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Abstract
Background Planning discharges from subacute care facilities is becoming increasingly complex due to an ageing 
population and a high demand on services. The use of non-standardised assessments to determine a patient’s 
readiness for discharge places a heavy reliance on a clinician’s judgement which can be influenced by system 
pressures, past experiences and team dynamics. The current literature focusses heavily on discharge-readiness from 
clinicians’ perspectives and in the acute care setting. This paper aimed to explore the perceptions of discharge-
readiness from the perspectives of key stakeholders in subacute care: inpatients, family members, clinicians and 
managers.

Methods A qualitative descriptive study was conducted, exploring the views of inpatients (n = 16), family members 
(n = 16), clinicians (n = 17) and managers (n = 12). Participants with cognitive deficits and those who did not speak 
English were excluded from this study. Semi-structured interviews and focus groups were conducted and audio-
recorded. Following transcription, inductive thematic analysis was completed.

Results Participants identified that there are both patient-related and environmental factors that influence 
discharge-readiness. Patient-related factors discussed included continence, functional mobility, cognition, pain and 
medication management skills. Environmental factors centred around the discharge (home) environment, and were 
suggested to include a safe physical environment alongside a robust social environment which was suggested to 
assist to fill any gaps in functional capabilities (i.e. patient-related factors).

Conclusions These findings make a unique contribution to the literature by providing a thorough exploration of 
determining discharge-readiness as a combined narrative from the perspectives from key stakeholders. Findings from 
this qualitative study identified key personal and environmental factors influencing patients’ discharge-readiness, 
which may allow health services to streamline the determination of discharge-readiness from subacute care. 
Understanding how these factors might be assessed within a discharge pathway warrants further attention.
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Background
An ageing population and an increase in co-morbidities 
have led to an increased demand on public hospitals [1], 
moving non-essential care, once offered to inpatients 
while in hospital, to the community [2]. Effective dis-
charge from hospital has been shown to increase quality 
of life for patients as well as preventing costly hospital 
readmissions [3]. Discharge planning pathways currently 
use both standardized and non-standardized assess-
ments to assist with decision-making, with clinicians 
more frequently reverting to those without psychometric 
testing [4]. Without standardized assessments and pro-
cesses to support decision-making about discharge readi-
ness, there is a greater reliance on individual clinician 
judgement.

Much of the qualitative research published on dis-
charge planning focuses on clinicians’ perspectives [5–7] 
rather than considering patients’ and other stakeholders’ 
views. Factors shown to influence clinician decision-mak-
ing has included individual factors such as clinical expe-
rience and mentorship as well as clinicians’ emotional 
responses to past experiences, and on organizational fac-
tors such as system pressures and team dynamics [8–10]. 
Understanding factors that influence discharge readiness 
from perspectives beyond those of the clinician is cur-
rently limited. There is also little published on discharge 
readiness from subacute care facilities, i.e. care provided 
after an acute care episode, focused heavily on rehabili-
tating functional activities and less on stabilizing medical 
conditions [11].

A gap in the literature exists, with a systematic review 
concluding that of the 23 articles reviewed on discharge 
readiness from subacute care, only 1 was within a mixed-
diagnostic population with the majority being in a neuro-
logical population [12]. To better understand the concept 
of discharge readiness from subacute care facilities, this 
study explored perceptions of being ready for discharge 
from the perspectives of key stakeholders: inpatients, 
family members, clinicians and managers. Given the gap 
in the literature, this study aimed to provide an explora-
tion of discharge readiness from multiple stakeholders 
within multiple diagnostic groups. We sought to better 
understand the determinants of being ready for discharge 
in order to streamline discharge planning processes 
within subacute care.

Methods
Ethics
Institutional ethical approval was obtained prior to com-
mencement (581 − 15) and all participants provided writ-
ten, informed consent.

Study design
This study used a qualitative descriptive design [13].

Research team
The research team consisted of two occupational thera-
pists (one a research student and one an experienced 
clinical researcher), one senior nurse (with a joint aca-
demic position and expertise in qualitative research) and 
one public health academic with extensive expertise in 
qualitative research.

