
International Journal of Nursing Studies 90 (2019) 13–20
Patient readiness for hospital discharge and its relationship to
discharge preparation and structural factors: A cross-sectional study

Cedric Mabirea,*, Stefanie Bachnickb, Dietmar Ausserhoferb,c, Michael Simonb,d,
the Match RN Study Group
a Institute of Higher Education and Research in Healthcare – IUFRS, University of Lausanne, Lausanne University Hospital, SV-A, Route de la Corniche 10, 1010
Lausanne, Switzerland
b Institute of Nursing Science, University of Basel, Bernoullistrasse 28, 4056 Basel, Switzerland
cClaudiana College of Health-Care Professions, Lorenz-Böhler-Straße 13, 39100 Bolzano Italy
d Inselspital Bern University Hospital, Nursing Research Unit, 3010 Bern, Switzerland

A R T I C L E I N F O

Article history:
Received 10 April 2018
Received in revised form 13 August 2018
Accepted 28 September 2018

Keywords:
Health care survey
Hospitals
Nursing care
Nurses work environment patient discharge
Quality of health care

A B S T R A C T

Background: Nursing discharge preparation is vital to successful hospital-to-home transitions. However,
despite a wealth of evidence on its effectiveness, little is known of the structure- and process-related
factors that facilitate or impede its use in clinical practice. Specifically, the associations between unit size
and type, leadership support, skill mix, staffing, nurse and patient characteristics, discharge teaching and
patient readiness for discharge have rarely been studied.
Objectives: This study aimed to explore the associations between structure-individual characteristics (i.e.,
unit, nurse and patient characteristics) and process-related (i.e., teaching of self-care and symptom
management) factors and patient readiness for hospital discharge.
Design: A secondary data analysis of the multicentre observational “Matching Registered Nurse services
with changing care demands (MatchRN)” study.
Setting and period: Data were collected between September 2015 and January 2016 on 123 surgical,
medical and mixed units in 23 Swiss acute care hospitals.
Participants: A total of 1833 registered nurses and 1755 patients were included in the analyses.
Methods: Structure-, process- and patient readiness-related hospital discharge variables were assessed
using validated items either from existing instruments or self-developed. Multilevel mixed-effects
logistic regression was used to test associations.
Results: Fewer than half of the patients hospitalized (47.8%) reported readiness for hospital discharge.
Fifty-eight percent reported receiving discharge preparation interventions for self-care and 30% for
symptom management. Patients’ readiness for hospital discharge was significantly lower in larger units
(β = �0.001; 95% confidence interval (CI) = �0.002 to �0.001) and on medical units (β = �0.44; 95% CI =
�0.70 to �0.19). Higher nurses’ experience (β = .004; 95% CI = 0.001 to 0.01), better patient self�reported
health (β = �0.11; 95% CI = �0.17 to �0.05), higher patient ratings of self-care teaching (β = 1.33; 95%
CI = 1.07–1.59) and symptom management teaching (β = 0.79; 95% CI = 0.52–1.06) were significantly
associated with greater patient readiness for hospital discharge.
Conclusions: Patient readiness for hospital discharge is associated with process- and structure-related
factors. Our findings suggest that, for successful uptake in clinical practice, the development and
implementation of effective discharge preparation programs should consider the structural context, i.e.,
patient population, unit size, and experience of nurses within the team. Further research, using a more
accurate measure of patient readiness for hospital discharge, is needed to test associations with the nurse
work environment and staffing.
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What is already known about the topic?

� Discharge preparation is a valuable nursing intervention for the
successful transition from hospital to home.

� Readiness for hospital discharge correlates positives with
nursing discharge preparation.

� Adequate nurse staffing increases patient readiness for hospital
discharge rates.

What this paper adds

� Patient readiness for hospital discharge decreases with larger
unit size and is lower in medical units.

� Organizational contextual factors such as leadership and
support, staffing and skill mix levels were not associated with
patients’ perceptions of discharge readiness.

� More experienced nurses and patient perception of discharge
preparation regarding teaching of self-care and symptom
management were associated with higher patient readiness
for hospital discharge.

1. Introduction

The value of nursing discharge preparation is well known for
patient transitions from hospital to home (Naylor et al., 2011).
Optimally, it ensures seamless continuity of care to meet patients’
post-discharge needs, thereby avoiding re-hospitalization (Cole-
man et al., 2006). As a process, discharge preparation encompasses
three key components: (1) assessment and planning of discharge
needs, including assessment of the readmission risk; (2) discharge
teaching (educational interventions); and (3) discharge coordina-
tion (arrangements for any necessary post-discharge support)
(Weiss et al., 2015). Nurses perform many of the core care activities
aimed at discharge preparation.

