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Summary

Background Outpatient discharge decision making in dermatology is poorly under-
stood.
Objective To identify the influences on clinicians’ thought processes when making
discharge decisions in dermatology outpatient clinics.
Methods Forty clinicians from 11 National Health Service Trusts in England were
interviewed. The interviews were audiorecorded, transcribed, coded and themati-
cally analysed.
Results The mean age of the clinicians was 48�8 years (range 33�0–67�0), 17
(43%) were men and 19 (48%) had > 20 years of clinical experience. One hun-
dred and forty-eight influences were reported, with five main themes: (i) dis-
ease-based influences included type of diagnosis (100% of clinicians), guidelines
(100%) and treatment needed (100%); (ii) clinician-based influences included
the clinician’s level of experience (100%), seniority (37%), emotional attitude
(95%), ‘gut feeling’ (25%), personal attitude towards discharge (45%) and level
of perception (100%); (iii) patient-based influences included patients’ ability to
cope with their disease (100%), wishes (70%), quality of life (32%), command
of English (40%) and cultural background (25%); (iv) practice-based influences
included good primary care (100%), secondary support structure (100%) and
clinic capacity pressure (67%); (v) policy-based influences included pressure
from hospital managers (57%) and an active discharge policy (7%). Fourteen
(9%) influences were potentially inappropriate.
Conclusion This study has identified multiple factors influencing outpatient dis-
charge decision making. This provides the basis for developing evidence-based
training to improve discharge decision appropriateness.

What’s already known about this topic?

• The process of discharging an outpatient is critical to organizing an efficient service.

• Both clinical and nonclinical factors influence outpatient discharge decision making.

What does this study add?

• There is a huge range of influences on clinicians during the process of discharging

patients from outpatient clinics.

• Most influences are appropriate but some may be inappropriate.

• There is a need to train clinicians in how to make appropriate outpatient discharge

decisions.
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The outpatient discharge decision is a critical but neglected

process.1 Discharge decisions, marking the final stage of one

episode of patient care, are taken as an integral part of clinical

practice countless times daily in dermatology outpatient clin-

ics, but deciding whether or not to discharge a patient is com-

plex.2–5 The decision plays a major role in determining the

number of outpatient attendances, directly affecting the overall

efficiency of outpatient clinical services.5 In the U.K. National

Health Service (NHS), everyone is registered with a general

practitioner (GP). All care is free and doctors are salaried. A

small percentage of patients choose to access health care pri-

vately for a fee, outside of the NHS. In order to be seen by a

dermatologist, the GP needs to refer the patient to the derma-

tology service, usually based in the secondary care hospital.

Lengthy waiting times for specialist care are a major concern

under the NHS and some healthcare systems.6,7 There is lim-

ited evidence concerning influences on discharge.1 However,

influences identified beyond diagnosis and disease severity

include the clinician’s personal attitude towards discharge, the

patient’s ability to make decisions, the availability of health-

care resources, ethical considerations, time pressures and deci-

sion biases.1,3,8–13 The aim of this study was to investigate

what the clinical and nonclinical influences are on outpatient

discharge decisions. This is important because a better under-

standing may allow training to ensure improved appropriate-

ness and greater consistency in making discharge decisions.

Materials and methods

Ethical approval was obtained from the South East Wales Local

Research Ethics Committee and from each hospital’s research

and development department. This study was set within the

NHS in England. All patients receive free treatment and so there

is no system of reimbursement to patients. We purposively sam-

pled 60 consultant dermatologists from 11 NHS hospital Trusts

across England. Clinicians were chosen to represent a reasonable

mix of consultants with both medical and surgical interests. We

limited our inclusion criteria to only consultants rather than also

including trainee dermatologists because consultant dermatolo-

gists have completed accredited training and are expected to

have wide experience in clinical decision taking.

All consultants were initially invited to participate thorough

post/e-mail and then met face-to-face with N.A.H. to discuss

the protocol prior to the start of the study. Forty consultants

gave written informed consent and were interviewed face-to-

face by the same interviewer (N.A.H.). We used a semistruc-

tured interview checklist,14 starting with the question ‘Please

tell me what are the factors that influence your discharge deci-

sion making in your outpatient practice’ and used prompts

such as ‘Please tell me more about this?’ to explore further.

