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Abstract

This study examines nurses' perceptions of their involvement in

discharge planning. Twenty-two registered nurses on two units at

a university hospital were interviewed about time spent,

activities carried out and difficulties commonly encountered in

preparing patients for discharge. Additional data were collected

through interviews with social workers and physical therapists on

the units and through observations at team conferences during a

two-month period. Nurses concentrate their discharge planning

efforts on those patients going home. (Those going to another

institution receive discharge planning from a social worker.)

The largest expenditure of nurses' time was on teaching patients

self-care, while very little time was spent locating or arranging

services in the community. Nurses identified four major

difficulties in discharge planning: 1) knowing when a patient or

family had learned what the nurses had been teaching; 2)

coordinating an informal support network for the patient; 3)

knowing what other team members had planned or done; and 4)

finding time for planning amid the priorities of acute care.
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These days when people leave the hospital for home they are

far from well (Feldman, 1984). Some cancer patients have

intravenous (IV) lines that go straight into their hearts. The

patient keeps the line sterile and patient and receives

medication at home or at a clinic (Dennis, 1985). Some patents

with infections have peripheral IV lines through which they get

antibiotics at home from visiting nurses (Wiseman, 1985). This

may seem unsafe. If a patient or someone close to him doesn't

properly care for the apparatus, he could bleed to death, or

could become severely infected.

But, with proper care, people are recovering at home where

they want to be, and they are saving thousands of dollars in

hospital fees (Mitchell, 1978).

That a person is discharged from the hospital before he is

well is really nothing new. Discharged patients have always left

hospitals with less strength than they are used to, with changes

in their bodies, with inabilities to do things they have always

done for themselves. Somehow, they must relearn to care for

themselves.

Discharge planning is the area of health care practice that

anticipates the patients' post-hospital needs and arranges for

community-based services to fill them. Good discharge planning

would presumably move patients home at an optimum time in their

recovery, avoid rapid rehospitalization, divert patients from

nursing homes and other institutions, and facilitate recovery.





This paper explores the process by which hospital staff,

particularly staff nurses, prepare people to leave the hospital

after an acute illness.

PROBLEM

What is the Staff Nurse's Part in Discharge Planning?

As efforts to contain hospital costs lead to shorter stays

for patients and higher levels of disability among patients at

the time of discharge, it becomes increasingly important to

adequately and efficiently prepare patients to go home (Wood, in

press). Much of the literature on discharge planning has been

prescriptive or descriptive based on clinical experience of the

authors rather than systematic research on the effectiveness of

various approaches. Very little is known about what actually is

being done by hospital staff and how effective their efforts are.

Few empirical studies of discharge planning have been conducted.

Those that have been published focus largely on social workers.

While nurses traditionally have contributed to discharge

planning, there is little or no documentation of what parts of

"ideal" protocols they actually carry out.

Objectives

This study examines nurses' perceptions of their involvement

in discharge planning. Nurses were asked (1) how they spend

their time and where they focus their efforts, (2) what planning

they do, (3) what decisions they make, and on what criteria they

base their decisions, (4) what aspects of discharge planning they





find difficult, and (5) what changes they would like to see come

about. During the course of this study, the researcher examined

what nurses record in the patient chart about their discharge

planning activities as well as what they say about the extent of

their involvement in the planning process.

Information gathered in this study: 1) documents the extent

to which nurses participate in discharge planning activities, 2)

indicates where there are gaps in planning, and 3) identifies

difficulties in the process which, if ameoliorated, could

ultimately benefit patients as well as staff.

REVIEW OF LITERATURE

There is a rather large body of literature on how to prepare

clients for discharge (see Appendix A), but there is little or no

empirical evidence that any of the recommended elements of

discharge planning actually improve the outcome of the patients.

There is evidence, through, that discharge to home care is a

promising option. Mitchell (1978) found that patients placed in

a home-care program improved their functional status more than

those placed in either a community-based nursing home or a

hospital-based nursing home. Stassen and Holahan (1980) and the

Congressional Research Service (1981) found that when expanded

home care services are provided, hospital use decreases. White

(1972) showed that referring patients for home nursing care was

cost effective.
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Much of the programmatic literature on discharge planning

frankly admits there are deficiencies in practice, and there is

some emerging evidence that poor planning leads to serious

negative consequences. Poor discharge planning has been

connected with rapid rehospitalization (Schwartzberg, 1982;

Barbaccia & Robinson, 1982), stress on family supports leading to

breakdown of care (Cantor, 1979), extended hospital stays

(Markson, Steele & Kane, 1983), and potentially dangerous lags

between discharge and onset of community services (Lurie,

Robinson & Barbaccia, 1984).

As these costly and sometimes personally tragic sequelae to

poor discharge planning become part of the body of knowledge in

social science, rather than just warnings from practitioners, it

becomes critical to examine what works and what does not.

An essential part of discovering what works is understanding

what is or is not being done in practice. There are several

recent studies about discharge planners, all consisting of

interviews of one or two people at each hospital who have

administrative responsibility for this activity. Nichols and

Feather (1984) and Reichelt (1980) looked at how the job of the

discharge planner is structured. Markson (1983) focused on

identifying the problems in placing elderly patients.

Two groups of researchers actually followed-up with patients

to evaluate what planning had been done. Lindenberg and Coulton

(1980) called 290 patients one month after discharge to determine
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service needs and to find if services planned while in the

hospital had been rendered. Lurie, Robinson and Barbaccia (1984)

found that about half of the 170 patients they contacted had

received no discharge planning. Yet more than two-thirds of

these patients required supportive care at home. Furthermore,

they found that only 32% of patients were linked with services,

indicating that planning was often ineffective.

Though studies show there are gaps in care, there is, to

date, little documentation of just where the gaps are and why

they occur. Two British studies indicate there is inadequate

communication between hospital and community agencies (Simpson &

Leavitt, 1981; Parnell, 1982). In evaluating nursing's handling

of discharge planning at a community hospital in the U.S., Dake

(1981) found several problems: 1) late referrals, resulting in

hastily-formed plans for post-discharge care and low-level

comprehension among patients and families about community

resources, 2) inadequate assessment by nurses of factors

affecting post-discharge care, 3) scanty documentation on the

patients' charts about what had been planned and what referrals

had been made, and 4) inadequate communication among members of

the staff about the options and plans for the patients.

There is agreement that staff nurses are in a prime position

to do discharge planning because of their ability to assess

functional level, mental status, and level of recovery of

patients (McKeehan, 1981; Ratliff, 1981; Beale & Gully, 1981).
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Schuman, Ostfeld & Willard (1976), in a study which documented

discharge planning on one medical ward, suggested nursing service

was the approach by which discharge planning could be improved.

However, little attention has been paid to documenting and

evaluating what parts of the planning process staff nurses do.

There is a study on quantitative aspects of activities of

social workers in discharge planning (Vielhaber, 1975). The

following study will confine itself to nurses' activies.

METHODOLOGY

Setting

The setting for the study was two nursing units: the

orthopedics and oncology/general medicine units at the University

of California, San Francisco (UCSF) Hospitals. Several aspects

of these units made them appealing for study. Due to the nature

of their illnesses, many patients on both units need help in

preparing for discharge. By hospital policy, all patients

receive discharge planning. On both units, it is generally

accepted that staff nurses do discharge planning for patients

bound for home. Both units have developed discharge planning

protocols.

