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Resumo 

Atualmente há uma tendência para precocemente se dar alta hospitalar quer por razões económicas, quer ainda 
porque o avanço tecnológico o permite. 
Porém nem sempre o doente tem alta com informação e ensino adequados, e, nem estes foram efetuados com o 
devido conhecimento não só do meio ambiente habitual do doente mas também das necessidades sentidas por 
este e pelo seu cuidador. 
Frequentemente essa tarefa é deixada para a equipe de CSP que também luta com a falta de informação 
proveniente do hospital.  
Os Autores baseando-se na sua experiência e em testemunhos relatados por doentes e cuidadores, em sua 
prática e em investigações anteriores, fazem uma reflexão sobre a alta hospitalar de um doente dependente e 
sobre a continuidade de cuidados que deve existir entre o hospital e os CSP. 
Concluem que os cuidados no domicílio após a alta hospitalar trazem dificuldades acrescidas para o doente e 
cuidadores não imaginadas durante o internamento, e que podem ser em parte, mitigadas pelo acompanhamento 
da equipe de CSP que prestará uma continuidade de cuidados. Para tal esta precisa de estar devidamente 
informada pela equipe hospitalar.Também é importante que no planeamento e execução da continuidade de 
cuidados o paciente e os respetivos cuidadores estejam envolvidos. 
Desta forma poder-se-á evitar efeitos adversos, por vezes irreparáveis, ou um novo internamento hospitalar não 
desejado. 
Palavras-chave: Alta hospitalar; continuidade de cuidados; cuidados domiciliários 

Abstract 

Nowadays the patients stay shortly in the hospital due to economical reasons and the development of new medical 
technologies. They are discharge as quickly as possible to home and to the primary care services frequently 
without relevant and proper health information, which can cause some related problems. 
The discharge planning can reduce fears and bad feelings among the patients and their families, and improve the 
quality of care at home.  
While staying in hospital, patients and carers must learn how to perform them for their status, how they cope with 
the disease and its consequences. 
The Authors pretend to reflect about the discharge planning of a patient with severe disability and   to reflect about 
the process of continuity of care between the hospital staffs and PHC staffs  
They divide this reflexion into two parts: discharge planning and continuity of care 
The discharge planning should start earlier at the hospital and must involve the carer and the PHC team who will 
give continuity of care at home. Home environment is very different from hospital environment and the care at 
home bring other constrains and problems which the patient/carer did not feel at hospital.  Contradiction on 
information should be avoid in communication among the health professionals involved 
The Authors conclude that a discharge planning is a toolkit for a multidisciplinary team in order that the patients 
and carers will meet their optimal quality of life after discharging from the hospital and while staying at home.  
The concept of having a continuity of care between hospital and PHC staffs should be a health mark of health 
service providers and it has a beneficial effect on health care utilization and outcomes. 
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Introduction 

Nowadays the patients stay shortly in the 
hospital due to economical reasons and the 
development of new medical technologies. They 
are discharge as quickly as possible to home 
and to the primary care services frequently 
without relevant and proper health information, 
which can cause them some related problems. 
The majority of those discharged patients is 
elderly clients with chronic consequences or 
disabilities needing a lot of continuity of care, 
which the hospital staffs sometimes not 
adequately or effectively evaluate because they 
do not know the real condition, and the 
environment of the patient’s home.(1) 

Discharge from the hospital it is the point at 
which the patient leaves the hospital and either 
return home or is transfer to another facility such 
as one for rehabilitation or to a nursing home (2). 
It is the term used when a person leaves 
hospital once his (her) is sufficient recovered.  It 
needs a plan, otherwise the patient can return 
earlier to the hospital  

A discharge planning is a service that considers 
the patient and carer’s needs after the hospital 
stay and may involve several services. It should 
start as earlier as possible after hospital 
discharge. The discharge planning can reduce 
fears and bad feelings of the patients and their 
families improving the quality of care at home 
and reduce the rehospitalisation rate. 