To allow participants to express views that may have been

missed, a question such as ‘Is there anything more you would

like to add?’ was asked at the end of the interview. Saturation

(i.e. no more new themes generated) was reached during the

29th interview, and therefore it was not deemed necessary to

interview more than 40 participants.

Data analysis

The interviews were transcribed, coded and analysed by

N.A.H. using thematic analysis. The process of coding was

initially conducted manually. It started by systematically

extracting relevant items across the dataset. These items were

then collated into potential subthemes and themes by writing

each influence in the right-hand margin of each transcript.

Ten per cent of interview transcripts were analysed separately

by A.Y.F. or M.S.S. Codes extracted from each transcript

were compared to check for consistency and validity of the

analysis. Transcripts were further analysed by N.A.H. using

NVivo 10 Qualitative Data Analysis Software (QSR Interna-

tional Pty Ltd, Melbourne, Vic., Australia) to aid with the

organization of unstructured data. All duplications or similar

items were reduced by removing or merging them under a

common category. A final list of themes and subthemes was

generated.

Results

Forty (67%) of 60 clinicians agreed to be interviewed

(Table 1). Eleven (55%) of the 20 dermatologists who did

not agree to take part in the study were from the South

Table 1 Demographic characteristics of the consultant dermatologists

(n = 40)

Consultant dermatologists
Male 17 (42)

Female 23 (57)
Mean age (years) 48�8
Indigenous British 32 (80)
Ethnic minority 8 (20)

Type of NHS contract
Full time 32 (80)

Part time 8 (20)
Also working in private practice 28 (70)

Place of training
England 36 (90)

Scotland 1 (2)
Wales 2 (5)

Overseas 1 (2)
Years of clinical experience in dermatology

30–40 7 (17)

20–29 12 (30)
10–19 14 (35)

< 10 4 (10)
Number of clinical sessions per week

≥ 10 5
5–9 31

< 5 4
Main special interest in dermatology

Medical 20 (50)
Surgical 11 (27)

Paediatric 9 (22)

Data are n (%) unless otherwise indicated. NHS, National Health

Service.
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Table 2 Influences on clinicians’ outpatient discharge decision-taking

Type of influence Na Percentage

Disease based

1. Diagnosis 40 100
Type 40 100

Will discharge patients with simple basal cell carcinoma after completing surgery 4 10
Severity 21 52

Prefer to continue managing patients with severe skin diseases in the clinic 5 12
Chronicity 26 65

Disease progression 19 47
Will discharge if patient cured 19 47

Will discharge if disease stabilizes 16 40
Will not discharge if disease is recurring 15 37

Complexity 25 62
Certainty of diagnosis 19 47

Certainty of prognosis 3 7
Comorbidities 13 32

2. Disease guidelines 40 100
Not strictly using guidelines 5 12

3. Disease can be managed at GP level 27 67
4. Treatment 40 100

Availability of a good treatment plan 21 52
Type of treatment needed 40 100

Treatment requiring continuous monitoring e.g. phototherapy 4 10
Treatment requiring systemic medication 40 100

Availability of treatment in secondary care 28 70
Discharge if no further treatment can be available in hospital 15 37

Discharge if one has no expertise to treat patent any longer 15 37
5. Response to treatment 30 75

Appropriate treatment 7 17
Completed treatment 23 57

Clinician based

1. Demographics 15 37
Gender 1 2

Seniority 15 37
Personal beliefs 4 10

2. Experience 40 100
Personal 7 17

Clinical 40 100
3. Awareness of healthcare issues 11 27

Limited healthcare budget 8 20
Long patient waiting list 11 27

Difficulties in taking over a retired colleague’s patients’ list 3 7
Political healthcare issues 3 7

4. Emotion 38 95
Feeling confident

Confidence in one’s judgement and decision making 17 42
Confidence in one’s negotiating ability 14 35

Confidence in patients to cope with their skin disease 15 37
Confidence and trust in GP to handle the patients 21 52

Confidence in nurses to manage patient in primary care 4 10
Confidence in carer’s management capabilities 5 12

Feeling morally responsible
Concerned over vulnerable patients 9 22

Empathy towards patients 19 47
Feeling pressured

Pressured by ‘difficult’ or demanding patients 10 25
Threatened by an aggressive patient and discharged the patient 2 5

