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Hospital discharge planning for frail older people and their family.
Are we delivering best practice? A review of the evidence

Michael Bauer, Les Fitzgerald, Emily Haesler and Mara Manfrin

Aims and objectives. This paper examined the available evidence concerning hospital discharge practices for frail older people
and their family caregivers and what practices were most beneficial for this group.

Background. Hospital discharge practices are placing an increasing burden of care on the family caregiver. Discharge planning
and execution is significant for older patients where inadequate practices can be linked to adverse outcomes and an increased
risk of readmission.

Design. Literature review.

Methods. A review of English language literature published after 1995 on hospital discharge of frail older people and family
carer’s experiences.

Results. Numerous factors impact on the hospital discharge planning of the frail older person and their family carer’s that when
categorised focus on the role that discharge planning plays in bridging the gap between the care provided in hospital and the
care needed in the community, its potential to reduce the length of hospital stay, the impact of the discharge process on family
carer’s and the need for a coordinated health professional approach that includes dissemination of information, clear com-
munication and active support.

Conclusion. The current evidence indicates that hospital discharge planning for frail older people can be improved if inter-
ventions address family inclusion and education, communication between health care workers and family, interdisciplinary
communication and ongoing support after discharge. Interventions should commence well before discharge.

Relevance to clinical practice. An awareness of how the execution of the hospital discharge plan is perceived by the principal
family carer of a frail older person, will allow nurses and others involved with the discharge process to better reconcile the
family caregivers’ needs and expectations with the discharge process offered by their facility. The research shows there is a direct

correlation between the quality of discharge planning and readmission to hospital.
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health care system patients are discharged sicker and more
dependent (Bours et al. 1998, Hills 1998, Victor et al. 2000,
Tilus 2002, Grimmer et al. 2004, Shepperd et al. 2004). This
trend, coupled with the current philosophy of health that
suggests a larger responsibility for care provision be placed
on informal carers, has led to a significant increase in
postdischarge care being provided by family caregivers
(Dellasega & Nolan 1997, Shepperd et al. 2004, Goodwin
& Happell 2006).

The planning and execution of discharge for older patients
is of particular concern, since unless this is conducted in a
thorough way, hospital readmissions as a result of adverse
outcomes will increase (Bours et al. 1998, Cummings 1999,
Driscoll 1999, Tilus 2002, Naylor et al. 2005). Hospital
discharge for older patients who are also frail is further
complicated because health care workers are required to be
inclusive of both the patient and the principle family carer. In
these circumstances the execution of a successful discharge
plan is judged on its ability to meet the specific needs and

expectations of the carer during hospitalisation and at home.

Aims

The objective of this review was to determine what practices
can best improve discharge planning and outcomes for frail
older patients and their family carers. This review examined
the available evidence about acute hospital discharge for frail
older people and their family through an exploration of the
literature that considers how the needs of family caregivers,
hospital discharge practices and the special needs of depen-
dent older patients, including those with chronic illnesses
such as Alzheimer’s disease, can best be met.

Results

The literature reviewed addressed several key elements of
importance to the discharge of frail older people and their
family carer from hospital and these have been synthesised

into seven categories as follows.

Discharge planning bridges the care gap

Discharge planning is ‘the process of identifying and prepar-
ing for the patient’s anticipated health care needs on
discharge from an in-patient facility’ (Maramba et al.
2004). It bridges the gap between care within the hospital
and care within the community after an acute hospital
admission. To be successful it requires the development of a
comprehensive and effective plan to meet the needs of the

