative 
study 

6 Registered 
nurses; 2 
auxiliary 
nurses 

Descriptive 
study 

RNs attitudes 
towards relatives 
that can 
sometimes 
conflict which 
impacts on the 
RNs involving the 
relatives in 
preparing 
patients for 
discharge home.  

Reflective practice and 
clinical supervision 
strategies; RN education. 

Denmark Large University 
Hospital 

Morris, J. 2012 Registered 
Nurses' 
Perceptions of 
the Discharge 
Planning 
Process for 
Adult Patients 
in an Acute 
Hospital 

461 Registered 
nurses 

Cross 
sectional 
study 

Poor planning 
and 
communication, 
inadequate 
staffing levels and 
poor liaison with 
external agencies. 

Discharge planning systems 
and processes need to be 
imbedded into routine 
practice. 

UK Acute Hospital 
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Author Year Title Sample Size Design Findings Gaps Country Setting 
Nosbusch, J. 
M., Weiss, 
M. E., & 
Bobay, K. L. 

2011 An integrated 
review of the 
literature on 
challenges 
confronting the 
acute care staff 
nurse in 
discharge 
planning 

60 English 
language 
articles 

An integrated 
review 

Acute care 
bedside nurses 
encounter 
significant 
barriers while 
providing 
discharge related 
care e.g., role 
confusion, MDT 
communication 
and lack of time. 

More quality improvement 
study required focused on 
systems, structures and 
processes related to 
discharge planning. 

USA Acute Hospital 

Okoniewska, 
B., Santana, 
M. J., 
Groshaus, 
H., Stajkovic, 
S., Cowles, 
J., 
Chakrovorty, 
D., & Ghali, 
W. A.  

2015 Barriers to 
discharge in an 
acute care 
medical 
teaching unit: a 
qualitative 
analysis of 
health 
providers’ 
perceptions 

11 allied health 
providers; 26 
nurses;25 
internal 
medicine 
residents; 7 
attending 
medical staff 

Qualitative 
thematic 
analysis 

Three themes 
identified as 
barriers to 
discharge process 
-communication, 
lack of role clarity 
and lack of 
resources. 

Improve Communication 
strategies (written and 
oral).  

Canada Acute Hospital 
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Author Year Title Sample Size Design Findings Gaps Country Setting 
Shepperd, 
S., Lannin, 
N. A., 
Clemson, L. 
M., 
McCluskey, 
A., 
Cameron, I. 
D., & Barras, 
S. L. 

2013 Discharge 
planning from 
hospital to 
home 

24 
Randomised 
control trials 

Literature 
review 

Hospital length of 
stay and 
readmissions to 
hospital were 
statistically 
significantly 
reduced for 
patients admitted 
to hospital with a 
medical diagnosis 
and who were 
allocated to 
discharge 
planning. 

The impact of discharge 
planning on mortality, 
health outcomes and cost 
remains uncertain. 

UK Acute Hospital 

Shyu, Y. I. L., 
Chen, M. C., 
Chen, S. T., 
Wang, H. P., 
& Shao, J. H.  

2008 A family 
caregiver-
oriented 
discharge 
planning 
program for 
older stroke 
patients and 
their family 
caregivers 

158 older 
stroke patients 

Randomised 
Control Trial 

The discharge 
planning program 
benefited family 
caregivers of 
older stroke 
patients during 
the transition 
from hospital to 
home. 

Additional study required 
to study carer stress and 
support up to one month 
after discharge. 

Taiwan Medical centre 
hospital 
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Author Year Title Sample Size Design Findings Gaps Country Setting 
Strong, S., & 
Bettin, A. 

2015 An initiative to 
improve patient 
discharge 
satisfaction 

Not stated Quality 
improvement 

Implementation 
of 'the Journey to 
Discharge' 
concept 
increased patient 
satisfaction 
scores as 
measured by 
Press Ganey. 

Patient-centred approach 
in collaboration with good 
patient discharge follow-up 

USA Rehab 

Trembly, A. 2013 Can a pre-flight 
checklist make 
hospital 
discharge 
safer? 

Number not 
stated 

Tool 
development 

10-minute 
checklist 
requiring minimal 
training for 
clinicians. 

Measuring patient 
satisfaction with MDT 
communication at 
discharge. 

USA Acute Hospital 
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Author Year Title Sample Size Design Findings Gaps Country Setting 
Vat, M., 
Common, C., 
Laizner, A. 
M., Borduas, 
C., & 
Maheu, C. 

2015 Reasons for 
returning to the 
emergency 
department 
following 
discharge from 
an internal 
medicine unit: 
perspectives of 
patients and 
the liaison 
nurse clinician 

18 patients Quantitative 
descriptive 

Patient’s 
readiness and 
concerns were 
not integrated as 
part of the liaison 
nurse clinician's 
evaluation tools 
for discharge 
planning. This led 
to discrepancies 
between the 
perspectives of 
the patients and 
the liaison nurse 
clinician about 
discharge 
planning. 

RN Education skills. Canada Emergency 
Department 



235 
 

Author Year Title Sample Size Design Findings Gaps Country Setting 
Weiss, M. E., 
Yakusheva, 
O., & Bobay, 
K. L. 

2011 Quality and cost 
analysis of 
nurse staffing, 
discharge 
preparation, 
and post 
discharge 
utilization 

Patient 
questionnaires, 
electronic 
medical 
records, and 
administrative 
data for 1,892 
medical–
surgical 
patients from 
16 nursing 
units within 
four acute care 
hospitals 
between 
January and 
July 2008 

Nested panel 
data 

Post discharge 
costs and 
readmission rates 
could be reduced 
by investing in 
nursing hours to 
prepare patients 
better for 
discharge. 

Doctor practices were not 
investigated. 

USA Acute hospital 

Zakzesky, D., 
Klink, K., 
McAndrew, 
N., 
Schroeter, 
K., & 
Johnson, G. 

2015 Bridges and 
Barriers 

14 patients Qualitative, 
descriptive 
survey design 

Bridges and 
barriers to 
discharge was 
identified. 

Future studies to examine 
frequent and consistent 
communication between 
MDT to assist with better 
discharge planning. 

USA Acute care surgical 
ward 
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Table 32 Instructions Regarding Care at Home 
Table 32 Instructions Regarding Care at Home 

Author Year Title Sample 
Size 

Design Findings Gaps Country Setting 

Choi, J. (2011). 2011 Pictograph-based 
discharge 
instructions for 
low-literate older 
adults after hip 
replacement 
surgery: 
development and 
validation 

5 experts Study project Pictographs using stick 
figures are used 
effectively to present 
discharge instructions 
to low literacy patients. 

Further validation 
research is required 
by the intended users. 

USA Acute 
Hospital 

Kripalani, S., 
Jackson, A. T., 
Schnipper, J. 
L., & Coleman, 
E. A.  

2013 Promoting 
effective 
transitions of care 
at hospital 
discharge: a 
review of key 
issues for 
hospitalist 

N/A Literature 
review 

Changes in prescription 
discrepancies and 
breakdown in 
communication. 

The importance of 
implementing 
improved discharge 
processes including 
medication 
reconciliation. 

USA Acute 
Hospital 
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Author Year Title Sample 
Size 

Design Findings Gaps Country Setting 

Kennedy, B., 
Craig, J. B., 
Wetsel, M., 
Reimels, E., 
& Wright, J. 

2013 Three nursing 
interventions' 
impact on HCAHPS 
scores 

234 
patients 

Quality 
improvement 
study 

Life threatening 
concerns were 
identified; service 
issues and 
concerns 
regarding 
medication and 
discharge 
instructions. 

Develop initiatives to 
evaluate the efficacy 
of discharge 
instructions. 

USA Acute 
Hospital 
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Author Year Title Sample Size Design Findings Gaps Country Setting 
Zakzesky, D., 
Klink, K., 
McAndrew, 
N., Schroeter, 
K., & 
Johnson, G. 

2015 Bridges and 
Barriers. 

14 patients Qualitative, 
descriptive 
survey design 

Bridges and barriers 
to discharge was 
identified 

Future studies to 
examine frequent 
and consistent 
communication 
between MDT to 
assist with better 
discharge 
planning 

USA Acute care 
surgical ward 

Strong, S., & 
Bettin, A.  

2015 An initiative to 
improve 
patient 
discharge 
satisfaction 

Not stated Quality 
improvement 

Implementation of 
'the Journey to 
Discharge' concept 
increased patient 
satisfaction scores as 
measured by Press 
Ganey. 

Patient-centred 
approach in 
collaboration with 
good patient 
discharge follow-
up. 

