
 

 

 

 

 

 

Partnering for Discharge 
Improving hospital discharge processes for older 

people with complex care requirements 
 

Implementation Guidelines 
 

July 2019 

 

 

 

Gillian Stockwell 

Riri Santoso 

Keith Layton 

Laurie Grealish 

 

 

 

 

 

 

  



 
Page 2 of 31 

 

Contents 

1. Introduction .................................................................................................................................... 4 

2. Partnering for Discharge ................................................................................................................. 5 

2.1 Contents ........................................................................................................................................ 5 

My Discharge Pack .......................................................................................................................... 5 

Family Meeting Procedure .............................................................................................................. 7 

2.2 Delivery ......................................................................................................................................... 8 

1. My Hospital Guide ................................................................................................................... 8 

2. My Journal ............................................................................................................................... 8 

3. This is me................................................................................................................................. 9 

4. Family Meeting ....................................................................................................................... 9 

2.3 Partnering for Discharge Implementation Poster ....................................................................... 10 

3. Adopting the ‘My Discharge Pack’ in the workplace .................................................................... 12 

3.1 Case by Case .......................................................................................................................... 12 

Which patients will receive the communication bundle? ............................................................ 12 

Who will be the champion to drive the change? .......................................................................... 12 

How will you measure success? .................................................................................................... 12 

3.2 Quality Improvement Project ............................................................................................... 13 

Which patients will receive the communication bundle? ............................................................ 13 

Who will be the champion to drive the change? .......................................................................... 13 

How will you measure success? .................................................................................................... 13 

4. Implementation Strategies ........................................................................................................... 15 

4.1 Implementation theory ......................................................................................................... 15 

Figure 1: Rabin’s Foundational concept ........................................................................................ 15 

Table 1: The Refined Theoretical Domains Framework ................................................................ 16 

4.2 Quality Improvement: ........................................................................................................... 16 

Figure 2: The Model for Improvement ......................................................................................... 17 

4.3 Education/Training ................................................................................................................ 18 

5. Recommendations ........................................................................................................................ 19 

6. References .................................................................................................................................... 20 

7. Appendices .................................................................................................................................... 22 

7.1 EXAMPLE Consumer satisfaction survey ........................................................................... 22 

7.2 Summary of recommendations from Townsville Hospital ............................................... 23 

7.3 EXAMPLE Process evaluation tool (Word) ........................................................................ 26 



 
Page 3 of 31 

 

7.4 EXAMPLE Process evaluation tool (Excel) ......................................................................... 28 

7.5 Training needs analysis ..................................................................................................... 29 

7.6 EXAMPLE PowerPoint presentations ................................................................................ 31 

 

  



 
Page 4 of 31 

 

1. Introduction  

Globally the population is ageing, and hospitals are experiencing an increase in older patients with 
multiple morbidities (Bail & Grealish, 2016). Discharge from acute hospital care is a complex and 
multidimensional process and vulnerable patients and their family carers often find discharge 
processes to be confusing (Canary & Wilkins, 2016; Waring et al., 2014). Older patients (aged 65 
years and older), particularly those with multiple comorbidities including dementia and delirium, 
frequently experience poor post-discharge outcomes (Alzheimer's Association, 2017; UK House of 
Commons Committee of Public Accounts, 2016) and have disproportionately high rates of unplanned 
readmission (Draper, Karmel, Gibson, Peut, & Anderson, 2011; Popejoy, Moylan, & Galambos, 2009; 
UK House of Commons Committee of Public Accounts, 2016). Early discharge planning is an 
important element in reducing hospital length of stay, and thereby reducing hospital-acquired 
complications and re-presentations. While early discharge is not always practicable, a smooth 
transition home requires planning that is inclusive of family members who carry responsibility for 
care and support in the home environment (Jamieson, Grealish, Brown & Draper, 2014). 

The purpose of this implementation guideline is to assist the multidisciplinary health care team in 
Queensland Health hospitals to use the Partnering for Discharge communication bundle to support 
safe, timely and effective discharge from hospital to home for patients and their family carer(s) who 
require additional support and engagement. The communication bundle can be used in total or the 
individual elements used separately.  

Partnering for Discharge was developed to encourage and facilitate engagement with family and 
carers for older people living with dementia in discharge planning, and comprises: 

1. My Discharge Pack for patients and their family, the pack contains a person-centred guide, 
titled ‘My Hospital Guide’, a family-held record of care and discharge information, ‘My 
Journal’; and a personal profile document, ‘This is Me’ 

2. A Family Meeting procedure to assist ward staff to plan and conduct a family meeting early 
in the admission (preferably within 72 hours of admission)  

The bundle was developed by a multidisciplinary team of clinicians, researchers and consumers, and 
evaluated during a three-phased implementation project. The Dementia Discharge Pathway project 
was sponsored by the Statewide Dementia Clinical Network (SDCN) and the Statewide Older Persons 
Health Care Network (SOPHCN) and conducted between 2016-2018 at three Queensland Health 
sites (Cairns, Gold Coast and Townsville). The Partnering for Discharge intervention was acceptable 
to staff and families of people living with dementia, with families expressing satisfaction with the 
information and support. Full details on the project are in ‘The Dementia Discharge Pathway Report’ 
(Grealish & Stockwell-Smith, 2019), which is available on the Clinical Excellence Queensland website 
at https://clinicalexcellence.qld.gov.au/sites/default/files/2019-03/final-report-dimentia-discharge-
pathway.pdf. 