patient after discharge with a goal of maintaining or

improving health outcomes. Discharge planning involves a
complex process of patient assessment, development of an
appropriate plan, provision of education to the patient and
caregivers and follow-up and evaluation (Tennier 1997,
Driscoll 1999, Chenoweth & Luck 2003, Shepperd et al.
2004, Chow er al. 2007). The process requires multi-
disciplinary collaboration, communication between a wide
range of health settings and involvement of the patient and
caregiver to develop appropriate strategies to meet discharge
needs (Driscoll 1999, Chenoweth & Luck 2003). It has been
suggested that, when effective, discharge planning contributes
to positive patient outcomes. These include reduction in
unplanned readmissions, reduction in postdischarge compli-
cations and mortality, increase in patient and caregiver
satisfaction and a reduction in postdischarge anxiety (Cox
1996, Shyu 2000, Chenoweth & Luck 2003, Mountain &
Pighills 2003, Maramba et al. 2004, Shepperd et al. 2004,
Chow et al. 2007). Where the discharge planning process fails
to identify and/or address a patient’s care needs, the risk of
readmission is higher and hospital length of stay is often
longer (Shyu 2000, Hegney et al. 2002).

Discharge planning, length of stay and older people

For older patients discharge planning is a complex issue and
is intrinsically related to both length of hospital stay and the
promotion of positive outcomes. Several studies investigating
the causes for delay in the discharge of older adults from
acute care facilities have identified the complex discharge
planning needs of these patients as a primary cause (Lyketsos
et al. 2000, Victor et al. 2000).

Because older patients often have complex care needs
related not only to their medical condition, but also cognitive,
functional and/or social deficits, discharge plans frequently
fail to meet the patient’s requirements. Reducing hospital
length of stay not only leaves less time in which to assess the
patient and develop a comprehensive discharge plan
(Cummings & Cockerham 1997, Cummings 1999, Payne
et al. 2002, Mountain & Pighills 2003, Maramba et al.
2004), it also allows reduced time for recovery from acute
illness, increasing the patient’s dependency level at discharge
(Rosswurm & Lanham 1998, Victor et al. 2000, Payne et al.
2002). This leads to an increase in discharge planning
requirements further complicating the complex process and
increasing the risk of compromising the quality of patient
care through failure to meet discharge needs (Shyu 2000,
Maramba et al. 2004).

To be able to decrease hospital length of stay for older
patients an understanding of the components of successful

discharge planning for these patients and interventions that
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promote effective discharge planning is an imperative. Poor
communication between patients, family and health profes-
sionals (Tracey ef al. 1998, Bull & Roberts 2001, Atwal
2002) including deficient documentation (Tennier 1997) is
one of the primary obstacles to the patient discharge process.
Other impediments to the discharge planning process that
have been reported include a lack of systems (e.g. guidelines
for access to services) to support discharge (Tracey et al.
1998, Bull & Roberts 2001), a shortage of community
resources (Tennier 1997), an indecisiveness on the part of
family caregivers regarding their commitment to undertake
the caring role (Bull & Roberts 2001) and a failure to
perform a comprehensive patient history on admission,
leading to a delay in information acquisition for the discharge
plan (Atwal 2002).

Frail older patients and the role of the family caregiver

It is essential to recognise the role family and significant
others play in caring for the frail older patient, including
providing hands-on care, making care decisions and acting on
the patient’s behalf (Bull ez al. 2000, Efraimsson et al. 2006).
Evidence suggests that one of the most significant factors
influencing the success of discharge planning for frail older
patients is the role of the family. Despite older patients
requiring more complex care on discharge from an acute care
facility, responsibility for postdischarge care largely falls on
family caregivers (Bowman et al. 1998, Goodwin & Happell
2006). The care provided by family caregivers is believed to
increase the patient’s recovery from acute illness, decrease the
likelihood of readmission (Grimmer et al. 2004) as well as
respond to the complementary needs of the patient not
provided by formal services (Seltzer et al. 1992).

Comprehensive discharge planning that includes both
patients and their family caregivers is related to a reduction
in hospital readmission, shorter hospital stays and improved
satisfaction with the health care experience (Cummings &
Cockerham 1997, Cummings 1999, Shyu 2000). As depen-
dency levels increase and more complex decisions relating to
ongoing care, end-of-life care and advance directives are
made during discharge planning, forming a partnership with
family caregivers of older patients is identified as an essential
component (Tennier 1997, Rosswurm & Lanham 1998,
Grindel 2006).

