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ABSTRACT

ARTICLE HISTORY

This study examines the profession primarily responsible for discharge planning in all hospitals serving older adults in Minnesota.
Quantitative analyses determined that the majority of hospitals in
Minnesota serving older adults are small, rural hospitals with
critical access designations, are private nonprofit, and are
affiliated with a health care system. Social workers are primarily
responsible for discharge planning in half of the hospitals, nurses
in a quarter and either a nurse/social worker team or both nurse
and social worker separately in the remaining quarter.
Multinomial logistic regression determined that in critical access
hospitals nurses are more likely than social workers to be the
profession primarily responsible for discharge planning.
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Many older adults face hospitalization each year, and often momentous life
changes follow that hospitalization. The most recent data from the National
Hospital Discharge Survey indicate that 13.5 million people 65 and over were
discharged from hospitals nationally (Centers for Disease Control and
Prevention, 2012). This is an increase of over half a million people in this
age group since 2006 (DeFrances, Lucas, Buie, & Golosinskiy, 2008). The
most recent publically released data from the (Minnesota Hospital
Association (2010)) show that in 2008, 202,936 people 65 and older were
discharged from hospitals in Minnesota. This represents 37% of the total
number of Minnesota discharges in 2008. Coupled with the increasing older
adult population and the relatively short amount of time to make discharge
related, decisions regarding post-hospital care and location can set the course
for the rest of an older person’s life. Thus, the process of discharge planning
with older adults is an important hospital function.
While much has been written about hospital discharge planning with older
adults, the social work literature on this topic in the last decade has focused
on the role of the social worker (Barber, Kogan, Riffenburgh, & Enguidanos,
2015; Craig & Muskat, 2013; Judd & Sheffield, 2010; Sims-Gould, Byrne,
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Hicks, Franke, & Stolee, 2015), social work perspectives of transitions from
the hospital (Chapin, Chandran, Sergeant, & Koenig, 2014; Fabbre,
Buffington, Altfeld, Shier, & Golden, 2011), and social work interventions
pre and post-discharge (Auerbach, Mason, & LaPorte, 2007; Altfeld et al.,
2012; Mason, Auerbach, & LePorte, 2009; Watkins, Hall, & Kring, 2012).
However, little is known at this time about who is responsible for hospital
discharge planning with older adults as it was last specifically examined
utilizing data collected in the late 1990s (Berger, Robbins, Lewis, Mizrahi,
& Fleit, 2003; Holliman, Dziegielewski, & Datta, 2001). The 1990s were a
time of “reengineering” for social work in hospitals. Due to cost containment
efforts such as HMOs and DRGs, hospital social work departments were
decentralized and social work leadership positions were eliminated (Judd &
Sheffield, 2010; Reisch, 2012). Subsequently, hospital social work has changed
in the last 20 years and older adults are leaving the hospital after shorter stays
with more complex health needs. Thus, the purpose of this article is to
identify the current state of discharge planning in Minnesota; delineating
the hospital structure for discharge planning with older adults in all hospitals
and providing basic information on the professionals primarily responsible
for the function of discharge planning. Therefore, the research question for
this study is twofold: 1) how is discharge planning with older adults who
need post-hospital care structured in the state of Minnesota? and 2) what
predicts that structure?
Discharge planning
Discharge planning has been defined as the “process used to decide what a
patient needs for a smooth move from one level of care to another” (Centers
for Medicare and Medicaid Services, 2006). The social work literature documents the gamut in discharge planning from the simple process of “body
moving” (Carter & Jinks, 1972) to more detailed, personalized services, such
as decision counseling (Kadushin & Kulys, 1993; Kane, 1980). Decision
counseling is defined as helping “clients to use their own resources for
arriving at their own decisions, to make the best possible choice with respect
to whichever personal values and objectives they want to maximize” (Janis &
Mann, 1982, p. 47). The discharge planning process can involve a psychosocial assessment (Bonander, 1981; Mason et al., 2009; Shulman & Tuzman,
1980), negotiating the decision-making process with the patient and family to
determine the most appropriate discharge plan (Kane, 1980; Mason et al.,
2009; Rehr, 1986; Schlesinger, 1985; Zelinka, 1982), brokering and communicating information between families and the medical team (Craig &