Strangely, the hospital context, or more precisely, certain
structures and processes, can actually impede the realization of
successful nursing discharge preparation. A meta-analysis of the
effectiveness of nursing discharge planning interventions on
health-related outcomes for older inpatients discharged home
had different results by country. Authors suggest that there may
be a link with the structure and organization of the discharge
preparation of each country (Mabire et al., 2018). Other studies
have shown that when nurses work in inadequately staffed
environments, for example, the delivery of nursing discharge
preparation is hampered (McHugh et al., 2013; Nosbusch et al.,
2011). In addition to overwhelming workloads, deficiencies
regarding nurses’ autonomy, interdisciplinary relationships,
managerial support, resources, and integration in decision
making processes on the ward can all lead to disruptions of
patient discharge preparation. Struggling to perform even the
highest-priority nursing duties, i.e., forced to ration their care,
nurses are more likely to leave this vital work undone
(Ausserhofer et al., 2014; McHugh et al., 2013; Schubert et al.,
2013).

Previous studies revealed that discharge preparation was left
undone by 58% of nurses in a Michigan hospital (Kalisch et al.,
2009), while a study in Pennsylvania revealed that on average 12%
of nurses across 168 hospitals reported that preparation of
patients and families for discharge was missed (Lucero et al.,
2010). In another study, more than one-third (35%) of nurses were
not confident that patients could manage their own care after
hospital discharge (Aiken et al., 2012). In Switzerland, 16.4% of
patients and families felt inadequately prepared for discharge,
38.3% of nurses failed to develop or update nursing care plans and
30.9% were unable to educate patients and their families
(Ausserhofer et al., 2014). Our previous work in Switzerland
found that nurses gave inadequate attention to discharge
preparation, with only one-third of older patients in medical
units receiving nursing discharge teaching interventions (Mabire
et al., 2015a,b).

The literature describes several structure- and process-
related factors and their impacts on patient discharge prepara-
tion. Weiss et al. (2011) demonstrated a positive association
between the number of hours during which nurses were
available to patients during hospitalization, higher quality of
patient-reported discharge teaching and lower subsequent
readmission rates. With more care time allocated per patient
day, nurses can invest more hours in time-consuming activities
such as discharge preparation. It has long been known that
understaffing, poor communication and pressure to discharge
patients quickly contributes to inappropriate discharge prepa-
ration (Anthony and Hudson-Barr, 1998; Bowles et al., 2003).
Conversely, other research has correlated negative nurse work
environment factors (e.g., understaffing) with poor discharge
preparation and higher readmission rates (Carthon et al., 2015;
Lasater and McHugh, 2016; Ma et al., 2015; Mistiaen et al.,
2007). Jha et al. (2009) reported more thorough discharge
preparation in smaller hospitals and in those with higher nurse-
to-patient-day ratios.

Another factor linking staffing structures with hospital patient
outcomes is nurse characteristics (Aiken et al., 2011,2014;
Needleman et al., 2011). For instance, the number and skill mix
of nurses (e.g., the numbers with Associate degrees, Bachelors of
Science in Nursing, or advanced practice designations) is crucial to
plan, organize, direct and provide the care and services required by
complex patients (Krichbaum et al., 2007).

Patient-reported readiness for discharge is a widely-used
outcome metric of the discharge preparation process and a
predictor of readmission risk (Weiss et al., 2014). Character-
ized as “a complex multidimensional, multiphase phenome-
non that provides an estimate of a person’s ability to leave the
hospital (Bobay et al., 2010), patient readiness for hospital
discharge correlates positively with the quality of discharge
teaching (Weiss et al., 2007). Patients and their family
caregivers often perceive that they are not adequately
prepared for discharge and have attributed post-discharge
problems to their unmet information needs (Driscoll, 2000;
Henderson and Zernike, 2001).

Research generally supports the efficacy of discharge prepara-
tion interventions, but findings are mixed, particularly when
interventions are translated to clinical settings (McHugh and Ma,
2013). Resolving this translational difficulty will require a clearer
understanding of structure- and process-related factors that
facilitate or impede nursing discharge preparation and patients’
readiness for discharge. Therefore, with this study we aimed to
explore the associations between structure-individual character-
istics (i.e., unit, nurse and patient characteristics) and process-
related (i.e., teaching of self-care and symptom management)
factors and patient readiness for hospital discharge.