The discharge planning needs of family caregivers

Family satisfaction with the patient’s discharge plan is
identified as important and there is an established link

between satisfaction of the family and patient satisfaction

Hospital discharge planning for frail older people and their family

(Maramba et al. 2004). Research has shown family caregivers
frequently perceive the discharge planning process in a
negative light, expressing frustration, lack of knowledge
and education, poor communication, poor trust and lack of
involvement in the process (Bowman et al. 1998, Bull et al.
2000). Understanding aspects of discharge planning that
increase family satisfaction with the process is essential if
discharge is to assist with better patient outcomes.

In a US study, Cox (1996) established three factors that
predicted caregiver satisfaction with discharge planning — the
level of involvement the family caregiver had in the planning,
whether the caregiver perceived the patient was satisfied with
this level of involvement and whether the caregiver perceived
that the patient was satisfied with the discharge process as a
whole. Similarly, an Australian study (Hancock et al. 2003)
of 969 acutely-ill older patients admitted to hospital showed
their primary carers rated discharge planning as more
important than some aspects of their family member’s
primary care. Family caregivers had poor knowledge of the
discharge planning process and the role of various health
professionals (Hancock et al. 2003). These two studies make
clear that families seek involvement in discharge planning
and where that occurs they are more likely to be satisfied with
the health care they receive.

What is more, Grimmer et al. (2004) found that, when
family caregivers were interviewed postdischarge from hos-
pital, their main concerns focused on the lack of preparation
to take on the carer role. Family caregivers felt pressured to
undertake greater levels of responsibility for care, in part
because the presence of a family caregiver influenced whether
or not referrals were made for community services. Grimmer
et al. (2004) found that instead of working with carers to
access assistance and resources, staff members frequently
neglected this component of discharge planning, increasing
the burden on these caregivers. Lack of information left family
carers feeling unprepared to take on new and/or additional
tasks including patient care, case management, advocacy and
psychological support. As a result, family caregivers experi-
enced anxiety and frustration that often impacted on their
relationship with the patient. Together the research shows the
importance that family caregivers place on their involvement
in discharge planning, being prepared to undertake their role
in postdischarge care, and having access to appropriate
support services for both the patient and themselves.

Family and the importance of information,
communication and support

Literature relating to family caregivers of older adults being

discharged from hospital consistently refers to family
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caregivers need for information. Family caregivers report
receiving inadequate education on the patient’s medical
condition and prognosis, signs of complications, physical
care requirements, medications, and additional care needs
such as special diets (Driscoll 1999, Shyu 2000, Bull &
Roberts 2001, Grimmer et al. 2004, Goodwin & Happell
2006). They also report receiving inadequate information
regarding the availability of and access to community support
services (Seltzer et al. 1992, Shyu 2000, Hegney et al. 2002,
Grimmer et al. 2004, Naylor et al. 2005). Family caregivers
within the acute care setting have stated that staff frequently
provide insufficient information and rarely initiate family
education (Driscoll 1999, Goodwin & Happell 2006, Haesler
et al. 2006, 2007). The situation worsens for family caregiv-
ers of patients with a cognitive impairment in that not only is
there an identified need for information about and assistance
with managing/negotiating community care services, there is
also a need for education regarding the patient’s illness and
care requirements (e.g. managing dementia symptoms, man-
aging co-morbidities, diet, physical limitations), and a need
for psychosocial support (Naylor et al. 2005). While the
research (Seltzer et al. 1992, Driscoll 1999, Grimmer et al.
2004) suggests that initiating caregiver education increases
the ability of the family caregiver to perform their role,
reduces negative psychological impact on the family carer
and promotes a smoother transition from hospital to home
for the older patient, other research (Shyu 2000, Bull &
Roberts 2001, Naylor et al. 2005, Goodwin & Happell
2006) makes it clear that this is often not done.