Some background on the administrative milieu for discharge

planning: The responsibility for discharge planning is

decentralized. On each unit, physicians, social workers and

nurses share responsibility for this activity. There is an

assistant director of nursing in charge of community nursing and
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quality assurance who acts as a resource for head nurses and

staff nurses. (She provides information on community resources

and specific planning problems.) The units differ in that on the

orthopedic floor, the physical therapist contributes a functional

assessment prior to discharge, and on the oncology unit, a

clinical nurse specialist does much teaching of technical skills

to patients about to be discharged.

Subjects

The orthopedic unit employs 20 registered nurses (RN's) for

all three shifts, while the oncology unit has 34. Oncology has

12-hour shifts, and only nurses on the day shift (7 a.m. - 7

p.m.) are involved in discharge planning. On the orthopedic

unit, which has 8-hour shifts, nurses on both the day and evening

shifts, as well as some licensed vocational nurses (LVN's) do

discharge planning.

The researcher interviewed all registered nurses on day

shift on the oncology unit and on day or evening shift on the

orthopedics unit, who had been employed at least two months and

who consented to participate in the study (see Consent Form,

Appendix B). Twenty-two nurses (40% of the two units' staff)

were interviewed. Characteristics of the nurses were as follows:

4% were under 25 years old; 73% were 25–33 years of age; 23%

were 40–46. All but one were female. Seventy-three percent had

baccalaureate degrees, 23% had associate degrees and 4% had

diplomas. Nine percent had bachelors degrees in subjects other





than nursing. Four percent had a masters degree. In terms of

their clinical experience, these nurses had the following

characteristics:

1 year 1–3 years 4-8 9–12 12+

Years in nursing 4.5% 32.0% 36% 4.5% 23%

Years in specialty 18.0% 45.5% 3.2% 0 4.5%

Years in hospital 27.0% 41.0% 23% 4.5% 4.5%

Years on unit 27% 54.5% 1.4% 0 4.5%

Differences between nurses on the two units were remarkable only

on two points: 1) No nurses on oncology were over 33 years old,

though 23% of the orthopedic nurses were over 40. 2) Ninety-one

percent of the oncology nurses and 55% of the orthopedic nurses

had Bachelor's degrees. Years spent working in the specialty

were remarkably similar on the two units.

In addition to the nurses, three social workers, two

physical therapists and one clinical nurse specialist on the

units were interviewed about the discharge planning process.

Furthermore, the entire team was observed at 12 team conferences

(eight on oncology and four on orthopedics).

Data Collection

Data was collected through interviews, observation, and

chart review. This method was chosen because this was a small

exploratory study that sought in-depth information from a small

group of subjects. While observation of nurses' activities with

patients would have provided valuable data on what elements of





the process are accomplished, this approach was not chosen since

the presence of an observer would have been disruptive to nurses

and patients, and might have effected nurses' behaviors, thus

compromising the validity of findings. It might be argued that

focussing on the nurses' perspectives might present a limited or

biased view of the process. However, since nurses are the major

implementors of discharge-planning protocols, their biases will

affect how the plans are carried out. Therefore, understanding

the discharge planning process from the vantage point of the

nurse is crucial.

Nurse interviews were based on the guide in Appendix C.

Interviews were one-half hour in 1ength, were conducted in a

private room on the hospital unit where the nurses worked, and

were interrupted if patient emergencies occurred. Interviews

with other team members were conducted with consent (Appendix D),

in their offices and were based on the guide with Appendix E.

Interviews were carried out in June and July 1984.

A convenience sample of 111 Kardexes and 63 completed

patient charts were reviewed. The following data were collected:

Information on the (1) family situation of patient (informal

support); (2) environment at home (steps, proximity to help,

etc.); (3) patient education done regarding discharge; (4)

services planned on discharge; (5) referral information conveyed

to service agencies; and (6) what discharge activities had been

done.
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RESULTS

Where Nurses Spend Their Time

The literature on discharge planning focused on four

categories of activities: assessment, education, locating of

community services, and arranging of services.

During interviews with staff nurses it became clear that

they spent the most time on education, specifically, teaching

self-care--the transfer of skills for patient care from the nurse

to the patient or to the patient's caretakers. Fifty percent

said that they spend between 6% and 20% of their time on

education, and 55% of these nurses spend 11-20% of their time on

education (refer to Figure I).

Surprisingly, little time was devoted to locating or

arranging community services, a task often thought to be heavily

associated with discharge planning. Sixty-eight percent of the

nurses interviewed said they spend less than 2% of their time

1ocating services; 82% of the nurses said they spend less than 2%

of their time on referral. Nurses located community services

simply by looking up the home care agency nearest to the

patient's home in a resource directory. They arranged services

through a telephone call to the agency and a referral form.

While the referral form was time-consuming, they saw that time

expenditure as minor compared with time spent teaching

self-care.
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Figure l

Time nurses spend on four discharge planning activities

#
Ilulº S eS

Education
Assessment —
Location of services
Referral to services

Note: Four subjects were unable to quantify time spent.
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Not surprisingly, a large proportion of time was spent on

assessment. All patients got an assessment of needs. Two nurses

summarized how they assess a patient for the purpose of discharge

planning:

We start the day of admission, with the nursing history.
We look at family support, if they have support, we ask how
they get along. We look at how they progress. It is
ongoing. You're always building rapport with the patient.

I talk with the family--what are their needs, is the
patient cohesive with the family, is there divorce or abuse
going on. We see if there are other family members who can
be caretakers--are they old, do they have health problems,
are they reliable? I check on the home layout, ask what
will be the situation when they go home.
The nurses clearly felt that teaching (based on a sound

assessment) was the most valuable discharge planning service to

be performed for patients, that nurses were responsible for

performing that service in the hospital, and that referral was a

safety measure (i.e., a check that what had been taught was being

carried out at home). As one nurse said in an interview, "People

are only about two-thirds of the way recovered when they go

home." Nurses saw patients discharged to home as having to look

out for themselves during that last one-third of recovery, and

they saw nurses as having to prepare their patients for this

self-care.

The Process of Teaching Self-Care: A Series of Decisions

Discharge planning for self-care requires that a series of

decisions be made by nurses. The first decision to be made is

whether the patient will go home or to an extended care facility
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(ECF). The reason this is the first decision to be made is that

it distinguishes patients who will be taught self-care (handled

by nurses) from those who will need institutional placement

(handled by social workers).

The home vs. ECF decision is made by the team--doctor,

nurse, social worker. Fully 59% of the interviewees claimed that

nurses play a major role in this decision. According to the

nurses interviewed, the factors which carry the most weight in

the decision are the following: 1) the patient's physical

limitations (noted by 86% of the nurses), 2) availability of

family to help at home (mentioned by 72%), 3) patient and family

preferences (mentioned by 31%). Other circumstances which

influence planning are the patient's age, finances, mental status

and type of medical regimen (each mentioned by 13% of the

nurses).

For those patients for whom an ECF is planned, the social

worker becomes the primary discharge planner. He or she makes

arrangements with the facility without much input from nurses.

If the patient is to go home, the nurse becomes the primary

person responsible for discharge planning and its implemention.

The social worker acts as a consultant, and is called upon only

to help solve particular problems, counsel discordant families

and patients, locate community resources which can supplement a

visiting nurse, and answer questions about financial coverage.
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Both the social workers and nurses agreed that this is the

division of labor between professionals.