2. Conceptual framework

This study was informed by the Quality of medical care Model
from Donabedian’s (2005) classic structure, process and outcome
concepts in the theory of quality care relationships. Our specific
model was adapted to the context of research on discharge
preparation, and describes relationships with unit characteristics,
organizational context, nurse characteristics, patient perception of
discharge preparation processes and patient readiness for hospital
discharge (Fig. 1).



Fig. 1. Conceptual model (Donabedian, 2005).
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3. Methods

3.1. Study design, setting and sample

This is a secondary data analysis of the multi-centred, cross-
sectional, multilevel “Matching Registered Nurse services with
changing care demands (MatchRN)” study design with data
collected at the hospital, unit, nurse and patient levels (Bachnick
et al., 2017).

A survey was distributed to medical, surgical and mixed Swiss
acute care hospital units across the country’s three (German,
French and Italian) language regions. All registered nurses involved
in direct care were asked to complete the survey. Patients
hospitalised on these units at the time of data collection were
invited to participate if they fulfilled the following inclusion
criteria: aged 18 years or older; sufficiently healthy to participate;
hospitalized at least 48 h; good understanding of German, French
or Italian language; not having previously completed the
questionnaire.

3.2. Data sources, variables and measurements

The MatchRN survey is based on the RN4CAST survey (Sermeus
et al., 2011), with modified scales and additional items. The scales
have undergone validity and reliability testing and have been used
successfully in previous national and international outcome
studies (Aiken et al., 2002; Sermeus et al., 2011). Details of the
MatchRN survey methodology are reported elsewhere (Bachnick
et al., 2017). In brief, the nurse survey contained over 177 items
across 15 different scales, the patient survey 37 items from five
scales, and the unit survey 9 items on a single scale.

3.2.1. Outcome variable
The outcome variable of patient readiness for hospital discharge

was evaluated by a single item: “Did you perceive that the
institution prepared you for the time after the treatment was
finished?”. The answer options ranged from 1 (‘absolutely not’) to 5
(‘very large extend’), with additional answer option “I don’t know.”
We dichotomized the responses as feeling prepared (4 and 5) or
not prepared (1–3). Responses of “I don’t know” were treated as
missing data.
3.2.2. Explanatory variables
Patient perception of discharge teaching was evaluated via two

items from the Hospital Consumer Assessment of Healthcare
Providers and Systems (HCAHPS) survey (AHRQ). Of these, one was
related to self-care: “During this hospital stay, have physicians,
nursing staff or any other caregivers told you about the necessary
care after hospital discharge?” Another was related to post-
discharge symptom management: “During this hospital stay, have
you received written information regarding symptoms or health
problems that you will need to be aware of when you leave the
hospital?” Each of these items had three answer options: yes, no, or
not necessary. Not necessary answers were treated as no response,
because in this case patient didn’t received discharge teaching
intervention.

3.2.3. Control variables
To describe the hospital sample, single items related to

institutional type (teaching status, general or district hospital)
and language region (German, French or Italian) were included in
the hospital survey. Two items from the self-developed unit survey
gathered data on each participating unit’s size (number of beds)
and type (medical, surgical or mixed).

Nurses provided information on their age (in years), gender
(male/female), professional experience (years), percentage of
employment, and educational background (bachelor’s degree or
not), which we used to create a unit-level measure of the
percentage of nurses with Bachelors of Science in Nursing degrees
and their number of years of professional experience (Aiken et al.,
2003).

Organizational context was described based on reports of
leadership and support, skill mix and staffing. Leadership and
support elements were assessed using a 5-item Leadership and
Support of Nurses subscale extracted from the 32-question
Practice Environment Scale, Nursing Work Index–Revised (PES–
NWI–R) (Lake, 2002). Each scale item includes four Likert-type
answer options ranging from 1 (strongly disagree) to 4 (strongly
agree). Staffing and skill mix were measured with a set of self-
developed items on the total numbers of patients and licensed/
registered nurses on the most recent shift worked. These items
have been the basis of several landmark studies in the field,
including the RN4CAST study (Aiken et al., 2002, 2014). Staffing
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level was calculated as the ratio of the total number of patients to
the total number of registered nurses working on the unit during
the respondents’ most recent shift. Skill mix was computed as the
percentage of registered nurses among the total number of nurses
working on the most recent shift.

