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CHAPTER 1 

Study Background 

"Hel10 Mrs. C., 1 understand fiom some of the team that you are going home 

tomorrow so 1 want to ask you how you think you are going to manage with your day 

to day activities?" Mn. C. responds. "My daughter is working tomorrow. I'm not well 

enough to go home tomorrow. How will I manage?" 

The Pro blem/O~~ortunity 

Unfortunately, the above scenario is typical in the world of acute care 

hospitals. There are times when a health care team feels a patient is ready to be 

discharged fiom hospital and the patient a d o r  family members disagree. Recent 

demands on acute care beds have led to shorter length of stays and patients going 

home earlier than ever before. Given nursing and allied heaith professional shortages, 

increasing workloads and the increasing acuity of patients in hospitals, 

communication and collaborative discharge planning between heaith care disciplines 

is increasingly challenging and easily fragmented. Many of the elderly patients seen in 

St. Paul's Hospital have multiple medical problerns and the majority have some fonn 

of dementia (Martini, J. penonai communication, April 10,2000). These patients 

corne fiom a range of sociotconomic backgrounds; a person may live alone in a 

downtown cockroach-infested hotel with no family supports or in a self-owned four- 

bedroom house with a son and daughter-in-law. These considerations, dong with 

patients' fhctional abilities are just some of the factors that influence their care and 

their discharge planning. 
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Complicating these faftors is the fact that each stakeholder in the discharge 

planning process comes with his or her own perspective, thoughts and assumptions, 

about the process, including when someone is 'ready' for discharge. Team membes 

rnay be influenced by their own discipline-specific background, as weil as number of 

years of experience and the roles they play on the tearn. Patients and families may be 

unfamiliar with how the hospital system works, the responsibilities of each team 

mernber in the care process and may have diffenng views on readiness fer discharge. 

Although discharge planning begins at the time of a patient's admission to 

hospital it is not always a smooth and cornfortable process for the patient and their 

families or the health care professionals involved. The process has its difficulties. 

People must persevere, be creative and committed to quality health care to address 

these difficulties. Insuficient discharge planning may result in a poor transition to the 

comunity for the patient and frustration for al1 involved. Effective discharge 

planning requires information sharing and joint planning within the interdisciplinary 

team, between the team and the patient and family, and between the team and 

community service organizations. Bringing al1 stakeholders together and 

understanding each other's perspectives is paramount to being able to improve the 

discharge planning process and ensuring the patient is, indeed, ready for discharge. 

The Geriatric Assessment and Treatment Program (GATP) of St. Paul's 

Hospital supports this project as many of the patients they see throughout the hospital 

require a hi& degree of discharge planning. Understanding what it means to these 

elderly patients and families to be ready for discharge can help the interdisciplinary 

teams better identfi and address patient needs early thus avoiding potential conflicts 



and anxieties around patient's feeling they are king discharged prematurely. This 

project provides an oppominity to explore the perceptions of elderly patients, their 

families and staff around what it means to be ready for discharge f?om acute care, and 

opens the door to hd ing  ways to address the needs of the elderly who do not feel 

they are ready to go home at the tirne of discharge. 

The Simificance of the Problern 

A patient or family member's statement that they are not ready for discharge 

may be a sign of an insufficient planning and communication of the plan. When a 

discharge is not suficiently planned, there are many potentid costs. These may range 

fiom the hancial expense of extra emergency home seMces or patients retuming 

imminently to emergency rooms, to the emotional and physical costs the patient and 

caregivers endure. There are questions as to whether the hospital and/or team are 

providing sufficient care. Frustration can occur between team members, community 

partnen, the patient and family and fnistnition sometimes shifts to blaming. There are 

times when patients may simply refuse to leave hospital or families refuse to take the 

patient home. 

Given the high percentage of elderly patients with Alzheimer's disease or other 

related dementia in acute care, improving planning around discharge is paramount. 

Cognitive impairment in the elderly is clearly recognized in the literature as a 

predictor of a "difficult" discharge. It is imperative for health care professionals to 

work collaboratively to make discharges successful for elderly patients and thek 

farnilies/caregivers. This means that patients receive the services and care they need 

to maintain their well king, but without (whenever possible) compromising their 
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autonomy and own desires. For their caregiven, it means king recognized for the 

role they carry out and supported for what they give to the patient. It also means 

providing medical and emotional support for patients and farnilies through the gradua1 

physical and fiinctiond decline dementia and illness brings, as well as planning ahead 

for future needs. These are issues around quality of life and cannot be overlooked. 

They are of prime concem to the GATP team. 

Potential Causes of the Probtem/Omortunity 

Many changes have taken place in our health care system in the 1s t  few years. 

There is a cry frorn the hospital and community health care sectors for more fmanciai 

resources. Community services are spread thin and yet elderly patients are being 

discharged sooner and more il1 fiom the bedsrunched hospitals. Patients are not 

always able to receive the amount of service they tmly require to manage at home. 

Comrnunity health care workers struggle with whether discharge home for some 

elderly patients are appropriate whilst at the same t h e  the hospital's utilization 

management team is demanding justification for keeping a sub-acute patient in 

hospital. It is not surprishg then that some elderly patients may not feel, physically, 

emotionally, or functionally well enough to be discharged from hospital to live in the 

community. Health care teams need to continue asking how they can better ready 

patients for discharge given these environmental and system constraints. 

Interdisciplinary team members Vary fiom ward to ward in their willingness to 

take responsibility for the discharge planning process. Histoncally, this responsibility 

has been seen as belonging to the social workers or the nurses. Nursing shortages and 

the increased number of casual nursing staf f  in hospitals have irnpacted the nurses' 
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ability to participate in the process. A casual or float nurse may ody  provide care for 

one day out of a patient's week stay depending on staang. Interdisciplinary team 

memben aiso vary in their ability and readiness to give input into discharge planning. 

Individual tearn memben may not always be willing to assume accountability for 

ensuring al1 team discharge responsibilities are canied out in a timely manner. The 

degree to which the interdisciplinary team is integrated in their approach to care 

becornes an issue in improving discharge planning and patient and farnily readiness. 

The team's relationship with the patient and farnily, and the degree to which 

their input into the discharge process is valued is another problematic area infiuencing 

discharge planning. Many of the fiail elderly will decide to r e t m  to a tenuous living 

situation despite the recommendations of the team. ï h e  tearn is faced with the 

realities of what "client-centered" trdy means. Supporting the patient's autonomy, 

facilitating patient- famil y di fferences over the decision and linking with the 

community for adequate support senices c m  be difficult. There are often ethical 

considerations around living at risk that the patient rnay not understand due to 

cognitive impairment. Dealing with these ethical concem, while attempting to be 

client-centered clashes with the realities of the present health care system, is difficult 

and must involve al1 stakeholders in the discharge planning process. 

n i e  Organization 

The St. Paul's Hospital Site of the Providence Health Care Group, Vancouver, 

British Columbia, is an actue care hospital providing quartenary. tertiary and 

secondary services to Vancouver's urban core population. The hospital has 448 acute 

care beds and provides extensive teaching and research programs for interdisciplinary 
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teams. The Genatnc Assessrnent and treatment program (GATP) is located at the St. 

Paul's site and provides comprehensive acute care services to senior citizens with 

multiple medical and functional problems. There are four parts to this 

interdisciplinary program: (a) a consult service, (b) an 11-bed unit, (c) an outpatient 

clinic, and (d) a home visit service. Patients are able to move fiom one service to 

another depending on their needs. This configuration is unique to the GATP as no 

other geriatric program within the Vancouver/Richrnond Health Board (VIRHB) 

offen such comprehensive services. The GATP is one of several geriatric services 

offered across the Providence Health Care Sites. As the organization continues to be 

re-organized into programs, the genatnc seMces are collaborathg to decide on a 

configuration of services that will meet the needs of seniors in al1 catchment areas. 

At the municipal level, in July of 1998, the V/RHB in British Columbia 

completed a two-year snidy of acute and rehabilitative services within their 

jurisdiction. The review proposed a model that links hospital-based services with 

expanded community seMces creating a more integrated health care system in the 

region. One of the key areas targeted was the development of a regional system of 

support for older pesons. To initiate this undertaking a steering cornmittee was 

formed and produced the 'Review of Hospital-based Geriatric Services' (VIRHB, 

2000 March). This document looked at building a regional model of care for seniors 

using the saengths of existing services. Al1 aspects of care were exatnined including 

service integration and discharge platming. Discharge planning for the elderly in the 

region was identified as crucial. The report States that "Early and comprehensive 
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discharge planning is critical in promoting successfbl and lasting discharge.. . " 

(Vancouver/Richmond Health Board, p. 1 3 ). 

The aforementioned report supports the GATP's vested interest in reviewing 

the clinical and research based evidence in discharge planning of the frai1 elderly. The 

G A P  is committed to working with patients, families and community partners to 

improve patient discharges. Consistent with the mission and values of Providence 

Health Care, the GATP mission States, "By supporting and collaborating with 

patients, families, fkiends and comrnunity health care provides, the GATP is 

comrnitted to the concept of a hospital without walls, thereby easing the transition of 

the older adult through the health care system." (Appendix A) 

The GATP has developed several formal venues for sharing concerns brought 

fonvard by any of their stakeholden (see Appendix B). The Local Advisory 

Committee (LAC) is composed of community representatives fiom local seniors 

groups, govenimental agencies and representatives of Providence Health Care. 

Working in a collaborative manner, the LAC aims to identifi gaps in health-related 

services and to improve and promote the well being of seniors in the St. Paul's 

catchent area. A second venue is Joint Cornmunity Rounds. Here community health 

workers and members of the GATP are able to discuss patients and create joint care 

plans that bridge the gap between hospital and comrnunity. Lastly, members of the 

GATP attend patient and family conferences, a forum for information sharing and 

shared decision-making. The GATP needs to continue to operate with an integrated, 

interdisciplinary approach to ease the transition of h i 1  elderly patients fiom hospital 

to home. As the recent V/RHB report emphasizes, "Effective discharge planning can 
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only be successful with adequate community supports and a strong primary care 

system that is integrated with acute care and other hedth services for the elderly" 

(VancouverlRichrnond Heaith Board, 2000). 

Research Questions 

The goals of this research are two-fold. The k t  goal is to increase 

professional knowledge around the rneaning of 'readiness for discharge' in elderly 

patients and families. Only by increasing our understanding of the elderly patient's 

experience can health care professionals improve upon the provision of client-centred 

discharge planning. The second goal is to provide the GATP with recommendations 

for irnproving the discharge planning process for the elderly patient population at St. 

Paul's Hospital. The main question that arises from these goals is, "What cm the 

GATP do to hprove elderly patient and family readiness for discharge?" Related 

su b-questions include : 

1. What do elderly patients and families believe is needed for them to feel ready 

for discharge? 

2. What is the health care team's perception of discharge readiness? 

3. What is it that the health care teams do, regarding discharge planning, that is 

working for patients and families? What do the heaith care teams need to Vnprove 

upon? 



CHAPTER 2 

Literature Review 

Review of Oraanizational Documents 

Providence Health Care's Mission, Vision and Values statement reflects the 

organizations cornmitment to meeting the needs of the people and commUILities they 

serve through care, teaching and research endeavours. These include "physical, 

emotional, social and spirinial" needs of people and the healing and wellness of 

communities (see Appendix C). There is also a strong emphasis on the institution as a 

'leaming organizationt seen in statements such as: "by passionately pursuing and 

sharing Iearning"; "by seeking answen to questions not yet asked; and "we achieve 

excellence through learning and continuous improvernent". In harmony with the 

above corporate statement, the GATP goal statements assis the team in delivering 

care and seMce to elderly patients. Of particular relevance to this snidy's focus on 

perspectives around discharge readiness are two goal statements: (a) "to facilitate 

discharge planning of inpatients through the consult service," and (b) '?O provide 

guidance and education to family physicians, hospital staff and families regarding the 

management of physical, functional and mentai health problems." (Geriatric 

Assessrnent and Treatment Program, 1992). 

A British Columbia Provincial requirement (Providence Health Care, 2000 

June, p. 1) is that al1 patients entering an acute care facility m u t  be designated as 

either in an acute phase of treatment or in an alternative level of care (ALC) phase. 

The patients in the latter phase are generally those who would be discharged 

immediately if certain services were available to them or if barrien could be removed. 
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These patients may be "convalescing, experiencing social or economic barriers to 

discharge, waiting for homemaking or home care seMces or awaiting placement in 

another facility" (Providence Health Care, June 2000, p. 1). While the govemment 

uses this information to guide fûnding decisions, it is also usefid to the hospital for 

directing utilization and resource management activities including advocating for 

improved hospital and comrnunity resources. 

In preparing for the1995, hospital accreditation process revealed severai 

challenges in the disc harge planning process inc luding issues surroundhg abrupt 

unplanned discharges, communication concems among tearn memben, the 

involvement of the patient and family in discharge plans and the availability to see the 

discharge plan in progress. As a result, an interdisciplinary cornmittee was formed and 

created a new Interdisciplinary Discharge Planning Documentation Fonn. This fom 

is used for al1 patients adrnitted to hospital and by al1 disciplines involved in patient 

care. The form was initially piloted on two units and then implemented throughout 

St. Paul's hospital in-patient units. Although it is a permanent part of the record, it is 

used with a varying amount of consistency (Purton, K, personal communication, 

Ianuary 8,2001). 

A more recent document affecthg discharges fiom St. Paul's Hospital is Code 

Triage (July, 2000). This is in drafi stage and is king piloted at present. It is one of 

several initiatives aimed at addressing gridlock situations in the St. Paul's Emergency 

Room. When the Emergency room is filled to capacity and patients are in danger of 

waiting longer than designated safe times for assessrnent a Code Triage cm be cded. 

In sequential order, designated inpatient units will look for available beds and may 
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discharge stable patients to fkee beds up for more acute emergency room patients. 

As of Febniary 2001, an interdisciplinary team has completed the final draft 

on a Providence Heaith Care policy for patients who refuse treatrnent and patients 

who refuse discharge. This policy is an effort to standardize the approach of the health 

care teams to these patients and to ensure patients are educated about the 

consequences of refushg treatment andor discharge. The policy ensures that the care 

team addresses the patients needs for an appropnate care plan and work to resolve 

issue relating to the patients r e W  including a review of treatment options and 

barriers to discharge (see Appendk D). 

ui 2000, Providence Health Care completed an in-patient customer satisfaction 

swey.  A fi@-three percent response rate was achieved. While the survey addressed 

many areas of care and service, the section entitled "Reruming Home" addressed 

discharge planning and its results are relevant to this study. Participants were asked 

six questions about their readiness for discharge, their preparation for discharge, and 

about follow-up care planned in the hospital. Participants replied 'yes', 'to some 

extent', 'no', or 'does not apply'. Twenty-one percent of patients felt they were sent 

home fiom hospital before they were ready and 37% felt that staff could have done 

more to prepare them to manage at home. Questions that related to discharge planning 

were ranked as the third, fourth and fifth of the ten top oppomuiities for improvement 

in the organization. Of the patients surveyed 44% of them were seniors (over 60 

years). (Providence Health Care, 2000 November). 
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Review of Supporting Literature 

Discharge Planning 

Covey (1989) states one must "begin with the end in mindl' (p. 96). This 
6 

phrase holds true for the admission of any patient to hospital. Most medical and 

paramedical students have been told during their education that "discharge planning 

begins on the &y of admission to hospital". In fact, much of the literature suggests 

that for planned admissions, discharge planning needs to begin even before the patient 

enters hospital. Sirnply expressed, discharge planning is "an ongoing process that 

facilitates the discharge of the patient to the appropriate level of care. It involves a 

multidisciplinary assessment of patientlfamily needs and coordination of care, 

services and refenals (McGinley et al. 1996). 

