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AN ABSTRACT OF THE PROJECT OF 

 

Farah Walid Salhab  for  Master of Science in Nursing 
Major: Nursing Administration 

 

 

Title:   Discharge Planning for Adult Oncology Patients 

 

Effective discharge planning is essential if oncology patients are to live an 

independent and confident life after inpatient treatment.  The literature on discharge 

planning for adult oncology patients and the protocols used at leading international 

cancer centers were reviewed to develop an evidence-based policy and discharge plan 

for implementation at the American University of Beirut Medical Center. 

 

The policy development framework developed by The UK Children and Family 

Court Advisory and Support Service was used to guide the preparation of the discharge 

policy and plan. Oncologist and oncology nurses were consulted during the 

development of the policy and plan, which were amended to take account of their 

comments and advice. 

 

The discharge policy and plan developed as the outcomes of the project will be 

submitted for review and approval by American University of Beirut Medical Center 

administration. 
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CHAPTER ONE 

INTRODUCTION 

 

By the year 2030, the number of older people suffering from cancer in the 

United States of America is predicted to double (Edwards et al., 2002). According to the 

American Cancer society almost 14.5 million Americans who have a history of cancer 

were alive on the 1
st
 of January 2014. About 1,685,210 new cases of cancer are 

expected to be diagnosed in the year 2016, and about 595,690 Americans on the other 

hand are expected to die from cancer in 2016. According to the Centers for Disease 

Control and Prevention approximately 1.2 million patients with cancer are discharged 

from U.S hospitals every year. Almost all of these patients will require readmission in 

the future. However, it is important for the patients’ quality of life that unnecessary 

admissions to hospital are to be prevented. Continuity of care outside the hospital but in 

the community at large is essential if unnecessary admissions of oncology patients are 

to be avoided. 

Discharge planning is considered a main element in preventing avoidable 

admissions of oncology patients. The advantage of effective discharge planning brings 

benefits not only to the patients who are being discharged from the hospital, but to those 

patients who require further hospitalization following a recent diagnosis or return of 

symptoms.    

In regards to safety education to be applied at home and post hospital discharge 

for oncology patients; the effects of discharge planning can be carried over for almost 1 

to 3 years considering quality of life as a potential indicator for this project. While 

reviewing the literature it did not indicate the approximate effects of discharge planning 
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in relation with long term effects. An estimate of 65 to 71% of patient’ level of 

comprehension of the discharge instruction was noted post discharge (Lee et al, 2005). 

Another indicator for the need of discharge planning would be any avoided cost due to 

unnecessary readmissions through the emergency room, frequent calls to the oncology 

unit for any unanswered question, poor symptom control management due to poor 

medication planning, and decrease in patient satisfaction due to inadequate information 

given upon discharge and lack of knowledge from the patients’ side, and the improper 

preparation of the discharge instructions  based on patients’ needs and lack of follow 

ups. 

In an environment of minimal resources, discharge planning has pushed to 

become more visible due to the urgent need for healthcare organizations to take control 

and manage bed occupancy rates which can only be achieved by decreasing the length 

of hospital stay. Discharge planning is a process that is correlated with risk on a dual 

level; first of all for the individual level in addition to the healthcare professional and 

healthcare organization levels simultaneously. The management of risk has been found 

to cause uncertainty and anxiety amongst health professionals (Atwal et al, 2012). As 

healthcare is proceeding forward it has become more and more essential to compile a 

straight to the point, easy access, limiting medical jargons discharge forms for oncology 

patients who are in dire need of strict home education to continue on their healing 

process while feeling more in charge of their own care plans. 

Decisions come as a result of a combination of factors mainly influenced by the 

medical, environmental, financial factors not to mention the factor of personal 

preference. Although patients look forward to leaving behind their hospital beds and 

head home, they can still feel left alone with too much responsibility on their hands 
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(Norlyk et al, 2009). Transitioning from one setting to another may seem simple, 

however accomplishing a smooth transition from the hospital setting to ones’ residence 

may face multiple issues including but not limited to medication errors, poor 

communication, inadequate transfer of information to continue care on an outside base, 

absence of a designated person fully responsible of the continuity of care and finally 

limited access to crucial medical services.  