 While staying in hospital, patients and carers 
must learn how to perform them for their status, 
how they cope with the disease and its 
consequences. They also must learn on how 
they can manage new important technology for 
their well-being, and how they cope with the new 
life style changed. Health care providers should 
give the time to the family members and the 
patients in order to reorganize their family 
functions and roles and to choose who the 
principal carer will be and how to care the 
patients at home. (3) Good discharge planning 
involves clear communication between hospital 
care team and the PHC team. 

There are many diseases mainly chronic 
diseases, which cause a lot of troubles and 
severe disabilities or progressive handicap. The 
family difficulties on caring increase when the 
patients are discharge to home (4) The patient’s 
multi-morbidity and co-morbidity, the social and 
physical environment and the social and health 
professionals support are also important to 

prevent tiredness and burn-out among carers . 
Stroke is a good example , because is one of the 
important chronic diseases, causing severe 
disabilities to the patients and a lot of troubles 
for the carers who need to learn  about the 
disease and how to take care of their relatives 
(4) (5) (6) (7) 
The learning process must start at once when 
patient admits to the hospital and still remains 
forever until his or her sickness is completely 
solve. This learning process can improve, all the 
time, the patients and the carer’s knowledge and 
management about the disease. To make the 
learning process completely succeed the 
hospital staffs should be involve initially on the 
teaching process. The hospital staffs play  a 
role ,as key persons to start the learning process 
of the patients/ carers, which will continue at 
home by the primary health care staffs. This 
means that a continuity of care involving these 
two groups of health care professionals is very 
important on the continuity of learning process of 
patients and carers. 
Forster et al (2003) reported that about 20% of 
the patients discharged from hospital had 
experience of adverse events such as worsening 
symptoms, problems with treatment prescription 
(8). Improving the patient/carer monitorization 
we can reduce  or even prevent the subsequent 
adverse events after patient’s discharge 
( Forster et al 2014) (9) 
Home visits following hospitalization can reduce 
subsequent institutionalizations(10)(11)(12) (13) 
(14) 

Aims 
• to reflect about the discharge planning of 

a patient with severe disability 
• To reflect about the process of continuity 

of care between the hospital staffs and 
PHC staffs 

• To reflect about the continuity of care at 
home after a patient discharge 

Methodology 

Based on the opportunistic literature review and 
their own experiences, we make a reflection 
about the discharge planning for the severe 
disabled patient, and the process of continuity of 
care between the hospital staffs and the primary 
health care staffs. In order to support the 
reflection, some evidences from the practice and 
some data (which were collect from previous 
researches) were use. We divided the reflection 
into two parts: discharge planning and continuity 
of care. 
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1 – Discharge planning  

More and more the hospital inpatients are old 
persons with severe multi-morbidity and co-
morbidity and with some kind of dependence 
needing of long term care, although patients 
tends to be discharge earlier.As Kosecoff et al 
say the patients are discharge  quicker –and-
sicker. (15) 

From this decision can result adverse events not 
only for patients (medication / prescription 
errors, health complications, and so on), but also 
for carers (fatigue, burn-out, somatic and 
psychosomatic diseases) and an overuse of 
emergency services or frequent hospital 
readmissions (4)(16) 

The discharge planning is a process to prepare 
a person in an institution for return or re-entry 
into the community and the linkage of the 
individual to needed community services and 
supports 
  
It is an on-going process, which facilitates the 
patient discharge to the appropriate level of care 
and involves a multidisciplinary assessment of 
patient and family needs and a co-ordination of 
care services and referrals. A discharge planning 
must be prepaired to involve the patient and the 
carers, since the beginning of the process.(17)  

It is a complex process involving a coordination 
of health and social sectors in order to make a 
coordinated diagnosis and planning. The 
coordinate program must evaluate in a 
continuing process to implement new strategies 
if necessary. In addition, it needs continuity on 
teaching and information from and to the 
informal carer, because an old patient with 
severe disability needs a long-term care, which 
mainly will be provide at home by his/her 
informal carer. 
The planning for discharge may begin shortly 
after hospital admission. In addition, it is 
important to have someone giving advices on 
daily activities, alarm signs of worsen conditions 
and information about home care services 
facilities, when the patient returns to the family/
home. Sometimes the PHC team has this role 
when some family’s distress happened. (1) 
An effective discharge planning brings benefits 
to: 