Muskat, 2013; Sims-Gould et al., 2015), and linking the patient and family
with the appropriate services and resources (Judd & Sheffield, 2010;
Kadushin & Kulys, 1993).
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Similarities and Differences between Social Workers and Nurses
Hospitals typically employ social workers and nurses to fulfill the role of
discharge planner. Due to the similar nature of the two professions, “turf
battles” occur between social workers and nurses regarding who is most
qualified to conduct discharge planning and what tasks encompass discharge
planning (Holliman, Dziegielewski, & Teare, 2003). Some contend that social
workers are best qualified for discharge planning due their ability to work
with complex systems (Carlton, 1989; Ross, 1993) and the use of person-inthe environment (Fabbre et al., 2011; Holliman et al., 2003). Additionally, the
prominence social work places on relationships in both education and
practice, more so perhaps than nursing, positions social work discharge
planners to engage with and bring together clients, families, and the healthcare team and leverage those relationships to facilitate the discharge transition (Fabbre et al., 2011).
Others argue is that nurses are better suited to discharge planning due
to “their background and knowledge of medicine, diagnosis, treatment,
and statistics and research” (Holliman et al., 2003, p. 228). Yet, both
professions identify the tasks of assessment, discussion of discharge
options with patient/family, coordination and referral of services, working
with the care team, and documentation as part of the role of being a
discharge planner. Both also agreed that providing supportive counseling
is a part of the discharge planning role (Egan & Kudushin, 1995; Holliman
et al., 2003). Tasks identified as the social work role in discharge planning
were assessment of the need for mental health services and providing
support to unpaid caregivers, while nursing tasks included patient education of medical symptoms and more administrative tasks such as quality
assurance, report writing, and insurance verification (Holliman et al.,
2003). While there appears to be more agreement than disagreement
around the roles of social workers and nurses in hospital discharge planning, (Kulys and Davis (1987)) contend that even with the shared view
related to the tasks of discharge planning both disciplines make significant
contributions to health care.
In addition to similarities and differences of discharge planning functions
in hospitals, there is a noted difference in work setting. (Holliman et al.
(2003)) found size and type of hospital differed by the profession of the
discharge planners. Larger hospitals (more than 250 beds) were more likely
to employ social workers than nurses as discharge planners. Additionally,
social workers were more likely to be discharge planners at state and federal
hospitals with nurses filling that role at private hospitals.
Finally, much of the recent national conversation about discharge planning has been focused on outcomes, specifically length of stay and hospital
readmission. At present, no studies have specifically provided an evidence
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base for determining whether social workers or nurses as discharge planners
achieve better outcomes. There is also a scarcity of research on social work
discharge planning outcomes (Preyde, Macaulay, & Dingwall, 2009). The few
studies that evaluate patients with social work involvement in discharge
planning are compared with patients who receive no discharge planning
intervention (Auerbach et al., 2007; Oktay, Steinwachs, Mamon, Bone, &
Fahey, 1992). While patients who had social work involvement in their
discharge planning process were more likely to have their post-acute needs
met in terms of medications, nursing care, physical therapy, and other
interventions (Oktay et al., 1992), the length of stay for those receiving social
work involvement was significantly longer suggesting that these are more
complex cases (Auerbach et al.., 2007). Additionally, studies related to outcomes with older adults who have post-discharge involvement with a social
worker demonstrate a decrease in hospital readmissions (Watkins et al.,
2012) as well as an increase in communication with their physicians and
follow up with their physicians within 30 days of discharge (Altfeld et al.,
2012). Conversely, much of the recent nursing literature on discharge planning outcomes focus on specific nursing models and interventions (Bowles,
Hanlon, Holland, Potashnik, & Topaz, 2014; Foust, 2007; Jeffs et al., 2017;
Naylor et al., 1999, 2004; Weiss, Bobay, Bahr, Costa, & Hughes, 2015), Thus,
the vast variation in these two bodies of literature do not provide for much
comparison in terms of discharge planning outcomes.
Methods
Sample

