
1McFadden NR, et al. Trauma Surg Acute Care Open 2022;7:e000800. doi:10.1136/tsaco-2021-000800

Open access 

Patient and clinician perceptions of the trauma and 
acute care surgery hospitalization discharge 
transition of care: a qualitative study
Nikia R McFadden    ,1 Melissa M Gosdin,2 Gregory J Jurkovich    ,1,3 
Garth H Utter    1,2,3

To cite: McFadden NR, 
Gosdin MM, Jurkovich GJ, 
et al. Trauma Surg Acute Care 
Open 2022;7:e000800.

 ► Additional supplemental 
material is published online 
only. To view, please visit the 
journal online (http:// dx. doi. 
org/ 10. 1136/ tsaco- 2021- 
000800).

1Department of Surgery, Division 
of Trauma, Acute Care Surgery, 
and Surgical Critical Care, 
University of California Davis, 
Davis, California, USA
2Center for Healthcare Policy 
and Research, University 
of California Davis, Davis, 
California, USA
3Department of Surgery 
Outcomes Research Group, 
University of California Davis, 
Davis, California, USA

Correspondence to
Dr Garth H Utter;  ghutter@ 
ucdavis. edu

Received 30 June 2021
Accepted 8 October 2021

Original research

© Author(s) (or their 
employer(s)) 2022. Re- use 
permitted under CC BY- NC. No 
commercial re- use. See rights 
and permissions. Published 
by BMJ.

ABSTRACT
Objectives Trauma and acute care surgery (TACS) 
patients face complex barriers associated with 
hospitalization discharge that hinder successful recovery. 
We sought to better understand the challenges in 
the discharge transition of care, which might suggest 
interventions that would optimize it.
Methods We conducted a qualitative study of patient 
and clinician perceptions about the hospital discharge 
process at an urban level 1 trauma center. We performed 
semi- structured interviews that we recorded, transcribed, 
coded both deductively and inductively, and analyzed 
thematically. We enrolled patients and clinicians until we 
achieved data saturation.
Results We interviewed 10 patients and 10 clinicians. 
Most patients (70%) were male, and the mean age was 
57±16 years. Clinicians included attending surgeons, 
residents, nurse practitioners, nurses, and case managers. 
Three themes emerged. (1) Communication (patient- 
clinician and clinician- clinician): clinicians understood 
that the discharge process malfunctions when 
communication with patients is not clear. Many patients 
discussed confusion about their discharge plan. Clinicians 
lamented that poorly written discharge summaries are an 
inadequate means of communication between inpatient 
and outpatient clinicians. (2) Discharge teaching and 
written instructions: patients appreciated discharge 
teaching but found written discharge instructions to 
be overwhelming and unhelpful. Clinicians preferred 
spending more time teaching patients and understood 
that written instructions contain too much jargon. (3) 
Outpatient care coordination: patients and clinicians 
identified difficulties with coordinating ongoing 
outpatient care. Both identified the patient’s primary 
care physician and insurance coverage as important 
determinants of the outpatient experience.
Conclusion TACS patients face numerous challenges at 
hospitalization discharge. Clinicians struggle to effectively 
help their patients with this stressful transition. Future 
interventions should focus on improving communication 
with patients, active communication with a patient’s 
primary care physician, repurposing, and standardizing 
the discharge summary to serve primarily as a means 
of care coordination, and assisting the patient with 
navigating the transition.
Level of evidence III—descriptive, exploratory study.

BACKGROUND
Trauma and acute care surgery (TACS) patients 
face complex barriers surrounding the transition to 

outpatient care that hinder a successful recovery. They 
experience acute, unplanned injuries and illnesses that 
involve prolonged hospital stays and substantial func-
tional impairment. At the time of discharge, many 
patients are still experiencing physical, cognitive, 
and psychological disabilities related to their illness 
or injury. In addition, many in this patient popula-
tion are socioeconomically disadvantaged1 2 and have 
poor health literacy.3 4 At discharge, clinicians implic-
itly assume, or hope, this at- risk patient population 
will follow complex discharge instructions, including 
follow- up with multiple subspecialists, coordination 
of insurance- related matters, wound and ostomy 
care, weight- bearing or mobility limitations, new 
medications, and dietary restrictions.

Previous research has shown that TACS patients 
are often inadequately prepared to manage their care 
at home. For example, immediately postdischarge, 
27% of trauma patients need help with issues such as 
new or concerning symptoms, scheduling follow- up 
appointments, or managing medications.5 Once at 
home, many recently discharged trauma patients do 
not have the knowledge to effectively manage their 
pain at home,6 with deleterious effects on recovery.7 
TACS patients are also at increased risk of compli-
cations that may require readmission: up to 38% of 
trauma patients are readmitted within 1 year,8 and 
8.1% of acute care surgery patients are readmitted 
within 30 days of their index procedure.9 Relative 
to inpatient care, the hospital discharge transition of 
care appears ripe for optimization.

Although there is a growing body of research 
about discharge practices for general medicine and 
elective surgery patients, there is a relative paucity of 
evidence concerning optimal practices for this transi-
tion of care for TACS patients.10–12 Additionally, there 
are currently few interventions known to improve 
the discharge transition of care from the patient’s 
perspective. We sought to better understand the chal-
lenges in the transition from inpatient to subsequent 
recovery by conducting semi- structured interviews 
of experienced clinicians and patients as a necessary 
first step to develop interventions applicable to this 
complex, poorly optimized process.

METHODS
Setting
We conducted qualitative in- depth interviews with 
patients and clinicians regarding their percep-
tions about the discharge process. We followed 
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Strengthening the Reporting of Observational Studies in Epide-
miology reporting guidelines.

This study was performed at an academic, urban level 1 trauma 
center in California that admits approximately 4000 trauma 
and 2000 acute care surgery patients annually. At our center, 
there are two trauma surgery services and one acute care surgery 
service. Each service is led by an attending general surgeon. Care 
teams comprised a variety of Accreditation Council for Graduate 
Medical Education- approved residents—typically one mid- level 
or senior- level (postgraduate year 3–5) general surgery resident 
and three interns—and one or two nurse practitioners (NPs). 
During the patient’s hospitalization, a case manager works with 
each service to help coordinate postdischarge services.