Patient self-rated functional health status was assessed with
the EuroQol–5 Dimension–3 Level (EQ–5D–3 l) scale. The EQ–5D–
3L’s five dimensions are mobility, self-care, usual activities, pain/
discomfort, and anxiety/depression. Each item presents three
answer options: 1 (no problems); 2 (some problems); and 3
(extreme/debilitating problems). A total score for each patient was
calculated by adding the result of the 5 items. Scores are indexed
with consideration for age and gender to indicate the extent to
which a health problem exists on each dimension. Our patient
survey also included three elements of demographic information:
age (year), gender (male/female), and education level (nor
graduation to university degree).

3.2.4. Survey translation and validity testing
The extracted scales and items were originally composed in

English. As they were not available in German, French or Italian,
they were translated into German using a modified Brislin
protocol, a systematic translation process (Jones et al., 2001).
The details of the translation and validation processes have been
previously described (Bachnick et al., 2017).

3.3. Data collection and analysis

Between September 2015 and January 2016, all participating
hospitals and units received and completed the questionnaires.
Nurses on the respective units identified and recruited eligible
patients, while hospital and unit managers collected administra-
tive data on participating units and hospitals.

For the initial steps of the analysis, we examined the descriptive
statistics for the hospital, unit and nurse characteristics, as well as
the patients’ perceptions of their discharge preparation and
readiness for hospital discharge. Variables were summarized with
appropriate descriptive (frequencies, percentages, means, SDs and
ranges) and explorative measures based on measurement levels
and data distributions.

Multilevel multivariate regression analysis was performed to
examine the relationships between the variables of unit structure,
nursing work environment, nurses’ and patients’ characteristics,
and patient perceptions of discharge teaching with the variable of
patient readiness for hospital discharge. Because the data were
clustered (patient data = level 1; nurse survey data and unit
data = level 2), the effects of the various characteristics were
estimated using a random intercept model with hierarchical linear
modelling (Rabe-Hesketh and Skrondal, 2012).

A bottom-up multilevel modelling approach was used, as
described by Hox (2010). We began by building up the model’s
fixed part (intercept-only model). The random part was then
incorporated via step-by-step addition of the various parameters.
At each step, we inspected the estimates and standard errors to
determine which parameters were significant (Raudenbush and
Bryk, 2002). Multiple imputation by chained equations (van
Buuren and Groothuis-Oudshoorn, 2011) was used to handle
missing data for variables relating to the patient and nurse
questionnaires. Regarding the patient questionnaire, 0%–13.4% of
data were missing, depending on the variable; 0%–4.1% were
missing from the nurse questionnaire. Prior to imputation, 1519 of
1755 patient questionnaires and 1759 of 1833 nurse question-
naires were complete regarding all variables of interest.
Sensitivity analyses were done to compare the results of patients
with more than two days of hospitalization (initial inclusion
criteria) and those with less than two days of hospitalization. The
results did not show any significant differences in results and to
avoid the problems of sample size the initial selection criteria was
retained.

Stata 14.2 data analysis and statistical software was used for the
main data analysis (Stata, 2015). Multiple imputation was done
using the R software version 1.1 (R Development Core Team, 2017)
and the Multivariate Imputation by Chained Equations (MICE)
version 2.23 (van Buuren and Groothuis-Oudshoorn, 2011)
package. Statistical significance was set at p < 0.05 for multivariate
analysis.

3.4. Ethical considerations

Nurses and patients received their respective questionnaires
introducing the study’s purpose, explaining and guaranteeing
the protection of their anonymity, and emphasizing that
participation was voluntary (Bachnick et al., 2017). To protect
the anonymity of all individual participants, we applied relevant
protection mechanisms (e.g., coded dataset numbers, secure
data storage). MatchRN was exempt from all cantonal ethical
committees responsible for the participating hospitals (EKNZ
UBE 15/59).

4. Results

4.1. Sample description

A total of 23 hospitals from Switzerland’s three language
regions participated in the study. More than two thirds of the
included institutions (n = 16) were general hospitals; the average
number of beds was 368 (range 67–920). We obtained data on 123
units from these hospitals. Further characteristics of the hospital
sample are presented in Table 1.

