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Strengths and limitations of this study

 ► This study, to our knowledge, is the first to explore 
hospital physicians’ views on readmissions from the 
primary healthcare service to the hospitals.

 ► The sample consists of fellows and residents from 
several specialties within the surgical and medical 
fields, providing diverse perspectives on the ad-
dressed issues.

 ► The inclusion of a larger sample of physicians from 
additional medical specialties, as well as other 
healthcare personnel, patients and their next of kin, 
would have provided valuable insights into the is-
sues identified in this study.

AbStrACt
Objectives To explore hospital physicians’ views on 
readmission and discharge processes in the interface 
between hospitals and municipalities.
Design Qualitative case study.
Setting The Norwegian healthcare system.
Participants Fifteen hospital physicians (residents and 
consultants) from one hospital, involved in the treatment 
and discharge of patients.
results The results of this study showed that patients 
were being discharged earlier, with more complex 
medical conditions, than they had been previously, and 
that discharges sometimes were perceived as premature. 
Insufficient capacity at the hospital resulted in pressure 
to discharge patients, but the primary healthcare 
service of the area was not always able to assume care 
of these patients. Communication between levels of 
the healthcare service was limited. The hospital stay 
summary was the most important, and sometimes only, 
form of communication between levels. The discharge 
process was described as complicated and was affected 
by healthcare personnel, by patients themselves and by 
aspects of the primary healthcare service. Early hospital 
discharges, poor communication between healthcare 
services and inadequacies in the discharge process were 
perceived to affect hospital readmissions.
Conclusion The results of this study provide a better 
understanding of hospital physicians’ views on the 
discharge and hospital readmission processes in the 
interface between the hospital and the primary healthcare 
service. The study also identifies discrepancies in 
governmental requirements, reform regulations and 
current practices in municipalities and hospitals.

bACkgrOunD
Hospital readmissions are a well-known 
problem in healthcare services worldwide1–5 
with the hospital discharge process as an 
influential factor.6–8 Hospital discharge 
procedures play a critical role in the quality 
of transitional care, specifically on the conti-
nuity of information about patients’ treat-
ments, or recommendations for further care.6 
Hospital discharges require communication 
and coordination among stakeholders and 
multidisciplinary teams within a hospital, and 
often communication and coordination with 
stakeholders in a primary healthcare service, 

such as nursing home personnel, homecare 
personnel and general practitioners (GPs).9 
Further, the discharge process involves several 
steps,10 starting with the hospital admission, 
and ending when the patient goes home or 
to another healthcare facility (figure 1). The 
literature has described the transition from 
the hospital to other healthcare services as 
prone to error and accompanied by a risk of 
adverse events, such as uncoordinated care 
and hospital readmissions.6 11 12

In 2018, readmission rates varied from 
11.8% to 18% in Norwegian hospitals.4 
A reduction in readmission rates and the 
implementation of well-coordinated transi-
tions between healthcare services have been 
common goals of Norwegian healthcare 
services. Reducing readmission rates and 
coordinated transitions are also overall aims 
of the Norwegian Ministry of Health and Care 
Services in terms of the quality of services 
offered and guaranteeing patient safety.13–15 
This became particularly evident after the 
introduction of an extensive health reform 
(the Coordination reform) in the Norwegian 
healthcare service in 2012. The reform has 
led to changes, such as shorter hospital stays, 
increased pressures on primary healthcare 
services and a suspected increase in readmis-
sion rates.16 17
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Figure 1 The hospital discharge process.

Different ways of overcoming risks in care transi-
tions and reducing readmissions may exist worldwide. 
In Norway, the Coordination reform was an attempt to 
provide seamless transitions by obligating all municipal-
ities responsible for the provision of primary healthcare 
services to form cooperative agreements with their respec-
tive health trusts.18 These agreements must stipulate who 
is responsible for healthcare tasks and state guidelines 
for cooperative efforts in hospital admissions, discharges 
and rehabilitation. They must also outline cooperative 
processes for patients who are ready for hospital discharge 
but in need of further primary healthcare services (eg, 
nursing home, home care service and primary care physi-
cians) in a municipality.19

Hospital readmissions, hospital discharges and tran-
sitional care have previously been well investigated. 
However, most of the research have separated the three 
entities, and examined them at each level of the health-
care service.20–23 For example, factors affecting hospital 
readmissions have been explored within the realm of 

primary healthcare services (eg, nurse turnover, nurse 
staffing and performance and care quality)24–26 or 
secondary healthcare services (eg, staff responsiveness, 
length of stay and medication-related events).27–29

In two previous studies of hospital readmissions, 
we found that patients with more complex medical 
conditions were discharged from the hospital earlier, 
increasing the responsibilities of primary care physicians 
(eg, nursing home physicians and GPs) and creating a 
need for increased competence among the primary care 
nursing staff. However, nurse competence varied within 
the primary healthcare services, as did physician staffing 
and experience. Cooperation and information exchange 
between the hospital and the primary healthcare services 
in the municipalities were both seen as insufficient, espe-
cially during the discharge process.7 30

To paint a more comprehensive picture of hospital 
readmissions from primary healthcare services, we 
explored the discharge process from the hospital physi-
cians’ perspective and investigated their views on hospital 
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readmissions from the primary healthcare service. Knowl-
edge about the discharging physicians’ views on the 
primary healthcare service to which a patient is being 
discharged as well as how factors of primary healthcare 
and the discharge process affect hospital readmissions 
could be helpful in understanding the overall process of 
hospital readmissions.