At the time of discharge, a physician or NP orders prescrip-
tions, writes discharge instructions, and provides the discharge 
order in the electronic medical record. The instructions typically 
include a list of diagnoses from the hospitalization, important 
lab and imaging results, incidental findings, medication changes, 
instructions on tasks to perform after discharge (eg, how to care 
for a wound or ostomy), and recommended follow- up appoint-
ments to make. The patient’s nurse then prints these instruc-
tions, reviews them with the patient, and assists the patient with 
acquiring prescriptions, collecting the patient’s belongings, and 
organizing transportation from the hospital.

Participants
Recruitment and data collection occurred from February, 2020 
through November, 2020. Patients were eligible to participate 
if they were 18 years of age or older, admitted and discharged 
to home from the trauma surgery or acute care surgery services 
at our center, spoke English, and were able to understand the 
study and participate in the interview. Clinicians were eligible if 
they worked as an attending physician, resident physician, NP, 
nurse, or inpatient case manager who discharged patients from 
the trauma surgery or acute care surgery services at our center.

We recruited and obtained informed consent from patients 
during their inpatient admission. We then contacted them by 
telephone approximately 1 month after discharge to schedule an 
interview. We recorded demographic and clinical information 
for each patient. We purposively sampled patients to include a 
range of mechanisms of injury and acute care surgery diagnoses, 
ages, socioeconomic backgrounds, and severities of illness. We 
recruited clinicians both by email and referral from other clini-
cian participants, purposively sampling them to include a variety 
of backgrounds and years of experience. We obtained informed 
consent from all clinician participants prior to conducting 
interviews. In both clinician and patient groups, we concluded 
recruitment when thematic saturation was achieved.

Data collection and analysis
We developed a semi- structured interview guide (figure 1) 
through consensus of a multidisciplinary team which included 
TACS clinicians with research experience (GHU, GJJ), a 
general surgery resident (NRMcF), and an expert in qualitative 
research (MMG). A general surgery resident physician (NRMcF) 
conducted all interviews in person, by telephone, or using video 
conferencing. Interviews incorporated open- ended questions to 
elicit key issues and factors related to the discharge process.

We asked patients questions about their personal background, 
time as an inpatient, and the quality of care they received, their 
experience preparing for and leaving the hospital, what they 
thought about the discharge instructions they received, what 
things had gone well or poorly since they went home, and their 

thoughts about the care they received as an outpatient. We asked 
clinicians questions about their background, their current role, 
their experience discharging patients, what they thought patients 
want and need, documentation of discharge instructions, and 
any memorable patients. We used probing questions to clarify 
participant responses.

Interviews were digitally recorded and transcribed. Following 
an inductive approach, we coded each interview transcript imme-
diately after the interview using Max QDA Lite (VERBI Soft-
ware, Berlin, Germany, 2019), a computer- assisted qualitative 
analysis software. We also identified deductive codes based on 
our research questions and existing literature. We consolidated 
emerging concepts into core themes that recurred in the data. 
Our team met to discuss themes, drawing attention to similari-
ties and differences between patient and clinician perspectives. 
We iteratively evaluated and revised codes and themes from all 
interview transcripts as we completed additional interviews.

RESULTS
We approached 24 patients while hospitalized and 18 consented 
and enrolled (online supplemental figure S1, TACS Discharges 
Consort Diagram). Of those not enrolled, four patients declined, 
and two were ineligible because they spoke primarily Spanish. 
Approximately 1 month (median 31 days; IQR 28, 33 days) after 
discharge, we attempted to contact 17 patients by telephone 
and ultimately interviewed 10. One patient was not contacted 
because she had been discharged to a skilled nursing facility, 
rendering her ineligible. Of the 10 patients who participated, 7 
(70%) were male and the mean age was 57±16 years (table 1). 
Seven patients had been admitted to one of the trauma surgery 
services and three to the acute care surgery service. The median 
length of stay was 6 days (IQR 2, 12 days). All patient interviews 
occurred in a single session by telephone and ranged from 12 to 
30 min in length (median 19.5 min).

We recruited and consented 12 clinicians for this study, ulti-
mately interviewing 10. Two clinicians did not participate in the 
interview after providing consent. We interviewed attending 
physicians, general surgery residents, NPs, registered nurses, and 
a case manager who assists with discharge planning (table 2), all 
of whom routinely care for TACS patients at our center. Clini-
cians worked at their current position a median of 5 years (IQR 
4, 10 years). All clinician interviews were conducted in a single 
session and occurred in person, using video conferencing, or by 

Figure 1 Semi- structured interview guide.
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telephone. Clinician interview length ranged from 15 to 34 min 
(median 25 min).

Three key themes about TACS discharges emerged through 
thematic analysis of the interviews: communication (patient- 
clinician and clinician- clinician), discharge teaching and written 
instructions, and outpatient care coordination.

Theme 1: communication
Both patients and clinicians indicated that good communication 
is required for a successful discharge, including communication 
between the patient and clinician as well as among clinicians.

Communication between patient and clinician
Patients had mixed perceptions about whether they experienced 
clear communication about their discharge. Some patients were 
very happy with the communication they had with their clini-
cians about the discharge process. Other patients felt that the 
discharge plan was not clearly communicated to them (table 3, 
quote 1). These patients experienced confusion regarding when 
they were being discharged (table 3, quote 2), who to follow- up 
with, and when to follow- up (table 3, quote 3). In one case, 

inadequate communication led to a patient with multiple rib 
fractures running out of pain medication after discharge (patient 
2). This patient did not understand that he was expected to make 
an appointment with his primary care physician (PCP) after 
discharge, resulting in a delay in care.

Clinicians understood that discharges do not go smoothly 
when communication was not clear with their patients. They 
discussed many factors that hinder successful communication 
with their patients. These include systemic factors such as the 
sheer volume of rotating physicians, nurses, and NPs that care 
for each patient and the tendency of physicians and NPs to use 
bedside nurses to relay information to the patient. Busy patient 
loads and time constraints also limit the capacity of clinicians to 
communicate with patients (table 3, quote 4). In addition, many 
clinicians have different social, cultural, and economic back-
grounds than their patients, which may impair communication. 
Patient factors that hinder successful communication include 
language barriers, medical illiteracy, and distraction from the 
anticipation of going home (table 3, quote 5). Clinicians attempt 
to improve communication with their patients by making sure to 
address any needs expressed, reiterating important information 
during each patient encounter, being willing to elicit and answer 
questions, and practicing closed- loop communication.