Nurses who were interviewed claimed that once the decision

is made that a patient will be discharged home, the next step is

to make a series of assessment decisions: 1) which patients need

the most intensive teaching, 2) what should be taught, 3) who

(patient or family) should be taught, and 4) how should the

information be presented. In evaluating the progress of the

patient, nurses had to evaluate when teaching is completed, and

what formal community services need to be arranged.

Assessment

Who Needs Self-Care Teaching

The patient's personal characteristics and his medical

regimen are the factors which nurses take into account when they

are assessing a patient's need for being taught self-care. The

majority of nurses interviewed agreed that elderly, more

debilitated patients without families are most likely to receive

attention prior to discharge. Young adults and those whose

families are constantly at the hospital typically receive less

attention. The following are examples of comments made by nurses

who were interviewed:

They may seem so independent in the hospital with
family around that they don't get a whole lot of education.

If they are our age they might get no discharge
planning because we assume, right or wrong, they can fend
for themselves.
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Patients who need to continue complicated medical regimens

at home receive extensive teaching from nurses prior to

discharge. Patients with certain diagnoses get high priority for

teaching because they require complex care and/or present serious

safety risks. On the oncology floor, for example, leukemic

patients usually receive the most extensive teaching because 1)

they often go home with central lines such as Hickman or Broviac

catheters that require complicated care; and 2) are

immunocompromised, are candidates for infection, and therefore

are potential safety risks. Patients less likely to receive

teaching are those who are in the hospital for short stays for

continuing chemotherapy. These patients have usually been under

treatment for some time and are assumed to be more knowledgeable.

On the orthopedics unit, it is the patients who have had

total joint replacements (hip or knee) who need the most

attention prior to discharge. This is because of the safety

precautions necessary to achieve proper range of motion of the

joint, and because these patients have a greater potential for

infection of the joint.

What Should Be Taught

Interviewees emphasized that what is taught is shaped by two

things: home environment and medical regimen.

Nurses assess the home environment second-hand, through

patient and family. Then the nurse decides what the patient

needs to know so that his recovery can progress at home. This
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might include, for example, teaching the patient how to stand or

how to walk on stairs with crutches. One surse said:

I check on the home layout. Is there a shower or a
tub? Are their stairs? Are the bedroom and bathroom
upstairs or down? How active is the patient? What does he
do when he leaves the house?

Regarding medical regimen, nurses teach the patient to do

tasks that nurses have been doing in the hospital. On

orthopedics, this means monitoring for infection and proper

circulation and helping to keep joints in proper

alignment with activity. For example, total hip replacement

patients need to be taught such maneuvers as how to put their

shoes on without bending over. One nurse summarized the process:

As they progress we observe them with the physical
therapist, see their abilities, work with their exercises
and range of motion. If they had a hip replaced and if they
are not following their precautions, we reinforce it.

Oncology patients need to be taught to do dressing changes, to

care for central IV lines and to monitor for infection.

Who in the Family Should Be Taught

Interviewees say that the nurse decides if the patient is

able to oversee his own medical regimen and can manage activities

of daily living, or if a family member or other caretaker needs

to be involved. Nurses interviewed said that they may need to

teach the more technical skills to the community health nurse if

family members are undependable or unavailable. The clinical

nurse specialist on the oncology unit does this occasionally.
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How to Teach

Interviewees claimed that the nurse decides how each patient

will best comprehend the information, and tailors teaching to the

individual patient. For example, nurses felt one patient was not

understanding what they were telling him about his cancer.

Because he was a slower learner than average, they brought in

teaching materials from pediatric oncology.

Evaluation

When is Teaching Completed?

Deciding when teaching has been successfully accomplished is

the next step in the process for nurses, according to those

interviewed. It may be that the nurse decides that further

teaching needs to be done outside the hospital if the discharge

occurs before the nurse is comfortable with the patient's

mastery of the skills. In evaluating the transfer of care skills

an orthopedic nurse asks herself:

Is the patient dependent or independent? If
independent, how independent? Does he know his precautions?
Has he learned what we taught him enough to function at
home?

What Community Services are Needed

Fifty-nine percent of the nurses on both units stated that

the service most need by patients at home is an assessment

provided by the Visiting Nurse Association (WNA). Nurses on both

oncology and orthopedics say they depend on the WNA to 1) double

check how the self-care they have taught is being carried out at
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home, 2) help the recently-discharged patient with tasks of

living, and 3) reassure the patient at home.

Oncology patients are more likely to require a visit by a

skilled nurse, whereas orthopedic patients most often need a home

health aide or physical therapist, according to the nurses

interviewed. These findings are not surprising, given that

oncology patients go home with intravenous lines, and given that

orthopedic patients frequently must deal with mobility problems.

Examples of comments made by nurses about WNA referrals

follow:

If a patient is well prepared in the hospital, he may
not need much skilled nursing at home. Usually patients are
debilitated and may need support like a home health aide.

A patient's anxiety is high when he is about to be
discharged and he needs someone to assess him at home. WNA
may go a couple of times to see that he is OK. Sometimes
the patients are afraid once they get home.

The Context in Which Nurses Do Discharge Planning:

Complexities, Difficulties and Constraints

To fully understand what is going on with discharge planning

in the hospital studied, one must consider not only what nurses

try to do in preparing patients for discharge but the

circumstances under which they work. To know the context is to

know the difficulties and constraints under which nurses operate.

The context includes characters (patients, family or

friends, community nursing agencies and members of the hospital

team) and setting (the hospital work milieu). While it is
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predictable that nurses will encounter complexities and

difficulties in the interpersonal aspects of their work, it was

the work milieu (with its demands on time, priority of acute

care, decentralization of responsibility and large

interdisciplinary team) that most constrained nurses' discharge

planning efforts.

Difficult Characters

Patients: Teaching Self-Care

Teaching patients self-care is not difficult because of the

content, but because of the characteristics of the patient as

learner. The problems are similar to those any teacher

encounters. Interviewees claimed that it is especially difficult

for nurses to evaluate patients' grasp of the information:

We try to make sure patients are good with precautions.
They may say yes, but they may not do it.

It's tough impressing on patients how important it is
for follow-through, that they are not to exceed their
activity limits, especially joint replacement patients.

Sometimes they aren't ready to listen when you are
ready to teach, or you aren't ready to teach when they are
ready to listen. Some will just shake their head "yes" but
they are not really listening.

We have two categories of patients: the young, who
don't care about what we tell them: they don't think
anything is wrong with them, and the old, who because of
memory problems, can't absorb what we tell them.

With some patients, the difficulty is in convincing them to

let others help :

I worry that they will be honest with me and the
visiting nurse about needing someone. Some of them think
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it's charity, or it's an invasion of privacy. If they say
they don't want help, I wonder if this is really true.
Sometimes I almost insist they have a referral, especially
if the family member is not reliable.

Families: The Complexities of Arranging Informal Support

When a nurse works with a patient's family or friends to set

up care for the patient at home, the nurse hopes for an informal

support network that is dependable, available, cohesive, and

reliable. The interviewees talked about situations where these

desirable qualities were absent. Family members may not be

dependable:

It can be hard to round up dependable people to take
responsibility at home. They are the ones we need to teach.