• the patients 
• the carers 
• the health services 
• the social services 

The main benefits are: improving the health and 
the quality of life of the patients and the carers, 
minimizing dependences and fatigue/ burn-out, 
and avoiding overuse of social and health 
services as well. In addition, resources are 
effectively and efficiently used to the best effect, 
and, the responsibilities of health care staffs are 
better distributed. With a good discharge 
planning, we can keep the patients at home for a 
long period without readmission (we can reduce 
the admission rate). (18) 

Social and health professionals can help but the 
informal carers, who sometimes spend 24 hours 
a day with the patients, make the provision of 
home care. Sometimes the carers also must 
carry out all duties or care giving tasks that the 
disable patients had previously done before their 
illness, which also contribute to their worries and 
fatigue . They also have to provide them with 
important activities of daily living (ADLs), 
instrumental activities daily living (IADLs), and 
some care related to the patients health 
condition. In this case, the caregivers are thrust 
into the new care provider role with several 
needs that they do not have previous 
experiences because they were not previous 
initiated in this special “health care skills (2) (19) 
Jullamate, Azeredo, Paul, Subgranon (2006) 
explored the needs of informal caregivers of 
stroke patients at home in Thailand and found 
three main needs of caregivers which were 
categorized as assistance, information and 
social support needs . They also found that most 
of the caregivers want to be better educated 
regarding the disease and important caregiving 
tasks at home (3) (5) 

Many other s tudies revealed that the 
informational need is essential for all caregivers 
who have to take care of their disabled relatives 
at home. (5) (7) (13) (19) We can found from our 
experience that most caregivers do not have 
previous experiences to look after disabled 
patients and they lack adequate information from 
the hospital staffs when the patients stay in the 
hospital. 

They teach me how to give food by the tube but 
they do not explain to me what to give or how to 
prepare food (AL-67years old) 

When I arrived to the hospital, she was already 
discharge and it was a new team in the 
emergency services. I couldn’t talk to anyone 
and they do not give me a letter to you (AL -67 
years old) 
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If the patients are discharge from the emergency 
s e r v i c e a n d n o t f r o m t h e w a r d , t h e 
communication can be even worse. 
While patients stay in the hospital, the carer can 
learn by teaching or by seeing on how to do the 
things. In addition, they learn about the disease 
and the disability but if the patient is discharge 
from an emergency service, everything is new 
for the carer. In few hours the carer must learn 
about the disease and the disability, about the 
patient conditions, how to cope with it, and how 
to rearrange himself/or herself (as a person with 
proper life) and how to reorganize the family 
function. 
In the last situation, the teaching role of the PHC 
team is more important than when the patient is 
for a while a hospital inpatient. 

Sorry to call you so soon, but I need to ask you 
some questions about medication and other 
treatments which I do not know the answer (AS 
– 78 years old) 

Ohh….my sister gave this (a ball) to her. I 
exercise her with this ball, also massage her (CI 
– 46 years old) 

Although the carers receive some additional 
information from their neighbours or other 
informal persons with experiences, they felt not 
self-confident and they think that they had 
insufficient or lack of knowledge about providing 
care or rehabilitation for their disabled relatives 
at home or they want to be sure about the 
correct information. 
These caregivers wanted more information 
about the disease and other related issues such 
as prevention of recurrence, strategies to 
perform ADL´s and rehabilitation, available 
services in the community, and financial affairs, 
which accorded closely with many studies. (20) 
While taking care of their relatives in the 
hospital, the carers must learn the important 
things on caring the patients by seeing to do or 
doing (learning by doing). Before discharging 
from the hospital, hospital health professionals 
must certificate that the carer learnt the essential 
things for the patient’s survival and to his or her 
comfort. 
Even when they learn quite well during staying in 
the hospital, the carers always feel lonely 
because at home they can hardly consult 
anybody about their doubts regarding care-
giving tasks. In addition, they also feel confused 
because the home environment is different from 
hospital. Then the PHC professionals have to 
support and teach them in their real environment 
and conditions. 