Context
Norway has a primary healthcare service (eg, nursing 
homes, home care service and GPs) and a secondary 
healthcare service (eg, hospitals and psychiatric facili-
ties); each with separate sources of funding. Norwegian 
municipalities, which are geographically limited areas or 
communities with some degree of independence from 
higher government bodies,31 are by law responsible for 
ensuring primary healthcare services for their citizens. 
The Norwegian state has the main responsibility for 
secondary healthcare services through four regional 
health trusts, which are responsible for running the 
hospitals within their respective regions.32 Improving the 
cooperation and coordination between the two services 
has been an important governmental goal for the past 
decade. Efforts to ensure holistic patient care culminated 
in the introduction of the Coordination reform in 2012.33

The Coordination reform includes target strategies, 
such as preventive healthcare, earlier treatment and 
better cooperation, offering the right treatment at the 
right time and place, and a holistic and coordinated 
patient-centred healthcare service.34 Consequently, more 
healthcare responsibilities have been transferred from 
the hospital to the municipalities.35 36 When a hospitalised 
patient is assessed as ready for discharge by the hospital 
physicians, any further responsibility for treatment or 
rehabilitation lies with the municipality. The municipality 
has the authority to decide what care services a patient 
will receive after discharge from a hospital; health profes-
sionals in a decision office unit exercise this authority.37 
If a municipality is not able to provide adequate care at 
this point, an expense of US$570 per day will be levied 
on the municipality until it can fulfil its obligations.38 The 
overall average length of a hospital stay in the investigated 
area was 7.3 days in 2018. The average length of stay for 
patients after being deemed as ready for discharge was 4.1 
days in the same year.39

Following the Coordination reform, systems for elec-
tronic communication were implemented to secure 
adequate communication between healthcare services.10 33 
Electronic communication is principally nurse-to-nurse 
communication between the hospital, primary healthcare 
services (nursing homes or home care personnel) and 
the decision office.40 Hospital physicians use electronic 
communication when sending hospital stay summaries 
(HSSs) or outpatient notes to GPs. However, the physi-
cians cannot send these documents electronically to 
nursing home physicians or nurses. There are multiple 
reasons for this: The establishment of electronic docu-
mentation and communication has been a governmental 

goal connected to the Coordination reform.41 However, 
finding suitable solutions for all communication lines has 
been a process that is not yet complete.42 In Norway, there 
are over 400 different municipalities, all of which have 
their own documentation systems. Moreover, physician 
staffing arrangements vary between nursing homes (eg, 
regular nursing home physicians may be available during 
office hours but not weekends; several GPs may share 
nursing home tasks; different nursing home wards may 
have different physicians). It is therefore difficult for a 
hospital physician to know which nursing home physician 
should receive the HSS. Additionally, there are usually no 
common electronic addresses for a nursing home, so the 
HSS needs to be addressed to a specific physician. Conse-
quently, patient HSSs are sent to the GP who is respon-
sible for coordinating their ongoing care. A temporary 
solution for sending short messages between a primary 
healthcare service and a hospital has been introduced in 
some parts of the healthcare system, pending a national 
scheme.43

Aim Of the StuDy
The aim of this study was to explore hospital physicians’ 
views on the readmission and discharge processes for 
elderly patients in the interface between the hospital and 
municipalities. The following research questions guided 
our study:
1. What factors inside and outside the hospital do hos-

pital physicians believe affect the hospital discharge 
process?

2. How do hospital physicians reflect on reasons for hos-
pital readmissions?

methODS
Study design
This study was conducted in accordance with Yin’s descrip-
tion of case study research,44 45 and it explored hospital 
readmissions from a primary care perspective.7 30 A case 
was defined as a municipality and an affiliated hospital. 
Two municipalities were included. The study focused on 
readmissions from the perspective of physicians working 
at the hospital that served the two included municipali-
ties. Standards for reporting qualitative research (SRQR) 
guidelines (see online supplementary file 1) were used in 
this article.46

Sample and recruitment
Fifteen hospital physicians from different medical and 
surgical fields (table 1) in a medium-sized Norwegian 
hospital were recruited. Eligible participants were either 
consultants or residents involved in both the treatment 
and the discharge of patients, working in wards with a 
large proportion of elderly patients. Physicians working in 
wards where involvement with elderly patients was limited 
(eg, paediatric wards or maternity wards) were not invited 
to participate in the study. The hospital physicians were 

https://dx.doi.org/10.1136/bmjopen-2019-031297
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Table 1 Overview of included physicians

Medical ward Surgical ward

Fellow
6

Resident
3

Fellow
5

Resident
3

Years of 
experience

18–38 1–3 5–28 1–3

recruited with help from the hospitals’ administrative 
staff (Coordination consultant). In addition, snowball 
sampling was used because recruited hospital physi-
cians encouraged their colleagues to participate. Some 
physicians were recruited through social networks and 
personal contacts.47 Two physicians volunteered to partic-
ipate after an oral presentation of the study was given at a 
morning meeting.

Data collection
Semistructured interviews were conducted with 15 
hospital physicians between August 2018 and January 
2019. Each interview took approximately 30 min, 
depending on participant responses. The interviews 
covered several subjects in an interview guide (see 
online supplementary file 2), and the participants 
were informed prior to the interviews that the study 
targeted elderly patients. The interviews were audio 
recorded and transcribed by the first author. Satu-
ration assessment during the data collection period 
included a valuation of the adequate sample size 
for our aim, each participant’s information power 
(participants had characteristics highly specific for 
our aim, and our various recruitment methods led to 
the inclusion of participants with a range of experi-
ences) and the quality of dialogue during each inter-
view (most interviews were rich in information and 
the interviewer had had previous experience with the 
healthcare service).48 We further evaluated the inter-
view content at the end of the interview period, and 
we made certain that little or no new information was 
added. We continued with two more interviews to 
ensure that a correct decision had been made about 
achieving saturation.

Data analysis
The interview data were analysed according to Grane-
heim and Lundman’s approach to content analysis, 
where the unit of analysis (the transcribed interviews) was 
divided into meaning units, condensed, coded and sorted 
into subcategories, categories and themes.49 50 We used 
the analysis programme NVivo 12 Pro at the lower anal-
ysis levels (extracting meaning units, coding and enunci-
ating of subcategories). MKG read through the interviews 
several times, highlighting and sorting relevant meaning 
units. TK, OR and SW read through the interviews sepa-
rately to get an overview of the content. Initially, tenta-
tive codes were generated to help sort the data material 
into different units. These codes were changed and 
reorganised several times during the analysis process to 

give a suitable overview of the data material. The higher 
abstraction levels (categories and themes) were analysed 
manually. The codes and meaning units were copied into 
a Microsoft Word document and organised in tables. 
The meaning units were condensed and translated into 
English. The reorganisation of meaning units and codes 
continued until they were all sorted adequately. Subcat-
egories emerged during this process, and they were also 
reorganised several times. Two versions of the coding 
were sent to TK, OR and SW for discussion and provided 
a basis for a consultation on the most appropriate solu-
tion. During this process, thoughts about possible themes 
emerged. MKG wrote several summaries in an attempt 
to understand the underlying meaning of the data mate-
rial (latent content)50 and also brought in an outsider 
to provide an alternative view of the content. Suitable 
themes were discussed among all the authors. The anal-
ysis of the data material resulted in three main themes 
(an example of the analysis process of theme 1 is shown 
in table 2).