USA Rehab 
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Author Year Title Sample Size Design Findings Gaps Country Setting 
Okoniewska, 
B., Santana, 
M. J., 
Groshaus, H., 
Stajkovic, S., 
Cowles, J., 
Chakrovorty, 
D., & Ghali, W. 
A. 

2015 Barriers to 
discharge in an 
acute care 
medical 
teaching unit: a 
qualitative 
analysis of 
health 
providers’ 
perceptions 

11 allied health 
providers; 26 
nurses;25 internal 
medicine 
residents; 7 
attending medical 
staff 

Qualitative 
thematic 
analysis 

Three themes 
identified as barriers 
to discharge process -
communication, lack 
of role clarity and lack 
of resources. 

Improve 
Communication 
strategies (written 
and oral).  

Canada Acute 
Hospital 

Knier, S., 
Stichler, J. F., 
Ferber, L., & 
Catterall, K. 
(2015) 

2015 Patients' 
perceptions of 
the quality of 
discharge 
teaching and 
readiness for 
discharge. 
Rehabilitation 
Nursing 

67 patients Qualitative 
survey design 

The new 
interprofessional 
discharge 
planning/teaching 
process improved 
patient satisfaction 
with their discharge. 

RN education skills. USA Acute 
Hospital 
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Author Year Title Sample Size Design Findings Gaps Country Setting 
Acher, A. W., 
LeCaire, T. J., 
Hundt, A. S., 
Greenberg, 
C. C., 
Carayon, P. 

2015 Using Human 
Factors and 
Systems 
Engineering 
(SIEPS model) 
to Evaluate 
Readmission 
after Complex 
Surgery 

18 patients Mixed Method 
approach- Focus 
groups and 
interviews 

Readmission for 
patients within 30 
days related to 
factors during the 
transition of care 
e.g., inadequate 
discharge 
preparation, poor 
MDT communication 
and insufficient 
educational process 
and resources. 

Improve MDT 
communication, 
enhance discharge 
process, improve 
care coordination, 
and improve 
resources for 
education. 
Increase patient 
and family 
engagement and 
understanding. 

USA Acute 
Hospital 
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Author Year Title Sample Size Design Findings Gaps Country Setting 
Digby, R., 
& 
Bloomer, 
M. J.  

2014 Families and 
caregivers of older 
people: 
expectations, 
communication, 
and care decisions 

8 relatives Qualitative, 
descriptive 

Relatives felt 
communication with 
MDT was good, 
however, many of 
the carers 
experienced high 
level of stress and 
were not involved 
adequately in 
discharge planning. 

Greater 
involvement of 
families during 
discharge 
planning 
process. Family 
perspectives 
must be 
considered 
beyond personal 
care tasks. 

Australia Geriatric 
facility 

Brent, L., 
& Coffey, 
A.  

2013 Patient’s 
perception of their 
readiness for 
discharge 
following hip 
fracture surgery 

50 patients Quantitative, 
descriptive, and 
correlational 

Improving discharge 
preparation of hip 
fracture patients and 
nursing knowledge is 
required so that 
patients feel 
adequately prepared 
for discharge. 

Family 
involvement; 
Effective 
discharge 
teaching and 
education (by 
nurses). 

Ireland Regional 
Hospital 
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Author Year Title Sample Size Design Findings Gaps Country Setting 
Coffey, A., 
& 
McCarthy, 
G. M.  

2013 Older people's 
perception of 
their readiness 
for discharge 
and post 
discharge use of 
community 
support and 
services 

335 patients Quantitative, 
descriptive, and 
correlational 

Six weeks post 
discharge, almost 
one-quarter of 
patients had been 
readmitted 

Improve patient 
involvement 
throughout the 
discharge 
planning process 

Ireland Acute 
Hospital 

Graham, J., 
Gallagher, 
R., & Bothe, 
J. 

2013 Nurses' 
discharge 
planning and risk 
assessment: 
behaviours, 
understanding 
and barriers 

64 nurses Descriptive 
study 

Nurses require 
support to comply 
with discharge 
policies. 

Nurses do not 
understand their 
role in the 
discharge 
planning process. 

Australia Acute 
Hospital 

Trembly, A.  2013 Can a pre-flight 
checklist make 
hospital 
discharge safer? 

Number not stated Tool 
development 

10-minute checklist 
requiring minimal 
training for clinicians.  

Measuring patient 
satisfaction with 
MDT 
communication at 
discharge. 

USA Acute 
Hospital 
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Author Year Title Sample Size Design Findings Gaps Country Setting 
Shepperd, S., 
Lannin, N. A., 
Clemson, L. 
M., 
McCluskey, A., 
Cameron, I. D., 
& Barras, S. L. 

2013 Discharge 
planning from 
hospital to 
home. 

24 Randomised 
control trials 

Literature review Hospital length of stay 
and readmissions to 
hospital were 
statistically 
significantly reduced 
for patients admitted 
to hospital with a 
medical diagnosis and 
who were allocated to 
discharge planning 

The impact of 
discharge 
planning on 
mortality, 
health 
outcomes and 
cost remains 
uncertain 

UK Acute Hospital 

Morris, J. 
(2012) 

2012 Registered 
Nurses' 
Perceptions of 
the Discharge 
Planning Process 
for Adult 
Patients in an 
Acute Hospital 

461 Registered 
nurses 

Cross sectional 
study 

Poor planning and 
communication, 
inadequate staffing 
levels and poor liaison 
with external agencies. 

Discharge 
planning 
systems and 
processes need 
to be imbedded 
into routine 
practice. 

UK Acute Hospital 
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Author Year Title Sample Size Design Findings Gaps Country Setting 
Weiss, M. E., 
Yakusheva, 
O., & Bobay, 
K. L. 

2011 Quality and 
cost analysis of 
nurse staffing, 
discharge 
preparation, 
and post 
discharge 
utilization 

Patient 
questionnaires, 
electronic medical 
records, and 
administrative data 
for 1,892 medical–
surgical patients 
from 16 nursing 
units within four 
acute care hospitals 
between January 
and July 2008 

Nested panel 
data 

Post discharge costs 
and readmission 
rates could be 
reduced by investing 
in nursing hours to 
prepare patients 
better for discharge. 

Doctor practices 
were not 
investigated. 

USA Acute 
hospital 

Nosbusch, J. 
M., Weiss, M. 
E., & Bobay, 
K. L.  

2011 An integrated 
review of the 
literature on 
challenges 
confronting the 
acute care staff 
nurse in 
discharge 
planning 

60 English language 
articles 

An integrated 
review 

Acute care bedside 
nurses encounter 
significant barriers 
while providing 
discharge related 
care e.g., role 
confusion, MDT 
communication and 
lack of time. 

More quality 
improvement 
study required 
focused on 
systems, 
structures and 
processes 
related to 
discharge 
planning. 

USA Acute 
Hospital 
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Author Year Title Sample Size Design Findings Gaps Country Setting 
Bobay, K. L., 
Jerofke, T. A., 
Weiss, M. E., 
& Yakusheva, 
O. 

2010 Age-related 
differences in 
perception of 
quality of 
discharge 
teaching and 
readiness for 
hospital 
discharge 

1892 English or 
Spanish speaking 
adult patients  

Comparative 
design-within-unit 
randomisation 
process. Uses 
Meleis' transition 
theory/QDTS & 
RHDS tools 

Assessing patients 
readiness for 
discharge should be a 
standardised 
practice. Using the 
QTDS and RHDS tools 
are useful to assess 
the discharge 
transition in patients. 

RN Education 
skills. 

USA Acute 
hospital 
(Magnet) 
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Author Year Title Sample Size Design Findings Gaps Country Setting 
Almborg, 
A.-H., 
Ulander, 
K., Thulin, 
A., & Berg, 
S.  

2009 Discharge 
planning of 
stroke patients: 
the relatives' 
perceptions of 
participation 

188 patients Cross sectional 
study 

Most patients 
perceived that they 
received information, 
but fewer perceived 
that they had been 
involved in discharge 
planning. 

Further research 
required to 
evaluate 
different 
methods for goal 
setting and needs 
identification to 
facilitate stroke 
patient’s 
participation in 
discharge 
planning. 

Sweden Acute 
Hospital 
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Author Year Title Sample Size Design Findings Gaps Country Setting 

Bauer, M., 
Fitzgerald, 
L., Haesler, 
E., & 
Manfrin, M.  

2009 Hospital 
discharge 
planning for frail 
older people 
and their family. 
Are we 
delivering best 
practice? 

N/A Literature review A coordinated 
approach to preparing 
patients for discharge 
home to reduce the 
gap between care 
provided in hospital 
and care required at 
home.  

Research into 
experiences of 
family caregivers 
and the 
effectiveness of 
discharge 
planning 
interventions in 
dementia-specific 
cases. 