Planning for discharge is an integral element of caring for seniors in hospital. 

It is an hherently complex process requiring a wide range of c l inid and 

organizationai skills, which aim to facilitate a person's transition from hospital to 

post-hospital destination. Systems analysis has been used to break the discharge 

planning process down into identifiable steps. The process rnay look like this 

(Wertheimer & Meinman, 1990): 

1. IdentiS, the patient's medical and functional needs. 

2. Develop a comprehensive and continuous care plan. 

3. Provide support and quality of life. 

4. Evaluate the success of the discharge plan. 

The discharge process is guided by both an organi;rationts over-arching 

principles as well as the values of the individuds involved. Optimdy, patient 
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autonomy and patient and family preferences need to be recognized and respected 

(Potho ff & Kane, 1 997). However, with apparent never-ending decreases in financial 

and human resources, discharge planning often becomes the art of " balancing the 

efficient use of resources by providing the right kind of care at the right tirne" 

(Stybom, 1995, p. 273). Thus the process holds significance for both the patient and 

family and for the health care system. For the elderly patient, discharge from hospital 

may represent a cnticai juncture in his or her life (Pothoff & Kane, 1997). Decisions 

made during the process can influence how and where that individual lives out the 

rest of W h e r  life. For example, a patient may either be rehuning home with 

homemaking help or making the significant transition from a home of 40 years to a 

nursing home. For the family, well-planned discharges can lessen their care-giving 

responsibilities (Naylor et ai, 1994). Most of the significance for the health care 

system for good discharge planning is the potential to decrease a patient's overall 

length of stay and prevent unnecessary rehospitalization. both of which reduce health 

care costs (McGinley et al, 1996). 

Despite the knowiedge of the importance of transitions fiom hospital to 

community for the elderly, there is much literature to support that these transitions are 

often anything but well planned and supported. As Werheimer and Kleiman (1990) 

state, "Unfomuiately many discharge planning models do not include both the 

identification of needs as well as the development of a comprehensive continuous 

care plan" (p. 837). 

The results of poorly orchestnited discharges are significant. Insufficient planning 

can r e d t  in a patient's readmission to hospital, lack of patient 'cornpliance to 
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medication and other therapy programs, medical complications and emotional distress 

for family and caregivers (Hansen, Bull, & Gross, 1998). 

Bull and Kane (1996) published a qualitative snidy titied "Gaps in Discharge 

Planning". They viewed the discharge planning process and transition of the patient 

to the community as a dynamic process. The results of theu d y  identified several 

systems constraints that impeded discharge planning as seen by hospital staff, patients 

and families-poor communication, insufficient planning tirne, attitudes towards the 

elderly, premature discharge of patients and decreased access to resources. Al1 these 

constraints potentially affect the continuity of health care for the patient. As patients' 

length of stay in hospitals gets shorter there is a subsequent increasing need to teach 

patients and their caregiven about medical interventions, and care arrangements 

(Potthoff & Kane, 1997). 

Families are seen as having a key role in discharge planning and yet they often 

have limited participation in the process ( Anthony & Hudson-Barr, 1 99 8). Farnily 

members fiequently feel they have received i n ~ ~ c i e n t  information about the 

patient's condition and discharge plans and have many unanswered questions. 

Communication improves when patients have someone to advocate for them. 

Moreover, patients expect they will be provided information without asking yet 25% 

of professionals feel it is the elderly patientdfamilies responsibility to ask (Bull & 

Kane, 1996). For discharge planning to be successful it m u t  be client-centered as 

planning ongoing care treatment is not a passive modality but rather requires the 

active involvement of the patient and family (Congdon, 1994). 
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The elderly patient's ability to participate in discharge plans is dependent on 

the5 medical and cognitive condition, family supports, their locus of control while in 

the patient role, and the amtudes of health care staff (Abramson & Donnelly, 1993). 

Clemens (1 995) found that staff and family genemlly saw patients as having minimal 

input on discharge decisions, either due to their medical condition or their desire to 

have family decide on plans. This lack of patient participation was M e r  heightened 

when language barrien were present and staff'seemed reluctant to make use of 

hospital interpreters. 

Within the discharge planning process, disagreement often anses. Abrarnson 

and Domeiiy (1993) state that this occurs in at least one-third of al1 planned 

discharges and most disagreements are between the family and health care 

professionals. With shortened length of patient stays and elderly people being sent 

home sooner in their recovery process than ever before, both patients and families 

have less time to adjust to the impact of illnesses and are not always able to outline 

clearly what they can and cannot undertake as far as caregiving (Cummings, 1999). 

They are pressured to make decisions in a shon period of t h e  and without necessarily 

having absorbed the implications of the situation. This has been cited as a major 

factor in the development of disagreements (Abramson & Donnelly, 1993). 

Family members are ofien the major provider of care services after discharge 

and yet Proctor, Morrow-Howell, & Kaplan (1996) found that hospitd staff are not 

explicit in their expectations of the care family members will provide. This is a 

concem when there are changes in the patient's functional statu because pnor care 

and service arrangements may no longer be appropriate. This can impact on family 
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and infornial caregivers' previous patterns of interaction with the patient. For 

example, role changes occur as children start caring for parents. Family members will 

tend to rely on previous patterns of coping and problem solving. Elderly patients may 

become rigid in their habits and unable to adapt easily to changes in routines or in 

new ways of relating to othen. 

Another critical observation in the literature is the fact that families rnay &en 

have more influence over discharge planning than patients, even when the patient is 

capable of making their own decisions (Coulton, Dunkle, Goode. & MacKintosh, 

1982). This can also be a source of conflict. Staff is challenged in their efforts to be 

client-centered and allow patients to remain autonomous in their decision making 

even when their choices seem unwise or nsky to family members. Patient autonomy 

is central to decision-making and for someone to be deciared incompetent to make 

decisions around their own person requires careful and objective assessrnent by a 

designated hospital doctor. Team members are faced with balancing patient autonomy 

with the principle of beneficence; the princi ple requiring health care professional to 

"do no harrn" and to promote the health and welfare of the patient in their decision- 

making around patient care (Cummings & Cockerham, 1997). This is one type of 

conflict that is seen by staff as an ethical dilemma significantly complicating 

discharge planning (Abmmson & Domeily, 1993). 

In fact, discharge planning can present patient, family and staff with several 

kinds of ethicd dilemmas. For example, choosing between two unsatisfactory 

options, weighing the cost and benefits of certain courses of action, balancing patients 

needs without compromising a caregiver's weli-being and balancing patients' needs 
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with organizatiooal pressures such as appropriate bed utilization or limited 

community resources (Abramson & Donnelly, 1993; Cummings, 1999; Cummings & 

Cockerham, 1997). Thus ethical concerns cross fiom the micro-level of patients day 

to day care to the macro-level of administrative agendas. Dealing with these ethical 

dilemmas poses inherent difficulties. For example, a social worker may address the 

problem fiom a family systems perspective only to corne in conflict with the medical 

mode1 of practice, which sees the patient as the central focus. A family systems 

perspective promotes the view that staff assists patients and families in readjusting 

roles and expectations in light of patients' illnesses (Cummings & Cockerharn). 

Essential to dealing with many of the difficulties around discharge planning is 

acknowledging and understanding the different stakeholden' perspectives. Some 

studies have started to clariQ what is important in discharge planning and what 

connitutes a 'successfûl' or a 'failed' discharge for the patients, families, and staff 

involved. Bull (1 994) studied these perceptions and found that at the root of effective 

discharge planning for both staff and patients was effective communication. Bull 

defines effective communication as "asking questions, getting answers and 

questioning inconsistencies" (p. 47). Al1 staff, patients and families attributed "not 

asking questions" to low quality discharge planning. Of the elderly patients 

interviewed in her study, approximately 50% stated that they asked questions. Clthers 

felt that stafhhould provide certain arnounts of information without being asked. 

Seventy-five percent of staff saw it as their responsibility to seek out the necessary 

information and ask questions. Professionals tended to ask questions about the 

patients ability to carry out activities of daily living, social supports, the physical 
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environment where the patient lived and preferences for follow-up care. 

Altematively, patients' questions focused on medications, level of allowed activity 

and whether they could retum home. One issue raised surrounding effective 

communication was the inconsistencies between answen to the sarne questions. Both 

staff and patients stated that they often received different responses to questions asked 

of different people (Bull). This is reflective of differing perspectives as well as a lack 

of communication. Patient and spouse may differ on their perception of whether the 

patient is able to make a meal independently. Likewise, a doctor and a physiotherapist 

may have different ideas the physical abilities of a patient. This c m  be attributed, in 

part, to team membea identifjing concerns from their own discipline-specific 

perspective as opposed to a systems perspective (McGinley et al, 1996). 

Inconsistencies in answers results in additional time being needed to son out patients 

needs or the problems that surface for patients and families once home 6om the 

hospital (Bull). 

Clemens (1 995) found that perspectives on the discharge planning process 

also varied in terms of who had the most influence on the decision making process 

surroundhg the plan. Families felt that professionals had more influence on the 

decisions made whereas the professionals felt that families were the ones to exert a 

hi& degree of influence within the sarne process. ïhese differences in perceptions 

extended into the amount of information given to caregivea and the number of 

choices given. Families felt they received little or no information and were given few 

or no choices within the process whereas staff felt that a high level of Somat ion  had 

k e n  provided and an adequate number of choices offered. 
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Team member characteristics such as education, amount of work experience 

and Me expenence, and understanding of the discharge process are also contributors 

to inconsistencies in communication (Bull, 1994). This not only impacts interactions 

between staff and patients or farnilies but also effects interdisciplinary collaboration 

which is another aspect of effective communication. Developing open 

communication, and problem-solving and conflict resolution skills are seen as 

essential aspects to developing a team process for discharge planning (Hansen et al, 

1998; McGinley et al, 1996). In addition, the literature emphasizes the need to extend 

the team process into the community. Communication gaps exist between health care 

providers in the hospital and those in outside agencies (Bull & Kane, 1996). 

The contextual variable of time impacts al1 the above mentioned planning, 

communicating, educating and decision-making done by stakeholders. Patients and 

farnilies express dissatisfaction with care when suddenly confronted with impending 

discharges and a lack of time to ask questions or l e m  care routines. Health care 

professionals ofien do not have enough lead time to anange adequate discharge plans 

and this is complicated m e r  when attempts to coordinate care are hampered by 

systems boundaries (Bull, 1994; Bull & Kane, 1996). increasing use of primary care 

and continuing care services combined with budget coclstraints and a growing elderly 

population makes time a variable of growing influence on discharge planning. The 

well-known saying, 'Time is of the essence' is a truism in today's world of discharge 

planning. 

The failure of a discharge plan is often seen in the form of a patient's 

readmission to hospital. It is usually for the same or related health problem as the 
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original admission and occurs within 1 to 3 months of discharge (Schwarz, 2000). As 

well as the primary diagnosis of the patient, two other factors related to hospital 

readmission include insuficient caregiver support and an unsuitable home 

environment. Rosswurrn and Lanharn (1998) identified the home care needs of 507 

elderly hospitalized patients using an adapted version the Discharge Planning 

Questionnaire. They concluded that a patient's functional ability was a bener 

predictor of rehospitaiization than severity of illness. Over 57% of their patients 

required help with one self-care task and an even larger group were dependent on 

others for some form of instrumental activity of daily living such as cooking or 

cleaning. While many of these patients stated they had someone at home to assist 

them, this person was often an elderly s p o w  whose own abilities might have been be 

limited. 

Patients also stniggled with pain and limited activity tolerance within the first 

thirty days of discharge. Rosswurm and Lanham (1998) stress the importance of 

preventing the deterioration of elderly patients' functional abilities and mobility while 

in hospital. Shortened lengths of stay mean elderly patients are discharged in more 

vulnerable and dependent states, requiring more post-hospital care. Hospital staff 

mut properiy assess a patient's funetion and discharge environment as well as the 

abilities of families and spouses to provide care. When discharge p i a ~ i n g  occurs 

very quickly, then families tend to overestimate their capacity for caregiving (Proctor 

et al, 1996). 

Compounding the success or fdure of a discharge plan is the elderly patients 

cornpliance with the plan. A Canadian study by Leduc et al. (1998), found that only 
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22% of discharged elderly patients used al1 the services prescribed for them in 

hospital and on average, only 56.9% of al1 prescribed seMces were used. The 

patient's intention to accept seMces offered was influenced by their perception of the 

benefits of the service and the ease of access to transportation. However, cornpliance 

was increased when hospital staff made appointments for patients prior to discharge 

and arranged both transportation and someone to accompany the patient. Leduc et al. 

advise that health care providers need to not only help plan discharges but be involved 

in the irnplementation of those plans and work collaboratively with community 

service organizations. 

Proctor et al (1 996) state. "the responsibility of hospital personnel should 

extend beyond the hospital walls into the community" (p. 39). The link to the 

community is integral for discharge plans to be implemented and for discrepancies 

between providen of care to be mlliirnized. Discrepancies may include: (a) the 

hospital and community agency disagreeing on the amount or type of care a patient 

needs, (b) the care expected fkom the cornmunity agency is beyond the range of the 

job expectation. (c) the amount of help thought necessary is beyond what the patient 

is willing or able to pay and, (d) the care is not provided. These discrepancies are 

important given that from the patients' and families' perspective, the discharge plan 

does not end at the time they leave the hospital but extends into the community (Bull. 

1994). Thus patient satisfaction with the discharge plan includes the outcome of the 

plan. Elderly patients see successful outcornes as having access to resources, their 

ability to function in their environment and continuity of c m .  By contrast, health care 

staff sees patient satisfaction as the willingness for the patient and family to accept the 
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plan. Staff measures the quality of disc harge planning in terms of readmission, length 

of stay and patient satisfaction. Patient and staff satisfaction levels are measurable 

outcomes of quality care. Their perspectives and experiences on the discharge 

planning process need to be sought, understood and incorporated into an improvement 

process (Bull). 