Setting
A metropolitan subacute hospital in Melbourne, Aus-
tralia, was the setting for this study. This hospital has 
200 beds (76 rehabilitation; 123 geriatric evaluation and 
management (GEM)). These 200 beds are spread across 
four aged care wards (general medicine), three rehabili-
tation wards (admitting neurological, spinal, orthopedic, 
trauma, general medicine, burns and amputee patients), 
and a dedicated acquired brain injury (ABI) unit. The 
average length of stay for subacute care across this facility 
ranged from 20 to 25 days. The GEM unit traditionally 
offered a slower stream of rehabilitation with a focus on 
discharge planning and an older patient cohort whereas 
the rehabilitation beds offered faster stream rehabilita-
tion. Patients were recruited from both units, with the 
majority (n = 13) coming from the rehabilitation units.

Participants
Participants consisted of four separate groups: inpatients, 
family members, hospital managers, and clinicians.

Sampling and recruitment
A purposive maximum variation sample [14] of partici-
pants was selected to represent a broad range of diag-
noses, experience and education. Table  1 outlines the 
recruitment strategy and inclusion/exclusion criteria for 
each participant group. Patients were recruited from a 
number of different wards to ensure variability in diag-
nostic groups.

Recruitment rates varied between stakeholder groups; 
all of the approached inpatients consented to participate 
(n = 16); however, only 16 of the 20 family members that 
were approached agreed to participate. Reasons for non-
consent were: limitations on participants’ time (n = 1), 
unable to find a mutually agreeable time (n = 1), and two 
family members reported they wanted to focus on the 
inpatient’s recovery. Some dyads (n = 5) were recruited at 
the participants’ request, consisting of inpatients (n = 5) 
and family members (n = 5). Patients were approached via 
the lead author, who was explicit about her clinical role 
within the hospital; clearly explaining the lead author had 
no relationship with other staff on that ward. Approach-
ing patients on weekends and after hours, outside of clin-
ical treatment and visiting times assisted in recruitment 
rates.
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All managers (n = 12) who were approached consented 
to participate, and all clinicians at the site were invited 
to participate with 17 consenting. Managers included 
department heads from nursing, medical and allied 
health.

Data collection
Data were collected from all participant groups using 
semi-structured interviews (n = 36) [15] and/or focus 
group discussions (n = 6) based on participant preference 
[16]. Interview guides (refer to Fig. 1: Example of inter-
view guide) were developed and pilot tested [17] on the 
respective participant groups before data collection com-
menced. Pilot-testing the managers’ interview guide was 
not possible given the small pool of eligible participants 
but was reviewed by the research team for clarity.

Inpatient interviews were conducted within the hos-
pital in a quiet room away from other inpatients. Family 
member interviews were conducted either in the hospital 
(n = 12) or in the family member’s home (n = 4). All clini-
cian and manager interviews and focus groups were con-
ducted within the hospital. Field notes [18] were taken 
during the focus groups, with analytical memos being 

written immediately following each interview and focus 
group by the interviewer to ensure reflexivity.

Data collection was conducted over a time period of 
three years, allowing for data analysis to begin between 
interviews and focus groups, which allowed the team 
to build upon each interview using data from previous 
interviews and to determine when data saturation had 
occurred. No repeat interviews or focus groups were 
conducted. Data was collected between November 2016 
to June 2019. This data was collected prior to the Covid-
19 pandemic and is representative of the health service 
prior to the increased demand from Covid-19. Through-
out the data collection period, no changes to policies or 
procedures in discharge planning occurred on the wards.

Data analysis
All interviews and focus groups were audio-recorded 
and transcribed verbatim. Inductive analysis [19] was 
completed. Data were coded in a systematic process, 
manually without the use of software, allowing state-
ments regarding discharge planning and key discharge 
criteria to be identified. Codes were sorted into sub-
categories and from these sub-categories, categories [20] 
were determined. Two authors [KG, LH] collaborated to 
conduct this preliminary analysis. The same two authors 
[KG, LH] developed an analytical framework and this was 
refined by all authors through discussion, modifying and 
reaching a consensus on themes over multiple meetings.