Australia English 
Language 
Literature 

Lindhardt, 
T., Hallberg, 
I. R., & 
Poulsen, I  

2008 Nurses’ 
experience of 
collaboration 
with relatives of 
frail elderly 
patients in acute 
hospital wards: 
A qualitative 
study 

6 Registered nurses; 
2 auxiliary nurses 

Descriptive study RNs attitudes towards 
relatives that can 
sometimes conflict 
which impacts on the 
RNs involving the 
relatives in preparing 
patients for discharge 
home.  

Reflective 
practice and 
clinical 
supervision 
strategies; RN 
education. 

Denmark Large 
University 
Hospital 



248 
 

Author Year Title Sample Size Design Findings Gaps Country Setting 

Shyu, Y. I. L., 
Chen, M. C., 
Chen, S. T., 
Wang, H. P., 
& Shao, J. H.  

2008 A family 
caregiver-
oriented 
discharge 
planning 
program for 
older stroke 
patients and 
their family 
caregivers 

158 older stroke 
patients 

Randomised 
Control Trial 

The discharge planning 
program benefited 
family caregivers of 
older stroke patients 
during the transition 
from hospital to home. 

Additional 
study required 
to study carer 
stress and 
support up to 
one month 
after 
discharge.  

Taiwan Medical 
centre 
hospital 
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Author Year Title Sample Size Design Findings Gaps Country Setting 
Greysen, S. R., 
Schiliro, D., 
Curry, L., 
Bradley, E. H., 
& Horwitz, L. I.  

2012 “Learning by 
doing”—
resident 
perspectives on 
developing 
competency in 
high-quality 
discharge care 

29 internal 
medicine 
residents 

In-depth 
Interviews 

There was a lack of 
formal training about 
the discharge process 
and residents learned 
on the job. The learnings 
were unstructured so 
education related to 
discharge planning must 
be structured to 
improve the overall 
quality of discharge care 
for patients. 

Targeted research to 
explore the 
experiences and 
perspectives of 
other members of 
the MDT i.e., nurses, 
social workers to 
address the gaps in 
teaching high quality 
discharge care for 
patients. 

USA Acute Hospital 
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Appendix B Tables for The Steps Taken in PDSA Cycles1-5 

Table 33 PDSA CYCLE 1 

Table 33 PDSA Cycle 1 Steps Taken 

WHO WILL COORDINATE THE TEST? The researcher  
LOCATION OF PDSA CYCE 1: All meetings were face to face between the researcher and the RNs. The five RNs were approached individually 
by the researcher to provide rational about the meeting and to obtain verbal consent. The individual meetings occurred in the Clinical Nurse 
Educator’s office. The office was away from the clinical area, in a quiet location and the researcher and the RN were not interrupted during 
the ten-minute conversation.  

TASKS TO BE PERFORMED BEFORE THE TEST CAN COMMENCE: The CNE had insider knowledge of which RN used or did not use the 
communication board in their daily clinical practice because she had worked with them individually for more than two years. Consequently, 
the CNE purposely selected the five RNs to meet with the researcher. 
HAS THE TEST RESULTED IN AN IMPROVEMENT? 
PDSA Cycle 1 established the reasons why the RNs do or do not use the communication board (version 1) as a tool for communicating 
consistently in their daily clinical practice. The reasons impacting on their behaviour include: 

Documenting on the communication board is not perceived as a priority. 
• Whiteboard marker pen availability. 
• Using the communication board as a tool for communicating was not usual clinical practice. 
• The location of the communication board impacts on the tool being used effectively. 
LESSONS LEARNED: PDSA Cycle 1 established the reasons why the RNs do use the communication board (version 1) as a tool for 
communicating and the reasons include:  
• Communicating with patients to assist with preparing them for discharge.  
• Interacting with patients to reinforce post-operative instructions. 
• Communicating with members of the MDT during clinical handover. 
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Table 34 PDSA CYCLE 2 
 
Table 34 PDSA Cycle 2 Steps Taken 

WHO WILL COORDINATE THE TEST? The researcher and the Nurse Unit Manager (NUM) of the clinical area. 
LOCATION OF PDSA CYCE 2: Clinical area. 
TASKS TO BE PERFORMED BEFORE THE TEST CAN COMMENCE: Whiteboard marker pens were secured to the communication board 
(version 1) by the ward receptionists. There are two shift patterns in the clinical area for the receptionist and a receptionist is rostered on 
each of the shifts.  
The receptionist shift times in the clinical area are 
• 0800-1600hrs.  
• 1600-2000hrs.  
The role of the receptionists was to ensure the whiteboard marker pen was always available for a member of the MDT to use. The 
receptionist rounded all patients’ rooms at the start of their shift and at the end of their shift. Additionally, a supply of whiteboard marker 
pens was readily available at the receptionist desk. The NUM delegated this task to the receptionist and educated the receptionists to their 
role in PDSA cycle 2.  

HAS THE TEST RESULTED IN AN IMPROVEMENT? 
PDSA cycle 2 highlighted removing the barrier of whiteboard marker pen availability was a positive action as there was evidence to indicate 
the MDT were interacting with the communication board (version 1). However, there was evidence suggesting the MDT was not keeping the 
communication board consistently up to date. 
LESSONS LEARNED: PDSA cycle 2 revealed the barriers impacting on the MDT to engage with the communication board requires further 
exploration. As whilst increasing the availability of the whiteboard marker pen made a positive impact on the MDT behaviours, 
understanding why the communication board was not consistently updated by the MDT required further investigation.  
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Table 35 PDSA CYCLE 3 
 
Table 35 PDSA Cycle 3 Steps Taken 

WHO WILL COORDINATE THE TEST? The researcher and the MDT.  
LOCATION OF PDSA CYCLE 3: PDSA cycle 3 focused on the communication board (version 2) (see Figure 2 in section 5.2) in the new wing.  
TASKS TO BE PERFORMED BEFORE THE TEST CAN COMMENCE:  
• RN handover sheet and VMO patient list were both updated to have prewritten prompts to facilitate a discharge planning discussion 

with patient and highlight an EDD. 
• Information sessions (see section 3.5.4) were provided to the MDT one week prior to PDSA cycle 3 starting to inform them of their role in 

PDSA cycle 3. 
• The information session encouraged the MDT to involve patients in their preparation for going home; to have a discussion with patients 

about discharge; and to flag any issues that may impact patient discharge with the VMO, discharge planner or social worker. 
• The communication board (version 2) must be used to document EDD and any discharge planning information members of the MDT 

capture. 
• MDT was encouraged to populate all fields on the communication board. 
• RNs were given a specific task to ask patients on the day of discharge how patient felt about going home. 
HAS THE TEST RESULTED IN AN IMPROVEMENT? 
PDSA cycle 3 established the location of the communication board (version 2) did not promote the MDT to use the communication board 
consistently as a tool for communicating the EDD.  
LESSONS LEARNED: PDSA cycle 3 highlighted the written form of communication did not appear to be a priority amongst the MDT relating 
to the EDD. Verbal communication of the EDD by the MDT to patients was the accepted behaviour, and this behaviour was evident by the 
comments made by patients. Subsequently, PDSA cycle 3 revealed the barriers impacting on the MDT to engage with the communication 
board (version 2) required further exploration. 
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Table 36 PDSA CYCLE 4  
 
Table 36 PDSA Cycle 4 Steps Taken 

WHO WILL COORDINATE THE TEST? The researcher and MDT (see Table 6 below).     
LOCATION OF PDSA CYCLE 4: PDSA cycle 4 focused on the communication board (version 2) (see Figure 2 in 
section 5.2) in the new wing.     
TASKS TO BE PERFORMED BEFORE THE TEST CAN COMMENCE: An information session (see section 3.5.4) 
to the MDT in the clinical area was provided a week prior to PDSA cycle 4 commencing. The information 
session was attended by twelve RNs and two ward receptionists. The information session provided 
information surrounding the MDT roles during PDSA Cycle 4 (see Table 4 below for more detail).  

   
TASK TO BE PERFORMED  PERSON 

RESPONSIBLE   
Writing EDD on the communication board in bright pink using a whiteboard marker pen RN   
Asking patients three questions on the day of discharge RN   
Writing the question “Dear VMO what is my discharge date?” on a bright pink A4 card and placing it in the 
front of the patient’s file  

Researcher 
  

Education to RNs and ward receptionists regarding PDSA cycle 4 and their role within PDSA Cycle 4  Researcher   
Ensuring the bright pink A4 card was replaced when patient was discharged and always visible at the front 
of patients file. 

Receptionists 
  

The attendees were fully engaged with this research and their role in PDSA cycle 4. The RNs made the 
following comments during the education session to support this view:     
RN 1: “Patients pretend that they don’t know their discharge date”.    
RN 2: “Patients prefer to receive information from VMO and not from the RN”.    