Potentiai Solutions in Discharge Planning 

Solving the articulated discharge planning woes requires both long-term and 

short-term remedies. While short-term solutions are the most tangible to clinicians, 

long-term strategies to revamp the heaith care system may be more effective in 

alleviating the problems. hdeed much of the literature has focused on models of 

health care delivery in which discharge planning is one aspect. The 

Vancouver/Richmond Heaith Board (VIRHB) Review of Acute and Rehabilitation 

Services (ROARS) report (1 998) and subsequent response by the Providence Heaith 

Care (1998) is one regional proposal to improve health a re ,  including that of senion. 

There is general consensus in British Columbia that hospital-based and community- 

based services need to be more fully integrated to adequately meet the needs of 

seniors (British Columbia Ministry of Health, 1999). 

While strategic long-term planning is essential, discharge planning solutions 

that address the needs of present seniors should not go unexplored. Those that are 

found effective need to be implemented. TeMier's study (1997) at the Montreai 

General Hospital suggested that part of the solution requires a shift in team members 

attitudes. Io response to the survey, staff stated they needed "to get out of the mode of 

departmentalking responsibilities for discharge planning and instead focus on a 
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collaborative Uiterdisciplimry approach (p. 46). Staff in this study also emphasized 

the need to plan for discharges earlier in a patient's stay rather than waiting for a 

physician to indicate that the patient was ready to go home. This required improved 

communication with patients and families. Their strategy was to hold family meetings 

for 'hi&-nsk' patients within 24 - 48 hours of admisiion to acute care to discuss the 

course of care in hospital and plans for discharge. 

Another strategy that is well substantiated in the literature is the use of a case 

manager to facilitate patient discharges. Several models of case management exist 

and the literature generally supports the fact that case management can assist in both 

comprehensive discharge planning and the management of service delivery across 

senings (Bull & Kane, 1996; Phillips-Hanis, 1998). A case manager can become a 

'point' person to coordinate patient care, enhance communication, and advocate for 

the needs of the elderly patient. They facilitate the implementation of the 

interdisciplinary team's disc harge plan. 

The literature points to various methods and tools that can be utilized to 

increase the amount of education given to patients, families and other informal 

caregivers. Education is needed about discharge plans as well as disease and health. 

Reiley et al. (1996) discussed the need in their hospital to provide standardized 

teaching materials to improve preparation of patients for discharge and develop a 

patient and family learning center. Another group (Feigin, Cohen, & Gilad, 1998) 

took the approach of implementing single group sessions in discharge planning. They 

found that this enabled social workers to decrease patient anxiety, increase family 

members capability to organize and manage their situation. This in hun assisted the 



Discharge Readiness 24 

interdisciplinary team in its planning. Education needs to include supplyùig patients 

and caregiven with information about community resources and providing 

opportunity to train informal care givea in the care tasks they are required to 

undertake (Proctor et ai, 1996). Discharge planning information and education needs 

to be given in a written form to patients and families, not just verbally (Clemens, 

1995). 

Enhancing communication beyond the hospital walls is another identi fied 

solution. Creating "seamless links" between hospital and cornmunity services is the 

aim of an integrated services approach, of which communication is an integral 

component. in 1994, Kelowna General Hospital and the British Columbia Continuhg 

Care Division initiated a project entitled "Reaiigning discharge planning to the 

community using cornputer technoiogy". This system provided both agencies with 

access to patient databases and discharge-relevant information in a tirnesaving 

manner. 

Timely and accurate communication with cornmunity seMces is integral for 

the implementation of the plans set out in hospital. Community services need to be 

involved in the actual discharge planning so discrepancies over patient care needs do 

not arise and so requests for services are within the mandate and expectations of the 

various agencies (Proctor et al, 1996). As well, community services need oppominity 

to give hospital stan feedback about the efficacy of the discharge plan. This is an 

initial step in f i n h g  out how patients are managing pst-discharge and whether plans 

were adequate. Research has also pointed to the usefulness of telephone follow-ups by 

hospital staff approximately one-week pst-disc harge (Bowman, Ho wden & 
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Thornpson, 1994; Proctor et al, 1996). This is suggested as a means of m o n i t o ~ g  

progress, providing opportunity for patients' questions to be answered, identifjing 

unmet fimctional needs and king able to institute services. 

Additionally, parient and family input into the process of discharge planning 

needs to be sought as they are the clients in the discharge plan. Patient and family 

perceptions of the care they receive are integral to setting standards for quality 

improvement processes in servicesriented entities. Values and experiences may Vary 

fiom one region to another and what a patient or family member may see as crucial in 

the outcome of a discharge plan cannot necessarily be generalized to other regions 

(Bull, 1994). Further study of al1 participants' perceptions around discharge planning 

is required. Clemens (1995) encourages staffto examine what patterns of discharge 

planning practice are fostenng these rnismatched perceptions in an effort to improve 

the process. Ody  by understanding each stakeholder's perspective on discharge 

planning can hospitals aim for continuous quality improvement in this area. 

UltKnately this will improve the effective and efficient use of resources by allowing 

staff to offer client-centered care for their patients upon discharge and ensuring 

patients have a say in their care. in the current economic climate of health care, the 

ability to meet patient and family needs through discharge planning is necessary for 

optimal patient recovery (Leske & Pelczynski, 1999). 
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CHATPER 3 

Conduct of the Research Smdy 

Researc h Methods 

Action research draws on the post-positivist pamdigm that promotes a 

collective process of inquiry. The basic p ~ c i p l e  behind action research is that "those 

who experience a phenornenon are the most qualified to investigate it" (DePoy, 

Hartman & Haslett, 1999). This research aims to generate knowledge that can then 

S o m  action. It begins with the identification of a problem, dilernma or issue 

requiring critical reflection and action. A systematic inquiry, utilizing appropnate 

data collecting tools ensues and ends with planning about what is to be done with the 

new leaming (DePoy, Hartman & Haslett; Kirby & McKenna, 1989). 

This applied fonn of research enables practitioners in many fields to (a) work 

to solve practical problems and (b) work to improve their own actions or the 

operations of the institution in which they work. This is one of the strengths of 

action research. Practitionen are able to engage in research and the subsequent 

development and implementation of activities that help improve practice. Problems 

get solved simultaneously while knowledge is generated (Meyer, 2000). As with 

many qualitative methodologies, action research can help bridge the gap between 

scientific research and its implementation in everyday clinical contexts. As Green and 

Britten (1 998) point out, "In medicine, qualitative research can investigate 

practitioners' and patients' amtudes, beliefs, and preferences, and the whole question 

of how evidence is tumed into practice" (p. 1230). 

Another strength of action research is that research is done with and for people 
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rather than on them (Meyer, 2000). Action research assumes that those participahg 

in the research have knowledge and experience relevant to the problem or issue being 

examined. Furthemore, there is a cornmitment to action by the participants based on 

the learning acquired by the investigation (Deschler & Ewert, 1995). Thus the 

researcher is part of the community being exarnined rather than an objective observer. 

The researcher assumes a role of 'facilitator of change' and consults with participants 

on both process and evaluation. The input of participants helps to root the process 

and its outcornes in the realities of day-to-day practice (Meyer). 

Action research is canied out using many of the data gathering methods of 

qualitative research (and somethes quantitative research). The open nature of the 

action research process permits a flexibility to change research methods as necessary 

(Deshler & Ewert, 1995). Methods are selected based on their appropriateness to the 

question being asked, and the organization in which the study is being conducted. 

The methodology of the study must still be evaiuated for its reliability and validity 

and this is done using the sarne cnteria as other qualitative research methodologies. 

By utilizing some or d l  of the following cnteria, the researcher will increase the 

reliability and vaiidity of the study: 

1 . As in al1 qualitative designs, the influence of subjectivity from the 

researcher cannot be eliminated. Throughout the action research process, the 

researcher needs to utilize tools of personal reflection to stay alert to biases. Kirby & 

McKenna (1989), term this researcher subjectivity "conceptual baggage" and discuss 

the importance of recording reflections to help identifL whether pre-established goals, 

and assumptions are influencing the research development and data analysis. They 
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assert that awareness of one's concepnial baggage provide opportunities to re-think 

the thoughts and beliefs one holds as the researcher and opens oneself up to new 

learning . 

2. Respondent validation may also be sought as a check of credibility. The 

researcher has participants review the analyses and then incorporates their reactions 

into the study findings (Mays 8t Pope, 2000). 

3. In action research, triangulation through varying sources of data and 

varyllig methods of data collection is seen (Carpenter & Hammell, 2000). This 

ensures both the comprehensiveness and the plausibility of the data. 

4. A clear report of the methods used makes explicit the dynamic relationship 

between the process and the content of the research (Kirby & McKenna, 1989). 

Meyer (2000) contends that the quality of action research should not be judged 

solely in terms of the implementation of a solution but rather also in the leaming 

gained by participants as they go through the process. Meyer (2000) uses the example 

of an action research project addressing the care of the elderly in an emergency room. 

At the end of the study, it was noted that staff from two health care services had 

improved understanding and communication with each other. enhancing their 

working relationship. Because action research focuses more on creaîing change in 

practice or policy than contributhg to theory development. it makes sense for there to 

be a focus on the by-products of the process as well as the outcomes for change. 

The focus of this project, supported by the GAP,  is an inqujr into 

understanding elderly patient and staff perspectives around discharge readiness in St. 

Paul's Hospital. In addition to enhancing knowledge of discharge readiness in our 
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hospital, the study aims to find strategies to irnprove the quaiity of multidisciplinary 

discharge planning practices for the elderly in the hospital. The focus of this research 

is in sync with the principles of action research and so this was the method chosen. 

Data Gathering Tools 

Interviews 

A semi-stnictured interview, a process recommended by Jongbloed (2000), 

was used to gather data from geriatric patients and/or their family. Each interview 

was strucnired around six basic questions. The questions were open-ended in nature, 

allowing for more breadth and depth of conversation (see Appendix E). These 

questions asked patient/family membes why they were not ready to go home, about 

what needs to change for them to be ready to go home, about how stafl'could assist in 

this and about discharge planning. Other questions then emerged fiom the 

participantsf responses and were asked as appropriate (Jongbloed). 

The benefits of this interview tool included: (a) face-to-face contact with the 

patient andlor family, @) opportunity for clarification of questions, (c) an ability to 

probe more deeply into areas as necessary, and (d) an opportunîty for the patient to be 

listened to when articulating their concerns about the process happening to them at 

that t h e .  Interviews were chosen as they provided an easier way for patients to 

participate given the nature of the hospitd setting. Patients were already familiar with 

answering questions about themselves fiom their stay in hospital, and ofien do not 

have glasses and such with them to respond eady to other f o m  of data collection 

such as a questionnaire. The interview aiso allowed the researcher opportunity to 

reword questions and adjust language to suit the patients' needs. 
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Survey 

A survey probing staffs' thoughts and perceptions around discharge planning 

was used to gather data from interdisciplinary hospital staff (see Appendix F). A 

s w e y  was chosen for several reasons. First it allowed for input fiom a large variety 

of staff. This was important, as the researcher's aim was to reach a cross-section of 

interdisciplinary staff'. Secondly, there was a desire to preserve staff anonymity in 

their responses to questions, because the researcher is also a colleague of the staff 

being sweyed. Thirdly, given the tirne frame and monetary considerations 

surrounding the research, a survey provided an expedient and efficient way to collect 

a larger amount of data than other methods. 

A 14-question survey was constnicted with input fiom various memben of the 

GATP. Seven of the questions were scaled using a six-point Likert Rating Scale, 

using an agreeldisagree format. The researcher was interested in the level of 

agreementldisagreement of the respondents with statements based on best practice 

standards (Palys, 1997). Two questions were checklists and the remaining questions 

were open-ended requiring a w-ritten response. The questions required çtaff to think 

about when an elderly patient would be ready for discharge, who was responsible for 

discharge planning, what were their own attitudes when an elderly patient refused 

discharge and how much input should patient and family have in decicüng discharge 

readiness. 

Chart Reviews 

Chart reviews were done for al1 patients who had participated in an intemiew. 

The patient chart represents the medical-legal record of the patient's stay in hospital. 
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The information recorded by the health care team is a by-product of their clinical 

activity (McEvoy, 1999). The chart review process may be considered an assessrnent 

of patient care and assia in determining the similarities and differences in current 

patient care practices (Smith, 1996). The chart reviews provided a secondary source 

of data including some demographic information and length of stay. 

Study Conduct 

The fht step in this study, once proposed, was to seek ethical approval from 

both the Royal Roads Ethics Committee and Providence Health-University of British 

Columbia Ethics Committee. This required al1 methods to be outlined and data 

gathering tools to be created. Interview questions were created but not piloted. The 

survey was created with input fiom a srnail number of staff on the GATP team and 

piloted amongst other GATP memben. Feedback was incorporated pnor to 

submissions to the ethics committees and then ethicai approvai was obtained from 

both institutions. 

The first phase of data collection was the interviews. Members of 

interdisciplinary staff on medicai and surgical wards in the hospital were approached 

by the researcher and alerted to the study both verbally and in writing and were asked 

to identiQ prospective subjects to the researcher. Purposive sarnpling was used; that 

is, subjects were intentionally sought because they met the criteria for inclusion into 

the study (Palys, 1997). The subjects were 65 yean of age or older, had been deemed 

ready for discharge fiom hospital by the unit's team' but were themselves, stating that 

they were not ready to be discharged. These prospective subjects were initially asked 

ifthey were interested in the study by either the staff member themselves or a 
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designate for the researcher. Only then was the researcher permitted to taik to the 

patient and/or family member, clariQ eligibility for the study and then explain the 

nature of the study, the role of the patient as a participant and review the ethics 

consent form (see Appendbc G). The researcher was not involved in the care or 

treatment of any of these patients. With the exception of one patient, who had 

attended an out patient clhic two years previously, the researcher knew none of the 

patients. 

Six patients and one family member were i n t e ~ e w e d  using the semi- 

stnicnired interview outlined above. Interviews Iasted approximately 30 to 40 minutes 

and were taped. Each interviewee was asked if they would like to review transcripts 

as well as see results of the study. Al1 declined M e r  participation in reviewing 

transcripts and only one patient requested the results of the study. The interview tapes 

were coded and mscribed and each patient was assigned a pseudonym. All tapes and 

transcriptions remained secured. 

After the completion of the interviews the second data-collection phase was 

initiated. Seventy-five surveys were hand delivered by the researcher to 

Uiterdisciplinary stafT throughout the medical-surgical units. Again purposive 

sampling was used as the researcher chose to handout the survey in attempts to seek 

participation from a cross section of disciplines. The researcher did not know 

everyone to whom she gave the survey. Each s w e y  had a cover letter explainhg the 

nature of the study and outlining consent. An addressed envelope was attached so 

surveys' couid be retunied through interdepartmental mail to the G A P  

Administrative Secretary. A one-week him around time was given. 
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The transcribed interviews were then analyzed. Firstly, each patient's 

particular concerns were noted. These findings were later used in the chart reviews. 