Data were retrieved from 1833 registered nurses and 1755
patients. The mean response rate of nurses was 78%, (range: 17%–
100%); the patients’ mean response rate across all units was 72%
(range: 17–100%). For registered nurses, the majority (87.8%) were
female with a mean age at 35.3 years (SD = 10.6); slightly more than
half (52.7%) were working part-time. The mean length of
professional experience was 8 years (SD = 8.4). More than two-
thirds of the nurses (71.7%) had a vocational training (Table 1).
Concerning the socio-demographic characteristics of the patients,
56.5% were male; the mean age was 67.0 years (SD = 15.8). The
mean length of stay was 8.2 days (SD = 11.2). At the time of the
survey, the patients had been hospitalized for a mean of 3.4 days
(SD = 4.4) (Table 2).

4.2. Patient perception of discharge teaching and readiness

Results of the descriptive analysis regarding patient perceptions
of discharge preparation showed that the majority (62.2%) of
patients had been given information about self-care during their
hospitalization (Table 3).

4.3. Association of unit- and structure-related factors and patient
readiness for hospital discharge

We identified unit characteristics associated with patient
readiness for hospital discharge. Medical and larger units were
significantly associated with lower levels of readiness (Table 4). No
variables of the organizational context (i.e., leadership support,
staffing and skill mix) were significant predictors of patient
readiness for hospital discharge. While units with more experi-
enced nurses were significantly associated with higher patient
readiness, education level had no significant effect.



Table 1
Hospital, unit, nurse and organizational factor characteristics.

n (%) Mean (SD)
Min-Max

Hospital characteristics (n = 23 hospitals)
Number of beds 368.3 (281.9)

67–920
Type

Teaching hospital 4 (17.4)
General hospital 16 (69.6)
District hospital 3 (13.0)

Language region
German-speaking part 15 (65.2)
French-speaking part 4 (17.4)
Italian-speaking part 4 (17.4)

Unit characteristics (n = 123 units)
Unit type
Medical 62 (50.4)
Surgical 54 (43.9)
Mixed 7 (5.7)

Nurse characteristics (n = 1833)
Age 35.3 (10.6)

20 - 64
Gender, female 1610 (87.8)
Percentage of employment
100% 867 (47.3)
76-99% 478 (26.1)
51-75% 200 (10.9)
10-50% 288 (15.7)
Education level
Bachelor degree 518 (28.3)
Vocational training 1315 (71.7)
Professional experience (years) 8.1 (8.4)

0 - 39
Organizational factors

Leadership and support (PES-NWI-R) (1-4)a 3.1 (0.6)
1 - 4

Skill mix (% of RNs) 0.6 (0.2)
1 - 6

Staffing (Patient-to-nurse ratio) 7.0 (4.1)
0.4 - 31

Min. = Minimum; Max. = Maximum; SD = Standard Deviation. PES–NWI–R = Practice
Environment Scale of the Revised Nursing Work Index. RNs = Registered Nurses.

a 1 = strongly disagree; 2 = somewhat disagree; 3 = somewhat agree, 4 = strongly
agree.
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Better patient self-reported health status predicted an increase
in patient readiness for hospital discharge. Both discharge teaching
interventions (related to self-care teaching) and symptom
management also predicted increased patient readiness for
hospital discharge.
Table 2
Patient characteristics (n = 1755).

n (%) Mean (SD)
Range

Patient characteristics
Age 67.0 (15.8)

19 - 97
Gender, female 743 (44.5)
Education level

No graduation 39 (2.4)
Primary education 355 (21.9)
Professional school 679 (41.9)
Secondary education 370 (22.8)
Tertiary education 179 (11.0)
Hospitalization

Length of stay 8.2 (11.2)
Remaining days 3.4 (4.4)
Functional status
EQ-5D-3 L (5-15)a 8.0 (2.1)

SD = Standard Deviation. EQ-5D-3 L = EuroQol-5 Dimension-3 Level scale.
a 5 = no problem; 10 = some problems; 15 = extreme problems.
5. Discussion

The aim of this study was to explore the associations linking
structure- and process-related factors with patient readiness for
discharge. Patient readiness for hospital discharge ratings were
higher in patients who had received discharge teaching inter-
ventions, in units whose nurses had high overall levels of
professional experience, and where patients provided higher
self-ratings of their health status. In larger medical units, patient
readiness for hospital discharge was lower. The organizational
context (i.e., leadership support, staffing and skill mix) was not
associated with patient readiness for hospital discharge.

