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“Technology is technology, just for those who are not born with it”



 

 



 

 

Hindrances and feasibilities that affect discharge planning:

Perspectives before and after the development and testing of ICT solutions 

Sofi Nordmark, Division of Nursing, Department of Health Science, Luleå University of Technology, 
Luleå, Sweden

Abstract
Deficits in collaboration and information exchange during patient discharge from the hospital can 
cause negative consequences for the patient, such as delayed discharge, readmission, inadequate post-
discharge care, and reduced quality of life. Information and communication technology (ICT) can 
contribute to easing and securing information exchange and collaboration at care transitions from one
care provider to another. The overall aim of this doctoral thesis was to gain broader knowledge about 
the discharge planning process by exploring the experiences of the involved personnel both before and 
after the development and testing of ICT solutions.

Studies I, II and III were conducted before the development and testing of ICT solutions. In study I, 
the experiences and views of registered nurses (RNs) and district nurses (DNs) regarding information 
exchange during the discharge planning process (DPP) for patients who required primary healthcare 
after discharge from hospital were probed. Data were collected through a web-based questionnaire and 
were analysed with descriptive statistics, chi-squared test and qualitative text analysis. In study II, the 
experiences and views of DNs and homecare organisers regarding the DPP were explored. Individual 
interviews were conducted with nine DNs and five homecare organisers working in homecare. Data 
were analysed via qualitative content analysis using an inductive approach. In study III, the DPP was 
evaluated. Qualitative data from studies I and II together with data from the development process and 
12 interviews with RNs in hospital care were analysed using Normalisation Process Theory. In study 
IV, RNs’, DNs’ and homecare organisers’ experiences with an agile development process that
included ICT testing were explored. An evaluation form was used to collect data on the experiences of 
RNs and DNs using videoconference technology. Data were analysed with descriptive statistics. Seven 
focus group interviews were also performed with 11 RNs, nine DNs and four homecare organisers 
after the development and testing of ICT. Data were analysed using qualitative content analysis. 

The results showed significant differences in perceived information exchange (I). Hindrances and 
feasibilities at the organisational, group and individual levels all affected the workflow. Demands, 
workload, time, collaboration, and engagement together with knowledge and professional confidence 
were factors that influenced the DPP (II). The results revealed that the previously DPP was not 
normalised or embedded within daily work before the development project began (III). RNs, DNs and 
homecare organisers had reached consensus on what the process was about (coherence) and how they 
evaluated the process (reflexive monitoring) but not on who performed the process (cognitive 
participation) and how it was performed (collective action). An agile inspired development process 
was used and resulted in five ICT solutions, aiming to support the DPP, that were tested in study IV.  
Study IV revealed that the time and timing both at the individual, group, and organisational levels and 
between those levels was essential for the development and adoption of new processes and products 
among caregivers.  
Keywords: discharge planning process, collaboration, information exchange, ICT, experiences, nurses, 
homecare organisers, qualitative content analysis, descriptive statistics
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Abbreviations and Definitions
DP Discharge planning

DPP Discharge planning process

DPC Discharge planning conference

RN Registered nurse

DN District nurse

HCO Homecare organizer

GP General Practitioner

ICT Information and Communication Technology

DOI Diffusion of Innovation

NPT Normalization Process Theory

FG Focus Group

FIA the Futures Innovative Work within Healthcare and Community Care

Physical meeting human meeting where the parties are in the same physical room
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Preface
When I started my career as a registered nurse in early 1990, the planning and coordination of 

patient discharge was not regulated in Sweden. There was a change in 1992, when

municipalities assumed collective responsibility for elderly care and care of the disabled. With 

this change, municipalities had to pay the county councils for in-patients who were medically 

ready for discharge from the hospital if the municipality could not take them home on time. 

The discharge planning process (DPP) became regulated with the aim of securing the patient’s 

transition from home to the hospital and back home. At this point, I worked as an RN at an 

infection clinic and met many elderly patients in need of care after discharge. To share 

information between the hospital ward and the municipality, we sent facsimiles back and forth 

for each patient. Often, the information ended up at a steel mill company located in the same 

care catchment area. Later, we found out that this situation was due to a lack of information 

and human error. Some fax machines were installed as internal connections, which meant a 

need to dial zero to connect to external lines, whereas others were external with no need to 

dial zero first. Every time someone failed to dial zero on the internal fax machine, the 

information was sent to the wrong receiver. This was not a secure way to exchange patient-

related information.

In the year 2001, the county council and all fourteen municipalities reached an agreement. An

electronic information system was developed to handle all information exchange between 

hospitals, healthcare centres and municipalities during the DPP. Now the information reached 

the correct recipient, if it was sent. At this stage, I had changed my professional path and was 

working with IT development, implementation and management. I observed “new” issues that 

influenced discharge planning in a negative way. I had a great interest in how the DPP 

worked, how ICT might support the workflow, and how healthcare staff/community care staff 

interpreted the regulations and local guidelines for their performance of DP. For many years, I

played a central role in the maintenance of the electronic information system and educated 

staff members in regulations, guidelines and ICT.

In 2009, I became a doctoral student in a development project with a focus on discharge 

planning. I observed this as a challenge and an opportunity to explore the discharge process 

and hopefully promote knowledge about how to enhance the transition of patient care from 

one care provider to another.
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Introduction

Discharge planning
The concept “discharge planning” (DP) is commonly used in the Western world to describe 

the transition of patient care from home to the hospital and back home (Rorden & Taft, 1990;

Shepperd et al., 2013). In Swedish, the term “coordinated care planning” (samordnad 

vårdplanering in Swedish) implies the same meaning as the DP concept. In English-language

literature, the term “care planning” is sometimes used, but this term is more applicable to 

daily individual planning for support, assistance and treatment for in-patients in the hospital 

or residential care, especially for persons at the end of life or with chronic illness (Connolly,

2014). In Sweden, DP is defined by the National Board of Health and Welfare as “a process 

that aims to seamlessly coordinate the patient’s continuing healthcare and welfare together 

with the patient’s transitions from one care unit to another” (SOSFS 1996:32). In this thesis, I

have chosen to use the term “discharge planning process” (DPP) to describe the process of 

transitioning care from the hospital to primary care and community care for home-living 

patients.

The discharge planning process
The discharge planning process (DPP) is a process with five subprocesses and a number of 

steering processes (Figure 1). In Sweden, the DPP is regulated by laws (SFS 1990:1404, SFS 

2003:193) and regulations (SOSFS 2005:27, SOSFS 2007:10, SOSFS 2008:20) and must be 

performed when an in-patient needs assistance from primary healthcare and/or community 

care following discharge. In many industrialized countries, the DPP is theoretically almost 

identical and relies on similar guidelines and regulations (Department of Health, 2003, 2010;

Department of Health and Children, 2001, 2003; Department of Human Services, 1998;

Katikireddi & Cloud, 2008; Medicare Learning Network, 2012; Queensland Health, 1998).
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Figure 1. Overview of the discharge planning process in general

In most Western countries, the DPP aims to start as soon as practicable after admission and to

involve the patient as a partner. At admission, necessary information is gathered from the 

patient, relatives, primary care and other community providers and is analysed to identify the 

patient’s discharge needs (Cherlin et al., 2012); this can be achieved through an admission 

note. During the hospital stay, primary care and/or community service are involved in the 

DPP to plan for the discharge to meet the patient’s needs. This step is often conducted at a 

discharge planning conference (DPC), where the required professionals meet with the patient 

and the patient’s relatives to discuss the patient’s abilities, needs, medical treatment and 

further care (Bångsbro, Dunér & Lidén, 2014). The agreements between the hospital, primary 

care and community care are documented in a discharge plan that is developed during the 

hospital stay (Walker, Hogstel & Curry, 2007). The decision that the patient is medically

ready for discharge is made by the patient’s consultant or the physician who is responsible for 

the patient’s care. At discharge, a discharge note with information about the patient’s hospital 

episode of care, medication, medical treatments, nursing care and planned follow-up is 

provided by the hospital to primary care and community care and is communicated to the 

patient. One to three weeks after the patient’s discharge, primary care and/or community care 
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perform follow-up to evaluate the patient’s needs, abilities and homecare. Together with the 

patient and relatives, they then adjust the planned homecare. 

However, a changing healthcare system with a reduced number of hospital beds and shorter 

hospital stays (The Organisation for Economic Co-operation and Development [OECD],

2012) affects the patient flow through the entire DPP. At the same time, increases in the

elderly population and the numbers of people with chronic illness mean greater pressure on

the healthcare system. The time available for discharge preparation has been significantly 

reduced (Maramba, Richards, Myers & Larrabee, 2004), which has led to hospitalized older 

people being discharged home “quicker and sicker” and therefore less prepared for the 

transition (Kosecoff, Kahn & Rogers, 1990). A literature review reveals that the essential 

elements of the DPP are communication, coordination, education, patient participation and 

collaboration between healthcare staff.

Patients’ needs and participation in DP
DP can be risky for the patient because of its complexity. There are many decisions to be 

made by the patient and different care providers. These decisions are often influenced by 

medical, social, functional, environmental, cognitive and financial factors, in addition to 

personal preferences. However, there is a difference between the patient’s perceived readiness

for discharge and the physician’s decision that the patient is medically ready for discharge 

(Coffey & McCarthy, 2012). Elderly patients with shorter hospital stays exhibit a lower 

perception of discharge readiness. Perceptions of discharge readiness are associated with the 

patient’s knowledge about their medical status, rehabilitation, medication and post-discharge 

support (Palonen, Kaunonen, Helminen & Åstedt-Kurki, 2015). A low perception of 

discharge readiness increases the risks of post-discharge consequences for the patient and 

readmission (Coffey & McCarthy, 2012). This finding clearly underscores the importance to 

the patient of the discharge information and education provided by healthcare professionals at 

the hospital ward. The patient's ability to adhere to provided instructions is important to the 

recovery process (Chugh, Williams, Grigsby & Coleman, 2009). When discharge information 

and education is missing or misunderstood, it is likely that the patient will fail to adhere to

instructions concerning medication, activity restrictions or follow-up (Gozdialski, Schlutow &
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Pittiglio, 2012). Although healthcare professionals in emergency departments have limited 

time to provide discharge information and education due to the nature of the operating 

environment, it is important for professionals to interact with older patients and family 

members. Even in a short space of time, it is possible for professionals to provide oral and 

written information to better prepare the patient and their family members for discharge.

Many studies have stated the importance of patient participation in the DPP to achieve high 

patient satisfaction and improved treatment outcomes (Anthony & Hudson-Barr, 2004;

Efraimsson, Sandman & Rasmussen, 2006). The concept of participation can be divided into 

five stages: non-involvement, where patients are passive recipients of care and treatment;

being given information, a requirement for being able to participate in decision-making 

concerning one’s own care and treatment; dialogue, an exchange of information that occurs

between the patient and healthcare staff; shared decision-making, cooperation between the 

patient and healthcare staff to find the best solutions and where the patient’s opinions are 

taken into account; and finally, decision-making, where the patient makes decisions 

independently, without consulting professionals (Thomson, 2007). Some studies have shown

that elderly patients wish to play an active or collaborative role in their DP (Foss & Hofoss,

2011; Popejoy, 2011), whereas others have shown that elderly patients want a less active role 

in medical decision-making (Arora & McHorney, 2000) but have a strong desire for 

information (Deber, Kraetschmer & Irvine, 1996) and good communication with their hospital 

care providers (Ekdahl, Andersson & Friedrichsen, 2010). The challenge is to motivate 

passive patients and healthcare staff to accept an active patient role and to make an effort to 

communicate and share the patient’s preferences (Arora & McHorney, 2000). Another 

challenge for healthcare staff is determining how to prepare the patient for the DPC so the 

patient feels that they can participate (Efraimsson et al., 2006). This preparation can be 

accomplished before the meeting by providing information about the procedure and at the 

meeting by inviting the patient to participate, making room for them in the conversation, 

listening to them and supporting them in expressing themselves. Patient participation is a

component of healthcare legislation in many countries (Department of Health and Human 

Services, 2010; National Health Service, 2011; Patientlagen, [SFS] 2014:821). Healthcare 

professionals have a responsibility to involve patients in decisions concerning their care and 

treatment, which has become accepted as an ethically appropriate practice. 
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For the patient, returning home from the safe hospital environment means adapting to new 

conditions. Studies from many different countries have reported that after hospital discharge,

people encounter a variety of problems during the first weeks after their return home. The 

perceived problems for the individual after discharge include difficulty with reading 

medication labels/lists or not understanding treatment regimens (Borgsteede, Karapinar-

Carkit, Hoffman, Zoer & van den Bemt, 2011; Boter, Misiaen, Duijnhouwer & Groenewegen, 

1998; McKeown 2007); not getting needed help (Bowles et al, 2002); not being aware of 

available community services (Grimmer, Moss & Falco, 2004; Naylor, Stephens, Bowles & 

Bixby, 2005); unmet needs for information (McMillan, Booth, Currie & Howe, 2014); and 

social and emotional problems, such as anxiety and uncertainty (Kvaal & Laake, 2002), often 

about nursing and caring or access to support from family and caregivers (Shiotani, 2008).

Post-discharge problems seem to be more common with increased age and in women 

(Mistiaen, Duijnhouwer & Ettema, 1999). These unmet needs may lead to further 

complications for the person and unplanned hospital readmissions. Other perceived problems 

include a lower level of independence in activities of daily living, self-care deficits (Mahoney,

Eisner, Havighurst, Gray & Palta, 2000; McMillan et al., 2014,) and dependence on others 

with regard to household activities (Lin & Chang, 2004; McKeown, 2007; Mistiaen et al., 

1999). Frequently, the individual becomes dependent on informal support from family 

members, neighbours or other volunteers to manage their daily living (McKeown, 2007). 

Healthcare professionals should be aware that decreased functional abilities, serious cognitive 

deterioration and living alone are the main factors associated with a high level of dependence 

in older people (Desai, Lentzver & Weeks, 2001). These factors are therefore important for 

healthcare professionals to consider when planning for the patient’s hospital discharge.

Person-centred care has been described as an approach that improves the discharge process 

(Ulin, Olsson, Wolf & Ekman, 2015). Person-centred care is a holistic approach to care 

(Morgan & Yoder, 2012) that is based on humanistic and ethical principles; it emphasizes that 

each individual has absolute value and is unique and worthy of respect regardless of disability 

or impairment (Epp, 2003). McCormack and McCance (2006) identified the development of 

person-centred processes as an important component of their framework for person-centred 

nursing. The DPP is a process that supports person-centred care if executed from a holistic 

perspective on humanity and care, which is considered a prerequisite in this thesis. The DPP
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must respect the unique person with individual resources, needs and wishes that are to be 

identified and met.

In this thesis, patients’ perspectives were not studied, although it would have been preferable 

and natural to include them. The reason is that this study was part of an innovative project

with the aim of creating conditions promoting regional growth and job creation while 

improving the accessibility, safety, quality and efficiency of healthcare at the same time.

Therefore, this study focused on the DPP from the perspectives of healthcare and community 

care personnel.

Health- and community care personnel involved in DP
There are both organizational and professional similarities and differences among countries

regarding how and by whom healthcare and community care are performed. In the Swedish 

context of this study, three different professions were directly involved: registered nurses, 

district nurses and homecare organizers. Members of other professions participated in the 

DPP, but in a more fragmented way: physicians, physiotherapists, occupational therapists, and 

assistant nurses (Figure 2). The general practitioner (GP) had the medical responsibility for 

the patient after discharge from hospital. However, the GP never took an active part in the 

DPP but was instead provided with patient-related information at discharge from the 

physicians and district nurses.
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Figure 2. Overview of the discharge planning process in the study context

The DP role of the registered nurse
It has long been acknowledged that the registered nurse plays a central role in the DPP by 

coordinating the information exchange (Rorden & Taft, 1990). Nonetheless, studies have 

shown that some nurses are unclear about their role in the process (Watts & Gardner, 2005),

do not fully understand who is responsible for the DPP (Kalisch, 2006), or have not even 

reached a consensus on what the process is (Watts, Pierson & Gardner, 2005). One important 

work task for registered nurses has been shown to be teaching and informing patients about 

their medical status, rehabilitation, medication and post-discharge support as part of discharge 

preparation to promote the patient’s perception of their readiness for discharge (Carrol & 

Dowling, 2007). Legal authority to use the title “registered nurse” is awarded upon passing a

licensing examination (Board of Registered Nursing CA Gov 2015; Nursing and Midwifery 

Board of Australia, 2014; Patientsäkerhetslagen [SFS], 2010:659). The roles of a registered 

nurse may include team leader; unit manager; administration; medication administration;

assessment and management of the patient client, including complex or specialized nursing 

care; or conducting research. Registered nurses are also responsible for qualitative 
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improvements in work through their involvement in teaching, competence assessments, and 

the supervision and evaluation of patients’ outcomes. In this thesis, I have chosen to use the 

term “registered nurse” (RN) to indicate a hospital nurse who works with discharge planning.

The DP role of the homecare nurse/district nurse
Homecare nurses also play an important role in patients’ care transitions by working with 

them immediately after hospital discharge. Homecare nurses have a key function in the 

provision and coordination of services for older people in the community, which is why 

communication and collaboration between the hospital and the homecare nurse is important 

for the continuity of care for the patient (Murphy, 2002). According to a brief review of the 

literature from the UK, Canada and Australia, the terms “community health nurse” and 

“public health nurse” best describe the concept of a Swedish homecare nurse in terms of work 

tasks and responsibility (Dunn, Guy, Hardman, Lewis & Vetter, 1995; Philibin et al., 2010). 

However, other terms used in more recent English-language literature include “district nurse”,

“homecare nurse”, “health visitor” and “liaison nurse”. Homecare nurses in the US and 

district nurses in the UK, New Zealand and Norway serve patients who live in a defined 

geographical area. These nurses provide skilled nursing services, such as assessment and 

surveillance, wound care, patient education and medical treatments (Ferman & Naess, 2008,

Goodman, Wooley & Knight, 2003; Wilson, Patemen, Beaver & Luker, 2002). Homecare 

nurses and district nurses differ in administrative structure and funding; homecare nurses in 

the US are usually employed by profit-based hospitals and agencies, and their services are 

funded by a variety of public and private mechanisms. In the UK, New Zealand and Norway,

district nurses are mostly funded through national health programmes (French, Old & Healy, 

2002). Health visitors are described as having a more proactive role but can also serve as a 

link between specialist care, primary care and community care (Machin, Machin & Pearson, 

2012). In Australia, liaison nurses are described as coordinators to enhance the transition from 

the intensive care unit to the ward (Green & Edmonds, 2004), and psychiatric consultation-

liaison nurses are described as coordinators specific for psychiatric care and post-discharge 

care (Sharrock, Grigg, Happell, Keeble-Delvin & Jennings, 2006), whereas in Sweden, case 

managers plan and coordinate support for people with psychiatric illnesses (Socialstyrelsen,

2011). In this thesis, I have chosen to use the term “district nurse” (DN) to refer to nurses who

work with DP for homecare patients in need of healthcare. 
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The DP role of the social worker/homecare organizer
In the US and UK, the role of hospital-based social workers is to perform all the patient data

review, obtain all the authorizations and perform much of the coordination during the DPP.

Discussing available options with patients and their families, helping them understand their 

choices, and developing a discharge plan are perceived by hospital-based social workers as 

the most important work tasks they perform (Kadushin & Kulys, 1993). However, they spend 

most of their work hours contacting community agencies, nursing homes, and rehabilitation 

facilities to arrange for patient services after discharge. For a long time, social workers and 

RNs have worked together to plan for and provide post-discharge activities (Holliman,

Dziegielewski & Teare, 2003). Some DP activities are performed by both RNs and social 

workers, such as meetings, documentation, coordination, and budgeting. Other activities are 

performed by RNs only, such as patient/family education, infection control, quality 

management, pharmacy inventory, and teaching professionals; and some are only performed 

by social workers only, such as home visits, therapy, and psychosocial assessments. However, 

there has been a long-standing debate about who should be doing what, and in some 

American hospitals, social workers have been replaced with RN case managers. It is argued 

that the educational level of RNs is more suitable for the performance of safe and secure DP. 

The Swedish concept of an “aid case worker” (biståndshandläggare in Swedish) is difficult to 

translate into English when different terms are used in the literature. The term “social worker”

appears often but does not match the Swedish meaning of an “aid case worker” involved in 

the DPP. The work tasks and responsibilities of a social worker more closely fit the 

description of a Swedish welfare officer connected to a hospital. In the UK, the title “social 

worker” is protected by the law, and a master’s or bachelor’s degree is required (The British 

Association of Social Workers [BASW], 2014). In Sweden, municipalities are responsible for 

providing support and assistance to people in vulnerable situations through the social services

agency (Regeringskansliet). Eligible people can include children and young people, people 

with substance abuse problems, elderly people and people with disabilities. Any such support 

or assistance is to be based on the needs of the individual. Examples of the most common 

services include home help with tasks, such as shopping, laundry and cleaning; personal care;

meals; and emergencies. People may also apply to move to special housing accommodations.

In Sweden, elderly care was decentralized in the 1990s. At the same time, there was a change 

in who was responsible for informing people about elderly care, assessing what help people 

are eligible to receive and executing that help; previously, one profession with a college 
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degree had been responsible, but now two professions were. A new title, “homecare 

organizer”, was coined for the professionals who inform people about elderly care and assess 

what help people may receive, whereas “case managers” execute the assessed help (Norman 

& Schön, 2005). 

In this thesis, I have chosen to use the term “homecare organizer” (HCO) to refer to 

professionals who are employed by the community and are involved and responsible for DP

for home-living patients in need of community care of any type when leaving the hospital.

DPP and Information and communication technologies
Information exchange has been shown to be an essential part of the DPP to achieve a safe and 

secure patient transition from home to hospital and back home (Mestieg, Helbostad, Sletvold, 

Rosstad & Saltvedt, 2010). Delays and gaps in communication between the hospital and 

primary healthcare as well as poor discharge documentation can negatively affect the process. 

A lack of information reduces the quality of DP, with consequences for the patient such as

delayed discharge, readmission, inadequate post-discharge care, and reduced quality of life

(Shepperd et al., 2013).  

Information exchange between the RN, DN and HCO during the DPP is accomplished 

verbally, on paper or electronically. The use of different technical solutions to ease the 

information exchange is increasing (Center för eHälsa I Samverkan [CeHis]; European Union 

[EU]). 

eHealth definition
An umbrella term for much of the technology used in healthcare is eHealth. The term eHealth 

was barely used before 1999 (Eysenbach, 2001). The term was created and used in line with 

other “e-words”, such as e-commerce, e-business and e-solutions in an attempt to transfer the 

principles and promises of e-commerce to the health arena. The World Health Organization 
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[WHO], (2012) defines eHealth as the transfer of health resources and healthcare by 

electronic means. eHealth encompasses three main areas: the delivery of health information to 

health professionals and health consumers through the Internet and telecommunications; using 

the power of IT and e-commerce to improve public health services through education and

training of health workers; and the use of e-commerce and e-business practices in health 

systems management. A literature review (Oh, Rizo, Enkin & Jadad, 2005) showed that there 

were 51 unique published definitions of eHealth, which varied from 3 words to 74 words. All 

the definitions included the word “health” and referred to technology either explicitly or 

implicitly. The definitions implied that technology is a tool to enable a process, function or 

service (the Internet) or is the embodiment of eHealth itself (a health website). All the 

definitions conveyed a positive attitude and reflected optimism, and terms such as benefits, 

improvement, enhancing, efficiency and enabling were mentioned. None of the definitions 

suggested that eHealth has any negative or disadvantageous effects. 

A suborder term to eHealth is ICT, which stands for information and communication 

technology. In healthcare, ICT is used to ease the storage, accessibility and exchange of data;

to support clinical decisions; and to ease care at a distance (Black et al., 2011). Examples of 

ICT are electronic health records, electronic prescribing tools, and videoconferencing

equipment (Eysenbach, 2001). In this thesis, the term ICT solutions will be used to describe 

the developed and tested technology, and will further be described under project description.

Nursing informatics and communication 
Within the field of nursing, there are six main areas of competence (Institute of Medicine of 

the National Academies [IOM], 2003; Quality and Safety Education for Nurses [QSEN],

2007; Svensk Sjuksköterskeförening [SSF], 2010); informatics is one, and team collaboration 

is another. This thesis focuses on both of these areas in relation to the DPP. Nursing 

informatics comprises nursing science and praxis, where information and knowledge within 

nursing are integrated with ICT to promote health among individuals, families and societies 

throughout the world (International Medical Informatics Association [IMIA], 2009).

Communication and information exchange in healthcare is considered a risk area. The risk 

can be both a lack of communication between staff and patients and a lack of information 
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exchange between different healthcare providers. According to The Joint Commission (2006),

failures in communication were the most common cause of adverse events during 1995-2006

in the US. In Sweden, a lack of communication is considered one of the most common causes 

of adverse events according to the National Board of Health and Welfare (2009).