In addition to the interview data, central elements from 
the Commissioner’s documents for the Regional Health 
Authorities from 2012 to 2018 (113 pages) were down-
loaded and extracted. These documents are publicly 
available on the internet, are issued once a year and 
contain requirements from the Ministry of Health and 
Care Services pertaining to the tasks that are to be carried 
out in the following year. The Commissioner’s documents 
have two main purposes: to set management require-
ments for the regional health authorities and to formally 
make available funds from the Parliament’s budget deci-
sions to regional health authorities.51

The downloaded documents were analysed to provide a 
sound contextual understanding and to identify require-
ments stated in the interface between the hospital and 
municipality concerning hospital readmissions and the 
discharge processes.

The main features found in the Commissioner’s 
documents were that there should be established 
holistic patient care pathways and a clear distribution 
of tasks between the health trust and municipalities. 
Healthcare services should offer patients similar or 
better services than those offered prior to the Coor-
dination reform, which would require close coopera-
tion among the health trusts, the municipalities, the 
patients and the patients’ next of kin. The healthcare 
services should be restructured to synchronise patient 
flow between the two levels, and the intention was 
to implement the changes when municipalities were 
ready. The health trusts were tasked with offering 
support and supervision to the municipalities so that 
they could provide healthcare services in accordance 
with laws, regulations and agreements.

Patient and public involvement
No patients, patients’ next of kin or healthcare personnel 
other than physicians participated in this study.

https://dx.doi.org/10.1136/bmjopen-2019-031297


5Knutsen Glette M, et al. BMJ Open 2019;9:e031297. doi:10.1136/bmjopen-2019-031297