In contrast, Weiss et al. (2011) linked unit-level staffing to the
quality of the nursing care process (i.e., discharge teaching) and to
outcomes at discharge (i.e., readiness). One possible explanation
for this difference in findings may be that we evaluated patient
readiness with a single item, whereas Weiss et al. (2007) used the
eight-item Readiness for Hospital Discharge Scale. Patients are
known to overestimate their readiness for hospital discharge when
it is assessed with a single item rather than with a more
comprehensive scale. Weiss et al. (2014) furthermore demonstrat-
ed that a higher nurse assessment of discharge readiness was
associated with lower 30-day readmission rates. Still, van Galen
et al. (2017) demonstrated that, among patients who self-reported
readiness for discharge (single item), 30-day readmission was less
likely (odds ratio = 0.55; 95% confidence interval = 0.40 to 0.75). In
future research, the evaluation of readiness for hospital discharge
should be evaluated with a validated scale such as Weiss et al. scale
(2014).

It was surprising that staffing and skill mix were not associated
with patient readiness for discharge, nursing experience was. So,
while time spent in nursing does not make every nurse an expert, it
is an antecedent of expertise (Hutchinson et al., 2016), i.e.,
experience is necessary but not sufficient in itself for the
development of expertise (Bobay, 2004). In our study we have
evaluated the years of nursing experience, but several authors
agree that this is associated with a better discharge preparation.
Nosbusch et al. (2011) in a study of challenges confronting acute
care staff nurses in discharge planning, found that years of nursing
experience emerged as a predictive factor of 30-day readmission
rates. The authors hypothesized that experienced nurses were
more effective coordinators of discharge plans than novices or
view discharge preparation as more of a priority compared to less
experienced nurses. In another study, investigating the responses
of patients, nurses, physicians and social workers, Bull et al. (1995)
identified experience, including prior contact with a particular
patient and the professionals’ exposure to discharge planning and
older adults, as significant influences on discharge planning
communication. Consistent with this finding, Tilus (2002)
correlated experience (in years) at the same hospital with the
success of collaborative discharge planning (Tilus, 2002).

More experienced nurses have also been shown to provide
higher-quality care in others domains of discharge preparation. For
example, two studies of unit-level nurse staffing associated nurse
experience inversely with inpatient medication errors (Blegen
et al., 2001) and mortality (Van den Heede et al., 2009). This result
is important for clinical practice because it suggests that, in order
to provide high quality discharge preparation, nursing teams
should include a certain proportion of experienced nurses. This
should encourage managers not only to value nurses’ experience
but also to organize unit-level staffing in ways that promote an
overall development of expertise, especially regarding discharge
preparation (Simmons et al., 2003).

Unit size, i.e., bed count, had a small but significant inverse
relationship with patient readiness of hospital discharge. It is
already known that greater hospital size is significantly related to



Table 3
Patient perception of discharge teaching and readiness.

n (%)

Self-care
Yes 1014 (62.2)
No 367 (22.5)
Not necessary 248 (15.3)

Symptom management
Yes 534 (33.3)
No 751 (46.8)
Not necessary 318 (19.9)

Discharge readiness
Not at all 97 (6.2)
To little extend 132 (8.5)
To moderate extend 243 (15.6)
To large extend 489 (31.4)
To very large extend 349 (22.4)
I don’t know 249 (15.9)
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lower patient satisfaction (Mendelson et al., 2017; Wang et al.,
2016). One reasonable hypothesis is that larger hospitals’ higher
complexity of coordination of care, often involving more complex
patient needs, negatively impact the organization of patient care.

Previous studies also revealed a positive association between
nurses’ delivery of discharge teaching interventions and patient
readiness for hospital discharge. Measuring the time allocated to
discharge teaching interventions from nurses’ reports, Weiss et al.
(2011) found a positive association with patient readiness for
discharge. In our study, we evaluated discharge teaching in a
different way; i.e., by analysing patients’ perceptions of how
adequately their nurses had instructed them regarding self-care
and symptom management. Notably, the results converge regard-
less of whether the nurses’ or the patients’ perspectives were
analysed, confirming that discharge teaching is a valuable
component of patient preparation for hospital discharge. This is
an important result for nursing practice, discharge teaching is a
core component of discharge planning to prepare patient to return
at home. Further research is needed to improve our knowledge on
how to teach patient.