Pressured by hospital managers 23 57

(continued)
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Table 2 (continued)

Type of influence Na Percentage

Pressured by hospital managers who gave precedence to seeing
more new patients

10 25

Do not discharge more patients even though they feel pressured 6 15
Pressured by those paying for healthcare (payers) 5 12

5. Gut feeling 10 25
6. Perception 40 100

Self
Coordinator of patient care 4 10

Provider of psychological support 10 25
View one’s expertise as a reason for continuing care 9 22

One is able to negotiate and communicate well with the patient 23 57
Patient

Gauge patients ability to cope with managing the disease 13 32
Less likely to discharge if patient is perceived as a litigious person 3 7

Primary care services
Assessed GP’s clinical competency 23 57

Assessed GP’s willingness to share care from the referral letters 5 12
Discharge if there is good patient-GP relationship 14 35

Discharge if there is good family support 10 25
The nurses’ competency in primary care such as wound dressing 6 15

Hospital managers
Hospital managers want consultants to discharge more patients 13 32

Perception that hospital managers advocate discharge for financial gain 6 15

7. Awareness of attitude influencing discharge 18 45
Pragmatic 5 12

Aggressive 4 10
Soft touch 2 5

Utilitarian 7 17
8. Duration and level of patient relationship 21 52

9.Academic interest 10 25
Patient based

1. Demographics 22 55
Age 22 55

Gender 1 2�5
Culture 11 27

English language proficiency 16 40
Mobility 13 32

Distance 17 42
Moving to another area 3 7

Education 10 25
Education level 10 25

Intelligence, sensible 9 2
2. Nature of job 5 12

3. Circumstances surrounding the patient’s life 16 40
4. Patient’s quality of life 13 32

Uses DLQI as a guidance to discharge 4 10
5. Presence of a carer 22 55

Carer or family member with who supports the patient 22 55
Importance of confirming parents’ capability to monitor children 5 12

Importance of being vigilant for a difficult parent-child relationship 2 5
Carer who will reaccess care 3 7

Carer’s concerns 9 22
6. Cognitive ability 11 27

7. Learning difficulties 2 5
8. Psychological mindset 16 40

9. Attitude towards disease 40 100

Patient understanding of their disease 19 47
Patient’s acceptance their disease 6 15

(continued)
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West, six (30%) from the Midlands and three (15%) from

the South East of England. The mean interview time was

55 min (range 15–80). The 148 different influences identi-

fied were divided into five categories (Table 2). Several influ-

ences were identified that were inappropriate: ‘inappropriate’

influences were defined as those that do not relate to the

patient or their needs, or which might bias the clinician

towards not giving the highest standard of care (Table 3).

For example, patient care may be compromised by the clini-

cian’s personal interest, implementation of hospital healthcare

policies or by poor primary care support. Influences either

encouraged or discouraged clinicians to discharge patients

(Table 4). Twenty-two (55%) clinicians mentioned that dis-

charge decision taking is an important consultation skill.

Interview quotes are given in Appendix S1 (see Supporting

Information). This study was set within the NHS in England.

All patients receive free treatment and so there is no system

of reimbursement to patients.

Disease-based influences

Diagnosis

All 40 clinicians reported that the diagnostic type influenced

their discharge decisions. One used different discharge criteria

for medical and surgical patients, considering the risk of

tumour recurrences for surgical patients (quotation 1).

Patients with skin cancers having a higher risk of recurrence

Table 2 (continued)

Type of influence Na Percentage

Patient’s ability to cope with managing their own disease 40 100
Patient’s ability to apply, take or step up medication accordingly 16 40

Patient’s compliance with his medication 9 22
Patient’s reliability in monitoring disease progression 12 30

Patient’s initiative to seek assistance from GP, primary care or hospital if needed 14 35
Patient’s engagement with support groups after discharge 3 7

10. Patients behaviour towards clinician 28 70
Patient appears anxious 9 22

Demanding and ‘difficult’ 10 25
Patient appears aggressive and violent 5 12

Patient appear dependent and helpless behaviour 4 10
11. Patients’ wishes 28 70

Will consider patients’ wishes to be discharged if disease is manageable 16 40
Managing patients’ expectations 12 30

Practice based
1. Secondary care services 40 100

Practice which is skewed to more chronic or complex diseases 9 22
Practice which has well-staffed expertise support, such as psychologists, oncologists 11 27