Open access

Ta
b

le
 2

 
E

xa
m

p
le

 o
f c

on
te

nt
 a

na
ly

si
s 

th
em

e 
1

T
he

m
e 

1
C

at
eg

o
ry

S
ub

ca
te

g
o

ry
C

o
d

e

Th
e 

un
fo

re
se

en
 r

ip
p

le
 e

ffe
ct

s 
of

 a
 

ch
an

ge
d

 h
ea

lth
ca

re
 s

ys
te

m
P

hy
si

ci
an

s,
 n

ex
t 

of
 k

in
 a

nd
 t

he
 p

at
ie

nt
s 

b
el

ie
ve

 t
ha

t 
th

e 
ho

sp
ita

l d
is

ch
ar

ge
 is

 t
oo

 e
ar

ly
P

at
ie

nt
s 

ar
e 

d
is

ch
ar

ge
d

 e
ar

ly
D

ec
re

as
in

g 
ho

sp
ita

l s
ta

y 
d

ay
s 

ha
s 

b
ee

n 
ta

ke
n 

to
o 

fa
r

E
ar

ly
 h

os
p

ita
l d

is
ch

ar
ge

s 
ca

n 
b

e 
d

iffi
cu

lt 
fo

r 
p

at
ie

nt
s

It'
s 

to
o 

ea
rly

; w
e 

kn
ow

 t
he

y’
ll 

co
m

e 
b

ac
k 

so
on

P
at

ie
nt

s 
w

ith
 m

or
e 

co
m

p
lic

at
ed

 h
ea

lth
 c

on
d

iti
on

s 
ar

e 
b

ei
ng

 d
is

ch
ar

ge
d

 t
o 

th
e 

m
un

ic
ip

al
iti

es

P
at

ie
nt

s 
ar

e 
b

ei
ng

 d
is

ch
ar

ge
d

 e
ar

lie
r 

th
an

 b
ef

or
e

P
at

ie
nt

s 
m

ay
 b

e 
d

is
ch

ar
ge

d
 t

oo
 e

ar
ly

 d
ue

 t
o 

a 
w

ro
ng

 a
ss

es
sm

en
t 

of
 t

he
ir 

m
ed

ic
al

 
co

nd
iti

on

S
om

e 
p

at
ie

nt
 g

ro
up

s 
ar

e 
d

is
ch

ar
ge

d
 t

oo
 e

ar
ly

Th
in

ki
ng

 t
ha

t 
th

e 
d

is
ch

ar
ge

 w
as

 t
oo

 e
ar

ly
 in

 r
et

ro
sp

ec
t

Lo
ng

er
 h

os
p

ita
l s

ta
ys

N
ex

t 
of

 k
in

 w
or

ki
ng

 t
o 

ke
ep

 t
he

 p
at

ie
nt

 in
 

th
e 

ho
sp

ita
l l

on
ge

r
N

ex
t 

of
 k

in
 c

an
 e

xe
rt

 p
re

ss
ur

e 
on

 t
he

 d
is

ch
ar

gi
ng

 p
hy

si
ci

an

N
ex

t 
of

 k
in

 a
re

 in
se

cu
re

N
ex

t 
of

 k
in

 c
an

 a
ffe

ct
 t

he
 le

ng
th

 o
f s

ta
y

N
ex

t 
of

 k
in

 d
o 

no
t 

af
fe

ct
 t

he
 d

is
ch

ar
ge

 d
at

e

N
ex

t 
of

 k
in

 d
o 

no
t 

al
w

ay
s 

un
d

er
st

an
d

 t
he

 d
ec

is
io

ns
 w

e 
m

ak
e

N
ex

t 
of

 k
in

 p
ro

vi
d

e 
in

fo
rm

at
io

n

N
ex

t 
of

 k
in

 s
ho

ul
d

 b
e 

in
vo

lv
ed

 in
 t

he
 d

is
ch

ar
ge

 m
ee

tin
g

S
om

e 
ne

xt
 o

f k
in

 h
av

e 
m

or
e 

im
p

ac
t 

th
an

 o
th

er
s

Th
e 

p
at

ie
nt

 w
is

he
s 

to
 s

ta
y 

lo
ng

er
Th

e 
p

at
ie

nt
s 

d
o 

no
t 

w
an

t 
to

 b
e 

d
is

ch
ar

ge
d

N
eg

ot
ia

tio
n 

w
ith

 t
he

 p
at

ie
nt

s

P
at

ie
nt

s 
ca

n 
af

fe
ct

 t
he

 d
is

ch
ar

ge
 d

at
e

P
at

ie
nt

s 
d

o 
no

t 
af

fe
ct

 t
he

 d
is

ch
ar

ge
 d

at
e

P
at

ie
nt

s 
ne

ed
 t

o 
b

e 
p

re
p

ar
ed

 fo
r 

d
is

ch
ar

ge

H
os

p
ita

ls
 a

re
 a

t 
ov

er
ca

p
ac

ity
, a

nd
 n

ur
si

ng
 h

om
e 

p
at

ie
nt

s 
ar

e 
ta

ki
ng

 u
p

 b
ed

s
P

re
ss

ur
e 

to
 d

is
ch

ar
ge

P
re

ss
ur

e 
lo

w
er

s 
th

e 
th

re
sh

ol
d

 fo
r 

d
is

ch
ar

gi
ng

 t
he

 p
at

ie
nt

P
re

ss
ur

e 
to

 m
ak

e 
ro

om
 fo

r 
ne

w
 p

at
ie

nt
s

S
et

tin
g 

th
e 

d
is

ch
ar

ge
 d

at
e 

cr
ea

te
s 

p
re

ss
ur

e

Th
e 

sy
st

em
 is

 p
re

ss
ur

in
g 

us

P
re

ss
ur

e 
d

oe
s 

no
t 

af
fe

ct
 t

he
 m

ed
ic

al
 s

ou
nd

ne
ss

 o
f d

is
ch

ar
ge

 d
ec

is
io

ns

H
os

p
ita

l c
ap

ac
ity

D
efi

ci
t 

of
 h

os
p

ita
l b

ed
s

P
re

ss
ur

e 
d

oe
s 

no
t 

af
fe

ct
 t

he
 m

ed
ic

al
 s

ou
nd

ne
ss

 o
f d

ec
is

io
ns

P
re

ss
ur

ed
 a

nd
 b

us
y 

w
ar

d
s

R
ed

uc
in

g 
ho

sp
ita

l b
ed

s

S
ee

in
g 

th
e 

p
at

ie
nt

 d
es

p
ite

 p
re

ss
ur

e
N

ot
 b

ei
ng

 c
ap

tiv
at

ed
 b

y 
th

e 
sy

st
em

N
ur

si
ng

 h
om

e 
p

at
ie

nt
s 

ar
e 

ta
ki

ng
 u

p
 b

ed
s

It 
is

 fr
us

tr
at

in
g 

w
he

n 
th

e 
w

ar
d

 is
 fu

ll 
an

d
 p

at
ie

nt
s 

ar
e 

no
t 

b
ei

ng
 d

is
ch

ar
ge

d

C
on

tin
ue

d



6 Knutsen Glette M, et al. BMJ Open 2019;9:e031297. doi:10.1136/bmjopen-2019-031297

Open access 

T
he

m
e 

1
C

at
eg

o
ry

S
ub

ca
te

g
o

ry
C

o
d

e

P
at

ie
nt

s 
w

ho
 s

ta
y 

to
o 

lo
ng

 a
re

 in
 d

an
ge

r 
of

 in
fe

ct
io

ns

P
at

ie
nt

s 
ar

e 
in

 t
he

 s
p

ec
ia

lis
ed

 h
ea

lth
ca

re
 s

er
vi

ce
 w

ith
ou

t 
in

d
ic

at
io

n

P
at

ie
nt

s 
ar

e 
st

ay
in

g 
lo

ng
 a

ft
er

 t
he

y 
ar

e 
re

ad
y 

fo
r 

d
is

ch
ar

ge

Th
e 

m
un

ic
ip

al
iti

es
’ d

iff
er

en
ce

s 
in

 p
re

p
ar

ed
ne

ss
 t

o 
ta

ke
 o

n 
co

m
p

lic
at

ed
 p

at
ie

nt
s 

af
fe

ct
 r

ea
d

m
is

si
on

s
D

iff
er

en
ce

s 
in

 m
un

ic
ip

al
iti

es
‘ p

re
p

ar
ed

ne
ss

M
or

e 
ex

te
ns

iv
e 

us
e 

of
 p

hy
si

ci
an

 t
em

p
s

D
iff

er
en

ce
 in

 n
ur

si
ng

 h
om

e 
co

m
p

et
en

ce

D
iff

er
en

ce
 in

 p
hy

si
ci

an
 c

ov
er

ag
e

D
iff

er
en

ce
 in

 t
he

 s
ta

b
ili

ty
 o

f n
ur

si
ng

 h
om

e 
st

af
fin

g

D
iff

er
en

ce
s 

in
 G

P
s’