Communication among clinicians
All clinicians interviewed expressed frustration with communi-
cation among clinicians. They agreed that all members of the 
patient’s care team must be coordinated to achieve a successful 
discharge. This was felt to be especially important when there 
are several subspecialty services caring for a patient (table 3, 
quote 5). The nurses often felt that the discharge plan is not 
directly discussed with them, so they had difficulty anticipating 
the patient’s needs during the discharge process (table 3, quote 
6). All clinicians lamented that the use of notes in the electronic 
medical record was a poor way for clinicians to communi-
cate with each other. More specifically, the limitations of the 
discharge summary were repeatedly discussed. Clinicians stated 
that it is an important way to communicate key events during the 

Table 1 Characteristics of patients and their hospitalizations

Patient code Sex Insurance Service Mechanism of injury
Primary injuries or Emergency 
General Surgery diagnosis

Length of stay 
(days)

Injury 
Severity 
Score

1 Female Public ACS — Splenic rupture after colonoscopy 12 —

2 Male Public and private Trauma Fall from height Rib fractures and hemothorax 6 16

3 Male Public Trauma Fall from height Rib fractures and grade 3 kidney 
laceration

2 20

4 Female None Trauma Fall down hill Degloving scalp laceration 2 4

5 Male Public Trauma Assault Minor facial fractures, 3 right metacarpal 
fractures, left rotator cuff tear

2 9

6 Male Public Trauma Motorcycle crash Thoracic spine vertebral body fracture, rib 
fractures, grade 1 liver laceration, scapula 
fracture, patella fracture, avulsion of calf 
skin and muscle

6 9

7 Female Public Trauma All- terrain vehicle 
crash

Rib fractures, grade 4 kidney injury, left 
upper quadrant mesenteric hematoma

28 19

8 Male Public Trauma Motor vehicle collision Sternal fracture, rib fractures, clavicle 
fracture, lumbar spine compression 
fracture

5 22

9 Male Public and private ACS — Choledocholithiasis and cholecystitis 6 —

10 Male Public ACS — Diverticulitis 22 —

.ACS, acute care surgery; EGS, emergency general surgery.

Table 2 Characteristics of clinicians

Clinician code Education and role

Attending 1 General surgeon board certified in surgical critical care

Attending 2 General surgeon board certified in surgical critical care

Resident 1 General surgery resident

Resident 2 General surgery resident

Nurse practitioner 1 Trauma and acute care surgery advanced care practitioner

Nurse practitioner 2 Trauma and acute care surgery advanced care practitioner

Nurse practitioner 3 Trauma and acute care surgery advanced care practitioner

Nurse 1 Registered nurse on trauma and acute care surgery unit, nurse 
manager

Nurse 2 Registered nurse on trauma and acute care surgery unit

Case manager Registered nurse, care coordination and discharge planning
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hospitalization as well as future plans to those who will assume 
care in the outpatient environment. However, the purpose, 
format, and contents of the discharge summary are not highly 
standardized (table 3, quote 7). At our institution, attending 
physicians, NPs, and residents working in the TACS clinic may 
not have directly cared for the patient while he or she was hospi-
talized. If the discharge summary, typically prepared by a junior 
team member, is poorly written, this can make it difficult for the 
clinician to fully anticipate the follow- up needs of the patient 
(table 3, quote 8).

Theme 2: discharge teaching and written instructions
Participants also discussed discharge teaching, patient learning, 
and the written discharge instructions provided to a patient at 
the conclusion of their hospitalization. Effective teaching by 
clinicians is required for patients to learn about and understand 
their hospitalization. Key information must then be cogently 
reflected in the discharge instructions. While hospitalized, TACS 
patients must learn what is required to care for themselves after 
their illness or injury. Patients we interviewed recalled discharge 
teaching positively, whereas clinicians believed that current 
processes of teaching and written discharge instructions can be 
improved.

At our institution, the patient’s nurse typically performs most 
discharge teaching and reviews written discharge instructions 
with patients. Nurses understand that reviewing instructions with 
patients is an important step in the discharge process (table 4, 
quote 1). Patients with wounds felt prepared to take care of them 
after discharge (table 4, quote 2). In general, physicians and NPs 
had mixed thoughts about the patient’s nurse being primarily 

responsible for reviewing written discharge instructions and 
performing discharge teaching. These clinicians felt they get 
involved with teaching in specific circumstances, for example, if 
a medication is vital to a patient’s recovery. Some were confident 
that the nurses review the information with patients effectively. 
Others questioned whether nurses are the best clinician to review 
discharge instructions with patients (table 4, quote 3). Many 
clinicians believed that there is substantial room for improve-
ment when it comes to patient teaching (table 4, quote 4). Resi-
dents, NPs, and attendings acknowledged that many patients are 
discharged without a full understanding of their hospital course 
and how to move forward with their recovery. Unfortunately, 
the extent of this knowledge gap is often not revealed until the 
first follow- up clinic visit (table 4, quote 5).

Both patients and clinicians actively discussed written 
discharge instructions. Some patients expressed that the papers 
contained an overwhelming amount of information (table 4, 
quote 6), while others felt that they were a useful reference 
after discharge for both patients and their support system. For 
example, patient 10 revealed that he has difficulty reading. He 
expressed that verbal instructions were most helpful for him, 
but he was happy to have the written instructions to give to his 
sister, who was his main caretaker. All clinicians understood that 
patients need clearly written instructions. However, they had 
different opinions about the quality of the instructions that our 
institution provides. Physicians and NPs understood that the 
written instructions are often confusing, laden with jargon, and 
insufficiently patient- focused; as such, they are not always useful 
for patients (table 4, quote 7). However, the floor nurses had a 
positive view of them—stating they were much improved from 

Table 3 Representative quotes about theme 1, communication

Quote 1 Patient 2

“If were to state anything, it is all about expectations. Setting proper expectations. And I’m sitting there watching these doctors 
knowing that they are running a whole fleet of problems, not just mine … I’m on the train here and I am just going to wait my turn in 
line, so to speak. I knew that but ideally … what is the next step? … It would have been nice to know what the next step is, for the 
expectations. That’s all.”