ICT can be used to reduce the frequency and consequences of communication errors in 

healthcare, but it also can cause errors. There are a number of barriers to ICT, such as

investment in administrative rather than clinical systems; lack of leaders and expertise in 

implementing ICT systems; and inaccessible data due to format and/or interface issues (Bates 

et al., 2001). To develop user-friendly accessible ICT to secure the information exchange 

during the DPP, it is important to explore the workflow, needs and obstacles experienced by 

the users of ICT: registered nurses, district nurses and homecare organizers.

It has been shown that nurses in leadership positions affect the relationships among healthcare

team members through their style of communicating (McCabe & Timmins, 2006). Through 

communication, nurses are able to both increase and decrease a good working climate where

the contributions of all individuals are valued and respected. Winchester (2003) stated that all 

professions within an interprofessional team need to have good communication skills, which

can be achieved through education in communication. Bad communication and collaboration 

leads to poor care, decreased job satisfaction and a lack of engagement, which can lead to the 

patient’s needs and wishes being neglected. Good communication and collaboration is 

necessary for good and safe care (Sheehan, Robertson & Ormond, 2007; Thor & Wallin, 

2008).

Communication theories and models
According to Fiske (2000), there are two different schools of thought (two different 

perspectives to relate to in studies of communication) in regard to communication theories:

one focuses on process and the other focuses on meaning. In the first school, communication 

is viewed as the transfer of messages, with a focus on how the sender and receiver code and 
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decode the message and how the sender uses different channels and media for 

communication. The theories in the first school describe what occurs in this transaction and 

the result it leads to, a process in which the individual affects and is affected by someone else 

in behaviour and spirit. The theories within this school also discuss efficacy and accuracy; if 

the result is not as expected, the term “unsuccessful communication” is used. This school 

explores the different steps in the process, and experiences and actions become natural parts 

to analyse to identify where the failure emerged. The main topics are the sender, message and 

receiver, as well as the social situation in which the communication occurs.

The other school of communication theories views communication as the creation and 

exchange of meaning. By examining text and culture, this school focuses on how humans use 

verbal and written messages to create meaning. The science of symbols and meanings is 

called semiotics. In semiotics, the message and meaning are in the centre, and the sender and 

receiver have less meaning. This thesis focuses on the communication process by exploring 

the different steps in the process where experiences and actions become natural parts to 

analyse.

There are several different communication models described in the literature that can help to 

understand and explain the communication process. The following are examples of these 

models: the linear – a one-way process (Shannon & Weaver, 1949), the interactive – a two-

way process (Schramm, 1955; Wood, 2009) and the transactional – a simultaneous two-way 

process (Wood, 2009). Eide & Eide (1997) described three different communication models

connected to nursing: the linear, the process-oriented and the profession-oriented. The linear 

model focuses on the transition of a message between two persons. The process-oriented

model involves the linear model, but the starting point is that the people are involved in 

mutual influence where the focus is on the psychological interaction. The profession-oriented 

model consists of three levels: nursing professionalism (empathy, professional knowledge, 

and goal orientation) nursing rationality (feelings, rationality, and intuition) and nursing 

temporality (time perception). The three levels are integrated within nursing communication,

and together they provide insights into how nursing-oriented communication works (ibid). In 

1956, Gerbner (1956) presented a communication model with a general application area. The 



 

18 

 

model is an extension of the Shannon and Weavers model (1949) in which Gerbner (1956) 

positions the message in relation to the context and views the process in two dimensions, 

perceptive/receptive and communicating. This model is used in this thesis to help illuminate

the exchange of information between RNs, DNs and HCOs during the DPP.

Communication and DP
Communication forms the basis for effective DP, and it is the role of healthcare professionals 

to inform patients and family carers about the DPP and to support and empower them to 

participate in the planning to secure the transition from hospital to home. Without 

communication and collaboration when receiving care in different settings, patients are at risk 

of complications, medical errors (Frydenberg & Brekke, 2012), undergoing duplicate tests 

and missed follow-up of test results (Roy et al., 2005). 

The literature supports enhanced discharge communication strategies. A survey of patients 

with complex care needs in eleven countries found that a significant percentage of the patients 

in Australia, Canada, France, Germany, the Netherlands, New Zealand, Norway, Sweden, 

Switzerland, the United Kingdom and the United States reported gaps in DP (Schoen et al.,

2011). Not receiving instructions about when to seek follow-up care, not knowing whom to 

contact with questions, not having a written discharge plan or follow-up appointment, or not 

being provided clear instructions about medications was reported by 26 percent of UK 

patients and half or more of patients from the other countries. Abad-Copra et al. (2012) 

showed that providing early information to the patient about the disease and treatment and 

involving them in the DP led to significant improvements in quality of life and knowledge of 

the disease 12 and 24 weeks after discharge from hospital. On the other hand, Bauer,

Fitzgerald, Koch & King (2011) showed that family carers for a family member with 

dementia did not receive information that they identified as important to their role. The 

information, communication and care standards they expected were often not provided, and 

feelings of insecurity arose as a result.
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Interventions to improve DPP
To facilitate and improve the DPP and to prevent undesirable outcomes, a number of different 

interventions have been tested over the years. A systematic review by Laugaland, Aase & 

Barach (2012) found three different types of discharge interventions aimed at improving the 

communication: profession-oriented (e.g., education and training); organizational (e.g., 

transfer nurse, transition coach, discharge protocol, discharge follow-up, medication 

reconciliation, standardized discharge letter, and electronic protocols); and patient-and-next-

of kin-oriented (e.g., patient empowerment and discharge support) . Different decision support 

tools aimed at identifying patients at risk early in the process (Bowles et al., 2015; Holland,

Knalf & Bowles, 2013) and tailored discharge models for specific chronic conditions have 

been developed and implemented to improve post-discharge care and reduce readmissions

(Lambrinou, Kalogirou, Lamnisos & Sourtzi, 2012; Lin, Wang, Chang & Yang, 2005).

Specific discharge planners who follow the patient through the DPP and conduct follow-up

after discharge represent another implemented intervention aimed at improving DP outcomes 

(Huang & Liang, 2005). The development and use of a structured medication report as part of 

the discharge letter to improve patients’ adherence to hospital discharge medications

(Hohmann, Neumann-Haefelin, Klotz, Freidank & Radziwill, 2014) and electronic discharge 

summaries to improve communication with general practitioners (Craig, Callen, Marks, 

Saddik & Bramley, 2007) are other examples of DP interventions. Whereas the average time 

for handwritten discharge summaries to reach the GP could be 28 days, electronic discharge 

summaries were received by the GP ranging from before the patient had left the hospital to 

the same time as the handwritten version. The degree of improvement was dependent on 

training and implementation practices as well as issues such as software barriers, lack of 

standardization of data, and lack of equipment and broadband. Electronic health records 

(EHRs) have been implemented in most healthcare organizations, with the aim of enhancing

storage of and accessibility to patient-related data. However, studies indicate that these 

systems are not preferred to paper-based systems by healthcare personnel. A Norwegian study 

showed that EHRs are not specially designed to support the DPP (Dybdahl Sørby & Nytrø,

2005). The authors found a need for improved user interfaces, which would make it easier for 

healthcare personnel to retrieve and produce relevant information when performing DP.
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To determine the effectiveness of DP interventions, the measured outcomes are often 

unplanned readmissions, mortality rate, patient satisfaction and costs, and the results show 

that outcomes are not equivalent (Shepperd et al., 2013). A Cochrane review conducted in 

2000 (Parkes & Shepperd) showed that DP may lead to a reduced length of hospital stay and 

reduced hospital readmission, whereas a second review in 2004 (Shepperd et al.) showed that 

DP had an uncertain impact on hospital length of stay and readmission rates. A third review in 

2010 (Rotter el al.) suggested that a structured discharge plan tailored to the individual patient 

most likely led to reductions in hospital length of stay and readmission rates.
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Development models and implementation theories

This thesis is based on scientific work connected to a development project that resulted in

testing of ICT solutions aimed at supporting the DPP. When new processes or products are 

developed and implemented in healthcare organizations, theoretical frameworks can help the

interpretation and understanding of hindrances and feasibilities that influence readiness for 

change and adoption.

Models related to ICT development 
There are a large number of models that are used for ICT development. In all ICT-related 

models, the grouping of developmental activities and the flows of information and time are of 

concern. There are several activities that are typically involved in most models: planning and 

analysing requirements, defining requirements, designing the software, developing the 

product, testing the product, deploying the product in the market and performing maintenance

(Dubey, Jain & Mantri, 2015). One early and well-known model is the waterfall model. This 

is a sequential flow model in which these activities are executed one by one. Interactions with 

the customer occur in the beginning of the process. The benefits of this model are that the 

prerequisites are clear before development starts, and each activity is finished in a specified 

period of time. On the other hand, one cannot go back a step, which can be a disadvantage. If 

clients are not very precise in their requirements, errors may occur during development that 

later cause implementation problems. The waterfall model is recommended for situations in 

which there is a clear description of how the final product should be, the customer will not 

desire the ability to make changes during the process, and delineation is of greater importance 

then speed. If there is not a clear image of what the final product should look like and the 

customer will desire the ability to model the scope of the project, the waterfall model is not 

suitable, which was the case in this project. In such cases, agile models are preferred, such as 

Scrum, Feature-Driven Development, Dynamic Systems Development Method or Rational 

Unified Process. Agile methods are flexible with overlapping activities and allow constant 

customer interaction throughout the process. These agile methods may be more desirable for 

ICT development in healthcare, in which the image of the end product not always is clear at 

the beginning of the process. The concept of agile methodology involves fast delivery to the 

customer using demo working software instead of relying on documentation alone. The 
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benefits of agile models are that the project is divided into small iterations, allowing changes 

during the process. The backbone is customer interaction, but that can also become a 

disadvantage: if the customer does not communicate clearly, this might create ambiguity 

between developers, resulting in delays and higher costs. 

The development process described in this thesis was inspired by the Agile Manifesto (2001).

This meant that a high priority was placed on building the project together with motivated 

individuals from healthcare and community care, continuous communication between 

developers and end users, openness to changes even late in the process and close collaboration 

between end users and developers during the entire process. The development process 

resulted in five ICT solutions aimed at supporting the DPP, which are described later in this 

thesis.

Implementation theories
ICT is widely used in healthcare organizations to facilitate communication and information 

across healthcare providers with the aim of making the delivery of care safer and more 

efficient (Catwell & Sheikh, 2009). However, the implementation of ICT systems and ICT 

solutions always entails both individual and organizational changes (Rogers, 1995; Van de 

Ven 1986). There are several challenges associated with the implementation and adoption of 

ICT systems and solutions, which have led to a need to understand the implementation

process to better meet the challenges. The literature describes different implementation 

models and theories to better understand implementation and/or predict adoption. One 

frequently used model is the Technology Acceptance Model (TAM) (Davis, 1989; Davis et al 

1989). This model focuses on perceived usefulness and perceived ease of use at the individual 

level to predict attitudes towards the use of the system and the user’s willingness to use the 

system. Ease of use refers to competence (“is it easy for me to use this tool?”), and usefulness 

refers to autonomy (“is it beneficial for me to use this tool for this work task?”). A criticism 

of this model is that it does not focus on the group or organizational level, nor does it focus on

the views of non-adopters. Studying non-adopters’ views would help provide valuable 

insights into the non-adoption of ICT systems (Jeyaraj, Rottman & Lacity, 2006). Because the

project under study was not limited to exploring implementation at the individual level, TAM 
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was not the ideal model to use in this thesis. Diffusion of Innovations (DOI) is a theory that 

focuses on the group or organization level (Rogers, 1983). DOI helps describe how new ideas 

are spread and adopted in a community, and it seeks to explain how communication channels 

and opinion leaders shape adoption. A central component of DOI is early adopters and 

product champions, who act entrepreneurially to engage with the new, which was part of the

focus of this research when exploring the DPP. However, DOI has also been criticized for 

neglecting non-adopters’ views and pre-beliefs. Among implementation theories, Actor-

Network Theory (ANT) is described in the literature as suitable for studying technology 

implementation in healthcare (Cresswell, Worth & Sheikh, 2010). By focusing on examining 

microcontexts (individual healthcare personnel interacting with technology), findings can be 

used to draw conclusions about the macrocontext (the political environment in which 

individual practices are situated). One criticism of ANT is that a theory should be able to 

explain “how and why” things occur by exploring their relationships. ANT can describe 

“how” at an elementary level, but why things occur poses a challenge (Wacker, 1998).

Normalization Process Theory (NPT) was used in this thesis to explore the degree to which

the DPP was routinely embedded in everyday practice among RNs, DNs and homecare 

organizers before the development of ICT solutions aimed at supporting the process. NPT 

focuses on the work of embedding and sustaining practices within interaction chains, and it

helps clarify what causes a process to become normalized or not (May & Finch, 2009). NPT

also helps elucidate how practices are embedded and integrated into their social context. This

theory was derived from multiple qualitative studies in healthcare settings and the 

Normalization Process Model, which seeks to explain the operationalization of complex 

interventions in healthcare settings. This theory posits that implementation is operationalized 

through four core concepts: coherence, cognitive participation, collective actions and 

reflexive monitoring. Coherence is the starting point; it describes “what is the work?” in terms 

of factors that promote or inhibit mobilization of practice as well as beliefs and behaviours

that define and organize objects. Cognitive participation describes “who does the work?” in 

terms of factors that promote or inhibit participation in a practice as well as beliefs and 

behaviours that define and organize actors. Collective action describes “how does the work 

get done?” by focusing on factors that promote or inhibit enacting a practice as well as beliefs 

and behaviours that define and organize work. The fourth core concept, reflexive monitoring, 
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describes “how is the work understood?” by focusing on factors that promote or inhibit the 

appraisal of a practice as well as beliefs and behaviours that define and organize 

understanding. NPT is intended to explain the conditions of social action in a specific and 

limited arena, which is why it was found suitable as a framework for analysing the data in this 

project.
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Rational for the research study
The DPP is theoretically almost identical among industrialized countries and relies on general 

guidelines and regulations. Nonetheless, twenty years after implementing the DPP, deficits in 

information exchange and collaboration are still common in many countries.

The political goal is more elderly people living at home longer, but at the same time, the 

Swedish healthcare and welfare systems are continuously changing. There are fewer hospital 

beds, decreasing hospital stays, an ageing population, increasing chronic illness and limited 

resources. These changes mean increases in patient turnover at hospitals, and they have

caused the time available for discharge preparation to be significantly reduced and homecare 

to be more advanced and demanding. This tight healthcare organization increases the risk of

hospitalized older people being discharged home “quicker and sicker” and thereby less 

prepared for the transition. These changes put greater demands on a safe and secure transition 

of patient care from one care provider to another. To achieve a safe and secure care transition,

the information exchange and collaboration between different care providers needs to work 

well. The use of ICT solutions in health- and community care for the storage and exchange of 

information is increasing. Policymakers emphasize that increased use of ICT will promote 

accessibility, efficiency, safety and quality for the patient and for health- and community care. 

However, the development, implementation and adoption of ICT solutions demands 

individual, collective and organizational engagement and changes. To develop user-friendly 

ICT solutions that support the DPP, it is important to obtain knowledge about the entire DPP 

and the personnel involved; this ought to be a prerequisite for successful implementation and 

adoption. 

A literature review shows that DP has been extensively studied, but the research is limited to 

parts of the process, often the DPC or discharge. There is also a large body of literature 

focusing on measurable results, such as adverse events, readmission rates, mortality and 

economic issues. The research on personnel’s experiences of implementing ICT solutions to 

support DP is relatively comprehensive. Much of this research, however, is limited to 

information exchange between hospitals and general practitioners. This thesis therefore aimed

to explore the perspectives of RNs, DNs and HCOs on the entire DPP.
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Aim of the thesis
The overall aim of this doctoral thesis was to gain broader knowledge about the DPP by 

exploring the experiences of involved personnel before and after the development and testing

of ICT solutions.

Specific aims of the studies
Study I: To explore the experiences and perceptions of RNs and DNs 

regarding the exchange of information during the DPP for patients 

who require primary healthcare after being discharged from the 

hospital.

Study II: To explore the experiences and views of DNs and HCOs regarding

the workflow during the DPP, with a focus on strengths and 

obstacles.

Study III: To explore the embedding and integration of the DPP from the 

perspective of registered nurses (RNs), district nurses (DNs) and 

homecare organizers (HCOs). 

Study IV: To explore the experiences of RNs, DNs and HCOs with an agile 

development process and the testing of ICT solutions aimed at 

supporting discharge planning.
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Project description 
This thesis derives from a development project called FIA (Future Innovative Work within 

Healthcare and Community Care). FIA (2012) comprised five different subprojects: staff

members’ ethical reasoning, distance consultations with specialists, electronic lists of 

medications, entrepreneurship and discharge planning. This thesis is based on the last 

subproject. The goal of the project was to produce a unique approach consisting of ICT 

products and services that could be commercialized on national and international markets,

which in turn would create the conditions for regional growth and job creation at the same 

time that the accessibility, safety, quality and efficiency of healthcare was improved. The 

project was conducted between 2009 and 2012.

When the study was underway, DNs, working with homecare, were employed by the county 

council. All five hospitals, 34 healthcare centres and 30 dental care centres in the county were 

using the same electronic medical record system. The fourteen municipalities in the county 

had different electronic medical record systems. However, all information exchange between 

care providers during DP involved a uniform electronic information system used by the 

hospitals, primary healthcare centres and municipalities. The DPP had been implemented in 

1992, and in 2002 local guidelines for the performance of the DPP were agreed upon by the 

county council and the county municipalities. Thus, much patient-related information had to 

be doubly documented, first in the medical record for internal use and then in the electronic 

information system for external use.

The development process of ICT solutions in the project under 
study

Project organization
The project had a steering committee with representatives from three municipalities, the 

county council and the university directing the framework for the project budget, project 

duration, and extent of personnel resources required. The project was run by a project 

manager, a technical project leader, a market/business project leader and an 

operational/activity project leader. The author of this thesis played an active role in all the 
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steps in the project process: planning and preparatory work as well as development, including 

testing the interventions within the project. She had work experience in caring processes as a 

registered nurse and work experience as an IT coordinator and development manager within 

the field of IT solutions for healthcare and welfare. The supportive technology for the DPP 

was developed in collaboration with the university, two municipalities, the county council and 

two external IT companies located in the same county, using the concept of the Triple Helix 

(Etkowitz, 2003). The development project for DP used an agile-inspired work method.

Within the FIA project, project- and research-related work represented parallel processes, but 

they were also integrated with each other (Table 1). There was a purposeful flow of 

information and data between the two processes to obtain solid knowledge about the entire

DPP.  



 

30 

 

Table 1. Overview of project and research work.
Term
Year

Spring 
2009

Autumn 
2009

Spring 
2010

Autumn 
2010

Spring 
2011

Autumn 
2011

Spring 
2012

Activities Project 
start

Work-
shops with 
nursing 
staff

Specifi-
cation of 
require-
ments

Start of 
technology 
tests

Support
News-
letters

Support
News-
letters

End of 
technology 
tests and 
project

Mapping 
DP process

Survey to 
RNs and
DNs*

Evaluation 
form for 
video-
conference 
to RNs and 
DNs*

Meetings 
every third 
month with 
RNs, DNs 
and HCOs 
from 
workshop 
groups

Meetings 
every third 
month with 
RNs, DNs 
and HCOs 
from 
workshop 
groups

Final 
report

Mapping 
adverse 
events

Develop-
ment of 
supporting 
technology

Support
News-
letters

Focus 
group 
interviews
*

Mapping 
develop-
ment 
require-
ments

Accept-
ance tests

Meetings 
every third 
month with 
RNs, DNs 
and HCOs 
from 
workshop 
groups

Research 
plan 
approved

Interviews 
with RNs*

Ethical 
approval

Interviews 
with DNs 
and 
HCOs*

Informa-
tional 
meetings 
with 
nursing 
staff and 
their 
supervisors

Production 
of 
education-
al material

Education 
of nursing 
staff in 
supporting 
technology

*Research work
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Project participants and procedure
The project concept and application were developed with the collaboration of one volunteer 

healthcare centre and the centre of eHealth at the university (EIC). Data on all DPC conducted

at the care settings in the predefined area were analysed using descriptive statistics (Dawson 

& Trap, 2004) to form a clear picture of the frequency of DPCs. Statistical data on the

frequency (Figures 3 and 4) of DPCs conducted between the volunteer healthcare centre and 

the central county hospital at the ward level over the previous two years were reviewed. Five 

hospital wards with the highest frequency of DPCs (geriatric/palliative, infection, surgical, 

orthopaedic and medical) were identified and invited to participate in the project. Comparing 

statistics for these five wards helped identify the five healthcare centres with the most 

frequent discharge planning for the central county hospital. One was the already volunteering

healthcare centre located in a smaller town with patients spread over a large geographic area. 

To acquire different views and information on a variety of experiences, another two of the 

five identified healthcare centres were selected and invited to participate in the project 

according to their locations: one was in a larger city close to the hospital, and the other was 

located in the countryside. Two municipalities were also invited to join the project because 

they served patients in the same care catchment area as the three selected healthcare centres. It 

was considered important to include RNs from the central county hospital, DNs from primary 

healthcare and HCOs from the community as partners throughout the entire project process. 

These RNs, DNs and HCOs were involved as end users from the early stages of the project to 

advocate for their specific needs and to help develop and test the ICT solutions. This project 

work was inspired by the agile method, in which close collaboration and regular meetings 

between the customer and developer throughout the development project are essential (Agile 

Alliance, 2001; Smith & Ahmed, 2009). This method offers a smooth and flexible approach;

adjustments to the supportive tools under development can be made throughout the process as 

soon as they are needed (Tarhan & Yilmaz, 2014). 
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Figure 3. Frequency of discharge planning conferences conducted in 2008 between project 

volunteer healthcare centres and the central county hospital
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Figure 4. Frequency of discharge planning conferences conducted in 2009 between project 

volunteer healthcare centres and the central county hospital

Informational meetings
In an early stage of the project, informational meetings with RNs, DNs and their management 

were held by the author of this thesis at each care setting. Information about the project and 

study was provided, and questions from the staff were discussed to present a complete picture 

of the planned activities and to identify expectations from both sides (Smith & Ahmed, 2009,

Kvale, 2014). The information was provided both verbally and in written form. The same 

information was provided to the HCOs and their management, but on different occasions due 

to logistical problems. 

Workshops
Shortly after the informational meetings, three workshops with one mixed group of RNs 

representing the hospital, DNs representing primary healthcare, and HCOs representing 

community care were held by the author of this thesis together with the technical project 
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leader. The aim was to map the DPP. The main process, its steering processes and 

subprocesses, activities and actors were identified, and their descriptions were agreed upon. 

The result was presented to and discussed with a group of managers from the hospital, 

primary healthcare and community care. Minor adjustments were made to some terms to 

clarify the collective view of the DPP. Portions of the mapped DPP were later used as 

vignettes in the study’s interviews.

Mapping of adverse events and system failures
To gain a broad perspective on actual failures in the DPP connected to the county hospital, a 

review of statistics of de-identified adverse events registered in 2009 was performed by the 

author of this thesis. Three problem areas were more frequently reported than the others: DN 

failed to attend the agreed DPC at the hospital ward, DP messages were sent from the hospital

several days late, and no up-to-date list of medications was available when the patient 

returned home.

A list of frequently occurring problems and failures associated with the electronic information 

system reported by end users and registered in the county council’s electronic fault-reporting 

system in 2009 was also created.

Mapping of development requirements
Registered development requirements of the end users reported to the IT department in 2009

were examined to determine whether any of the requirements matched the project aim and to 

achieve a better understanding of the end users’ view of the electronic information system. 

One requirement matched the project idea: the development of an electronic calendar that 

would ease the coordination of personnel resources and planning of DPCs.

Gross list
Information collected from workshops, reported adverse events, and development 

requirements were combined with preliminary results from data collected from the survey. 

The author of this thesis and the technical leader systematically sorted and grouped all the 



 

35 

 

information and preliminary data together as a whole with the aim of discovering patterns of 

frequently occurring problems and failures that decreased the quality of the DPP described by 

the staff (Polit, 2012). This process resulted in a gross list consisting of six issues.

The gross list, along with suggested ICT solutions for these issues that would both ease and 

secure the DPP and enhance the potential for these issues to be resolved within the project,

was presented by the author of this thesis and technical project leader and was discussed with 

and approved by the workshop group. The solutions identified are presented in Table 2.

Table 2. Gross list of problem areas within the DPP defined by RNs, DNs and HCOs along 
with suggested ICT solutions/interventions.

Problem area Solution/intervention

The presence of different medical record systems and 
information systems to log onto for documentation 
and information is time consuming and interferes with 
work tasks.