The transition from inpatient to home settings is challenging and is beset with miscommunication 
issues.  The Partnering for Discharge communication bundle provides the tools to ensure that care 
is aligned with the patient and carer, and opportunities for the patient and their carer(s) to become 
actively involved in the discharge process. These strategies and tools will also help to address the 
some of the requirements identified in Version 2 of the National Safety and Quality Health Service 
Standards including Comprehensive Care and Partnering with Consumers.    

https://clinicalexcellence.qld.gov.au/sites/default/files/2019-03/final-report-dimentia-discharge-pathway.pdf
https://clinicalexcellence.qld.gov.au/sites/default/files/2019-03/final-report-dimentia-discharge-pathway.pdf
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2. Partnering for Discharge  

2.1 Contents 

My Discharge Pack 

The patient/carer My Discharge Pack is presented in a clear plastic folder and comprises a front 
checklist sheet and three communication documents. 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
  



 
Page 6 of 31 

 

The three communication documents of My Discharge Pack are;  
1. A person-centred guide, titled My Hospital Guide which provides information for family and 

friends; and 
2. A family-held record of care and discharge information, called My Journal; and 
3. This is me - a two-page personal profile document that outlines the background, interests 

and routines of the patient to assist people unfamiliar with their preferences, such as 
hospital staff 
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Family Meeting Procedure 

To assist ward staff to plan and conduct a family meeting early in the hospital stay, preferably within 
72 hours of admission. 

1. Detailed Work Instruction with a draft agenda 
2. A Family Meeting summary  
3. A Family Meeting Action Plan 
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2.2 Delivery 

Delivery of My Discharge Pack commences soon after admission. The package can be delivered by 
any health discipline (nursing, medical or allied health).  

A key issue is that the person delivering the package is 
accessible throughout the patient’s admission to act as a ‘key 
contact person’, someone who can answer the patient and 
carer’s questions and support their transition to discharge. 

 
To help staff to know when a patient and their family are using the My Discharge 
Pack it may be helpful to place a discreet icon (such as a flower or animal) on the 
patient’s door or by their communication board in the room, and ensure all staff are 
aware of its significance by highlighting the icon during daily handovers and at case 
conferences 

1. My Hospital Guide 

Meet with the patient and family member(s) to introduce the My Discharge Pack and discuss the 
hospital experience with them using the My Hospital Guide. The guide contains information on the 
individual components of the My Discharge Pack’, and provides general information on hospital 
visiting, self-care and emotional support, substitute decision making, a brief glossary of medical and 
legal terms, and links to additional information sources.   

Leave the My Hospital Guide with the family and suggest 
they store it in a safe, easily accessible place in the patient’s 
room for future reference.  

 

2. My Journal 

Introduce the My Journal booklet to the patient and family member(s) as a communication 
document for family and staff.  Complete the personal details section at the front of the journal with 
them and use the checklist to keep track of which items from the discharge pack have been or are 
still to be completed/distributed.  

 Patient/Family Carer - write in the journal (Pg. 4 My questions for the health care team’ 
and read what others have written each time they visit  

 Healthcare staff – Read the journal each shift and respond to any questions from the 
patient and/or family in the journal or face-to-face  

 Healthcare staff – Record discharge related information (e.g. mobility aids ordered, or 
patient encouraged to walk regularly). 

 Patient/Family Carer and Staff -Leave the journal it in a safe, accessible place close to the 
patient’s bed as nominated by the patient or family member.  

For My Journal to function effectively as a communication 
document it is important to encourage the patient and their family, 
and your colleagues (nursing, medical and allied health) to use it, 

 
To ensure ready access to the patients ‘My Journal’ it may be helpful to nominate 
a consistent location in the room so staff know where to find it and can also direct 
family members to it 

Important Message 

Important Message 

Important Message 
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3. This is me 

The This is me document can help health care professionals to build a better understanding of who 
the patient is, particularly if they have communication difficulties because of stroke, dementia or 
delirium.  

This is me should be completed by the individual(s) who 
know the person best and, wherever possible, with the patient 
involved.  

It should be updated as necessary  

It is not a medical document 

 

Using This is me 

 Invite the family to complete the This is me document and provide support as necessary  
 Place This is me in a visible place in the patient’s room (e.g. by the patient’s communication 

board) or in the bedside chart 
 Encourage all staff to refer to it whilst planning or providing care and the family to update as 

required 

Additional Prompts to aid completion  

 I would like you to know – May also include I have never been in hospital 
before. I prefer female carers. I am left-handed 

 My eating and drinking routines –Do you need help to choose food from a 
menu? Do you enjoy a snack at a particular time in the day? Do you have a 
hot drink before bed?  

 Personal care routine - When do you like to shower, every day/in the 
morning/evening?  

 Sleep routine - Do you have a favoured position in bed, special mattress or 
pillow? 