The research (Cheek er al. 1999, Weber & Bailey 2005)
that focuses on the role of health professionals in the
discharge of hospital patients to long term care, identified
family caregivers’ need for emotional support related to the
stress of feeling pressured by hospital staff to discharge the
patient. Cheek ef al. (1999), Weber and Bailey (2005) and
Efraimsson et al. (2006) highlight the requirement family
caregivers of frail older patients have for detailed information
on long term care, formal support services, the need for
collaboration between staff and family about discharge
planning and their perception that health professionals
involved in discharge planning should be responsible for
providing education. The evidence suggests that communi-
cation between family caregivers and health professionals
is critical to successful discharge planning because, as
Efraimsson et al. (2006) point out, even when health
professionals do involve family caregivers in the discharge
meeting, communication can still be impeded by a lack of
information which then results in the family caregiver
rejecting plans, asking questions or changing the topic. This
can leave staff feeling challenged.

In a systematic review of 32 studies, relationships between
family carers of older adults and health professionals in a
variety of health care settings were investigated (Haesler et al.
2006, 2007). Studies reporting on family-staff relationships
indicated that communication between the two is often poor.
Issues such as power and control, lack of information sharing
and inadequate recognition of input were impediments to
communication that inhibited effective collaboration. The
authors suggested that promotion of positive communication
strategies is essential in the development of an effective
caregiver—staff relationship. Effective communication is
equally important in achieving successful collaboration with
family caregivers during the discharge planning process.

There is also a need for improved communication between
individual hospital based health professionals and between
acute and community health sectors to better share informa-
tion and coordinate discharge support services. Discharge
summaries for the patient’s primary health providers for
example, are frequently absent or incomplete (Bull & Roberts
2001) suggesting a communication gap between acute health
care professionals and those working in the community.
Similarly, reports suggest that communication between staff
within the hospital is also often poor. While the importance
of a multidisciplinary team approach to discharge planning is
widely acknowledged, gaps in communication within the
multidisciplinary team contribute to poor discharge planning
(Bull & Roberts 2001, Shepperd et al. 2004, Efraimsson et al.
2006). Although the research suggests that provision of
information and education to family caregivers is an impor-
tant component of successful discharge planning for depen-
dent older adults including those with chronic diseases such
as Alzheimer’s disease and related disorders, significant
problems exist with the way discharge planning is imple-
mented in hospital.

The importance of family caregiver assessment

Numerous studies on discharge planning have identified the
importance of assessment of the family caregiver role
(Renbarger 1991, Hills 1998, Cummings 1999, Bull et al.
2000, Maramba et al. 2004, Naylor et al. 2005, Chow et al.
2007). Bowman et al. (1998) compared the differences in
perception of nursing staff and family caregivers regarding
the needs of the family at the point of hospital discharge. The
findings showed nurses and family carers had different
perceptions about their needs as a consequence of a failure
to perform a comprehensive assessment as part of discharge
planning.

Some research (Clemens 1995, Cheek et al. 1999, Grimmer
et al. 2004, Weber & Bailey 2005) has shown family
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caregivers receive insufficient information, have communica-
tion problems with health care staff and feel pressured to
have the patient discharged. In contrast, health care profes-
sionals believe they include families in decision making,
spend adequate time preparing discharge plans and provide
sufficient education to family caregivers. The discrepancy
between family caregivers and discharge planners regarding
family involvement in the patient’s discharge points to a need
for improved assessment of family involvement and strategies
to promote more effective family-staff communication
(Clemens 1995).

Inadequate assessment of the primary caregiver’s level of
involvement in postdischarge care was further highlighted in
an Australian study on discharge planning for older adults.
The family carers interviewed reported frustration at their
lack of choice in caregiving, as well as inadequate assistance
in organising formal services because staff frequently
assumed family caregivers would take on these types of tasks
(Grimmer et al. 2004), a problem also identified by Clemens
(1995) nine years earlier suggesting family carers still feel
they are not involved enough in the discharge planning
process. If discharge planning assessment of the family
caregiver’s role is to be improved, assessment of the family
caregiver’s willingness to undertake the caregiving role,
impediments to the caregiver fulfilling their role (e.g. health
status, other commitments), resources required by the care-
giver (e.g. education, assistance to access community ser-
vices), and follow-up including relevant support services (e.g.
counselling, telephone support) should occur (Renbarger
1991, Hills 1998, Cummings 1999, Bull et al. 2000,
Maramba et al. 2004, Naylor et al. 2005, Chow et al. 2007).