Refer to the IT department for further investigation;
not in the project scope

Difficulties for RNs and HCOs to provide equal 
information to all patients and their relatives about the 
DPP

Create an information portal on the hospital’s 
homepage that everyone can access; scan the existing 
DP information brochure 

Difficulties for DNs and HCOs to prepare for 
discharge planning conferences due to a lack of 
information in the meeting request 

In dialogue with the IT company that operates and 
maintains the electronic information system used for 
information exchange at the DPP; test already 
developed attached files with information about the
status of the patient’s activities of daily living (ADL-
status), which can be sent from the hospital to DNs 
and HCOs with the meeting request 

Difficulties in finding DPC dates and times that are 
acceptable to all parties (RN, DN and HCO)

Develop a shared electronic calendar that can be 
accessed and used by RNs, DNs and HCOs for 
coordinating personnel resources when planning 
DPCs

Difficulties for DNs to attend DPCs due to a lack of 
time

Test Polycom videoconferencing as a new way to 
conduct DPC meetings using laptop/desktop with 
webcam, 42-inch screen, speaker, and headset

Difficulties for RNs, DNs and HCOs to determine
reasons for readmissions due to inconsistent follow-up 
by DNs and HCOs after discharge

Develop a common form for follow-up for the existing 
electronic information system, which can be updated 
by DNs and HCOs at different times but can be read 
by RNs, DNs and HCOs all the time. Develop a 
surveillance list to keep track of patients who are in 
need of follow-up after discharge
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Specification of requirements
The author of this thesis wrote a requirement specification for the agreed-upon ICT solutions

to be developed, which included the following: the electronic calendar, the electronic follow-

up form and the electronic surveillance list. The first draft was discussed with the workshop 

group (Agile Alliance, 2001). More specific requirements for each of the ICT solutions were 

added with the aims of better supporting the daily DPP work of the RNs, DNs and HCOs and 

of avoiding misunderstandings during information exchange. The final requirements

specification was then generated. Two external IT companies were contacted for the

development of the ICT solutions, and a cooperation agreement (including financial terms)

was signed by the project leader and the management of the IT companies. 

Acceptance tests
The developed ICT solutions were delivered to a test database. The author of this thesis wrote 

test cases and collaborated with the market/business project leader to perform acceptance tests

based on these cases. Failures and breakdowns were reported to the IT companies to be fixed. 

Updates were retested until the ICT solutions worked smoothly. 

Technical equipment
The author of this thesis and the technical leader also visited each care setting to identify new 

equipment that was needed for videoconference tests. The technical leader ordered webcams, 

headsets and conference speakers, which were later installed by the author of this thesis.

Description of routine operations
The new ICT solutions required minor changes in the existing description of routine 

operations concerning the DPP. The preliminary results from the interviews with RNs, DNs 

and HCOs also revealed a need for clarification of parts of the existing description of routine 

operations that were associated with frequent failures. With this knowledge, the author of this 

thesis wrote a draft that was presented to the management at each care setting (Agile Alliance,

2001). The management all approved the suggested changes, and a new description of routine 

operations was established and communicated to the staff at the care settings involved in the 

project.
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Education
The test database was prepared for education of the staff by the author of this thesis, who also 

wrote a user’s manual and an easy-to-understand manual. Extra attention was paid to 

explanations in parts of the manuals where deficits in the workflow were common according 

to the interviews. All the RNs, DNs and HCOs involved in the FIA project, together with their 

direct supervisor and physicians, received education and training sessions conducted by the 

author of this thesis on the videoconferencing system (Figure 5 and 6), electronic calendar

(Figure 7), electronic attachment files for ADL-status (Figure 8), electronic follow-up form

(Figure 9) and surveillance list. They were also educated in the new description of routine 

operations for the DPP. The education and training sessions lasted for three hours per person 

and were attended by a total of 96 healthcare staff members and 4 IT support personnel in 

groups of 10-14 persons. All the attendees received the information both verbally and in 

written form. 

Figure 5. Videoconference system Figure 6. Videoconference on 42 inch screen

on lap top
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Figure 7. Electronic calendar

Figure 8. Electronic attachment files for ADL-status



 

39 

 

Figure 9. Electronic follow-up form in current information system

Technology testing
The testing was planned to last for twelve months with regular follow-ups. During that time, 

the personnel reported functional problems and other related testing issues to the author of 

this thesis (Agile Alliance, 2001). The personnel could call the author of this thesis with

urgent issues or questions, or they could e-mail issues and questions that were of a less urgent 

nature. There was a continuous dialogue between the author of this thesis and the external IT 

companies so that functionality problems could be resolved with short notice during the test 

period.

 

Throughout the technology testing, the author of this thesis e-mailed newsletters to the 

participating care settings with information about reported failures and technology updates. 

Every three months, meetings were held with representatives from each care setting in which 

the participating staff could exchange information and opinions about the new ICT solutions

(Agile Alliance, 2001).
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Final report and handover 
At the end of the project, focus group interviews were conducted to explore the experiences of 

the RNs, DNs and HCOs with the developed electronic support tools. A final report was 

delivered to the county council, together with all rights to the developed ICT solutions. The 

care settings involved in the FIA project continued to use videoconferencing after the project 

ended while awaiting a policy decision regarding implementation at all care settings in the 

county to ease and secure the exchange of information during the DPP. 
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Methods

Research design
This study had an exploratory design with the intention to capture the entire process of DP by 

exploring the involved personnel’s experiences before and after the development and testing

of ICT solutions. Therefore, both qualitative and quantitative data were collected before and 

after the development and testing of supportive ICT solutions, and the data were analysed by 

various methods. An overview of the participants, data collection, analytical methods and 

publication status of the studies is presented in Table 3.

Table 3. Study participants, data collection, analytical methods and publication status.

Study 
No

Participants
DNs/HCOs/RNs

Data collection Method of analysis Publication status

I RNs n=129/DNs n=42 Questionnaires Descriptive 
statistics and Chi-
square test
Qualitative text 
analysis

Published

II DNs n=9/HCOs n=5 Semi-structured 
interview

Qualitative content 
analysis

Published

III RNs n=12

RNs n=129/DNs n=42
DNs n=9/HCOs n=5

Semi-structured 
interview
Qualitative data 
from 
questionnaires, 
semi-structured 
interviews and 
documents* from 
the development 
process

NPT, framework 
analysis

Submitted/resubmitted

IV RNs n=11/DNs n=9/HCOs 
n=4

RNs n=4/DNs n=5

Focus groups 
interviews

Questionnaire

Qualitative content 
analysis, thematic
analysis
Descriptive 
statistics

Manuscript

*Documents remained from the results of workshops, registered adverse events, and 
registered system failures.
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Participants and procedure

Study I
The sample of study I covered an entire population in a defined geographic area, and it 

consisted of all the RNs from the central county hospital and all the DNs working in the 13 

primary healthcare centres in the same care catchment area. All of the RNs working at the 

hospital in the geriatric, infection, medical, orthopaedic, rehabilitation, rheumatology, 

surgical, or psychiatric wards were invited to participate. Some of these hospital wards had 

specific discharge coordinators; in other wards, all the nurses participated in the DPP. All the 

DNs working with home-nursing patients were also invited to participate. RNs and DNs who 

had a temporary employment position and/or worked only at night were excluded. A list of 

potential participants from each unit was obtained with assistance from the Department of 

Human Resources. In total, 261 information letters with invitation to participate (RNs, n=194; 

DNs, n=67) were distributed by email. The head of each clinic gave their approval to the 

study.

Study II
In study II, DNs working with home-nursing patients at three different healthcare centres and 

HCOs located at the county hospital working for two different municipalities were asked to 

participate. The DNs and HCOs were contacted through their managers, who were first 

informed about the study. The managers gave written information about the study to the DNs 

and HCOs along with an addressed response form. In total, nine DNs and five HCOs agreed 

to participate and returned the response form. They were contacted by telephone for an 

agreement about the time and place to schedule individual interviews.

Study III
In study III, RNs working at the central county hospital in five different wards were asked to 

participate. The RNs were contacted through their managers, who were first informed about 

the study. The managers gave written information about the study to the RNs along with an

addressed response form. In total, twelve RNs agreed to participate and returned the response

form. They were contacted by telephone for an agreement about the time and place to 
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schedule individual interviews. In this study, qualitative data from study I and II as well as

results from workshops, mapped adverse events and mapped system failures were also used.

Study IV

Participants in the evaluation study 
Fourteen RNs performing DPCs through videoconferencing at five hospital wards and nine 

DNs at three healthcare centres who were working with home-nursing patients and 

performing DPCs through videoconferencing were asked to complete an evaluation form. 

They were provided with both written and verbal information about the study at one of the 

project meetings. All agreed to participate, but three RNs withdrew from the study due to 

maternity leave and change of workplace.

Participants in the focus group interviews
Twelve RNs from five hospital wards, nine DNs working with home-nursing patients at three 

healthcare centres and four HCOs from two municipalities were asked to participate in focus 

group interviews. The managers gave written information about the study to the personnel 

along with an addressed response form. All but one RN agreed to participate and returned the 

response form. They were contacted by email for an agreement about the time and place to 

schedule focus group interviews. 
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Table 4. Characteristics of the participants in study II, III and IV.
Participants Age (in 

year 2010)
Years of work 
experience as a RN

Years of work 
experience as a DN

Years of work 
experience as a HCO

Study 
participation

RN1 41 7 III, IV

RN2 38 15 IV

RN3 26 3.5 III

RN4 38 16 III, IV

RN5 39 17 IV

RN6 35 12 III, IV

RN7 27 3.5 III

RN8 36 16 III, IV

RN9 49 7 III, IV

RN10 44 7 III, IV

RN11 43 21 III, IV

RN12 42 18 III, IV

RN13 38 17 III, IV

RN14 28 1 III

DN1 58 17 20 II, IV

DN2 53 3 16 II, IV

DN3 37 1 3 II, IV

DN4 50 4 3 II, IV

DN5 52 15 9 II, IV

DN6 51 6 25 II, IV

DN7 38 5 11 II, IV

DN8 57 6 12 II, IV

DN9 42 3 1 IV

DN10 50 11 19 II

HCO1 54 11 II, IV

HCO2 57 7 II, IV

HCO3 44 6 II, IV

HCO4 46 1 IV

HCO5 50 7 II

HCO6 52 26 II
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Data collection

Questionnaire 
In study I, data were retrieved through e-mailed questionnaires (Oppenheim, 1992). A

questionnaire can be used for collecting both quantitative and qualitative data through check 

lists, attitude scales, rating scales and a variety of other tools. In this study, data were 

collected during two time periods: first in March 2010 and second, due to the low response 

rate, in June 2010, when questionnaires were sent to an additional 194 RNs and 67 DNs. In 

study I, questionnaires were used to collect data before the development and testing of ICT 

solutions. Two web-based questionnaires - one for RNs and one for DNs - were designed 

because no valid instrument was available for measuring information exchange during the 

DPP suitable for the study’s context. The web-based system used for the questionnaires was 

esMaker NX2-2.0. The construction of the questionnaires was based on a literature review 

and input from laws pertaining to the DPP (SFS1990:1404, SFS 2003:193) and regulations of 

care plans (SOSFS 2005:27, SOSFS 2007:10, SOSFS 2008:14, SOSFS 2008:20, SOSFS 

2009:6) to cover key issues. Workshops were held with RNs and DNs to identify specific 

areas of information that they associated with DP. Based on the outcome, a comparison with 

terms used in the medical record system was performed, and 21 items were identified (e.g., 

state of health, on-going and planned nursing interventions, food and nutrition, and self-care). 

The selected items were discussed with nursing colleagues who were experts in the area of 

DPP, and modifications were made. The content validity of the questionnaires was improved 

through the use of well-known and well-defined terms (Polit, 2012).

The questionnaires were divided into two sections. The first section contained seven questions 

focusing on demographic information, such as age, gender, work-life experience as an 

RN/DN, education, and workplace. The second section contained 14 questions related to 

patient case reports that focused on what type of patient-related information was perceived as

given and perceived as received and when in the DPP and how the information was 

transferred. Six of these questions contained the above-mentioned 21 items related to specific 

patient-related information. A free-text section allowed the RNs/DNs to provide detailed 

responses about their experiences and perceptions regarding what worked well in the DPP 

information exchange and what did not.
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A pilot study was conducted to determine whether the questions were difficult to understand 

or whether any questions or instructions were unclear (Dawson & Trap, 2004). To establish 

face validity (Oppenheim, 1992), 10 RNs and 10 DNs participated in a pilot test. The results

led to the rewording of four questions to improve their clarity. The description of a patient 

case report (used in the second section) was also discussed with the RNs/DNs and was 

subsequently reworded to make it more specific and reduce the risk of misunderstandings.

The difference between the RNs’ and the DNs’ questionnaires was the direction of the 

information that was transferred. The questionnaire directed to DNs’ asked about what 

information they perceived as given to the RN at the patient’s admission and at the DPC as 

well as what information they perceived as received from the RN at the DPC and at the 

discharge. The RNs’ questionnaire was the opposite. A total of 171 questionnaires were 

completed (RNs n=129; DNs n=42). The overall response rate was 65.5% (66.5% for RNs 

and 62.6% for DNs).

Evaluation form
In study IV, an evaluation form was used for data collection between September 2010 and 

March 2011 to conduct an early evaluation of whether the RNs, DNs and HCOs experienced 

videoconferencing technology as reliable to use in the study’s context. The evaluation form 

was originally designed, validated and used in another study to evaluate distance consultations

via videoconference (Johansson, 2014). The form was modified by the author of this thesis

and the technical project leader to suit the current study (context) after permission was 

received from the original designer. The evaluation form contained six questions about sound 

and picture quality as well as one question about the experience of performing a

videoconference meeting. All the questions were scored on a four-point Likert scale, with 

possible scores ranging from very pleased to very displeased.  RNs and DNs were requested 

to complete the form after each videoconference they conducted during a period of six months

in the beginning of the testing of the developed ICT solutions.
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Interviews 
Qualitative research interviews were chosen for data collection in studies II, III and IV. The 

primary method of collecting qualitative data is by interviewing participants (Polit, 2012). 

Research interviews were conducted individually (II, III) or in groups (IV).

In study II, a semi-structured interview guide was used together with six vignettes (Kvale,

2014) illustrating a map of the DPP workflow. The study aim was to capture the DNs’ and 

HCOs’ perspectives on their experiences and views regarding the workflow during the 

discharge planning process. The interviews were conducted from June 2010 to December 

2010, before the development and testing of ICT solutions. Six vignettes illustrating a map of 

the DPP, including subprocesses and activities, were chosen. The vignettes were set in

workshops attended by a work group within the development project, including RNs, DNs 

and HCOs together with people from the project organization. The interview guide was 

developed using a framework based on laws concerning communities’ responsibility to pay 

for certain types of healthcare (SFS 1990:1404) and regulations concerning collaboration at 

hospital admission and discharge ( SOSFS 2005:27). This framework, together with results

from an earlier study (I) showing deficits in information exchange between RNs and DNs

during the DPP, identified five relevant areas of interest: workflow, routines, organization, 

documentation, expectations and demands. 

After questions about age and work experience were asked, two DPP vignettes were shown 

and briefly described. First, the main process with its five subprocesses was shown to the 

participants. Second, the first subprocess was shown in greater detail, including its activities 

and actors. The interviews opened with the following question: “Please tell me how the 

workflow works in practice when a patient is sent from home to the hospital.” Follow-up

questions were asked to stimulate narration of areas of interest; these questions involved 

suggestions such as asking participants to expand on their earlier answer or to identify what 

works well, what works less well, and suggestions for improvement. For each of the five 

subprocesses, a detailed vignette of the process with its activities and actors was shown and 

described before the same questions were asked about the following five areas: workflow, 

routines, organization, documentation, and expectations and demands. The DNs and HCOs 
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were asked to express their experiences with and views about each subprocess. The interviews 

occurred in a room that was outside the workplace where the DNs and HCOs worked. The 

interviews lasted for 90 to120 minutes and were tape-recorded.

In study III, a semi-structured interview guide was used together with same six vignettes 

(Kvale, 2014) used in study II, which illustrated a map of the DPP workflow, to explore RNs’ 

experiences with factors that promote or inhibit the DPP. The interview guide was based on 

laws concerning communities’ responsibility to pay for certain types of healthcare (SFS 

1990:1404) and regulations concerning collaboration at hospital admission and discharge 

(SOSFS 2005:27). 

The interviews, which were conducted in 2010, started with questions about age and work 

experience, after which two DPP vignettes were shown and briefly described. First, the main 

process with its five subprocesses was shown to the participants. Second, the first subprocess 

was shown in greater detail, including its activities and actors. The interviews opened with the

following question: “Please tell me what you do when you receive a new patient at the ward.”

Follow-up questions were asked to stimulate narration of areas of interest; these questions 

involved suggestions such as asking participants to expand on their earlier answer or to 

identify what works well, what works less well, and suggestions for improvement. For each of 

the five subprocesses, a detailed vignette of the process with its activities and actors was 

shown and described before RNs were asked to describe their experiences with each 

subprocess. The interviews were performed by the first author in a room disconnected from 

the workplace where the RNs worked. The interviews lasted 90 to 120 minutes and were tape-

recorded.  

Workshops
In study III, written results of three workshops held in 2009 with a mixed group of 12 RNs, 

nine DNs and five HCOs were used. The workshops aimed to map the DPP, including its

steering processes, subprocesses, activities and roles, as well as hindrances and feasibilities.
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The workshops were conducted by the first author and a technical project leader. Each session 

lasted 60 to 90 minutes. 

Registered adverse events
In study III, a written list of adverse events in the area of DP, which were registered by 

healthcare professionals in the county council’s electronic deviation-handling system in 2009,

was used. The list was printed from the system by the head of the department of primary 

healthcare, who also had a role as a coordinator between the hospital, primary healthcare and 

community care concerning DP at the management level.

Registered system failures
In study III, a list of frequently occurring problems and failures related to the electronic 

information system, which were reported by end users and registered in the county council’s 

electronic fault-reporting system in 2009, was used.

Focus groups interviews
In study IV, data on the agile-inspired development process and tested ICT solutions were 

collected through focus groups (FGs) at the end of the testing period (November 2011 to 

January 2012). FGs can be an appropriate method of collecting data to obtain a rich source of 

information about participants’ beliefs, attitudes and experiences regarding an issue, idea, 

behaviour, product or service (Krueger & Casey, 2009). Seven FGs were performed with 

three to four participants in each group. In one FG, one informant had to leave after a few 

minutes due to an urgent patient case. However, the two others wanted to continue. The first 

author was the moderator of all the FGs, and a senior supervisor was also present during all 

the FGs to take notes and ask clarifying questions if needed (Krueger & Casey, 2009). 

Vignettes of the developed and tested supporting ICT tools were shown. A semi-structured 

interview guide was developed in part from the results of the quantitative data from the 

evaluation form. Questions such as “How much have you been involved in the development 

and testing of X?” and “How has it worked?”. Tell me about obstacles and feasibilities you 

have experienced” were used. Additionally, questions such as “How much education in the 
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ICT tools have you received?” and “What were your experiences of the support if needed?”

were asked. The FGs were conducted at the hospital and at the healthcare centres in a room 

outside the participants’ workplace. The length of the FGs varied from 41 to 74 minutes; the

average time was 65 minutes.

Analysis 

Quantitative analysis, descriptive statistics and Chi-square test 
Data from the questionnaires in study I and data from the evaluation form in study IV were 

analysed using descriptive statistics. The descriptive statistical analysis (Dawson & Trap,

2004) was performed using IBM SPSS statistics predictive analytic software (Version 19.0) 

(Studies I and IV). The purpose of descriptive statistics is to describe distributions of values, 

central tendencies, variability, and relations between variables as well as to synthesize data 

(Dawson & Trap, 2004).  In study I, differences between two groups were assessed using Chi-

square tests with alpha set at <0.05. A non-parametric test such as Chi-square is used when 

data are on a nominal or ordinal scale (Dawson & Trap, 2004). In study I, the analysis was 

discussed with a statistician.

Qualitative text analysis
A qualitative content analysis was used in studies II and IV. Qualitative content analysis is a 

suitable method for analysing text but has no clear theoretical foundation (Graneheim &

Lundman, 2004). When performing a qualitative content analysis, a decision must be made

about whether the analysis should focus on the manifest or latent content. The manifest

content describes the obvious visible components of the text, whereas the latent content

involves an interpretation of the underlying meaning of the text. Both manifest and latent

content address interpretation, but they differ in depth and the level of abstraction. In study I,

text analysis according to Polit (2012) was used.

Manifest content
The qualitative data from the questionnaires in study I was analysed using qualitative text 

analysis (Polit, 2012). Qualitative text analysis is often described synonymous with qualitative 
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content analysis, where textual units according to the area of interest are identified and 

analysed (Krippendorff, 2004). In this study, all free text was read through, and data about 

what worked well in the information exchange and what did not was picked out. The data was 

then sorted before the text units were synthesized.

In study II, the transcribed individual interviews were analysed using a qualitative content 

analysis to describe the manifest content of the text (Graneheim & Lundman, 2004) to capture

the DNs’ and HCOs’ perspectives on the workflow during the discharge planning process. 

The entire text from all the interviews was used, but the DNs’ and HCOs’ interviews were 

analysed separately until the last step in the analysis. The text was read several times to obtain 

a sense of the whole and then was divided into meaning units according to the area of interest. 

The meaning units were condensed with regard to their content, after which they were coded.

The various codes were compared and discussed based on differences and similarities and

were sorted into subcategories. Microsoft Office Excel 2007 was used to structure the sorting

of subprocesses and filter codes. When subcategories had been merged and abstracted in two 

steps, three different levels within the organization were identified and discussed within the 

research group. The subcategories were grouped into these three levels before further 

abstraction and merging of the subcategories continued separately for the DNs and HCOs. 

This process resulted in 28 categories for DNs and 21 for HCOs. All of these categories were 

then further abstracted and merged together as a whole because many of the experiences and 

views were common to the two groups, resulting in 14 categories.

Manifest and latent content
The focus group interviews in study IV were analysed using a qualitative content analysis to 

describe the manifest and latent content of the text (Graneheim & Lundman, 2004). The 

transcribed interviews were read several times to obtain a sense of the whole before meaning 

units corresponding to the study aim were extracted from the text. Microsoft Excel 2010 was 

used to support the organization of the meaning units into areas of the development process 

and the developed ICT solutions. The meaning units were condensed with regard to their

content and were coded. The various codes were compared to identify similarities and 

differences before similar contents were grouped together into subcategories. The 

categorization was performed in several steps to form broader categories by abstraction but 
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still manifest to the content of the text, which resulted in four categories. The categories were 

compared by moving back and forth between text units, subcategories and categories to 

identify patterns from which one theme was interpreted and formulated. This theme described

the latent content of the text. Each step of the analysis was discussed within the research 

group.

Normalization Process Theory 
NPT assists in explaining the process by which complex interventions or practices become

routinely embedded in healthcare practice. NPT offers a framework for process evaluation 

and focuses on factors that promote or inhibit routine embedding by providing a transparent 

and transferrable explanation for phenomena revealed by empirical investigations.

In study III, NPT was used as a framework (May & Finch, 2009; May et al., 2009; Ritchie 

and Lewis, 2003) to explore, among RNs, DNs and HCOs, the embedding and integration of 

the DPP with its electronic information system after ten years of use to understand how the 

DPP had operated. The analysis started with a close reading of the written texts from each 

source (individual interviews with RNs, DNs and HCOs; qualitative data from surveys of RNs 

and DNs; workshops; and registered adverse events and registered system failures) to become 

familiar with the data and to gain a sense of the whole. The four core constructs of NPT were 

discussed, and key issues and questions relevant to the study context for each of the core areas 

were identified and clarified. Data related to the four predefined core areas of the NPT 

(coherence, cognitive participation, collective action and reflexive monitoring) were extracted 

from the texts. The data were coded and sorted into four groups by moving back and forth

between the text and the NPT literature (May & Finch 2009; May et al., 2009). Microsoft 

Excel 2010 was used to support the coding and sorting. Various text units in each core area 

were compared and discussed based on differences and similarities. Similar text units were 

combined into categories under each core area, which allowed for a comparison of the core 

areas and categories to determine whether any further change or merging was required. By 

mapping the data from the project work and research work onto the four core areas of NPT,

we furthered our knowledge and understanding of the degree to which the DPP had become
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normalized in daily practice. In relation to the embedding and integration of the DPP, the four 

core areas of NPT were defined as the following: 

Coherence of the DPP (What is the process?): how RNs, DNs and HCOs perceived the DPP 

and whether they experienced the DPP as valuable to them and agreed about its usefulness 

and purpose. 

Cognitive participation (Who performs the process?): whether RNs, DNs and HCOs viewed 

the DPP as a legitimate part of their work and whether they supported it over time. 

Collective action (How is the process performed?): how the DPP was provided within the 

existing context, how the embedding and integration had proceeded, and what factors 

promoted or inhibited the work.