The phase directly after hospitalization has been noted to be one of the most 

‘tiring times’ in cancer symptoms management (Hendrix et al., 2006). To promote the 

transition of care from the hospital setting to home while facilitating a lower risk of a 

readmission, different programs have been established around the world in various 

countries to aid keeping the rate of readmissions low as some governments pose a 

penalty on hospitals who have  high readmission rates. In the United States of America, 

three programs have been established already to serve the hospitalized geriatric 

population. The first is The Transition Care Model (TCM) (Naylor et al, 2010), the 

second would be Project RED (Jack et al, 2009) and the Care Transitions Intervention 

(Coleman et al, 2003) all were developed to serve the older adult hospitalized 

community. A Japanese study done by (Tomura et al, 2011) showed that creating a 

blueprint of the patient and or family’s day to day life while refining it to reach an 

agreed upon discharge plan based on patient’s and family’s personal preferences were 

crucial in the discharge planning process. 

Recognition of the day to day problems and delays involved in discharging 

oncology patients led to the idea of developing a framework to build a policy based on 

its facts in order to help fasten the process of discharge while making it a smoother and 

more educational transition for both the patients and their direct caregivers or family 
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members involved in the care plan in addition to involving the responsible healthcare 

personnel in the process guided by preset guidelines. It is expected that by working 

closely with the inpatient oncology nursing team and the unit specific medical team the 

discharge process would enhance patient involvement in discharge process, cut down on 

possible delays related to discharge and length of stay, enhance communication 

channels between various healthcare members and the patients and their families 

respectively, and finally empower the patients by helping them gain the appropriate 

skills and knowledge to continue with the care on outside basis. The discharge plan for 

adult oncology patients will include: Home medication list, Managing side effects and 

the symptoms to be reported, how to maintain a well balanced diet, caring advice for 

caregivers, care at home, a detailed schedule for future appointments. 
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CHAPTER II 

LITERATURE REVIEW 

 

The number of new cases of cancer in Lebanon has increased and approximately 

an average of 5 percent yearly between the years 2002 and 2007 as data has suggested 

by the Lebanese Ministry of Public Health in their annual report in 2008. In 2007, a 

total of 8,868 new cancer patients were registered within Lebanese hospitals, around 

484 more patients than the numbers registered one year before that in 2006. In 2006, 

8,384 new cases were registered compared to 8,034 one year before that in 2005 

according to the World Health Organization. The increase in numbers can be partially 

attributed to improved methods in registering patients, in addition to the new inclusion 

added by the Lebanese Ministry of Health to add non-melanoma skin cancer into their 

annual figures after it started be treated along like all other types of cancers. 

Breast cancer was found to be the most common form of cancer in 2007, 

accounting for almost 2,729 of all new cases in 2007. Reaching 60 percent of new cases 

in women and composes 30 percent of all new reported cases in 2007. Prostate Cancer 

was ranked the second most common, with 761 newly registered cases in Lebanon in 

the year 2007, which composes 8.5 percent of all new cases. It should be noted that 

there has been a shortage of reliable data of cancer rates in Lebanon since 2006, when 

the Ministry of Public Health stopped releasing annual cancer registry figures to the 

public. 

At the American University of Beirut, the Bassile In-patient cancer center had 

2514 admissions of which around 1678 where oncology patients coming in for various 

reasons. 
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Studies have been conducted to identify the needs of oncology patients. The 

most important patient need identified by Dougherty (2010) was information about their 

medical care. Next in order of importance was the competence of caregivers of which 

can be their nurses or physicians. Hygiene and general cleanliness of the hospital 

environment was the third highest rated need. Pain management was only fourth in the 

patients’ hierarchy of needs, which may be because pain was managed effectively for 

the patients in this study. The needs regarded as of less importance in Dougherty’s 

(2010) study were directions to maneuver throughout the hospital, continuity of care by 

the same caregiver, support from indirect family members, with the same diagnosis and 

learning from their experiences. The needs expressed by families in Dougherty’s (2010) 

study were similar to those expressed by the patients. However families ranked their 

needs differently from the patients. The most important need for patients was the 

information and the way of communication about their medical care, and the most 

important need for the families’ side would be similar to what the patients have stated 

but had ranked them differently. Dougherty’s (2010) study confirms the importance of 

patients to access their information.  