4. Family Meeting  

A Family Meeting that takes place early in the admission, within 72 hours of admission, provides an 
opportunity to personalise discharge planning. The patient and their carer(s) can share their 
experiences/expectations of hospital admission and discharge with the health care team and 
highlight the support they require to continue to provide care for the patient at home.  

It is also a forum for the health care team to share their early views on admission and discharge 
outcomes (including expected discharge date and destination), highlight the concept of capacity 
(assessment and consequences), indicate what further information may need to be collected during 
the hospital stay, and note that discharge outcomes may change during the admission in the light of 
new information.  

 

Identify the most appropriately skilled person from the ward 
Multidisciplinary Team to facilitate the family meeting. 
Facilitators of family meetings require appropriate skills in 
group work, therapeutic communication and condition specific 
knowledge. 

Important Message 

Important Message 

Help! 
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Pre-planning for the family meeting and follow-up after is imperative. Refer to the Work 
Instructions: Family Meeting within 72 hours for details on the aim and purpose of the family 
meeting and the tasks/forms involved, 

Before the meeting  

 Encourage and if necessary, assist the patient and family to prepare for the meeting by 
referring to and completing the ‘family meeting planning outline’ in My Journal 

 Include the patient in the meeting if possible and as many family members as able to 
attend 

During the meeting  

 use the Family Meeting Summary to record the decisions made at the meeting,  

After the meeting  

 record them on the Family Meeting Action Plan, discuss with the family/patient, obtain 
their signature on the Action Plan, and provide them with a copy or record the meeting 
discussion and decisions in their My Journal 

 Place a copy of the Family Meeting Summary and Family Meeting Action Plan in the 
patient’s notes.  

 

Consider video or teleconference (Skype/QH telehealth from other QH locations) 
options to support family attendance if appropriate 

 

 

2.3 Partnering for Discharge Implementation Poster 

The A3 poster on the following page can be used to promote and support uptake of Partnering for 
Discharge on the ward. 
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Partnering for Discharge 
Improving the hospital discharge process for older people 

4: Educational Program 

- There will be educational requirements for 
all staff in the facility/ward to ensure they 
understand the intervention bundle and 
how it is used. 

- This will include Medical, Nursing, Allied 
Health, Administration and Support staff 
as new documents will exist at the 
bedside and clinical staff will need to 
know how to use the communication tools 
and that their availability may be required 
for family meetings 

6: My Hospital Guide 
- Outlines the responsibilities of the 

family /carer for the patient as well as 
opportunities for them to seek 
information and communicate with 
staff if they have questions. 

- Outlines what to expect while they are 
in hospital and how they can assist to 
improve their hospital admission. 

- This document also outlines the 
following three interventions including: 
This is Me, My Journal and the Family 
Meeting 

8: My Journal  
- Allows for questions to be asked and 

responded to as staff and family/carers 
are not always with the patient at the 
same time.  

- This therefore improves two-way 
communication where this would 
otherwise not occur 

- Also conveys important discharge 
information to the patient and 
family/carer 

- It is intended for this document to go 
with the patient so details can be taken 
and referred to in case they have 
questions once discharged home and 
who to contact 

 

3: Implementation Plan 
Some issues to consider… 
- What is the Scope? Where the 

implementation will occur, and which 
patients will receive the intervention 
bundle?  

- Who will be the Champion to drive this 
change? What will be the communication 
strategy for staff and patients? How will you 
measure success?  

- Will you use a case by case or QI approach? 
approach? 

 

2: Implementation Theory 
- Assists in the identification of barriers 

and enablers to implementation  
- Assists in identifying implementation 

frameworks & strategies (behavior 
change techniques and modes of 
delivery) to overcome modifiable barriers. 

5: Evaluation 
Whether a Case by Case or QI approach 
time needs to be taken to measure 
outcomes.  
- Results need to be analysed to identify 

what you have learned.  
- Formal and informal assessments take 

place continuously and the use of local 
working groups and meetings can assist 
with the continual review and 
monitoring.  

- Take action on what you have learned in 
the study step. 

9: Family Meeting  
- Communication is imperative to ensure 

the family / carer are aware of the 
patient’s progress and current 
management plan.  

- It is recommended to incorporate this 
during the medical rounds and notify 
family of the time of these rounds so 
staff will be available for any questions 

- It is preferable to have the family 
meeting within 3 days of admission 
and for documentation of the meeting 
to be provided to the family/carers 

- Identify the gaps regarding the current 
process around the discharge of older 
people from your facility/ward 

- Is this identified as an issue by 
management and by staff in the facility 
/ward? 

- Is there enough interest and support to 
make change to current practices? 

- Who will be the Champion to drive this 
change? 

 

1: Planning  

7: This Is Me 
- Provides important information and 

background to the patient, especially if 
they have difficulty with communicating 
due to dementia, delirium or other 
communication difficulties 

- This is me should be completed by the 
individual(s) who know the person best 
and, wherever possible, with the person 
involved.  