Following data transcription, a one-page summary 
was sent to all participants from that interview or focus 
group, for the opportunity for member checking (16); 
no changes or clarification of categories were requested. 
Additionally, after data analysis was completed, a sum-
mary of combined themes was sent to all participants via 
email.

Results
There were 61 participants in total across all stake-
holder groups. Inpatients (n = 16) were aged between 
29 and 83 (median age 61.9 years) and had a range of 
diagnoses. Participants included amputee (n = 2), spinal 
(n = 2), orthopaedic (n = 4) and general medicine (n = 7) 
patients. All family members (n = 16) interviewed were 
direct family members and varied in ages, educational 
levels and cultural backgrounds. Family members were 
either spouses (n = 11) of the inpatient or the inpatient’s 
children (n = 5). Clinicians (n = 17) ranged in experience 
from being new graduates (within two years of graduat-
ing) to senior clinicians; they were of varied disciplines, 
representing speech pathology, nutrition, social work, 
occupational therapy, physiotherapy and nursing, as out-
lined in Table  2: Participant characteristics. Managers 
(n = 12) were from diverse backgrounds: occupational 
therapists, physiotherapists, medical and nursing staff. 

Table 1 Recruitment of participants
Stakeholder Recruitment
Inpatient Admitted inpatients to the subacute setting 

at the time of recruitment were screened via 
medical records to determine eligibility. Patients 
who were admitted to multiple wards were ap-
proached to ensure a broad range of diagnostic 
groups and ages were included. Patients with 
a known cognitive deficit, limited English pro-
ficiency or under the direct clinical care of the 
lead author were excluded. Eligible participants 
were approached in person by the lead author 
and written consent obtained.

Family members Family members were identified through re-
cruited inpatients and approached either in per-
son or via a telephone call. Additionally, family 
members of patients admitted to the aged care 
and neurological wards were approached via a 
telephone call from the lead author to capture 
family members of excluded patients. Family 
members from these wards were screened for 
exclusion criteria by the lead author.

Clinicians All clinicians working within the subacute set-
ting were approached via emails and provided 
verbal information at staff meetings by the lead 
author. Recruitment emails were sent via the 
Director of Allied Health to minimise feelings of 
coercion. Verbal information was also provided 
by the lead researcher at staff meetings with 
contact information being provided to allow 
clinicians to volunteer for the project.

Managers All managers at the site were sent an email by 
the lead researcher and invited to participate.
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The semi-structured interviews (n = 36) took an average 
of 48  min, and the focus groups (n = 6) ran for an aver-
age of 64 min. Focus groups were predominantly carried 
out within the clinician stakeholder group (n = 4), with 

one focus group consisting of patients and one with man-
agers. Clinician focus groups consisted of four (n = 4), 
four (n = 4), six (n = 6) and three (n = 3) participants in 
each group. There were three (n = 3) participants in the 
patients focus group and five (n = 5) in the managers 
focus group.

Analysis of stakeholders’ accounts identified two key 
themes, patient-related factors and environmental fac-
tors, that influenced a patient’s readiness for discharge 
to minimize the level of risk for complications or read-
missions. Patient-related factors included categories of 
personal capacity and medical status, and environmen-
tal factors incorporated categories of social and physical 
environment.

Patient-related factors
This theme is comprised of two categories that contrib-
uted to being ‘discharge-ready’ from subacute care: per-
sonal capacity and medical status.

Personal capacity
A patient’s personal capacity for functional ability (refer-
ring to activities of daily living) and physical health 
included three sub-categories: continence, functional 

Table 2 Participant characteristics
Participant 
group

Age range Sex Diagnosis/relationship 
to patient/Qualification 
of professional

Patient 
(n = 16)

29–83 
(median 61.9 
years)

Male- 31%
Female- 69%

Amputee 12.5%
Spinal 12.5%
Orthopedic 31%
General medicine 44%

Fam-
ily member 
n = 16

Male- 37%
Female- 63%

Spouse or partner 69%
Child 31%

Clinicians 
n = 17

Less than 2 
years experi-
ence- n = 2
More than 2 
years experi-
ence n = 15

Male- 6%
Female 94%

Medicine 6%
Nursing 6%
Speech pathology 12%
Occupational Therapy 52%
Physiotherapy 12%
Social work 6%
Dietitic 6%

Managers 
n = 12

Male 42%
Female 58%

Medical 33%
Nursing 42%
Occupational Therapy 17%
Physiotherapy 8%

Fig. 1 Example of Interview guide
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mobility (mobilizing household distances, getting on 
and off the toilet and in and out of bed) and cognition. 
Participants recognized that these three factors interre-
late and impact on each other, but perceived continence 
as the most important consideration for discharge from 
hospital.