Creedle et al. (2012) investigated the effectiveness of providing patients and 

caregivers with standardized plans to give them the information they need in order to 

help them improve health outcomes, while alleviating the burden of care. The patients 

and their caregivers indicated that standardized patient education helped to reduce the 

burden of care on caregivers, and helped patients achieve better outcomes such as 

forming certain levels of trust among their care providers and enhancing 

communication.  
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Slieper et al. (2007) has identified early preparation for discharge as an 

important factor for adult oncology patients. The issues requiring specific attention in 

early preparation for discharge reported by Slieper et al. (2007) are management of the 

psychological needs of patients and caregivers and the need to promote patient 

autonomy by discussing prognosis as early as possible. Slieper et al. (2007) emphasized 

the importance of responding to patients’ psychological needs from the day of 

admission to help them access the services they need and a better way to facilitate 

discharge in a timely matter. The author mentions that usually discharge planning takes 

place at the end of the patients’ stay at the hospital thus making it incomplete and 

difficult for both patients and their families to deal with its content alone on an outside 

basis. However with the patients’ participation in the hospital with their discharge plans, 

the care is easily integrated in their daily routines.  

Berry et al. (2014) discussed the oncology patients’ knowledge on their 

discharge medications thus identifying one of the problems as having complex lists of 

medications for patients to deal with them on their own outside the hospital thus having 

the probability of jeopardizing their health due to lack of knowledge and or correct 

understanding, their cognitive status and the cost of the medications all contribute to 

failure in following their discharge medication plan. The method of using the telephone 

as a way of communication with the healthcare personnel involved was placed after the 

hospital discharge. Berry et al. (2014) mentioned that the method of continuation has 

led to a more accurate report of how patients are managing their medications at home. 

In addition, allowing patients to have full access to trained healthcare personnel helps 

fill in the missing gaps and ultimately improve patient medication outcomes. The 

findings are pertinent to current issues of obedience. 
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Wrobleski et al. (2014), focused on comparing the time needed to complete 

daily rounds and the utilization of health services to be done at the bedside versus in 

conference rooms while comparing quality of the rounds with respect to outcomes 

through looking at emergency room admission numbers, unplanned hospital admissions 

and telephone calls being placed to providers. Wrobleski et al. (2014) prospective, cross 

sectional study involved 120 participants admitted to one of three different surgical 

units of the same hospital. Results showed that the time needed in the conference room 

is the same time needed if rounds where being done at the bedside, in addition to having 

fewer readmissions and emergency room visits and phone calls as a result of groups 

rounding on the bedside thus allowing participation of both patients’ and their families 

and that can be considered as a more feasible and effective matter of dealing with daily 

discharge necessary processes. 

Korkmaz et al. (2015), studied the effectiveness of a discharge program with a 

focus on symptom management and quality of life in patients suffering from lung 

cancer. The results of this study done, recommended that a discharge program should be 

implemented to be used by patients with lung cancer since patients dealing with lung 

cancer suffer from the side effects of the disease progressively. Korkmaz et al. (2015) 

suggested creating a unit thus training healthcare professionals and nurses to manage 

the discharge program so that either patients or their families can call at anytime and get 

their accurate answers that they are looking for. It was emphasized that staff should be 

trained in order to improve symptom management information. Nurses need to be in 

charge of implementing the discharge program and to be able to guide both patients and 

their families to the adequate care needed for lung cancer population. The author 

focused on broadening this study to cover different types of solid tumor cancers. 
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Harrison et al. (2012), talked about following recommendations in order to 

discharge cancer survivors earlier from their hospital stay is most likely to become 

increasingly important as time is moving forward. Harrison et al. (2012) study explores 

cancer survivors’ experiences of discharge after their hospital follow ups are done. 659 

survivors were asked to complete a survey that involved questions regarding discharge 

status, information and time given for patients upon discharge and how did the 

discharge process go if it was satisfactory.  The results of this study showed that of the 

patients discharged a minority reported having insufficient time and information given 

and adverse emotions as a result at the time of discharge. However the majority of the 

participants reported satisfactory results with their hospital discharge.  Harrison et al. 