Reflexive monitoring (How is the process understood?): how RNs, DNs and HCOs 

individually and collectively evaluated the DPP.

Ethical considerations
Many of the participants knew me as a development manager working in the IT department at 

the county council, and because I functioned both as a project leader and as a doctoral student,

it was of great importance to explain my role to the participants at each event. During the 

project and studies, I tried to constantly be aware of and reflect on my own understanding of 

discharge planning and project development. It was important to keep in mind that the 

researcher is part of the interaction that occurs during a research interview. It is never a 

conversation on equal terms, which is why the researcher needs to pay careful attention to 

these terms (Kvale, 2014). As Downe-Wamboldt (1992) stated, what you see in the dark 

depends on where you focus the light.

Informed consent was obtained from all the participants, who either signed an informed 

consent form and returned it by mail or completed a web-based survey. The participants were 

informed about the study and its aim and were guaranteed confidentiality. The participants in 
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studies II, II and IV were informed that participation in the study was voluntary; they could 

withdraw at any time without giving an explanation, and their identity would not be revealed 

(Kvale, 2014). In studies II, III and IV, the participants were informed that the interviews and 

focus groups would be recorded, stored electronically, and password protected and that the 

findings would be treated confidentially and presented without revealing the participant’s

identity. The studies were approved by the Regional Ethics Board, Umeå, Sweden (Dnr. 09-

216M, 2009-1422-31).

The implementation and use of ICT solutions in healthcare often aims to increase safety and 

accessibility. However, it is important for end users and management to be aware of the 

concerns and risks that might follow. Patient safety must be the top priority, and during the 

entire research process, ethical considerations were continually discussed with the intention to 

do well and minimize the risk of doing harm. In this development project, we tried to address

the personnel’s concerns and the risks that accompany new ICT solutions in different ways.

Maintaining a constant dialogue between the project staff and the end users during the 

development and testing allowed concerns to be discussed and risks to be prevented. The 

personnel received training in the new ICT solutions to become familiar with how they 

worked and how to use them to decrease their concerns about making errors and to prevent 

failures in the usage of these solutions. The description of routine operations was also 

updated, clarified and communicated to the end users, after approval from the management, to 

help them adapt to the new practice. The personnel had access to support 24-7 during the 

testing of new ICT solutions if help was needed. Only one of the five new ICT solutions,

videoconferencing as a way to meet for DPCs, directly involved patients. The involvement of 

patients means that there are other risks that one must be aware of. In this case, it was 

important for the RNs in the hospital ward to estimate whether each individual patient would 

be able to participate in a videoconference due to their hearing, vision, health status and 

cognitive ability. Although the ICT was a new experience, the focus had to remain on the 

patient, which was also communicated from the project.
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Findings

Perspectives on hindrances and feasibilities affecting the 
DPP

The findings from studies I-IV are presented in terms of the aspects of hindrances and 

feasibilities that affect the discharge planning process. General descriptions of identified 

hindrances are firstly described, thereafter are hindrances identified for each specific sub-

process of the DPP described. Same is done for feasibilities. Studies I-III explores the 

perspectives of health- and community care personnel before the development and testing of

ICT solutions. Study IV explores their perspectives after the development and testing of ICT 

solutions.

Hindrances affecting the discharge planning process
The findings showed that RNs, DNs and HCOs had not reached a consensus on who should 

conduct the DPP (cognitive participation) or how it should be conducted (collective action)

(III). RNs at the hospitals and DNs at the primary healthcare centres had different opinions on

what type of information needs to be exchanged during the DPP (I, III). This lack of 

consensus was clearly shown to be a hindrance to information exchange. There was a

significant difference between information perceived as given and information perceived as

received between the two groups (I). The discrepancies differed throughout the process 

among the 21 items of patient-related information that were included in the questionnaire. The 

patient-related information shared during the process was transferred between the hospitals

and primary healthcare centres either electronically (using the uniform medical record system 

or uniform information system), by paper (hard copy) or verbally. The greatest discrepancies 

between information perceived as given and information perceived as received were for 

information transferred electronically, compared with information transmitted via paper or 

verbally. There was a significant difference in the information perceived as given versus 

received for 17 items transferred electronically but for only one item transferred verbally

(allergies), and no significant differences were found for information transferred on paper. 

RNs described that the electronic information system required too many steps, was 

complicated and was not used as it was meant to be, resulting in poor documentation and 

many delays. RNs, DNs and HCOs thought that the double documentation of the DPP in 
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different electronic systems was problematic and time consuming (I, II, III). Confusion was 

caused by contradictory information from management concerning current legislation and 

routine operations in terms of what types of patient-related information were permitted to be 

shared electronically (IV). This situation led to a risk of serious breakdowns in information 

exchange and failure to complete work tasks. The personnel suggested the use of linked 

systems or single-sign-on to secure the flow of information (II, III). The staff also requested a

better information structure in the electronic systems. DNs also expressed the opinion that 

when more than one RN was involved in the DPP, the information exchange tended to 

become deficient (II). DNs stated that the outcome of the DPP was person-dependent. 

Admission
DNs and HCOs viewed external changes as a hindrance to the timely exchange of patient-

related information at admission (II). Increasing numbers of elderly ill persons, shorter 

hospital stays, and limited staff resources combined with increasingly advanced homecare,

which was perceived as time consuming, demanded careful planning. DNs and HCOs 

explained that not receiving timely and correct information at admission in approximately 80 

percent of cases led to unnecessary home visits by them. Inexperienced RNs and lack of 

knowledge about the DPP were considered the main reasons for delayed information 

exchange. On the other hand, RNs described a lack of information from DNs at patient 

admission as a considerable obstacle to them starting the DPP in time (I, III). The difference 

between DNs’ information perceived as given and RNs’ information perceived as received 

was also most significant at patient admission (20 out of 21 items) compared to at the DPC or

at discharge (I).

Preparation for discharge planning conference
The RNs described feeling no support from the physicians, who were formally responsible for 

the DPP; instead, they felt pressure to accelerate the DPP so the patient could be discharged as 

soon as possible (III). According to DNs and HCOs, the pressure to release hospital beds 

made the RNs (on the physicians’ orders) plan for the DPC too early in the patient’s recovery 

(II). DNs noted that the law concerning communities’ liability forced HCOs to plan for 

discharge within five days of receiving a request for a DPC. DNs and HCOs also thought the
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patient-related information in the invitation was too sparse. This lack of coherence between 

the different organizations made it difficult for the DNs and HCOs to plan for providing the 

patient’s needed resources and interventions and to plan for DPCs.

An obstacle that was described by all three groups was the difficulty of finding a time for the 

DPC that suited all the participants. This problem had led to much rescheduling and telephone 

calls, which impeded the DPP (I, II, III, IV).

Discharge planning conference
On hospital wards where all the RNs performed discharge planning, there was a risk of 

everyone’s responsibility becoming no one’s responsibility according to DNs and HCOs (II).

RNs, DNs and HCOs described the RN conducting a DPC sometimes having to leave the 

meeting after providing scant information due to a lack of time and the prioritization of other 

work tasks (II, III). RNs, DNs and HCOs also perceived it as an obstacle that the physicians

rarely participated in the meeting, even if their services were needed. This trend had a

negative influence on DP when questions were left unanswered (II, III). Nonetheless,

differences in information exchange become less significant at the DPC (I). For 11 of the 21 

measured items, there was a significant difference between information perceived as given by 

the DNs and perceived as received by the RNs. For information perceived as given by the 

RNs and received by the DNs, there was a significant difference on four items only. All three 

groups experienced that DNs also had difficulty in attending DPCs due to other demands, 

workload, insufficient time for physical meetings, or not prioritizing DPCs (I, II, III, IV). This

situation led to a lack of a common plan for patient discharge between primary care and 

community care. HCOs and DNs described that they felt trapped between demands from other 

professionals, patients and their relatives to meet the patients’ needs while simultaneously

fielding demands from management to perform work within budget and existing personnel 

resources (II). They stated that this situation made them feel frustrated.
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Discharge
DNs and HCOs shared the opinion that the community organization had too few short-term 

and sheltered accommodations (II). The HCOs felt that this deficit increased the pressure on 

them to solve care issues. DNs and HCOs experienced that at patient discharge from hospital 

wards where the “patient-responsible” nurse alternated between all the employed RNs, the 

discharge note was sent days to weeks late from the hospital. DNs and HCOs both described 

that this cost them unnecessary personnel resources. DNs also described vast problems with 

receiving accurate and timely information about patients’ lists of medicines at discharge. They 

experienced that the physicians at the hospital neither prescribed medicines nor updated the 

list of medicines in the electronic medical record system and did not prioritize updates. This

problem was time consuming for the DNs and posed a clear risk of adverse events. However,

there were no significant differences between the information perceived as given by the RNs 

and perceived as received by the DNs at discharge for any of the 21 patient-related items (I).

Follow-up at home 
Both DNs and HCOs experienced that there was no functioning dialogue or collaboration 

between primary care and community homecare after patient discharge (II), and they thought 

this might cause patient readmissions. The RNs at the hospital also described not knowing 

whether a readmission was due to changes in the previous discharge plan as an obstacle (III).

Feasibilities affecting the discharge planning process
Overall, the RNs, DNs and HCOs expressed the same view of what the DPP was and how it 

was structured (coherence) (III). All three groups considered the value of the DPP to be

securing the patient’s transition of care from home to the hospital and back home. They had 

also reached a consensus on how they evaluated the process (reflexive monitoring).

In study IV, RNs’, DNs’ and HCOs’ experiences of the agile-inspired development process 

and testing of ICT solutions were interpreted as “it’s all about time and timing” (IV). RNs, 

DNs and HCOs experienced that, by taking time to be an active part of the development 

process, they could influence the work and cause the outcome to become well suited to their 
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daily work of discharge planning. They described it as it was not a question of “if” they would 

be active in the process; it was more a question of “when and how”. Allowing themselves,

colleagues and management to allot time on time for involvement and practice was described 

as essential for project participation and work practice. The timing of education in new ICT 

solutions in relation to ICT testing was experienced as important, as was the timing of support 

when needed. Timely information to avoid confusion was also considered important for their

work. The agile-inspired development process seemed to increase the participants’ readiness 

for change by offering them time to engage and reflect and thereby better adopt new ways of 

working and using ICT.

Admission
According to the DNs, good relations and collaboration with homecare paramedics made the

DNs’ work flow more smoothly (II). They perceived that they received much of the needed 

information from homecare paramedics, who worked the most closely with patients living at 

home.

Preparation of discharge planning conference
DNs and HCOs described that collegial support, flexibility and collaboration made their work

flow smoothly (II). They viewed these factors as a necessity for managing their 

responsibilities to provide safe and high-quality care. They also experienced that individual 

skills affected the DPP. For example, RNs with substantial experience with the DPP more 

often sent relevant and timely information, which promoted the preparation for the DPC. DNs 

and HCOs declared that because this was not always the case, many of them had, through 

years of experience, found their own way to prepare and find the information necessary for 

performing satisfactory work. These individual solutions were a means of coping with the 

lack of consensus at the group and organizational levels. Both DNs and HCOs thought that

receiving timely information from the hospital would be supportive for preparation of the 

DPC (IV). This would allow them time to plan for medical equipment, auxiliary means and 

personnel resources to fulfil the patient’s needs.
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To facilitate collaboration at DPCs and scheduling of DPCs, a shared electronic calendar that 

could be used as a schedule/time book by all three groups was developed and tested. RNs, 

DNs and HCOs experienced that the calendar helped timing of the coordination of personnel

resources across organizational boundaries, and the transparency also promoted collaboration,

which increased the chance of timely DPCs (IV).

Discharge planning conference
RNs, DNs and HCOs experienced that meeting arrangements and information exchange 

worked better if the hospital ward had a specific discharge coordinator (I, II, III). These 

coordinators viewed the DPP as a legitimate part of their daily work, were engaged and 

became experts in the area of DP. The arrangements felt more professional, and the quality of 

the patients’ outcomes was increased by the patient and relatives becoming involved. RNs, 

DNs and HCOs all thought that information exchange worked best when all the participants 

met physically at the DPC instead of exchanging information over the phone or through the 

electronic information system (I, II, III). RNs, DNs and HCOs suggested the use of 

videoconferencing to facilitate attendance at DPCs (II, III, IV). After testing 

videoconferencing, they all reported that this way of meeting was very effective and viewed it

as a good complement to physical meetings (IV). The issue was more “how and when”, rather 

than “if”. Videoconferencing did not suit all patients, and the environment where the meeting 

was held was of great importance for the interaction, collaboration and information exchange. 

Discharge
DNs described themselves as constant trouble-shooters (II). They thought that experience and 

knowledge were essential for their work performance by helping them remain updated, one 

step ahead and having an overall picture to solve problems in the care process as they 

appeared. Being self-driven and curious was therefore considered necessary individual traits.

Follow-up at home
RNs, DNs and HCOs thought that collaborative follow-up would enable improved

understanding of each other’s roles and would benefit the patient (I, II, III, IV). They 
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suggested that a shared electronic follow-up would likely support a more person-centred care 

plan, avoid misunderstandings and decrease readmissions. However, after testing a shared 

electronic follow-up, they reported that it was supportive but also generated excess work (IV).
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Discussion

The overall aim of this doctoral thesis was to gain broader knowledge of the entire DPP by 

exploring personnel’s experiences before and after development and testing of ICT solutions.

The literature review showed similarities both in DPP regulations and in the performance of 

DPP in most western countries (Department of Health, 2003; Medicare Learning Network,

2012; SFS 1990:1404; SOSFS 2005:27). Deficits in the DPP such as poor communication and 

collaboration between care providers are described in the literature (e.g., Shepperd, 2013,

Frydenberg & Brekke, 2012) and in this study. These findings of hindrance and feasibilities 

are discussed starting from personnel’s perspectives before development and testing of new 

ICT solutions, and these are followed by their perspectives during and after development and 

testing of the ICT solutions.

Perspectives before development and testing of ICT solutions
In study III, the normalization process theory (NPT) was used as a framework to explore the 

embedding and integration of the DPP with its electronic information system among RNs, 

DNs and HCOs after ten years of use (May & Finch, 2009). The NPT focuses on the work of 

embedding and sustaining practices within interacting chains and helps us understand why a 

process may or may not become normalized (May & Finch, 2009). It also helps us to 

understand how practices are embedded and integrated into their social context. The results of 

the present analysis using the NPT’s core areas of coherence, reflexive monitoring, cognitive 

participation and collective action showed that the DPP was not embedded and integrated in 

daily practice (III). The involved personnel had reached a consensus about what the DPP was 

and how it was structured (coherence). They agreed regarding its value, which is to ensure the 

patient’s transition of care from home to the hospital and back home. The personnel had also 

reached a consensus of opinion on how they evaluated the process (reflexive monitoring). 

However, they did not agree on who performed the DPP (cognitive participation). The 

personnel felt that the DPP was smoother and timelier (II, III) at hospital wards with specific 

discharge planners, who were described as competent and engaged with the task that

facilitated the DP. Personnel also experienced that physicians were not engaged or supportive 

of the DPP, which impeded the DP. Chapin, Chandran, Sergant & Koenig (2014) describe 

how the discharge planners’ work is challenged through difficulties in communication 
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between the physician and discharge planner. The discharge planning work was driven by a 

physician’s order, which often was given late, thus leading to last-minute plans. Late planning 

was a problem for the community-based workers, who had difficulties meeting the patients’ 

needs in a safe and timely manner. However, Connolly et al. (2010) describe that physicians 

are less likely to feel that DP can be improved by better communication between staff. This 

shows the complexity of the DPP due to the many professions involved and their different 

views of the DP.

Study III also showed that RNs, DNs and HCOs did not agree on how the DPP was performed 

(collective action). They experienced that the information exchange depended on nurses’ 

individual skills, beliefs and knowledge (II, III). They described that lack of knowledge led to 

late messages and late documentation among RNs and DNs, while HCOs documented in a 

timely manner. Olsen, Østnor, Enmarker & Hellzén, (2013) describe lack of knowledge as a 

barrier for qualitative timely information exchange by referring to homecare personnel’s 

experiences with RNs not knowing where and how the information should be sent due to lack 

of knowledge about the DPP and community care. In a study by Connolly et al. (2010) RNs 

and physicians described that documentation by HCOs was poor and late. According to 

Gerbner’s model of communication (1956), what and how a message is perceived depends on 

selection, context and availability. What becomes available depends on the context of the 

message. Availability is based on the person’s attitude, mood, experiences, culture and 

personality. In this study the personnel had different perspectives on work cultures, which led 

to diverse perspectives on collective action and cognitive participation (II, III), which was a

barrier to information exchange. Different work cultures affect availability, which could also 

be seen in the study by Hellesø, Lorensen & Sørensen (2004). They found differences 

between RNs and DNs in what information was considered important to exchange. In the 

study by Olsen et al. (2013), RNs and homecare personnel had different views or perspectives 

on the DPP, which led to disconnects in the provision of information that each expected. The 

RNs described some procedures related to the DP as unnecessary, and they therefore ignored 

some information-related activities by prioritizing other tasks. These differences in work 

culture need to be bridged to enhance the DPP. One way to do this could be to increase 

understanding between different groups and organizations. Multidisciplinary teams have been 

described as a way to increase understanding of roles and responsibilities between different 
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professionals, which can enhance the DP (Pethybridge, 2004). However, the team does have 

its limitations and problems. Unclear leadership led to uncertainty among the team members 

about who was responsible for what, which caused delays and gaps in the DPP. Additionally, 

hierarchical issues disturbed the work.

In this study context, the information exchange between the hospital, primary healthcare and 

municipalities was through a uniform electronic information system according to local 

guidelines. In study I, significant differences were shown between the information perceived 

as given and received electronically for 17 of 21 items; only for one item for information 

transferred verbally and no significant differences for information transferred on paper. RNs 

described that the electronic information system was complicated and was therefore not used 

as intended, which resulted in poor documentation and many delays (I, II, III). The person 

who creates a message or signal has to choose channels (media) for sending it (Gerbner,

1956), and the skills in using the communication channel affect the communication. This 

found in study I could be understood as RNs and DNs had poor computer skills, and thus the 

best available channel for information exchange and communication was verbally or on paper. 

Johnson, Carta & Throndson (2015) describe similar results from their study, where RNs 

experienced poor and inconsistent documentation; additionally, the quality of information 

depended on the experience and skills of individual nurses. They therefore preferred verbal 

communication because it gave them opportunity to ask questions and obtain immediate 

feedback. In this study (I), it is also important to take into consideration whether the 

information system offers the right shape or signal in terms of how the information mainly is 

documented in free-text. Using a structured and standardized format has been shown to 

improve nursing documentation (Muller-Staub, Needham, Odenbreit, Lavin & Achterberg, 

2007) through completeness, structure and content (Hellesø, 2006). However, other studies 

show that even with standardized terminologies, nurses tend to use terms inconsistently, 

which can hinder the identification of required information (Häyrinen, Lammintakanen & 

Saranto, 2010). It was shown that the use of classifications requires education and a great deal 

of training to decrease the risk of inconsistent use.
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Rydeman and Törnkvist (2010) describe that the skills of personnel needed to perform the 

DPP affect not only communication and collaboration between care providers but also the 

perception of the elderly of ‘feeling prepared for life at home’. They found that personnel 

being skilled in discharge preparation for elderly patients satisfied their patients’ needs by 

providing appropriate guidance. By contrast, when personnel were unskilled, elderly patients 

experienced a lack of structure, a high risk of unmet needs and feelings of unpreparedness for

discharge. Rydeman and Törnkvist (2010) suggest training personnel in preparation skills 

related to caring issues, activities of daily living and where to seek help after discharge if 

needed. Checklists could be developed for daily use to provide greater guidance for the 

nurses.

Perspectives during and after development and testing of ICT 
solutions
In studies II and III, the result showed that the RNs, DNs and HCOs had different views on 

the DP with breakdowns in the communication between the caregivers. However, in study IV 

the personnel described an enhanced communication and understanding for each other’s roles

during the development work. The Diffusion of Innovation theory (DOI) is one of many 

implementation theories (Rogers, 1956). DOI helps describe how new ideas are spread and 

adopted in a community and seeks to explain how communication channels and opinion 

leaders shape adoption. Central elements in the DOI are communication channels, wherein 

communication is a process in which participants create and share information to reach 

mutual understanding, and social systems, which influence the diffusion of innovation in the 

social structure. The agile inspired development process in this study enabled transparency

between individuals and groups through a close collaboration and dialogue between the 

participants (IV) (Smith & Ahmed, 2009). Agile methods are flexible and use overlapping 

activities with a constant backbone of customer interaction where the communication is 

central (Smith & Ahmed, 2009). In this study (IV) this led to better understanding of each 

other’s roles and responsibilities. A better understanding and shared perspectives of the DPP 

can enhance collective action and cognitive participation and thereby facilitate information 

exchange and collaboration. Håland, Røsstad & Osmundsen (2015) describe similar 

experiences from a development project in Norway. They describe conflicting perspectives 

between representatives from the hospital and municipalities as an initial obstacle. The 
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different financial models, tasks and work culture made collaboration and coordination across 

organizational boundaries challenging. The development process gave the participants 

opportunity to engage, meet and get to know each other, which was regarded as highly 

valuable. The development process resulted in a care pathway where the differences in their 

practices became visible and understandable, and the cultural work gaps were bridged, which 

improved communication and collaboration between the hospital and the municipalities. 

Organizations that encourage the staff to reflect on their everyday work are more successful in 

regard to the implementation of new innovations (Greenhalgh, Robert, Macfarlane, Bat & 

Kyriakidou, 2004)

In study IV, lack of engagement from the management and contradictory messages 

concerning current legislation and routine operation for DP during the development and 

testing of ICT solutions was perceived by the RNs, DNs and HCOs as a barrier to adoption 

and implementation. Håland et al. (2015) noted that non-participation by lower-level 

management made personnel feel alone in the process. This was perceived as one reason why 

the pathway was not successfully implemented in all settings. A systematic review of factors 

that can facilitate or inhibit implementation of ICT in clinical settings shows that perceptions 

of benefits of the innovation and ease of use were the most common facilitating factors 

(Gagnon et al., 2012). Issues regarding design, technical concerns, familiarity with the ICT 

and time were the most frequent inhibitors. In this study, the participants experienced the 

development work as an excessive workload during the project (IV). The newly tested ICT 

solutions were described as supportive for the DPP but generated excessive work during the 

tests (IV). Still, future implementation of videoconferencing was described as not as a matter 

of ‘if’ but rather as ‘when and how’. Long distances made it difficult for the DNs to attend 

physical meetings at the hospital for the DPC. To be able to meet on videoconference would 

save time and increase the possibility of having a timelier DP. Several other studies describe 

the usefulness videoconferencing as a way to meet patients (Johansson, 2014) and relatives 

(Lindberg, Christensson & Öhrling, 2007; Sävenstedt, Zingmark, Sandman, 2003). However, 

in this study, as in the study by Sävenstedt et al. (2003), personnel expressed ethical 

considerations. They described it as important to let the patient’s condition at each occasion 

determine whether videoconference was an appropriate meeting method, though sometimes 

the choice was between a video meeting or no meeting at all.
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In study IV, results showed that time and timing was central for the RNs, DNs and HCOs at 

the development and testing of new ICT solutions aimed to support the DPP. The DOI also 

describes time as a central element of diffusion (Rogers, 2003). The individual needs 

knowledge about the innovation, how to use it and how it works. In this study, participants 

expressed a need for time to prepare, understand and adopt to the new (IV). The RNs, DNs 

and HCOs also expressed a need for individual, collective and organizational timing of the 

preparation, understanding and adoption, and this sometimes required timing between 

different collectives or organizations. The agile inspired development process increased 

participants’ readiness for change by providing time to learn, practice, engage and reflect, 

which led them to adopt the new ICT as support for their daily practice (Smith & Ahmed, 

2009). This can only be achieved if individuals and their colleagues and management devote 

time for engagement in the development work. However, the agile inspired method did not 

offer an organizational change.
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Methodological considerations

This thesis is derived from a development project, and the participants in studies II, III and IV 

were from the care settings that participated in the project. In study I, RNs and DNs from care 

settings in a defined geographic area were asked to participate, and questionnaires were used 

for data collection. A questionnaire can be used for collecting both quantitative and 

qualitative data through checklists, attitude scales, rating scales and a variety of other research 

methods (Oppenheim, 1992). It is preferable to use existing questionnaires were reliability 

and validity is already established (Dawson & Trap, 2004). Reliability refers to how 

reproducible the findings would be if the same measurement was repeatedly made on the 

same subject. Test-retest shows whether the responses are stable over time. For this study, 

there was no valid questionnaire available, and therefore the questionnaires (one for RNs and 

one for DNs) were developed. However, a limitation was that no test of reliability was 

performed, which increases the risk for bias. Validity refers to how well an instrument 

measures what it purports to measure. In study I, the items identified from workshops with 

RNs and DNs was compared with terms used in the medical record system, which were 

discussed with nursing colleagues to increase content validity. Pilot tests were performed to 

establish face validity, which resulted in clarification of four questions and the patient case 

report. A strength of this study was the high response rate of 65.5%. A response rate >65% is 

sufficient for most purposes; however, lower response rates are the norm (Polit, 2012). The 

results of the study could be transferred to similar contexts because the law and regulations 

pertaining to the DPP are quite detailed concerning the information exchange and are 

therefore similar among counties in Sweden. The electronic information system used by the 

participants in this study is also used by several other counties and municipalities in Sweden

for information exchange during the DPP. 