You teach them one thing here, find another happens at
home. For example, a patient was instructed on decubitus
care. The wife seemed cognizant, did a demonstration here.
When WNA got to the home it hadn't been done for some time.
Perhaps the patient decided he was terminal, so why bother.
He also stopped the care of his colostomy, which he had been
scrupulous about here. The VNA called us about it.

We had an 80-year-old patient with an old husband who
took care of her. I was concerned about his memory. You may
have a home health aide for two weeks, but a couple of weeks
may not be the answer. If you have a quasi-compliant
patient and someone needs to harp on him, a family member
may give up in a few days, whereas a nurse wouldn't.

A family may say a sister who is a nurse is flying in
to take care of the patient. Then it turns out the sister
is really a nurses' aide. Or the family thinks that because
a family member lives three blocks away, they can look in
on the patient. It turns out the patient can't even get out
of bed by herself, and the family who lives nearby has gone
on vacation the week she is to be discharged.

The family may not be available for consultation with the

nurse. They may visit at shift change, or rarely:
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It is difficult to find out who will be doing the care,
and finding family or informal supports. If you can't teach
the patient, you must find a family member to be there to
learn.

The nurse may find herself involved in family disagreements:

We have families in conflict and they are the most
difficult. The family and patient give different messages.

The nurse may need to convince the family they can take the

patient home:

The most difficult thing is getting the patient or
family to believe they can take care of the patient at home
or that they realistically can't.

The family may want to take the patient home, but they
don't know what that involves. Hospice may be more
appropriate but they have a bad feeling about hospices.

Families may want more help at home than nurses feel is warranted

or possible:

One of the hardest things is unrealistic family
expectations. They want cleaning, shopping when you can't
provide that kind of help.

The interviewees also noted that making arrangements with

families becomes more complicated when the family speak a

language other than English.

Community Health Agencies: Difficulties with Arranging Formal

Help

For the most part, nurses didn't see it as difficult or very

time-consuming to make the referral to a community service. But

there were certain circumstances which several nurses recalled as

problematic, two relating to the characteristics of the patient,
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and one relating to aspects of the agency. Commenting on

non-English-speaking patients, one nurse said:

If the patient doesn't speak English, it is hard to get
a VNA referral. A Vietnamese patient left, and we didn't
think of it, but some agencies don't do Vietnamese.
Another nurse noted the problem she encountered with

patients on complex regimens:

If complex terminal care is needed--a morphine drip,
for example--and the patient lives out of the city, it will
not be covered (nurses will not perform the service). VNA
here will do it. In the next town, there is no coverage for
drips. Sometimes a patient will have a sister who is an RN
who will do it, but otherwise it's a problem.

Noting the difficulties with agencies that have non-nurse intake

workers, one interviewee commented:

In one county, the RN's seem to take the calls, other
places you may get a clerk who doesn't know much and you
have to spell all the words. It's so much nicer if you talk
to a nurse.

The Hospital: Constraints of Working Within the System

Perhaps the major source of difficulty with discharge

planning was the hospital system itself, not just with patients,

families and agencies. Problems arose from four sources:

decentralization of responsibility, the priority of acute care,

time constraints, and coordination of a large team.

Decentralization of Responsibility

By hospital policy, the responsibility for discharge

planning is divided among team members. As a result, no one

group of professionals bears heavier responsibility than any

other. There is no charge to the patient (and thus no revenue
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collected) for discharge planning. Since there is little

incentive for any team member to undertake discharge planning, it

is perhaps surprising that nurses take on as much of this

responsibility as they do.

Priority of Acute Care

One aspect of the situation which obviously distracts

attention from discharge planning is the high priority placed on

acute care. One nurse with a background in home health

commented:

I should be aware of what is going on, have more
control, but I don't have time to have more control. We
need more coordination. At other hospitals I've worked at,
there were nurses who did discharge planning--that was their
job. But I guess the social worker is doing it here. I
have done WNA and home health, so I should be oriented to
home care. I know what I should be looking for, but somehow
I don't even think of it here. I've wondered about what
I'll do when I get a referral form put in front of me but so
far I haven't dealt with it. Somehow it gets done but I'm
not always aware of how it gets done. It doesn't seem like
I'm doing much of it. I'm always stomping out fires.

Another nurse thought discharge planning was getting less

attention that it should:

I think discharge planning should be done by a team.
It's half-assed. We tend to zero in on skin care and other
acute problems. Then staff is inconsistent; not everyone is
zeroing in on the same things. We had a patient going home
and I knew something about him, but I didn't know enough to
fill out the WNA form. Who wants to fill it out at 3:45?

Time Constraints

Not only is discharge planning overshadowed by acute care,

it competes for nurses' time with a multitude of non-acute tasks.

These tasks range from dealing with faulty equipment, to staff
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meetings, to attending to patient hygiene. The list could go on.

One nurse said:

It's frustrating not having time to do teaching. You
may see patients aren't absorbing it and you feel you are
sending them home unprepared because you've got to go on to
something else that day.

Of course, it is not only nurses but other members of the

team who are pulled in many directions at once.

Coordination of a Large Team

With so many staff having discharge planning responsibility,

there is an obvious need for communication among them, and for

coordination of their efforts. One nurse recounted her

difficulties with communication:

Communication among the health care team is a major
problem. For example, a patient will say so and so is
checking on something for him. It turns out someone else is
doing it and it takes a lot of time to sort it out. We
rarely sit down and review the process together.

Interviewees noted problems with two major avenues of

communication--formal conferences and written communication.

Formal team conferences. On each unit, there were regular

team conferences of which discharge planning was a part. There

were differences between the units in how these conferences were

used, however.

The two units' approach to conferences differed in several

ways: 1) number of conferences, 2) philosophy about who among

the team needed to attend, 3) physical proximity of the
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conference room to the nurses' station, and 4) orientation of the

conference toward nursing concerns.

The two hospital units differed in the following ways:

Number of conferences: The orthopedics unit had two weekly

conferences--management rounds, where all patients were

discussed, and a patient conference where the focus was on an

individual. In contrast, the oncology unit had patient

management rounds three times a week, and nursing rounds once a

week. Both oncology conferences addressed all patients.

Attendance: Staff nurses on orthopedics were expected and

encouraged to attend both weekly conferences. Management rounds

on orthopedics was also attended by the two residents on the

service, physical therapist, social worker, pharmacist,

psychiatrist and chaplain. The individual patient conferences

were attended by the same group with the exception of the

residents and physical therapist. On the oncology unit, staff

nurses attended only nursing rounds. The only non-nurse team

member at nursing rounds was the social worker. Patient

management rounds, on the other hand, were attended by the head

nurse, assistant head nurse, charge nurse, clinical nurse

specialist, medical students, residents, attending MDs, social

worker, dietician and pharmacists (but no staff nurses).

Proximity of the meeting room: Both orthopedic conferences

were held in a room just steps away from the nurses' station.

Oncology nursing rounds were held close to the nurses' station,
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but management rounds were held in a room at a far end of the

unit.

Orientation toward nursing concerns: Both orthopedic

conferences addressed primarily nursing issues. Nursing rounds

on oncology also centered on nursing concerns. Patient

management rounds on oncology concentrated on medical management,

however, with other aspects of care--psycho-social, nutrition,

nursing, discharge planning--addressed if one of the team members

had questions.