(2012), recommended that additional timing is to be added to the discharge process in 

order to improve certain conditions. In addition to more detailed information to be given 

to both the patients and their families and a stronger support system to be provided and 

maintained to ensure optimal care. Harrison et al (2012) mentioned that having a 

discharge plan summary on its own without clear explanation from the healthcare 

providers is as if the discharge plan wasn’t presented, patients need to understand the 

content of the discharge summary in simple language without using medical jargons in 

order to decrease the fear of being independently responsible outside the hospital basis. 

Nekhlyudov et al. (2012), talked about the benefits of having a survivorship care 

plan to all cancer patients that contains a summary of their treatment plan and offers 

help on post- treatment management. This survivorship care plan focused on improving 

communication channels between healthcare providers and their patients transitioning 

from the oncology setting to outside basis. Nekhlyudov et al. (2012), mentioned that 

there exists many similarities between discharge summaries and survivorship care plans, 
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however the survivorship care plan is considered to be a dynamic process requiring 

patients to be continuously updated and involved in its steps. Nekhlyudov et al. (2012), 

stated that the oncology community nowadays is continuously concerned about 

updating the quality and safety care being provided during clinical transitions. Long 

term discharge planning is emphasized while dealing with oncology patients since 

lifestyle changes accompany this certain disease, with survivorship care plans, patients 

can integrate their disease with their daily lives in order to manage symptoms and 

continue living in the community equally. 

Wong et al. (2011), high-lighted the absence of neither a standardized hospital 

discharge plan nor a policy influenced approach in the public health sector in Hong 

Kong. Of the barriers mentioned is the absence of a standardized policy influenced 

discharge planning program, and misuse of communication channels and coordination 

between different healthcare providers and patients which are recognized as systemic 

failure issues mainly. In order to improve the quality of hospital discharge, the authors 

suggested having a multidisciplinary approach with a clear identity to each healthcare 

providers’ roles, moreover healthcare providers should maintain a clear level of 

communication by being trained on communication skills and on the other hand for 

patients to fully acknowledge and understand their position in order to understand their 

psychological needs for them to be met. Wong et al. (2011) concluded the importance of 

developing the structure and key processes for the discharge planning system to be 

proposed to ensure the quality of care and maximize the efficiency of the organization. 

Preen et al. (2005), used a randomized control trial of patients in order to find 

out the effect of a multidisciplinary hospital coordinated discharge plans on the length 

of stay, patient satisfaction with the discharge plan and their quality of life. Results from 
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this study showed that patients allocated in the intervention group were significantly 

more content with the process of discharge than patients in the control group. Results 

also indicated that the time needed to contact the attending physician was lower in the 

intervention group. Attending physicians mentioned that a third of discharge summaries 

provided to patients contained various errors, with notice that only 27 percent are 

received at all. 

Paquette et al (2001) started using a new discharge prescription form, this form 

combines admission medications, any hospital medication changes and medications to 

be continued after discharge. Results after the implementation of this kind of discharge 

plan found a decrease in the number of medication errors that were started during the 

hospital stay.  Also a decrease in the error of dosages of medication also showed. The 

results from this survey showed that both attending physicians and pharmacists were 

enthusiastic about the new medication discharge plan and they recognized its benefits 

while maintaining medication conformity. 

Dudas et al (2001) did a randomized control trial about discharge planning with 

the help from a pharmacist to increase patient satisfaction and outcomes. Patients in the 

intervention group received a phone call as a follow up two days after they were 

discharged home for the purpose of discussing their medication management. This 

phone call gave the pharmacists a chance to figure and resolve any medication related 

incident in 15 out of the 52 patients participating. Dudas et al (2001) mentioned that the 

intervention group has a lower readmission rate within 30 days which forms a (10%) 

rather than the usual (24%) usually achieved. 