 p
ra

ct
ic

es

D
iff

er
en

ce
s 

in
 c

ap
ac

ity

B
ei

ng
 p

re
p

ar
ed

 t
o 

ta
ke

 o
n 

th
e 

ne
w

 p
at

ie
nt

 
gr

ou
p

Th
er

e 
ar

e 
d

iff
er

en
ce

s 
in

 c
ap

ac
ity

U
ns

ta
b

le
 p

hy
si

ci
an

 c
ov

er
ag

e 
in

 n
ur

si
ng

 h
om

es

U
ns

ta
b

le
 p

hy
si

ci
an

 c
ov

er
ag

e 
in

 E
R

s

R
ea

so
ns

 fo
r 

an
d

 m
ea

su
re

s 
to

 
re

d
uc

e 
ho

sp
ita

l r
ea

d
m

is
si

on
s 

fr
om

 
th

e 
m

un
ic

ip
al

iti
es

 o
n 

th
e 

he
al

th
ca

re
 

p
ro

fe
ss

io
na

l l
ev

el

C
om

p
et

en
ce

 in
 t

he
 m

un
ic

ip
al

 h
ea

lth
ca

re
 s

er
vi

ce

In
ex

p
er

ie
nc

ed
 p

hy
si

ci
an

s 
in

 t
he

 E
R

S
om

e 
m

un
ic

ip
al

 p
hy

si
ci

an
s 

ad
m

it 
p

at
ie

nt
s 

m
or

e 
of

te
n

Th
e 

m
un

ic
ip

al
ity

 w
as

 n
ot

 p
re

p
ar

ed
 fo

r 
th

e 
ca

re
 b

ur
d

en

A
 s

ta
b

le
 E

R
 s

er
vi

ce
 c

an
 r

ed
uc

e 
ho

sp
ita

l r
ea

d
m

is
si

on
s

A
 s

ta
b

le
 p

hy
si

ci
an

 c
ov

er
ag

e 
at

 n
ur

si
ng

 h
om

es
 c

an
 r

ed
uc

e 
re

ad
m

is
si

on
s

In
cr

ea
se

d
 c

ap
ac

ity
 in

 h
om

e 
ca

re

S
p

ec
ia

lis
ts

 a
t 

th
e 

E
R

Ta
b

le
 2

 
C

on
tin

ue
d



7Knutsen Glette M, et al. BMJ Open 2019;9:e031297. doi:10.1136/bmjopen-2019-031297

Open access

reSultS
Overall, the hospital physicians believed that patients 
were being discharged too early, setting up a situation 
which, in their opinion, could lead to hospital readmis-
sions. Patients and patients’ families could in some cases 
attempt to prolong a hospital stay to avoid discharge on 
the scheduled date. Criteria for medically acceptable 
discharges had changed as a consequence of the Coor-
dination reform. Patients with more complicated health 
conditions were being discharged to primary care earlier 
now instead of continuing hospitalisation, and there were 
limitations in the hospital’s capacity to admit new emer-
gency patients, which put pressure on the physicians to 
discharge patients. At the same time, municipalities were 
not always able to take on patients who were ready for 
discharge, causing patients to overstay in the hospital. The 
physicians detected differences in preparedness between 
primary healthcare services in taking on complicated 
patients (staffing, competence and capacity). HSSs were 
perceived to be the most important aspect of the dialogue 
between healthcare service levels, and thoroughness in 
generating the HSSs was seen as important. Other types 
of dialogue were limited. Hospital discharges involved 
different healthcare personnel, were affected by several 
factors and needed careful planning. In the following 
text, we present the findings on our three themes.

t1: the unforeseen ripple effects of a changed healthcare 
system
Early hospital discharges
A large proportion of the participants found hospital 
discharges to be too early and considered them a reason 
for hospital readmissions. The hospital discharges were 
described as sometimes being ‘on the edge,’ especially for 
elderly patients with chronic diseases. Some claimed that 
there were too many early hospital discharges and that 
patients were not being kept long enough in the hospital. 
According to one physician:

We discharge them too soon, really… And you know 
they’ll come back sooner or later. The patients say so 
themselves: ‘You discharge us too soon; we’ll be back 
in five days anyway’… Resident, medical ward

The patients being discharged to primary care were 
described as having more complicated health issues than 
such patients in the past, and the criteria for medically 
acceptable discharges had changed. Sometimes patient’s 
family members pressured physicians to prolong the 
hospital stay because they did not feel ready to take 
care of the patient at home. In addition, according to 
the hospital physicians, patients, especially elderly ones, 
did not always want to be discharged on the scheduled 
date. The physicians described negotiating the discharge 
date with these patients and stressed the importance of 
preparing patients for the discharge day to avoid shocking 
or angering them. The patients’ opinions did affect physi-
cians’ decisions to discharge; it was easier to let patients 
stay longer if there was room in the ward.

Disagreement about care decisions
There appeared to be a conflict between decision makers 
in the municipalities (the decision office) and hospital 
physicians in regard to what level of care would be 
needed following hospital discharge. Physicians had a 
certain level of understanding about the capacity issues 
in the municipalities, and some believed that the respon-
sibility for allocation rightly rested with the municipality. 
Several physicians reported that they perceived the care 
levels offered to patients after discharge to be unsatisfac-
tory. Further, they believed that they had little or no influ-
ence in care decisions and sometimes sensed that their 
assessment of the patient’s condition had been overruled, 
despite the fact that the physicians had direct contact 
with the patients and had observed them closely. This 
could result in them keeping patients hospitalised longer, 
to ensure their safety.

Sometimes we have to take into account… if the 
municipality offers home care, and we perceive the 
patient as in need of a nursing home placement, it 
happens that we keep the patients here longer… we 
can’t justify sending them home with home care ser-
vices. It’s not the way it’s supposed to be… Consultant, 
medical ward

Hospital capacity
The physicians described the limits of hospital capacity, 
with too few beds and too many ‘hallway patients’ (for 
whom beds had been placed in a hallway because all 
rooms were full). Full hospital wards create a pressure to 
discharge patients in order to free up beds for incoming 
patients. The nurses were described as exerting the 
most pressure to have patients discharged. They were 
responsible for the organisation of the ward, including 
making beds available so they could handle incoming 
patients. Moreover, physicians felt pressured to schedule 
a discharge date on the day that a patient arrived, and 
by the management who wanted to keep hospital stays 
short and live up to national guidelines. Some described 
this pressure as a force that caused them to adjust the 
threshold for when they perceived it reasonable to 
discharge a patient. Others reported that medical justifi-
ability was not compromised but that it would have been 
better for patients to stay a few extra days.