Quote 2 Patient 3 “I don’t know. I had an overall feeling of disorganization at that point. Nobody came in and said, okay, well this is the specific order 
that we’re going to go in now to discharge you.”

Quote 3 Patient 2 “When I was discharged, I was to make an appointment with the outpatient trauma after 7 days. And I did that [but] I wasn’t really 
clear what I should do. … I [go to the appointment] and [the TACS NP] basically said, he took the stitches out. And I asked for, ‘I need 
more oxy codeine’ and so he gave me kind of an amount [indicating too little]. … I kind of ran out of meds the day that I could get 
an appointment with [my PCP]. And then she right away gave me enough pills, more than I actually need now. That transition, maybe 
someone should have said, ‘Immediately make an appointment with your internal medicine doctor because she is going to take over 
care.’ And I did have some needs as far as meds go. And the nurse [practitioner in the TACS clinic] was kind of like, his role was to take 
out the stitches. That was kind of like his deal, ‘and the wound looks ok, you’re gone.’ There is common sense in here too; I have some 
responsibility. Then I immediately made an appointment with my doctor. But I had to wait a week to see her because of her schedule. I 
could have seen any other doctor but wanted to see her. That could have been handled better.”

Quote 4 Nurse practitioner 2 “I would like to spend more time with my patient discharging them. … I think that we don’t spend enough time with our patients 
guiding them to the next step.”

Quote 5 Nurse 2 “I feel like some people are ready to just bull out of there with like, ‘Just give me whatever I need and I’m just going to run out pretty 
much.’”

Quote 6 Nurse 1 “It’s very… ‘Okay, I need to call this person. Okay, now I need to call that person.’ It’s just discombobulated. It’s very separated, and it’s 
a bit difficult to get everybody on one page.”

Quote 7 Nurse 2 “Yeah, but sometimes [the physicians and NPs] would be really great. I would touch base and they would tell me everything I need to 
know. And sometimes I would be paging them and you guys are so busy and everything you’re doing and just trying to get ahold of the 
team and seeing what this patient needs so we can discharge this patient successfully and also timely as well.”

Quote 8 Attending 2 “Sometimes people have spent the extra time and effort to actually write some more thought in there to actually make it a piece of 
communication for the future, but I think in general, we treat the discharge summary as a way to close the admission rather than as a 
bridge to a future visit or encounter. So I think there’s particular room for improvement there.”

Quote 9 Nurse practitioner 1 “I can remember a patient. It was not too long ago and he was complex. He had a gunshot wound to his abdomen and had a liver 
injury, had multiple surgeries, was in the hospital for a long time. And he needed to also follow- up with us as well as multiple other 
services. And I think that the information and the discharge summary just was really minimal. And so it made it really hard when he 
came to clinic to try to fish out and try to figure out who [else] he needed to see …”

NP, nurse practitioner; PCP, primary care physician; TACS, trauma and acute care surgery.
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prior years and helpful for patients. They also noted that the 
instructions facilitated contacting a physician or NP if there were 
some issues that needed clarification (table 4, quote 8).

Theme 3: outpatient care coordination
Patients reported variable experiences in coordinating outpa-
tient care and all clinicians expressed frustration with the diffi-
culties their patients face in the outpatient environment. From 
discussions with both patients and clinicians, the PCP and a 
patient’s insurance coverage were central components of the 
patient experience.

Primary care physician
At our center, all patients are instructed to follow- up with their 
PCP after their TACS hospitalization. After discharge, patients 
made appointments with their PCP for a variety of reasons, from 
general check- ins to discussing new or concerning symptoms. 

Some patients had PCPs that were very engaged and saw them 
soon after discharge. For example, patient 1 went to her PCP 
promptly postdischarge and was diagnosed with a nosocomial 
infection. Other patients described how difficult it was to coordi-
nate with their PCP regarding medication refills, new diagnoses 
made during their inpatient stay, and medication changes made 
while they were hospitalized (table 5, quote 1). Some patients 
successfully made appointments with their PCP after discharge 
but did not discuss all the pertinent details about their hospital-
ization. For example, patient 6’s pre- injury anticoagulation was 
stopped during his hospitalization after diagnosis of a grade 1 
liver laceration, and he was instructed to discuss resuming it with 
his PCP. However, when asked about it during his interview, the 
patient stated that he had not done so despite having met with 
his PCP.

Clinicians perceive that a PCP plays a critical role in a patient’s 
postdischarge care. If a patient does not have an established 

Table 5 Representative quotes about theme 3: outpatient care coordination

Quote 1 Patient 10 “Just the medication issues is the biggest issue I’ve had, because they issue you the medications and some of them, even the doctor 
told me I have to take for life. And maybe that falls on my doctor. I don’t know? But nobody’s been on the ball with making sure that my 
medications are refilled.”

Quote 2 Nurse practitioner 1 “And I think, also, if they don’t have a primary care physician or their funding isn’t very good, then they don’t really have anyone that 
they’re going to follow- up with and say they don’t need to necessarily come to the trauma clinic whole lot, then they’re kind of lost. They 
don't really have anyone taking responsibility for them. So I think that is a huge concern of patients and we can’t always set that stuff up 
for them.”

Quote 3 Patient 5 “I went home the same way I came. I’m still injured. I ain’t had no surgery so I’m still in the same way I was when.”

Quote 4 Attending 1 “Some people aren’t going to go get the pain medicine that you order them because of cost or because they don’t have the insurance. 
Little things like that, that catch you off guard. And you feel like you maybe let the patient down. Because you intended one thing to 
happen and it didn’t, for very reasonable reasons. But then you just were unaware and then they went through a different or difficult 
path, that we were trying to avoid. So, that’s been eye- opening.”