Next the findings were compared to each other for similarities and differences across 

the patients' experiences. Similar concerns, topics, or experiences were compiled 

together and labelled. The researcher took time to reflect on the da% and sorted these 

labels until clear themes emerged which were also labelled. Once the themes were 

created, the researcher went back to the original bits of the transcripts to check for 'fit' 

in the themes. At this stage the analysis sought to identiQ links between the themes. 

Kirby and McKenna (1989) support this process as a method of organizing and 

understanding data. 

Retumed surveys were collected, counted and the results of each question 

entered into a spreadsheet. Questions with a rating scale were tabulated for the mean, 

median, mode and percentage of answers in each rating. The resuits of the checklin 

questions were compiled, percentages tabulated for each category and presented in pie 

charts. For open-ended questions. the data was analyzed, compiled into themes and 

then recorded. As the sample size of the surveys was small, no further statistical 

analysis was done, but the overall s w e y  results and the level of 

agreement/disagreement seen in each question was considered in relationship to the 

other questions. 

The chart reviews took place after the inteniews had k e n  analyzed for each 

patient's concems. The patient's concems, noted fiom the interview analysis were 

recorded and the chart reviewed for any documentation about each concem. The 

charts were also reviewed for any documentation around discharge planning, to 
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identie which team mernber made that documentation, ils' content and at what point 

in the patient's stay the note occurred. Basic demographic information such as the 

patients' ages and length of stay was collected. Where possible, the researcher also 

noted testing scores related to the patients' cognitive status and also any Somation 

relating to their functional abilities. The data f?om the reviews was tabulated and any 

patterns or trends noted. 
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CHAPTER 4 

Study Findings 

Interviews 

Interviews with five elderly patients and one elderly patient with his daughter 

present were completed. Four of the patients were women and two were men. The 

patients were al1 seniors, ranging in age f?om 68 to 84 years old with the mean age 

being 78 years. Cognitively patients were able to carry out multiple step directions 

and follow the course of the i n t e ~ e w  appropnately. Mini-mentai status exams were 

completed and recorded by a member of the geriatric team on five of the six patient 

charts during the patients' hospitalizabon. Of these, one patient scored 26/30; one 

patient scored 27/30 and three patients scored 29/30. Al1 patients were living 

independently in the cornmunit,: five lived in apartments and one lived in a hotel. 

Two patients were living with spouses. Another two patients received forma1 home- 

making help for cleaning and/or shopping prier to admission to hospitd. One patient 

relied on family membea for assistance with cleaning, shopping, and help with 

medication. Al1 patients were independently mobile with or without wallcing aids, 

prior to admission. 

The intent of the i n t e ~ e w s  was to probe the patients' and families' 

perspectives on readiness for discharge and their thoughts and concems about going 

home before they felt ready. The m c n p t i o n s  of the interviews were reviewed and 

information categorized and themed. The interview content analysis yielded the 

following seven themes: medical and functiond concems, social supports, 
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perceptions, quality of life, perceptions of team memben, coordination, and hospitai 

constraints. The interview results are discussed below, using these headings. 

Medical and Functional Concems 

Medicai and fiuictional concems were at the root of every patient's reason for 

not feeling ready for discharge at the point that the interdisciplinary team was saying 

they were ready for discharge. Unresolved medical concems, intolerable pain, lack of 

energy, difficulty keeping food dom,  lack of ability to wak, difliculty managing 

some aspect of self-care or daily living task, and wanting to avoid coming back to 

hospital because of the above list, were mentioned. Several patients felt they still had 

outstanding medical issues that needed to be addressed prior to discharge. For 

example, Mrs. A who was admitted with flash pulmonary oedema, stated: " . . .there 

are many things 1 need to have answered, so when the kidney doctors say "you can go 

home" [and] my blood pressure in the meantirne was 2001100 ... 1 can't go home, 1 

mean it's just waiting for another disaster to happen." Mrs. E, who lived aione, felt 

there was no resolution to her chronic inability to keep food dom: "1 go dong for a 

while and then 1 get suddenly sick, and lay there for two or three days, and canlt get up 

and do anythmg for myself.. .I wanted to taik to them [the docton]. . .Pm sick of 

coming in and out, you know?" Mrs. C. related her shock at no one addressing the 

pain fiom her fractured pelvis "1 was having intense pain. W a h g  was out of the 

question and [when] they suggested, or the doctor suggested, 1 should go home that 

night, and 1 was stunned." 

Other patients womed about functiod issues; how they would manage &y- 

to-day activities with their limited physical abilities. Mrs. B. spoke about a lack of 
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energy and a "softening up" from king in hospital, despite a period of rehabilitation: 

"I'm just wondering how 1 am going to cope with getting meals and running a home 

again. Not doing anything elaborate." Mr. D, recovering fiom complications from hip 

surgery, stated he "was really bowled over" when told he was ready to go home the 

next day. "If 1 went home to that hotel" he said, "and 1 laid in bed al1 night and tried to 

get up and use some contraption to put on a sock or whatever, 1 might just end up on 

the floor." Al1 six patients named outstanding functional concems. As one patient, 

Mr. F. perceived the problern "They [the team] had considered nothing of what my 

circumstances were, and were ready to have me go home into whatever environment 

exists." 

Social SUDDOITS 

The amount of social supports the patient and family had also contributed to 

the degree of perceived readiness for discharge. Of the six patients interviewed, three 

lived alone, and three were married, one of whom was the primary caregiver for her 

husband. Two patients had children who were actively involved in providing support 

and advocacy. A perceived lack of people in the home environment appeared to add 

to the patient's hesitancy about going home. Patients wanted to be self-sufficient. Mr. 

D, womed about another fall stated, "It just imposes hardship on my landlord." Mrs. 

E, despite having a neighbour visiting daily and Lifeline, commented: "1 could lay 

there al1 night, you know, if 1 did have another bad attack, and nobody would notice 

me gone, until the next day." These patients discussed the need for team members to 

inquire about supports. Mrs.C noted, "they [team] could have said 'well, how cm you 
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cope when you go home? Have you got sornebody there that can help you? Have you 

got a fiiend nearby who can come over and help you, shop for you, do this, do that?" 

Yet at the same time, these patients were expressing a reluctance to impose on 

other people. Mrs. C stated " 1 dont like to impose on people.. .itls a very transient 

sort of population in apartments and the people are always afkid if 1 befriend her, 

she's going to come knocking on my door every night wanting.. ." Mr. D said he was 

"not opposed to people helping, but 1 dont think that it's good for the head" (meaning 

he would rather not become dependent on others). interestingly, four of the six 

patients related stories about appreciating unexpected kindnesses from acquaintances 

while in hospitai and this seemed to provide some sort of morale support. One 

example was Mrs. C whose landlady phoned and offered to pick her up and another 

tenant who brought her flowen and essentials such as toothbrush and a comb. Mrs. C 

commented that "so 1 feel there's two people right in my building that 1 can sort of cal1 

on if1 have to ..." 

The patients receiving support fiom either children or spouses, relied on them 

to gather information kom the team and coordinate equipment and community 

resources in readiness for discharge. As Mr. F stated, "more of this information went 

to my children.. .my children have been very much involved." Mrs. A related, "my 

son came fiom Onawa.. . our boys had to ask for everything . . . he's [son] k e n  

checking out a place where we could get sorne help to come in.. . he did a lot of the 

leg work." Mrs. B relied on her husband to organize equipment for her discharge; 

"Mr. B has been so splendid. My husband coping with everything when he's not really 

well himseif." 
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W i t v  of Life 

Each of the elderly patients interviewed referred to an interna1 or intra- 

persona1 process they needed to resolve in readiness for discharge. Patients talked 

about adjustment, fear, and the desire for some quality of life. Mn. B described her 

experience, "it was a shattering experience to me to be suddenly whipped into the 

hospital, because 1 couldn't move my legs, couldn't walk. And thinking am 1 going to 

spend the rest of my life trying to get around, in a wheelchair or something like that." 

When asked if the tearn was helping her with this experience she reflected 

". . .everybody is doing their utmost, so it is just required of me to get myself 

together." Mrs. A experienced both her self and her husband being hospitalized at the 

same time ". . .al1 of a sudden our world just fell apart" and later she reflected on her 

discharge and her husband going to a nursing home, "1 have tried to be strong and 

everythmg, but it's gerting to be a little more than 1 can handle." 

Patients also felt fear and worry at the prospect of going home before they 

were ready. Mrs. C stated "Fear, fear, I thought. How can 1 possibly manage? 1 can't 

even walk. How would 1 make it into the bathroom or the kitchen or the door? 1 was 

just shocked." Mrs. A feared another medical disaster with her high blood pressure 

while Mrs. E feared having a repeat admission, and Mr. D womed he wouid fall. 

Patients also related their ability to do things for themselves when discharged 

with having some degree of qualiîy of life. For Mr. D this was "being able to dress 

without confinements (a sock aid)". managing his incontinence and attendhg the 

church across the Street. Mr. F wished to be able to 'go home and h c t i o n  at a certain 

level which will keep me happy and reasonably well." His daughter echoed this 



importance, commenthg on her father's 'fierce' independent nature. She reported 

"without the ability to do anythllig for himself, then he is totally aware that for h h  

personally, that negates a quality of life of any sort." As Mrs. A summed it up " well, 

you're half better, but not totally better, but you are taken out [of hospital]. . . o u  

population is getting older and older.. . they are saving more people ail the tirne, 

saving their lives, then when you save their lives, what are you going to do with 

them? Just because you Save their lives, that doesn't mean they are going to have 

healthy lives." 

Patients' Perceptions of Team Memben 

Patients had mixed perceptions of team memben. Patients used words such as 

wonderful, incredibly patient, encouraging, helpful and knowledgeable to descnbe 

team membea. They acknowledged tearn members' workioad, as Mrs. C stated, "1 

must say, the girls here are just wonderful. they really are. Sometimes they're just nin 

off their feet you know, but they never seem to lose their tempers. They are always 

very calm and very good to me. So 1 appreciate it." Mrs. C. stated this of her stay on 

an inpatient ward. Her experience of her potential discharge from emergency with a 

hctured pelvis, produced different thoughts: "1 dont want to blame anybody because 

1 know how busy they are, but 1 think itts a case of the sooner you cm patch this one 

up and send her on her way the better you know, and if she's limping, well, that's 

life.. .a littie more consideration, that's ail I would say [is needed]. The basic thing 

anyway. " 

However many patients felt that team members did not hear thern, or believe 

them. Mr. D. described his experience: saying "1 just told you about gening up in the 



moming and having less mobility than the day before, and I got the impression that 

nobody was hearing me, or if they heard me, then they figure 1 don't know what 1 was 

taking about." Elsewhere, Mr D. stated he felt that team members thought he "wasn1t 

right in the head" and that he "got the impression that they think Pm exaggerating". 

He had difficulty figuring out why team memben were not believing him, "Itm not 

asking for the moon.. .I wouldn't want anyone to think 1 planned on being here for the 

winter." He summed up these interactions by stating, "it makes me feel like two 

cents." 

Two of the three patients with families who were assisting them during their 

hospitalization reported perceiving tearn membea as resendul to being asked 

questions. Mrs. A. stated, " When they [sons] were inquiring about things, t q b g  to 

tind out and organize stuff. they usually found resentment, like 'what are you doing 

poking around and asking dl these questions for and everyday checking this and 

checking that out?' Well, 1 mean who is going to do it? Somebody has to do it?" Mr. 

Fts daughter concurred ". . .there becomes a point when they are tired of our asking 

questions, and that we felt since the beginning." Other patients felt that they had 

many unanswered questions about their medical status at the time they were told they 

were ready for disc harge as evidenced by phrases such as "1 am just w o n d e ~ g . .  . " 

"There are many things 1 need to have aoswered.. . " and "It hasntt k e n  discussed.. . " 

The elderly patients also had interesthg perceptions around doctors and 

singled them out from the rest of the team in regards to two aspects of 

communication. These were, communication between themselves as patients and the 

doctor, and communication between dBerent doctors. The patients seemed 
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dissatisfied with the conversations and information they received fiom their doctors. 

Patients felt doctors visits were too brief, often occurring at times when patients were 

only just awake, or in hallways and did not provide answers to their questions. 

Patients looked to their doctors for information, for direction on what was happening 

to them medically and for coordination of medical aspects of care. Most patients felt 

that they did not find this as seen by the following quotes: 

Mrs. E. "1 had just fallen asleep and he [surgeon] came in and patted me on the leg 

and said 'oh, I'm going to go ahead and make arrangements to do surgery' and then 

he just took off.. .I havenlt seen him since." 

Mr D: "They have taken urine specimens and said they sent them and 1 never heard 

anythmg more. 1 had blood tests and 1 never heard anything more." 

Mrs A: " . . . they [docton] rush in and out for five minutes in the morning and they're 

gone.. .he [doctor] would ask me what was going on. He would Say 'well did you see 

so and so and what did he say?" Well my chart is out there for heaven's sakes, he 

should be telling me what was going on.. ." 

Mr. F's daughter: " [doctors said] okay we'll just cut it [pain medication] back, and 

they didn't prepare us for the sort of withdrawal symptoms he was having.. ." 

The second issue was around the doctors communicating amongst themselves. 

Two patients felt mongiy that their care and readiness for discharge was affected by 

poor communication between docton. One patient, Mrs. E., who named four 

specialists consulting on her care finally told one doctor inquiring about plans "1 can't 

seem to get two of them to agree on the same thing." She told her son "they're al1 

different. They've d l  got different ideas of what should be done." In fact she related 
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that nursing was asking her "when are they going to do this surgery?" Mrs A made 

this observation about her doctors: "1 have seen docton pull up shoa like this if they 

saw another doctor at the door or by my bed." She continues, "everybody is a 

specialist.. .and nobody wants to step on anybody's toes.. .instead of working together, 

each guy has his own little part and he is ever so afraid to impose on somebody else's 

temtory, and where is the patient lefi? He's just left there, and you have to have an 

advocate, sornebody has to take charge." Mrs. A felt strongly that this impacted her 

discharge, "So before they send somebody home from the hospital, the heart and the 

kidney guys should be taking and coordinating.. . because 1 am a whoie person, not 

just a kidney or a heart." 

Coordination of Discharge Plans 

n ie  theme of coordinating plans was woven through the text of the interviews. 

Several patients spoke about the lack of coordination in discharge planning and the 

need for a better way of coordinating both medicai and functional care issues around 

discharge planning: ". . .there needs to be one coordinating things" "there are other 

things that need to be on a checklist, by that I mean, no human can remember 

everythmg al1 at one time.. ." Others intimated the need for better planning when 

relating concems about their outstanding needs. Mr. F's daughter taiked about how no 

one had corne to see her father's home and assess its accessibility, and how no one 

told hirn of the importance of following up with his family physician. Mrs. C. 

mentioned that no one had tned to get her to walk at the time they wanted to 

discharge her, simply assuming she could. Mr. D. was offered a home suppoa worker 

for his laundry, which he was able to do himself in the sink, while he was wondering 
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how he would manage his urinary fkequency . Mrs. A. and Mrs. E. were both 

wondering what was in place to prevent them being readmitted with the same medical 

pro blems. 