A service which has locums assisting dermatologists 6 15
A service which allows easy re-access to secondary care 22 55

A service where GPs work alongside dermatologists 5 12
A service with good interpreter services 6 15

A service which allows a 6-12 month easy re-access to secondary care if discharged 19 47

Clinic consultation time constraints 13 32
Patient number pressure on clinic capacity 27 67

Healthcare budget constraints in own Trust 3 7
2. Primary care services 40 100

Knowledge of the GP 13 32
GP’s knowledge, experience and skills 27 67

Type of GP practice which has the medication prescribed by
consultant, drug monitoring or nursing assistance

19 47

Community nurses for wound care 17 42
Support groups 7 17

Advocates 1 2
Pharmacists 1 2

Policy based
Aggressive clinic discharge policy 3 7

Nurse led management of skin disease 5 12
Local health policies influenced by political policies 1 2

Na = number of consultants who mentioned this influence in their interviews.
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were more likely to be followed up (quotation 2). Patients on

topical treatments were discharged more readily than those on

systemic treatments unless shared care was possible with GPs

(quotation 3). Patients with complex genetic problems may

never be discharged (quotation 4). Being certain about diag-

nosis before discharge was reported by 19 (47%) clinicians

(quotation 5).

Clinical guidelines

Thirty-five (87%) clinicians relied on local or national guideli-

nes (quotation 6), giving them a sense of security that dis-

charge was appropriate. Surgical guidelines for skin cancer

may suggest the appropriate length of follow-up. However,

discharge guidance is often omitted from medical guidelines.

Five (12%) senior clinicians preferred to rely on clinical expe-

rience and did not closely follow guidelines (quotation 7).

The clinicians who had clinical experience before the advent

of guidelines were the most sceptical about the relevance of

these guidelines.

Diseases manageable in primary care

Twenty-seven (67%) clinicians mentioned the ability of treat-

ing a disease at primary care level as an influence. If resources

in primary care are insufficient the patient may remain in sec-

ondary care.

Treatment

Twenty-one (52%) clinicians mentioned that a well-structured

treatment plan prior to discharge is critical (quotation 8). Five

(12%) clinicians preferred to continue managing patients with

severe diseases, leading to delayed discharges. Thirty (75%)

clinicians wanted to witness treatment response or completion

before discharge (quotation 9). Some patients may be dis-

charged if no further treatment is considered helpful, despite

disease progression (quotation 10).

Clinician-based influences

Sex

One clinician reported that some female patients, especially

those with genital problems, refused to be discharged because

they felt uncomfortable being examined by a male GP (quota-

tion 11).

Seniority

Fifteen (37%) clinicians stated that junior clinicians are risk

averse when discharging and prefer to follow-up patients for

educational or academic reasons (quotations 12 and 13).

Knowledge and experience

All clinicians stated that prior experience of managing specific

diseases is crucial to timely discharge (quotation 14). Confi-

dence in discharging improved as they gained experience.

One clinician’s experience as a junior discharging ‘difficult’

patients resulted in her now being risk averse.

Awareness of healthcare constraints

One clinician highlighted that the limited healthcare budget

compels clinicians to adopt an aggressive discharge policy

(quotation 15). Despite awareness that many patients were

awaiting appointments, clinicians still found discharging

patients difficult. Clinics become filled with a skewed case mix

of complex patients needing indefinite review. New patients

were much easier to discharge. Three (7%) clinicians had dif-

ficulty in discharging patients they ‘inherited’ after a colleague

retired. Discharging these patients required building up confi-

dence within the new patient–clinician relationship.

Emotions

Emotions can influence discharge decisions. Nineteen (47%)

clinicians considered themselves to have empathic understand-

ing with their patients and felt the need to give psychological

support. Ten clinicians (25%) stated they had been pressured

by the demanding, rude or irritating behaviour of patients

upon discharge (quotation 16). Two (5%) felt threatened by

an aggressive patient who insisted on follow-up but who was

discharged. One clinician would discharge patients he per-

ceived as ‘malingerers’, provided there were no clinical issues

(quotation 17). However, another felt that patients who

insisted on follow-up may not get discharged compared with

those who are acquiescent; also, if the clinician liked the

patient, discharge was less likely. Most clinicians were cautious

and gave a longer follow-up appointment to patients who

insisted on follow-up. Ten clinicians (25%) expressed frustra-

tion when hospital managers gave precedence to seeing more

new patients rather than following-up existing ones. Six

(15%) stated that they do not discharge more patients, despite

feeling pressured by hospital policies.