Quote 5 Attending 2 “I discharged her and then I saw her in clinic two weeks later and she was still in her thoracic- lumbar- sacral orthosis (TLSO) brace and 
had neither her ortho nor her spine follow- up set up. And her dad was super on top of everything. He had made like a million phone calls 
and it was all an insurance authorization issue, but it dragged out for literally months and she was in a TLSO and couldn’t get her MRI 
because of insurance. I mean, it was total insanity.”

Quote 6 Attending 2 “It’s especially awkward because I’m not in the outpatient environment very much and so I don’t navigate it very well. So, I’m not very 
well equipped to help or to understand some of these issues.”

TLSO, thoracic lumbar sacral orthosis brace.

Table 4 Representative quotes about theme 2: discharge teaching, patient learning, and written discharge instructions

Quote 1 Nurse 2 “That’s such a big thing, this piece of paper that they’re going to go home with and you’re going to refer back to and have all the 
numbers and their follow- up appointments. So, I make sure to sit down and really go over the most important stuff and break it down, 
and if they have questions, I make sure to answer them. And when they’re discharged, who to go to if anything kind of goes south or 
anything at all. So, yeah I try to take time to really go through it, to make it the most effective because it is super important.”

Quote 2 Patient 10 “Yeah, they trained me. The lady was really nice to train me on how to do the ostomy.”

Quote 3 Resident 1 “I know the nurses go through it, but I also don’t think the nurses even have a full understanding of all the things that are on the 
discharge instructions because they weren’t part of the conversation.”

Quote 4 Resident 1 “I think we do a really bad job as a field of explaining to patients all the things that have happened if they’re trauma patients or the 
actual disease process that they have with the (ACS) patients.”

Quote 5 Nurse practitioner 2 “I receive patients in the clinic on a semi- regular basis. Many times, they don’t have clear understanding of their instructions.”

Quote 6 Patient 1 “They gave me quite a few things to read, and all that. And when I first came home, I just kind of put everything aside a little bit 
because it was hard for me to concentrate and read all that stuff.”

Quote 7 Attending 2 “Sometimes there are discharge instructions in there that aren’t relevant. Like we have things like if you have an incision. I mean, you 
could say so that’s pretty clear that it’s just dot- phrased to every single one. I think most of the time when there are specific things 
that are relevant to that patient, they do get added in and talked about. But I think in general, they’re pretty vague and sort of blanket 
statement to cover everything and anything.”

Quote 8 Nurse 1 “I would say generally, it’s hugely improved from a few years ago. A few years ago, it was all on one page. It was kind of confusing. I’m 
not sure what kind of computer programs they used to put it together, but it just wasn’t very clear. The program they have now, it kills 
a lot of trees. They get a number of pages, but it is much more clear. You’ve got your medications all together and you’ve got all your 
wound care and your follow- up all together, you might have your appointments listed on the back all together. So I think that piece is 
much improved.”

ACS, acute care surgery.
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relationship with a PCP, clinicians are aware that navigating the 
outpatient environment becomes even more difficult. Clinicians 
believe that this also leads to unnecessary subsequent emergency 
department visits. Sometimes patients can establish a PCP during 
their TACS hospitalization; however, this is not always possible 
(table 5, quote 2).

Insurance limitations
Clinicians and patients both expressed extreme frustration with 
limitations by insurance coverage in the outpatient environment. 
A patient’s insurance can limit their access to certain prescrip-
tions, follow- up lab and imaging tests, and clinic visits. Patient 5 
was admitted to our center with right hand metacarpal fractures, 
deemed by our orthopedic surgeons to warrant an outpatient 
operation. He was discharged with the intention for this proce-
dure to occur. Unfortunately, despite considerable effort by the 
patient, insurance limitations prevented him from scheduling 
timely follow- up in the orthopedics clinic, and he ultimately 
never underwent the planned operation. During the interview, 
the patient repeatedly described his disappointment with this 
process (table 5, quote 3).

Clinicians strongly disliked the difficulty of arranging postdis-
charge care for their patients (table 5, quote 4). Often, clinicians 
will request an outpatient referral or order a test for a patient 
to obtain after discharge, but patients cannot follow through 
because their insurer disapproves. Many outpatient manage-
ment decisions are delayed because of such impediments. For 
example, attending 2 described a patient with a thoracic spine 
fracture in a thoracic- lumbar- sacral orthosis brace who had to 
remain in her brace longer than planned because she had trouble 
obtaining a follow- up MRI scan and spine clinic appointment 
(table 5, quote 5). Clinicians expressed willingness to help their 
patients navigate the outpatient environment, but they acknowl-
edged that this takes a considerable amount of time, and they 
were unfamiliar with how best to help (table 5, quote 6).

DISCUSSION
In this qualitative study, we found that TACS patients have a 
wide variety of experiences during the transition from inpatient 
to subsequent recovery and that clinicians understand many of 
the challenges that their patients face. Clinicians want to help 
their patients with this stressful transition, but they fail to do 
so effectively. We are not aware of a prior study that assessed 
the perceptions of TACS attendings, residents, NPs, registered 
nurses, case managers, and patients at the same institution. The 
findings have highlighted several modifiable components of this 
transition of care to target for improvement.

We found that clinicians understood that discharges do not go 
smoothly when communication with patients is not clear, and 
that many patients experienced confusion about their discharge 
plan. Therefore, future efforts might focus on improvement of 
discharge communication between the patient and the clinician. 
The field of clinician- patient discharge communication continues 
to evolve, as there is no single technique that will benefit every 
patient. Instead, improvement in this area will likely require a 
multifaceted approach. Few studies have evaluated discharge 
communication specifically with TACS patients, but patients in 
general benefit from discharge information presented verbally in 
a structured manner, with confirmation of understanding before 
the patient leaves.13–15 Junior residents often perform discharges, 
however formal resident physician education on the discharge 
process is rare, and residents commonly omit key components 
of the discharge conversation.16 17 Dedicated education about 

discharge communication has been shown to improve resident 
discharge performance.16 Therefore, academic centers that care 
for TACS patients should consider adding formal training on 
this subject. In addition, the teach back method, during which 
a patient is asked to repeat information in their own words, 
should be emphasized. This evidence- based technique is shown 
to improve patients’ recall and comprehension of discharge 
information.18 It is of utmost importance that written discharge 
instructions, which often score poorly on assessments of under-
standability, be at an appropriate reading level.14 19 Finally, use 
of bedside communication adjuncts such as white boards20 and 
videos21 22 have also proven helpful.