Of the patients interviewed, one had experienced a farnily meeting and another 

was looking forward to one the next day. Two mentioned they had expenenced 

family meetings during previous hospitalizations. Their amtudes to these meetings 

were positive and they saw the meetings as an oppomuiity to hear and share 

information with the tearn. Patients, who did not have a conference, seemed generally 

unclear on the roles of team members, such as physiotherapy, occupational therapy or 

social work, in regards to discharge planning. These patients tended to identify the 

doctor as the team member responsible for discharge planning. 

Hospital Constraints 

Of the six patients interviewed, three mentioned hospitai consnaints as part of 

the reason for being discharged before they felt ready. Mrs. B stated "1 was thinking 

that you could sort of take your tirne to when you felt able to go and cope, but they're 

so short of beds here, and so they want people out. Mrs. A. said she felt guilty, "1 

know that there are lots of people who need a bed and 1 have been here since the 10" 

and you know, 1 feel guilty about that, but I can't help it." She felt that somethllig else 

was needed in the heaith care system to accommodate patients, "It seems to me what's 

really needed, because 1 see other people who are in need of medical help and can't go 

home, that there should be some extension of the hospital ...y oufre half better, but 

you're not totally better, but you're taken out." Mrs. A. M e r s  this argument by 

acknowledging the hospital as a source of iatrogenic infection, "1 know that the longer 
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you stay in hospital, the more likely you are to get it [infection]. She calls this a 'Catch 

-22' situation: "You're going to get stuck if you stay and stuck if you don't stay. Mrs. 

C lamented about k i n g  told there were no beds for her in emergency, "You h d  out I 

guess, when you have a little bit of a cnsis, just where you stand. 1 thought 1 had been 

paying into this medical seMces plan since the day it started, and when 1 need it, 

where am I? I'm out." 

Survev 

A four-page survey was distributed to only one stakeholder group, the 

interdisciplinary team members at St. Paul's Hospital (see Appendix C). A r e m  rate 

of 45% was achieved with 34 surveys completed and returned. Team members were 

located on medical and surgical units, the family practice unit and the geriatric unit. 

While the researcher distnbuted the survey purposively and in person to doctors. 

medical residents, nurses, occupational therapists, physical therapists, speech 

language therapists, social workers, pharmacists. dieticians and home care liaison 

nurses, it cannot be venfied that these people in fact were the ones to cornplete the 

survey. Since the researcher had worked with most respondents no denographic 

information was collected in the s w e y  to provide increased anonymity and the 

likelihood of honest responses. The results of the survey are reported in the next 

section and discussed. Conclusions drawn fiom the entire body of data are discussed 

in a later section. 

The fbt six questions of the survey sought the level of agreement around 

general perceptions of readiness for discharge. The results are displayed in the 
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following table (Table 1) with the value 1 equalling 'strongly disagree' and the value 6 

equalling 'strongly agree'. 

Table 1 

Tearn members' perceptions on aeriatric ~atient readiness for discharne 

S w e y  Question Range Mean Mode 

1. Geriatric patients are ready for discharge when 1-5 1.67 1 
they are medically stable, despite their level of 
function. 
2. Genatnc patients are ready for discharge when 1-6 2.82 4 
they are medically stable and able to mobilize. 
3. It is the farnily's responsibility to care for a 1-6 2.23 2 
geriatric patient at home if they are medically 
stable. 
4. I have usually f o n d  that when a geriatric 1 -6 2.26 2 
patient or family is refusing discharge, their 
concems are usually unfounded. 
5. Geriatnc patientdfamilies who refuse discharge 1-5 3.1 CI 7 

do not understand how the system works. 
6. Al1 team membea are responsible for 2-6 5.6 1 6 
considering physicai, mental, social factors when 
deciding if a geriatric patient is ready for 
discharge. 

Questions 1,2, and 6 sought the level of agreement about when a geriatric 

patient is ready for discharge. There was strong agreement (88%) that there are other 

factors beyond rnedical stability to consider for a patient to be ready for discharge. 

When a patient is both rnedicaily stable and ready to mobilize, 33% of respondents 

felt that hdshe was ready for discharge. However 94% of team members also agreed 

that al1 team members needed to be involved in c o n s i d e ~ g  physical, mental and 

social factors in relation to discharge readiness in genatnc patients. 

Question 4 locked at whether team members felt family members were 



responsible for looking after the medically stable patient at home. Again, 82% team 

members felt that there was more than medical stability required for family to assume 

care. Question 5 asked team members whether they felt that patients refusing 

discharge did not understand how the curent day medicai system works. Sixty-seven 

percent of team memben disagreed with this statement, indicating that geriatric 

patients and families are seen as knowledgeable about how the health care system 

operates. 

Question 7 was an open-ended question where team identified who they felt 

was responsible for documenting discharge plans. Al1 respondents stated that 'dl 

disciplines' involved in the patient's care are responsible for documenting discharge 

plans. Some respondents M e r  stated that al1 disciplines included the homecare 

liaison nurse and thaî input fiom the patient and family needed to be included. 

Question 8 was a two-part question first asking team members about whether 

or not the team's responsibility for the discharge plan ends when the patient leaves 

hospital. Eighty-two percent of team memben felt that the team's responsibility for 

discharge planning did not end once that patient left hospital. However there was 

discrepancy as to which team members remain responsible for the plan post- 

discharge. Tearn members were asked to name al1 the disciplines they felt remained 

responsible for the discharge plan. Thirs, one percent of respondents singled out the 

physician as the individual responsible for the patient. Sirnilarly 29% of team 

memben saw the cornmunity care team as responsible for the discharge plan. Only 

33% of team membea named one or more of inpatient team members such as the 

social worker as being responsible. 
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The results Eom question 9 showed that respondentç thought that ail team 

members involved in the patient's care are responsible in addressing patient and 

family concem when they refused to be discharged home. 

Questions 10 and 1 1 sought out the team members' reactions to a patient or 

farnily memben statement that they are not ready to go home. Tearn memben were 

asked to select fiom two lists of phrases; one that reflected their thoughts on this issue 

and the other that reflected their feelings. They were also given an oppomuiity to add 

to the lia. The list of thoughts reflected phrases that the researcher has heard over her 

years of working with teams in the hospital. The resdts to Question 10 and 1 1 are 

represented in the pie charts (Figures 1 & 2) below: 

- we're not a hotel 
other 8% 

w hat have we 
missed 
25% 

L puthg up roadblocks 
6% 

Fimue 1. Team members' thoughts in response to patients stating they were not ready 
for discharge 
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O ther 
6% frustrated 

ncemed 
25% 

4% responsible 3% 
11% 

Figure 2. Team memben' feelings in response to patients stating they are not reading 
for discharge. 

Questionhg what the team had missed dong with thinking the patient is not 

well enough were the most fiequently identified thoughts the team memben reported. 

This paralleis the highea reported feelings of concern and empathy. However, ody 

23% of tearn members reported these categories as the only thoughts or feelings 

experienced. By far the majority of team memben (77%) ticked multiple categones 

suggesting that mictions are dependent on the particular situation or that confiicting 

thoughts and feelings rnay occur for any given situation. 

In the 'other' category of question #IO, team members reported thinking about 

the patient's possible needs, and the patient'dfamily member's expectations They also 

reflected on the patient's being fearful statîng, "they are scared that something rnay go 
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wrong at home". in question #I 1's 'other' category team memben reported surprise 

and p d e m e n t :  "why is this?" "curious as to the reasons" "surprised that we have 

missed what their concerns acrually are." 

Team members were uniform in their response to question #12 stating that 

their fim priority when a patientlfarnily refuses discharge is to determine why, noti@ 

the appropriate team rnemben and take necessary steps to allay their concems by 

furthering the discharge plan. The responses to question #13 fell into three main 

categories. Patients and families needed: (a) team members to listen, reassure and 

support hem, (b) information and education, and (c) more community supports at 

home. 

Answea to question # 14 reflected the team members' perceptions regarding 

the degree of patient and family input in deciding whether the patient is ready for 

discharge. Sixty-eight percent of team members reported that patients and families 

shodd have a lot of input into this decision, whereas 30% felt that patient and 

families shouid have some input, and only one respondent felt that patients and 

families should have very littie input. Team members were asked to give their 

reasoning behind the rating they gave in this question. Respondents who gave an ' a 

lot' rating saw patients and families as needing to be involved as they have the 

knowledge of the home environment, about pnor level of function what the needs are 

regarding equipment and services and also potential barriers to discharge. Team 

members also saw patient and famiiy involvement as being necessary to gain 

agreement with the discharge plan if it is to be successful. Respondents in the 'some 

input' rating group, aiso saw patients and family as part of the team, but stated that 
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there are limitations to the weight of this input. Some of these limitations seem to 

aise out of concem that patientdfamilies' expectations are not always realistic or 

legitimate. As one person articulated, "Ideally everyone shouid stay [in hospital] until 

they feel 'cornfortable' but this is not always realistic. Many times a patient is being 

too dependent and needs to be discharged. Also family members sometimes want 

people in hospital for different reasons - not always realistic [ones]." This latter 

statement was echoed by several respondents who felt that sometimes family have 

hidden reasons for keeping a patient in hospital such as guilt, greed or wanting to go 

on vacation. Another reason for limited input is the constraints of the hospital systern: 

". . . they also need to be aware of the limitations of the hospital systern and what we 

can and can't deliver in the context of an acute care hospital." The respondent, who 

mted patients and families should have little input in deciding readiness reasoned 

that trained professionals evaluated patients and decided discharge plans and dates 

and that while patients and families could voice their concems and changes could be 

made when valid, they need to communicate them early on in their hospital stay. 

Likewise, the team memben were responsible for informing patients and families of 

how long they were expected to remain in hospital to avoid discharge being a 

"surprise". 

Chart Reviews 

Al1 six charts were reviewed after the patients were discharged fiom hospital 

and after their interviews were tnuiscribed, analysed and recorded. This was done so 

that the stories the researcher recorded would not be coloured by any information 

coming fiom the chart. The chart reviews were done to see if the team acknowledged 
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the patient was not feeling ready for discharge and if the patients concerns were 

recorded and addressed. The review aiso looked at what point in their stay discharge 

planning was initiated, how well the plan was documented and what was planned for 

follow-up. Table 2 records some of this information: 

Table 2 

Results of chart reviews 

Patient Length of # of days into # of days into Discharge Follow-up 
S*~Y admission when stay when fmt plan clearly a m g e d  
(in days) tearn stated documentation documented 

patient ready for of discharge 
discharge but planning 
patient disagreed appeared 

Mrs. A 34 20 20 No Vascular 
surgeon 

Mrs. B 34 30 30 Yes Family doctor 

Mrs. C 4 1 1 Yes None 

MI. D 32 3 1 29 Yes None 

Mrs. E 28 IO 9 No Nones 

Mr. F 22 14 14 Yes Rend unit, 
home care 
nursing and 
home care OT 

*(after two admissions to emergency within one week p s t  discharge, follow-up with 
geriatrics was planned.) 

Charting around discharge planning was variable and, in some cases, sub- 

optimal. None of the charts stated that the patient was saying they were not feeling 

ready for discharge although it was members of the patient's care team who identified 

these patients for my study. Table 2 shows that the time that the patient said they 

were not ready for discharge is approximately the same time that the very fim chart 

note referring to discharge appeared. However, in four of the six ch-, someone had 
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acknowledged the patient's concern or feelings about going home prior to the 

initiation of discharge planning. The discharge plan was clear for four of the six 

patients, that is, the reader could see what the plans were and how they would address 

functional and medical issues. Plans ranged in depth h m  one line "patient will go 

home with private home support services and follow up with surgeon" to an in depth 

review (3 patients) of problems identified, statu on discharge and plans laid. 

ï h e  charts were dificult to analyze and there seemed to be a paucity of 

information. One chart contained no written nursing notes, only clinical records of 

patient vitals such as, blood pressure and temperature. One chart had no social work 

notes; another chart had only two physiotherapy and occupational therapy notes 

despite an apparent 22-day involvement. Of the six patients, only one chart clearly 

stated the patient's goal and specific plans to assist that patient in reaching her goal. 

Mrs. B's goal was " m g  my apartment and look afler [Mr. BI." Meal preparation 

was her specific goal; for her husband it was that his wife could get up fiom the floor 

if she slipped. The occupational therapist did a kitchen assessrnent and aminged 

fiozen meals and the physiotherapist taught Mrs. B how to get up fiom the floor, 

recording in the chart "this was the husband's concem and he can now be reassured." 

The charts contained few descriptive notes about patients' feelings and 

concerns. Team members appeared to document only when a patient seemed 

excessively anxious. Mrs. A's anxiety was addressed by one gerianician: "grieving 

over her husband's condition and poor prognosis for discharge home.. . will ask social 

work to see re: grief counselling". However the issue was clearly far fiom resolved 

by the t h e  of her discharge as seen by the dietician's note, dated the day prior to 
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discharge, "Patient seems very depressed and concemed about going home." No 

follow-up plans to assist Mrs. A with this issue were documented. Mrs B's concerns 

were documented in the chart early in her stay by pastoral care," m. BI is womed 

about her husband and 'can't cope with meals' at home." The medical resident also 

acknowledged that she was "feamil to walk". Mr. F was described as "kind", 

"pleasant, cooperative" by various team membea in the chart and the social worker 

addressed his daughter's concerns around the patient's quaiity of life: "he wished he 

could regain his ability to do things.. ." For Mrs. C there was acknowledgment of her 

concerns around managing at home the day prior to her discharge. Her concems 

around being unable to walk had been documented on her first &y of admission. 

While Mrs. C said in her interview that no one tried to walk her while she was in 

emergency, a discrepancy between her story and the chart record was found. During 

her admission to emergency, both the doctor and the nursing notes state she was 

walked with a walker at least rwice. The notes M e r  stated that she had been kept 

ovemight in emergency as she did not have apartment keys and could not contact the 

building manager. It was only the next morning that her pain and mobility worsened 

to the point of needing admission to acute care. For the other two patients, Mr. D and 

Mrs. E, no descripton about their feelings or their concem were found. 