Studies II, III, and IV were based on qualitative research interviews. Interviews shall be 

determined and structured according to the specific purpose of the study (Kvale, 2014). The 

intention is to achieve an open and nuanced description of various aspects of experiences, 

views, attitudes and reasoning from the interviewee. In studies II and III, individual 

interviews were performed, and in study IV, focus groups interviews were conducted 

(Krueger & Casey, 2009). The participants were part of the development project and had 
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experiences and special knowledge of the field under study. They should therefore be able to 

provide rich and accurate qualitative data which enabled theoretical richness (Polit, 2012). It 

is also suggested that including participants with various experiences increases the ability to 

shed light on the research questions from a variety of perspectives (Graneheim & Lundman,

2004). In studies II and III, participants worked at different care settings, but all had particular 

experiences with the specific area of interest, which provided rich and diverse relevant data. 

Focus groups (study IV) are described to use a homogeneous, purposeful sample composed of 

participants with rich relevant knowledge. Homogeneity can be in terms of age, status, class, 

occupation or other characteristics (Krueger & Casey, 2009). In this focus group, participants 

were heterogeneous in age and years of work experience in the profession but homogeneous 

in terms of profession. A focus group can vary between four and 12 participants, but a smaller 

group allows greater contributions from each participant (Krueger & Casey, 2009). In this 

study, each group had only three to four participants due to logistical limitations, including

long distances between the care settings where the participants worked. If the groups are too 

small, the interaction tends to be limited. This could be seen in one group where only two 

participants remained for the entire session. This was also the shortest interview. Krueger and 

Casey (2009) suggest that if comparisons are to be made, three to four groups with each type 

of participants are required to capture different perspectives. In this study, this was not 

possible for all three types of participants because there were only five HCOs who were 

connected to the county hospital and working with DP at the time for the study. Therefore, 

DNs formed three groups, RNs formed three groups and HCOs formed one group. 

Selecting the most appropriate method for data collection and the amount of data is important 

for establishing credibility (Graneheim & Lundman, 2004). Credibility also results from 

interpreting similarities and differences when analysing the transcribed interviews. In studies 

II and IV, the research group discussed all steps in the analysis to agree on the interpretations, 

and the evolving findings were continuously compared against the original data. To further 

strengthen credibility, quotations representative of the interpretations were shown from the 

transcribed interviews. A clear description of the study context, selection of study 

participants, data collection and analysis was given to facilitate transferability (Graneheim &

Lundman, 2004). 
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In study III, NPT was used as a framework for the analysis. Theories are formed through 

complex interpretive processes and lead to abstract products that are context-independent and 

applicable to a range of relevant cases (May et al., 2009). The users of a theory must therefore 

translate the theory from its abstract context-independent form to a form that can be used in 

the specific study context. By generating working definitions of the NPT core areas that 

reflected our specific study setting and testing these definitions during the mapping process, 

we tried to avoid bias in the analysis. Even if data were sorted into predetermined core areas, 

there was a risk of overlap between the constructs. To minimize bias, we moved back and 

forth between data and the NPT literature and discussed doubts between all three authors until 

consensus was reached. This systematic way of working with the analysis aims to strengthen

its credibility (Polit, 2012). 

When collecting and analysing interview data, different levels of interpretation are performed,

(Graneheim & Lundman, 2004). These interpretations are influenced by the researchers pre-

understanding, and it is therefore important to reflect on and consider one’s pre-

understanding. I have many years of experience as a RN and as a development manager for 

ICT systems and solutions within healthcare and community care. As a RN, I had experiences 

with DP, and as a development manager, I had experiences with development, 

implementation and maintenance of different ICT systems and solutions supporting the DP. 

Because I was well known among the participants as a development manager at the IT 

department, it was important to inform the participants about my role as a researcher to avoid 

confusion. Hopefully, the fact that I was well known among the participants helped to reach 

an open atmosphere during the interviews. According to Kvale (2014), the interviewer should 

have knowledge of the specific purpose under study, and in that sense, my pre-understanding 

likely strengthened my ability to understand the participants’ stories during the interviews and 

analysis of the texts. However, conducting research in a familiar setting can also make it 

difficult to recognize phenomena that are well known and may be taken for granted 

(Zingmark, 2000).



 

71 

 

Conclusions and Implications

This thesis explores the perspectives of healthcare and community care personnel of the DPP 

and development and testing of ICT solutions. The DPP aims to secure the patient’s care 

transition from one caregiver to another when the patient is moving back and forth between 

home and the hospital. Even if the DPP under study was implemented years ago, it seems 

difficult to normalize the process in daily practice. Deficits that can lead to consequences for 

the patient such as delayed discharge and readmission, and deficits in post-discharge care and 

decreased quality of life remain common. There are both hindrances and feasibilities to 

consider in the development and implementation of ICT solutions for DPP. The hindrance and 

feasibilities exist at the individual, group, and organizational levels. An agile inspired 

development process can enhance transparency between different care providers. 

Transparency increases personnel’s understanding of each other’s roles and responsibilities, 

which facilitates the process through better communication and collaboration. An agile 

inspired development process also invites participants to engage with the subject, which 

motivates them to adopt the changes. There is a need for great engagement from the 

management when developing and implementing new tools or practices. Successful adoption 

requires individuals to engage and adequately communicate information about where, when, 

how and by whom new solutions or practices are to be used. A potential risk for failures and 

non-adoption is lack of time and timing on and between the three different levels. 

There are supportive ICT solutions for the DPP, but without normalization of the process 

itself, no equipment will solve the problems with non-adoption of the DPP. Normalization of 

the developed and tested ICT solutions for DPP requires a policy for full-scale 

implementation.

In future development projects in a similar context, a combination of studying the current 

practice with support of the appropriate theory and an agile development process is 

recommended. Such an approach would likely increase the chances of determining whether 

the current practice is normalized and identifying actual needs, and this would thereby 
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increase the chances of matching the needs with development, implementation and 

normalization of necessary new practices.

Future research
This research was performed approximately one year prior to a larger organizational change. 

The employment of the DNs (working with homecare patients) was transferred from the 

county council to the municipalities. A tax-switching policy was also performed where the 

homecare patients became the municipalities’ responsibility. However, the overall medical 

responsibility remained on the GPs, who were employed by the county council. One of the 

aims of the organizational change was to reach a more coherent care process for the patient, 

which also affected the DPP. It would be interesting to explore the experiences of healthcare 

and community care personnel with the new organization, as well as how the DPP has been 

affected.
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Summary in Swedish – Svensk sammanfattning

Hinder och möjligheter vid samordnad vårdplanering

Perspektiv före- och efter utveckling och test av IKT lösningar

Introduktion
Samordnad vårdplanering (svp) kan beskrivas som den process som syftar till att koordinera 

och säkerställa patientens fortsatta vård och omsorg, vid förflyttning från slutenvård på 

sjukhusets och till öppen hälso- och sjukvård och/eller socialtjänst. Den samordnade 

vårdplaneringsprocessen (svpp) är en process med fem delprocesser; inskrivning på sjukhuset, 

förberedelse av vårdplaneringskonferens, genomförande av vårdplaneringskonferens, 

utskrivning samt uppföljning i hemmet. Svpp har också ett antal styrprocesser; lagar, 

författningar, riktlinjer, lokala rutiner och patientens samtycke till svp. Centralt för processen 

är samarbete och informationsutbyte mellan olika vårdgivare. I många västerländska länder 

bygger svp på likartade riktlinjer och genomförs på liknande sätt. 

I de flesta västerländska länder föreskriver riktlinjerna att svpp bör starta så snart som är 

praktiskt möjligt efter att patienten blivit inskriven på sjukhuset. Planeringen ska ske i samråd 

med patienten. Information om patientens behov, resurser och önskemål samlas in, oftast av 

sjuksköterskan på vårdavdelningen. Utifrån insamlad data planeras och genomförs en 

vårdplaneringskonferens där patienten, närstående, sjuksköterskan på vårdavdelningen, 

distriktssköterskan och biståndshandläggaren deltar för att planera insatser och åtgärder som 

patienten behöver för en säker utskrivning och hemgång. Även andra professioner kan delta 

beroende på vilka behov patienten har inför utskrivningen från sjukhuset. Mötet utmynnar i en 

skriftlig vårdplan överenskommen mellan inblandade vårdgivare och patienten. Det är oftast 

en specifik vårdplanerare eller en sjuksköterska på vårdavdelningen som planerar och utför 

själva svp men den behandlande läkaren som ansvarar för och beslutar om när patienten är 

medicinskt färdigbehandlad och kan lämna slutenvården. En till tre veckor efter det att 

patienten lämnat sjukhuset utförs som regel en uppföljning av vårdplanen av primärvården 

och/eller social tjänsten tillsammans med individen.
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Litteraturgenomgången visar på brister i svp så som förseningar och glapp i samarbetet och 

informationsutbytet. Dessa brister påverkar den svp negativt och kan leda till negativa 

konsekvenser för patienten; försenad utskrivning, återinskrivning, bristande vård och omsorg 

efter utskrivning och försämrad livskvalitét. Bristande information till patienten angående 

medicinsk status, eftervård, läkemedel och stödfunktioner försämrar patientens möjlighet att 

förbereda sig för utskrivningen och kan skapa oro och ångest. För att förbättra och stödja svp

har ett antal interventioner testats i olika länder genom åren. Exempel på interventioner är 

specifika vårdplanerare, beslutsstöd för att identifiera patienter med stödbehov eller större risk 

för komplikationer efter utskrivning och skräddarsydda utskrivningsmodeller för kroniskt 

sjuka. Även olika former av informations – och kommunikations teknologi (IKT) för att 

underlätta dokumentation, lagring och informationsutbyte har utvecklats, som elektroniska 

journaler, standardiserade utskrivningsanteckningar och strukturerade läkemedels listor. 

Studier visar dock att dessa system inte är specifikt designade för att stödja svpp. För att 

utveckla användarvänliga IKT lösningar som stödjer svpp är det viktigt att öka kunskapen om 

hela processen och den erfarenhet som involverad vårdpersonal har. Det är också en viktig 

förutsättning för att nå en lyckad och hållbar implementering av IKT lösningarna.
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Syften
Det övergripande syftet med denna doktorsavhandling var att utforska och nå en bredare 

kunskap om hela den samordnade vårdplaneringsprocessen genom sjuksköterskors, 

distriktssköterskor och biståndshandläggares erfarenheter före och efter utveckling och test av 

IKT lösningar.

Doktorsavhandlingen omfattar fyra delarbeten med följande specifika syften:

Delstudie I Att utforska sjuksköterskors och distriktssköterskors erfarenheter av och 

uppfattningar om informationsutbytet under den samordnade vårdplanerings 

processen för patienter med behov av primärvård/hemsjukvård efter utskrivning 

från sjukhuset.

Delstudie II Att utforska distriktssköterskors och biståndshandläggares erfarenheter av och 

åsikter om arbetsflödet under den samordnade vårdplanerings processen med 

fokus på möjligheter och hinder.

Delstudie III Att utforska införandet och integrationen av den samordnade 

vårdplaneringsprocessen ur sjuksköterskors, distriktssköterskors och 

biståndshandläggares perspektiv.

Delstudie IV Att utforska sjuksköterskors, distriktssköterskors och biståndshandläggares 

erfarenheter av en agilt inspirerad utvecklingsprocess och test av IKT lösningar 

som syftar till att stödja samordnad vårdplanering.
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Deltagare och metod
Den här doktorsavhandlingen bygger på ett utvecklingsprojekt som pågick mellan 2009 och 

2012. Projektet, Framtidens innovativa arbetssätt i vård och omsorg (FIA), syftade till att 

skapa unika IKT lösningar och tjänster som kunde kommersialiseras för att skapa regional 

tillväxt tillsammans med en ökad tillgänglighet, säkerhet, och effektivitet samt en förbättrad 

vård och omsorgskvalité. I projektet deltog fem vårdavdelningar vid länssjukhuset, tre 

vårdcentraler och två kommuner inom närliggande upptagningsområde. I studie II, III och IV 

deltog vård- och omsorgspersonal från dessa vårdenheter.

För studierna i denna avhandling har både kvalitativa (II, III, IV) och kvantitativa metoder (I, 

IV) använts. Delstudie I var en totalundersökning där alla sjuksköterskor och 

distriktssköterskor inom ett definierat geografisk område deltog. Kriterier för deltagande i 

studien var att personen arbetade dagtid och med svp samt hade en tillsvidareanställning vid 

den vårdenheten. Data samlades in via en web-enkät. Kvantitativ data analyserades med 

deskriptiv statistik och chi2 test och den kvalitativ data analyserades med kvalitativ 

innehållsanalys. I delstudie II deltog nio distriktssköterskor och fem biståndshandläggare med 

erfarenhet av svp. Data samlades in via individuella intervjuer och analyserades med 

kvalitativ innehållsanalys. I delstudie III deltog tolv sjusköterskor med erfarenhet av svp där 

data samlades in via individuella intervjuer. I studie III användes även kvalitativ data från 

delstudie I, data från delstudie II, data från workshops inom projektet och registrerade 

avvikelser inom området för svp, samt registrerade felanmälningar från det elektroniska 

informationshanteringssystemet som användes vid svp. Data till studie III analyserades med 

Normalization Process Theory genom att data sorterades i de fyra fördefinierade 

huvudområdena coherence (vad processen är), collective action (hur den utförs), cognitive 

participation (vem som utför den) och reflexive monitoring (hur processen utvärderas). 

I delstudie IV deltog elva sjuksköterskor, nio distriktssköterskor och fyra biståndshandläggare 

som medverkat i utveckling och test av nya IKT lösningar. Data samlades in via sju 

fokusgruppsintervjuer i slutet av IKT testerna med sjuksköterskor respektive 

distriktssköterskor samt en grupp med biståndshandläggare. Ett utvärderingsformulär 

användes också för datainsamling med fokus på videokonferens där fyra sjuksköterskor och 

fem distriktssköterskor deltog i början av IKT testerna.
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Resultat

Delstudie I
Resultatet visade signifikanta skillnader mellan uppfattad given och uppfattad mottagen 

information mellan sjuksköterskorna och distriktssköterskorna. Största skillnaderna var vid 

patientens inskrivning på sjukhuset då resultatet visade signifikanta skillnader för 20 av de 21 

informationsområdena. Skillnaderna var mindre vid vårdplaneringskonferensen där 

distriktssköterskorna lämnade information och sjuksköterskan mottog information (11 av 21 

områden), medan för information i motsatt riktning visade en signifikant skillnad för fyra av 

de 21 områdena. Vid patientens utskrivning från sjukhuset fanns ingen signifikant skillnad 

mellan uppfattad given och mottagen information för de två grupperna. 

Enligt lokala riktlinjer, överenskomna mellan länets kommuner och landstinget, skulle allt 

patientrelaterat informationsutbyte vid svp ske via det gemensamma elektroniska 

informationssystemet. Resultatet i delstudie I visade dock att det fanns signifikanta skillnader 

mellan uppfattad given och uppfattad mottagen elektroniskt överförd information för 17 av de 

21 områdena. För muntligt överförd information visade resultatet skillnad för endast ett 

område, allergi/överkänslighet, och ingen signifikant skillnad för information överförd via 

papper.

Delstudie II
Analysen av intervjuerna med distriktssköterskor och biståndshandläggare resulterade i 14 

kategorier fördelade på tre nivåer; organisatorisk, grupp och individnivå. På organisatorisk 

nivå beskrev bägge grupperna att organisatoriska förändringar med färre vårdplatser liksom 

samhällsförändringar med ökande andel äldre och kroniskt sjuka medförde en ökad belastning 

på hemsjukvården och socialtjänsten. De intervjuade beskrev att de ofta blev kallade till 

vårdplanering förtidigt i patientens återhämtningsprocess, vilket gjorde det svårt att planera 

stöd på rätt nivå vid patientens utskrivning. Innehållet i vårdplaneringens kvalitét påverkades 

av vårdavdelningens situation utifrån tillgänglig personal och vårdplatser. Bägge grupperna 

beskrev också behovet av bättre gemensam samverkan efter patientens utskrivning och de 

föreslog en gemensam uppföljning i patientens hem som en förbättringsåtgärd för ökad 

följsamhet av insatser och stöd för den enskilde. På gruppnivå betonades betydelsen av ett 
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gott kollegialt samarbete och en flexibilitet inom den egna gruppen för att kunna medverka 

vid vårdplaneringar med kort framförhållning. Distriktssköterskornas och 

biståndshandläggarnas erfarenhet var att svp fungerade bättre vid de vårdavdelningar som 

hade en specifik sjuksköterska med funktion som vårdplanerare jämfört med avdelningar där 

svp var alla sjuksköterskors ansvar, ”allas ansvar blev ingens ansvar”. På individnivå beskrev 

distriktssköterskorna hur de hittat egna vägar för att få fram nödvändig information i tid för att

kunna planera för patientens hemgång, det var viktigt att vara steget före. Både 

distriktssköterskornas och biståndshandläggarnas upplevde att framför allt sjuksköterskor som 

var nya i sin roll saknade kunskap om svp, vilket försvårade arbetet.

Delstudie III
Denna studie där NPT användes som tolkningsraster visade att sjuksköterskorna, 

distriktssköterskorna och biståndshandläggarna hade konsensus om vad svp var och om dess 

värde för att säkra patientens hemgång från sjukhuset (coherence). De var också överens om 

hur processen utvärderades och de hade många gemensamma förbättringsförslag (reflexive 

monitoring). Alla tre yrkesgrupperna beskrev problem med att arbeta i flera olika system för 

journalföring och informationsutbyte. Sjuksköterskorna och distriktssköterskorna föreslog 

lättare åtkomst och förflyttning mellan systemen genom exempelvis singel-sign-on lösning. 

Samtliga tre yrkesprofessioner hade erfarenheter av svårigheten att få till en tid för 

vårdplaneringskonferens som passade alla tre parter. Sjuksköterskorna och 

biståndshandläggarna föreslog ett bättre verktyg för att kunna planera dessa möten. De 

beskrev också att distriktssköterskorna hade svårigheter att närvara vid 

vårdplaneringskonferensen och föreslog videokonferens som ett alternativt sätt att mötas då 

det skulle spara bland annat restid. Sjuksköterskorna, distriktssköterskorna och 

biståndshandläggarna var inte överens om vem som utförde vad i processen (cognitive 

participation) och hur det utfördes (collective action). Resultatet visar på att svp utifrån 

implementeringsteorin NPT, inte var normaliserad i det dagliga arbetet tio år efter införandet.

Delstudie IV
Utvärderingen av data från utvärderingsformulären med fokus på videokonferenstekniken 

visade att det fanns problem med ljudet under de första tre månaderna av testet. För att 

avhjälpa detta uppgraderades programvaran och headset byttes ut till högtalare med brusfilter 
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på vårdavdelningarna. Sjuksköterskorna och distriktssköterskorna beskrev att bildkvaliteten

var bra och de var nöjda med tekniken som helhet. Analysen av fokusgruppsintervjuerna 

utmynnade i ett tema; allt handlar om tid och timing, med fyra subkategorier; avsätta tid i tid, 

delad tid spar tid, glapp i aktualitet och läglighet hinder för tid och timing, inte om utan när 

och hur, och i tio kategorier. Resultatet från fokusgruppsintervjuerna visade att deltagarnas 

erfarenheter av det agilt inspirerade utvecklingsarbetet var övervägande positiva. De beskrev 

att delaktigheten genom hela projektet från idé till test av nya IKT lösningar öppnade upp för 

ett förbättrat samarbete över de organisatoriska gränserna. Genom möjligheten att få träffas 

och diskutera olika frågor och synsätt ökade förståelsen för varandras roller och ansvar. Tid 

och timing beskrevs vara centrala delar; tid att få förbereda sig, tid att lära sig och tid att ta till 

sig det nya arbetssättet och den nya tekniken. Timing mellan de olika aktiviteterna, mellan 

olika organisatoriska nivåer och mellan organisationer. Här beskrev de en avsaknad av timing 

mellan ledning och utförare, där motsägelsefulla direktiv om vilken information som fick 

skickas elektroniskt skapade en osäkerhet bland personalen vilket försvårade test av vissa IKT 

lösningar. Deltagarnas erfarenhet var att utvecklingsarbetet och testerna av IKT lösningarna 

genererade ett visst merarbete men också fördelar med ökad delaktighet. Videokonferens 

beskrevs som en nödvändighet för att i framtiden kunna erbjuda vårdplanering i tid till 

patienten och närstående. De intervjuade framhöll dock att det är patientens hälsostatus och 

förmågor som avgör när vilken mötestyp är lämplig. 

Avslutande reflektion/konklusion
Samordnad vårdplanering implementerades för mer än tio år sedan i den aktuella 

vårdverksamheten men det verkar svårt att få processen normaliserad i det dagliga arbetet. 

Brister i processen är fortfarande förekommande vilket kan leda till konsekvenser för den 

enskilde patienten, så som försenad utskrivning, återinskrivning, lägre livskvalité och brister i 

den fortsatta vård och omsorgen. Där finns både hinder och möjligheter på organisatorisk-,

grupp -och individnivå. Resultatet av denna studie visar på betydelsen av en agilt inspirerad 

utvecklingsprocess i förändrings- och förbättringsarbetet. Den agila processen kan öka 

transparensen mellan olika vårdgivare. Transparens ökar den personalens förståelse för 

varandras roller och ansvar vilket gynnar svp genom bättre kommunikation och ökat 

samarbete. Ett agilt arbete inbjuder också deltagarna till ett engagemang i utveckling och 

införande av nya arbetssätt och IKT lösningar vilket underlättar för det nya att bli 
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normaliserat i det dagliga arbetet. En potentiell risk för ett misslyckande av en hållbar 

implementering är brist på tid och timing på organisatorisk-, grupp- och individnivå men 

också mellan dessa nivåer. För fullskalig implementering av de utvecklade och testade IKT 

lösningarna krävs bland annat ett policy beslut från ledningen. 

I framtida utveklingsprojekt i liknande kontext rekommenderas en kombination av att studera 

den nuvarande processen med hjälp av en för ändamålet lämpad teori och ett agilt inspirerat 

utvecklingsarbete. En sådan kombination skulle förmodligen öka chansen att upptäcka 

huruvida den nuvarande processen är normaliserad eller inte och upptäcka faktiska behov och 

därigenom öka chansen för att matcha behoven med utveckling, implementering och 

normalisering av nya arbetssätt och IKT lösningar.
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Objectives: Discharge planning is an important care process for managing transitions

from the hospital to the community. It has been studied for420 years, but few studies

clarify the information exchanged between healthcare providers. This study aimed to

describe nurses’ experiences and perceptions of information exchange during the

discharge planning process, focused on what, when and how information is exchanged

between the hospital and primary healthcare.

Method: A web-based census survey was used to collect data; the data were analyzed

using descriptive statistics and chi-squared test. A questionnaire was distributed to 194

registered nurses (129 respondents) from a central county hospital and 67 district

nurses (42 respondents) working in 13 primary healthcare centres.

Results: The results show a significant difference between given and received

information between the two groups. Both groups thought the information exchange

worked best when all participants met at the discharge planning conference and that

the electronic information system was difficult to use.

Conclusion: This study shows difficulties knowing what patient-related information

needs to give and not receiving the expected information. These results can be used to

develop knowledge about roles, work tasks and needs to enhance the outcome of the

process and the information exchanged.

Keywords Discharge planning process, information exchange, nurses, quantitative

research, survey

INTRODUCTION

The discharge planning process (DPP) is an important care process for

managing care transitions from the hospital to the community. This process

has to be performed when an in-patient needs assistance from the primary

healthcare and/or social welfare following discharge (1). A reduced number of

hospital beds and shorter hospital stays (2) affect the patient flow through the

entire process and demand good planning, coordination and an exchange of

patient-related information. The nurse plays a central role in the DPP by

coordinating the information exchange. As information exchange is central to

the DPP, delays and gaps in communication between the hospital and primary

healthcare as well as poor discharge documentation can affect the process
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Science, Luleå University of Technology, Luleå 97187, Sweden. Tel: +46 920 49 38 96.