Bull and Roberts (2001) discussed the four stages for a safe and complete 

hospital discharge plan which was formed of: 1) assessing of the patient, 2) formation of 
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an early discharge plan, 3) execution of the plan, and 4) evaluation of the transition back 

to society and post hospital discharge follow up. Additionally to the mentioned stages, 

expanding the assessment of the patient to contain perceptions of their strengths to go 

back home and resume being actively involved in the discharge planning process 

providing a smooth transition from the hospital to the home setting. The discharge 

process should have a multidisciplinary approach and to be tailored to “where the 

patient stands now” opposed to “where healthcare personnel think they should be” 

knowing the difficulty of the process.  

Moher et al. (1992) found statistically significant patient satisfaction linked to 

improved discharge planning. Only in the past eight to ten years has there been an 

increase in research focusing on the discharge planning process solely. 

Jack et al. (2009) did a randomized control trial of 749 patients and established 

that patients who were subjected to thorough discharge planning, which incorporated 

medication reconciliation forms, clear patient education and was followed up on the 

phone by a pharmacist after discharge was done, reported better preparedness for 

discharge in comparison to the control group. This patient focused discharge planning 

process highlighted the role of the multidisciplinary team responsibilities in the 

discharge planning process and rigorous education which decreased the rate of 

readmissions post hospital discharge. 

Holland et al. (2006) created a screening tool to recognize users of hospital 

discharge planning services and concluded that patients’ age, disability, home situation 

when living alone, and self proclaimed walking restrictions were more prognostic for 

patients needing post hospital discharge care which proves that there is some 

contradictory evidence in the literature regarding discharge planning. 
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Boughton et al. (2009) did a qualitative study to dwell on the patient’s 

standpoint with interviews of 14 patients and their particular caregivers. Themes of 

patients’ reciting fear associated from lack of information and the capability to take care 

of problems with self care prejudiced their perception of needing to return back home; 

staying in the hospital was supposed to be more secure. Therefore, there has been 

inadequate research to date tackling identification of individualized patient needs 

previous to discharge, patient satisfaction with the discharge process, and the formation 

of broad discharge criteria to aid a patient’s potential for discharge. 
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CHAPTER III 

METHODOLOGY 

 

A. Policy Development Framework 

This Policy Developmental framework has been adopted from the original 

documents of The Children and Family Court Advisory and Support Service (Cafcass).  

Cafcass (is a non-departmental public entity in England built up to encourage the 

welfare of children and families involved in family court. This Cafcaass policy 

framework is shown in Figure 1. 

 

Figure 3.1. The Cafcass policy development process 

 

 

 

 

 

 

 

 

 

 

 

This policy development framework was chosen since it acts as a good base to 

create a new policy from scratch; it contains tips on how to start considering all acting 

aspects that need to be included in order to form a well-rounded policy to serve 
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oncology patients effectively. This framework has been used by Cafcass for almost 10 

years now since it was published in 2007 and it can be edited in order to serve the 

population we are aiming at.  

 

B. Policy Development Process 

The Cafcass policy development process follows the following steps. 

1. Policy Justification 

A policy is crucial in regards to oncology patients since they specifically are 

considered a more vulnerable population group in regards to other situations. In the year 

2006, 8,384 new cases were reported by the Ministry of Public Health in Lebanon and 

with this number being increased as we progress forward; hundreds of oncology 

patients visit the Bassile In-Patient Unit at AUBMC yearly. The removal of all possible 

cancer disparities is critical and needs to be learned, and for the information to be 

transferred properly from the medical and nursing teams respectively a policy needs 

then to be drafted to ensure equality in giving the patients their rights. 

2. Significant Practice Change 

When the preexisting policy is no longer satisfactory to both the patients and their 

families’ various needs are in order to fully prepare for being discharged. Policies are 

uplifted sometimes when new studies show the need of adding or removing items from 

the discharge plan in order for it to be more concise and user friendly. Change in 

practice as well happens when the rules and regulations of either the country they are 

found in or when the hospitals change their internal laws to abide by what is allowed. 