Table 3 Inappropriate influences on discharge decision making

Intuition or personal beliefs without correct information available

Language difficulties
Noncompliance to follow-up appointments or medication

‘Difficult’ or demanding patients
Threats by an aggressive patient

Pressure from hospital managers to see more new patients
Pressure from the payers

Healthcare budget constraints in local Trust
GP’s unwillingness to share care, based on referral letters

GP’s incompetency, from the patient’s perspective
Clinic consultation time constraints

Knowing the patient well and for a long time
Likelihood of patient being litigious

Personal academic interest

GP, general practitioner.
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Medical intuition or ‘gut feelings’

Ten (25%) clinicians stated they relied on intuition and would

not discharge patients if there were treatment adherence or

home support difficulties (quotation 18).

Personal attitude to discharge

Two male and two female clinicians (10%) viewed themselves

as keen or ‘aggressive’ dischargers. While trying to help patients

understand the reason for discharge, they attempted to accom-

modate patients to avoid confrontation. Two (5%) clinicians

admitted to being a ‘soft touch’ for some patients and would

not discharge them (quotation 19). Seven (17%) clinicians took

a more utilitarian approach, taking into account other patients’

waiting time and healthcare costs (quotation 20).

Perceptions

Four clinicians (10%) perceived themselves as the main coordi-

nator of patient care and were less likely to discharge their

patients. Thirteen (32%) clinicians gauged patients’ ability to

Table 4 Influences that encourage or discourage discharge in outpatient clinics

Factors Encouraging earlier discharge Encouraging delayed discharge

Disease Simple, benign diseases Complex, chronic, malignant diseases

Improving, stable or cured Recurrent and severe
Topical medication Systemic medication

Good treatment response Poor treatment response
Completed treatment Ongoing treatment needing monitoring

Certainty of diagnosis and prognosis Unconfirmed or uncertain of diagnosis
Clear and effective treatment plan Indecisive treatment plans with ongoing investigations

Disease manageable at primary care level Disease needing expertise care in secondary care
Referred for diagnosis Referred for treatment and management

Clinician More experienced, senior consultant Less experienced, junior colleague
Good knowledge of GP and primary care support Lack of knowledge of the GP and primary care support

Having trust and confidence in GP Lack of trust and confidence in GP
Pragmatic and keen attitude towards discharge Empathetic and softer feelings for patients’ who demand

follow-up
Consulting new patients Consulting patients with close clinician–patient relationships
Confident with own judgement and communication skills Overly cautious and risk averse towards discharge
Excellent clinician–patient communication Poor communication due to language barriers

Patient Middle-aged with busy job/lifestyle Extremes of age: very young or very old
Similar cultural backgrounds Different cultural backgrounds

Intelligent and well informed Blindness, learning difficulties and cognitively disabled
Reasonable expectations and sensible Unrealistic expectations and malingerers

Empowered patient to manage disease appropriately Vulnerable, dependent patient
Good understanding and acceptance of disease Refusal or poor acceptance and understanding of disease

Ability to monitor disease recurrence Inability to cope or difficulty in coping with disease
Rude, aggressive and violent patients Insistent, vulnerable and ‘needy’ patients

Good carer or family support and relationships Poor carer or family support and relationships
Patients who are well informed and sensible Patient who has unrealistic beliefs and expectations

Patient who are nursing home-bound with transport difficulties Patients who are fit to travel for appointments
Patient’s wishes to be discharged Patient’s wishes to be followed up

Practice No expertise or further treatment available in secondary care Availability of disease expertise for complex skin diseases

Frequent multidisciplinary meetings for complicated cases Lack of team work and discussion on complicated cases
Consultant availability advocating proactive

management discussions during clinic sessions

Shortage of consultants for teaching practice during clinic

sessions
Presence of good specialist nurse-led clinics in secondary care None or lack of specialist nursing support in secondary care

Presence of psychologists/counsellors in patient management team Absence or lack of psychologists/counsellors
Skilful, willing and reputable GPs GP with lesser dermatological skills, experience and poor