- It should be updated as necessary.  
- It is not a medical document. 
https://www.alzheimers.org.uk/sites/default/files/mi
grate/downloads/this_is_me.pdf 
 

https://www.alzheimers.org.uk/sites/default/files/migrate/downloads/this_is_me.pdf
https://www.alzheimers.org.uk/sites/default/files/migrate/downloads/this_is_me.pdf
https://www.alzheimers.org.uk/sites/default/files/migrate/downloads/this_is_me.pdf
https://www.alzheimers.org.uk/sites/default/files/migrate/downloads/this_is_me.pdf
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3. Adopting the ‘My Discharge Pack’ in the workplace 

Delivering the Partnering for Discharge bundle is an iterative process and requires adaptation based 
on the dynamics of the staff and resources available. Planning, education and evaluation are 
important components in identifying gaps in existing discharge practices, supporting effective 
delivery and measuring effectiveness (Section 4 provides information on implementation 
frameworks). 

Throughout implementation feedback should be sought from patients and staff via a local 
implementation committee or working group to address any barriers and identify the enablers with 
the introduction of the intervention bundle. Patient surveys should be utilised and reviewed by this 
group to identify issues from the patient and family/carer perspective. Seeking feedback from staff 
and consumers will identify the success of the intervention and any changes that may need to be 
made to improve the uptake. 

Potential strategies for adopting the Partnering for Discharge communication bundle into the 
workplace are; 

1 Case by Case - trialing its effectiveness in avoiding readmissions with known complex cases e.g. 
people with chronic conditions, people with dementia  

2 Quality Improvement Project - to generate and facilitate change in work practices 

3.1 Case by Case 

Which patients will receive the communication bundle? 

The uptake of part or all the communication bundle for a case would have been suggested once a 
patient or case has been identified as requiring complex discharge planning.  This could be a person 
representing to ED or hospital; have multiple comorbidities and are at risk of deterioration; manifest 
general indicators of frailty, progressive chronic deterioration of disease and/or approaching end of 
life. 

Who will be the champion to drive the change? 

Since part or whole of the communication bundle will be adopted on a case by case basis the 
champion is more likely to be the person who has been selected to be the key liaison staff member 
for that patient.  This could be a nurse navigator, a social worker or other allied health member 
and/or DISCHARGE planner. 

How will you measure success? 

Since this is a smaller and limited adoption of the communication bundle the key indicators to be 
measured will be more qualitative and reflective. 

On the day of discharge a staff member other than the key liaison staff member should provide a 
consumer satisfaction survey (See Appendix 7.1) and ask the patient and/or their family carer to 
complete and leave the survey with the ward’s Administration Officer, or in the suggestion box at 
the front desk.  This will be collected by the key liaison staff member after the patient is discharged 
and be discussed at the multidisciplinary team post discharge case conference. 

Key liaison staff member will reflect upon the discharge planning process using the reflection tool 
(see appendix) and with the multidisciplinary team will partake on a post discharge case conference 
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to reflect and discuss the benefits and concerns about the part or whole of the communication 
bundle adopted. 

Minutes should be taken and documented.  Over time recurring benefits and concerns will be 
identified regarding the communication bundles usefulness and general acceptance with staff and 
family/carers/patients. Feedback of these benefits and concerns identified should be given to the 
team at large as this will determine if the working unit feel ready to embark on the larger project to 
generate and facilitate change in work practices. For an example of recommendations see that from 
one of the sites in the original project (Appendix 7.2). 

3.2 Quality Improvement Project 

The aim here is to generate and facilitate change in work practice therefore it is an endeavour 
involving the whole multidisciplinary team of the unit.   

Which patients will receive the communication bundle? 

This should be decided by the whole multidisciplinary team of the unit.  The communication bundle 
was tested and trialed with patients who were cognitively impaired, yet it is suited for any patient 
group who have been identified with complex care needs.  This could be a person representing to ED 
or hospital; have multiple comorbidities and are at risk of deterioration; manifest general indicators 
of frailty, progressive chronic deterioration of disease and/or approaching end of life being 
discharged home into the community.   

In order to generate and facilitated change in work practices it is advisable to trial the 
communication bundle to the majority of a particular group of patients thus encouraging full 
engagement of the project by all staff and for a defined length of time that will indicate some 
measure of change e.g. 3 – 6 months depending on the energies of the unit and team of champions.  
Whichever patient group is chosen their defined Diagnostic Related Grouping (DRG) code should be 
identified. 

Who will be the champion to drive the change? 

Ideally the champion should be a team of disciplines (nursing, allied health and medical) since burn 
out or project fatigue is common.  Shared responsibility allows for a distribution of tasks and duties.   

How will you measure success? 

Every hospital collects regular data on a daily, monthly and yearly basis.  DRG’s, length of stay and 
readmission rates are just a few. 

DRG’s identify either the main presenting diagnosis and/or the differential diagnosis of the 
individual, and your clinical information unit can provide this data on request.  For example, 
cognitive impairment is often presented as dementia and/or delirium which have a specific DRG 
code.  The clinical information unit can provide this data in groupings over a specific timeline and 
provide the associated length of stay and readmission rates with this group of your specific unit.  To 
show any change it is best to compare one group of data against another over the same timeline.  
For example, the afore mentioned Queensland hospital site compared 1 Dec 2014 to 30 April 2015 
with 1 Dec 2017 to 30 April 2018. 
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During the Dementia Discharge Pathway project, one of the sites chose to take a single aspect of the 
communication bundle (a family meeting to be conducted within 3 days (72hrs) of admission) and 
conducted a quality improvement project.  They were able to show improvements in length of stay 
and readmission rates with patients who had some form of cognitive impairment when they 
presented to hospital. 