Oncology patients and their families need continuous psychological support especially 

when they have to deal with their illness alone on outside basis this is manageable when 



 

 

16 

patients and their families understand and learn symptom management techniques in 

order for them to take control of their situation and alleviate their anxiety levels 

simultaneously. The Bassile In-Patient Unit alone includes 32 registered nurses and 8 

attending physicians in addition to various medical team members that are constantly 

present and working actively on the unit. As the number of newly diagnosed patients are 

on the rise the volume of telephone calls received daily to the unit is rising as well with 

patients seeking information constantly and at various times. It’s worthy to mention that 

standardizing the discharge planning process will have significant challenges to bypass 

because everyone follows their own way of work flow, so standardization will take a lot 

of effort and time to be unified amongst all staff. 

3. Quality Improvement Project 

This step is needed to maintain what is positive about the existing policy about 

discharge planning while focusing on the areas that need improvement. This step: 

− Decreases post discharge adverse events by asking patients verbalize their 

understanding of post hospital discharge treatment continuation after education is 

given and reinforced while still inside the hospital. Moreover, increases patients’ 

satisfaction rates since they well be well aware of what they should be doing on an 

outside basis. 

− Increases exposure to discharge teaching and constant quality improvement updates, 

this step can be reassured by collecting baseline data on both patients and their 

families’ satisfaction and then recollecting at a 6 moth interval for a year or two to 

see how the new implemented process is being received and understood and 

implemented correctly.  
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4. Review, Analysis, & Direction Setting 

When only change is needed for the policies at hand, the task force in charge of 

change will gather up the most recent and relevant literature found in order to analyze 

and compare it to what’s happening on the ground and setting its direction straight. The 

task force is formed of various healthcare members of which physicians, nurses and 

other healthcare members who can positively contribute and affect its outcome. 

Attending physicians and nurses are constantly busy as oncology patients continue to 

rise in numbers, with this increase happening therefore I took on this project on behalf 

of all the staff working at the Bassile In-Patient unit in order to form a new discharge 

planning policy and plan after consulting with them and editing and testing it before 

implementation and if it succeeds then it can be expanded to cover other specialties. 

5. Policy Design 

Identify key characteristics to be used 

a. Quality / Accuracy / Objectivity 

- Refers to the accuracy of the evidence found in the literature and on the ground if 

possible with constant updates to the latest evidence in order to assure compliance to 

the latest standards being used worldwide. 

- The evidence retrieved and the material collected from John Hopkins Hospital with 

addition of information gathered via internet were reviewed from the perspective 

and were fit with the Lebanese adult oncology patients. 

b. Credibility 

Credibility is needed in order to ease the process of approval by the Hospital 

administration and the various task forces responsible for it, by having credible 

information the policy on discharge planning would be a good reference to rely on for 
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both the patients and their families on one hand and the staff using this policy on the 

other. The policy will be credible because it’s developed from the best available 

evidence and adopted from policies being applied at top performing hospitals including 

the Johns Hopkins Hospital. 

c. Relevance 

For the policy on discharge planning to be relevant, the literature review should be 

done in a timely matter and extracting literature to be used as a base source from recent 

years. This step is crucial to have a well rounded policy that can stand out between what 

is usually used and is considered a norm. The studies reviewed for this project were 

published in international peer reviewed journals in the past. 

d. Practicalities  

Relates to the extent to which the evidence is accessible to the policy makers, with 

this said this step needs to be obtained in order for the policy to be categorized as 

universal and can be used and understood by various staff members in order to rely the 

messages to the patients correctly. Care plan has been taken to consult both medical and 

nursing colleagues on the practicalities of introducing a discharge planning policy for 

oncology treated at the Bassile In-patient Unit. 

e. Developing the Draft Policy 

The first draft of the proposed discharge planning policy for adult oncology patients 

treated at the Bassile In-Patient unit will be developed from recent literature, from 

observations made at the oncology center at the Johns Hopkins Hospital. In addition to 

following an internet searches for similar policies done at various leading cancer centers 

worldwide. 
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C. Consultation on a Draft Policy for AUBMC 

Selected medical and nursing teams were consulted on a draft policy which was 

amended to take into account a complete policy. Then after the draft is done we consult 

other oncology team members (Registered nurses, medical team members, attending 

physicians, Dietician etc.) to add their remarks on the draft based on both subject and 

objective observations and adjusting the policy accordingly to cover the majority of 

deficiencies found after many collaborative sit downs have occurred to reach one 

concise decision on the content of the policy to be drafted. 