Fax: +46 920 49 38 50. E-mail: sofi.nordmark@ltu.se



negatively (3–10). A lack of information reduces the quality of DPP, with

consequences for the patient such as delayed discharge, readmission (11),

inadequate post-discharge care and reduced quality of life (12,13).

This study is part of a large project, Future Innovative Work Practices in

Healthcare and Social Care (14). The purpose of the project is to create work

methods and information and communication technology (ICT) solutions that

increase accessibility, safety, quality and efficiency in healthcare, lower costs

and create regional growth. This study focused on what, when and how

information is exchanged during the DPP, from admission to discharge,

between nurses at the hospital and primary healthcare before any new ICT

solutions are tested.

Background
Discharge planning is a process whereby each patient’s needs and resources

are identified, and multidisciplinary interventions from different professionals

are coordinated to match the identified needs. The aim of the DPP is to secure

the transfer of care for the patient and their close relatives when discharged

from the hospital (15–17). Budgetary responsibility is also transferred from the

hospital to other agencies during this process. The DPP has three to four sub-

processes (Figure 1) and starts when the in-patient arrives at the ward (10).

The process is ill-defined in general (18) and there is no consensus among

critical care nurses on a definition of the DPP (19).

Many countries have launched guidelines and strategies for good practice

in the DPP. In Australia, the Victoria Government set a strategy for effective

discharge that encourages healthcare providers to improve transition

processes and measure the effectiveness of discharge by rewarding hospitals

with good practices (20). The DPP, where patients are involved as partners,

starts as soon as practicable after admission (21). The necessary information

from the patient’s general practitioner and other community providers are

combined to identify the patient’s discharge needs, all documented in a

discharge plan. A specific coordinator in the treating team is responsible for

the DPP (22). Timely referral to the patient’s general practitioner and other

Figure 1. Overview of the discharge planning process.
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relevant providers along with a discharge summary form the basis of

communication with key providers. The summary, which contains information

about the hospital episode of care, medication, on-going treatments, required

tests and follow-up, should be issued within 24h of discharge and commu-

nicated to the patient (21). In UK, the National Health Services (NHS) plan

ensures that every NHS patient should have a discharge plan starting from

hospital admission. Community services and primary care should be contacted

within 24h of admission to establish the patient’s pre-admission status (23).

The patient is fully involved in all stages of the DPP and kept informed. The

DPP requires effective multidisciplinary team work, which often includes

medical, physiotherapy, occupational therapy, nursing, social services, primary

and secondary care where the patient’s progress and current obstacles are

discussed (24). All care is coordinated by a named person within the ward,

usually a nurse. The decision that the patient is medically fit for discharge can

only be made by the patient’s consultant or another doctor who is responsible

for the patient’s care. At discharge, a letter detailing the patient’s diagnosis,

prognoses, medication and follow-up is sent to the general practitioner/

primary healthcare. The patient receives a copy of their discharge plan and it

is recommended that everything is coordinated and in place 48h before

discharge. Both the Australian and Commonwealth governments have

invested in large-scale ICT to support electronic information transfer between

healthcare providers and by the patients themselves (22). In Ireland, the

National Health Strategy, Quality and Fairness (25) state that discharge from

hospital is a process, not an isolated event, and it should be planned before or

within 24h of admission if possible. The patients and their care givers should

be partners in the DPP, which is coordinated by a nominated member of the

multidisciplinary team (26). At admission, a patient’s functional status is

documented to identify risks when returning home and to better prepare for

discharge. During the hospital stay, general practitioners, primary care teams

and community service are involved in the DPP to meet the patient’s needs

after discharge. Agreements between hospital and key workers in primary care

are documented in a discharge plan. At discharge, a discharge letter is sent to

the general practitioner and key worker. The patient should co-sign their

discharge letter, ensuring that they understand the discharge instructions.

In USA, discharge planning is not only one basic hospital function – it is also a

legally mandated function. A registered nurse, social worker or other

appropriately qualified personnel must develop, or supervise the development

of a discharge plan (27). The discharge plan should be initiated as soon as

possible after admission and contain information about patient’s identified

needs and planned care after discharge. No patient shall be discharged or

transferred without a physician’s order. The hospital must transfer or refer

patients and their necessary medical information to appropriate facilities,

agencies or outpatient services, as needed, for follow-up or ancillary care.

In Sweden, the DPP is regulated by a number of laws as well as local rules

and routines (1,28). According to the regulation, the physician is obligated to

inform the primary healthcare and social welfare at admission if their services

are needed after the patient’s discharge. The patient’s informed consent is

needed to exchange patient-related information during the DPP. The physician

is the one responsible for patient admission. The physician is also responsible

Information exchange within the discharge planning process 3



for initiating a discharge planning conference (DPC). Since DPP is delegated to

the nurses to perform, they have the main responsibility for the performance.

At the DPC, information is shared among the registered nurses (RNs), district

nurses (DNs)/community nurse, social worker and the patient. Sometimes the

patient’s close relatives, the physician, an occupational therapist and a

physiotherapist also participate at the DPC. The DPC can take place either as

a physical meeting or as a telephone conference. The agreements are

documented in a short-term discharge plan that will be followed up in the

patient’s home within a few weeks from the date of discharge. One day before

the patient is to be discharged from the hospital, at the latest, the RN sends

a discharge message to the social worker and the DN/community nurse with

information about the date and time for the patient’s planned discharge. They

often also have a phone conversation to exchange patient-related information.

Discharge planning has been studied for the past 20 years. Studies have

focused on the DPP, either from the patient’s view of participation (29,30) or the

nurses’ view of their role and work tasks (3,31–33). Several studies (32,34,35)

have focused on evaluating discharge summaries. A Cochrane review (36)

determined the effectiveness of discharge planning by focusing on length of

stay, readmission rate, complication rate, mortality rate, place of discharge,

patient health status and satisfaction, caregivers’ satisfaction, psychological

health of patient and caregivers, and costs and use of medication. Surprisingly

the effectiveness of communication between hospital and community was not

measured in any of the trials included in the review. On the contrary, few

studies clarify what information is the most important to exchange between

healthcare providers (37). Only one study was found that focused on the whole

process of information exchange from admission to discharge (8).

Information technology can be used to reduce the frequency and conse-

quences of errors in healthcare, but it also can cause errors. There are a

number of barriers, and healthcare organizations tend to invest in adminis-

trative rather than clinical systems so the benefits will be limited (38). A lack

of leaders and expertise in implementing the systems are also an issue. Even

though most of the clinical information is available in electronic form at many

institutions the data are not accessible or cannot be brought together because

of format and/or interface issues. Therefore, systems that can communicate

with each other are a necessity. Since the information exchanged can be

confusing and may even contain errors or be inadequate (39), it is important to

investigate what and when information is exchanged and how it is transferred

during the DPP, from admission to discharge (8). Knowledge about this issue

could increase the possibility to develop the quality of the DPP.

AIM
The overall aim of this study was to explore RNs’ and DNs’ experiences with

and perceptions of the information exchange during the DPP for patients who

require primary healthcare when discharged from the hospital. The following

research questions were posed:

(1) To what extent is the information (covered by 21 items) given and received

on admission, during DPC and at discharge related to RNs’ and DNs’

experiences and perceptions?

S. Nordmark et al.4



(2) Is there a difference in the extent to which information is given and

received based on how the information is transferred, according to RNs’

and DNs’ experiences and perceptions?

(3) Based on RNs’ and DNs’ experiences and perceptions, what works well and

what does not work in the information exchange?

METHODS

Design
This study has a cross-sectional design (40). A web-based survey was used to

collect data pertaining to the DPP, and the data were analyzed using

descriptive statistics to meet the research aims.

Settings and sample
The study was performed between June 2010 and January 2011 in a county

council in northern Sweden. In the county council, the same electronic medical

record system is used at the hospitals, primary healthcare and dental care.

The system is integrated with several other supporting systems such as

laboratory, X-ray, ambulance and pharmacies, to mention a few. Those who

have access authority to the electronic medical-record system can follow the

patient-related documentation throughout the patient’s care process. All

journal notes are key terms-based. The terms used are a mix of those from

the International Classification of Functioning, Disability and Health (ICF),

those from the VIPS model and some of our own developed department-specific

terms; therefore the terms differ between organizational departments. The

municipalities’ social services use different medical-record systems. However,

for discharge planning in the county, a uniform (i.e. one and the same electronic

information system) is used to transfer information between hospital care,

primary healthcare and social services according to guideline agreed upon

between the county council and the county municipalities. The structure of

this communication tool allows messages to be sent on the following occasions:

� At the patient’s admission from the DN to the RN, with information about

anamnesis; course of the care; the patient’s state of health; needs and

abilities; devices; food and nutrition; medications; contact details; caution;

contagion and nursing and medical procedures. The message has

checkboxes (patient manages autonomous, requires little assistance or is

totally dependent); most of the terms are predefined, and there is free text

space for comments.

� After the DPC, when a short-term discharge plan with agreed-upon

arrangements is established by the RN, DN and social worker. All

information is written as free text and is not key term-based.

� At the patient’s discharge from the RN to the DN, with information about

the date of discharge. All information is written as free text and is not key

term-based.

Messages from the primary healthcare are sent by a DN who works

within the geographic area of the patient’s home address to the inpatient

Information exchange within the discharge planning process 5



hospital ward. The messages are received by a specific discharge coordinator

or the nurse in charge for the day, according to the guidelines. Messages

from the inpatient hospital ward are then sent by the specific discharge

coordinator or the nurse in charge for the day to the patient’s primary

healthcare centre. The messages are received by a DN who works within

the geographic area of the patient’s home address, according to the guidelines.

The messages can be read by all of the RNs working at the involved hospital

ward and all of the DNs working at the involved primary healthcare centre.

Upon the patient’s admission, during the DPC and at discharge, verbal

information exchanges take place as a complement to the written record.

No specific structure is used; instead, the exchange is based on the

patient’s specific needs. If requested, a printed copy of the electronic

medical-record from the nursing epicrisis is sent from the hospital ward to

the DN upon the patient’s discharge with information about anamnesis; the

course of the care; the patient’s state of health; needs and abilities; devices;

food and nutrition; medications; contact details; caution; contagion and

nursing and medical procedures.

The study sample covered an entire population in a defined geographic area,

and it consisted of all RNs from the central county hospital and all DNs

working in the 13 primary healthcare centres in the surrounding area.

The hospital was chosen because it treats patients from the whole county

and has the same specialties as the other hospitals in the same county.

The primary healthcare centres were chosen because most of their DPPs is

linked to that hospital and the same care catchment area.

After approval from the head of each clinic, a list of potential participants

from each unit was obtained with assistance from an administrator at the

Department for Human Resources. The participants were compared with

the names in the county council’s Active Directory, which was connected to

the county council’s E-mail system. All of the RNs working at the hospital

in the geriatric, infection, medical, orthopaedic, rehabilitation, rheumatol-

ogy, surgical or psychiatric wards were invited to participate. Some of these

wards had specific discharge coordinators; in other wards all nurses

participated in the DPP. All DNs working with home-nursing patients

were also invited to participate. RNs and DNs who had a temporary

position and/or worked only at night were excluded. In total, 261 informa-

tion letters (RN, n¼ 194; DN, n¼ 67), invitations to participate in the study,

and web-based questionnaires were sent out via the county council’s

internal E-mail system. The web-based system used for the questionnaires

was esMaker NX2-2.0 (41). The questionnaires were open for responses for

3 weeks. To increase the response rate, a reminder was sent to non-

responders after 2 weeks, and a second reminder was sent with 5 days

remaining (42).

The questionnaires
Because there was no valid instrument available for measuring the informa-

tion exchange during the DPP, two web-based questionnaires – one for RNs

and one for DNs – were designed. To cover key issues, a literature review and

input from the laws pertaining to DPP (28,43) and regulations of care plans

(1,44–47) were made. Workshops were also held for the RNs and DNs to help
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them identify specific sub-processes and areas of information. Based on the

outcome, a comparison with terms used in the medical-record system were

made, and 21 items were found (e.g. state of health, on-going and planned

nursing interventions, food and nutrition, self-care). The selected items were

discussed with nursing colleagues who were experts in the area of DPP, and

modifications were made. The questionnaires improved content validity

through the use of well-known and well-defined terms (48).

To establish face validity (42), the questionnaires were tested at one

hospital ward and one primary healthcare centre in the county council.

About 10 RNs and 10 DNs participated in the pilot test. This resulted in

rewording of four questions in order to clarify the questions. The

description of a patient case report (used in the second section) was also

discussed with the RNs/DNs and thereafter reworded in order to make it

more specific and reduce misunderstandings. This pilot test was not

included in the study.

The questionnaires were divided into two sections; at the end of the

questionnaires, a free-text section allowed the RNs/DNs to provide detailed

responses about their experiences and perceptions of what worked well in

the DPP information exchange and what did not. The first section of the

questionnaires contained seven questions that focused on demographic

information, such as age, gender, work-life experience as an RN/DN, education

and workplace. The second section contained 14 questions, related to the

patient case report that focused on what type of patient-related information

was given and received and when in the DPP and how the information was

transferred. Six of these questions contained the 21 items about specific

patient-related information.

For each item, the DN was asked what information they perceive:

� is given to the RN at the patient’s admission and at the DPC?

� is received from the RN at the DPC and at the discharge?

For each item, the RN was asked what information they perceive:

� is received from the DN at the patient’s admission and at the DPC?

� is given to the DN at the DPC and at the discharge?

For each item, both the DNs and RNs were asked how the information is

transferred between the hospital and primary care, based on their experience

and perceptions. To avoid bias, the second section was clarified by a patient

case report describing a common patient, and the same patient case report

was given to all of the participants. The report described an elderly woman

living at home with daily assistance from the social services and weekly

support from the primary healthcare service. She had become ill and

was treated at the hospital. She was ready to be discharged, needed

more help at home.

Data analysis
Descriptive statistical analysis (40) was performed using IBM SPSS statistics

predictive analytic software (Version 19.0). The difference between the two
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groups was assessed using chi-squared tests, and the statistical significance

was set at a¼ 0.05. The data, including the free text, were analyzed using

qualitative text analysis (48). All of the free text was read through, and data

about what worked well and what did not was picked out and sorted before the

free text was synthesized.

Ethical considerations
The participants were reassured that their participation was voluntary and

that they could withdraw from the study at any time. To guarantee

confidentiality, no individual characteristics were disclosed. Informed consent

to participate in the study was obtained. The study was approved by the

Regional Ethical Review Board in Umeå, Sweden.

RESULTS

Demographic characteristics
A total of 171 completed questionnaires were returned (RNs, n¼ 129; DNs,

n¼ 42). The response rate was 66.5% for RNs and 62.6% for DNs (overall

response rate, 65.5%). Ninety-six percent of the respondents were female.

All hospital wards were represented, with a variation of responses from 38%

to 100%, and all primary healthcare centres except one were represented,

with a variation of response rate from 30% to 100% (total mean, 64% per

clinic). The demographic characteristics and background variables are

presented in Table 1.

What patient-related information is exchanged and when in the process
The result shows a difference between the DNs and RNs perceptions about the

information given and received during the DPP. The discrepancies between the

perceptions about the given and received information differ throughout the

DPP. The differences are most significant at the patient’s admission and

become less significant at the DPC, and perceptions are nearly unanimous at

discharge. The perceived information given and received was classified as:

little extent between 0% and 33%; medium extent 34–66% and high extent

67–100%.

Table 1. Demographic characteristics and background variables.

Nurses’ characteristics
RN

participants
RN

population
DN

participants
DN

population

N 129 194 42 67
Age, min–max 24–66 24–66 38–66 36–66
Mean/SD 43.74/12.20 41.46/10.51 53.00/07.07 52.63/07.20
Gender male/female (N) 7/122 13/181 a a

Years of working life experience,
min–max

1–42 # 4–37 #

Mean/SD 11/10 # 15/10 #

aIdentification of participants would be possible if numbers are presented # no figures
available.
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Extent of information perceived as given and received on patient’s

admission

The most substantial reported difference between the information that was

perceived to be given and the information that was perceived to be received

was upon the patient’s admission to the hospital. The DNs reported that they

gave information to a high extent for two items, the patient’s state of health

and the course of care, and gave less information for items such as self-care,

food and nutrition, contagion, previous medications and on-going healthcare

contacts. The RNs reported that they received very sparse information for all

items. The discrepancy between what was reported to have been given by the

DNs and what was reported to have been received by the RNs was highest for

the items patient’s state of health and course of care and lowest for previous

medications. There was a significant difference between information perceived

as given and received for 20 of the 21 items (Table 2).

Extent of information perceived as given and received during DPC

The information exchange during the DPC was examined from two different

angles: first, what information the DNs give and the RNs receive and, second,

the opposite situation. According to the DNs, they perceived that they gave

more information in general at the conference than at a patient’s admission.

They reported that information about more than half of the items was given to

a high extent and that information about the remaining items was given to a

Table 2. Extent of information given and received on admission, DNs’ and RNs’
experiences and perceptions.

Admission

DN give
information to RN

RN receive
information from DN

Items N/N of cases % N/N of cases % p

State of health 24/33 73 4/101 4 50.001
ADL 12/27 44 2/97 2 50.001
On-going medication 16/29 55 9/95 9 50.001
On-going nursing interventions 18/32 56 8/95 8 50.001
On-going healthcare contacts 7/28 25 5/97 5 0.001
Who to contact 11/26 42 3/96 3 50.001
Food and nutrition 6/25 24 3/95 3 50.001
Anamnesis 17/30 57 7/96 7 50.001
Earlier medication 2/22 9 5/94 5 0.503
Allergies 8/25 32 2/94 2 50.001
Contagion 9/24 38 5/92 5 50.001
The course of the care 24/30 80 11/93 12 50.001
Achieved examinations 12/27 44 5/90 6 50.001
Achieved medical test 13/28 46 5/88 6 50.001
Achieved treatments 11/26 42 5/89 6 50.001
Planned examinations 9/26 35 6/90 7 50.001
Planned medical tests 10/28 36 7/87 8 50.001
Planned treatments 9/26 35 6/87 7 50.001
Self care 5/24 21 2/85 2 0.001
Previous decided interventions 12/27 44 8/92 9 50.001
Devices 9/25 36 6/92 6 50.001
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medium extent. The RNs did not perceive that they received information at the

same rate at which the DNs reported it was given. The results show that

information about allergies, contagion, food and nutrition, and important

contacts were received at a low extent, while information about all other items

was received to a medium extent. For 11 items, there was a significant

difference between the information perceived as given and the information

perceived as received (Table 3).

The RNs reported that they perceived that they gave information about

all items except one, previous medication, to a high extent during the DPC.

The DNs also reported that they perceived that they received most of the

information to a high extent, except for the items about self-care and

important contacts, which were received to a medium extent. No information

was perceived to have been exchanged to a low extent by either the RNs or the

DNs. For 13 items, including food and nutrition, previous medication,

allergies, contagion and achieved examinations/medical tests/treatments, the

RNs reported having given less information to the DNs than the RNs reported

having received. This part of the information exchange during the DPP was

the most consistent between the two groups of nurses. For 17 items, there was

no significant difference between the information perceived given and received

(Table 3).

Extent of information perceived as given and received at patient’s

discharge

The results show that at the patient’s discharge from the hospital, the RNs

perceived that they gave information to a high extent for all items except two,

previous medications and important contacts. Information about these items

was reported as given to a medium extent. The DNs reported that they

received information about all items to a high extent, except for five: previous

medication, important contacts, allergies, contagion and self-care. For the

items ADL, on-going healthcare contacts, food and nutrition, anamnesis,

previous medications, achieved and planned examinations/medical tests/

treatments, allergies and contagion, the RNs reported having given informa-

tion to a lower extent than the DNs reported they had received. There were no

significant differences between the information perceived as given and

received at patient’s discharge (Table 4).

How information was transferred
The patient-related information shared during the DPP was transferred

between the hospital and the primary healthcare electronically, using the

uniform medical-record system or the uniform information system, by paper

(hard copy) or verbally.

Extent of patient-related information perceived as transferred

electronically

The results show that electronic information about 11 items was perceived as

given to the DNs by the RNs to a high extent, and information about nine

items was given to a medium extent. Only one item, previous medication, was

given to a low extent. The DNs reported that they did not receive the

information electronically at the same rate that the RNs reported having given
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Ta
b
le

3
.
E
xt
e
n
t
o
f
in
fo
rm

a
ti
o
n
g
iv
e
n
a
n
d

re
c
e
iv
e
d

a
t
th
e
d
is
c
h
a
rg
e
p
la
n
n
in
g

c
o
n
fe
re
n
c
e
,
D
N
s’

a
n
d

R
N
s’

e
xp

e
rie

n
c
e
s
a
n
d

p
e
rc
e
p
ti
o
n
s.

D
is
c
h
a
rg
e
p
la
n
n
in
g
c
o
n
fe
re
n
c
e

D
N

g
iv
e
in
fo
rm

a
ti
o
n

to
R
N

R
N

re
c
e
iv
e
in
fo
rm

a
ti
o
n

fr
o
m

R
N

R
N

g
iv
e
in
fo
rm

a
ti
o
n

to
D
N

D
N

re
c
ie
v
e
in
fo
rm

a
ti
o
n

fr
o
m

R
N

It
e
m
s

N
/N

o
f
c
a
se

s
%

N
/N

o
f
c
a
se

s
%

p
N
/N

o
f
c
a
se

s
%

N
/N

o
f
c
a
se

s
%

p

St
a
te

o
f
h
e
a
lt
h

2
1
/2
6

8
1

3
8
/7
3

5
2

0
.0
1
0

8
3
/8
6

9
7

2
7
/2
8

9
6

0
.9
8
3

A
D
L

1
6
/2
1

7
6

3
3
/7
1

4
6

0
.0
1
6

7
2
/8
2

8
8

2
8
/2
9

9
7

0
.1
7
5

O
n
-g

o
in
g

m
e
d
ic
a
ti
o
n

1
6
/2
2

7
3

3
2
/6
9

4
6

0
.0
3
1

7
7
/8
3

9
3

2
6
/2
8

9
3

0
.9
8
7

O
n
-g

o
in
g

n
u
rs
in
g

in
te
rv
e
n
ti
o
n
s

2
1
/2
8

7
5

3
6
/6
9

5
2

0
.0
3
8

7
7
/8
5

9
1

2
6
/2
9

9
0

0
.8
8
3

O
n
-g

o
in
g

h
e
a
lt
h
c
a
re

c
o
n
ta

c
ts

1
6
/2
2

7
3

3
1
/7
2

4
3

0
.0
1
4

6
8
/7
9

8
6

2
4
/2
6

9
2

0
.4
0
2

W
h
o
to

c
o
n
ta

c
t

1
4
/2
0

7
0

1
9
/7
1

2
7

5
0
.0
0
1

4
9
/7
5

6
5

1
7
/2
6

6
5

0
.9
9
6

Fo
o
d

a
n
d

n
u
tr
it
io
n

1
3
/1
9

6
8

1
7
/6
9

2
5

5
0
.0
0
1

5
4
/7
8

6
9

2
4
/2
6

9
2

0
.0
1
8

A
n
a
m
n
e
si
s

1
9
/2
0

9
5

4
0
/7
1

5
6

0
.0
0
1

6
8
/7
9

8
6

2
5
/2
6

9
6

0
.1
6
1

E
a
rli
e
r
m
e
d
ic
a
ti
o
n

1
4
/1
9

7
4

3
7
/7
1

5
2

0
.0
9
1

4
0
/7
7

5
2

1
4
/2
1

6
7

0
.2
2
9

A
lle

rg
ie
s

1
4
/1
8

7
8

1
6
/7
0

2
3

5
0
.0
0
1

5
8
/7
8

7
4

1
6
/2
0

8
0

0
.6
0
0

C
o
n
ta

g
io
n

1
4
/1
9

7
4

1
7
/7
0

2
4

5
0
.0
0
1

5
9
/7
7

7
7

1
6
/2
0

8
0

0
.7
4
8

Th
e
c
o
u
rs
e
o
f
th
e
c
a
re

1
0
/2
0

7
7
/8
0

A
c
h
ie
v
e
d

e
xa

m
in
a
ti
o
n
s

9
/1
7

5
3

2
4
/6
9

3
5

0
.1
6
7

7
1
/7
9

9
0

2
5
/2
6

9
6

0
.3
2
1

A
c
h
ie
v
e
d

m
e
d
ic
a
l
te
st

1
0
/1
8

5
6

2
4
/7
0

3
4

0
.0
9
8

6
3
/7
8

8
1

2
4
/2
6

9
2

0
.1
6
8

A
c
h
ie
v
e
d

tr
e
a
tm

e
n
ts

1
1
/1
9

5
8

2
4
/7
0

3
4

0
.0
6
1

7
1
/7
8

9
1

2
5
/2
5

1
0
0

0
.1
2
0

P
la
n
n
e
d

e
xa

m
in
a
ti
o
n
s

1
2
/2
1

5
7

2
4
/7
1

3
4

0
.0
5
4

6
7
/7
8

8
6

2
3
/2
5

9
2

0
.4
2
4

P
la
n
n
e
d

m
e
d
ic
a
l
te
st
s

1
1
/2
0

5
5

2
9
/6
8

4
3

0
.3
2
9

6
7
/7
9

8
5

2
3
/2
5

9
2

0
.3
5
8

P
la
n
n
e
d

tr
e
a
tm

e
n
ts

1
1
/2
0

5
5

2
7
/7
0

3
9

0
.1
8
9

6
8
/7
9

8
6

2
1
/2
4

8
8

0
.8
5
8

Se
lf
c
a
re

1
3
/2
2

5
9

2
5
/7
1

3
5

0
.0
4
6

5
7
/7
6

7
5

9
/1
9

4
7

0
.0
1
9

P
re
v
io
u
s
d
e
c
id
e
d

in
te
rv
e
n
ti
o
n
s

8
/2
2

D
e
v
ic
e
s

1
9
/2
5

7
6

1
9
/2
5

7
6

1
.0
0
0
0

7
5
/8
1

9
3

2
3
/2
5

9
2

0
.9
2
1

Information exchange within the discharge planning process 11



it. None of the items was reported as received to a high extent. The

discrepancies between what was perceived to have been given and what was

perceived to have been received were the highest for information transferred

electronically compared with information transmitted via paper and verbally.