RN 4: “Most discharges in this clinical area are straightforward. The complex discharges are those patients 
that have more than one VMO. None of the VMOs will take responsibility for setting a discharge date and they 
also play each other off”.    



254 
 

RN 9: “At my last hospital we had to indicate an estimated day of discharge during handover! I was so surprised 
when I started here this was not the standard practice”.    

Below illustrates 50% of the RNs were senior RNs with five years or more post qualifying as an RN and 8% of 
those same RNs have worked in the clinical area for five years or more.    

ROLE LENGTH OF 
TIME WORKING 
IN CLINICAL 
AREA 

 YEARS 
QUALIFIED 

RN1 10 Years Yr 8+ 
RN2 2 Years  Yr 1 
RN3 *10 months Yr 3 
RN4 20 years Yr 8+ 
RN5 5 Years Yr 6 
RN6 2 Years  Yr 6 
RN7 1 Year Yr 4 
RN8 1 Year 4 months Yr 5 
RN9 *9 months Yr 2 

RN10 1 Year 1 month Yr 3 
RN11 *3 months Yr 1 
RN12 11 Years Yr 8+ 

Receptionist 7 Years N/A 
Receptionist 2 Years  N/A 

RN3*, RN9* and RN11*(see Table5 above) had not been involved with the data collection from the start of 
this research (March 2018) as their length of time working in the clinical area was one year or less.     
HAS THE TEST RESULTED IN AN IMPROVEMENT?    
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The outcome of PDSA Cycle 4 indicated the usage of the communication board consistently as a 
communication tool between the MDT had increased. Whilst there was inconsistent documentation on the 
communication board and in patients’ files by the MDT, there was consistent documentation of patients 
EDD in the Hospital’s intranet system by the RNs only.     
LESSONS LEARNED: Using visual cues did prompt the MDT to engage more consistently with the 
communication board.      

 

Table 37 PDSA CYCLE 5 
 
Table 37 PDSA Cycle 5 Steps Taken 

WHO WILL COORDINATE THE TEST? The researcher 
LOCATION OF PDSA CYCLE 5: PDSA cycle 5 focused on the communication board version 2 (see Figure 2 in section 5.2), in the new wing.  
TASKS TO BE PERFORMED BEFORE THE TEST CAN COMMENCE: There were no preparation tasks performed prior to PDSA cycle 5. 
HAS THE TEST RESULTED IN AN IMPROVEMENT? 
The results indicate there were low accuracy rates of the information on the communication board (version 2) due to the MDT not updating the 
information timely. There was evidence to suggest the MDT had increased their compliance with using the communication board as a 
communication tool. There was also evidence to suggest that there was some engagement with the patient i.e., 66% of the area “Patient 
queries/questions” was populated by a member of the MDT over the four-week audit period. Examples of information captured include “Is my 
doctor coming to see me today?”; “I would like to see the social worker”. The RNs consistently provided patients with instructions (Nursing 
instruction section) throughout the audit period. However, there was no documentation captured in the “Home services/support “section of the 
communication board during the four weeks. 

LESSONS LEARNED: There appeared to be a change in practice of the MDT with their approach to preparing patients for discharge home as the 
overall engagement with the communication board by the MDT had increased. This change in practice was specifically related to information 
documented consistently on the communication board related to three out of the four of the Hospital’s priority improvement items during the 
audit period (please see Table 14 above). 
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Appendix C Tables for PDSA Cycle 4 Data Collection  
Table 38 Week 1: Patient Information Captured by RNs 
 
Table 38 Patient Information Captured by RNs in Week 1 PDSA Cycle 4 

Patient Did patient know 
their EDD? 

When was Patient 
informed of EDD? 

Did Knowing EDD impact on patient 
discharge experience in a positive 
way? 

Comments by 
Patient (to RN) 

Who was present when 
Patient was informed of 
EDD? 

1 Yes Morning of discharge Yes “Excellent discharge 
experience by 

knowing”. 

Family 

2 Yes 2 days before discharge Yes “Definitely improved 
as it’s always nice to 

get home”. 

No-one 

3 Yes 2 days before discharge Yes “I wasn’t given a 
time but at least I 

knew what day I was 
going home”. 

No-one 

4 Yes 1 day before discharge Yes   No-one 
5 Yes 1 day before discharge No   No-one 
6 Yes 1 day before discharge No   No-one 
7 Yes 1 day before discharge No   No-one 

 

Table 39 Week 1: Observation by Researcher 

Table 39 Observation by Researcher Week 1 PDSA Cycle 4 

Patient EDD written in patient 
chart 

EDD written on 
Communication Board 

EDD written in Hospital 
Intranet System 

Who informed 
patient of EDD? 

ELOS ALOS 

1 No No Yes (RN) VMO 5 5 
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Patient EDD written in patient 
chart 

EDD written on 
Communication Board 

EDD written in Hospital 
Intranet System 

Who informed 
patient of EDD? 

ELOS ALOS 

2 No No Yes (RN) VMO 1 1 

3 No No Yes (RN)  VMO 4 7 

4 No No Yes (RN)  VMO 5 5 

5 Yes (VMO) No Yes VMO 4 3 

6 Yes (VMO)  No No VMO 3 3 

7 No No No VMO 3 3 
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Table 40 Week 2: Patient Information Captured by RNs 

Table 40 Patient Information Captured by RNs Week 2 PDSA Cycle 4 

Patient Did patient know 
their EDD? 

When was Patient 
informed of EDD? 

Did Knowing EDD impact on 
patient discharge 
experience in a positive 
way? 

Comments by Patient (to 
RN) 

Who was present when Patient was 
informed of EDD? 

1 Yes 1 day before 
discharge 

No   No-one 

2 Yes 3 days before 
discharge 

No “Dr told me verbally 3 days 
ago what my discharge 
date would be- this was 

determined on how I 
recovered. He confirmed 

the discharge date with me 
this morning”. 

RN 

3 Yes 5 days before 
discharge 

No   No-one 

4 Yes 1 day before 
discharge 

No   Family 

5 Yes 1 day before 
discharge 

Yes   RN 

6 Yes 3 days before 
discharge 

Yes “Dr told me to stay longer 
as I had pain and I was 
given a choice of when I 

wanted to go home. I could 
have gone a day earlier but 

decided to stay an extra 
night”. 

No-one 
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Patient Did patient know 
their EDD? 

When was Patient 
informed of EDD? 

Did Knowing EDD impact on 
patient discharge 
experience in a positive 
way? 

Comments by Patient (to 
RN) 

Who was present when Patient was 
informed of EDD? 

7 Yes 1 day before 
discharge 

Yes   RN 

8 Yes 2 hours before 
discharge 

Yes   No-one 

9 Yes 1 hour before 
discharge 

Yes   No-one 

 

Table 41 Week 2: Observation by Researcher 

Table 41 Observation by Researcher Week 2 PDSA Cycle 4 

Patient EDD written in 
patient chart 

EDD written on 
Communication Board 

EDD written in Hospital 
Intranet System 

Who informed patient of 
EDD 

ELOS ALOS 

1 Yes (VMO)  No Yes (RN)  VMO 4 3 
2 No No Yes (RN)  VMO 3 3 
3 No No Yes (RN)  VMO 4 5 

4 Yes (VMO)  Yes Yes (RN)  
Administration staff on 

admission 
1 1 

5 Yes (VMO)  No Yes (RN)  VMO 3 6 
6 No No Yes (RN)  VMO 4 3 
7 No No Yes (RN)  VMO 2 2 
8 No No Yes (RN)  VMO 7 24 
9 No No Yes (RN)  VMO & RN 2 2 
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Table 42 Week 3: Patient Information Captured by RNs 
Table 42 Patient Comments Captured by Registered Nurses in Week 3 PDSA Cycle 4 

Patient Did patient know their 
EDD? 

When was 
Patient 
informed of 
EDD? 

Did Knowing EDD impact on patient 
discharge experience in a positive 
way? 

Comments by Patient (to RN) Who was present 
when Patient was 
informed of EDD? 

1 Yes Day of 
discharge 

Yes “I wasn’t quite sure when I was 
going home as it was dependant on 
my condition. My Dr told me this 
morning that I was going home 
today...…and very happy to be going 
home and my discharge experience 
improved”.  

No-one 

2 Yes 2 days 
before 

discharge 

Yes   Cannot remember 

3 Yes 2 days 
before 

discharge 

Yes   Family 

4 Yes Day of 
discharge 

Yes “My discharge experience was 
improved because I am allowed to 
stay here until 3pm so by that time I 
will feel more comfortable about 
going home- I had some pain last 
night.”. 