Specific discharge planning interventions for frail older
patients and family caregivers

A broad search of the literature shows support for hospital
discharge planning interventions that incorporate family
caregivers of older patients. Despite a general recognition of
the importance of discharge planning that incorporates the
family, research shows that formal discharge policies identi-
fying the special needs of frail older patients are implemented
in only a handful of Australian acute care facilities (Clark
et al. 1997, Naylor et al. 2005). There is overall a paucity of
research examining interventions that may enhance a suc-
cessful discharge (Clark et al. 1997) and in particular, the
immediate postdischarge needs of patients with Alzheimer’s
disease and their caregivers (Naylor et al. 2005).

While several systematic reviews identified the existence of
several specific discharge planning interventions that can be

used by health care professionals, the research shows these

Hospital discharge planning for frail older people and their family

interventions are questionable in terms of improving patient
outcomes (Bours et al. 1998, Payne et al. 2002, Shepperd
et al. 2004). However, some studies included in the Payne
et al. (2002) review reported that interventions that included
the appointment of a key liaison person, or discharge
coordinator to organise information exchange, had a positive
impact on both patient and caregiver satisfaction. The point
that an organised discharge program can benefit patient
outcomes is further supported by Naylor et al. (1999) who
conducted a randomised controlled trial of 363 patients
randomised to receive the discharge protocol intervention
(a comprehensive patient and caregiver assessment of knowl-
edge, caregiver burden and resources and an individualised
and documented discharge plan developed in collaboration
with the caregiver, patient, physician and other health team
members that included postdischarge follow-up support,
education and environmental assessment), or the regular
standardised discharge process. Participants all had a high
level of dependence with a history of at least one identified
risk factor for poor discharge outcomes including inadequate
support services, moderate-to-severe functional impairment
and multiple/chronic health conditions. The findings support
the view that a comprehensive discharge protocol imple-
mented with a key discharge coordinator working with
family caregivers and input from the multidisciplinary care
team, has positive outcomes for older adults of high risk of
readmission.

Examining the effects of discharge planning on family
carers Seltzer et al. (1992) explored the idea of training family
caregivers for the role of case manager. The primary goal was
to have the family caregiver plan care and advocate for the
patient by obtaining knowledge, resources and skills in
accessing community services. The researchers concluded that
this type of discharge planning intervention empowers family
caregivers of older patients, increasing their knowledge and
involvement without increased caregiver burden (Seltzer et al.
1992). However, implementing these types of discharge
interventions are not without difficulties, as Mountain and
Pighills (2003) state, there is a need for administrative
support for discharge interventions, sufficient time is needed
to develop rapport with and educate family and patients and

multidisciplinary care input for discharge is important.

Discussion

Research into identifying specific interventions to promote
successful discharge show most studies did not achieve any
significant improvement in outcome measures between
patients discharged using the trial interventions compared

to those that did not. This research though only includes a
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few of the strategies identified as supporting successful
discharge. In contrast, the intervention trialled by Naylor
et al. (1999) for which positive findings were reported,
included all the components identified as important for
successful discharge planning. This included the trial inter-
vention of a key health care worker as a discharge coordi-
nator who promoted communication between health
professionals and who worked with the family to develop
an appropriate discharge plan. Family caregivers received
additional education sessions, as well as ongoing support
(visits and telephone) from the discharge coordinator. This
comprehensive intervention addressed all the primary factors
considered significant for successful discharge and reported
more successful results than studies investigating discharge
planning interventions that addressed only one, or two of
these aspects.