Good communication between hospital and PHC 
team is one of the essential factors for the 
development of an effective and successful 
discharge planning.(1) Poor interdisciplinary 
communication has a negative impact on health 
care. The good communication between hospital 
staffs and the PHC team makes easier the carer 
tasks and better understanding because avoids 
contradiction information.  In addition, the 
information cannot manipulate and there is less 
use of resources. Good communication must 
involve all staffs from hospital and PHC service 
and must establish as two-way communication 
while they are effective partners working 
between organization, staffs, and the patients/
carers. Agreed communication strategies apply, 
tailoring to meet the needs of the various 
partners especially the patients and the carers. 
Patients and carers should be informed and up 
dated with their decisions and must be involved 
not as a passive player in the process but as key 
persons. Nowadays with the new WHO health’s 
concept, we have moved from a professional 
dominance to a partnership concept. (share, 
power and control of health/disease ). 
PHC team is a key principle group and strongly 
influences on effective continuity of care after 
the patients are discharge to their homes. 
Without this essential professional group, the 
patients and carers may not meet the optimal 
health care services taking into account the 
needs of the patient/carers, making diagnosis of 
the situation and treating when it is possible, 
relieving symptoms, or preventing ongoing 
problems that might occur with the patients and 
carers. 

2 - Continuity of care  

The process of discharge planning involving 
both the patient and caregivers begins at the 
time of admission and continues throughout the 
patient’s hospitalization and sometimes through 
the continuity of care at home. 

Always the hospital environment (physical and 
resources environment) is different from the 
home environment. When the patients are 
discharge, the caregivers must apply for 
everything that they learnt in the hospital to care 
the patient but there are big differences such as 
lack of staffs to help and to reassure on how to 
do, lack of support technical material. They also 
must learn about where they can bye the proper 
things, when they need help, and to whom they 
can apply for it. After the hospital discharge, 
patients can improve their health at home but 
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sometimes new events happen (consequences 
of the disease or related to it) which the carer did 
not learn before on how to cope (8)(9)(11) ; they 
need to be taught . The Duch Waterland Home 
Care Association cited by Peters,Flemens and 
Wijkel ( 1997)  referred that, the continuity 
between hospital and at home is not optimal; 
they appointed as one of the problems the poor 
information   received by the patient when he 
(her) was discharge, and the lack of an accurate 
preparation to be at home. The patient and the 
carer don’t know who can support them at home 
to help in this situation. (1) (3) 

 One of the PHC team task is to watch and to 
teach the carer at home on the continuity of 
hospital care, following the evolution of patient’s 
conditions. The PHC team must supervise the 
patient/carer home adaptation when they are 
discharge from the hospital and give the 
adequate advices. 
Talking about discharging from hospital, we must 
not forget the continuity of care, which is the 
base of a good care and a good long term care.  
The continuity of care can have several means 
but here, we talk only about the continuity of 
care involving the two levels of care (hospital 
and PHC).  
On that sense, the discharge planning and the 
continuity of care make part of a large concept of 
care centralized in the patient/carer and on the 
patient/carer information. 
Jullamate, Azeredo, Paul, Subgranon (2006) 
interviewed 20 stroke caregivers in Thailand 
about the teaching they received from the 
hospital staffs. They received from the health 
care provider’s explanations about disease and 
the condition of the patient in the future at home 
and some advices about the disease, the patient 
rehabilitation and about how to prevent disease 
complications.(3) (20) 

The doctor tells me that it is time-consuming 
treatment to make him recover; however, he will 
not be completely similar as previously.... (CE – 
28 years old) 

Well...the first step ... the nurses teach me to lift 
and adduct each of her legs ten times... (CE – 
28 years old) 

I don´t do anything more because he (the 
doctor) teaches me only that (lift her arms and 
legs).... (CB – 58 years old) 

I always turned over her to prevent pressure 
ulcer, the doctor told me when I took care of her 
at the hospital… (CE – 28 years old)   