The patients get, so to speak, squeezed out right after 
they are off the CPAP [continuous airway pressure to 
ease breathing] treatment or the NIV [non-invasive 
ventilation – breathing support] treatment, and they 
can get up on to their own feet and can chew and all 
that, but the anxiety hasn’t quite let go, and their in-
fection hasn’t quite let go either. Consultant, medical 
ward

Primary care capacity and preparedness
The hospital physicians noted that the municipalities 
were not always able to take on patients who were ready 
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for discharge and needed nursing home placement. This 
resulted in nursing home patients who did not need 
specialised healthcare taking up beds. These patients 
sometimes stayed unnecessarily for days and often 
demanded much in the way of resources because they 
needed extensive care. This combination of a hospital 
population of nursing home patients and overflowing 
wards created frustration. Physicians worried that the 
hospitalised patients could get infections and then would 
need to prolong their stay even more.

We had a patient here before Christmas, admitted 
for pneumonia. He was supposed to be discharged to 
[primary care], and waited here [at the ward], for a 
week. Then he caught pneumonia again, and we had 
to cancel the discharge and start up treatment again. 
When he was treated [for the second time], he over-
stayed for another week – [got a] new pneumonia. It 
continued like this for six weeks, so he had pneumo-
nia four times… Resident, medical ward

The physicians detected variations in the municipali-
ties’ ability to take on patients in need of nursing home 
placements. In addition, they perceived a variation in 
the primary healthcare service’s preparedness to provide 
care for these complicated patients. The physicians also 
saw differences in primary healthcare physician coverage 
and competence, in nurse competence and in primary 
care capacity. These were regarded as reasons for hospital 
readmissions from the municipalities, with a special 
concern about inconsistent physician coverage in nursing 
homes and emergency rooms (ERs). For instance, some 
described the ER as a ‘substitute service,’ with a lack of 
capacity for proper follow-up care and run by inexperi-
enced physicians who were unfamiliar with the health-
care system. The physician coverage in nursing homes 
was described as inconsistent, and holistic follow-up care 
was perceived as difficult to organise.

The hospital physicians suggested that stable ER 
services, stable physician coverage and an increased 
capacity in homecare and nursing home services could 
reduce the number of hospital readmissions.

t2: a vulnerable communication line between cooperating 
healthcare services
Communication between healthcare services
HSSs were the most important, and sometimes only, 
form of communication between the hospital and the 
primary healthcare services. Concise HSSs were high-
lighted as important and influential in hospital readmis-
sions. However, some difficulties with using the HSSs for 
communication were reported. HSS was routinely sent to 
a GP when it was completed, but if a patient was going to 
a nursing home, where the patient would be under the 
supervision of a different physician, there was no guar-
antee that the summary would reach that physician.

Our routine is to send the hospital stay summary to 
the GP, even if they are going to a nursing home. 

In addition, we send a copy with the patient. But if 
the [nursing home] physician in charge is not pres-
ent, and it is not the GP [who is the nursing home 
physician], the physician won’t get the papers. (…) 
Resident, surgical ward

It could also be challenging for a physician with a 
heavy patient load to finish the HSS prior to the hospital 
discharge. Some days, a physician would have as many as 
five discharges, each requiring an HSS, and the physician 
may have needed to write prescriptions and make outpa-
tient clinic appointments in addition to other daily tasks. 
A heavy workload was also a reason for the limited contact 
between the hospital and the primary healthcare services, 
including the difficulty in reaching GPs by telephone 
during office hours. Some physicians were satisfied with 
the amount of contact they had with primary care physi-
cians, but others would have liked more communica-
tion and cooperation, especially when they were dealing 
with complicated patients or those needing medication 
changes.

The results showed a lack of good communication tools. 
Some wards had access to an electronic messaging system 
enabling communication between the GP and the hospital 
physician. Most of the respondents had never heard of 
this system and noted that it would be useful. The wards 
that did use it reported differences in how often various 
GP offices took advantage of it. Nursing home physicians 
had no access to the system. Furthermore, reading and 
replying to messages was a low priority when there were 
many other things that needed to be done.

Communication, cooperation and hospital readmissions
Several physicians argued that improved communica-
tion and cooperation between the healthcare services 
could reduce hospital readmissions. Some suggested the 
creation of a shared documentation system, where the 
primary care and hospital physicians could have access 
to each other’s notes, the records of medication changes 
and the nurses’ reports. One physician said:

If the nursing home physician can enter [our docu-
mentation program] and see what has already been 
said, which medication has been discontinued and 
approved, and can continue the treatment we have 
started here, we don’t have to write it up [in anoth-
er document] and waste everyone’s time. And [it’s] 
the same when they come back [to the hospital]; we 
don’t have any information either! The interns tell 
me they spend 40 min filling out the medication list. 
Consultant, medical ward

The hospital physicians further suggested that the 
primary care physicians should contact them more for 
advice and consultation to increase communications and 
decrease hospital readmissions. Despite difficulties with 
getting in touch with the right hospital physician, this 
contact was the most common point of dialogue after 
HSSs.
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t3: hospital discharges is an intricate process
Decisions to discharge involve several steps
Hospital discharges were reported to be affected by 
numerous factors, requiring several planning steps and 
the input of numerous healthcare workers. Medical 
assessment was the essential factor in discharge deci-
sions, including the assessment that the patient no longer 
needed further specialised treatment. A non-medical 
factor was the type of care the patient was going to need 
following discharge. If the treatment could be continued 
in the primary healthcare service, it could lead to an 
earlier hospital discharge. Some physicians reported that 
they made sure that continuation of care in the primary 
healthcare service was possible, whereas others expected 
the receiving institution to have the competence needed 
to handle a discharged patient. The patients’ functional 
level and ability to engage in self-care at home were also 
considered in the decision.

The discharge decision was made by a team of health 
personnel, such as consultants, residents, nurses, physio-
therapists and occupational therapists. The nurses were 
obviously extensively involved because they had compre-
hensive knowledge about the patient’s functional level. 
Residents described involving consultants for compli-
cated patients. After regular business hours, however, 
residents were often left alone to make these decisions. 
Time constraints could limit the ability to perform multi-
disciplinary assessments before discharge.