Continence
All participant groups spoke of managing continence 
or having someone that could assist with continence as 
essential for discharge, recognizing that continence could 
contribute to other health issues such as falls and skin 
infections.

“I absolutely think my number one thing I think we 
need to focus on in hospital is continence. I think 
if we worked on continence, so many other things 
would change. There would be less falls. We know 
that because people often fall when they are feeling 
uncomfortable and vulnerable from a continence 
perspective.“

Manager 007

Current funding structures of formal services did not 
provide a service that assisted with the unpredictable 
nature of toileting, which impacted when a patient was 
ready for discharge.

“I think the toileting is something that I see as a 
priority. Obviously showering and dressing is also 
important and attending to hygiene. But I think 
if someone has a sponge wash on every second day 
and PCAs (personal care assistants) are coming in, 
that’s – but I think about the 24/7 picture of some-
one needing to go to the toilet, and we’ll never have 
services that are going to be there to take someone to 
the toilet when they need.“

Clinician 004

While continence was considered as an important step 
towards preparedness for discharge, with implications for 
mental health and emotional preparedness, no patients 
identified it as an associated risk to their physical health. 
They reported, however, that necessary activities of daily 
living, such as toileting, were things that could make 
them feel normal again and to feel empowered.

“I think you need to be able to toilet yourself and 
do the usual things that make you feel -there’s a 
certain dignity that comes from being able to clean 
yourself and toilet yourself. And you feel like those 
things keep you and you can sort of I think, get into a 
depressed state.“

Patient 008

All family members raised continence as a source of 
stress for them, identifying that assisting with continence 
was a burden that significantly impacted their ability to 
care for the patient at home.

“He wasn’t ready to go to the toilet by himself and 
empty the bags. It was cleaning up, you know, half 
a dozen times a day. It was a - just the physical in 
and out, in and out, in and out, on-call, this was too 
stressful.“

Family member 003

Functional mobility
All participant groups identified that mobility was an 
important consideration in a patient being ready for dis-
charge, but recognized that a patient’s mobility did not 
need to be at a pre-morbid level of function regarding 
gait aid and distance. Participants recognized that hav-
ing assistance with mobility and transfers could mitigate 
these risks when returning home. For example, Patient 9 
stated:

“So, you’ve got to be able to be strong enough, and 
whether it’s a wheelchair or whether it’s sticks or 
whatever mobility you choose, you’ve still got to be 
able to transfer in and out.“

Patient 009

Clinicians agreed with this, stating that outpatient pro-
grams implemented to continue therapy post-discharge 
meant that a patient needed only indoor mobility and 
functional transfers, getting in and out of chairs and beds 
and on and off the toilet, to discharge the patient safely 
from hospital and lessen patient length of stay:

“The patient was able to transfer independently on 
the ward, walk short distances but still was prob-
ably just walking a distance from her bedroom to 
her lounge room. I didn’t necessarily feel it was nec-
essary for her to stay in hospital because (commu-
nity service) could go out. But if (community service) 
didn’t then I probably would have tried to get her to 
stay a little bit longer to build up her endurance.“

Clinician 013

Family members agreed that patients needed to walk 
functional distances before being discharged and that 
patients requiring more assistance with functional mobil-
ity significantly increased the stress for the family mem-
ber that was caring for them.

“Maybe he should have been a bit stronger in that 
area (mobility). He’s really good now, because he can 
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walk from the bedroom to the toilet, I thought if he 
was like that when he came home, that would have 
been a lot better (less stressful).“

Family member 003.