Staff nurses on oncology, then, despite their central role

in discharge planning and other aspects of patient care, had no

opportunity to meet with the other team members in a milieu where

patients were reviewed systematically. Though no interview

question addressed how the conferences served staff nurses

communications needs, several spontaneous comments from oncology

nurses indicated that they want to spend more time meeting with

other members of the team:

We staff nurses don't go to management rounds. I'd
like an arrangement where the primary care nurse would sit
with the MD and social worker. That may happen when we go
to primary care.

The most difficult thing about discharge planning is
trying to coordinate the whole team--diatary, PT, clinical
nurse specialist--and find out what the oncology team wants
to do. With the medical team it's even harder to find out
what they are doing, getting them to plan with us. They
don't plan ahead.
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It is not surprising, then, that nurses on oncology saw it as

difficult to know what other team members had planned for

patients.

Nurses interviewed said that contact with physicians was

particularly important if they were to carry out discharge

planning. This was necessary because it was the doctor who set

the discharge date and needed to sign referrals in order for

ensure third party payment. Interviewees made the following

COmment S :

Our biggest obstacle is communicating with the
physicians. Ideally, we begin discharge planning at
admission, but it doesn't always work that way. We're
sometimes caught scrambling at the last minute.

I just spent 15 phone calls trying to locate the MD who
told a patient she could go home but didn't write it (and
didn't tell the nurse).

Nursing shift changes: Lack of continuity. The large team

may be a factor peculiar to university hospitals. However, a

problem faced by all hospitals and that affects the carrying out

of discharge planning is frequent changes in nursing staff due to

different work shifts and the tendency for many nurses to work

less than 40 hours per week. Two nurses made the following

remarks:

The hardest thing is that there are no consistent care
givers. Getting adequate documentation of what has been
done is difficult.

We can be caught a day or two ahead of discharge and
then the same nurse doesn't have him who had him the day
before.
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Problems with written communication. Both units had several

mechanisms (among them, teaching protocols and Kardex notes)

which attempted to combat the lack of consistent care-givers

through written communication. Teaching protocols for specific

nursing regimens (such as care of central lines, colostomy care

and hip replacement precautions, see Appendix F) made the issue

of what to teach clear-cut. One orthopedic nurse commented:

Because of the protocols, we know what to teach when,
and everyone reinforces the same things. We get on the
patient's case and physical therapists are pretty
consistent.

Nurses said their only difficulty with knowing what content to

teach occurred when certain protocols were changed frequently.

If what to teach was clear-cut, how much teaching had been

done was not. Though each unit's care plans contained check lists

(see Appendix F) which would give an oncoming nurse an idea of

how much of the discharge protocol had been completed, this type

of charting was done in only 26% of the charts reviewed. Nurses'

notes contained some mention of patient teaching in 45% of the 63

charts reviewed at discharge.

The oncology unit had gone a step farther and developed

check lists, kept with the Kardex, for teaching patients with

certain diagnoses (Appendix G). If used, the sheet would tell a

nurse who was new to the patient just how much had been done.

These sheets, too, were rarely filled out (4.5% of the 111

records reviewed).
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Kardexes also had a check list for notations about what

aspects of discharge planning had been completed. This space was

filled in on 16% of the 111 Kardexes reviewed. There were notes

about some aspects of patient education on 9%. On 40% of

Kardexes, there were notations of the services being considered

for patients on discharge. On only one Kardex was any notation

made about whether a referral had been made to the service

agency.

It is important to note that assessment data were more often

present in Kardexes than data on discharge planning. As part of

their admission assessment, nurses made some brief notes about

the home situation--who the patient lives with, whether there are

steps to the house and inside the house. There were notes about

whom the patient lived with on 88% of the Kardexes, and 38%

showed mention of steps to or inside the house; however, 36% of

these notations were on orthopedic patients.

What Would Nurses Change

When asked what changes they would make in the way discharge

planning is done, 45% of the nurses pointed to a need for better

communication of plans and activities completed. Twenty-seven

percent of the interviewees say the process should be begun

earlier. Eight percent said nurses needed more warning from

doctors about the timing of discharge. Thirteen percent of the

nurses interviewed said more attention should be paid to the

referral.
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Summary of Findings

Staff nurses focus on patients who will be discharged home,

rather than those who will be placed in ECFs. Nurses do not

focus their efforts on making referrals, as is often assumed.

Instead, nurses focus on teaching the patients to care for

themselves. In the process of teaching self-care, nurses assess

which patients are most likely to need teaching, what they will

need to know, whether the patient or family is the best candidate

for teaching, how necessary information could best be conveyed,

and when the patient is adequately prepared for discharge.

Patients are often referred to the WNA, for safety checks, to be

sure the patient is following through with self-care. The

elderly, more debilitated patient, along with those with

complicated medical regimens, get the most attention prior to

discharge.

Difficulties for staff nurses center around evaluating

patient comprehension of material, coordinating family back-up,

communicating what has been done or what needs to be done to the

hospital team, and finding time for discharge planning.

DISCUSSION

Implications for Nursing

Relationship of Theory to Practice

Discharge planning, as practiced on the nursing units

studied, is consistent with the theory of Dorothea Orem, who said

"Nursing's special concern is man's need for self-care action and
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the provision and management of it on a continuous basis in order

to sustain life and health, recover from disease or injury and

cope with their effects." (Foster & Janssens, 1980)

Orem spoke of two kinds of self care—-universal (in order to

meet basic human needs) and health deviation (what is required

when an individual cannot meet his own universal self-care

needs). An ill person, Orem says, may need to 1) adjust ways of

meeting universal self-care requirements, 2) establish new

techniques of self-care, 3) modify the self image, 4) revise the

routine of daily living, 5) develop a new life-style compatible

with the effects of health deviation and 6) cope with the effects

of the health deviation or the medical care used in the diagnosis

and treatment of it. These adjustments may need to be made in

order to cope with hospitalization and they may need to be made

in new ways as discharge approaches.

As an ill person recovers, he or she progresses, according

to Orem's theory, from a wholly compensatory system where nurses

fulfill all the basic needs, to a partially compensatory system,

where the nurse and patient both fulfill his or her basic needs,

to a supportive-educative system where the "patient is able or

can and should learn to perform self-care measures, but cannot do

so without assistance." (Foster & Janssens, 1980). (See

Appendix H.)

Discharge planning, when viewed as including the transfer of

care skills from nurse to patient, is the mechanism for effecting
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a transition from a partially compensatory system to a

supportive-educative system.

Orem emphasized nursing's practical and intellectual

aspects. In doing discharge planning, nurses are moving from

their more practical to their more intellectual role. Perhaps

some of the nurses' difficulties with discharge planning, such as

lack of meeting time and sparse documentation of progress made,

can be traced to their traditional image, in the hospital, as

serving primarily in the wholly or partially compensatory system.

That is, it is well accepted by administrators and nurses alike

that nurses need time to help patients bathe, but perhaps less

clearly accepted that they need uninterrupted time for planning,

analysis and communication.