According to the Minnesota Department of Health (MDH), Minnesota has
136 accredited hospitals including two Veterans Administration hospitals.
Four children’s hospitals, one long-term acute care hospital, and one specialized chemical dependency hospital were excluded from this list. The sample
size is 130 hospitals, constituting all acute care hospitals in Minnesota that
serve persons 65 and over. The hospitals range in size between 8 and 1700
licensed beds; mean size is 122 beds.
Data collection

A mix of secondary data and primary data was used. The researcher
collected hospital characteristic data from the Minnesota Department of
Health (MDH) and Minnesota Hospital Association (MHA) websites.
The name of the administrator was also available on those websites,
and linked websites to hospitals themselves often indicate whether the
hospital has a social work department. The researcher collected
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additional primary data by phone interviews with hospital administrative
personnel for data that are not available from secondary sources. If the
hospital had a social service department, its director or his/her designee
was interviewed via telephone; otherwise a hospital administrator or his/
her designee was interviewed. Once contact was made, appointments
were scheduled at the convenience of the respondent or conducted at
the time of first contact depending on the participant’s preference. The
information gathered during the phone interviews with the administrators was about the characteristics of the hospital. Thus, the Institutional
Review Board (IRB) allowed these professional participants to give verbal
consent over the phone. The researcher obtained additional data on the
characteristics of the hospital and discharge planning from the hospital
websites.

Measurement

The independent variables for this phase of the study are hospital size,
ownership type, system affiliation, trauma center, critical access hospital,
Metropolitan Statistical Area, and ownership of post-acute services. The
categories for the dependent variable, structure for discharge planning,
were determined to be 1) hospital employed social worker, 2) hospital
employed nurse, and 3) a hospital employed team comprised of a social
worker and a nurse.

Data analysis

The data were analyzed for descriptive and inferential statistics using
Statistical Package for Social Sciences (SPSS). Univariate descriptive statistics
were calculated for each variable. Bivariate relationships were analyzed utilizing chi-square analysis. Multinomial logistical regression was used to predict
the likelihood of social workers being utilized as the hospitals’ structure of
discharge planning as compared with other structures (nurse and nurse/
social worker team). The independent variables in the model include factors
that could have influenced the way discharge planning might be structured.
A hospital with more beds were perceived to need a specialized discharge
planning function for older adults. Hospitals that are part of a chain were
considered to potentially have an external approach organized by a central
office. It was considered that hospitals owning nursing homes and home
health agencies have built in resources for potentially smooth transitions
from the hospital to another level of care. Critical access hospital was a proxy
to pick up extremely rural areas—those designated hospitals also have more
personnel than usual for a hospital of that size.
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Results
Table 1 provides the demographic characteristics of the 130 hospitals. 86 %
(n = 112) of these hospitals had 199 beds or less. Four (3%) had 200–299
beds and 14 (11%) had more than 300 beds. 63 % (n = 82) were located in
rural areas. 60 % (n = 78) were critical access hospitals. The majority of
hospitals were private non-profit (68%), about a third (31%) were public, and
only one hospital was for-profit. Most of the hospitals (56%) were affiliated
with a health care system.