Cognition
All clinicians and managers acknowledged that a patient’s 
cognitive status was a consideration for discharge-read-
iness; however, a poorer cognitive status was not neces-
sarily a reason for someone not to return home. Patients 
and family members did not identify cognition as a con-
sideration in a discharge planning context.

Cognitive impairment is a descriptive term used often 
in healthcare but all managers and clinicians in this study 
identified that cognitive impairment presented differ-
ently for each patient. They recognized that how a person 
functions was more relevant for discharge planning than 
one specific cognitive area.

“I think problem-solving and planning is probably 
more important than just memory, per se. There’s 
probably some aspect that’s more important than 
other – rather than just overall sort of cognition 
domain.“

Manager 004

Clinicians acknowledged that a more holistic view of the 
patient that considered the medical, physical, social and 
functional components of safety at home was required. 
Most clinicians, however, stated that the patient needs 
to have a level of awareness that is conducive to manag-
ing the support or equipment put in place and maintain 
safety.

“Safety awareness in general, you know. Do they 
have the cognition to be able to work the equipment 
safely and are they making safe decisions within 
their home, outside their home? That’s a grey area 
sometimes in discharge planning.”

Clinician 005

Medical factors
Medical factors impacting a patient’s readiness for dis-
charge included the following subcategories: having 
acute medical conditions stabilized; and medication and 
pain management.

Acute medical conditions being stabilized
Managers and family members were the two participant 
groups that raised acute medical conditions being sta-
bilized prior to discharge, with clinicians being the only 
group that spoke of chronic disease management.

All managers recognized that patients should remain 
in the hospital whilst they were physiologically unstable, 
that is while their medical conditions presented a risk to 
them and they needed 24-hour monitoring, intervention 
and care:

“We should only use any patient bed for people who 
can’t be managed in the community, and that is for 
people who have physiological instability related to 
an ongoing medical problem, they’ve got high-level 
nursing needs that can’t be met in the community, 
or that there are risks that can’t otherwise be miti-
gated and managed. So, medical problems can be 
managed in the community in the home at best. It’s 
when that person has an instability in their medical 
problems which puts them at risk of potentially dete-
riorating rapidly.“

Manager 008

However, family members were concerned about the 
consequences of patients being discharged before they 
were medically ready and identified a lack of consistency 
in the medical team’s determination of a patient’s medical 
stability, which increased their stress significantly.

“The day he came home, he had extreme abdominal 
pain, and I thought, ‘Oh, this seems like a compacted 
bowel,‘ which it was. So, then he had to go back into 
the hospital, and those two nights and days he was 
home were a nightmare.“

Family member 010.

In addition to acute medical stabilization, clinicians per-
ceived that it was their responsibility to ensure patients 
were provided with the skills to manage their chronic 
diseases, such as diabetes, before discharge. Clinicians, 
however, were the only study participant group who 
thought chronic disease management was essential for 
discharge-readiness.

Medication and pain management
Clinicians and patients raised medication management 
as a key consideration for returning home. All clini-
cians reported that medication management was highly 
critical, whether the patient was independent or hav-
ing someone assist and oversee this, to limit the risk of 
readmission.

“It is that independent medication management, 
if not what services are in place to assist with med 
checks or whatnot because an implication from that 
is readmission.“

Clinician 005.
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All inpatients stated that knowing what they needed and 
being supplied with the medications required for dis-
charge was important to them, as they thought that it was 
safer to have a plan that could be changed if needed, but 
they did not want to be left short of medications.

“To get to see your GP you pretty much have to make 
an appointment three weeks in advance. So, I’d need 
to go from here with a plan and medication and 
then I’d be more than happy to throw it away if I 
didn’t need it.“

Patient 003

Inpatients recognized that this was equally important 
for post-discharge pain management. They stated that 
they feared being stranded after discharge if their pain 
changed, again identifying that ongoing support at home 
was essential. Inpatients expressed concerns about what 
the plan could be if they deteriorated at home, how to 
seek the advice to manage any increase in pain.

“Well, I assume at home you’re not under the guide 
of a clinician. I think the key is that post-discharge 
support. I think if there’s someone that can say, I 
think I’ve gone downhill or something that can flick 
the gears and take appropriate response to that.“

Patient 008

Environmental factors
This theme is comprised of two categories affecting a 
patient’s discharge-readiness from subacute care: their 
social environment and their physical environment.