The patients' reasons for not feeling ready for discharge identified fiom the 

interviews were noted and the researcher looked to see if these were resolved by the 

tirne of discharge. Results were rnived with medical concerns being resolved more 

often than fiinctional concem. Doctors' documentation showed that the medical 

concerns articulated by patients were stable at the time of discharge. Only one patient 
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had a repeat admission wiùiin 30 days of discharge; Mrs. E. was readmitted with pain 

within 1 week of going home and then seen again within emergency where a detailed 

discharge plan including follow-up was ha l ly  written. The same cannot be said for 

the functional issues that the patients were concerned about. For Mr. D, who lived in a 

Salvation Army hotel, the team had consistently documented that he was continent 

ushg a urinal or toileting. Clearly though, Mr. D's concem about how to manage this 

at home, without the luxury of nursing to change linen and empty the urinai and the 

fiequency (up to eight times a night) with which he had to use the urinal throughout 

the night was not addressed despite nursing notes docurnenting his Eequency. There 

were no notes stating how far he had to go fiom his hotel room to the common 

bathroom or if he was given a urinal to use in his room. Again, no one had addressed 

his concem of lessening mobility in his leg or the increased pressure he felt in it when 

he bent fonvard. Mr. D. was unable to dress his lower body at the time of discharge 

without the use of aids. He was given a list of where these could be purchased. 

Mr. F. went home accompanied by the hospital occupational therapist to 

address his environmental and accessibility concem. As he was effectively 

discharged at this t h e ,  there were no notes recorded about this visit or the 

recornmendations stemming fiom it. Interestingly, his chart did note that in the 

months prior to his admission, Mr. F had turned down two offen of home 

assessments by comrnunity care team membea. Neither he nor his daughter 

mentioned this in their interviews only stating "the house has never been assessed." 

The daughter was asked specifically about home care occupational therapy but was 

unaware if it had ever been offered. Her specific concem of follow-up with the 
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family physician was not mentioned and no follow-up appointment made. Mn. B. 

went home on a two-&y pass and was discharged at the end. No one noted in the 

chart how she managed at home. The only documentation was "to be discharged." 

Lastly, the chart had piecemeal interdisciplinary charting on the discharge 

plan. Notes were scattered in various parts of the chart making it hard to put the 

patient's records together in a logical sequence. Some disciplines did chart in the 

progress notes section where the doctors write, rather than in the discipline specified 

sections and this increased clarity. However, uniess a family meeting took place or 

team rounds were recorded, it was difficult to see the contributions of the 

interdisciplinary team to the discharge pian. There was no charting by nursing 

reflecting their own actions towards the formation of discharge planning for any of 

these patients. 

S tudv Conclusions 

The survey results show clearly that team memben agrees that discharge 

planning is an interdisciplinary effort that requires the assessment and planning of the 

medical functionai and social issues surrounding the elderly patient. All team 

members are responsible for documentation of the plan and the majority of team 

members think that patients and families should have a lot of input into this plan. 

This is in agreement with the literature and reflective of best practice. However, for 

five of the elderly patients and the one family member interviewed in this study, none 

of the above had taken place in a comprehensive marner. Only one patient had a 

cohesive documented discharge plan in place at the time she stated she was m a d y  to 

go home. This patient, Mrs. B. had had a family meeting where the plan was 
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constnicted, had services and equipment in place and had the concems she articulated 

addressed. By her own admission she stated she was not ready for discharge because 

"1 am a coward at heart." 

The chan review showed that generally discharge planning began in the 

rniddle to end of the patients stay (Mrs. C being the exception). If discharge planning 

begins at the tirne of admission to hospital, it would logically follow that 

documentation about discharge goals and plans would also begin at this time but this 

was not the case in this study. Ln addition, while al1 team members agreed that every 

discipline hvolved in the patient care should be docurnenting the plan, this did not 

occur. The lack of charting on discharge planning fiom the nurses, who are the 

primary caregivers in any patient stay, was alarming. This may be attributed, in part, 

to the nurses' format of charting 'by exception'. However, given that nurses write 

much of the literahire on discharge planning and see themselves as a key stakeholder, 

then one would reason that their clinical interventions in regards to discharge 

planning need to be documented. The nurses' reasoning behind 'charting by exception' 

and their outlook on the chart as a tool for communication nceds to be investigated in 

relation to their practices around discharge planning. 

The fht discharge note for the patients appeared at approximately the same 

time they patients stated they were not ready for discharge. It is difficult to know how 

many previous conversations happened between patients, family and team members 

around discharge planning pnor to this time. At the time these notes appeared, team 

members identified to the researcher that the team felt the patient was ready to go 

home. Cm one assume that discharge planning with the patient had occumd prior to 
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this point? It is a question that cannot be answered given the data available. Only once 

the patients had stated they were not ready to be discharged did the frequency and 

degree of discharge planning documentation in the chart increase. Still at the t h e  of 

discharge only four of the six patients had discharge plans addressing medical, 

functional and social problems. 

The fact that patients had outstanding medical and functional issues at the 

time they were deemed ready to go home is a red flag that something in the acute care 

system is not working. Team members reported that they felt concem both about their 

own performance (what have we missed) and about the patient's well being (they 

really aren't well enough). Moreover, tearn members know that what the patients 

generally need is to have sorneone listen to them, to provide them with information 

and education and to have access to community supports. These nneeds were 

corroborated by the elderly patients during their interviews. The question that arises is 

why has this not already occuned during the patients' hospitaiization? Perhaps, as 

health care providers, we underestimate the amount of information and discussion 

patients and families want or are acniaily giving. As Clemens (1 995) found, team 

members felt they were giving a high degree of information. but patients and families 

perceived they were not given very much. The literature also discusses the 

inconsistencies that may occur in both the assessments team members perform and 

the answea patients and families' give and how these affect discharge planning (Bull, 

1994, McGinley et al, 1996). Unless team membea document their assessments and 

interactions with patients, inconsistencies might not be detected u t i l  the time of 

discharge arrives. Sadly, the chart reviews reflected this lack of documentation. If 
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team members have stated they are surprised they have missed something while 

patients have stated they are not king heard and are not being asked, then improvhg 

communication may be integral to solving the dilemma of what it means to be ready 

for disc harge. 

One answer to the communication challenge appears to be the family meeting. 

A well-constructed family meeting is a time when patients, family, and al1 tearn 

memben gather to share information, and discuss the care plan for discharge. in this 

mdy, the family meetings for Mr. F and Mrs. B resulted in clearly documented 

discharge plans, including plans that addressed the outstanding functional issues that 

the patients articulated in their interviews. For team memben, the family meeting 

provides a forum to involve patients and their families in discharge planning as well 

as a forum to d i scw what are realistic expectations in the acute care setting. For the 

patient and family memben, the meeting provides an oppomuiity to ask questions 

regarding their care and prognosis, to articulate their concems, and to seek support 

fiom team members. 

The results of this study corroborate many of Tennier's (1997) findings. 

Barrien to effective discharge planning in their Canadian hospitai included: (a) lack 

of clear documentation of the discharge plan, (b) a lack of communication and 

coordination between tearn members, (c) inaccessible or inadequate comrnunity 

resources, (d) patients and families not being adequately informed about discharge 

dates, (e) a failure to consistently include patients and families in the discharge 

planning process, and (f) a failw to staa discharge planning early enough in the 

patient's stay. 



Discharge Readiness 60 

S tudv Recommendations 

Recommendations address five main areas of pmctice -- communication, 

documentation, the role of a case manager, utilization of clinical tools and follow-up 

that are outlined below. While these recommendations are being given to the G A P ,  

the sponsoring group of this study, they extend in principle to al1 the medical and 

surgical units in St. Paul's Hospital that care for elderly patients. 

Communication 

Communication between the interdisciplinary tearn members and the elderly 

patient and family needs to be enhanced. Patients have stated clearly that they have 

outstanding questions and needs. Team members recognize that there are patient 

concerns and issues that have been missed. It is essential for the team to provide more 

information rather than less information to patients and families and to provide that 

information in a variety of formats. Patients will have a clearer idea of expectations 

and this will decrease the chances of 'unexpected' disc harges. 

Methods for improvement. 

1. Bedside Chat. Conversations with patients regarding discharge planning 

need to start occurxing earlier in the hospitai stay. Patients and families need to be 

given a direct opportunity to cl&@ their expectations of discharge destination and 

any barriers (physical, fictional, social or emotionai) that they can articulate. They 

also need to be actively involved in goal setting and planning to enable them to be 

ready for discharge. These goals need to be understandable to the patient and family. 

This means that patients and family members understand clearly what part of the goal 

will be reached in hospital and what will be reached pst-hospitalization. 
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2. White Board. A white board at each bedside would enable patients and 

families to write d o m  the questions or key words as a reminder of questions they 

have for various team members including the doctor. In tum, the team member can 

provide the writer with an answer to the question either in conversation or by writing 

a response if it is an early rnorning physician visit and the patient is unlikely to 

remember a conversation. If privacy is a concem then a notebook could be given to 

each patient. 

3. Brochure. One method of initiating this discussion would be to provide 

written material on discharge planning that includes a checklist of items to consider. 

A brochw could also state d l  tearn memberst roles and responsibilities in the 

discharge process and even give names of the various team members. Wrinen 

material provides another avenue for the GATP to state their philosophy and 

expectations around discharge planning to their patients. 

4. Video. Providing a visual and auditory matenal on discharge planning 

will assist patients and families who may leam better fiom this method or who have a 

low literacy level. A video will also provide an opportunity for tearn members to give 

education to more than one person at a time. This video could potentially be 

broadcasted on the in-hospital television information channel. 

5. Family Meetings. Elderly patients and families need to know early in their 

stay that there is opportunity to have a meeting with the team. While this is the most 

the-consuming of the methods recomrnended, the study resuits have pointed to the 

efficacy of the meetings in tems of addressing patientst needs and providing detailed 

documented discharge plans. 
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6. Follow-up appoinmients. Follow-up is planned for many patients, usually 

with a specialist or with their family physician. These appointrnents need to be 

booked and given to patients and families prior to their leaving hospital. This will 

provide a better opportunity for cornpliance with discharge plans. 

Documentation 

The patient chart is the legal entity that records the patient's hospital journey. 

It is paramount that charting by team members stands up to scrutiny and legal 

recouse. The chart is also one of the main methods for team members to 

communicate with each other. Only if a tearn member's intervention is recorded do 

others know with certainty it took place. Documentation also takes tirne. Team 

members at St. Paul's have been reluctant to adopt more forms, as they tend to create 

one more place to record. Each discipline has their own charting standards and this 

needs to be reviewed. The chart reviews in this study point to substandard charting 

and the fkgmentation of documentation by both disciplines recording in separate 

areas, 

Methods for im~rovement. 

1. Recommend a mode1 of continuous charting. The GATP could recommend 

to Clinical Informatics that the organization rnove to a system where al1 disciplines 

document in the same area would allow for better integration and continuity of plans. 

Less time would be required by tearn members to review each notes from 

professionals in other disciplines and readen are likely to gain a clearer pictue of 

patient progress and functionai statu. In addition, the GATP needs to support the 

hospital's vision of interdisciplinary computerired charting, 
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2. Standards of charting. Understanding the different disciplines charting 

standards and agreeing on a minimum universal standard for the GATP unit to which 

al1 members can hold each other accountable wouid allow for more standardized 

charting and more comprehensive information on the chats. 

3. Discharge plans need to be recorded earlier in the patients stay. This 

documentation needs to include clear statements of the patients' own goals and their 

discharge environment. Goals must include indicators or outcome measures that c m  

be tracked for evaluation. The patients' concems and feelings need to be recorded, to 

reflect that team membea have acknowiedged this aspect of patient care. Follow-up 

plans also need to be clearly documented by the team. 

Case Manajzer 

The case manager mode1 provides elderly patients and families with a 

designated penon to assist in the coordination of care, discharge planning and follow- 

up. The case manager is in a position to communkate and coordinate with al1 health 

care disciplines and liaise with community partners. 

Methods for im~rovement. 

1. Evaluate the benefits of case management with the elderly and develop a 

strategic plan for continued lobbying for fùnding case managers if the evaluation 

outcornes support such action. 

2. On the GATP unit, each patient is assigned a point person whose 

responsibility is to act in the capacity of a 'concems' person. Their job is to facilitate 

the resolution of concems that patients and families articulate around discharge plans. 

This will ensure that patient and family concerns get heard and do not get lost in the 
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system or between rotations of team members. This person can also represent the 

patients' concerns at interdisciplinary rounds. 

Clinical Tools 

Tools such as checklists, assessments and guidelines provide a way of 

effectively organizing patient care and ensuring that desired discharge outcomes are 

achieved. There are two main tools that the G A P  needs to consider for different 

aspects of their program. 

Methods for improvement. 

1. Clinical Pathway. A clinical pathway would provide al1 team members 

with a standard way of addressing discharge planning. Roles and responsibilities of 

each team member would be outlined and the process that m u t  be navigated 

articulated. A pathway provides a method for new tearn memben and relief team 

members to be clear about the process of discharge planning on the unit and provide 

care consistent with the GATP's mission (Seppelt, M. persona1 communication, 

March 29,2001). 

2. Discharge Readiness Checklist. The creation or adoption of a discharge 

checklist provides patients, families and team memben with a simple tool to identie 

needs. Patients and team memben can fil1 out the tool together or separately. 

Checklists are quick and efficient, and c m  be easily reviewed to see what has k e n  

addressed and what remains outstanding. A checklist will provide a way of ensuring 

al1 physical, hinctional, social and environmental factors that contribute to a patient's 

readiness for discharge have been addressed. 
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Follow-UD 

Finding a rnethod for follow-up on discharge plans will give team members 

feedback as to effectiveness of their planning and allow identification of areas in need 

of improvement. If team memben do not receive feedback, there is little incentive to 

improve practice. 

Methods for improvement. 

1. Survey of Patients. A random number of recently discharged patients or 

family members could be mailed a simple 5 to 10 question checklist to cornplete and 

r e m .  The checklist would ask about overall satisfaction with or implementation of 

discharge plans. With carefully chosen questions, this continuous feedback provides 

tearn memben the opportunity to identiQ gaps in planning and make improvements. 

Results of such checklists could easily be disseminated to team members on a regular 

basis, 

2. S w e y  of Comrnunity Services. Comrnunity services to which patients 

are kequently referred could be surveyed to ascertain the appropriateness of their 

r e f eds ,  the number of referred patients who are accepted and seen and the outcome 

of the discharge plans the team has made for their patients. This would provide the 

GATP with information and feedback on the level of continuity of care for their 

patients and enhance new and existing partnerships with these agencies. 

3. Telephone Follow-up. While more time consuming, follow-up by 

telephone interview with patients (ail or a random number) one-week post-discharge, 

would provide an opportunity for team members to identify outstanding concerns and 

answer questions relating to the patients' hospital care and discharge plans. This has 
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the potential to involve al1 disciplines ensuring feedback is received throughout the 

tearn. 

The recornmendations fiom this study address some of the gaps in the GATP's 

&y-to-&y practice of hel ping patients become ready for discharge. The y are 

strategies to improve the quality and consistency of care provided to the elderly 

patients. The researcher acknowledges that practice on the GATP is also constrained 

by the structure, processes and funding of the health care system. There is a lack of 

diverse, accessible community-based services for the increasing elderly population. 