RN 

5 No 1 day before 
discharge 

Yes   RN 
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Table 43 Week 3: Observation by Researcher 

Table 43 Observations by Researcher in Week 3 PDSA Cycle 4 

Patient EDD written in patient 
chart 

EDD written on 
Communication Board 

EDD written in Hospital 
Intranet System 

Who informed patient of 
EDD? 

ELOS ALOS 

1 Yes (VMO) No   VMO 1 1 
2 No Yes Yes (RN) VMO 1 2 
3 No No Yes (RN) VMO 2 2 
4 Yes (VMO) Yes Yes (RN) VMO 4 3 
5 No No Yes (RN) VMO 2 2 

 

Table 44 Week 4: Patient Information Captured by RNs 

Table 44 Patient Information Captured by RNs in Week 4 

Patient Did patient 
know their 

Discharge date? 

When was 
Patient informed 

of discharge 
date? 

Did Knowing EDD 
impact on patient 

discharge experience in 
a positive way? 

Comments by Patient (to RN) Who was present 
when Patient was 

informed of 
Discharge date? 

1 Yes 3 days before 
discharge 

No “Made no difference to my discharge date. In fact, Dr X’s 
RN told me. He has spoken to me on the phone, but I cannot 
recall him telling me when I was going home - he left that 
bit to his nurse. He is a great surgeon but has terrible 
bedside manners!!”. 

No-one 

2 Yes Prior to admission No 
 

RN 

3 Yes 3 days before 
discharge 

No 
 

No-one 
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Patient Did patient 
know their 

Discharge date? 

When was 
Patient informed 

of discharge 
date? 

Did Knowing EDD 
impact on patient 

discharge experience in 
a positive way? 

Comments by Patient (to RN) Who was present 
when Patient was 

informed of 
Discharge date? 

4 Yes 1 day before 
discharge 

No 
 

No-one 

5 Yes 1 day before 
discharge 

No 
 

RN 

6 Yes 1 day before 
discharge 

No 
 

Intern 

7 Yes 1 day before 
discharge 

No 
 

No-one 

8 Yes 1 day before 
discharge 

No “My Dr discussed my discharge date with me on admission. 
So, I had an idea, however, I had complications, so I had to 
stay longer. He came and updated my discharge date with 
me and confirmed a definite discharge date with me 
yesterday”. 

RN 

 

Table 45 Week 4: Observation by Researcher 

Table 45 Observation by Researcher in Week 4 PDSA Cycle 4 

Patient EDD written in patient 
chart 

EDD written on 
Communication Boards 

EDD written in Hospital 
Intranet System 

Who informed patient of 
EDD? 

ELOS ALOS 

1 No No Yes VMO 2 3 
2 No No Yes VMO 4 4 
3 No No Yes Dr X RN 2 3 
4 No No Yes VMO 1 1 
5 No No Yes VMO 1 8 
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Patient EDD written in patient 
chart 

EDD written on 
Communication Boards 

EDD written in Hospital 
Intranet System 

Who informed patient of 
EDD? 

ELOS ALOS 

6 No No Yes VMO 4 5 

7 No No Yes Dr X RN 1 1 

8 No Yes Yes VMO 2 8 
 

Appendix D Tables of Sub-Themes from Paper-Based Survey 

Table 46 Examples of Sub-Themes  

Table 46 Table 8 Examples of Sub-themes Identified in Relation to MDT Communication from Paper-Based Survey 

PAPER-BASED SURVEY QUESTIONS SUB-THEME COMMENTS BY RESPONDENTS 
From your perspective how do you find the communication 
between the team (Doctors, RNs, Specialty Nurses and Allied 
health) when planning your patients discharge? 

Good communication  
RN leads communication 

R1 "RN always communicates and updates doctors 
and specialty nurses. Unsure how allied health 
communicates with doctors". 

  Good communication  
RN leads communication 

R4 "If information written on progress note and 
whiteboard improve team coordination and shorten 
length of stay". 

  Good communication  
RN leads communication 

R8 "The nurse is the constant- she/he 
communicates with everyone about discharge- 
organises OT, Physios to write discharge referral 
letters". 

  Poor communication  
VMO behaviour 

R2 "Doctors are often busy and rushed when doing 
their rounds. Discharge plans are not always 
discussed unless prompted by nursing staff or 
patients". 
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Table 47 Examples of Themes 
 
Table 47 Examples of Themes and Comments from Paper-Base Survey Relating to Research Objective Two in the Improvement Phase 

RESEARCH OBJECTIVE  THEMES COMMENTS TO SUPPORT 
To evaluate to what extent the MDT 
approach to preparing patients for 
discharge home created practice 
change  

THEME 1: COMMUNICATION R2 "Doctors are often busy 
and rushed when doing their 
rounds. Discharge plans are 
not always discussed unless 
prompted by nursing staff or 
patients"  

R1"RN always communicates and updates doctors 
and specialty nurses. Unsure how allied health 
communicates with doctors". 
R4"If information written on progress note and 
whiteboard improve team coordination and shorten 
length of stay". 

  THEME 2: MEDICATION LISTS R13 "Between RNs, physio, 
pharmacy, discharge 
planning, CNCs 
(communication) most of the 
times excellent. VMOs often 
don't document enough in 
the progress notes/delacy- 
communication is mainly 
when asked!" 

R9 "Probably not great. Sometimes patients are 
discharged with very little post op information. Also, 
lots of delays with medications coming from 
pharmacy and awaiting VMO reviews". 

  THEME 3: DISCHARGE DATES R7 "Discharge dates should 
be given to patients on 
admission and regularly 
updated by medicos" 

R8 "To flag goals around discharge date, destinations 
at preadmission interview. Admission day- and every 
day of the stay means patient know they are only in 
the hospital for the first stage of their recovery, and 
they are not surprised or anxious- it has been on the 
agenda and discussed since they walked in the door".  
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RESEARCH OBJECTIVE  THEMES COMMENTS TO SUPPORT 
  THEME 4: RESOURCES R6 "The increase in 

frequency of discharge 
planners and NUM making 
electronic entries has 
improved the process of 
people knowing where 
patients are going". 
R12 "Still a long way to go to 
manage time and culture. 
Discharge planning should 
start on admission". 

R2 "No pens available and no time to go looking for 
one.  
R6 "As an OT I have always believed it’s for doctors 
and nurses since there is no section (and often no 
room) for me to write".  
R3 "Depends on the shift if busy there is no time to 
fill whiteboards". 
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Appendix E Participants Consent and Information Sheet 
Information Sheets 

 
What factors contribute to patients’ satisfaction with their discharge experience when discharging 
from an acute hospital to home? 
Invitation to Participant Information Sheet: Multidisciplinary Team 
For Registered Nurses, Allied Health and Visiting Medical officers  
Invitation 
This study will involve the completion of up to three online surveys over a period of approximately four 
months with Registered Nurses, Allied health and Visiting Medical Officers to investigate what factors 
contribute to patients’ satisfaction with discharge experience when discharging from an acute hospital 
to home.  
What is the purpose of this study? 
The knowledge identified in this study will help to identify strategies that will enhance and improve 
patients discharge experience when discharging from an acute hospital to home.  
Why have I been invited to participate? 
You have been sent an invitation by the researcher as they thought you may have the knowledge or 
clinical experience to contribute to the study. It is important to note that your decision to participate or 
not will have no impact on your employment or your relationship with your manager or hospital 
management. We have contacted you as we are keen to learn from multidisciplinary staff that has 
experience in preparing patients for their discharge home. The researcher aims to conduct up to three 
online surveys over a period of approximately four months with multidisciplinary staff that has 
discharge planning experience. The surveys will take approximately 5 minutes to complete. It is evident 
from review of the literature that further study is required to enhance the discharge experience for 
patients, their families and nurses and members of the multidisciplinary team.  
What will I be asked to do? 
For multidisciplinary staff (e.g., registered nurses, visiting medical officers and allied health) we request 
that you complete each online survey, and they will take approximately 5 minutes each to complete. 
There will be approximately four weeks between each survey. Questions will inquire into your discharge 
planning experience when you are preparing patients who are going home; was the discharge 
information provided to the patient and/or family/carer delivered in a timely manner; did the patient 
and family/carer understand the discharge information that they received; who was responsible for 
providing the discharge information to the patient and/or family/carer. We will be trying to develop 
new knowledge from your answers, so it is important we fully understand you.  
Where will I find the Online Survey? 
The link to the online survey will be emailed directly to you and we request that you do not forward the 
link on to others. The survey can be completed at a time and location convenient to you. 
Are there any possible benefits from participation in this study? 
Whilst there will be no reimbursement for the study, the online survey will be held in your work time. 
While there may not be any direct benefit to you, the finding from the study will inform future 
discharge planning initiatives and strategies. 
Are there any possible risks from participation in this study? 
There are no foreseeable risks from participation in this study.  
The information in any research finding or publication will not be attributable to individuals. The online 
survey participants will be advised that the information obtained will remain confidential. The 
researchers can guarantee this confidentiality for themselves, but not for the other participants.  
What if I change my mind during or after the study? 
Participants are free to withdraw from the study at any time. Online survey data cannot be removed 
following the completion however as it is collected anonymously.  
Is the data collected from the online survey identifiable? 
The data collected during the online survey will not be individually identifiable. 
What will happen to the information when this study is over? 
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The information will be stored for 5 years post publication in a locked cabinet at the university of 
Tasmania Darlinghurst campus and on a password protected secure UTAS server. Following 5 years hard 
copies will be shredded and soft copies will be written over with the assistance of the UTAS information 
technology department.  
How will the results of the study be published? 
The results will be published in the student investigator’s Doctor of Health theses. In addition to these 
results will be presented at conferences, published in peer reviewed journals and presented at 
appropriate meetings or publications at St Vincent’s Private Hospital, Sydney and other facilities at the 
invitation of the facility (e.g., St Vincent’s Hospital, Sydney). Participants will not be identifiable in any 
form of the dissemination of the results. The unpublished and/or published version of the research will 
be loaded to the Student Researcher’s (Thelma De Lisser-Howarth) Research Gate account for any 
interested participant to review.  
To express interest in participating in the study: 
Please contact (email or telephone) Thelma De Lisser-Howarth, Student Investigator.  
Email: thelma.dhowarth@svha.org.au Phone: 02 83.. ....
What if I have questions about this study? 
If you have any further questions about the study please contact: 