Another factor that may influence effectiveness of dis-
charge planning interventions is the point at which the
intervention was initiated. In several studies health care
professionals raised the importance of commencing the
discharge planning process within 24-48 hours of the
patient’s admission (Tennier 1997, Hegney et al. 2002,
Hancock et al. 2003). While some authors (Clemens 1995,
Tracey et al. 1998) raised concerns that early commencement
of discharge planning may result in inappropriate planning as
the patient’s condition changes throughout their hospitalisa-
tion, findings from intervention studies supported the early
commencement of discharge planning (Seltzer et al. 1992,
Rosswurm & Lanham 1998, Naylor et al. 1999, Mountain
& Pighills 2003). Several studies implemented assessment
and planning at an early stage of admission, but failed to
include follow-up, or reassessment throughout the hospital-
isation, or after the patient’s discharge (Rosswurm &
Lanham 1998, Mountain & Pighills 2003). These studies
did not report positive findings from the interventions
investigated, however the interventions in Naylor’s (1999)
study which were commenced at an early stage, maintained
throughout hospitalisation and the postdischarge period, had
more favourable outcomes. These findings suggest that
interventions commenced early after the patient’s admission,
include on-going family involvement throughout hospitalisa-
tion and involve follow-up support, are more likely to achieve
positive outcomes for dependent older patients with family
caregivers.

Authors of one systematic review (Bours et al. 1998) raised
the important consideration of types of outcome measures
selected for assessing the effectiveness of discharge planning
interventions. Studies used outcome measures including
mortality rates, co-morbidities, patient functional/cognitive

status and re-admission rates (Bours et al. 1998, Naylor et al.

1999, Payne et al. 2002, Shepperd et al. 2004). The
appropriateness of these outcome measures for assessing
effectiveness of interventions for chronically ill older adults
should be carefully considered.

In summary, the evidence on this topic highlights various
strategies to improve discharge planning for frail older
patients and their family carer from hospital. Factors that
increase the effectiveness of discharge planning include:

e assessment of the family caregiver’s involvement in after
care, their specific contextual needs and identification of
the specific resources they require to carry out the role of
carer (Renbarger 1991, Hills 1998, Cummings 1999, Bull
et al. 2000, Maramba et al. 2004, Naylor et al. 2005,
Chow et al. 2007),

e active and early involvement of family carers in the process
of discharge planning for their family member (Cox 1996,
Naylor et al. 1999, Bull & Roberts 2001, Hegney et al.
2002),

e the provision of adequate information and education dur-
ing the discharge process (Seltzer et al. 1992, Clemens
19935, Cheek et al. 1999, Driscoll 1999, Naylor et al. 1999,
Shyu 2000, Bull & Roberts 2001, Grimmer et al. 2004,
Weber & Bailey 2005, Efraimsson et al. 2006, Goodwin &
Happell 2006),

e effective communication between family carers and staff
members (Tennier 1997, Bull & Roberts 2001, Shepperd
et al. 2004, Efraimsson et al. 2006, Haesler et al. 2006,
2007),

e effective interdisciplinary communication by health pro-
fessionals as a basis for success (Tennier 1997, Bull &
Roberts 2001, Shepperd et al. 2004, Efraimsson et al.
2006), and

e access to ongoing support for both the patient and care-
giver such as community health services, support groups
and counselling (Cox 1996, Naylor et al. 1999, Hegney
et al. 2002).

Conclusion

Current research indicates that to have a positive effect,
discharge planning interventions for frail older patients
should address family inclusion and education, communica-
tion between health care workers and family caregivers,
ongoing support after the patient’s discharge and should
commence well before discharge. There is a scarcity of
research investigating the complexities of discharge planning
for patients with Alzheimer’s disease or dementia and their
principle carer’s and no readily available evidence on the
effect of discharge planning on the quality of care post

discharge from hospital. While several reviews include similar
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populations — chronically ill older patients with high levels of
dependence — there is a need for research into the experiences
of family caregivers and the effectiveness of discharge
planning interventions in dementia-specific cases. It was
noted that some of the issues identified in much earlier
research, were still being reported in more recent studies,
suggesting discharge planning as it is currently implemented
by hospital clinical staff, is yet to reflect best practice.

Contributions

Study design: MB, LF; data analysis: MB, EH, LF and
manuscript preparation: LF, MB.
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