These results suggest that nurses’ discharge teaching during
hospitalization could decrease the occurrence of 30-day hospital
readmission (Weiss et al., 2014). Simply asking patients at the
bedside whether they feel ready for discharge may be a first step
towards improving the current results (Wallace et al., 2016; Weiss
et al., 2015). Evaluation of discharge readiness is not currently a
standard pre-discharge practice, either to increase patient security
Table 4
Associations linking unit structure, organizational context, nurses’ and
teaching with patient readiness for hospital discharge.

Variables β (P-

Unit characteristics
Unit size �0.0
Medical unit �0.4
Surgical unit 0.10

Organizational context
Leadership and Support (PES-NWI–R) �0.2
Staffing �0.0
Skill mix �0.1

Nurses’ characteristics
Professional experience 0.04
Education level 0.28

Patient’ characteristics
EQ-5D-3L �0.1

Discharge teaching
Self-care teaching 1.33
Symptom management teaching 0.79

PES-NWI–R = Practice Environment Scale of the Revised Nursing Work
and quality measurement or to improve discharge preparation.
Pre-discharge implementation of these assessments may promote
early identification of patients who lack adequate knowledge
about post-discharge symptom management and other self-
management skills (Coffey and McCarthy, 2013).

In brief, the implementation of discharge preparation inter-
ventions should consider not only the effectiveness of the
interventions but also the hospital context in which they are
delivered. This would provide a greater level of understanding
about how each intervention influences the discharge process and
which systems or processes are affected. Future research needs to
further investigate the relationship between context and mecha-
nisms of discharge preparation. Increasing our understanding in
this respect would enhance the translation of discharge research
into clinical practice, enabling us to determine whether we are
addressing the real barriers to effective, timely and safe discharge,
or simply their symptoms.

6. Strengths and limitations of the study

The nature of this study’s cross-sectional design limits our
ability to determine causal relationships between organizational
context, nurses’ interventions and patient readiness for discharge.
Also, despite controlling for various patient and unit character-
istics, it remains possible that we have omitted relevant covariates.
Although we included a large national sample of Swiss acute-care
hospitals, we investigated only registered nurses and patients from
general medical, surgical and mixed medical-surgical units, which
limits the generalizability of findings to these specific settings.

Despite selecting patients with a hospital stay of greater than
24 h, we cannot be certain that all patients were informed of their
discharge dates and were therefore able to know whether they
were sufficiently prepared for discharge. It is likely that some of the
participants' negative responses were related to the fact that their
discharge preparation was simply not complete at the time of the
survey. Furthermore, our sampling favours patients who are
capable of responding to a questionnaire therefore limiting the
ability of the study generalising to more severe patients.

Several studies demonstrated that patients living alone at
home have a lower readiness for hospital discharge (Coffey and
McCarthy, 2012; Mabire et al., 2015a,b, Weiss et al., 2014, 2007).
In future research, it will be necessary to have this information
about the characteristics of the patients because it could
moderate the relationship with the readiness for hospital
discharge.
 patients’ characteristics, and patient perception of discharge

value) 95% confidence interval

01 (0.001) �0.002, -0.001
47 (0.001) �0.700, -0.195
6 (0.714) �0.462, 0.674

41 (0.142) �0.562, 0.080
61 (0.114) �0.138, 0.015
08 (0.623) �0.541, 0.324

8 (0.048) 0.001, 0.095
8 (0.313) �0.271, 0.847

12 (0.001) �0.169, -0.054

5 (0.001) 1.075, 1.594
4 (0.001) 0.525, 1.065

 Index, EQ-5D-3 L = EuroQol-5 Dimension-3 Level scale.
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7. Conclusions

Patients’ readiness for hospital discharge was associated with
their perceptions of discharge preparation interventions, with
their nurses’ professional experience and with the structure of
their units. Elements of the organizational context, including
leadership and support, staffing and skill mix, did not influence
patient readiness for hospital discharge in this study. This result is
inconsistent with findings from previous studies and invites
further research on the relationship between nursing discharge
preparation and hospital context. Our findings suggest, however,
that contextual factors on both the individual and the hospital
level–especially nurse experience– are related to patient readiness
for hospital discharge and must be considered when making
human resource decisions. For clinical nursing practice, these
results reinforce the importance of discharge teaching for the
preparation of patient discharge. This study is promising to
continue research on the relationship between the health care
environment, the models and mechanisms of discharge prepara-
tion, and the effects on patient readiness for hospital discharge and
readmission.
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