Suggestions for the Units Studied

Nurses are performing intellectual functions in discharge

planning, but without much support. Their work could be

sustained and facilitated by acknowledging this part of their

role in several ways: 1) Involve staff nurses more in

interdisciplinary discussion. Encourage them to attend team

conferences. For example, arrange coverage so that at least

one-half the staff nurses can attend each conference, while the

other half answer patient calls. 2) Clarify among team members

what the discharge planning responsibilities of each professional

are. 3) Reward nurses for their efforts by including objectives

relating to discharge planning in promotional guidelines. Send
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one nurse a year on each unit to a discharge planning-related

regional or national conference. 4) Increase nurses' knowledge
-
º

of community services through inservices education programs or

through use of educational leave to spend time with a home health

nurse. 5) Allow staff nurses a period of time each day for

planning and communicating. This time should be set aside, so

they are completely free from other patient care

responsibilities. 6) Improve continuity of the discharge

planning process by a) increasing written communication among

nurses (through use of flow sheets or check lists, for example),

b) giving one nurse (perhaps the assistant head nurse) discharge

planning as a primary focus, and have that person work Monday

through Friday, 9 a.m. to 5 p.m.; and/or c) designating primary

nurses who oversee patients' care for the entire hospital stay.

7) Include discharge planning in time computations so that it is

considered in staffing. 8) Include discharge planning as a

nursing service when calculating patient care charges.

Limitations of the Study

The findings of this study describe how discharge planning

is handled in a university hospital with a large

interdisciplinary team and without a centralized discharge

planner. The findings cannot be applied to hospitals with

dissimilar institutional structures and different mechanisms for

accomplishing discharge planning functions.
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Only nurses' perceptions have been explored. What is

actually being done by nurses has not been verified.

Finally, the sample is small, and may be unrepresentative of

nurses in general.

Suggestions for Future Research

The discharge planning process would benefit from studies

conducted in other settings, with additional interview data. It

would also be valuable to study actual behavior and measure the

actual time spent by nurses and other staff members on discharge

planning.

Data on the consequences of planning is also needed.

Specifically, what actions or elements make for positive outcomes

for discharged patients? It would be valuable to compare

different models of discharge planning. One model might be to

have a community nurse go into the hospital setting to prepare

patients for their return home.

Finally, because nurses expressed such frustration with

evaluating their teaching, research on a tool for evaluating

patient and family comprehension of information is needed.

If the current trend toward earlier discharge continues, it

will become more and more important for discharge planning to be

effective, and particularly critical for patients to learn how to

care for themselves. More research on how this can best be

accomplished is crucial.
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Appendix A

Keys to Good Discharge Planning According to Five Books:

l) National League for Nursing. (1974) Discharge and patient referral

planning. (Papers presented at a workshop "Patient Discharge

Referral Planning," held in Birmingham, Alabama, December 1973.)

2) Crittenden, F. (1983) Discharge planning for health care

facilities. Bowie, Maryland: Robert J. Brady.

3) Fromstein, R. and Churchill, J. (1982) Psychosocial intervention

for hospital discharge planning. Springfield, Illinois:

Charles C. Thomas.

4) Steffl, B. and Eide, I. (1978) Discharge planning handbook.

Phoenix, Arizona : Charles B. Slack, Inc.

5) American Hospital Association. (1974). Discharge planning for

hospitals. Chicago, Illinois: author.

Assessment

Description: Correct assessment of patient as needing discharge

planning"
Focussed on needs and goals'.”
Patient and family involved”
Provide for mutual awareness of what will face

on leaving hospital."
Tasks: Assist patient and family to identify practical

problems for discharge”
Establish function of discharge planning with patient

and family”
Assist patient and family to identify psychological

problems for discharge”





Appendix A-2

Evaluate physical and functional state of patient

at discharge?
Evaluate patient's psychosocial status’
Consult with medical team re assessment of patient

from point of view of other disciplines”
Factors which should be considered:

Who is at home to take care of patient"
How old is patient"
What problems will the diagnosis cause at home"
What is the capability of the family to assume

responsibility, to understand and follow

treatment plan, to be available for support

and responsibility”
How available are resources in the community

and how economically feasible is care at home’”
What is the physical environment of the home in light

of physical capabilities of patient”
Are the financial resources available to provide

adequate food and to cover other expenses that the

family may have to assume?
What are the recommendations of the Utilization Review

committee"
Information that should be documented:*

Projected mental, emotional and physical states

of patient at discharge

Day and time to leave

Where patient going

How going
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Appendix A-3

What documents and information shall accompany patient

What referrals must be completed to community agencies

and how they are to be communicated

What education or instruction has been given patient

What equipment, supplies and medicines are needed and

who is responsible for providing

What appointments or arrangements have been made for

ongoing care such as therapy, treatments or domestic

help

Whether financial arrangements have been made for above

Whether patient's psychosocial status has been evaluated

Recommendations for ongoing care

Education

Prepare patient for visit by home health nurse--what fee

to expect, how to take care of payment process, what

equipment and supplies must be there, how to make contact"
Teach patient procedures he will have to do at home"
Teach family how they will need to participate in care"

Counseling

Assist family to meet psychological problemsº
Assist family in meeting practical problems”

Linkages

Communicate plan

TO staff.” +
4Through patient record, updated as changes occur

Through a conference with team members"
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Through a transfer form, which should include:*
Patient identification

Length of stay

Where going

Responsible party

Disability

Impairments

Bladder and bowel hygiene

Personal effects

Social information——how well patient understands

diagnosis, does family show interest, how patient

has adjusted to disability, how patient is motivated

to self-care, socializing ability of patient

Activity status with long-range potential

To Utilization Review committee"

TO caregiver"
3Through narrative summary at case closing

Implement plan

Match patient with correct services"
Transmit information correctly and adequately”"
Make sure equipment and supplies are at home"
Establish a contact person at hospital for home health nurse"

Evaluation

Should be ongoing"
Should be follow-up of patient”



Appendix B

UNIVERSITY OF CALIFORNIA, SAN FRANCISCO
CONSENT TO BE A RESEARCH SUBJECT

Carolyn Knight, R.N., graduate student and Laura Reif, R.N., Ph.D., faculty
member in the School of Nursing at the University of California, San Francisco,

are doing a study on how nurses prepare patients and their families for discharge
from the hospital. I have been invited to be in this study because I am a registered
nurse working full-time on one of the floors of Long Hospital that will participate
in this research.

If I agree to participate, I will be interviewed for about one-half hour by
either Miss Knight or Dr. Reif. I will be asked to describe nursing activities re
lated to discharge planning, and to identify which aspects of discharge planning are
easy or difficult for nurses to carry out. The interview will take place during my
regular work shift, in a private office near my hospital unit. Since nurses who
participate in the study will be released from work during the interview, a meeting
time will be arranged so it does not interfere with patient care or other important
responsibilities.

In addition to the interview, Miss Knight will observe one or two telephone
calls which I make to refer a patient for follow-up care. During this time, Miss
Knight will take notes on the type of information which nurses commonly give to
service organizations to acquaint them with patients and their circumstances.

The information obtained from interviews and observations will be kept confi
dential. Code numbers will be assigned to subjects, so my name will not appear on
records of the interview or phone conversations. Subjects' names will be kept in
a separate locked file so that confidentiality can be protected as much as possible
under the law.

There will not be any direct benefits to me from being in this study. However,
information obtained may, in the future, assist nurses to carry out discharge plan
ning activities more easily and effectively.

I have talked with either Miss Knight or Dr. Reif about the study and they have
answered my questions. If I have other questions, I may call Miss Knight at 282-2064
or Dr. Reif at 666-4658. I have been offered a copy of this consent form to keep.