• Mrs. Thelma De Lisser-Howarth, RN, BSc(hons); DipHe, Nursing Manager – Doctor of Health 
Candidate / Student investigator on (02) 83.. ....

• Associate Professor Elizabeth Cummings, RN, PhD, Associate Professor & Graduate Research 
Coordinator UTAS / Chief Investigator on (03) 6226 4689

• Professor Kim Walker, RN, PhD, Senior Healthcare Improvement Researcher / St Vincent’s 
Private Hospital Sydney / Co-investigator on (02) 83.. ....

This study has been approved by the Tasmanian Health and Medical Human Research Ethics 
Committee. If you have concerns or complaints about the conduct of this study should contact the 
Executive Officer of the HREC (Tasmania) Network on (03) 6226 6254 or email 
human.ethics@utas.edu.au. The Executive Officer is the person nominated to receive complaints from 
research participants. You will need to quote [H0016608]. 
This information sheet is for you to keep. To be involved as a participant in the Online surveys you 
will need to sign a written consent form and provide this to the student investigator.  

If you would like to participate in this study – Please contact Thelma De Lisser-Howarth, Student 
investigator.  

Email: thelma.dhowarth@svha.org.au Phone: 02 83.. ....

Guidance Team Information Sheet 

WHAT FACTORS CONTRIBUTE TO PATIENTS’ SATISFACTION WITH THEIR DISCHARGE

EXPERIENCE WHEN DISCHARGING FROM AN ACUTE HOSPITAL TO HOME? 
INVITATION TO PARTICIPATE IN: GUIDANCE TEAM 

Information sheet 
You are invited to join the Guidance team as part of this study to investigate what factors contribute to 
patients’ satisfaction with their discharge experience when discharging from an acute hospital to home. 
What is the purpose of this study? 

mailto:thelma.dhowarth@svha.org.au
mailto:human.ethics@utas.edu.au
mailto:thelma.dhowarth@svha.org.au
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This study will be underpinned by an improvement science framework utilising the Plan-Do-Study-Act 
(PDSA) cycle (Langley et al. 2009) to investigate what factors contribute to patients’ satisfaction with 
their discharge experience when discharging from an acute hospital to home. The framework focuses 
on systematically and rigorously exploring ‘what works’ best to improve quality in healthcare and the 
effective ways to measure and disseminate this to ensure positive change. 
It will aim to identify themes associated with an unsuccessful discharge for the patient. Through 
interviews and focus groups with staff at SVPHS this research will review existing strategies and explore 
new discharge practice initiatives aimed at contributing to an improvement to patient’s satisfaction and 
experience with their discharge.  
Why have I been invited to participate? 
You have been invited to participate as a member of the guidance team as a senior member of staff at 
SVPHS you have the experience and knowledge in the field of nursing, operational and procedural 
processes of the Hospital the Guidance Team will approve any recommendations for action as 
identified by The Project team.  
It is important to note that your decision to participate or not will have no impact on your employment 
or your relationship with your manager or hospital management.  

What will I be asked to do? 
• Provide direction and support to the Project Team in regard to any decisions made for

improvement.
• Allocation of resources to ensure the project stays on track
• Resources may include but is not limited to providing support for decision making to the

Project team; allocation of time to the Project team to meet so patient care within the clinical
area is not disrupted or compromised; ensuring the Project team functions successfully.

• Approve recommendations for action

Meeting Structure 
• There will be four meetings held over a four-month period
• Duration of the meeting will be approximately one hour
• The meeting will be held on the St Vincent’s Private Hospital campus and exact venue will be

advised one week prior to the meeting.

Are there any possible benefits from participation in this study? 
There will be no reimbursement for the study. While there may not be any direct benefit to you, the 
finding from the study will inform future discharge planning initiatives and strategies. 
Are there any possible risks from participation in this study? 
There are no foreseeable risks from participation in this study. The information in any research finding 
or publication will not be attributable to individuals.  
What if I change my mind during or after the study? 
Participants are free to withdraw from the study at any time.  
What will happen to the information when this study is over? 
The information will be stored for 5 years post publication in a locked cabinet at the university of 
Tasmania Darlinghurst campus and on a password protected secure UTAS server. Following 5 years hard 
copies will be shredded and soft copies will be written over with the assistance of the UTAS information 
technology department.  
How will the results of the study be published? 
The results will be published in the student investigator’s Doctor of Health theses. In addition to these 
results will be presented at conferences, published in peer reviewed journals and presented at 
appropriate meetings or publications at St Vincent’s Private Hospital, Sydney and other facilities at the 
invitation of the facility (e.g. St Vincent’s Hospital, Sydney). Participants will not be identifiable in any 
form of the dissemination of the results. The unpublished and/or published version of the research will 
be loaded to the Student Researcher’s (Thelma De Lisser-Howarth) Research Gate account for any 
interested participant to review.  
What if I have questions about this study? 
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If you have any further questions about the study, please contact: 
• Mrs. Thelma De Lisser-Howarth, RN, BSc(hons); DipHe, Nursing Manager – Doctor of Health 

Candidate / Student investigator on (02) 83.. ....
• Associate Professor Elizabeth Cummings, RN, PhD, Associate Professor & Graduate Research 

Coordinator UTAS / Chief Investigator on (03) 6226 4689
• Professor Kim Walker, RN, PhD, Senior Healthcare Improvement Researcher / St Vincent’s 

Private Hospital Sydney / Co-investigator on (02) 83.. ....

This study has been approved by the Tasmanian Health and Medical Human Research Ethics 
Committee. If you have concerns or complaints about the conduct of this study should contact the 
Executive Officer of the HREC (Tasmania) Network on (03) 6226 6254 or email 
human.ethics@utas.edu.au. The Executive Officer is the person nominated to receive complaints from 
research participants. You will need to quote [H0016562]. 
This information sheet is for you to keep.  

If you would like to participate in this study – Please contact Thelma De Lisser-Howarth, Student 
investigator.  

Email: thelma.dhowarth@svha.org.au Phone: 02 83.. ....

Project Team Information Sheet 

What factors contribute to patients’ satisfaction with their discharge experience when discharging from 
an acute hospital to home? 

Invitation to participate in: Project Team 
Information sheet 

What is the purpose of this study? 
This study will be underpinned by an improvement science framework utilising the Plan-Do-Study-Act 
(PDSA) cycle (Langley et al. 2009) to investigate what factors contribute to patients’ satisfaction with 
their discharge experience when discharging from an acute hospital to home. 
It will aim to identify themes associated with an unsuccessful discharge for the patient. Through 
interviews and focus groups with staff at SVPHS this research will review existing strategies and explore 
new discharge practice initiatives aimed at contributing to an improvement to patients’ satisfaction and 
experience with their discharge.  
Why have I been invited to participate? 
You have been sent an invitation by the researcher as they thought you may have the knowledge or 
experience to contribute to the study. It is important to note that your decision to participate or not will 
have no impact on your employment or your relationship with your manager or hospital management. 
We have contacted you as we are keen to learn from multidisciplinary staff that has experience in 
preparing patients for their discharge home.  
Purpose of Project Team 

• Investigate process
• Test change and analyse results
• Recommend improvements or changes
• Implement improvements or change in practice

Meeting Structure 
• There will be eight meetings held over a four-month period
• Duration of the meeting will be approximately one hour
• The meeting will be held on the St Vincent’s Private Hospital campus and exact venue will be

advised one week prior to the meeting.