Non-participating hospitals

Of the 130 hospitals serving older adults, seven opted not to participate in the
study by either indicating that they did not want to participate when contacted via telephone or did not return telephone calls after a minimum of
three messages were left for the hospital administrator. Table 2 provides the
demographic information on the non-participating hospitals. Three of the
non-participating hospitals had 199 beds or less; one had 200–299 beds and
three had more than 300 beds. Thus, three out of 14 (21%) large hospitals
chose not to participate. The other demographics of the non-participating
hospitals were consistent with the rest of the hospitals in Minnesota. Three
were located in rural areas. Three were critical access hospitals. The majority
Table 1. All minnesota hospitals serving older adults.
Characteristics
n = 130
Number of Beds
1–199
200–299
300+
mean = 122
Metropolitan Statistical Area
Urban
Rural
Critical Access
Yes
No
Ownership
Private non-profit
Public
Private for-profit
Affiliation with a Hospital System
Yes
No
Trauma Hospital
Not a trauma center
Level 1
Level 2
Level 3

n

%

112
4
14
sd = 235

86
3
11
range = 8 to 1700

48
82

37
63

78
52

60
40

88
41
1

68
31
1

73
57

56
44

120
4
5
1

92
3
4
1
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Table 2. Non-participating hospitals.
Characteristics
n=7
Number of Beds
1–199
200–299
300+
mean = 236
Metropolitan Statistical Area
Urban
Rural
Critical Access
Yes
No
Ownership
Private non-profit
Public
Private for-profit
Affiliation with a Hospital System
Yes
No
Trauma Hospital
Not a trauma center
Level 1
Level 2
Level 3

n

%

3
1
3
sd = 210

43
14
43
range = 15 to 518

4
3

57
43

3
4

43
57

6
1
0

86
14
0

6
1

86
14

5
1
1
0

72
14
14
0

of non-participating hospitals were private non-profit (n = 6), whereas one
was public and none were for-profit. Most of the hospitals (n = 6) were
affiliated with a health care system.
Participating hospitals

Table 3 delineates the demographics information for the 123 out of 130
hospitals that chose to participate in the study. 81 % (n = 100) of the 123
participating hospitals reported employing social workers in some capacity.
The majority of these hospitals (n = 83) employed between one and six social
workers. Over half (59%) of these hospitals had a formal social work department. The number of social workers employed by each hospital was between
0 and 115 with a mean of 7 (sd = 16.6). A social worker was primarily
responsible for discharge planning in 50% of the hospitals, nurses in 25% and
either a nurse/social worker team or both nurse and social workers separately
in 25%.
The majority of hospitals (97%) owned additional services. 45 % (n = 56)
of the participating hospitals owned a skilled nursing facility. 61 %(n = 75)
owned or their affiliated hospital system owned a home health care agency.
48 % (n = 71) owned or their affiliated hospital system owned an agency that
provides hospice services. 64 % (n = 79) owned a swing bed. Few hospitals
owned senior apartments (23%) or an assisted living facility (22%).
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Table 3. Participating hospitals.
Characteristics
n = 123
Primarily responsible for discharge planning
Social Work
Nurse
Social Work/Nurse Team
Social Work Department
Yes
No
Own additional services
Yes
No
Own skilled nursing facility
Yes
No
Own home health care
Yes
No
Own hospice service
Yes
No
Own swing bed
Yes
No
Own assisted living
Yes
No
Own inpatient rehab
Yes
No

n

%

62
30
31

50
25
25

73
50

59
41

119
4

97
3

56
67

46
54

75
48

61
39

71
52

58
42

79
44

64
36

27
96

22
78

21
102

17
83

Bivariate analyses related to profession responsible for discharge planning

Bivariate analyses were conducted to determine how the professional primarily responsible for discharge planning was related to Metropolitan
Statistical Area and hospital size. The results for these analyses are presented
in Table 4. Chi-square analyses were used to compare the distributions of the
nominal and ordinal variables. P-values were significant in the .05 to .001
range. The bivariate analyses found four independent variables significantly
associated with the professional primarily responsible for discharge planning:
Metropolitan Statistical Area, hospital size, trauma center, and critical access.
There was a significant association between Metropolitan Statistical Area and
the professional primarily responsible for discharge planning χ2 (2) = 23.25,
p < .001. No urban hospitals utilized only nurses as the primary professional
responsible for discharge planning.
There was a significant association between hospital size and the professional
primarily responsible for discharge planning χ2 (4) = 13.39, p ≤ .01. Social
workers were most often used as the primary professional for discharge planning in both small (1–199 beds) and medium (200–299 beds) sized hospitals.
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Table 4. Chi-square analysis for profession primarily responsible for discharge planning and
independent variables.
Independent