Participation in this study is voluntary. I may refuse to participate or may
withdraw from the study at any time without its affecting the evaluation of my work
or my employment at this or any other institution.

Date Subject's Signature

5/14/84
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INTERVIEW GUIDE: HOSPITAL NURSES

Could you describe the kinds of activities you carry out in order to
prepare patients and their families for discharge from the hospital?

Could you give me a rough estimate of the amount of time you spend on
these activities during any one shift? during any one work week?

Now I am going to list a few types of activities commonly associated with
discharge planning. These activities are:

(a) assessment of the patient, home environment, family/friends who can help
(b) education of the patient and family to prepare them for discharge
(c) locating and arranging help for the post-hospital period
(d) giving information to service settings to which patient is referred

Can you tell me which of these activities is most important for nurses to
carry out? Which of these activities do you consider least important?

Can you tell me which of these activities takes you the most amount of time?

How much time would you say you spend on each of these activities in a work week?

Discharge planning can be a very complicated and time-consuming process.
Can you describe for me some of the common difficulties you encounter when
trying to prepare a patient and family for leaving the hospital?

Probes: difficulty getting adequate information on patient, family, home?
problems teaching patient/family so can manage when go home?
trouble finding/assessing quality of setting to which refer patient?
trouble knowing what services patient will need when goes home?
trouble knowing what services will be paid for and how to get financial

help for the patient and family?
trouble communicating with other staff involved in planning?
trouble getting adequate information to agency to which patient referred?
trouble finding enough time to do adequate planning and education?

To what extent do you have a say in whether the patient goes home or to an
extended care facility after discharge?

What sorts of things do you take into account when deciding whether a patient
is able to go home or requires placement in an extended care facility?

To what extent does the social worker and/or physical therapist supply informa
tion which helps you arrive at a decision?

What services do you find patients need most when they are discharged home?

Which of these services are most difficult to locate or arrange for patients?

When time is short, which aspects of discharge planning do you give priority to?
Which activities tend to receive the least amount of attention when time is short?

When time is short, which patients are most likely to receive discharge planning?
Which type of patient is least likely to receive planning when time is short?



Appendix C-2.

INTERVIEW GUIDE: HOSPITAL NURSES (continued) 2.

10. Which other persons on this unit would you say are most involved in
discharge planning?

Probes: What about social worker?
Physical Therapist?
Clinical Nurse Specialist?
Head Nurse?

11. To what extent do the activities carried out by these persons differ
from those performed by you and other staff nurses on this unit?

12. If you could make two changes in the way discharge planning is currently
done on your unit, what would those changes be?

Background information:

1. Age

2. Sex

3. Education (circle all that apply) diploma B. S. M. S. Nurse Practitioner

4. Years employed in nursing

5. Years employed in this specialty

6. Months/years employed at this hospital

7. Months/years employed on this unit

5/14/84



AppendiX D

UNIVERSITY OF CALIFORNIA, SAN FRANCISCO
CONSENT TO BE A RESEARCH SUBJECT

Carolyn Knight, R.N., graduate student, and Laura Reif, R.N., Ph.D., faculty
member in the School of the Nursing at the University of California, San Francisco,
are doing a study on how hospital staff prepare patients and their families for
discharge from the hospital. I have been invited to be in this study because I am
a professional who plays a key role in discharge planning on one of the floors of
Long Hospital that will participate in this research.

If I agree to participate, I will be interviewed for about one-half hour by
either Miss Knight or Dr. Reif. I will be asked to describe my role in discharge
planning and how this differs from that of the hospital nurses. The interview will
take place during regular work hours, in a private office near the hospital unit to
which I am assigned. Since I will be released from work during the interview, a
meeting time will be arranged so it does not interfere with patient care or other
important responsibilities.

The information obtained from interviews will be kept confidential. Code
numbers will be assigned to subjects, so my name will not appear on the record of
the interview. Subjects' names will be kept in a separate locked file so that
confidentiality can be protected as much as possible under the law.

There will not be any direct benefits to me from being in this study. However,
information obtained may, in the future, assist hospital staff to carry out discharge
planning activities more easily and effectively.

I have talked with Miss Knight or Dr. Reif about this study, and they have
answered my questions. If I have other questions, I may call Miss Knight at 282-2064
or Dr. Reif at 666-4658. I have been offered a copy of this consent form to keep.

Participation in this study is voluntary. I may refuse to participate or may
withdraw from the study at any time without its affecting the evaluation of my work
or my employment at this or any other institution.

Date Subject's Signature

5/14/84
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INTERVIEW GUIDE

SOCIAL WORKER / PHYSICAL THERAPIST ROLE IN PLANNING

1. Could you describe for me the activities you carry out to be sure that
patients and their families are prepared for their discharge from the
hospital?

2. To what extent do your activities differ from that of the nurses on this
unit?

3. Do you initiate discharge planning for some patients? What types of patients?

4. To what extent do you become involved in discharge planning because the
nurse or physician have referred a patient to you? What types of patients are referred?

5. To what extent do you have a say in whether the patient goes home or to an
ECF following discharge?

6. What sorts of things do you take into account when deciding whether a patient
is able to go home or requires placement in an ECF2
To what extent do the nurses supply information which helps you arrive at this
decision?

7. What services do you find that patients need most when they are discharged?

8. Which of these services are most difficult to locate or arrange?

9. If you could make two changes in the way discharge planning is currently
handled on your unit, what would those changes be?

BACKGROUND INFORMATION:

Age Sex Highest degree Specialty training

Years Employed as Professional Years at this hospital Yrs. on unit
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. . . . This is a general fºcáel of Practice for
. . . . . . . . . . . . . . . . UPP ExTREMITIES ..

4 l. To individualize the nursing care plan circle the problem number and the
nursing orders that apply to the patient. - ... ." . . . . . .

. 2. Add and nurber additional problems as needed. ...
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Patient Problem/ §. Nursing Orders
Date No. Expected Outcome Freq. REDUCTION, INTERNAL FIXATION OF

EXTREMITIES

Outcomes
Verbalizes

with
Or
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Patient Problem/ . Deadlines

Fxpected Outcome

Appendix F-3
Nursing Orders PAGE 3

CLOSED/OPEN REDUCTION, INTERNAL FIxATION OF

Able to dorsiflex
thcut
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à i
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CLOSED/OPEN REDUCTION , INTERNAL FIXATION OF UPPER/LOWER EXTREMITIES
Nursing Criteria for Discharge or Maintenance (overall expected outcomes):

l, Ambulates safely with crutches, non-weight bearing or touch-down weight

.. follow-exerci s e—res i■■ e

bearing as indicated—including—stairs—if necessary

5. If still in cast when discharged:
a. ) Verbalizes understanding of cast car
b.) Reiterates signs and t - , + - - -

Sores - need to report to MD.
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Home Care coordinated Activities: *

Make extended
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MASTER PROBLEM LIST
ACITE LEUKEMIA

unt ºr nume era

**. N.A. M. ºr

tº nºt trº-to A*-

Location to AT ºr
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| DATE NO. ACTUAL PROBLEM CHARTING FREO UENCY NRé#Rye ||

1. AS susceptibility to infection
- -

-
Thrombocytopenia

3. Fatigue/weakness
-

4. Nausea, vomiting, anorexia

5. Pt/family anxiety, a;e:g■■ º
-

6. Lack of knowledge re home care
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Nursing Orders

level will

O Small, frequent meals.
6. Maintain fluid intake of

V
9. Consider need for

0
ll. Observe for S/S of electrol
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Nursing Orders
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Nursing Orders
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Nursing Criteria for Discharge or Maintenance (overall expected outcomes):

1. Demonstrates ability to care for Hickman line.
2. Verbalizes led

-

ibili infecti bleeding.—pre-—
—ventive measures, and resource people–to–call—should problems arise—

3. Verbalizes realistic plans for the future (see Problem #6).
-

Home Care Coordinated Activities:



AppendiX G
Discharge Questionnaire

11 L

The following is a discharge planning questionnaire to make your return to home and
to the community as easy as possible. Although you may have just been admitted to
the hospital, we feel that it is not too early to begin planning for changes in your
life. This questionnaire is to help you and your family meet these changing needs
through awareness of potential problems and mention of available resources to assist
with health care at home.