To evaluate processes, one needs to do an audit of the chart.  This could be done on a day to day 
basis, weekly basis or monthly.  The longer time elapses the longer time is required offline to attend 
to the audit.  The audit essentially measures the timing and the usage of certain aspects of the 
communication bundle.  Thus, measuring the success of uptake of the communication bundle 

The chart audit can be done on a word document (See Appendix 7.3) then transferred into an excel 
spread sheet (See Appendix 7.4) or straight into the excel spread sheet.  The excel spread sheet 
allows for easier data analysis through filtering, and data presentation via graphs. 

The ability to show success of the project gives encouragement to the multidisciplinary team unit to 
continue and maintain positive change in work practices. 
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4. Implementation Strategies 

Each health care work unit will be presented with different needs and challenges in implementing 
the ‘My Discharge Pack’ communication bundle.  We therefore recommend that the ‘My Discharge 
Pack’ communication bundle be delivered with reference to an established implementation or 
quality improvement framework (e.g. Theoretical Domains Framework or Plan, Do, Check/Study, Act 
[PDSA]). Employing one of these frameworks will enable staff to identify existing organisational 
culture, systems and processes that influence how comprehensive care is delivered and where 
potential change may lead to improvement.  

4.1 Implementation theory  

Implementation theory assists in the identification of barriers and enablers to implementing practice 
improvements. The foundational concepts of implementation science are diffusion, dissemination, 
implementation, adoption, and sustainability (see Figure 1), and are critical elements of the process 
of successful implementation of evidence-based practice (Rabin, Brownson, Haire-Joshu, Kreuter, & 
Weaver, 2008; Rapport et al., 2018) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 1: Rabin’s Foundational concept (Rabin et al., 2008; Rapport et al., 2018) 

The five implementation components are presented in a circle to signify that they do not act 
interdependently or hierarchically, but are equally weighted elements of effective implementation 
(Rapport et al., 2018). The ordering of components is not fixed as it is dependent on circumstances, 
settings and situations. For example, if the intention to implement is dependent on the success of 
the adoption of an intervention, adoption may come before implementation, not after (Rapport et 
al., 2018). Implementation is an iterative process with action moving back and forwards between 
components before progressing (Fixsen, Blase, Naoom, & Wallace, 2009). 
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Your implementation strategy should be guided by a behavioural theory or framework, as 
organisational and individual factors (including healthcare workers’ behaviour) can have a 
considerable influence on effecting and sustaining change (Handley, Gorukanti, & Cattamanchi, 
2016). The Theoretical Domains Framework (TDF) enables those implementing change to recognise 
factors that may inhibit uptake and bring about positive behaviour change to support 
implementation (Atkins et al., 2017) The TDF was developed and refined by a collaboration of 
behavioural scientists and implementation researchers, and comprises a framework of 14 theoretical 
domains with behaviour change techniques (BCTs) pre-assigned to each domain (Cane, O’Connor, & 
Michie, 2012; Michie et al., 2005) see Table 1 for additional detail. Information on how to apply can 
be found in ‘A guide to using the Theoretical Domains Framework of behavioural change to 
investigate implementation problems’ (Atkins et al., 2017) an open access article available by 
clinking on the following link, 
https://implementationscience.biomedcentral.com/articles/10.1186/s13012-017-0605-9. 

Table 1: The Refined Theoretical Domains Framework  

1. Knowledge 
- Aware of guidelines and evidence? 

8. Intentions 
- How motivated is the actor to do this? 

2. Skills 
- Sufficient training in techniques 

required? 

9. Goals 
- How much of a priority is this action 

compared to other competing 
demands? 

3. Social/Professional role and indentity 
- Is the action part of what the actor sees 

as ‘typical’ of their profession? 

10. Memory, attention and decision processes 
- Does the actor ever forget? 
- Are there reminders in place? 

4. Belief about capabilities 
- Confident in capacity to do behaviour? 
- What makes it easier or difficult? 

11. Environmental context and resources 
- Are there sufficient resources to do the 

behaviour? 
- If not what is missing? 

5. Optimism 
- Is the actor generally optimistic that 

doing the behaviour will make a 
difference in the grand scheme of 
things? 

12. Social Influences 
- Who influences the decision to perform 

the behaviour? 

6. Beliefs about consequences 
- What are the positive and negative 

aspects of doing the behaviour? 

13. Emotion 
- Is performing the behavioiur stressful? 

7. Reinforcement 
- Does the behaviour lead to any 

personal or external reward when it is 
performed? 

14. Behavioural Regulation 
- What does the actor personally do to 

ensure they perform the behaviour? 

Ref: (Cane et al., 2012; Michie et al., 2005). 

 

4.2 Quality Improvement: 

Quality Improvement is undertaken across the healthcare continuum and informs changes in 
practice. Queensland Health has adopted PDSA, a simple and widely accepted healthcare quality 

https://implementationscience.biomedcentral.com/articles/10.1186/s13012-017-0605-9
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improvement model. The PDSA cycle is shorthand for testing a change — by planning it, trying it, 
observing the results, and acting on what is learned.   

The cycles are linked with three key questions. 