Social environment
All participant groups reported that it was essential to 
have a strong support network in place for the patient 
to be discharge-ready. Formal supports were identified 
as those provided by external providers and informal 
support was that provided by the family or people from 
within the patient’s social network. Having family or car-
ers available for support helped prepare patients emo-
tionally for discharge. It significantly reduced the stress 
and the risk when being discharged home from both a 
physical and emotional perspective.

“I wasn’t left alone, and I knew the support was 
going to be there, and that made me mentally feel 
more comfortable.“

Patient 006

All family members agreed that formal support systems 
gave them more confidence in their own ability to cope 
at home, knowing that there was assistance that could 

reduce the level of care they needed to provide to the 
patient. They spoke of the impact that a robust social net-
work mixed with informal and formal supports, had in 
preparing them mentally for the discharge.

“And even to give confidence. So, giving confidence 
that there are resources that could come to help sup-
port me.“

Family member 009

Clinicians stated that when a patient showed a reduced 
ability to manage functional activities of daily living, their 
support network and physical environment could be 
altered to help bridge the gap between what the patient 
could do and what they needed to be able to do. They 
recognized that having both formal and informal support 
at home often lessened the length of stay for patients.

“My experience has been sometimes they don’t have 
anyone, and I think that really changes how long 
they stay in hospital. So, if someone has social sup-
ports, I think that they’re quick to be moved through.“

Clinician 002

However, both patients and family members reported 
it was important that continued rehabilitation was 
arranged prior to going home from hospital. Patients felt 
this meant they could go home earlier, provided that the 
level of expertise was equal to that in hospital. There was 
a belief amongst some patients that hospital-based allied 
health staff had a greater understanding of their specific 
injuries than community-based clinicians.

I would like to see continuity of the people that 
you’ve used in here who know exactly what they’re 
doing and they know your history that’s impor-
tant…… you see the average suburban physio I’m 
sure doesn’t have anywhere near the knowledge of 
these people in certain aspects. I’ve already asked for 
a full report from the physios to go to my physio but I 
know very well that her run of the mill sore leg from 
football, whatever, is a far cry from what you’ve been 
through and the treatments you need. That’s the con-
cern and I’m pleased to hear, and it was only yester-
day, that they will bring me back.

Patent 001

In contrast, family members acknowledged that hav-
ing ongoing therapies arranged not only allowed for 
there to be improvements in the functional capacity 
of the patient, but also allowed family members to feel 
more mentally prepared for the discharge. This reassur-
ance provided hope that the patient’s functional capacity 
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would continue to improve, but also provided additional 
support and an expert to ask questions of.

“I felt much more comfortable when I knew that 
there were people coming to visit every day after 
he came home, I knew that if there were any ques-
tions, there was someone coming in the next day that 
could answer them. It also meant too that someone 
else was looking after him as well, this was such a 
comfort to me”

Family member 016

Physical environment
All participant groups agreed that having a physically safe 
environment to return home to was important to mini-
mize the risk of poorer outcomes post discharge. Dis-
cussions regarding a safe environment involved both the 
provision of equipment or any required home modifica-
tions but also the provision of ongoing therapies. There 
were differences noted amongst stakeholder groups. 
Patients identified that their physical environment was 
one of the most critical factors influencing their dis-
charge readiness, and wanted any required modifica-
tions to the home or any necessary equipment completed 
before discharge, as not knowing was an area of concern 
and anxiety.

“I haven’t got the chair yet though, so how can they 
say that I can go home and fit through the doors 
when I haven’t got the right chair.“

Patient 002

The clinicians agreed that a safe home environment 
was paramount, however, they stated it was acceptable 
to wait for some home modifications. They identified 
that the priority was to complete home modifications 
that affected the patient’s immediate safety and that all 
other major home modifications could wait, specifically 
larger bathroom modifications where the patient could 
potentially make alterations to their normal practice 
(i.e. sponge wash in place of showering) or equipment or 
support services could be used to minimize the risk (i.e. 
use of a bath board while awaiting removal of a shower 
over bath). The timing of home modification completion 
was the only factor that patients and clinicians disagreed 
with.