During interviews, both patients and clinicians commented on 
difficulties with coordinating outpatient care. Therefore, future 
efforts should focus on more frequent and personalized engage-
ment with patients after they leave the hospital, so that prob-
lems such as pain control and patient navigation can be solved 
in a more efficient and productive manner. For example, a team 
member could be dedicated to outpatient navigation. In other 
patient populations, patient navigation programs have been 
effective at decreasing readmission and increasing medication 
and follow- up appointment adherence.10 11 23–26 At high- volume 
centers, where it may not be feasible to provide each patient 
with frequent, personalized navigation services, intensive post-
discharge assistance could be directed selectively to those most at 
risk of adverse events or readmission. Predictors of readmission 
among acute care surgery patients include greater comorbidities, 
leaving against medical advice, and public insurance.27

In this study, clinicians lamented that poorly written discharge 
summaries are an inadequate means of communication between 
inpatient and outpatient clinicians. Discharge summaries have 
traditionally played a critical role in communication between 
hospital- based and outpatient physicians, but they commonly lack 
important information such as diagnostic test results, treatment 
or hospital course, discharge medications, test results pending at 
discharge, patient or family counseling, and follow- up plans.28 
Centers that care for TACS patients should focus on repurposing, 
optimizing, and standardizing the discharge summary to serve 
primarily as a means of care coordination. We did not identify 
any studies about improving discharge summaries for surgical 
patients. However, efforts to improve the quality of general 
medicine discharge summaries are effective,29 30 can improve 
their perceived quality for PCPs,28 and significantly decrease 
medication errors.31 Similar efforts to improve TACS discharge 
summaries have potential to improve patient outcomes.

Both patients and clinicians identified that a patient’s PCP is 
a central component of the outpatient experience. In our study, 
patients saw their PCP for a wide variety of issues postdischarge, 
from pain management to continued work- up and management 
of new comorbid diagnoses made during hospitalization. Ideally, 
PCPs provide reassurance and supplemental information about 
injuries and EGS illnesses, exercises, prognosis, and a timetable 
for recovery posthospitalization.32 Patients we interviewed 
experienced difficulties due to poor communication between 
the hospital clinician and a patient’s outpatient doctor, which 
is not unusual.28 33 PCPs caring for patients postinjury complain 
about poor communication from hospital clinicians about their 
patients32 and over half of family physicians caring for post-
surgical patients report that uncertainty regarding management 
has resulted in adverse events.34 In addition, medical errors 
related to discontinuity of care from inpatient to outpatient 
settings are associated with increased rehospitalization.35 There-
fore, it is important that PCPs of hospitalized TACS patients 
be provided with timely, accurate discharge summaries. TACS 
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clinicians should prioritize communication with a patient’s 
PCP at discharge by sending discharge summaries electroni-
cally, if possible. This intervention has the potential to improve 
the patient experience and decrease adverse events. Although 
research in this field is evolving, patients who were seen in 
follow- up by a physician who had received a discharge summary 
(compared with patients who were seen by a physician who 
had not received a discharge summary) experienced decreased 
readmissions.36

Limitations
Although this study provides insight into patient and clinician 
perceptions of the hospital discharge process, it has limitations. 
First, we did not interview every type of clinician that cares for 
TACS patients. Future efforts should focus on understanding 
the perceptions of important members of the care team, such 
as surgical specialists who commonly treat this patient popula-
tion (eg, orthopedics, neurosurgery), social workers, who help 
to organize important resources for patients after discharge, and 
PCPs, who care for these patients posthospitalization. Second, 
although we felt we achieved thematic saturation with the 20 
participant interviews we conducted, the results from this anal-
ysis represent a relatively small sample size, and thus we may 
have failed to identify some important themes. Third, this study 
only highlights the experience at a single center, which may have 
unrepresentative discharge processes and circumstances, limiting 
generalizability. Nonetheless, we suspect that the overarching 
themes are applicable to many hospitals that care for TACS 
patients.

CONCLUSIONS
TACS patients face several challenges at discharge. Clinicians 
struggle to effectively help their patients with this stressful 
transition. Future interventions might focus on a multifaceted 
approach to improve communication with patients at discharge, 
repurposing and optimizing the discharge summary to serve 
primarily as a means for coordinating care, communicating about 
the TACS hospitalization with the patient’s PCP, and assisting the 
patient with navigating the transition.

Contributors Study conception and design: NRMcF, GJJ, MMG, GHU. Acquisition of 
data: NRMcF. Analysis and interpretation of data: NRMcF, GJJ, MMG, GHU. Drafting 
of manuscript and critical revision: NRMcF, GJJ, MMG, GHU. Guarantor: NRMcF.

Funding This work was supported by a training grant from the National Center for 
Advancing Translational Sciences, National Institutes of Health (UL1 TR001860).

Competing interests None declared.

Patient consent for publication Not applicable.

Ethics approval This study involves human participants and was approved by 
the University of California Davis Institutional Review Board (IRB #1507914- 2). 
Participants gave informed consent to participate in the study before taking part.

Provenance and peer review Not commissioned; externally peer reviewed.

Data availability statement Data sharing not applicable as no datasets 
generated and/or analyzed for this study.

Open access This is an open access article distributed in accordance with the 
Creative Commons Attribution Non Commercial (CC BY- NC 4.0) license, which 
permits others to distribute, remix, adapt, build upon this work non- commercially, 
and license their derivative works on different terms, provided the original work is 
properly cited, appropriate credit is given, any changes made indicated, and the use 
is non- commercial. See: http://creativecommons.org/licenses/by-nc/4.0/.

ORCID iDs
Nikia R McFadden http://orcid.org/0000-0003-0617-1903
Gregory J Jurkovich http://orcid.org/0000-0003-0870-8583
Garth H Utter http://orcid.org/0000-0001-7747-3429

REFERENCES
 1 Santry HP, Collins CE, Wiseman JT, Psoinos CM, Flahive JM, Kiefe CI. Rates 

of insurance for injured patients before and after health care reform in 
Massachusetts: a possible case of double jeopardy. Am J Public Health 
2014;104:1066–72.