GP–patient relationships
GP practice that has nursing care such as for wound dressing Absent nursing support for specific dermatology diseases

Service with easy patient re-access to secondary care Service with poor or difficult patient re-access to
secondary care

Having an interpreter in the clinic No interpreter support
Policy A clear and aggressive discharge policy No clear guidelines on how to discharge patients

Hospital policies targeting new patients
rather than follow-up patients

No reasonable targets regarding patient discharge

GP, general practitioner.
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monitor themselves prior to considering discharge. Fourteen

(35%) clinicians were more likely to discharge patients confi-

dently if they perceived that the patients had a close relationship

with their GPs. Similarly, 10 (25%) clinicians were more likely

to discharge patients they perceived as having strong family sup-

port. Three (7%) were less likely to discharge patients if they

perceived them as being litigious.

Duration and level of patient–clinician relationship

Twenty-one (52%) clinicians were more likely to agree to

patients’ wishes to stay in secondary care if they had an ‘un-

derstanding’ relationship with them (quotation 21).

Academic interest

Seven (17%) clinicians mentioned following-up patients for per-

sonal academic interest and three (7%) for student teaching.

Patient-based influences

Demographics

Whether a patient has an organized, sensible approach to their

disease is more important than their age (quotation 22).

Patients on a low income living far from the clinic or who

have moved to another area are likely to be discharged. Com-

munication is easier with patients of similar cultural back-

ground to the doctor, which facilitates discharge. Five (12%)

clinicians more readily discharge patients with high job

demands (quotation 23).

Quality of life

Some clinicians felt strongly about the importance of consider-

ing the patient’s quality of life (n = 13; 32%) and psychologi-

cal state (n = 16; 40%) before discharging them (quotation

24). Four (10%) used standard questionnaires to measure

quality of life to inform discharge decisions (quotation 25).

Ability to cope with their disease

All clinicians stated the importance of considering whether a

patient has a good understanding of their disease and could

manage it appropriately if discharged (quotation 26). Twenty-

two (55%) mentioned that patients’ ease of access back to sec-

ondary care is critical. Concerning the discharge of children,

five (12%) clinicians felt it important to ensure that the par-

ents were competent to monitor their children’s skin disease

and able to access help if needed.

Wishes

Sixteen (40%) clinicians would agree to patients’ wishes to be

discharged, provided the disease was mild or manageable in pri-

mary care. However, one clinician might discharge patients

with active skin disease upon request. Twelve (30%) empha-

sized the importance of managing patients’ expectations over

more than one consultation prior to discharge (quotation 27).

Carer support

Twenty-two (55%) clinicians mentioned that the presence of a

carer facilitates discharge. Two (5%) stated they would be vigi-

lant for a difficult parent–child relationship that might indicate

subtle childcare problems, influencing against discharge.

Practice-based influences

Secondary care service

Nineteen (47%) clinicians highlighted that a well-staffed and

well-equipped dermatology service can facilitate earlier dis-

charge, as complex treatment can be carried out in the same

setting. Patients are more likely to be discharged if there is

good access back to secondary care (quotation 28). Clinicians

from nine departments felt their interpreter services were

good, making discharge easier.

Time constraint within clinic

Thirteen (32%) clinicians mentioned that lack of consultation

time indirectly influenced against discharge. Patients may need

another appointment to address all their concerns.

Primary care service

Twenty-seven (67%) clinicians reported that their understand-

ing of a GP’s knowledge and experience in managing dermatol-

ogy patients is extremely important (quotation 29). Thirteen

(32%) clinicians felt more confident discharging to GPs known

to them. Twenty-three (57%) clinicians assessed a GP’s clinical

competence, and five (12%) their willingness to share care

from the referral letter and from a patient’s attitude towards

their GP. Seventeen (42%) clinicians felt that discharge was

more likely if community nurses were available to assist in

wound care. Seven (17%) clinicians found it easier to discharge

patients if there was a suitable local patient support group.

Policy-based influences

Different clinic service models are used. Three clinics adopted a

strict discharge policy (quotation 30). Five clinics encouraged

nurse-led management, including patient education on skin dis-

ease management, to facilitate early discharge. One clinician

believed that hospital managers deliberately ignore the difficul-

ties faced by clinicians in managing patients (quotation 31).