 

D. Preparation for a Final Draft for AUBMC 

1. Finalization of the Policy Proposal 

Following amendments of the draft policy based on feedback from both 

physicians and nurses at the Bassile In-Patient unit, the revised version was checked 

with the nurse manager. In addition consulting with patients and their families about the 

final draft of the policy in this section the patients and their families are referred to me 

by the treating physicians at the unit. 

2. Submission for approval  

Following further consultation with the treating team, the revised policy will be 

submitted for approval by the Clinical Practice Council (CPC) at AUBMC. The policy 

that will be submitted for the approval of AUBMC administration is presented as 

Appendix A. 

3. Policy Implementation 

Once approved by the Clinical Practice Council (CPC) a memorandum will be 

disseminated. Moreover the clinical educator will devise with the author of the paper 
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and accordingly provide various training sessions to all the staff that are required to start 

using the new discharge policy in order to reassure that the training was done and that 

staff are comfortable disseminating and managing the new policy so that the patients 

can have full benefit of what the new policy on discharge can provide to them and their 

families. 

4. Policy Review in 12 months 

The policy is to be reviewed and updated every 12 months in order to keep it 

with the latest evidence on hand to remain efficient and reflect positively in patients’ 

daily lives. In addition to taking feedback from both the patients and their families about 

the discharge plan at hand in order to understand their view point either  positive or 

negative and build on it for it to become more user friendly and increase compliance 

and patient satisfaction.  Affective symptom management, number of readmissions on 

the unit, number of attendances in the emergency room for symptom management and 

pain control can all be considered as indicators for the efficiency of the discharge 

policy.  

5. Discharge Planning Checklist 

The development of the discharge policy plan was complemented with 

preparation of an evidence-based discharge planning checklist compiled the literature 

reviewed and  best practice at world renown cancer centers, including Johns Hopkins, 

Tufts Medical Centre, and Memorial Sloan Kettering. The Discharge Planning 

Checklist proposed for use at AUBMC is presented as Appendix B. 
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E. Ethical Consideration  

The reason for developing a discharge planning policy was to assist both 

patients and their families post discharge to better manage cancer associated pains, 

associated symptoms, and how to support patients by meeting their psychological needs. 

All members of the treating team will be involved in implementing the policy especially 

the nurses. Thus consulting both physicians and nurses on preparing the draft and the 

final policy is crucial. 
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CHAPTER IV 

DISCUSSION 

 

A. Force Field Analysis 

Force Field Analysis is a useful decision making tool, created by Kurt Lewin in 

the 1940s it was originally used in Lewin’s work as a social psychologist. This tool was 

developed to help users come up with decisions by analyzing the forces driving and 

restraining a certain change, with helping users communicating the reasons behind the 

decision they conclude. Force Field Analysis is used for two purposes, first to select 

whether to proceed with the change being suggested, the second purpose would be to 

increase the chances of success by strengthening the forces backing up change and 

weakening the forces playing against it Tools, M. (2013). 

 

B. Restraining Factors - Possible Solutions 

The restraining factors can be addressed by involving physicians, nurses, and 

patients in the implementation of the plan. An agreed on plan of implementation is 

needed if the new policy is to succeed. A discharge planning nurse may not be required 

if there is consensus among physicians and nurses that the discharge plan is needed. A 

high level of involvement of the stakeholders in finalizing the discharge planning policy 

will increase the likelihood it will succeed. The plan will be trialed in its draft form to 

explore the cooperation of patients and families. If necessary, the plan can be 

implemented for the patients of one of the treating physicians before extending the 

process to other patients. However, this might make it more difficult to implement the 
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policy for all the patients in the unit. The Force Field Analysis for the implementation 

of the discharge policy is shown in Figure 2. 