Sometimes they learnt from books or because 
they heard the hospital staffs speaking to each 
other 

Yes... I hear the doctor and nurse speaking 
together... (AS – 78 years old) 

The first step in continuity of care must be based 
(still in the hospital) in the communication 
between the hospital staffs and the caregivers/
patients. The second moment it will be when the 
patient is discharge from hospital: the 
communication in this moment must be between 
the hospital staffs, the PHC staffs, and the 
pa t ien ts /careg ivers . F ina l l y, the ma in 
communication at home must be between 
patient/family, PHC staffs and social workers. 
When the patient is a chronic patient with a 
permanent disability, sometimes it is necessary 
to divide the care responsibility  between the 
hospital and the  PHC institutions, because the 
follow-up of the patient  can involve both health 
services levels.  
The continuity of care can improve the quality of 
care, but the base for an effect continuity of care 
is the good communication between all persons 
involved, without contradictions among the 
professionals. The information exchanged 
among the  health care professionals, or 
between the health care professionals and the 
social professionals and the patients/caregivers 
is paramount to facilitate the patient health care. 
..I have doubts on how to take care and 
rehabilitate her. I have never done it before… 
(CF – 46 years old) 

I don’t know if I’m doing it (massage) correctly or 
not, because I don’t have knowledge about it…. 
(CT – 62 years old) 

..At the beginning, I was afraid not to be able to 
take care of her or rehabilitate her. ..I do not 
know how to do it really (CG – 76 years old) 
   
At home, it is important to adapt care to 
individual’s needs and circumstances. The 
information and teaching received before the 
patient discharge must also be adapted to the 
new environment and circumstances. 

Sometimes, in primary care, it is difficult to join 
the social and health care staffs in the same 
place and anytime that it is necessary, (they do 
not come to the patient’s home at the same time 
to discuss the patient situation at home). 
Sometimes in this communication, the key 
person is the caregivers; he/she function as a 
channel between the several professionals, but 
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the patient/family has no training and knowledge 
to understand everything. The misunderstanding 
can overcome. The professionals must be sure 
that the triangulation of the communication does 
not affect the communication mean. Each 
professional must be very clear on what the 
needs are and on what they want to ask; they 
must use understand words to the carers. In 
addition, the carer opinion and comments can be 
very pertinent and useful to the patient well-
being. 
The continuity of care is in relation to the quality 
of information presented about patients.  

The domiciliary helper told me to tell you (family 
doctor) about a patient pressure ulcer that 
happened today. (AL-67 years)  

Continuity of care has been an important aspect 
of Primary Care and has played a considerable 
role in the improvement of patient/carer’s health 
conditions. 
Most of the patients have chronic diseases and 
after hospital discharge they can have 
complications or new episodes with new clinical 
signals and symptoms. 

The PHC team must teach the carer on how to 
early detect alarm signals, and how to act in this 
situation. 

Final comments 

A discharge planning is a toolkit for a 
multidisciplinary team in order that the patients 
and carers will meet their optimal quality of life 
after discharging from the hospital and while 
staying at home.  

The concept of having a continuity of care 
between hospital and PHC staffs should be a 
health mark of health service providers and it 
has a beneficial effect on health care utilization 
and outcomes. 

Effective communication is a key tool on all 
processes, which must be synchronizing and 
understood for all involving persons. In addition, 
GPs and all primary staff must find the patient/
carer needs and try to provide care and provide 
the patient/carer with the necessary tools to 
meet the needs of the patients/carers. (21) 

Good information and continuing supervision at 
home can avoid patient readmissions or 
institutionalizations and the fatigue/ burn-out of 
carers. 

We conclude that to obtain an effective 
discharge planning, it is necessary not only to 
have a good hospital teaching planning but also 
to involve other staffs from primary care setting. 

Discontinuity in the delivery of care can play a 
role in medical errors. 

Most of the patients who were discharge from 
hospital have chronic diseases and are old 
persons. If they already have pre-frailty when 
they are discharging from hospital, easily they 
become frailty elderly. This last condition 
imposes a better supervision at home. 
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