‘What are we trying to accomplish?’ 
‘How will we know that a change is an improvement?’  
‘What changes can we make that will result in improvement?’  

The Plan, Do, Check/Study, Act cycle is a systematic series of steps for gaining valuable learning and 
knowledge for the continual improvement of a service or process. Each cycle starts with hunches, 
theories and ideas and helps them evolve into knowledge that can inform action and, ultimately, 
produce positive outcomes. 

Plan: Recognize an opportunity and plan a change and is also referred to as the “analyse” step. This 
can be an analysis of current workflows, data or processes to identify any current gaps. 

Do: Test the change. Carry out a small-scale study. There are two steps in do which are Align and 
Act. Aligning refers to what needs to be done to address the gaps identified. Act refers to instruction 
provided and the parameters. 

Check/Study: Review the test, analyse the results and identify what you’ve learned. Formal and 
informal assessments take place continually. The use of local working groups and meetings can assist 
with the continual review and monitoring. 

Act: Take action based on what you learned in the study step. If the change did not work, go through 
the cycle again with a different plan. If you were successful, incorporate what you learned from the 
test into wider changes. Use what you learned to plan new improvements, beginning the cycle again. 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 2: The Model for Improvement (Langley, Moen, Nolan, Nolan, & Norman, 2009) 
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These quality improvements are usually: 

• Developed as a result of an identified need.  
• Data-driven.  
• Conducted in line with evidence-based practice.  
• Approved before commencement.  
• Identify whether resources are available to support and facilitate the activity.  
• Compliant with local policies, directives, standards, relevant guidelines and protocol.  
• Recorded on a local and organisational quality improvement registers.  
• Evaluated.  
• Able to share lessons learned in way that creates organisational efficiencies, maximises the 

benefits and facilitates continued improvement in health services and care. 

For more details on the PDSA framework, including how to set up an improvement project, go to the 
Institute for Healthcare Improvement website to access 

• The Quality Improvement Essentials Tool kit at 
http://www.ihi.org/resources/Pages/Tools/Quality-Improvement-Essentials-Toolkit.aspx    

• The Quality Improvement Project Charter at http://www.ihi.org/resources/Pages/Tools/QI-
Project-Charter.aspx  

4.3 Education/Training 

Essentially education and training will have the elements of: 

• Why the need to change our work practice? 
• What is the communication bundle? 
• Who will this communication bundle be delivered to? 
• What roles and responsibilities are involved in adopting the communication bundle into the 

workplace? (See Appendix 6: Roles and Responsibilities) 
• Collecting the data to measure success, and 
• Data inputting on spreadsheets and analysis 

Once the work unit decides how they will adopt the communication bundle whether it is part or 
whole, and on a case by case basis or as a blanket intervention, a training needs analysis must be 
undertaken by the multidisciplinary team (See Appendix 7.5) Example power point presentations for 
the education sessions are also available (See Appendix 7.6)  

If the multidisciplinary team decide to embark on a quality improvement project, hoping to generate 
and facilitate positive change in work practices, it is advisable that training in facilitation and/or 
quality improvement skills is undertaken, this will include project evaluation.  Queensland Health 
have many such leadership courses (See https://qheps.health.qld.gov.au/leadership/programs)   this 
includes embarking on a sponsored work site project.  

Mentoring may also be available from members of the Dementia Discharge Pathway project Team, 
contact project lead, Associate Professor Laurie Grealish on l.grealish@griffith.edu.au for details. 
  

http://www.ihi.org/resources/Pages/Tools/Quality-Improvement-Essentials-Toolkit.aspx
http://www.ihi.org/resources/Pages/Tools/QI-Project-Charter.aspx
http://www.ihi.org/resources/Pages/Tools/QI-Project-Charter.aspx
https://protect-au.mimecast.com/s/uFt8CK1qKYhLJAyvFM3Z9K?domain=qheps.health.qld.gov.au
mailto:l.grealish@griffith.edu.au
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5. Recommendations 

Discharge planning that is inclusive of the patient and their family members and conducted in a 
timely manner is known to support efficient transitions between care settings for older people (Fox 
et al., 2013). Partnering for Discharge aligns with the National Safety and Quality Health Service 
Standards (2nd edition) (ACSQHC, 2017). Partnering for Discharge provides an opportunity for 
patients and their family carers to partner in their care (Standard 2), supports the psycho-emotional 
care known to reduce harm in people with dementia (Standard 5), and provides an evidence-based 
process for high quality communication at a time critical to patient safety (Standard 6), in this case 
the time of discharge. As such, implementing Partnering for Discharge supports health services to 
demonstrate achievement in these three standards.  

It is therefore recommended that;  

 The ‘My Discharge Pack’ communication bundle be used to support safe, timely and 
effective discharge from hospital to home for patients and their family carer(s) that require 
additional support and engagement 

 The ‘My Discharge Pack’ communication bundle be delivered with reference to an 
established implementation or quality improvement framework (e.g. Theoretical Domains 
Framework or PDSA). Employing one of these frameworks will enable staff to identify 
existing organisational culture, systems and processes that influence how comprehensive 
care is delivered and where potential change may lead to improvement.  