Occasionally, one can be a bit quick to write, ‘is to be 
followed up by the GP.’ Sometimes if it is very busy, it 
happens that we point out in the hospital stay summa-
ry ‘further assessment by the GP.’ But the ideal would 
be to, sort of, remove that link and refer the patients 
ourselves. Maybe after a phone call with a geriatrician 
or something. For it to go a bit faster. Resident, sur-
gical ward

The discharge process and hospital readmissions
The discharge process was seen as closely related to 
hospital readmissions. Physicians insisted on the impor-
tance of proper discharge planning, ensuring that 
the patient was capable of self-care following hospital 
discharge and scheduling a follow-up appointment. One 
physician stated that it would be an advantage to know 
more about the offerings in the primary healthcare 
services. Another physician claimed that increased use of 
outpatient clinics had reduced hospital readmissions in 
their ward. A third physician suggested that some sort of 
transitional care, between a hospital and a nursing home, 
would be an advantage (eg, a ward for oncology patients 
staffed by experienced nurses).

Not all hospital readmissions should be avoided
There was a consensus that many hospital readmissions 
were necessary. Avoiding hospital readmissions was not 
always a desirable end in itself. There could be fluctua-
tions in the course of an illness, complications or simply a 

deterioration of a patient’s condition that would mandate 
specialised treatment. One physician stated that hospital 
readmissions were sometimes encouraged because physi-
cians wanted to perform their own assessments before 
starting, for example, antibiotic treatment.

DiSCuSSiOn
The discharge process and the decision to discharge 
were described as complex processes involving several 
people (eg, the patient, the patient’s family, nurses and 
physicians). Although medical considerations had first 
priority, organisational factors both within and outside 
the hospital also affected the decisions. Within the 
hospital, early hospital discharges and a poor communi-
cation system were perceived to affect hospital readmis-
sions. Primary care capacity, primary care competence 
and unstable physician coverage in nursing homes and 
ERs were factors affecting hospital readmissions outside 
the hospital. In the interface between the hospital and 
the primary healthcare services, poor communication 
and a lack of cooperation were perceived to be the main 
reasons for hospital readmissions.

early hospital discharges
According to the regulations,52 a patient who has been 
assessed by hospital physicians as no longer in need of 
hospital treatment is ready for discharge. The assessment 
should include current or emerging medical issues, diag-
nostic issues, recommendations for further treatment 
and a description of the patient’s overall level of func-
tioning. In the current study, several additional factors 
were found to influence the physicians’ assessments, 
such as management oversight of hospital stays, the 
discharge date and access to primary healthcare services 
following hospital discharge. The literature has previ-
ously described physicians’ concern about early hospital 
discharges leading to hospital readmissions.30 Although 
there is limited documentation of a direct relationship 
between the two, the preparedness of primary health-
care services to care for patients with complicated health 
issues has been discussed,53 indicating that such concerns 
are of relevance.

Disagreements on care level post hospital discharge
Consistent with existing literature, disagreement in care 
level after hospital discharge was described here.7 37 Physi-
cians in our study perceived discrepancies between their 
close knowledge of the patient and their lack of influ-
ence in such decisions with some physicians in our study 
reporting that they kept patients a few days longer if they 
found that the decision on care level was unsatisfactory. 
La Rocca and Hoholm37 examined the role of Decision 
officers in disagreements on care level post hospital 
discharge. Decision officers in this study were mostly 
concerned with formal rules in these cases, substantiating 
the role that office authorities play in care decisions. 
Hospital physicians who suggested care following hospital 
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discharge were perceived as problematic by decision offi-
cers.37 The perceptions of physicians and decision officers 
indicates a difficult relationship between the two parties, 
contradicting one of the main purposes of the Coordina-
tion reform. However, the reasons for these differences in 
assessments are poorly explained and merit further inves-
tigation. Including the views of nurses and other health 
personnel involved in patient care would be beneficial in 
this regard.

A newly published Norwegian report investigating 
accessibility and quality of care for the elderly found that 
decision officers often lacked relevant information about 
a patient’s functioning, wishes and needs when making 
care decisions, resulting in poorly justified decisions.52 
Further, sometimes, decisions seem to have been affected 
by the decision officers’ personal factors; so decisions 
could vary within municipalities and between different 
municipalities. This supports our finding that there are 
differences among municipalities in the allocation of 
primary healthcare services, something that is potentially 
inconsistent with the hallmark of the Norwegian welfare 
state: equal rights to welfare benefits.

Pressure on healthcare services
A new report of Norwegian hospitals stated that approx-
imately 46 000 patients were overstaying for at least 
24 hours after being assessed as ready for discharge in 
2018.54 This was an increase of 5000 patients from 2017, 
indicating that overstays remain an ongoing national 
problem. This problem, which places even more pressure 
on wards, is also described in our results.

Despite the increased patient load in the municipali-
ties, there has been a minimal increase in primary care 
resources.55 With this in mind, it can be questioned if 
the pressure on primary healthcare service resources is 
clouding the assessment on post hospital discharge care, 
implying incorrect care assessments and consequently 
more hospital readmissions. Nevertheless, the results of 
this study describe a complex web of interacting elements 
in the two healthcare services, caused mainly by the regu-
lations of the Coordination reform. This has some iden-
tified undesirable consequences for both the primary 
healthcare service and the hospital (figure 2).

Communication between healthcare services
The information exchange system between the primary 
and secondary healthcare services was fragile, especially 
for nursing home patients. Previous research supports 
these findings, reporting poor routines in forwarding 
information to nursing home physicians.56 Consistent with 
existing literature, the physicians in our study believed 
that poor communication could lead to hospital readmis-
sions.57 58 The hospital physicians believed that a common 
documentation system could resolve these difficulties. 
Such a system has shown to improve the quality of care 
and access to clinical information, decrease healthcare 
costs and reduce hospital readmissions,59 60 or physicians 
believe it has this effect.7 61 In 2015, the National Network 

for Implementation of the Coordination reform recom-
mended a common documentation system.41 Although it 
has been a governmental goal since 2012,62 as of 2019, 
most hospitals still do not have it.42

Work as imagined and work as done
The Commissioners’ documents require hospitals to 
establish holistic care pathways, with a clear distribution 
of tasks between healthcare services. In order to achieve 
this, close cooperation between all the relevant parties 
(patient, hospital and the primary healthcare service) is 
encouraged. However, according to our results, changes 
have not been made in the system that might fulfil these 
requirements. For example, there continues to be a lack 
of communication tools, a lack of a common documen-
tation system and insufficient time for cooperation. This 
indicates a gap between the requirements of the Commis-
sioners’ documents and the current work practice.