Please complete the parts of this questionnaire which applies to you as soon as you
feel able. Return it to your nurse when you are done.

JQ .”
> ----------I. When you get home: " . ,

J. J. . . ." J. : «
- - - ---------a. With whom will you live? ->

b. Who will assist with your care if necessary?

c. Will you and your family require assistance with care?

d. Will you have difficulty with any of the following at home:

stairs bathtub/shower transfering into bed (ht. of bed, other furnitture

e. Will you need any of the following equipment at home?

_ wheelchair, walker

bedside comode

bathroom safety equipment

OXygen or suction machines

dressing supplies for changes

f. Will you have any problem obtaining any of the following:

transportation (shopping) child care, pet care

medications adequate accomodations

food

g. How much of the following will you be able to do?
- - - - , | , ,† independant H with assist. that &

i
i
i
i
i

Eating

Dressing

Bathing

Positioning in bed, sitting, standing
iTransfer to tube and to lie:

d :Walking

Dressing Changes
Other medical treatments/procedures ––



II.

III.

Please circle any of the following that you would like to know more about:
a. Your disease/Illness:

1. What caused it?
2. Signs/symptoms of a relapse or recurrence of problems
3. What could be done to prevent recurrence, complications?
4. How might the side effects of treatment and the disease affect me?

b. Medication:
1. Its purpose, what it does

*2. How much to take
*3. When to take it

4. Side effects to be aware of
5. Ways to reverse or help minimize side effects

c. Treatments, procedures, and exercises: (ie. Hickman dressing changes, colostomy,
1. Their purpose ileostomy care, etc.)
2. How to do them
3. How often to do them

d. Supplies/equipment used at home:
1. Their purpose
2. When and how to use it (i. e. walkers, braces, etc.)
5. How to obtain more or repairs
4. Cost

e. Nutrition
1. Special diets:

how much to eat or drink
how often
what foods to avoid or what foods to concentrate on (i.e. alcohol, coffee, etc.)
Which foods might cause drug interactions if taken with drugs2

f. Preventative health practices:
Breast examination

. Pap Smears
Birth control and sexual practices
Dental health

. Exercise and its affect on your illness
:

Referrals: Which of these agencies do you for see needing involvement with or more
information about them?

VNA (Visiting Nurse)/Home Health Aid _ Meals on Wheels

_ Senior Citizens
-

_ Mental Health Agency

_ Planned Parenthood _ Insurance Groups (Medicare, medical)

-
American Cancer Society _ Social Welfare

Hospice Other

Would you like to see any other members of the health care team while in the hospital?
Chaplain (priest, minister, rabbi, etc.) Social Worker

Physical/Occupational The rapist Dietician

Financial Representative Nurse Clinical Specialist (psych, et

Thank you for taking the time to complete this form. We are eager to assist you in
planning for your discharge. Please continue to call upon us for help.

*These will be covered on your discharge medication sheet given to you before leaving
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Terminal Patient Discharge Check list

Notified: Chaplain
Socia 1 Worker

Clinical Specialist

Symptom Management:

Medications: (List) w/ instructions

:
Mouth Care:

Sking Care:

Bowe 1/Bladder Care:

Pain Contro 1 :

Activity Needs:

Wound/Stoma Care:

S/S Infection:

Other (List):
1.
2.
3.

Diet Instructions: reg Soft

Type, frequency, foods to avoid:

In-Home Help
Name of responsible friend/family member
Agencies involved (list)/notified?
1.

2.

Equipment needed (List)/ordered?
1.

2.

Physical Therapist
Dietician

Pharmacist

Demonstrat od

liquids NPO

Date

Date

1st return

phone number
Initials

Initials

2nd re

-



Discharge Checklist: General

Notified: Chaplain
Social Worker

Diet Instructions:

1.

2.

Medications: Instructions:

1.

2.

3.

Bowel/Urinary Control:

Mouthcare:

Wound Care Instructions:

Pain Contro 1 :

Other Treatment:

Home Health Service:

1.

2.

Equipment Needed:

1.

2.

Appendix G-3

Physical Therapist

X1

Dietician

Side effects —ºl x2

x1 x2.

1st 2nd
demo return demo return demo

Needed
already

contracted followed

Ordered:



Discharge Checklist: Leukemic

Notified: Chaplain
Social Worker

Diet instructions:

1.

2.

Medications:

1.

2.

3.

Bowel/Urinary Control:

Mouthcare:

Hickman Teaching:

Dressing –
Flush -

Emergency repair –

Signs and Symptoms of Infection:

Taking Temperature:

Pain Contro 1 :

Other Treatment:

Home Healyh Service:

1.

2.

Equipment:
Needed

1.

2.

3.

Physical Therapist
Dietician

Instructions:

Appendix G-4

X1 x2

Side effects: x1 x2

1st 2nd
demo return demo return demo

already
needed contracted followed

Ordered:
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Chemotherapy Patient Discharge Check list

Notified: _ Chaplain _ Physical Therapist

_ Social Worker _ Dietician

Clinical Specialist _ Pharmacy

Medications: (list) w/instructions Demonstrated 1st return 2nd return

:
Prevention of Complications of Chemotherapy :

Mouth Care

Infection Control (Taking temperature)

Bowel Care

Wound/Stoma Care

Pain Control

Other: (List)

Diet Instructions:

Home Help:

Name of family friends

and phone number

Agencies involved (list) Date Ordered Obtained Initials

1.

2.

Supplies needed (1ist)

1.

2.



Special Pt/Family Education Needs: Circle when appropriate, check when completed

_ Use of bedpan _ Injections (SC/IM) Other (List)

_ Bed Bath _ NG Feedings

_ Making Occupied Bed _ Temperature

Turning Patient Hickman Care

List Unresolved Problems from Nursing Care Plan:

Problem Status Plan



Appendix H

Accomplishes patient's
therapeutic self-care

Compensates for patients's
inability to engage
in self-care

ºurse
action

Supports and protects
patient

Wholly compensatory system

Performs some self-care
measures for patient

Compensates for self-care
limitations of patient

Assists patient as required

Nurse
action

Performs some self-care
measures

Patient
actionRegulates self-care agency

Accepts care and assistance
from nurse

Partly compensatory system

Accomplishes self-care

Patient
action

Regulates the exercise and
-> development of

self-care agency

Supportive-educative system

From: Orem, D. (1980) Nursing: Concepts of practice.
New York: McGraw-Hill.

-

2nd edition. p.98.
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