For 17 items, there was a significant difference between the information that

was perceived as given and received electronically (Table 5).

Extent of patient-related information perceived as transferred on

paper

Information transferred on paper was perceived to be limited for both groups.

The RNs reported that they gave information on paper to a low extent for all

items except one, on-going medication. The DNs reported that they received

information about all 21 items to a low extent. There was no significant

difference between the information perceived given and received on paper

except for the item on-going medication (Table 5).

Extent of patient-related information perceived as transferred verbally

Information transferred verbally received the highest rates of the three

methods of information exchange. There was no significant difference between

the perceptions about information given and received verbally, except for the

item allergies. According to the RNs, all items except two were perceived as

Table 4. Extent of information given and received at discharge, DNs’ and RNs’
experiences and perceptions.

Discharge

RN give
information to DN

DN receive
information from RN

Items N/N of cases % N/N of cases % p

State of health 65/69 94 28/29 97 0.629
ADL 61/68 90 22/26 85 0.492
On-going medication 63/68 93 24/26 92 0.955
On-going nursing interventions 60/68 88 25/27 93 0.532
On-going healthcare contacts 57/67 85 20/24 83 0.839
Who to contact 41/65 63 13/24 54 0.445
Food and nutrition 46/66 70 18/24 75 0.623
Anamnesis 51/66 77 16/23 70 0.460
Earlier medication 27/64 42 10/19 53 0.421
Allergies 50/66 76 12/21 57 0.100
Contagion 54/66 82 13/21 62 0.058
The course of the care 64/67 96 25/27 93 0.566
Achieved examinations 56/66 85 25/27 93 0.311
Achieved medical test 52/66 79 20/25 80 0.899
Achieved treatments 58/66 88 23/25 92 0.574
Planned examinations 60/67 90 24/26 92 0.686
Planned medical tests 61/66 92 24/27 89 0.581
Planned treatments 60/65 92 23/25 92 0.961
Self care 48/65 74 11/21 52 0.065
Previous decided interventions
Devices 60/66 91 20/25 80 0.154

S. Nordmark et al.12
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given to a high extent verbally. Only previous medication and important

contacts were given to a medium extent. The DNs perceived that they received

information about previous medication, important contacts, allergies and

contagion, self-care and previous determined interventions to a medium

extent. All of the other items were received to a high extent verbally (Table 5).

Summary of the free-text answers
RNs’ experiences and perceptions of what worked and what did not

work in the information exchange

The RNs described lack of information from the DNs at the patient’s admission

as a considerable problem. They reported that they had to read what the doctor

had written in the medical record, ask the patient or call the DN to obtain

information. The RNs commented that it was difficult to know which

information was necessary to give the DNs due to the DPC and the discharge

but that information exchange regarding nursing interventions, food and

nutrition, devices, and ADL worked well. From the RNs’ point of view,

telephone meetings worked well for information exchange when the DN knew

the patient and when the nursing needs were the same as before the

hospitalization. In contrast, it was often difficult to come in contact with the

DN. The RNs’ opinion was that the electronic information system required too

many steps and was complicated to use, especially when no education was

provided, and it was not used as it was meant to be, which resulted in poor

documentation and many delays.

DNs’ experiences and perceptions of what worked well and what did

not in the information exchange

The DNs described that there was a good exchange of information concerning

state of health, ADL, devices, planned and administrated medical tests,

examinations, and treatments at the DPC, but often poor information

concerning the patient’s nursing interventions, self-care and medication.

A discharge summary was sent to the DN upon the patient’s discharge, but the

opinion of the DNs was that there was a poor exchange of information

regarding the patient’s planned date of discharge and planned treatments,

medical tests and examinations. The DNs also reported that they received poor

information about the patient’s identified needs when information was

delivered via a telephone contact instead of a face-to-face meeting. The DNs’

opinion was that when more than one nurse was involved in the DPP, the

information exchange tended to be deficient and that the outcome was person-

dependent. According to the DNs, electronic documentation was valuable for

information exchange about non-acute or non-modified interventions.

Both groups of nurses considered that a face-to-face DPC meeting was

important for information exchange if all participants could attend the whole

meeting, but it was difficult to find a time that suited all participants. Both the

RNs and the DNs reported that verbal information exchange worked well.

DISCUSSION

This study aimed to explore the experiences and perceptions of RNs and DNs

about when and what type of patient-related information is exchanged and

S. Nordmark et al.14



how it is transferred during the DPP for in-patients who require primary care

after discharge. A variety of discrepancies between the information perceived

as given and the information perceived as received was observed in the DPP;

the most significant differences were observed at admission, but the percep-

tions became nearly unanimous at discharge. Differences in information

completion were also observed in an acute cardiac care setting (49). The

completion rate varied from 58% on admission to 100% at discharge. The

variety of discrepancies in the information flow throughout the process could

be explained in part by the prioritization of patient care in more acute

situations at admission.

The results of this study showed that the DNs perceived that they gave

patient-related information to a higher extent at the patient’s hospital

admission than the RNs perceived they had received. The RNs reported that

they had to call the DNs to obtain information about the patient. Another

study (50) found that the RNs did not feel secure about the information

they received about a patient upon admission unless they spoke with the

information source. According to Hlipala et al. (51), problems during

the admission assessment process are common in all healthcare organizations.

The admission assessment data are meant to serve as a springboard from

which diagnoses, care plans, and discharge needs are identified and docu-

mented; therefore these data are important for the DPP. They showed that by

employing an admission nurse, the admission process could be eased and

enhanced. The admission nurse initiated and completed the patient’s health

history and took care of the admission tasks, and thereby developing greater

competency and efficiency in the process and data entry. This facilitated the

admission process and increased the accountability for information sharing.

It also prevented the fragmentation of unit staff and limited the need for

overtime. Problems during the admission assessment might be one reason for

the considerable discrepancies in the perceived exchange of information

between the two groups of nurses in this study.

In this study, the DNs reported that they perceived giving patient-related

information to a higher extent than the RNs reported that they perceived

receiving. However, the RNs reported that they gave patient-related informa-

tion to a quite high extent at the DPC, while the DNs reported having received

much of the information to an even higher extent. The RNs in this study

commented that there was a problem with the information exchange when the

DNs did not participate in the DPC. The opinions of the DNs were that the

DPC was valuable for direct information exchange between all participants at

the same time. Information exchange tended to be poor when more than one

nurse at the ward was involved in the DPP or when the nurse left the DPC

early after informing those present about the patient’s cause of admission and

then letting the social worker or DN lead the meeting. For this study’s

purposes, these findings showed that the leader of the DPC may change during

its performance. The leader of a team can direct how the team functions, she or

he must be able to listen to other peoples’ opinions and have a good

understanding of team members’ roles (52). If communication between

members in a multidisciplinary team is not working, it can negatively affect

the quality of care if some of the patient’s needs are met while others are

ignored. The team members need to value their own contributions to effective

Information exchange within the discharge planning process 15



and efficient interprofessional work. Not only does the team leader affect the

interaction, but the team’s size does as well. When different professions are

represented at a meeting, they may have to compete against each other in

order to express an opinion. Status can be one factor that affects participation

levels. Professionals who are subject to a professional hierarchy will contribute

less effectively to patient care because they may feel unable to resist demands

or expectations. Therefore, therapists, social workers, nurses and physicians

should participate in post-graduate training to develop effective interprofes-

sional and leadership skills. Continuity is important for building relationships

with both patients and co-workers, and the DPP includes three interconnected

areas: patient participation, practitioners’ competence and organizational

support (53). To be familiar with laws and routines is not enough to enable the

practitioners to feel confident and have the courage to share; the control of the

situation is also important because it can affect the interprofessional collab-

oration. The fact that professionals from the hospital, local healthcare, and

social services meet for the DPC without knowing each other may be a barrier

to collaboration in itself. Furthermore, if the organizations involved do not

support and value DPP, its quality will likely remain poor.

The results of this study showed that the RNs perceived that they gave most

information to a high extent except for previous medication, and that the DNs

perceived that they received all information to a high extent at the patient’s

discharge. The RNs reported lower frequencies for a third of the information

they gave compared with what the DNs reported they received at the patient’s

discharge. The RNs commented that they sent a discharge summary to the DN

at the patient’s discharge. However, the DNs commented that they received

poor information regarding the patient’s planned date of discharge and

planned treatments, medical tests and examinations. Another study found

that RNs and home healthcare nurses (HHC nurses) differed in their views

about what information is most important to exchange in the discharge note

(54). While medical orders and medications were highly rated by the HHC

nurses, they were rated low by the RNs. The need for help with activities of

daily living and recommended nursing care were instead highly rated by RNs,

but were rated lower by HHC nurses. Differences in the values, roles and

opinions between practitioners were also found (55). The different views about

the DPP preparation could reduce work efficiency, a finding that was also

noted in this study based on the discrepancies between the RNs’ and DNs’

perceptions’ of the information they had given and received though RNs and

DNs had the same patient case report as a starting point.

Even though both groups of nurses used a uniform electronic information

system for information exchange during the DPP according to the guidelines

agrees upon, the discrepancies concerning the information exchange were

reported highest for information transferred electronically compared with

paper and verbal exchanges of information. There is therefore a need to move

beyond the traditional practices of information transfer, based on a one-way

monologue, toward a more useful and appropriate notion of information

exchange based on two-way dialogue (56). The use of electronic information

systems makes it more difficult to achieve a natural two-way dialogue. An

investigation of communication and information transfer at hospital discharge

showed that deficits are common and may adversely affect patient care (57).

S. Nordmark et al.16



The authors of the investigation concluded that interventions such as

computer-generated summaries may facilitate more timely transfer of

patient-related information but add that these need to be improved.

Computer knowledge and previous acceptance of the nursing process are

significant predictors of the users’ acceptance of computer-based nursing

documentation for patient-related information (58). There is a need for

training about information and knowledge sharing in the data collection

area to provide standardized work (59).

In general, information transferred on paper was perceived as limited by

both groups in this study, where most information was reported to be

exchanged to a low extent. This was in line with the preferred mode of

information exchange on paper. Somewhat surprisingly, information trans-

ferred verbally received the highest rates among the three methods of

communication from both DNs and RNs. Despite that information transferred

verbally, this type of information exchange was seen only as a complement to

the electronically information according to guidelines agreed upon. According

to Gerbner’s theory of communication, there are two dimensions that

alternate: the perceptive or receptive dimension and the communicative

dimension (60). In the second dimension, the message is twofold: where one

half of the message is the signal or shape of the message, and the other half is

the content of the message. Therefore it is obvious that a given message can

be communicated in a number of different ways. Choosing the best signal

for the specific content is one of the most important tasks for ensuring that the

communicator maintains a high quality of information. There were significant

differences in this study between the perceived amount of information given

and received electronically, but there were no significant differences for

information transferred verbally or on paper. In the light of Gerbner’s theory

(60), we should therefore ask whether the electronic information system used

offers the right shape or signal with its currently available amount of free text.

The use of VIPS key terms allows a more systematic and standardized

documentation, but nurses tend to group their documentation under the

incorrect key terms (61). Using a structured and standardized format

increases the nursing documentation for both electronic patient records

(62,63) and paper ones (64), but with different understandings of the same

word being used during interactions, there is a need to clarify the words’

meaning among healthcare practices (65). This can in this study, be

interpreted as information transferred verbally was a way to get a clarification

of the electronic information exchange. According to the study participants, a

high-quality of information exchange requires the consideration of patients’

needs; therefore, the method of information exchange is not as important

as the structure.

Study limitations
The high response rate (65%) was one strength of this web-based survey.

A response rate465% is sufficient for most purposes; however, lower response

rates are the norm (48). Furthermore, this study included the whole DPP and

was a total census in which all RNs and DNs in the setting were invited to

participate. One limitation of this study is the lack of information about the

non-responders; however comparison of the demographics for the study sample
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and the responders clearly shows similarities in age and gender composition.

From those similarities, we can assume that the responders are representative

of the study sample. Another limitation is the item non-response, which varies

among questions. This variation could be related to the length of the

questionnaire (42). The second part was rather comprehensive in order to

capture all of the information that is exchanged between RNs and DNs.

Clearly, a shorter questionnaire requires less effort to complete than a longer

one (66). Not using a standard questionnaire also can be considered a

limitation with higher risk for bias. By testing the questionnaire, we examined

whether the questions’ focuses and contents were correct, the wording was

suitable, and the context and response categories were understandable and

helpful for the respondent without unintentionally biasing the answers (42).

Even so, not all risks of bias can be prevented. However, the results of this web-

based survey could be transferred to a similar context because the laws (28,43)

and regulations (1,44–47) pertaining to the DPP are quite detailed, which

means that the information that is exchanged and when the exchanges occur

during the process are similar among counties in Sweden. The electronic

medical record used by the participants in this study is used in 3 of the

20 counties in Sweden, and several other counties use similar ones that are

also key term-based. About 8 of the 20 counties in Sweden and their

surrounding municipalities also use the described electronic information

system for information exchange during the DPP.

CONCLUSION

This study has improved our understanding of the perceived information

exchange throughout the DPP. The DPP is a complex process with various

considerations for each sub-process. Difficulties knowing what information

needs to be given and not receiving the expected information were two problem

areas reported by the RNs and DNs. Discrepancies in the rate at which

information is reported to be given and received became obvious, and

difficulties in how to handle the electronic information system and how to

interact were also important issues. Both the RNs and the DNs noted the

importance of considering the patient’s needs to achieve a high quality of

information exchange; therefore, how information is exchanged is not as

important as the structure of the information.

IMPLICATION FOR CLINICAL PRACTICE

With a growing elderly population, an increasing number of chronically ill

people and a reduction in the number of hospital beds and shorter hospital

stays, a safe and timely exchange of patient-related information during the

DPP is highly relevant to clinical practice. Developing strategies for effective

interprofessional collaboration to reach a deeper understanding of each

participant’s roles, work and needs and thereby decreasing the differences in

the participants’ views will enhance the outcome of the DPP and the quality of

the information exchanged. A policy decision supporting a uniform information

structure is necessary and will lead to better prerequisites for developing and

implementing a secure and user-friendly electronic information system.

S. Nordmark et al.18



This change hinges on the opportunity for RNs and DNs to receive training in

interprofessional collaboration and computer skills to gain better knowledge

and to strengthen them in their roles. Further research is needed to more

specifically investigate what type of information is needed for the RNs and

DNs at each sub-process of the DPP, and how this information can best be

transferred to improve patients’ transitions between different care providers

and improve patient care.
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Introduction

Deficits in workflow, such as coordination and communica-

tion, when patients are transferred between health care 

organizations can cause serious breakdowns in the continu-

ity of care.1,2 With an increasing number of patients who 

receive care at home, coordination between different care-

givers is required to offer patients safe and high-quality 

care after transitions from their home to the hospital and 

back home. The discharge planning process (DPP) is there-

fore an important care process for managing care transi-

tions, and nurses play a central role in this process, often as 

coordinators for information exchange. Information 

exchange is central to the DPP, which means that gaps and 

delays in communication between the hospital, primary 

care, and community care affect the patient, such as delayed 

discharge, readmission,3 inadequate postdischarge care, 

and reduced quality of life.4,5

Over the past decade, there has been an organizational 

change in Western health care and social care with a 

decreasing number of hospital beds and fewer sheltered 

homes.6 Patients are being discharged earlier in their recov-

ery process, and postdischarge care has become more com-

prehensive and advanced for primary care and community 

care, which now includes increased home care. Thus, the 

district nurses’ (DNs) role and work have changed over 

time.7 DNs currently meet more seriously ill persons in 

their homes. Home care also includes more medical tech-

nology, such as ventilators, various pumps, peritoneal dial-

ysis, oxygen therapy, and parenteral nutrition.8,9 The DN 

role in the DPP, as the representative for primary health 

care, has therefore become essential for creating seamless 

transitions in patient care. Health care organizational and 

demographic changes have also affected community care. 

Increasing numbers of elderly patients are staying at home 

longer with an increasing need for different types of assis-

tance. The role of the hospital social worker, also referred 

to as a home care organizer (HCO), is to serve as a transi-

tion coach, rather than as a direct caregiver.10 Hospital-

based social work practice has changed from educating the 

patient and general public about environmental factors that 

influence health to facilitating the promotion of indepen-

dence and rehabilitation and to preventing readmission or 

further unwarranted treatment.11 Today, the HCO’s core 

tasks include making contact with other units or agencies to 

refer patients to the appropriate services after discharge, 
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talking with patients and caregivers about various problems 

and providing support for solving them, reducing the 

patient’s anxiety, obtaining information from patients and 

their relatives to carry out the DPP, and securing the conti-

nuity of care after discharge by coordinating the planning 

with staff and other caregivers.12

The DPP requires effective multidisciplinary teamwork 

and is coordinated by a particular person, usually a nurse 

within the treating team or ward. In many industrialized 

countries, the DPP is theoretically almost the same and 

relies on general guidelines and regulations.13-21 The DPP 

starts as soon as practical after admission and involves the 

patient as a partner. At admission, necessary information 

from the patient, relatives, primary care, and other commu-

nity providers is analyzed to identify the patient’s discharge 

needs. This can be achieved through an admission note. The 

decision that the patient is medically fit for discharge is 

made by the patient’s consultant or another doctor who is 

responsible for the patient’s care. During the hospital stay, 

primary care and community service are involved in the 

DPP to plan for the discharge to meet the patient’s needs. 

This is often conducted at a discharge planning conference 

(DPC) where the required professionals meet together with 

the patient and the patient’s relatives to discuss the patient’s 

abilities, needs, medical treatment, and further care. The 

agreements between the hospital, primary care, and com-

munity care are documented in a discharge plan that is 

developed during the hospital stay. At discharge, a discharge 

note with information about the patient’s hospital episode of 

care, medication, medical treatments, nursing care, and fol-

low-up is provided by the hospital to primary care as well as 

communicated with the patient.

Discharge planning has been studied for the past two 

decades. The effectiveness of the DPP has been determined 

by focusing on the length of the hospital stay, readmission, 

complications, mortality, health status, patients’ and caregiv-

ers’ psychological health and satisfaction, and the costs and 

use of medication.22 Earlier studies have most often focused 

on parts of the DPP, such as the DPC23,24 or discharge 25,26 

according to the patients’ view,27 hospital and the hospital 

staffs’ view,28,29 or the general practitioners’ view.30 Few 

studies have been found that focused on HCOs’ experiences 

of the entire DPP31 and on the DNs’ experiences. In the study 

by Hellesø, a comparison between papers and electronic 

nursing notes was conducted based on the admission note, 

care plan, and the discharge note. The study found that the 

text was information dense and characterized by technical 

terms both on paper and electronically. It was contextualized 

and individualized to clarify the message. The use of struc-

tured and standardized templates was found to help improve 

the completeness, structure, and content of the information. 

By focusing on the strengths and obstacles that influence the 

performance and outcome of the entire DPP, from the DNs’ 

and HCOs’ perspectives, this study aimed to enhance a safe 

workflow, securing the patients’ discharge.

Aim

The aim of this study was to explore DNs’ and HCOs’ expe-

riences and views of the workflow during the DPP with focus 

on strengths and obstacles.

Method

Because there are few studies focusing on the entire DPP and 

on DNs’ and HCOs’ experiences, an explorative, descriptive 

qualitative research design was chosen. The design was 

therefore suitable to explore the workflow of the whole DPP 

as well as to describe and shed light on the different ways in 

which the DPP occurs and the related underlying processes. 

Individual interviews were used because they are regarded to 

be one of the most used methods of collecting data in qualita-

tive research. Interviews yield quality information about par-

ticipants’ thoughts, attitudes, beliefs, and knowledge about a 

given occurrence.32,33

Context

This study was part of a large project, Future Innovative 

Work Practices in Health Care and Social Care (FIA) that 

took place between 2009 and 2012.34 The purpose of the 

project was to create work methods and information and 

communication technology (ICT) solutions that increased 

the accessibility, safety, quality, and efficiency of health care, 

lowering costs and creating regional growth. This study 

focused on DNs’ and HCOs’ experiences with and views of 

the workflow during the DPP, from admission to discharge 

and follow-up at home, before new ICT solutions such as the 

electronic calendar, uniform electronic follow-up form, and 

videoconference were tested.

The DNs in this study were responsible for coordinating 

and performing home health care and employed by the county 

council, whereas the HCOs were responsible for coordinating 

social care and employed by the municipality. According to 

guidelines agreed upon by the county council and county 

municipalities, a uniform electronic information system was 

used to exchange patient-related information between hospi-

tal care, primary care, and social service during the DPP. For 

journal notes and medication list, a uniform electronic medi-

cal-record system was used at the hospitals, primary health 

care, and dental care. The system was integrated with several 

other supporting systems, such as the laboratory, X-ray, and 

ambulance. Those employed by the county council who had 

authorized access to the electronic medical-record system 

could therefore follow the patient-related documentation 

throughout the patient’s care process. However, the munici-

palities’ social services in the county used other medical-

record systems then the county council. Thus, patient-related 

information during the DPP had to be double documented, 

first in the medical-record systems for internal use and then in 

the electronic information system for external exchange.
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Participants and Procedure

In one county in northern Sweden, five health care centers 

with the most frequent discharge planning from the county 

hospital were identified. To acquire different views and 

information on a variety of experiences, three of the five 

health care centers were selected according to where they 

were situated; one was located in a bigger city that was close 

to the hospital, one was located in the countryside, and one in 

a smaller town with patients spread over a large geographic 

area. The municipalities were chosen because they serve 

patients in the same care catchment area as the three selected 

health care centers.

DNs working with home-nursing patients at three differ-

ent health care centers and HCOs located at the county hos-

pital working for two different municipalities were asked to 

participate (Table 1). The DNs and HCOs were contacted 

through their managers, who were first informed about the 

study. The managers gave written information about the 

study to the DNs and HCOs along with a responding address 

form. In total, nine DNs and five HCOs agreed to participate 

and returned the responding form to the first author who con-

tacted them by phone for an agreement about the time and 

place for individual interviews.

Data Collection and Analysis

Data were collected from June 2010 to December 2010. A 

semistructured interview was used, together with six 

vignettes,35 illustrating a map of the DPP workflow. The work-

flow map was identified and set by a work group within the 

FIA project, including DNs, registered nurses (RNs), and 

HCOs, together with people from the project organization. 

The interview guide was developed based on the law concern-

ing communities’ responsibility to pay for certain health care20 

and the regulation concerning collaboration at hospital admis-

sion and discharge36 as a framework. The framework, together 

with results from an earlier study37 showing deficits in infor-

mation exchange between RN and DN during the DPP, identi-

fied five relevant areas of interest: workflow, routines, 

organization, documentation, expectations, and demands.

After asking questions about age and work experience, 

the first author performed the interviews by describing and 

showing two vignettes of the DPP. First, the main process 

with its five subprocesses was shown to the participants 

(Figure 1). Second, the first subprocess was shown in more 

detail with its activities and actors. The interviews opened 

with the question, “Please tell me how the workflow works 

in practice when a patient is sent to the hospital?” Follow-up 

questions such as “Can you evolve your thoughts, what 

works well, what works less well?” and suggestions for 

improvements were asked to stimulate the response. For 

each of the five subprocesses, a detailed vignette of the pro-

cess with its activities and actors was shown and described 

before the same questions were asked about the following 

five areas: workflow, routines, organization, documentation, 

expectations, and demands. The DNs and HCOs were asked 

to express their experiences with and views about each sub-

process. The interviews occurred in a room that was discon-

nected from the workplace where the DNs and HCOs 

worked. They lasted for 90 to 120 minutes and were tape-

recorded and later transcribed verbatim.35

The transcripts of the participants’ interviews were ana-

lyzed using qualitative content analysis.38 For the analysis, 

Microsoft Office Excel 2007 was used to help structure the 

sort of subprocesses and filter codes. The entire text from 

all interviews was used, but the DN and HCO interviews 

were analyzed separately until the last step in the analysis. 