This gap is closely related to the terms work-as-imagined 
(WAI) and work-as-done (WAD) in the resilience health-
care literature.63 Hollnagel64 describes WAI as an ideal-
ised view of how tasks should be performed in a system, 
where there is an assumption that work tasks can be 
completely analysed and prescribed, as, for example, has 
been done in the Commissioners’ documents. However, 
in reality, where the tasks are being performed, condi-
tions are constantly changing (eg, in workload), creating 
a discrepancy between the WAI and WAD.64 In relation 
to the Commissioners’ documents, the results from the 
current study suggest that the context in which care deci-
sions are made has not been considered. This could be 
related to an exclusion of healthcare workers from the 
formulation of these requirements. Similar gaps can 
also be seen in the Coordination reform, the main goals 
of which have shown difficult to fulfil and where there 
have been unforeseen consequences of organisational 
changes. Figure 2 illustrates the WAD in accordance 
with our results, and figure 3 depicts the WAI according 
to the aims of the Coordination reform, demonstrating 
the complexity of the WAD compared with the WAI in a 
small cross section of the Norwegian healthcare system. A 
possible way to close the gap between the WAI and WAD 
could be to invite more health personnel to contribute 
to the development of such requirements. We believe 
that such an approach may lead to requirements that are 
closer to practice and to the possibility of adjusting prac-
tice (eg, providing better tools) to meet the requirements.

Suggestions for future interventions
There have been reports of several successful interven-
tions developed to reduce hospital readmissions. For 
example, the Hospital Readmissions Reduction Program 
(HRRP), introduced to American hospitals in 2012, aimed 
to reduce readmission by reducing hospital payments 
with excess readmissions. HRRP has been shown to have 
a positive but limited effect on hospital readmission rates, 
depending on the current patient group.65–67 Other 
hospital-based interventions such as the introduction of 
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Figure 2 Work as done.

discharge protocols (medication reconciliation, sched-
uling of appointments after discharge8 and nurse-led 
telephone follow-up) have been shown to reduce hospital 
readmissions.68 Interventions in primary care have also 
been demonstrated as successful (eg, skilled training for 
nurses in long-term facilities69 and readmission reduction 
tools for nursing home personnel70). Our study provides a 
foundation for targeted interventions in Norway by iden-
tifying problems that healthcare workers find predictive 
of hospital readmissions (eg, early hospital discharges; 
preparedness, competence and capacity in the primary 

healthcare services; and poor communication and coor-
dination). More research on the possibility of imple-
menting interventions used elsewhere in a Norwegian 
context could be useful.

limitations
The limitations of the current study are primarily meth-
odological. The physicians in our study had a tight work 
schedule and were, therefore, difficult to recruit. As the 
audio-recordings of interviews were of high quality with 
little room for misinterpretation and to reduce extra work 
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Figure 3 Work as imagined.

for the informants in fear of informants losing interest, we 
decided not to share the transcripts with the physicians 
before the analysis process started. Moreover, this deci-
sion was based on reports in the literature describing the 
unclear impact of sharing transcripts with informants.71 It 
is possible that not sharing the transcripts could have led 
to insufficient validation of data.

The scope of this study included the perspectives 
of hospital physicians but not patients, nurses or other 
health personnel working in hospital wards. Their inclu-
sion could have provided important perspectives on the 
discharge process and hospital readmissions from the 
municipalities. On the other hand, focusing only on 
interactions with primary healthcare services allows for 
more precise results. In case study research, bounding the 

case is an important term. It is related to distinguishing 
the right unit of analysis to answer the research question 
from other groups within a case.45 Bounding the case 
is important to avoid a scope that is too broad or too 
narrow.72 This paper reports from a case study including 
three substudies. In this case study, nursing home nurses, 
nursing home leaders,30 GPs7 and hospital physicians (in 
the current paper) were assessed to fulfil the research aim 
most successfully. Research on patients, patients’ next of 
kin and nurse perspectives and more focused studies on 
hospital readmissions should be prioritised in further 
research.

Lastly, because this study focused on hospital readmis-
sions and discharges of elderly patients, the definition 
of elderly was important. The participants were informed 
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about the focus, but they could have had different 
perceptions than we did about the definition of elderly. 
It can also be difficult for the physicians to remember 
the specific age of a patient when talking about experi-
ences with readmissions and discharges in general. This 
is a common weakness when collecting lived experiences 
data in qualitative research.73 It could lead to having 
information about other age groups than elderly persons 
being included in the data material. However, we believe 
that the context (interviewing physicians in wards with a 
large proportion of elderly patients) and the information 
given them about the scope before the interview resulted 
in appropriate data.

COnCluSiOn AnD imPliCAtiOnS
The current study identified a gap between the Commis-
sioner’s requirements and Coordination reform regu-
lations and the current practices in municipalities and 
hospitals. The results give a broader understanding 
of hospital physicians’ views of the discharge process 
and hospital readmissions in the interface between the 
hospital and the primary healthcare service. We recom-
mend improved communication systems and more 
shared decision-making processes between service levels 
as a way of improving dialogue and sharing knowledge 
and expertise to reduce the number of unnecessary read-
missions and ensure that each patient is transferred after 
discharge to a proper level of care. This may imply the use 
of shared time for healthcare professionals in hospitals 
and the primary healthcare services. Based on our results, 
this would be likely to reduce pressure on the system and 
on patients caused by unnecessary overstays, readmis-
sions or the reception of an inappropriate level of care 
after discharge. Future research should look to test and 
improve care coordination from a multilevel perspective, 
including patients as key stakeholders.74–76
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