For example, there appears to be a need for community based transitional care units 

where elderly patients may receive convalescent care and ongoing rehabilitation prior 

to rehuning home. Although the GATP must continue to propose and lobby for 

hcreased services for their patients, these wider systems issues need to be addressed 

urgently by al1 levels of government. 
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CHAPTER 5 

Research Implications 

0rp;anizational Im~lementation 

Implementing any of the recommendations conceming communication, 

documentation, role of a case manager, clinical tools and follow-up will require the 

GATP interdisciplinary team members to make changes to their operations and 

clinical practices. The change-making process will cal1 for both a reorganization of 

the GATP system as well as a review of the team members' patient care philosophy. 

The GATP needs to make changes that are in line with their stated mission and values 

and the over-arching Providence Heaith Care's organizational values. Team memben 

will be called upon to discover their level of motivation for making change and their 

own level of desire to improve the care they give elderly patients and families. The 

researcher recognizes that fiscal and manpower resources are scarce for the GATP, 

but urges the GATP leaders to capitalize on their team's strengths, which include their 

creativity, knowledge, passion and dogged persistence. 

Given the apparent increasing workloads for professionals in the health care 

system, making change is often met with resistance. hplementing recommendations 

on the G A P  can be achieved one step at a time and does not require a complete 

overhaul of the system. If the change process has meaning for the team members and 

patients involved it is more ke ly  to be embraced. Thus the change process needs to 

involve those it is 'happening to'. The GATP team members have previously utilized 

the Rapid Cycle Change Process (Baker & Norton, 1994) to improve the 

interdisciplinary team rounds on their inpatient unit The researcher suggests that this 
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process be used to implement recommendations adopted fiom this snidy. The Rapid 

Cycle Change Process is a plan/do/study/act process that enables small groups of 

individuals to effect continuous quality improvement. It is ideally suited to the health 

care profession where change is constant, and providing excellent care is a challenge. 

Last year, the GATP underwent the hospital accreditation pmcess. 

Opportunites for irnprovement included the need to: 

1. Document the patient's experience of their disease and the patient's 

involvement in key decision-making needs to be M e r  encouraged. 

2. uiform patients and families need to be infonned about oppominities for 

input into care planning meetings. 

3. Use effective communication tools are required to facilitate consistent 

goal-oriented patient care by al1 team members. 

4. Re-examine the need for a caregiver support group. 

5. Increase the use of the Discharge Planning Fom. 

6. Develop a form for patient/farnilies to give feedback to the 

multidisciplinary staff to identi@ priorities for improvement in patient care. 

5. Lobby for the r e m  of case managea to the outpatient clinic and consult 

team. 

(Providence Health Care, A p d  2000) 

These opportunities overlap with sorne of the recommendations of this study. 

lmplementing strategies for irnprovement will resoive sorne of the issues around 

discharge readiness that patients and team members have identified. The GATP has 

commitied a small group of team members to creating some strategic plans to meet 
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the desired goals. This team would be able to identie where some of this study's 

recommendations fit with actions to be implemented to achieve the accreditation 

standards. 

The implementation of this study's recommendations needs to occur in al1 

facets of the GATP : the inpatient unit; the consult tearn; the outpatient clhic and the 

home visit prograrn. Wherever possible, the team needs to capitalize on opporninities 

of the program's unique configuration. For example, home visits and the outpatient 

clinic provide an excellent oppomuiity to follow-up on recent admissions. Likewise, 

if the consuit tearn starts to utilize a discharge checklist, this will be seen by other 

team members within the organization and would create opportmity for irnprovement 

in the care of elderly patients not seen through the GATP. 

Where necessary the GATP may wish to consult other resource people within 

Providence Health Care. These may include the Clinical Pathway Consultant, and the 

departments of Clinical informatics and Organizational Development or colleagues in 

other genatric programs. Such resources cm assis in developing workable solutions 

and ensure the focus is on a viable outcome that is consistent with the standards of 

best practice reflected in the titerature. Consulting others outside the GATP can 

provide the objectivity needed to ensure that approaches are interdisciplinary in focus 

and can also assis with identifjmg and meeting the educational needs of the team. 

The GATP needs to weigh the implications of implementing changes to 

discharge planning against the implications of maintiiining the status quo. Again, this 

requires the GATP team membea to reflect on their values and the direction they are 

taking their program. The GATP is challenged to look at the care fiom the elderly 
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patients' and families' perspectives. Ignoring the perspective of the patients has grave 

implications for the care the patients receive. Patients will continue to be discharge 

with unmet needs, and this will increase the burden on caregivers and community 

resources. Unless changes are made, low patient and family satisfaction with 

discharge planning will result and continue to be reflected in patient care surveys. The 

GATP tearn memben also need to be aware that not implementing changes in at l es t  

the area of documentation leaves them vulnerable fiom a legal perspective. Team 

members have an obligation to document patient care in the health record and 

recognize that the record represents a legal document. 

A reluctance to make improvements in discharge planning for the GATP 

would create questions around the GATP and hospital's accountability towards their 

care and service agreements. These are the goals and key indicaton set for patient 

care and provide a frarnework for the improvement and delivery of services. In many 

respects, the care and service agreements bnng to life the mission and values of the 

Providence Health Care Group. They are one method of ensuring that the mission and 

values do not simply become words on a piece of paper. If the GATP wants to adhere 

to its mission statement (see Appendix A) and "ease the transition of the older adult 

through the health care system" then it m u t  continually improve upon its practices to 

ensure elderly patients are ready for discharge. 

Future Researc h 

Future research on questions arising kom this study can contribute to both the 

medical and allied professionals' health body of knowledge and to the effectiveness 

and efficacy of services provided by Providence Health Care and the GATP. While 
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there is much literature written on discharge planning, there is less research on 

stakeholders' perceptions around the meaning of readiness for disc harge. Disc harge 

readiness and planning strategies to improve elderly patient and family care need to be 

shared between health care disciplines and organizations. These strategies need to 

target the patient care level and the systems level. The researcher hopes this study 

will contribute knowledge about patient care and foster more research. Several 

questions for M e r  investigation arose from this study. Answering these questions 

through research could lead to m e r  opportunities for continuou quality 

improvement on the GATP: 

1. What staff: patient ratio is needed to achieve the GATP's goals? 

2. Does documentation in the patient chart really facilitate communication 

between team members? 

3. How can tearns use the time they have more effectively with patients? 

4. If team memben spend more time on quality improvement 

projects/committees what will be the implication for meeting patient care needs? 

5.  What cornpetencies and skills do team members require to Mfill the GATP 

mission? 

6. How can physicians improve thei. communication between each other? 

7. 1s 'charthg by exception' an efficacious rnethod of documentation? 

8. What does 'client-centred care' really mean for Providence Health Care? 

9. How does client-centred discharge planning work given the present constraints 

of the health care system? 
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CHAPTER 6 

Lessons Learned 

Research Lessons Learned 

This was my first experience at undertaking a formal research project. It has been 

a learning adventure. 1 have appreciated the challenge of maintaining the 'big picture' 

of the overall goals and expenences of the project while simultaneously attending to 

the finer details of ethics, methodology and data analysis. The lessons 1 have learned 

follow. 

1. Passion. Prior to starting this project, 1 had completed a proposal on another 

topic, which 1 was growing steadily unhappy about. 1 tossed it aside and settied on 

this topic and that was the moment I felt excited about doing the work. Without that 

enthusiasm, 1 do not think I would have felt satisfied about the research process. 

2. Ethics. The process for ethical approval through my organization took much 

longer than 1 had anticipated and proved to be a sturnbling block at getting the project 

started. The hospital ethics committee also required al1 rny methods and data 

collection tools at the tirne of submission. This meant that I could not base my survey 

on the data 1 collected in my interviews or choose other methodologies such as focus 

groups. Unfortunately this seerns to be one area where the principles of action 

research do not 'fit' with the hospital's ethicai approval process. To continually seek 

approval for additional methods, or changes to survey questions would have been 

very time-consuming and did not fit within the time coTlStraints of the project. 

Figuring out the process for each organization's ethical approval and the timeframes 

for approval is necessary for planning each step of the research project. 
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3. Finding subjects. 1 thought it would be easy to find subjects to i n t e ~ e w  but it 

was much harder than anticipated. It required me to be diligent in making daily 

rounds to team members asking them about potential subjects. 

4. Analysis: 1 found it very helpfûl to have clear steps to follow for the analysis. 

I used Kirby and McKenna's book, Methods fiom the M a r e s  (1989), to guide me 

through my analysis and ensure I did not skip any important steps in managing my 

data. 

5. Wnting. Taking a break after the initiai draft was completed was helpful in 

providing me to some distance and clarity around what still needed to be done in the 

writing . 

6. Recommendations. The challenge I found here was to make certain my 

recommendations were realistic and achievable for the organization. This was 

important so that my work and the participants' contributions to this project were not 

simply an exercise for my degree but could lead to real change. 

7. Answers beget questions. More questions will arise fiom research than 

answers. 

8. Note taking. Joning down notes or joumaling in some form enables the 

researcher to reflect on what worked, did not work or needs to be discussed Iater in 

the w-riting the paper. As well, it helps to develop the skills of a "reflective 

practitioner" and see where personal bias can affect the research process, data andysis 

and clinical practice. 

9. Satisfaction. Of al1 the parts of the research process, 1 most enjoyed listening 

to my subjects tell their story. It was satisfjmg to give them an opportunity to be 
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heard and to express their thoughts and feelings. It also served as a reminder to me, as 

an occupational therapist, of the immense importance of seeking to understand my 

clients' expenences of illness and disability. 

Pro- Lessons Learned 

The following section consists of my reflections on mandatory and leamer- 

chosen cornpetencies I undertook during the research phase of this Royal Roads 

program- 

1. Leadership. 1 have remained active in the operations of the GATP through 

my work as a case manager in the first four months of this project and by continuing 

with GATP committee work in the 1s t  four months as 1 changed roles within the 

organization. 1 have initiated discussions around the need for improved discharge 

planning processes with my colleagues. 1 need to continue to provide leadership to the 

GATP and the organization by assisting in the implementation of any of the 

recommendations they choose fiom this project. This leadership competency was also 

evaiuated through a 360 feedback process by the organidon. the results of which 

were shared with the Major Project Supervisor and Project Sponsor. 

2. Apply systems thinking. This paper discusses the need to address 

disc harge readiness and discharge planning on both the program-level and the heaith 

care systems level. As the root of the problem is founded in both the &y-to-day 

practice of those professionals delivering care and in the overarching organizational 

and financial structure of health care, solutions need to address both levels. 1 

recognize that my present circle of influence Lies with the day-to-day practice of the 

GATP. Thus, the recommendations of this study target the GATP. As my role within 
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the organization changes, I need to continue to seek information about how the system 

works and how I can continue to work to improve patient care in al1 facets of the 

system. 

3. IdentiQ, locate and evaluate research findings. Data collection, analysis 

and synthesis took place as outlined in the project proposal. The only rnethodology 

change fIom the proposal phase was the addition of chart reviews, which was decided 

upon after discussion with the Project Sponsor and subrnitted for ethical approval. 

Standard methods of qualitative analysis were followed. 

4. Use research methods to solve problems. Patient and family interviews, a 

survey of heaith care teams and chart reviews were the methodologies chosen for this 

study . These methods, common to qualitative research designs, allowed for input 

from varying stakeholders into the problem and enabled trimgdation of the data. 

5. Communicate with others through writing. This was evident in several 

phases of this project: the proposal, ethics submissions, letters of introduction to 

stakeholders, the consent form, letters to team memben requesting subjects for the 

study, and the final written research paper. 

6. Demonstrate leadership characteristics. Personal qualities of leadership 

and leadership mtegies were demonstrated in the workplace throughout this project 

course as evidenced by the results of the candidate's 360 feedback conducted by the 

organization. These results were shared with the Major Project Supervisor and 

Project Sponsor as outlined in my proposal. 1 need to continue to view leadership as 

a learning curve and take advantage of both the leadership opportuaities and leaming 

opportunities that are available to me. 



7. Help others leam. I have actively discussed and shared my results and 

recommendations with several people in St. Paul's Hospital who have expressed 

interest. Formai and informai discussions about this project have provided a venue 

for asking questions that challenge how and why patient care unfolds the way it does 

in the hospital. 1 need to take the resuits of my study and write a paper for publication 

in a relevant health care joumal and share my results with the occupational therapy 

students 1 teach. 

8. Create learning opportunities in the workplace. 1 believe that the survey 

questions provided an opportunisr for team rnembers to reflect on their work and their 

reactions towards elderly patients who stated they are not ready for discharge. In 

addition, 1 have been asked to present the results and recommendations to members of 

the GATP. The irnplementation and evaluation of any of the recommendations will 

provide another learning opportunity. 

9. Managed own learning to achieve maximum added value. 1 made active 

use of the resources around me to increase my leaming throughout this project. 1 

sought information both through on-line resources and through the libraries at the 

University of BC. 1 discussed the project and sought input from people in various 

departments of the organizatioo - utilization management, community partnership 

developments, organizational developrnent, Departments of Geriatrics and Family 

Practice, and Social Work. I sought regular feedback fiom my project s u p e ~ s o r  and 

sponsor to ensure that adjusmients were made early in order to increase the potential 

value of the project to my organkation. In addition I attended two relevant 

workshops: "Coping with Crisis: Searching for Solutions" (on discharge planning) 
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and "Measuring for hprovement" (2001 BC Quality Care conference). 1 also 

networked with several of my fellow classrnates as a means of reflecting on the 

research process and Iearning fiom each other's successes and mistakes dong the way. 

10. Recognize ethical considerations There were four primary ethical 

considerations noted in this project: 

(a) the need to ensure elderly patients participating in the i n t e ~ e w s  were 

competent to give consent, 

(b) the need for a representative of the researcher to make the initial inquiry of 

whether or not a patient wished to participate in the study, 

(c) the need for confidentiality of patients interviews to be maintained, and 

(d) the need to address confldentiality of the survey respondents as they are 

the researcher's colleagues. 
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Geriatric Assessment & Treatment 
Program 

Mission Statement 

The Genatnc Assessment & Treatment Program (GA TP) a t 

St. Paul's Hospital assists the older adult with complex health 

problems to remain as independent as possible. The GA TP 

provides comprehensive multi-disciplinary assessrnent and 

treatrnent, caried out by a team with specialized skills in the 

treatment of the older adult. In addition to clinical treatment and 

care, the GA TP participates in education and research activities 

related to health care of the older adult. 

The GA TP adheres to the philosophy and mission statement 

of St. Paul's Hospital, with a focus on promoting the dignity and 

autonomy of all older adults. By supporting and collaborating with 

patients, families, friends, and community health care providers, 

the GATP is committed to the concept of a hospital without walls, 

thereby easing the transition of the older adult through the health 

care system. 