 Prior to commencement a local project team be formed to plan the project commencing by 
identify gaps in existing discharge practices, ensuring the necessary education and 
evaluation components are in place for effective delivery and measurement of effectiveness, 
and to provide ongoing support and monitoring during project implementation. 
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7. Appendices 

7.1 EXAMPLE Consumer satisfaction survey 

 

You have received this survey because you or your family member you care for have been admitted 
into Med 5 and you or your family member are either transferring to another unit or being 
discharged. 
 
All information will be treated with the utmost confidence and no identifying information will be 
asked. 
 
Question 1 
Please indicate who you are                   Patient                    OR           family member 
 
Question 2 
Did you find meeting with the med 5 team early helpful? 
 
1       2                             3       4         5 
Very  unhelpful indifferent helpful  very helpful 
Unhelpful 
 
Question 3 
Did you find having a copy of the family meeting summary and ACTION plan useful? 
 
1       2                             3       4         5 
Not very Not useful indifferent useful  very useful 
Useful 
 
Question 4 
Did you find having someone to liaise with you on a regular basis helpful? 
 
1       2                             3       4         5 
Very  unhelpful indifferent helpful  very helpful 
Unhelpful 
 
A patient journal is a notepad which you can use to document your or your family member’s 
progress while in hospital. It can also be used as a communication tool between Med 5 staff and 
yourself and hold useful information about discharge. 
 
Question 5 
Did you have an opportunity to use the patient journal              YES                       NO 
 
Question 6 if YES – Did you find this useful 
 
1       2                             3       4         5 
Not very Not useful indifferent useful  very useful 
Useful 
 
 
Question 7 if NO – would you have liked the opportunity to have a “patient journal” 
 
YES                                          NO 
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7.2 Summary of recommendations from Townsville Hospital 

Theme Meeting 
discussed 

Issue Recommendation 

 

Multidisciplinary meeting with 
the family within 3 days from 
admission 

 Dec 2017  Family meeting templates were not used  - A template to be put in the electronic medical record 
(ieMR) 

- Training needed for staff 

 Jan 2018 Family meeting templates difficult to use if the 
person (key liaison person) writing up was not 
at the meeting  

 

- More training for staff needed especially considering 
there will be a change of medical staff 

- Perhaps changing the format of the family meeting 
summary in the future  

- May be trialled after the project is completed  

- Ask when it is acceptable to make changes to with the 
family meetings 

  Family meeting template -It is okay to change 
the format of the family meeting from end of 
April – when formal recruitment of the study 
is finished  

 

- Commence training to doctors re: new family meeting 
summary and action plan template in May 2018  

 

 March 
2018 

Family meeting template – training with the 
new doctors completed.  They still don’t use 
the template 

 

 This has remained the responsibility of the key liaison person.  
Medical staff are consistently writing up the family meeting 
discussions – this is good. Maybe for after the project if 
medical staff use lay language and transcribing in detail what 
was discussed in the family meeting is noted then this could 
be printed out and given to family 

Guide detailing the hospital’s 
routine and management to 
share with the family 

 SF does feel it is “all pushed” by herself and is 
doubtful of sustainable change if the key 
facilitator should “leave”. 

Should have x3 site facilitators – one of each discipline -
Nursing, Allied Health & Medical - to act as a “buddy” and 
support system 
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Theme Meeting 
discussed 

Issue Recommendation 

 

Patient’s Journal or diary of 
progress 

Jan 2018 Poor utilisation by staff and families 

Some families prefer face to face meetings 
with the medical staff and if they are not 
available, staff are easily accessible via phone 
next to the Administration Officer 

Key liaison staff member can ask the best and preferred 
method of communication whether they prefer via the 
Administration Officer or perhaps using the journal and 
perhaps reintroducing “This is me” 

 

 

Feb 2018 Utilizing the Journal is not a priority due to the 
allocation of patients being small. A blanket 
uptake is difficult to do because of the 
project’s inclusion criteria 

Possible to trial journal again in May 2018 like the family 
meeting template strategy with ALL patients who are 
admitted with cognitive impairment be it – dementia and/or 
delirium with or without family 

This is me 

 

Jan 2017 Only been filled in 30% (3/10) of the time. 
Carer takes it home and forgets to return it. 
Could possibly be because the carer is 
experiencing stress and is overwhelmed. 

Ask the nursing team if the journal and ‘This is me’ is useful 
for their work and if they can prompt the carer to use it 

 

 

 Utilizing ‘This is Me’ is not a priority due to the 
allocation of patients being small. A blanket 
uptake is difficult to do because of the 
project’s inclusion criteria 

Possible to trial ‘This is me’ again in May 2018 like the family 
meeting template strategy with ALL patients who are 
admitted with cognitive impairment be it – dementia and/or 
delirium with or without family 

 

 

March 
2018 

Little change has occurred other than uptake 
has been 15% (3/20) 

Discussion was made if an algorithm, flagging of “dementia” 
and filtering system could be done in ieMR so that “This is 
me” is incorporated into the ward’s nursing admission process 

 

Key Liaison staff member 

 

Jan 2018 This hasn’t been happening as clearly or 
explicitly, so the case management process is 
NOT being led by anyone due to some cases 
being short (less than 7 days stay).  