Profession Primarily Responsible for Discharge Planning

Variables
Social Work (%)
Metropolitan Statistical Area
Rural
35 (28.5)
Urban
27 (22)
Hospital Size
Small
55 (44.7)
Medium
3 (2.4)
Large
4 (3.3)
Ownership Type
Private Non-profit
43 (35.2)
Public
18 (14.8)
System Affiliation
Yes
33 (26.8)
No
29 (23.6)
Own additional services
Yes
61 (49.6)
No
1 (1)
Trauma Center
Yes
3 (2.4)
No
59 (48)
Critical Access
Yes
34 (27.6)
No
28 (22.8)

Nurse (%)

Social Work/Nurse (%)

χ2

p

30 (24.4)
0 (0)

14 (11.4)
17 (13.8)

23.25

.000***

30 (24.4)
0 (0)
0 (0)

24 (19.5)
0 (0)
7 (5.7)

13.39

.01**

16 (13.1)
14 (11.5)

23 (18.9)
8 (6.6)

3.61

.165

17 (13.8)
13 (10.6)

17 (13.8)
14 (11.4)

.099

.952

30 (24.4)
0 (0)

28 (22.8)
3 (2.4)

5.61

.061

0 (0)
30 (24.4)

5 (4.1)
26 (21.1)

7.0

.029*

28 (22.8)

13 (10.6)
2 (1.6)

18.92
18 (14.6)

.000***

Note. * p < .05 ** p ≤ .01 ***p ≤ .001

Large hospitals (300+ beds) utilized nurses and social workers in specialized
roles for discharge planning. In one-fifth (n = 6) of the small, rural hospitals
where nurses were primarily responsible for discharge planning, the important
task of assisting older adults with making decisions about post-acute care was
incorporated into the cumulative function of the bedside nurse rather than a
specialized role of a social worker or case management nurse.
There was also a significant association between trauma center and the
professional primarily responsible for discharge planning χ2 (2) = 7.09,
p < .05. No trauma centers utilize nurses as the primary professional responsibility for discharge planning. Additionally, a significant association between
critical access and the professional primarily responsible for discharge planning existed; χ2 (2) = 18.92, p < .001. Only two critical access hospitals
utilized social work/nurse teams as the primary professional responsibility
for discharge planning.

Multivariate analyses related to profession responsible for discharge
planning

Results of the multinomial logistic regression are reported in Table 5. Only one
variable, critical access was a statistically significant predictor for the profession
primarily responsible for discharge planning. Whether a hospital was critical
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Table 5. Multinomial logistic regression between profession primarily responsible for discharge
planning and independent variables.
95% CI for Odds Ratio
B (SE)
Nurse vs. Social Worker
Intercept
.044(.459)
Number of licensed beds
−.004(.007)
System Affiliation
−.711(.509)
Ownership Type
.591(.514)
Critical Access
−2.037(.997)*
Nurse/Social Worker Team vs. Social Worker
Intercept
−1.209(.471)
Number of licensed beds
.002(.001)
System Affiliation
.367(.514)
Ownership Type
−.130(.547)
Critical Access
.159(.531)