What if I change my mind during or after the study? 

mailto:human.ethics@utas.edu.au
mailto:thelma.dhowarth@svha.org.au
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Participants are free to withdraw from the study at any time.  
How will the results of the study be published? 
The results will be published in the student investigator’s Doctor of Health theses. In addition to this 
results will be presented at conferences, published in peer reviewed journals and presented at 
appropriate meetings or publications at St Vincent’s Private Hospital and other facilities at the invitation 
of the facility (e.g. St Vincent’s Hospital). Participants will not be identifiable in any form of the 
dissemination of the results. The unpublished and/or published version of the research will be loaded to 
the Student Researcher’s (Thelma De Lisser-Howarth) Research Gate account for any interested 
participant to review.  
What if I have questions about this study? 
If you have any further questions about the study, please contact: 

• Mrs. Thelma De Lisser-Howarth, RN, BSc(hons); DipHe, Nursing Manager – Doctor of Health 
Candidate / Student investigator on (02)83.. ....

• Associate Professor Elizabeth Cummings, RN, PhD, Associate Professor & Graduate Research 
Coordinator UTAS / Chief Investigator on (03) 6226 4689

• Professor Kim Walker, RN, PhD, Senior Healthcare Improvement Researcher / St Vincent’s 
Private Hospital Sydney / Co-investigator on (02) 83.. ....

This study has been approved by the Tasmanian Health and Medical Human Research Ethics 
Committee. If you have concerns or complaints about the conduct of this study should contact the 
Executive Officer of the HREC (Tasmania) Network on (03) 6226 6254 or email 
human.ethics@utas.edu.au. The Executive Officer is the person nominated to receive complaints from 
research participants. You will need to quote [H0016562]. 
This information sheet is for you to keep. To be involved as a participant in the survey you will need 
to sign a written consent form and provide this to the student investigator.  

If you would like to participate in this study – Please contact Thelma De Lisser-Howarth, Student 
investigator.  

Email: thelma.dhowarth@svha.org.au Phone: 02 83.. ....

mailto:human.ethics@utas.edu.au
mailto:thelma.dhowarth@svha.org.au
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Participant Consent Form 

Consent for participants. 
What factors contribute to patients’ satisfaction with their discharge experience when discharging 

from an acute hospital to home? 

1. I agree to take part in the research study named above.

2. I have read and understood the Information Sheet for this study.

3. The nature and possible effects of the study have been explained to me.

4. I understand that the study involves:

• Completing up to three on-line surveys

And 

• Attending up to two focus groups of 30-60 minutes duration

5. I understand that participation involves no risk to me

6. I understand that participation in the focus group will be audio taped

7. I understand that all research data will be securely stored in a locked cupboard at the
University of Tasmania Darlinghurst Campus premises for five years from the publication of the
study results.

8. Any questions that I have asked to have been answered to my satisfaction.

9. I understand that the researcher(s) will maintain confidentiality and that any information I
supply to the researcher(s) will be used only for the purposes of the research.

10. I understand that the results of the study will be published so that I cannot be identified as a
participant.

11. I understand that my participation is voluntary and that I may withdraw at any time without
any effect.

Participant’s name: _______________________________________________________ 

Participant’s signature: ____________________________________________________ 

Date: ________________________ 

Statement by Investigator 
I have explained the project and the implications of participation in it to this participant and I 
believe that the consent is informed and that he/she understands the implications of participation. 

If the Investigator has not had an opportunity to talk to participants prior to them participating, the following 
must be ticked. 

The participant has received the Information Sheet where my details have been provided so 
participants have had the opportunity to contact me prior to consenting to participate in this 
project. 

Investigator’s name: _______________________________________________________ 
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Investigator’s signature: ____________________________________________________ 

Date: _______________________ 
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Survey Questions Online 

What factors contribute to patients’ satisfaction with their discharge experience when discharging 
from an acute hospital to home? 

1. When do you commence discharge planning with your patients? (on admission; day before

discharge, the day of discharge, other)

2. Which of the following do you discuss with your patient when discharge planning? (Medications,

Outpatient Department appointments, GP appointment; any services arranged; other)

3. Do you write discharge information down for the patient to take home? (Yes or no)

4. Do you discuss the discharge plan with the family/carer? (Yes or no)

5. Do you discuss the discharge plan with the patient? (Yes or no)

6. Did you know that there is a “Planning for your Discharge” section in History form? (Yes or No)

7. Do you ever read or complete it? (Yes or no)

8. Do you complete “Your Discharge Information” in web deLacy for your patients? (Yes or no)

9. Please suggest other preferred ways of completing discharge planning assessment? (Paper version;

Discharge Section in History; Assessment in Discharge report section in web deLacy)

10. What do you currently do well when discharging patients (Free text)

11. Based on your previous answer why do you do this so well? (Free text)

12. What do you currently NOT do well when discharging patients (Free text)

13. Based on your previous answer why do you NOT do this so well? (Free text)

14. What are the barriers that you think may be preventing you from discharging your patients

effectively? (Free text)

15. Would you like to make any suggestions aiming to improve discharge planning for our patients?
Free text
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Focus Group Questions 

What factors contribute to patients’ satisfaction with their discharge experience when discharging 
from an acute hospital to home? 

1. When do you commence discharge planning with your patients?

2. Can you indicate what you discuss with your patient when you are preparing them for discharge

home?

3. What discharge information do you provide for your patient to take home?

4. What opportunities do you provide for the patient to repeat back to you the information that

you have given to them? 

5 How do you discuss the discharge plan with the family/carer? 

6 How do you discuss the discharge plan with the patient? 

7 How do you complete “Your Discharge Information” in web deLacy for your patients? 

8 Please suggest other preferred ways of completing discharge planning assessment? 

9 What do you currently do well when discharging patients? 

10 What do you currently NOT do well when discharging patients? 

11 What are the barriers (if any) that you think may be preventing you from discharging your patients 

effectively? 

12 Would you like to make any suggestions aiming to improve discharge planning for our patients? 
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Survey Questions Paper-Based 

EXPLORING THE MULTIDISCIPLINARY TEAM PROCESSES WHICH CONTRIBUTE TO THE 

PATIENTS DISCHARGE EXPERIENCE? 

This survey is a following up from the survey and focus group that was conducted with staff on XXXX in 
March 2018. The aim of this survey is to see if staff behaviours with their approach to preparing 
patients for going home has changed over the last eighteen months. 

1. Did you participate in the online survey in March 2018?

Yes No 
2. Did you participate in the focus group in May 2018?

Yes No 
3. Did you attend any of the education provided regarding using the whiteboard to help with

communicating discharge plans with members of the multidisciplinary team and the patient?
Yes No 

4. Do you write down what you have discussed with patients regarding their discharge to assist
with informing members of the multidisciplinary team?

Yes No 
5. If YES, where do you document

Webdelacy    Whiteboard   Written progress notes
Other: Please specify
______________________________________________________________________________
__________________________________________________________

6. If you don’t discuss discharge plans with patients, how do you know they are prepared for going
home?
_____________________________________________________________________________
_____________________________________________________________________________
_______________________________________________

7. Do you ask patients if or whether not they know their discharge date?
Yes No 

8. Do you use the whiteboards that are in the patients rooms each time you are working to plan
for their discharge home?

Yes No Sometimes 
9. If you DO use the whiteboard – have you always used it?

Yes No 
10. If NO, why do you NOT use the whiteboard?

_____________________________________________________________________________
_____________________________________________________________________________
______________________________________________ 

11. If you have NOT always used the whiteboard- WHEN did you start using it?
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_____________________________________________________________________________
_____________________________________________________________________________
_______________________________________________ 

12. If you have NOT always used the whiteboard- WHY have you started using it?
_____________________________________________________________________________
_____________________________________________________________________________
_______________________________________________ 

13. From your perspective, how do you find the communication between Doctors, RNs, Specialty
nurses and allied health when planning your patients’ discharge?

Please comment 
_____________________________________________________________________________
_____________________________________________________________________________
_______________________________________________ 

14. From your perspective, do you think patients have good experiences related to the planning of
their discharge?

Yes No 
15. If YES, why?