Discussion

This study has demonstrated that many factors influence

clinicians when making discharge decisions,1 consciously or
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subconsciously.15 Clearly, not all influences on clinicians are

necessarily appropriate. Methods should be considered to

ensure decisions are made in the most appropriate manner.

Attempts to alter discharge decision behaviour will only suc-

ceed if the influences revealed by this study are addressed.

Discharge decision making might be made more appropriate

by specific training, creating a strategy to ‘circumvent’ influ-

ences perceived as leading to inappropriate discharge.

The decision to discharge an inpatient from hospital is differ-

ent from the decision to discharge from outpatient clinics. The

high cost of inpatient care has encouraged protocol development

to improve inpatient discharge,16,17 but the financial implications

of inappropriately timed outpatient discharge decisions have

received little attention. In the U.K. there are no specific ‘rules’

for discharge: clinicians are assumed to discharge patients when

they think it appropriate. In some specific situations there may be

guidance available, for example in management guidelines con-

cerning skin cancer.18 There are no published evidence-based

strategies on how to discharge a dermatology outpatient. This is

not only important in specialties with high outpatient attendances

such as dermatology, ophthalmology and otolaryngology, but

also in other relevant specialties. ‘Medical’ dermatologists find it

difficult to discharge patients with chronic skin problems,

whereas protocol-driven ‘surgical’ dermatologists may discharge

based on tumour guidelines. Most U.K. clinical guidelines in

dermatology do not specifically advise on criteria for outpatient

discharge.19 The finding that 87% clinicians in some situations

found discharge guidance reassuring suggests that this issue

should be addressed routinely when guidelines are formulated.

However, some clinicians felt that their wealth of clinical

experience overrode the need to follow guidelines strictly and so

these physicians would be less likely to benefit from additional

guideline decision support.

Clinicians may make biased discharge decisions while

believing them appropriate and unprejudiced.1,13 Even though

clinicians admit to their differing attitudes towards discharge,

they have limited awareness of how their personality affects

their thinking. Personality and emotion may override rational

judgement and foster bias. A few clinicians admitted that their

‘soft’ personalities allowed long-standing patients to overrule

their decision to discharge. A few clinicians said they strongly

wished to discharge patients who behaved threateningly.

However justified, this requires careful handling and docu-

mentation.20 Most clinicians felt confident of their discharge

decision making and were unaware of possible biases, such as

overconfidence.21 Data were not available on whether the

actual rates of discharge of individual clinicians matched their

perception. A clinician’s interpersonal awareness and profi-

ciency in verbal and nonverbal communication is critical to

effective healthcare.22 A reassuring demeanour and the right

choice of words can allay a patient’s fear of feeling aban-

doned. Clinicians’ gut feelings may arise from ‘skilled intu-

ition’ acquired from years of clinical experience.23 Clinicians

may subconsciously perceive a patient’s discharge readiness

based on their ‘gut feeling’ concerning the patient’s family

dynamics and support.

The ‘art of accurate perception’ is of great importance.24 A

slipshod GP referral letter that gives an (unwarranted) impres-

sion of GP incompetency, a perceived poor patient–GP relation-

ship or an incorrect perception of a GP’s unwillingness to share

patient care may all lead to unnecessary follow-up. Clinicians

may be trapped in an anchoring bias when making discharge

decisions, by giving disproportionate weightage to the ini-

tial information received in a GP’s referral letter or first impres-

sions of a patient’s attitude. Clinicians are influenced by both

‘expected’ and ‘immediate’ emotions.25 Emotional cues focus

attention on important information,26 the initiation and the

making of appropriate decisions.27 ‘Immediate’ emotions, such

as feeling pressured to meet healthcare demands, are also experi-

enced when making discharge decisions.25 Clinicians may be

unaware of how this affects their prioritization of information

and decision making25: a clinician might agree to follow-up an

apparently ‘needy’ patient even though initially planning

discharge.

Ideally, clinicians should be certain of the facts informing

their discharge decision making rather than making assump-

tions. In an ideal world, a patient appointment jointly with

the dermatologist and the GP at the time of discharge would

allow maximal understanding over continuity of patient care.