 

C. Evaluation 

 

Figure 4.1. Force Field Analysis of the Discharge Planning Policy for Adult 

Oncology Patients 

 

 

 

 

 

 

 

 

 

 

 

1. Evaluation of the Policy 

A group of volunteer nurses at the Bassile In-Patient unit would undertake a 

review about the discharge policy by talking to the patients and their families and 

attending physicians by reviewing the log of telephone calls to check the frequency and 

content and would discuss results with the team to propose changes to the policy being 

addressed. If the policy is amended it would be submitted as a revision two to the 

relevant Clinical Practice Committee (CPC).  
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2. Review of the Need of a Discharge Planning Nurse 

The discharge planning nurse would be asked to write a report on the first 

twelve months of the policy addressing issues as: 

1) Number of patients discharged 

2) Waiting time for admission to the unit 

3) Number of education session decided on using the policy 

4) Number of nurses attended 

5) Evaluation of usefulness and practicality of the policy 

6) Breakdown of how nurses used their time 

7) Advantages and the disadvantages of the role from the perspective of the discharge 

nurse 

All those steps would then be reviewed by the Clinical Practice Committee 

(CPC), when the comments are in then the nurse manager of the oncology In-Patient 

unit and the nursing director would add their comments to the edited version, this edited 

document would be submitted to the administration. The outcome of the discharge nurse 

position is retained and that the role has fulfilled its purpose and is no longer required. 

Here the role should be continued but revised depending on the comments and 

impressions left from the previous year.  
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CHAPTER V 

SUMMARY, LIMITATIONS AND RECOMMENDATIONS 

 

A. Summary 

The discharge planning policy being implemented here started as an answer to 

patients needs to have adequate knowledge on how to continue taking care of 

themselves considering oncology patients as a vulnerable population. This systematic 

approach started as an idea taken from the various complaints both nurses and their 

patients have about the available discharge plan being used, after consultation with 

stakeholders at various levels have occurred a draft policy was executed following 

amendments given from the consultants. 

 

B. Limitations 

This study if implemented can face various obstacles first of all it will require 

the oncology staff to add an extra task to their daily schedules, by having a well 

balanced discharge plan means more time needed from the nurses to sit down with their 

patients to explain the content based on the notes they have about their patients and 

families needs as of the first day that they have been admitted. Second of all, the 

discharge plan will need to be explained in Arabic for those who do not understand the 

English language which can lead to misinterpretation of information if not trained well. 

Third of all would be the idea creating a discharge planning nurse and the possibility for 

it to become a permanent role which will require an increase in the unit’s budget.  
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C. Recommendations  

 As a result and based on the above issues addressed for discharge planning as 

well as evidence based literature review on the significance of discharge planning the 

author of this paper is even more convinced that discharge planning is essential for 

better patient outcomes post discharge. 

Patients necessitate a well built discharge planning that takes apparent barriers to 

discharge in order for the patients to succeed as they are ready to return home. 

Healthcare education should be taken more seriously, our patients require us to put in 

more effort in order to understand them and their needs instead of leaving them in vain. 

The shortage of nurses does not allow for timely follow ups during the 

admission to know the material that needs to be emphasized on upon discharge. 

 Health care institutions need to establish follow up phone calls after discharge 

to foresee potential problems before they happen in order to shun costly re-admissions. 

Investing in a well tailored discharge plan to the concerned individual while having 

evaluation of discharge obstacles, timely reply to resolve those obstacles and a 

continuation on education and participation of the multidisciplinary team with patients 

and their families helps them to feel more confident and well prepared for discharge 

home. 

It is recommended that more work should be done in regard to how the health 

care industry can resourcefully circulate the fundamental information that patients need.  

The discharge planning nurse role can positively affect practice in the area of 

discharge planning through promoting for sufficient, close follow up after discharge 

which can in return offer the needed educational, emotional, support that patients 

require when they are discharged home. 
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Health care institutions can perform better by bridging the space and enhancing 

the quality of care by investing in useful, comprehensive discharge planning through 

involving the patients and their families in the plan as well as starting the discharge 

process early in the hospital stay. 
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APPENDIX A 

DISCHARGE PLANNING POLICY FOR ADULT 

ONCOLOGY PATIENTS 
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APPENDIX B 

 

DISCHARGE PLANNING CHECKLIST FOR PATIENTS AND 

THEIR CAREGIVERS 
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