_____________________________________________________________________________
_____________________________________________________________________________
_______________________________________________ 

16. If NO, why?
_____________________________________________________________________________
_____________________________________________________________________________
_______________________________________________ 

Thank you for completing this survey 


	Dedication
	Statements and Declarations
	Acknowledgements
	Abstract
	Table of Contents
	List of Tables
	List of Figures
	Abbreviations
	Glossary
	CHAPTER ONE INTRODUCTION
	1.1 INTRODUCTION
	1.2 BACKGROUND
	1.2.1 DISCHARGE PLANNING CONTEXT
	1.2.2 FRAMEWORKS and POLICIES

	1.3 RESEARCH PROBLEM
	1.3.1 RESEARCH AIM
	1.3.2 RESEARCH QUESTION and OBJECTIVES
	1.3.3 RESEARCH SETTING
	1.3.4 RESEARCH PHILOSOPHY

	1.4 RESEARCH JUSTIFICATION
	1.4.1 ACCOUNTABILITY of the MULITIDISIPLINARY TEAM

	1.5 CONTRIBUTION TO KNOWLEDEGE
	1.6 THE CANDIDATE
	1.7 STRUCTURE of the THESIS
	1.8 CHAPTER SUMMARY
	CHAPTER TWO LITERATURE REVIEW
	2.1 INTRODUCTION
	2.1.1 RESULTS
	2.1.2 SEARCH METHOD

	2.2 SYNTHESIS OF PREVIOUS RESEARCH
	2.2.1 HELP ARRANGING HOME CARE SERVICES
	2.2.2 PATIENTS PREPARATION for DISCHARGE
	2.2.3 INSTRUCTIONS in REGARD to CARE at HOME
	2.2.4 MULTIDISIPLINARY TEAM COMMUNICATION
	2.2.5 QUALITY IMPROVEMENT
	2.2.6 DISCHARGE APPROACHES and the MULTIDISIPLINARY TEAM
	2.2.7 A LACK OF FAMILY INVOLVEMENT and PATIENT READINESS for DISCHARGE
	2.2.8 HOSPITALS SYSTEMS and PROCESSES
	2.2.9 HEALTH LITERACY and LANGUAGE BARRIERS

	2.3 IDENTIFICATION of RESEARCH GAPS
	2.4 ADDITIONAL RELEVANT RESEARCH
	2.4.1 QUALITY IMPROVEMENT
	2.4.2 HOSPITALS SYSTEMS and PROCESSES
	2.4.4 MULTIDISIPLINARY TEAM COMMUNICATION
	2.4.5 HELP ARRANGING HOME CARE SERVICES
	2.4.6 PATIENTS PREPARATION for DISCHARGE
	2.4.7 INSTRUCTIONS in REGARD to CARE at HOME
	2.4.8 A LACK of FAMILY INVOLVEMENT and PATIENT READINESS for DISCHARGE
	2.4.9 OPPORTUNITIES FOR IMPROVEMENT

	2.5 CHAPTER SUMMARY
	CHAPTER THREE METHODOLOGY
	3.1 INTRODUCTION
	3.2 RESEARCH DESIGN
	3.3 METHODOLOGICAL CONSIDERATIONS
	3.3.1 A PRAGMATIC APPROACH
	3.3.2 IMPROVEMENT SCIENCE
	3.3.3 THE MODEL FOR IMPROVEMENT
	3.3.4 PLAN-DO-STUDY-ACT (PDSA) CYCLES

	3.4 DATA COLLECTION
	3.4.1 DATA COLLECTION STAGES
	3.4.2 SURVEYS
	3.4.3 SURVEY PLANNING
	3.4.4 SURVEY CHALLENGES
	3.4.5 FOCUS GROUP
	3.4.6 PDSA CYCLES

	3.5 PROJECT GOVERNANCE
	3.6 THE EXPLORATORY PHASE
	3.6.1 INFORMATION SESSIONS to CLINICAL AREA
	3.6.2 ONLINE SURVEY QUESTIONS
	3.6.3 PILOT TESTING ONLINE SURVEY
	3.6.4 FOCUS GROUP QUESTIONS
	3.6.5 DATA INTERPRETATION

	3.7  THE IMPROVEMENT PHASE
	3.7.1 DATA INTERPRETATION
	3.7.2 PDSA CYCLE PROCESS
	3.7.3 PAPER-BASED SURVEY
	3.7.4 DATA INTERPRETAION

	3.8 ETHICAL CONSIDERATION
	3.9 CHAPTER SUMMARY
	CHAPTER FOUR EXPLORATORY PHASE
	4.1 INTRODUCTION
	4.2 ONLINE SURVEY DATA
	4.2.1 ONLINE SURVEY DATA ANALYSIS

	4.3 FOCUS GROUP DATA
	4.3.1 FOCUS GROUP DATA ANALYSIS

	4.4 KEY THEMES IDENTIFIED
	4.4.1 COMMUNICATION BREAKDOWN
	4.4.2 DISCHARGE DATE
	4.4.3 MEDICATION LIST
	4.4.4 RESOURCES

	4.5 IMPROVEMENT STRATEGIES
	4.6 CHAPTER SUMMARY
	CHAPTER FIVE IMPROVEMENT PHASE
	5.1 INTRODUCTION
	5.2 THE COMMUNICATION BOARD
	5.3 PDSA CYCLE 1 to 5 PROCESSES
	5.4 PDSA CYCLE 1 ESTABLISH USE of the COMMUNICATION BOARD
	5.4.1 DATA COLLECTION
	5.4.2 DATA ANALYSIS

	5.5 PDSA CYCLE 2 INCREASE the USE of COMMUNICATION BOARD by the MDT
	5.5.1 DATA COLLECTION
	5.5.2 DATA ANALYSIS

	5.6 PDSA CYCLE 3 DOCUMENTING the ESTIMATED DISCHARGE DATE
	5.6.1 DATA COLLECTION
	5.6.2 DATA ANALYSIS

	5.7 PDSA CYCLE 4 VISUAL CUES to ASSIST THE MDT
	5.7.1 DATA COLLECTION
	5.7.2 DATA ANALYSIS

	5.8 PDSA CYCLE 5 UNANNOUNCED COMMUNICATION BOARD AUDITS
	5.8.1 DATA COLLECTION
	5.8.2 DATA ANALYSIS

	5.9 PAPER-BASED SURVEY
	5.9.1 PAPER-BASED SURVEY DATA PRESENTATION
	5.9.2 PAPER-BASED SURVEY DATA ANALYSIS

	5.10 CHAPTER SUMMARY
	CHAPTER SIX DISCUSSION
	6.1 INTRODUCTION
	6.2 KEY FINDINGS
	6.2.1 KEY FINDING 1: INCREASED ACCESS to DISCHARGE PLANNING EDUCATION
	6.2.2 KEY FINDING 2: HIERARCHIAL and OCCUPATIONAL BOUNDARIES

	6.3 PDSA CYCLES in QUALITY IMPROVEMENT
	6.3.1 COMMUNICATION BOARD as an IMPROVEMENT STRATEGY

	6.4 IMPROVEMENT SCIENCE in QUALITY IMPROVEMENT
	6.5 CHAPTER SUMMARY
	CHAPTER SEVEN CONCLUSION
	7.1 INTRODUCTION
	7.2 SUMMARY of KEY FINDINGS
	7.3 RESEARCH CONTRIBUTION
	7.4 RECOMMENDATIONS
	7.5 LIMITATIONS
	7.6 FUTURE RESEARCH
	7.7 CONCLUDING REFLECTIONS
	REFERENCE LIST
	APPENDICES
	Appendix A Literature Review Tables
	Table 29 Literature Review 2016
	Table 30 Help Arranging Home Care Services
	Table 31 Patients Preparation for Discharge
	Table 32 Instructions Regarding Care at Home

	Appendix B Tables for The Steps Taken in PDSA Cycles1-5
	Table 33 PDSA CYCLE 1
	Table 34 PDSA CYCLE 2
	Table 35 PDSA CYCLE 3
	Table 36 PDSA CYCLE 4
	Table 37 PDSA CYCLE 5

	Appendix C Tables for PDSA Cycle 4 Data Collection
	Table 38 Week 1: Patient Information Captured by RNs
	Table 39 Week 1: Observation by Researcher
	Table 40 Week 2: Patient Information Captured by RNs
	Table 41 Week 2: Observation by Researcher
	Table 42 Week 3: Patient Information Captured by RNs
	Table 43 Week 3: Observation by Researcher
	Table 44 Week 4: Patient Information Captured by RNs
	Table 45 Week 4: Observation by Researcher

	Appendix D Tables of Sub-Themes from Paper-Based Survey
	Table 46 Examples of Sub-Themes
	Table 47 Examples of Themes

	Appendix E Participants Consent and Information Sheet
	Information Sheets
	Participant Consent Form
	Survey Questions Online
	Focus Group Questions
	Survey Questions Paper-Based