The text was read several times to obtain a sense of the 

whole and divided into meaning units according to the area 

of interest. The meaning units were condensed with regard 

to the content, after which they were coded by the first and 

third authors. The various codes were compared and dis-

cussed based on differences and similarities and sorted 

Table 1. Number of Participants and Baseline Characteristics.

Health Care Center 1 Health Care Center 2 Health Care Center 3 Municipality 1 Municipality 2

Participants/No. of appointees

3/8 3/3 3/7 2/2 3/3

Variable
DN (n = 9)

Minimum-maximum./M
HCO (n = 5)

Minimum-maximum/M

Age 37-62/49.89 44-54/51
Years of work experience 5-38/22.33 23-33/28.30

As a nurse 2-18/10.33
As a DN 3-20/12
As an assistant nurse/
nursing home administrator

13-21/19

As a HCO 6.5-12/9.30

Note. DN = district nurse; HCO = home care organizer.
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into subcategories by the three authors. When subcatego-

ries had been merged and abstracted in two steps by the 

first and third authors, three different levels within the 

organization were identified and discussed by the three 

authors. The subcategories were grouped by the first and 

third authors in these three levels before further abstrac-

tion and merging of subcategories continued separately for 

the DNs and HCOs, resulting in 28 categories for DNs and 

21 for HCOs. These categories were then further abstracted 

and merged together as a whole because many of the expe-

riences and views were common for the two groups, result-

ing in 14 categories.

Ethics

The study was approved by the Regional Ethical Review 

Board in Umeå, Sweden (Dnr 09-216M).

Results

Analysis of the interviews resulted in 14 categories and is 

presented in three levels: organization, group, and individ-

ual. The organization level describes the DNs’ and HCOs’ 

experiences and views of how society, politicians, manage-

ment, and other health care and caring professionals besides 

DNs and HCOs affect the DPP. The group level describes the 

DNs’ and HCOs’ experiences and views of how they and 

their colleagues affect each other as a group during the DPP. 

The individual level describes the DNs’ and HCOs’ experi-

ences and views of how they, RNs and patients, as 

individuals affect the DPP. The findings for each level within 

each subprocess consist of one category, except for 

Subprocess 5 on the group level for which no category 

emerged (Table 2).

Admission

Changes in society affect how health care needs to be orga-

nized resulting in a more advanced home care. This in turn 

requires different and more careful planning. Not receiving 

timely and correct information at admission due to inexpe-

rienced hospital personnel leads to unnecessary work for 

DNs and HCOs. Instead, necessary information about the 

patients is received through good relations and collabora-

tion with home care paramedics, which make the 

workflow.

Challenged by external changes in the demographics and new 
noncaptive market. At the organization level, both DNs and 

HCOs viewed external changes, such as changing demo-

graphics with an increasing number of elderly ill persons, 

shorter hospital stays, and a reduced number of hospital 

beds, together with limited staff resources, as obstacles for a 

timely exchange of patient-related information at admission. 

The DNs explained that the external changes had led to 

increasingly advanced home care together with an increasing 

number of palliative patients, which was aggravating for 

their daily work. Advanced home care was viewed as time-

consuming to plan for and required time to keep up with all 

of the new equipment and drugs:

Figure 1. Overview of the discharge planning process.
Note. DPC = discharge planning conference; DN = district nurse; HCO = home care organizer.
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We have more seriously ill patients at home now . . . we have 

much more technology . . . it is a huge difference compared with 

ten years ago. (DN)

Interpersonal information exchange is essential for the work-
flow. At the group level, DNs and HCOs expressed a lack of 

interpersonal information exchange because RNs did not 

send the admission note the same day the patient became an 

inpatient in approximately 80% of the cases. They held simi-

lar views about how information could be sent several days to 

weeks late, leading to unnecessary time-consuming home vis-

its for them. In contrast, the DNs described a good relation-

ship with the home care paramedics, as they kept the DNs 

updated with information, informing them which patient had 

become an inpatient and the reason for the admission. The 

collaboration with the home care paramedics and their own 

colleagues made the workflow function in a safe way:

It isn’t sent at the patient’s admission, instead it often sent along 

with the invitation to DPC. (HCO)

Lack of knowledge. At the individual level, both the DNs and 

HCOs believed that the RNs’ lack of knowledge of the DPP 

and the electronic information system were the main reasons 

for not sending the admission note on time, especially for 

newly qualified RNs. HCOs described that RNs also lacked 

knowledge of the difference between community service, 

such as help with house cleaning, and social care, such as 

help with the intake of food; therefore, they did not know 

when to send an admission note. For the DN and HCO, a late 

admission note led to poor utilization of personal resources 

with a constant change in booked activities:

I mean if you are a newly qualified RN, you don’t really know 

what, how, when or why you must do this. (HCO)

Preparations for the DPC

Limited hospital resources result in scheduling the DPC too 

early with limited information. This in turn makes it diffi-

cult for the DNs and HCOs to prepare a plan for the patient’s 

discharge. They have therefore, through collegial collabo-

ration and through their own experience, found their own 

way to get needed information and make the workflow 

smoothly.

Too early invitation due to limited intraorganizational resources. At 

the organization level, DNs and HCOs experienced that the 

hospital (on the physicians’ order) often scheduled the DPC 

at too early a stage, when the patient had not recovered 

enough. This was required to ensure that the DPC occurred 

on time and did not delay patient discharge; there was con-

stant pressure to release the hospital beds, which are a lim-

ited resource. The DNs’ view was that the law about the 

communities’ liability also influenced the early scheduling 

and forced HCOs to plan for discharge within 5 days. If the 

patient’s condition had not stabilized, it became difficult for 

DNs and HCOs to plan for the DPC and discharge:

They newly had surgery and are on strong painkillers, they 

hardly know where they are and the RN writes that they are 

confused and in need of support 24 h a day. (HCO)

DNs also described that the hospital only invited the 

HCOs and DNs and rarely included hospital personnel, such 

as physiotherapists (PTs) and occupational therapists (OTs), 

even though their services were needed. PTs and OTs were 

therefore not involved in the preparations, which could cause 

delays in the supply of devices.

Interpersonal collaboration is essential for the workflow. At the 

group level, DNs and HCOs experienced a lack of needed 

Table 2. Overview of the Discharge Planning Process With Its Subprocesses, Showing Levels and Categories.

Subprocess 1 Subprocess 2 Subprocess 3 Subprocess 4 Subprocess 5

Level Admission Preparation of DPC Performance of DPC Discharge Follow-up at home

Organization Challenged by 
external changes in 
the demographics 
and new noncaptive 
market

Too early invitation 
due to limited 
intraorganizational 
resources

Professional meeting 
arrangement 
depending on 
intraorganizational 
situation

Limited 
intraorganizational 
resources and 
knowledge is time-
consuming

Lack of 
interorganizational 
dialogue and 
understanding 
hindrance for 
interwork

Group Interpersonal 
information 
exchange is essential 
for the workflow

Interpersonal 
collaboration is 
essential for the 
workflow

Interpersonal 
collaboration 
affected by lack 
of time and low 
engagement

Everyone’s 
responsibility 
becomes no one’s 
responsibility

Null

Individual Lack of knowledge To find your own way To feel confident 
despite demands 
from others

To live up to others’ 
expectations

To be one step ahead

Note. DPC = discharge planning conference.
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information when the DPC was scheduled. This information 

often only included the date and time for the DPC and no 

information on the patient’s needs and resources, making it 

difficult to prepare for the DPC. DNs’ views were that the 

hospital routinely invited them to face-to-face meetings, and 

they wondered if these could instead be conducted over the 

phone, which would be less time-consuming.

Both DNs and HCOs described that they felt no demands 

from their colleagues to manage all of the work with dis-

charge planning; instead, they felt strong group support. 

Their collegial flexibility and collaboration in covering for 

each other made the workflow smoothly in spite of invita-

tions for DPCs with short notice. To further facilitate the 

workflow, an electronic time book was used by all three 

groups to schedule the DPC. It distinctly reduced the need 

and time required for changing the scheduling of supportive 

interpersonal collaboration, which enhanced the planning 

process for everyone:

We are really good at supporting each other in our group, if 

someone wonders about something we usually discuss it within 

the group to get different views and support, it works really well. 

(DN)

To find your own way. At the individual level, the DNs’ views 

were that RNs with substantial DPP experience more often 

sent relevant information about the patient in the invitation 

compared with those with less experience. Their individual 

skills affected the information exchange with patients, DNs, 

and HCOs. DNs described that they had found their own 

ways to prepare for the DPC by reading the patient’s medical 

record, contacting the ward, and collecting information from 

the paramedics in home care. HCOs obtained information 

through the community record, relatives, and, sometimes, by 

visiting the patient at the ward before the DPC:

I think I am properly prepared for the meeting . . . I have found 

my way to get the needed information. (DN)

Both DNs and HCOs sometimes felt expectations and 

demands from relatives to solve patients’ entire home situa-

tion as soon as they became inpatients. Through years of 

experience, they found their own ways to handle the expecta-

tions by initiating an early dialogue with the relatives. Some 

DNs described that working in a small town was a risk to 

becoming everyone’s property, even when one was private, if 

limits were not set.

Performance of DPC

Better meeting arrangements at the DPC and good informa-

tion exchange can be achieved with a specific discharge 

coordinator at the hospital ward. When personnel do not 

have time to attend the meeting, it leads to a poor informa-

tion exchange that affects the collaboration negatively. 

Demands on health care personnel to plan for and provide 

good quality and safe care, despite limited time and resources, 

require that they feel confident in their roles.

Professional meeting arrangement depending on intraorganiza-
tional situation. At the organization level, DNs and HCOs 

described the fact that they hardly ever saw a physician at the 

meeting even when their services and knowledge were 

requested as an obstacle. This negatively influenced plan-

ning the patient’s discharge. However, they thought that 

sometimes there could be too many professionals at the 

meeting, including RNs, cadet nurses, PTs, OTs, speech ther-

apists, DNs, and HCOs, which could make the patient feel 

uncomfortable. Their views were that it was often more com-

fortable for the patient to talk and ask questions when the PT, 

OT, and speech therapist left the meeting after providing 

their information. DNs and HCOs experienced better meet-

ing arrangements at the wards with a specific discharge coor-

dinator. They gave better information to the patients and 

relatives and involved them in the meeting, had a meeting 

room booked, and started the meetings on time. They pro-

vided all of the important patient-related information to both 

DNs and HCOs. The arrangement felt more professional, and 

it increased the quality of the patient outcomes:

It is much better where they have specific discharge coordinators, 

it is more organized. (HCO)

Interpersonal collaboration affected by lack of time and low 
engagement. The group level refers to obstacles and strengths 

that the DNs and HCOs associated with RNs’ engagement in 

the DPP. A RN nearly always opened the meeting and was 

supposed to be the moderator. Their views were that the RN 

often did not know much about the patient and had to read 

from the medical record. The RN might not have previously 

met the patient due to shift work and daily changes in the 

“patient-responsible nurse.” One obstacle DNs and HCOs 

experienced was that RNs sometimes left the meeting too 

early after providing scant information about the patient’s 

care. RNs often cited a lack of time as a reason for leaving 

the meeting. This left DNs, HCOs, and the patient with unan-

swered questions:

Many RNs start the meeting with saying—I can only stay for a 

little while, I am in a hurry. (HCO)

HCOs experienced that DNs had difficulty attending the 

DPCs because of a lack of time, knowing the patient already, 

a low engagement, or not prioritizing the DPC, and instead 

had contact over the phone with the hospital. This resulted in 

a lack of a common plan for the patient’s discharge between 

primary care and home care. HCOs preferred to have all par-

ties meet to acquire the same information and have a dia-

logue with the patient. HCOs asked for a more active role 

and better engagement from the DNs and suggested the use 
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of videoconferences to facilitate attendance at the DPCs. 

DNs felt pressure from the HCOs to physically attend the 

DPC, but they viewed telephone conferencing as a time-sav-

ing new way for all parties to get together. DNs described 

that they required close collaboration within their own group 

to coordinate attendance at as many DPCs as possible.

To feel confident despite demands from others. The individual 

level refers to obstacles and strengths that the DNs and HCOs 

associated with self-esteem. DNs and HCOs felt confident in 

their roles, even though they felt demands from other profes-

sionals and from patients and their relatives to meet the 

patients’ needs and solve problems; at the same time, there 

were demands from management to perform the work within 

budget and existing personnel resources. HCOs experienced 

demands from other professionals to routinely let patients go 

to short-term shelters for rehabilitation and aftercare. At the 

same time, they received criticism from the National Board 

of Health and Welfare that they accepted very ill persons at 

their short-term shelters. DNs felt frustrated and viewed 

HCOs as jacks-in-office who did not listen to the patients’ 

needs. DNs saw themselves as the central coordinators of 

everything regarding the patient. DNs experienced that 

patients trusted them and looked for their support to feel con-

fident at the DPCs:

I can feel demands and expectations on me, but when I explain 

how I work and what my mandate is, most people understand it. 

(HCO)

Discharge

Limited resources and knowledge lead to a struggle with 

short notice in finding the right level of care for the patient. 

Late discharge notes, often without necessary information 

about the patient’s needs and resources, result in a risk for 

adverse events. This in turn is time-consuming for the per-

sonnel involved in the discharge. Lack of information creates 

feelings of pressure, and demands to live up to others’ expec-

tations to solve hindrances in the daily work and to provide 

safe and high-quality home care.

Limited intraorganizational resources and knowledge are time-
consuming. At the organization level, both groups had similar 

views that the community organization had too few short-

term and sheltered accommodations, increasing the pressure 

and demands on HCOs to solve home care issues when 

elderly persons with different needs had to stay longer in 

their own houses. DNs described huge problems with getting 

the right information about the patients’ list of medicine at 

discharge. Their views were that the physicians at the hospi-

tal did not prescribe medical prescriptions, nor did they 

update the lists of medicine in the electronic medical record 

because they had limited knowledge about how to perform 

the updates, and they did not prioritize the updates. DNs 

experienced it was very time-consuming to search for the 

information and that it often led to delays in the administra-

tion of 1 to 2 days:

Most often there are the old prescriptions in the list of medication 

when the patient comes back home. (DN)

Everyone’s responsibility becomes no one’s responsibility. At the 

group level, DNs and HCOs experienced that RNs seldom 

sent the discharge note on time; discharge notes were sent 

days to weeks after a patient had been discharged. They also 

forgot to communicate delays in the planned discharge. The 

consequences of this were that DNs and HCOs planned for 

unnecessary personal resources. The information exchange 

did not work well on those wards where the “patient-respon-

sible nurse” alternated between all employed RNs, whereas 

at the wards with a specific discharge coordinator, it worked 

nearly every time. DNs also experienced that RNs tried to 

cover up where the physicians failed with respect to giving 

timely information about medications. They often called the 

DN and reported changes in the list of medicines and gave 

the patients new medicines that would last for a couple of 

days, allowing the DN time to fix the prescriptions:

The discharge note can come five days late . . . It can come two 

weeks after they have been discharged. (HCO)

To live up to others’ expectations. At the individual level, the 

DNs and HCOs both felt expectations from each other, the 

hospital, and patients and their relatives to do the things they 

promised to do at the DPC. They also felt that everyone 

expected them to have control over their own duties and the 

patients’ needs. Both groups described that they did every-

thing in their power to offer patients the best care. DNs 

described themselves as constant troubleshooters who man-

aged to solve problems as they came along, which they 

believed was part of the charm of their work:

There are expectations of me that I will fix everything smoothly. 

(HCO)

Follow-Up at Home

Lack of collaboration and functional dialogue after discharge 

do not support a common and comprehensive patient view, 

and therefore, affect the home care in a negative way for the 

patient. Providing quality home care relies heavily on a 

health care provider’s skills to be self-driven and curious.

Lack of interorganizational dialogue and understanding hin-
drance for interwork. At the organization level, both DNs 

and HCOs experienced that primary care and community 

home care did not have a functioning dialogue with each 

other after patients were discharged from the hospital. 
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Both performed early follow-up at the patient’s home, but 

separately. DNs described that HCOs followed up at a 

patient’s home within 3 weeks of discharge, but they never 

communicated this to the DNs. HCOs described that they 

had tried for a long time to invite DNs, but they gave up 

trying to include DNs because they never received 

responses. HCOs thought that DNs prioritized other work 

tasks. Both groups believed that a collaborative follow-up 

would enable a better understanding of the patient’s needs 

and each other’s roles and resources. They thought it would 

be better if they could register the follow-up in the com-

mon electronic information system, allowing them to read 

each other’s evaluations and patient agreements, even if 

they met the patient on different occasions. This change 

would clearly benefit the patient and most likely decrease 

readmissions:

A collective follow up would increase the understanding for 

each other’s work and for the patient’s needs. (DN)

Obstacles and strengths associated with the group. No experi-

ences or views were described.

To be one step ahead. The individual level refers to 

strengths that the DNs associated with experiences. DNs 

described that much of their work was focused on finding 

necessary information and trying to be one step ahead, to 

be updated and have an overall picture. This was essential 

to their work performance, and they viewed it as a skill that 

developed with work experience. Individual traits of being 

self-driven and curious were therefore considered 

necessary:

Much of the work is about searching and routinely being one 

step ahead. (DN)

Discussion

The aim of this study was to explore DNs’ and HCOs’ expe-

riences and views of the workflow during the DPP. The 

results showed three levels by which DNs and HCOs experi-

enced and influenced the workflow: organization, group, and 

individual. The findings illustrate how DNs and HCOs must 

take into account multiple perspectives in their efforts to 

achieve satisfactory discharge planning for the patient and 

enhance continuity of care as well as a secure transition 

where the patient can feel safe.

At the organization level, external factors, such as an 

increasing elderly population and noncaptive market, 

affected the workflow along with intraorganizational factors, 

such as a decreasing number of hospital beds, shorter hospi-

tal stays, lower number of sheltered homes, and limited per-

sonnel resources. This meant higher demands and workload 

for both DNs and HCOs in planning for and meeting patients 

with comprehensive needs on a short notice. Research shows 

that changed work environments have become increasingly 

stressful due to the introduction of new technologies together 

with cutbacks in work resources and changes in policies.39,40 

Responses to job stress can be either positive, such as job 

satisfaction, or negative, such as burnout and job turnover. It 

is also known that a heavy nursing workload and stress 

adversely affects patient safety.40,41 One of the most common 

adverse consequences when patients are discharged from the 

hospital is failure to exchange information42 for prescriptions 

and medication.43 According to DNs in this study, it was 

common for physicians not to prescribe new medicines or 

update the list of medication when the patient is discharged 

due to a lack of knowledge of the electronic medical record 

or not prioritizing that work task. This was time-consuming 

for the DNs and often led to patients receiving medications 

late. Another study37 found that even though a uniform elec-

tronic information system was used for information exchange 

during the DPP, discrepancies between the given and received 

information were reportedly highest for electronically trans-

ferred information compared with paper and verbal exchange. 

Computer knowledge and previous acceptance of the caring 

process are significant predictors of the users’ acceptance of 

computer-based documentation.44 Baskaran et al45 showed 

there remains a need for training for information and knowl-

edge sharing, which is also the conclusion that can be drawn 

from these results.

At the group level, interpersonal factors such as col-

laboration and information exchange were negatively 

affected by lack of time, low engagement, and shift work. 

These resulted in delays and gaps in the information 

exchange between the hospital, DNs, and HCOs during the 

DPP, which increased difficulties in planning daily activi-

ties such as home visits and attendance at DPCs for DNs 

and HCOs. Olsen et al46 found that admission notes were 

present in only 1% of the patient transfers from home care 

to the hospital and discharge notes in 69% of patient dis-

charges. Patients could be discharged from the hospital 

without home care personnel even knowing that they had 

been admitted. When nurses and social care personnel who 

worked with home care patients had been informed about 

the patient’s discharge in a timely manner, the odds for a 

successful discharge were more than fourfold higher than 

if the information was not received on time.47 Other factors 

that were associated with a successful discharge were good 

cooperation between home care and the hospital and ade-

quate information about the patient’s functional status, 

cognitive potential, and medical treatment. In this study, 

DNs and HCOs experienced that the use of a specific dis-

charge coordinator at the ward led to better and safer 

timely exchange of patient-related information. Another 

study48 also found that social workers saw clear benefits 

from the use of a discharge coordinator because the coor-

dinators had better knowledge of and a relationship with 

community services, and they provided all of the necessary 

information in a timely fashion. At wards with no specific 
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discharge coordinator, a patient-responsible nurse was 

assigned, but this did not work very well due to the com-

plicated documentation, lack of time, and lack of continu-

ity. Interruptions in the information flow were constantly 

caused by work rotation, shift work,49 telephone calls, new 

patients, opening and closing doors, taking patients to and 

from operations or X-rays, delivering specimens and refer-

rals, giving medicine when needed, and talking to relatives 

and personnel.50 In this study, the DNs expressed difficul-

ties in attending the DPC due to lack of available time, and 

they therefore suggested using teleconference as a comple-

ment to face-to-face meetings, whereas HCOs suggested 

videoconference as a suitable complement that would save 

travel time for the DNs. In a study by O’Connor,51 the use 

of videoconference between health care personnel was 

preferred over a telephone conversation because body lan-

guage was visible, which enriched the meeting. It also 

allowed meetings to remain as scheduled even in the face 

of bad weather or substantial geographical distance.

At the individual level, individual factors such as 

knowledge, understanding, and confidence were affected 

by the work experience. The DNs and HCOs experienced 

that among RNs, DNs and HCOs with less work experi-

ence commonly lacked knowledge about DPP, electronic 

medical records, and the uniform electronic information 

system, which led to poor information exchange between 

the hospital, DNs, and HCOs. Olsen et al49 also found that 

home care personnel experienced that newly qualified RNs 

did not have enough knowledge about the process and, 

therefore, felt uncertain and ignorant about where and how 

information should be sent. However, Letvak et al52 found 

no differences between younger and older RNs in the over-

all quality of care they delivered. In this study, DNs and 

HCOs described that experienced personnel who were 

confident in their role were better able to handle others’ 

expectations and had a better understanding of when, what, 

how, and with whom information should be exchanged. 

Another study53 found that RNs believed that earlier expe-

rience of both somatic and psychiatric care was helpful for 

increasing the RNs’ confidence when working with home 

care patients. The responsibility for making the right deci-

sions and working alone and independently requires broad 

technical, medical, social, and personal knowledge. 

Mastery of a professional role is the result of an ongoing 

process that builds on experiences and interactions with 

the surrounding environment.54 This process involves the 

following: evaluating and reevaluating educational experi-

ences, developing professional self-efficacy, and develop-

ing clinical competence. It is influenced by factors such as 

social values and norms, health care organization, manage-

ment, coworkers, and patients as well as the RNs own fam-

ily and friends. This can, in this study, be interpreted as 

new RNs needing support from their nursing schools and 

their health care employers and colleagues to develop their 

professional role in the DPP.

Limitations

The limited number of participants can be seen as a study 

weakness, but the number of participants is of minor impor-

tance in qualitative research; thus, the purpose is to gain an 

understanding of the individual experience of a topic.32 

Therefore, the purposive sample of participants, who had the 

particular experiences and provided rich, relevant, and 

diverse data, can be seen as strength in the qualitative con-

text. The workflow practices described by the DNs and 

HCOs in the current study may not be representative of other 

health and community care settings; therefore, one should be 

cautious about generalizing the findings. The purpose of 

qualitative research is, however, to not generalize the results; 

instead, qualitative research should be used to transform and 

apply the results to similar situations in other new 

contexts.32

Conclusion

The findings in this study demonstrate obstacles and strengths 

experienced by DNs and HCOs in the workflow of the DPP. 

These obstacles and strengths affected their efforts to achieve 

satisfactory discharge planning for the patient and enhance 

the continuity of care and a secure transition, allowing the 

patient to feel safe. In more general terms, however, the find-

ings suggest that at the organization, group, and individual 

levels, demands, workload, time, collaboration, and engage-

ment together with knowledge and professional confidence 

are important factors to consider when working with the 

DPP.

Relevance for Clinical Practice

It is likely that the findings are widely transferable, as defi-

cits during the DPP are experienced in many countries with 

consequences such as delayed discharge, readmission,3 

inadequate postdischarge care, and reduced quality of 

life.4,5 The findings are crucial for all organizations 

engaged in the DPP. The obstacles and feasibilities 

described here should help care providers in their practice 

as well as help management and politicians become more 

aware of the prerequisites needed to achieve a satisfactory 

DPP and enhance a safe workflow for securing the patient’s 

discharge.
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