Note. Copyright of Providence Health Care. Reprinted with permission 
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Geriatric Assessrnent and Treatment Proman- Organizational Chart 
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Geriatric Assessment and Treatment Program 

Medical Advisory Committee 

St. Paul's Hospital Division of 
Geriatric Medicine 

1 Communication 
Group 

Geriatric Program 
Committee 

Local Advisory 
Cornmittee 

àub Cornmittees 

(r 

1 .  Finance Subcommittee 

2. PRIEducation Subcommittee 

3. CQI Subcommittees 
- Accreditation Task Force 
- Patient Satisfaction 

Evaluation 

4. Geriatric Assessment and 
Treatment Clinic Committee 

5. Geriatric Consuit Service 

Note. Copyright of Providence Health Care. Reprinted with permission. 
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Appendix C 

Providence Health Care - Mission. Vision, Values 
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m t e  
H E A L T H  C A R E  d 
Mission 

Providence Health Care is a Catholic health care community that respects the 
sacredness of al1 aspects of life. 

[nspired by the healing ministry of Jesus Christ, our staff, physicians and volunteers 
are dedicated to service and to the support of one another. 

in this environment of service, support and respect, we meet the physical, ernotional, 
social and spiritual needs of those served through compassionate care, teaching and 
research. 

Vision 

Togetber, we shall create a healthy community of inspiration and 
solace: 

by emiching the lives of those we serve and those who serve with us; 
by contributing to our community's capacity for healing and wellness; 

passionately pursuhg and sharing learning; 
seeking answers to questions not yet asked; and 
consistently exceeding expectations. 

Values 

We nurture the God-given creativity, love and compassion that dwells within 
us dl. 

We build our relationships on honesty, justice and faimess. 

S tewardshiD 
We share accountability for the well-king of our community. 

Tm 
We behave in ways that generate trust and build confidence. 
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. . 

Excellence 
We achieve excellence through leaming and continuous improvement. 

We respect the diversity, dignity and interdependence of dl persons. 

Note. Copyright by Providence Health Care. Reprinted with permission. 
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Appendix D 

Providence Health Care Patient Refusai of Treatment and Dischar~e - Draft Policy 
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3- CORPORATE PUBLICATIONS 
Approved Date: ? 

Revised Date: 

1. PHC adheres to the policy 4.12.13 of the Ministry of Heaith and the 
Ministry Responsible for Seniors wherein: 

An inpatient who no longer requires acute care and who refuses: 
The Continuing Care Assessment 
To be wait listed for a Residential Care Facility or 
A suitable Resident Care Placement or other options for cornmunity 
placement; 

must be charged the full cost of hospital care as of the date of refusal. 
2. PHC follows the same policy in the event that patient refuses treatment in 

appropriate care that is available outside the acute Gare setting. 

PRINCIPALS 

1. All care teams are responsible to offer each patient an appropriate Gare 
plan. 

2. All care team members are responsible to support patients for effective 
and appropriate discharge. 

3. Care teams endeavor to ensure that hospita18 community resources are 
utilized effectively. 

4. Care teams and their members working to resolve issues relating to a 
patient's refusal for treatment and/or discharge are supported by their 
program leaders and by the Senior Leadership Team. 

5. Patients are notified upon admission of PHC and the MOH's policies 
relating to refusal of treatment andlor discharge. 

GUIDELINES 

Patient Refusal of Treatrnent 
As a part of hospital orientation, patients are notified upon admission of PHC 
and the MOH's policies relating to refusal of treatment andior discharge. In 
the event that a patient refuses treatment: 
1. Treatrnent options are outlined and documented along with clarification as 

to why the patient is refusing treatment. 
2. Issues or cuncems about the patient's competency are managed 

according to PHC CONSENT POLICY(CPF0500). 
3. All treatment, discharge options, clinical consequences of refusal and 

discussions with the patient are documented in the health record. 
4. The Patient is reminded of PHC policy and guidelines relating to refusal of 
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treatment and discharge. 
5. If patient continues to refuse treatment and /or discharge, the Finance 

Department is notified to implement policy. 

Patient Refusal of Discharge 
As a apart of hospital orientation, patients and families are notified upon 
admission of PHC and the MOH's policies relating to refusal of treatment 
andfor discharge. In the event that the patient is no longer receiving or 
requiring interventions provided in the acute care setting and is refusing 
discharge: 
1. Barriers to discharge are identified by patient, family or team members. 
2. Barriers to discharge and discharge options are addressed with the 

patient and documented in the health record. 
3. If the patient continues to refuse discharge, the patient is rerninded of the 

PHC policy and guidelines related ta refusing discharge. 
4. If patient continues to refuse discharge. the Finance Department is 

notified to implement policy. 

Patient Refusal of Wait list or Discharge to Long Tem Care Facility or 
Designated Alternate 
As a apart of hospital orientation, patients and families are notified upon 
admission of PHC and the MOH's policies relating to refusal of treatrnent 
andior discharge as well as the fint available bed policy. In the event that the 
patient is designated ALC and is waiting placement to a residential facility 
and is refusing wait list or discharge to a designated long term care facility: 

ssue andfor barriers to the wait list or firçt bed available policies are 
dentified by patient or Gare team memben. 
3arrien and options are addressed with the patient and documented in 
:he health record. 
If still refusing placement, the patient is reminded of the PHC and MOH 
3olicies and guidelines relating to refusing wait list or discharge to a long 
lem care facility. 
If patient continues to refuse treatment, the Finance Department is 
notified to implernent policy. 

DEFINITIONS 
Care Team-is an interdisciplinary team, focusing on a defined patient 
population in a specific geographic area. Role of the care team: 

care planninglimplementation/evaluation 

interdisciplinary communication 
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accuuntable for decisions affecting the care of their patient 
population 

implementing improvements for care 

accountable for efficient use of allocated resources(i.e. equipment 
and supplies) 

focus on practices 

Discharge Planning-a cuordinated plan by the care team with 
collaboration with the patientfiamily to assist the discharge process. 
The team assists in the early identification and assessment of the 
patient's needs and implements timely discharge plans. 

Potential Barriers to Discharge 

PatientlFamily unable to Gare at home 

PatienüFamily refusing to take person home 

PatientlFamily refusing facility care offered 

Unidentified expected discharge date 

Family not include in discharge planning process 

Support in community not available 

Patient and family not aware of hospital policies 

Discharge plan not documented 

Lack of resources 

Continuing Care-provides a van'ety of in-home support services, 
residential care services, and special support services to assist people 
whose ability to function dependently is affected by health related 
problems 

Residential Carea varîety of levels and types of care for clients who 
can no longer live at home due to health conditions or social conditions 
which make independent living unsafe or impractical. Residential care 
is only considered when home support services are detenined to be 
inappropriate to meet individual needs. 

Alternate Level of Care(ALC)a patient who is finished with the acute 
phase of hisher treatrnent. The patient may be convalescing, 
experiencing social or economic bamers to discharge, waiting for 
homemaking or home care services, or awaiting placement in another 
facilW. If these services were available or certain bamers removed, 
the patient would be discharged immediately. 
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REFERENCES 
Ministry of Health And the Ministry Responsible for Seniors Policy 
Manual, July, 1999. 

Consent Policy -Corporate Policy Manual May, 2000, Policy CPF0500. 

Understanding ALC -PHC, 2000, Public Folders. 
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Note. Copyright by Providence Hedth Care. Reprinted with permission. 
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Appendix E 

interview Ouestions 
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Interview questions for elderiy patients and family 

Listed below are sample questions. These questions wili not necessarily be asked in 

this order or phrased in the way presented here. 

1. Tell me why you feel you are not ready to go home? 

2. Why do you think the team is saying yodyour family member is ready 

for disc harge? 

3. (to patients) What needs to be different for you to feel ready for 

disc harge? 

(to family) What needs to be different for you to feel your family 

member is ready for discharge/for you to be ready for them to be 

disc harged? 

4. What does staff need to know to help a patient be ready for discharge? 

5. How could staff have improved the discharge planning process for 

you? 

6. How could staff have helped yodyour family member to be more 

ready for discharge? 
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Appendix F 

Letter of Introduction and Survev 
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Letter of Introduction 

Dear CoUeapes: 

This survey is part of a research project sponsored by the Geriatric Assessment 

and Treatment Program answering the question, Whut qualitative differences 

does case management muke to the discharge planning of the frail elderly seen by 

the Geriatric Consult Serwice?" The project is being conducted by Jennifer 

Selman as partial fulfillment of the requirements for the degree of Masters of 

Arts in Leadership and training, Royal Roads University. 

This project is a qualitative study exploring the role of case management in the 

discharge planning of the elderly on the Geriatric Consult Service. This project 

creates an opportunity for participants to contribute to the development of the 

case manager role and a clearer understanding of the needs of the frail elderly in 

discharge planning from St. Paul's Hospital. 

Please contact the researcher at any time if you have further questions 

concerning any matteers reiated to this research: 

Jen Selman 

Geriatric Assessment and treatment Program 

Tel: work (604) 682-2344 local 63455 

Fax: work (604) 806-8390 

emaü: jen.selman@royalroads.ca 



Discharge Readiness 100 

Survey 

Frnii elderly patients in your service area have received case management 

seMces through the Geriatric Consult Service and some of these patients have 

volunteered to be participants in this project. 1 invite you to take part in this 

survey (see attached) and provide feedback on the role of case management in 

discharge planning. 

Cornpletion and submission of this survey will be taken as consent to your 

participation in this project. 

AU surveys are confidential. You are not required to put your name on the 

survey. 

Aii survey data will be kept in a secure place, inaccessible to the public. 

Surveys wili be destroyed at the end of the study. 

The results of the survey will be made available through the Geriatric 

Onices. A general notice to each unit wiii be made. 

This study has been designed to comply with the ethical guidelines for research 

regulated by the Royal Roads University and St. Paul's Hospital, University of 

British Columbia. If you have any questions related to the ethical procedures 

governing this research, you ma contact the Director of Research at Royal Roads 

University, Dr. Mary Bernard (250) 391-2511. 

Thank-you for your participation, 

Jen Selrnan 
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Suwey Questions - Staff 

Please note: geriatric patient = patients over 65 years 

answereà by circiing the most appropriate number 

Rate your iwel of agreement with the followhg statements: 

1. Geriatric patients are ready for discharge when the doctor says they are 
medically stable despite their level of function. 

Strongiy Disagree Strongiy Agree 

2. Geriatric patients are ready for discharge if they are medicaily stable and 
able to mobilize. 

S trongly Disagree Strongly Agree 

3. It is the family's responsibility to care for a geriatric patient at home if they 
are medicaUy stable. 

Strongiy Disagree Strongly Agree 
* * -  - 

4. 1 have found that when a geriatric patient or family is refusing discharge, 
their concern is usually unfounded. 

Strongly Disagree Strongiy Agree 
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5. Geriatric patients/famiiies who refuse discharge do not understand how the 
system works. 

6. AN team members are responsible for considering physical, mental, and 
social factors when decidhg if a geriatric patient is ready for discharge. 

Strongly DYagree Strongiy Agree 

Please answer the following questions: 

7. Which disciplines are responsible for documenting discharge plans in the 
geriatric patient's chart? 

8. Does the team's responsibüity for discharge planning end when the geriatric 
patient leaves the hospital? Circle answer. 

Yes 

If no, name the disciplines on the team remains responsible? 
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9. Whose responsibility is it to address the concerns that geriatric patient/ 
farnüy members express when refushg discharge? 

10. Which of the following phrases most often cornes to mind for you when a 
genatric patient/ family m e m b e ~  state they are not ready to go home? 
Please check o n  al1 the answers that apply to you. 

1-1 "welre not a hotel" 

"attention-seeking " 

1-1 "we need the bed" 

r] "they really aren't well enough" 

lfputting ~p roadblocks" 

1-1 "they're lonely" 

[g "what have we (team) rnissed?" 

1-1 other (fil1 in) 

11. What do you feel when a geriatric patient andlor family members state(s) 
they are not ready to go home? Please check off aii the answers that apply 
to you. 

Frustrated 

Concemed 

Angry 

Responsible 

Annoyed 

Empathetic 

Womed 

m e r  (fill in) 
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12. What is your first priority when a patientkmily refuses discharge? 

13. What do you think the patientlfamily refusing discharge needs? 

14. (a) How much input should the patientlfamiiy have in deciding if the patient 
is ready for discharge? 

Very little Somewhat A lot 

(b) Briefiy describe the reason for your rating in 15(a) 

THANK YOU for taking the t h e  to complete this survey. 
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Appendix G 

Participant Consent Form 
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PARTICIPANT CONSENT FORM 

Mat factors conîribute to elderly patients perceptions that they are not ready for 

discharge? 

This is a major research project sponsored by the Geriatric Assessment and Treatment 

Program and conducted by JeMifer Selman as partial fulfillment of the requirements of a 

Degree of Masters of Arts in Leadership and Training, Royal Roads University 

This project is a qualitative study explonng the perceptions of patients and 

families around readiness for discharge fkom hospital. This research project will 

create an opportunity for al1 to contribute to the improvement of patient-centered care 

and a clearer understanding of the needs of the fiail elderly in discharge planning 

fiom St. Paul's Hospital. 

Please read this consent form carefdly and sign it if you give your consent to participate 

in the study, which will follow the method descnbed below: 

+ You will be involved in a one hour interview recorded by audiotape. 

You have the right to terminate the i n t e ~ e w  at any t h e .  

4 You have the right to request that the tape recorder be tumed off at any time during the 

interview. 

+ All interview data and conversations will be kept entirely confidentid by the research 
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team. You will be identified through the research notes and transcripts with a pseudonym. 

Al1 identimg characteristics linking you to the data will be removed fiom the final 

report. 

+ Ail data will be kept in a secure place, inaccessible to the public. Ail notes, tapes, 

transcripts and documents containhg your real name will be destroyed at the conclusion 

of the study. 

+ You will be offered the oppomuiity to review and verify the transcript created fkom the 

tape recording of your focus group. You will also have oppomuiity to review and ven& 

the final report before its publication. 

+ No deception will be used at any time in this study, and the researcher will endeavor to 

ensure that no h m  of any kind will corne to you as a result of your participation in this 

study. There will be no monetary compensation to you for participating in this study. 

However, a summary of the study results will be made available to you at the end if you 

wish. 

+ Your signature indicates that you understand to your satisfaction the nature of your 

participation in this research study, and that you agree to participate. In no way does this 

waive your legal rights at any tirne in this study. 

Participant Date 

Researc her Date 
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Please feel fiee to contact the researcher at any tirne if you have M e r  questions conceming 

matters related to this research. 

Jen Selman 

Geriatric Assessrnent and Treatment Program 

Tel: work: 604-682-2344 local 63455 

Fax: work: 604-806-8390 

e-mail: jeneselman@royalroads.ca 

This study has been designed to cornply with the ethical guidelines for research regulated by 

the RoyalRoads University, and St. Paul's Hospital. University of British Columbia . If you 

have any quedons related to the ethical procedures governing this research, you may contact 

the Director of Research at Royal Roads. Dr. Mary Bernard, at (250) 39 1-25 1 1 

A copy of this consent form has been given to you tu keep for your records and 
reference. 