There are some dermatology services where a GP with a

special interest in dermatology has clinics jointly with the

dermatologist, but this is the exception. Currently, continuity

depends on letters from the dermatologist to the GP: there is

now the potential to enhance this sharing of information by

using advances in information technology. Teledermatology

services between GPs and dermatologists exist in some

services.28 Research in this area has focused on questions

such as cost-effectiveness rather than being applied to the dis-

charge process.29 Having accurate information about the qual-

ity of care available in primary care may increase

dermatologists’ confidence in patient care and facilitate earlier

discharge.

Specific influences such as country-specific national health

policies, outpatient clinic policies and health service limita-

tions imposed by insurance companies might influence clini-

cians’ discharge decision making.30–34 For example,

clinicians working under the NHS,31 which implements a

publicly funded healthcare system, might discharge patients

more readily to allow other patients to seek specialist care.

Pressure to conform to a ‘new to follow-up target ratio’ was

extremely stressful for some of these clinicians.35 Stress may

produce a hypervigilant state that impairs the quality of

decision making.36 In Australia,32 where the federal govern-

ment subsidizes a large percentage of healthcare cost, clini-

cians are expected to follow closely the policy guidelines on

discharge. Conversely, Canada and the U.S.A. primarily adopt

the fee-for-service model in which payment to clinicians is

based on the number of treatments provided.33,34 This

might incentivize clinicians to delay discharge. Clinicians in

healthcare systems that depend largely on private health

insurance might also discharge patients prematurely owing

to budget limitations set by insurers.11 This study has

© 2015 British Association of DermatologistsBritish Journal of Dermatology (2015) 173, pp720–730

728 Influences on outpatient discharge decisions, N.A. Harun et al.



revealed many clinical and nonclinical influences. The clini-

cian must prioritize these in an equitable and targeted way

to achieve service efficiency and avoid bias. There is a dis-

tinction between influences on discharge decision making,

pathways that may be developed to direct the discharge pro-

cess and techniques to facilitate the process of outpatient

discharge.

A limitation of this study was that the researcher’s back-

ground may have caused bias during the interviews. How-

ever, the use of a single interviewer (N.A.H.) and confining

the study to one region provided consistency. Unfortunately,

we have little information about the 33% of consultants who

did not agree to be interviewed. It is therefore possible that

there may be some selection bias in the responses obtained,

but the level of saturation reached in the interview numbers

provides reassurance that all the important influences were

identified. The participants were salaried, working in the pub-

lically funded NHS, where there is no personal financial

incentive to follow-up on patients: the results of this study

may not be fully applicable to healthcare delivery in which

there is financial incentive to follow-up on patients. This

study exclusively explored the perspectives of fully trained

consultants and not trainees. In-depth face-to-face interviews

were carried out in this study but limited to dermatology,

whereas one study was previously conducted among three

different specialties using clinical vignettes and analysis of

clinicians’ written responses.5 Another study carried out

semistructured interviews and focus groups but the number

of participants was smaller (n = 10) than in our study

(n = 40).11 Although previous studies have shown some

influences similar to those revealed by our study, such as dis-

ease severity, clinician seniority and clinic policy,3–5 a much

wider range of influences on discharge decisions has been

identified. Furthermore, this study adds to previous knowledge

that clinicians’ emotions and attitude can influence discharge

decisions and may cause bias.1,8

Discharge decision-making is complex. This study’s find-

ings may assist clinicians in improving the quality and consis-

tency of the decision-making process. Further research is

necessary to identify what information is critical to an appro-

priate discharge, and how biases can be reduced. It may be

possible to develop training for the appropriate skills, incor-

porating information concerning which influences are likely

to encourage or delay discharge. Ultimately, a systematic

auditable discharge strategy may bring benefits to dermatol-

ogy outpatients and to dermatologists and other healthcare

providers. We confirm the importance of considering the

nonclinical influences on clinicians’ discharge decision mak-

ing.37 Although clinicians may sincerely try to provide the

highest quality of care, in reality decisions often depend on

unwarranted influences that cause bias in the discharge pro-

cess. There is a need for a discharge decision algorithm to

assist clinicians in this extremely common but highly complex

area. This could help clinicians make more appropriate dis-

charge decisions and improve service efficiency and delivery

at times when most healthcare systems struggle with rising

costs and meeting patients’ expectations. Additional research

on patients’ perspectives is needed in order to inform quality

discharge decision making.
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