Lots of discussion but no concrete recommendations  

SF and AT/SS to explore getting the Action Plan written and 
given out in real time to the families to evaluate whether this 
is the tool that is leading or providing direction for the 
patient’s journey. 
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Theme Meeting 
discussed 

Issue Recommendation 

 

 

 

Feb 2018 Poor uptake, same issues were discussed 
about likely reasons for not allocating the key 
person early. 

Nurse Unit Manager (NUM) to make sure that shift 
coordinator prompt this during rapid rounds.  AT to try and 
get the AT to prompt as well at rapid rounds once main issues 
have been identified. 

Project roll out acceptance 

 

March 
2018 

The load of the work done by one SF and 
perhaps if it had been shared there would 
have been a better adaptation of ‘This is me’ 
and ‘my journal’ 

If this project is to be rolled out to other sites, there needs to 
be x3 site facilitators – one of each discipline, allied health, 
nursing and medical to act as a “buddy” and support system. 

 

 

 

 Research group will need to publish the 
findings  

This will give “credence” to the new work practice and thus 
support “system change”. 

SF did report that sometimes from “findings to published” 
there can be a “time lag” 
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7.3 EXAMPLE Process evaluation tool (Word) 
ID

EN
TI

TY
 Age Sex Date of admission and Discharge 

 

NO identifiable information AT ALL 

 

BA
CK

G
RO

U
N

D
 

Psychosocial, Include reason of admission and 
brief hospital mx 

 

 

 

 

 

 

AS
SE

SS
M

EN
T 

What Worked and Why? 

Think about… 

- family engagement/meeting process 

-allocation of roles 

-discharge goals (realistic, relevant & 
achievable) 

-DISCHARGE process checklist too 

-Lay discharge summary 

-Follow up process 

 

 

What Didn’t Work and Why? 

Think about… 

- family engagement/meeting process 

-allocation of roles 

-discharge goals (realistic, relevant & 
achievable) 

-DISCHARGE process checklist too 

-Lay Discharge summary 

-Follow up process 
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RE
CO

M
M

EN
DA

TI
O

N
S 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
SI

G
N

AT
U

RE
S 

Dated and signed by those present at evaluation 
– (at least 50% + 1=7) 

Name (PRINT) 

- 

- 

- 

- 

- 

- 

- 

Date 

 

Signature 

 

Procedure: 

1) The key liaison staff member will liaise with other relevant team members to complete sections 
identity, background and assessment to provide a report for the local steering committee of the 
dementia discharge processes project to review. 

2) The report(s) will then be reviewed and discussed during the dementia discharge processes project 
monthly meetings.   

3) Recommendations will be documented in the meetings minutes and collated for eventual review 
and report by June 2018 as a Quality Improvement Project by the Townsville site facilitator – Riri 
Santoso 
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7.4 EXAMPLE Process evaluation tool (Excel) 

 

 

 

 

 

CHART AUDIT -Spreadsheet

date Name Ur number
Family meeting within 3 
days (Y/N)

Family meeting and 
action plan 
documented and 
given to family (Y/N)

This is me completed 
(Y/N)

Post DC plan 
documented and 
given to family (Y/N) Comments (if no)
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7.5 Training needs analysis 

Key liaison staff member 

• Participant – Physiotherapist, OT, SW, Nurse navigator and Medical – likely registrar 
• Content  
 Key responsibilities 
 Journey board 
 “Partnering for discharge” package  

o Family meeting procedure, objectives, meeting template, summary template and Action Plan 
template 

o “This is me” – need to teach the nursing staff to approach family and patient to help complete 
this document 

o “Hospital guide” – this document will assist the staff member to show how the “Partnering for 
discharge” package works 

o “My Journal” – need to teach the key family member and/or patient how to use this document 
to help them keep up to date on the patient’s progress in hospital and the discharge 
plans/options arranged 

Nursing staff 

• Content 
 “Partnering for discharge” process 
 “This is me” – assist the patient and family member to complete this document 
 “My Journal” – arrange for easy and safe access of this document close to the patient’s bed area 

-  Encourage the family member to use it 
 “Readiness for discharge” questionnaire  

 

Nurse unit manager and/or delegate (eg those who regular act as shift coordinator) 

• Content 
 Key responsibilities 
 Journey board 
 Screening process 
 Seeking “interest” for the study 
 “Partnering for discharge” process 

 

Medical staff 

• Content 
 Key responsibilities 
 Alerting family member of possible family meeting in the next 2-3 days hence need for contact details 

updated with the Administration staff. 
 Screening process 
  “Partnering for discharge” process 
 “My journal” encourage making an indication that you had seen the patient  
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Allied Health, Elder Care and Indigenous Health Liaison Officer 

• Content 
 “Partnering for discharge” process 
 “My journal” encourage making an indication that you had seen the patient and provide contact details if 

family wish to know more 
 

Administration 

• Content 
 “Partnering for discharge” process 
 Where contact details of hospital staff are kept 
 Box for the “readiness for discharge” questionnaire  
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7.6 EXAMPLE PowerPoint presentations  

 

Link to be added to PP in the Clinical Excellence Queensland web page 
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	Which patients will receive the communication bundle?
	Who will be the champion to drive the change?
	How will you measure success?

	3.2 Quality Improvement Project
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