 2 Brattström O, Eriksson M, Larsson E, Oldner A. Socio- Economic status and co- 
morbidity as risk factors for trauma. Eur J Epidemiol 2015;30:151–7.

 3 Kadakia RJ, Tsahakis JM, Issar NM, Archer KR, Jahangir AA, Sethi MK, Obremskey WT, 
Mir HR. Health literacy in an orthopedic trauma patient population. J Orthop Trauma 
2013;27:467–71.

 4 Shahan CP, Weinberg JA, Magnotti LJ, Fabian TC, Croce MA. Trauma health literacy: in 
need of remediation. J Trauma Acute Care Surg 2016;81:1167–70.

 5 Wright A, Grady K, Galante J. Automated Postdischarge trauma patient call program. J 
Trauma Nurs 2018;25:298–300.

 6 Goldsmith H, McCloughen A, Curtis K. Using the trauma patient experience and 
evaluation of hospital discharge practices to inform practice change: a mixed methods 
study. J Clin Nurs 2018;27:1589–98.

 7 Goldsmith H, McCloughen A, Curtis K. The experience and understanding of pain 
management in recently discharged adult trauma patients: a qualitative study. Injury 
2018;49:110–6.

 8 Staudenmayer K, Weiser TG, Maggio PM, Spain DA, Hsia RY. Trauma center care 
is associated with reduced readmissions after injury. J Trauma Acute Care Surg 
2016;80:412–8.

 9 Havens JM, Olufajo OA, Tsai TC, Jiang W, Columbus AB, Nitzschke SL, Cooper Z, Salim 
A. Hospital factors associated with care discontinuity following emergency general 
surgery. JAMA Surg 2017;152:242–9.

 10 Hall EC, Tyrrell R, Scalea TM, Stein DM. Trauma transitional care coordination: 
protecting the most vulnerable trauma patients from hospital readmission. Trauma 
Surg Acute Care Open 2018;3:e000149–4.

 11 Rosario ER, Espinoza L, Kaplan S, Khonsari S, Thurndyke E, Bustos M, Vickers 
K, Navarro B, Scudder B. Patient navigation for traumatic brain injury promotes 
community re- integration and reduces re- hospitalizations. Brain Inj 2017;31:1340–7.

 12 Bardes JM, Khan U, Cornell N, Wilson A. A team approach to effectively discharge 
trauma patients. J Surg Res 2017;213:1–5.

 13 Shoeb M, Merel SE, Jackson MB, Anawalt BD. "Can we just stop and talk?" patients 
value verbal communication about discharge care plans. J Hosp Med 2012;7:504–7.

 14 Samuels- Kalow ME, Stack AM, Porter SC. Effective discharge communication in the 
emergency department. Ann Emerg Med 2012;60:152–9.

 15 Slater BA, Huang Y, Dalawari P. The impact of Teach- Back method on retention 
of key domains of emergency department discharge instructions. J Emerg Med 
2017;53:e59–65.

 16 Dalley M, Baca M, Raza C, Boge L, Edwards D, Goldszer R, Cubeddu L, Farcy D. Does a 
standardized discharge communication tool improve resident performance and overall 
patient satisfaction? West J Emerg Med 2021;22:52–9.

 17 Gallahue FE, Betz AE, Druck J, Jones JS, Burns B, Hern G. Ready for discharge? 
A survey of discharge Transition- of- Care education and evaluation in emergency 
medicine residency programs. West J Emerg Med 2015;16:879–84.

 18 Mahajan M, Hogewoning JA, Zewald JJA, Kerkmeer M, Feitsma M, van Rijssel DA. The 
impact of teach- back on patient recall and understanding of discharge information in 
the emergency department: the emergency Teach- Back (EM- TeBa) study. Int J Emerg 
Med 2020;13:1–8.

 19 Sarzynski E, Hashmi H, Subramanian J, Fitzpatrick L, Polverento M, Simmons M, 
Brooks K, Given C. Opportunities to improve clinical summaries for patients at 
hospital discharge. BMJ Qual Saf 2017;26:372–80.

 20 Tan M, Hooper Evans K, Braddock CH, Shieh L. Patient whiteboards to improve 
patient- centred care in the hospital. Postgrad Med J 2013;89:604–9.

 21 Newnham H, Barker A, Ritchie E, Hitchcock K, Gibbs H, Holton S. Discharge 
communication practices and healthcare provider and patient preferences, satisfaction 
and comprehension: a systematic review. Int J Qual Health Care 2017;29:752–68.

 22 Jové-Blanco A, Solís- García G, Torres- Soblechero L, Escobar- Castellanos M, Mora- 
Capín A, Rivas- García A, Castro- Rodríguez C, Marañón R. Video discharge instructions 
for pediatric gastroenteritis in an emergency department: a randomized, controlled 
trial. Eur J Pediatr 2021;180:569–75.

 23 Balaban RB, Galbraith AA, Burns ME, Vialle- Valentin CE, Larochelle MR, Ross- Degnan 
D. A patient navigator intervention to reduce hospital readmissions among high- risk 
safety- net patients: a randomized controlled trial. J Gen Intern Med 2015;30:907–15.

 24 Deen T, Terna T, Kim E, Leahy B, Fedder W. The impact of stroke nurse navigation on 
patient compliance Postdischarge. Rehabil Nurs 2018;43:65–72.

 25 Horyna TJ, Jimenez R, McMurry L, Buscemi D, Cherry B, Seifert CF. An evaluation of 
interprofessional patient navigation services in high Utilizers at a County tertiary 
teaching health system. J Healthc Manag 2020;65:62–70.

 26 Di Palo KE, Patel K, Assafin M, Piña IL. Implementation of a patient navigator 
program to reduce 30- day heart failure readmission rate. Prog Cardiovasc Dis 
2017;60:259–66.