“I often think of minimizing risk as much as possible, 
but I probably wouldn’t say that there are always 
a lot of the recommendations that are done before 
someone will always go home. So sometimes your 
kind of gap filling, minimizing the risk until that can 
be done in the community or until it can be sorted 

from a long-term point of view because you just 
don’t have the time to keep them in hospital.“

Clinician 002

Discussion
This study found that multiple stakeholders in subacute 
care (inpatients, family members, clinicians and manag-
ers) perceived that to be ready for discharge, inpatients 
needed to be able to maintain continence (with or with-
out support), walk functional distances, have their acute 
medical conditions stabilized, take medications either 
independently or with support, and manage any chronic 
co-morbidities. In addition to these patient-related fac-
tors, having a robust social environment and a safe 
physical home environment was seen as paramount for 
discharge-readiness.

This study corroborates previous research reporting a 
complex interaction between environmental and patient-
related factors [21]. Participants in this study identified 
that enhancing a patient’s physical and social environ-
ment may counteract a change or decrease in a person’s 
physical or cognitive functioning. The findings of this 
study can be significant for health services as they can 
provide strategies/services that may assist in streamlin-
ing hospital discharges and reduce preventable hospital 
readmissions.

Participants in this study identified that independence 
with continence or assistance to manage continence was 
essential for a patient to be ready for discharge home, 
as well as independence with functional mobility. This 
finding supports that of a study conducted in the United 
Kingdom in the acute setting, which found that patients 
who are incontinent of urine and need help with trans-
fers at the time of discharge had a higher likelihood of 
an adverse outcome [22]. Further, studies in the United 
States have identified that patients in subacute care who 
are incontinent at discharge are more likely to be dis-
charged to a care facility [23], which may be related to the 
impact incontinence has on both patients and the carers. 
Similarly, family members in this Australian study recog-
nized that caring for a family member with incontinence 
increased their stress significantly. This finding also sup-
ports existing research in other contexts; for example, 
a recent systematic review identified that caring for a 
patient with incontinence harmed the informal carers’ 
physical, psychological and financial status [24]. A quali-
tative study conducted with people with multiple scle-
rosis and their carers identified the emotional toll that 
bowel incontinence caused for both carers and patients, 
identifying the need to begin discussions about bowel 
incontinence much earlier in order to prepare them both 
practically and emotionally for discharge [25]. This find-
ing is consistent with the emphasis placed on continence 
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management and education by all stakeholders in our 
study.

Research has been able to demonstrate the benefit of 
managing co-morbidities at time of discharge as a pre-
ventative factor in reducing readmissions [26]. These 
findings are consistent with our study, where clinicians 
perceived a strong need to address comorbid chronic 
health conditions prior to discharge from subacute care. 
Managers, however, perceived comorbidities should be 
managed by community health services (not perceiving 
this to influence discharge readiness). All stakeholders 
did agree, however, that the ability to manage medi-
cations prior to discharge was essential. Prior studies 
demonstrated that medication errors after discharge are 
prominent, and the impact of these are significant [27]. In 
an American study 12.5% of patients experienced a medi-
cation error within a month of returning home, with 62% 
of these being preventable [28]. Providing patients with 
discharge medication summaries completed by the phar-
macist is one strategy that has been identified to reduce 
medication errors [29]. However, recent research in Aus-
tralia determined errors in 61.5% of discharge medication 
lists in both acute and subacute care, creating a period of 
vulnerability for the patient in this time of transition. In 
addition, this same study recognized that complete medi-
cation lists were found in only 24% of discharge summa-
ries [29]. Internationally, a study in the United Kingdom 
reinforced that inadequate medication explanations led 
to incorrect dosages and increased stress and anxiety 
[30]. Having a pharmacist conduct medication educa-
tion before discharge may significantly reduce this risk 
in addition to providing an adequate handover to com-
munity medical practitioners. A randomized control trial 
conducted in Vietnam, in acute cardiology care, identi-
fied that patients who received pharmacist-led counsel-
ling before discharge had greater medication adherence 
and greater patient satisfaction [31].