 27 Havens JM, Olufajo OA, Cooper ZR, Haider AH, Shah AA, Salim A. Defining rates 
and risk factors for readmissions following emergency general surgery. JAMA Surg 
2016;151:330–6.

copyright.
 on M

ay 23, 2023 by guest. P
rotected by

http://tsaco.bm
j.com

/
T

raum
a S

urg A
cute C

are O
pen: first published as 10.1136/tsaco-2021-000800 on 19 January 2022. D

ow
nloaded from

 

http://creativecommons.org/licenses/by-nc/4.0/
http://orcid.org/0000-0003-0617-1903
http://orcid.org/0000-0003-0870-8583
http://orcid.org/0000-0001-7747-3429
http://dx.doi.org/10.2105/AJPH.2013.301711
http://dx.doi.org/10.1007/s10654-014-9969-1
http://dx.doi.org/10.1097/BOT.0b013e3182793338
http://dx.doi.org/10.1097/TA.0000000000001140
http://dx.doi.org/10.1097/JTN.0000000000000391
http://dx.doi.org/10.1097/JTN.0000000000000391
http://dx.doi.org/10.1111/jocn.14230
http://dx.doi.org/10.1016/j.injury.2017.09.027
http://dx.doi.org/10.1097/TA.0000000000000956
http://dx.doi.org/10.1001/jamasurg.2016.4078
http://dx.doi.org/10.1136/tsaco-2017-000149
http://dx.doi.org/10.1136/tsaco-2017-000149
http://dx.doi.org/10.1080/02699052.2017.1325937
http://dx.doi.org/10.1016/j.jss.2017.02.018
http://dx.doi.org/10.1002/jhm.1937
http://dx.doi.org/10.1016/j.annemergmed.2011.10.023
http://dx.doi.org/10.1016/j.jemermed.2017.06.032
http://dx.doi.org/10.5811/westjem.2020.9.48604
http://dx.doi.org/10.5811/westjem.2015.9.27298
http://dx.doi.org/10.1186/s12245-020-00306-9
http://dx.doi.org/10.1186/s12245-020-00306-9
http://dx.doi.org/10.1136/bmjqs-2015-005201
http://dx.doi.org/10.1136/postgradmedj-2012-131296
http://dx.doi.org/10.1093/intqhc/mzx121
http://dx.doi.org/10.1007/s00431-020-03827-w
http://dx.doi.org/10.1007/s11606-015-3185-x
http://dx.doi.org/10.1002/rnj.305
http://dx.doi.org/10.1097/JHM-D-19-00123
http://dx.doi.org/10.1016/j.pcad.2017.07.004
http://dx.doi.org/10.1001/jamasurg.2015.4056
http://tsaco.bmj.com/


8 McFadden NR, et al. Trauma Surg Acute Care Open 2022;7:e000800. doi:10.1136/tsaco-2021-000800

Open access

 28 Kripalani S, LeFevre F, Phillips CO, Williams MV, Basaviah P, Baker DW. Deficits in 
communication and information transfer between hospital- based and primary 
care physicians: implications for patient safety and continuity of care. JAMA 
2007;297:831–41.

 29 Axon RN, Penney FT, Kyle TR, Zapka J, Marsden J, Zhao Y, Mauldin PD, Moran WP. A 
hospital discharge summary quality improvement program featuring individual and 
team- based feedback and academic detailing. Am J Med Sci 2014;347:472–7.

 30 Myers JS, Jaipaul CK, Kogan JR, Krekun S, Bellini LM, Shea JA. Are discharge 
summaries teachable? the effects of a discharge summary curriculum on the quality 
of discharge summaries in an internal medicine residency program. Acad Med 
2006;81:S5–8.

 31 Bergkvist A, Midlöv P, Höglund P, Larsson L, Bondesson A, Eriksson T. Improved quality 
in the hospital discharge summary reduces medication errors--LIMM: Landskrona 
Integrated Medicines Management. Eur J Clin Pharmacol 2009;65:1037–46.

 32 Christie N, Beckett K, Earthy S, Kellezi B, Sleney J, Barnes J, Jones T, Kendrick D. 
Seeking support after hospitalisation for injury: a nested qualitative study of the role 
of primary care. Br J Gen Pract 2016;66:e24–31.

 33 Kattel S, Manning DM, Erwin PJ, Wood H, Kashiwagi DT, Murad MH. Information 
transfer at hospital discharge: a systematic review. J Patient Saf 2020;16:e25–33.

 34 Uppal NK, Eisen D, Weissberger J, Wyman RJ, Urbach DR, Bell CM. Transfer of care of 
postsurgical patients from hospital to the community setting: cross- sectional survey of 
primary care physicians. Am J Surg 2015;210:778–82.

 35 Moore C, Wisnivesky J, Williams S, McGinn T. Medical errors related to 
discontinuity of care from an inpatient to an outpatient setting. J Gen Intern Med 
2003;18:646–51.

 36 van Walraven C, Seth R, Austin PC, Laupacis A. Effect of discharge summary 
availability during post- discharge visits on hospital readmission. J Gen Intern Med 
2002;17:186–92.

copyright.
 on M

ay 23, 2023 by guest. P
rotected by

http://tsaco.bm
j.com

/
T

raum
a S

urg A
cute C

are O
pen: first published as 10.1136/tsaco-2021-000800 on 19 January 2022. D

ow
nloaded from

 

http://dx.doi.org/10.1001/jama.297.8.831
http://dx.doi.org/10.1097/MAJ.0000000000000171
http://dx.doi.org/10.1097/01.ACM.0000236516.63055.8b
http://dx.doi.org/10.1007/s00228-009-0680-1
http://dx.doi.org/10.3399/bjgp15X688141
http://dx.doi.org/10.1097/PTS.0000000000000248
http://dx.doi.org/10.1016/j.amjsurg.2015.03.006
http://dx.doi.org/10.1046/j.1525-1497.2003.20722.x
http://dx.doi.org/10.1046/j.1525-1497.2002.10741.x
http://tsaco.bmj.com/

	Patient and clinician perceptions of the trauma and acute care surgery hospitalization discharge transition of care: a qualitative study
	ABSTRACT
	Background
	Methods
	Setting
	Participants
	Data collection and analysis

	Results
	Theme 1: communication
	Communication between patient and clinician
	Communication among clinicians

	Theme 2: discharge teaching and written instructions
	Theme 3: outpatient care coordination
	Primary care physician
	Insurance limitations


	Discussion
	Limitations

	Conclusions
	References