A patient’s environment, both physical and social, is a 
crucial consideration in determining a patient’s readiness 
for discharge, with our study recognizing that having ade-
quate social support resulted in patients potentially being 
discharged earlier and reducing the risk for readmission. 
This corroborates existing literature, with a study in the 
United Kingdom determining that older people who 
lived alone were at a 50% higher risk for emergency hos-
pital admissions than those patients who lived with fam-
ily [32]. Familial support was recognized as essential for 
discharge-readiness by participants in this current study, 
with all participant groups recognizing the benefit of 
having supports at home. A qualitative study conducted 
in the United States further reinforced this, finding that 
social isolation and a lack of support and assistance from 
friends and families were concerns patients had about 
returning home and should be recognized and assessed 

as a risk factor in discharge from hospital [33]. Improv-
ing the provision of services, such as assistance with daily 
living activities and assistance in managing medications 
or chronic health conditions, could help bridge the gap 
between hospital and home and may be one potential 
strategy to better outcomes post discharge. Recently, in 
Australia, a nurse-led telephone call post discharge was 
identified as a cost-effective practice to identify those 
socially isolated patients and implement necessary refer-
rals early [34].

Establishing an adequate home environment is more 
critical in the current healthcare climate of moving care 
away from inpatient settings to more ambulatory and 
community settings [2]. Currently, there is very little lit-
erature to establish what a safe physical home environ-
ment might consist of. The participants in this current 
study have gone some way towards determining what 
a safe physical environment might be with the identi-
fication that patients need to enter and exit their house 
and be independent with functional chair, bed and toi-
let transfers and the resultant provision of equipment 
and home modifications to allow this. This current study 
recognized that all other home modifications could be 
completed once the patient is at home using community 
services. Given that this study identified the importance 
of a safe physical and robust social environment, health 
services and governments could assess funding options 
to ensure that there is adequate and appropriate funding 
for the provision of community and ambulatory services 
and care to facilitate these environments, shorten the 
length of stays and decrease hospital readmissions.

Strengths and limitations
This study begins to address the gap in the literature 
by exploring the key factors that indicate a patient’s 
readiness for discharge from subacute care from the 
perspectives of multiple stakeholders. The included 
stakeholders in this study span across those with lived 
experience (inpatients and family members) to clinicians 
and managers. Currently, the majority of the literature 
exploring discharge-readiness is presented as separate 
stakeholder views, whereas this study presents a syn-
thesis of a mixed population. There were several limi-
tations to this study. Firstly, we excluded patients with 
cognitive deficits and those from non-English speaking 
backgrounds to ensure that all participants understood 
the project’s scope. These clinical populations may have 
unique discharge needs. We have attempted to reduce 
selection bias by including clinicians who treat non-Eng-
lish speaking patients and patients with cognitive deficits, 
and family members of these populations. Secondly, this 
study was conducted at a single site, which may limit the 
transferability of the results. Finally, the lead researcher 
was a senior clinician at the site which may have led to 
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responder bias, however we minimized the impact of this 
through excluding patients under the lead researchers’ 
direct care.

Implications for practice
Given the increased demand for healthcare services and 
the current move to shorter lengths of stays, healthcare 
services need to implement strategies to limit the risk 
of costly hospital readmissions. These strategies could 
include providing not only medications but accompany-
ing this with an accurate medication list and providing 
education to the patient and/or family; providing equip-
ment and assistance to manage continence and create a 
safe home environment while waiting for more perma-
nent home modifications; and ensuring adequate utili-
zation of services to manage and prevent readmissions 
for chronic health conditions. Education to patients and 
families need to facilitate the family’s familiarity of the 
patients changed abilities, potential safety risks and how 
to manage and reduce these as well as maximizing their 
potential for involvement in rehabilitation within the 
home setting, in the absence of clinicians to mitigate any 
wait times for community services.

Conclusion
Discharging patients from hospitals is complicated. To 
date, there has been a lack of research on a range of key 
stakeholders’ perceptions of the factors of discharge-
readiness in subacute care. This study concluded that 
environmental and personal characteristics are key fac-
tors for determining discharge-readiness.
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