Lower

Odds Ratio

Upper

.982
.181
.658
.019

.996
.491
1.805
.130

1.010
1.332
4.948
.884

1.000
.572
.300
.414

1.002
1.444
.878
1.172

1.005
3.954
2.566
3.320

R2 = .226 (Cox & Snell) .258 (Nagerlkerke). Model χ2(8) = 31.212, * p < .05

access significantly predicted whether nursing or a social work was the profession primarily responsible for discharge planning, b = −2.037, Wald χ2
(1) = 4.351, p < .05. The odds ratio indicated that as critical access changed
from not critical access to critical access the change in odds from having a nurse
primarily responsible for discharge planning rather than a social worker was
.130. In other words, the odds of a critical access hospital utilizing nurses
primarily for discharge planning compared to a social workers are 1/.130 or
7.69 times more likely than for a non-critical access hospital. The pseudo
R-square values, Cox and Snell = .226 and Nagelkerke = .258, are relatively
similar (change of .032) and represent relatively decent-sized effects.

Conclusions and Recommendations
The descriptive, bivariate, and multivariate analyses revealed much about
discharge planning in Minnesota hospitals with older adults. Despite recent
efforts to decentralize hospital social services and in some cases downsize the
number of hospital social workers (Berger et al., 2003), hospitals in
Minnesota continue to employ social workers in a discharge planning capacity and more than half have centralized social work departments. Due to the
cross-sectional nature of this study, it is unknown whether this number has
changed over time.
Consistent with (Judd and Sheffield (2010)) findings, the bulk of the
hospital social work role is consumed by discharge planning, social workers
in 75% of Minnesota hospitals are responsible for discharge planning for
older adults either individually or in conjunction with a nurse case manager.
Additionally, social work is the predominant profession utilized for discharge
planning in hospitals both rural and urban, and small and medium hospitals.
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Large, urban hospitals tend to rely on a social work and nurse combination
to meet the discharge needs of older adults.
Bivariate analyses indicate that there is a significant relationship between
both the size of the hospital and Metropolitan Statistical Area and the
professional primarily responsible for discharge planning. However, the
multinomial logistic regression model showed that critical access hospitals
are more likely to utilize nurses primarily for discharge planning as compared to social workers when compared to non-critical access hospitals.
However, some rural, critical access hospitals utilized bedside nurses to
conduct discharge planning in addition to the multiple additional responsibilities encompassed in the role of the bedside nurse. While this number is
small, these results are concerning. due to an increased risk for older adults
related to a lack of formal services in rural areas (Popjoy, Moylan, &
Galambos, 2009). While bedside nurses fulfill an important role in discharge
planning in these critical access hospitals, identifying and in some case
creating informal services can be time consuming. This may require more
time than bedside nurses can typically take away from their direct patient
care responsibilities.
Prior to this study, little was known about who is responsible for hospital
discharge planning with older adults and its predictors in the context of modern
health care. This study provides a snapshot of the professions who assist older
adults in making decisions about post-acute care in hospitals in one state,
Minnesota. Generalizations to hospitals in other states must be made with extreme
caution. More research is needed to fully understand the process of hospital
discharge planning with older adults beyond Minnesota to other states and
nation-wide. This future research should provide additional knowledge about
the professionals doing this important work as well as the nature of their work.
Funding
This work was supported by the Care Providers of Minnesota.

References
Altfeld, S. J., Shier, G. E., Rooney, M., Johnson, T. J., Golden, R. L., Karavolos, K., & Perry,
A. J. (2012). Effects of an enhanced discharge planning intervention for hospitalized
older adults: A randomized trial. The Gerontologist, 53(3), 430–440. doi:10.1093/geront/
gns109
Auerbach, C., Mason, S. E., & LaPorte, H. H. (2007). Evidence that supports the value of
social work in hospitals. Social Work in Health Care, 44(4), 17–32. doi:10.1300/
J010v44n04_02
Barber, R. D., Kogan, A. C., Riffenburgh, A., & Enguidanos, S. (2015). A role of social workers
in improving care setting transitions: A case study. Social Work in Health Care, 54(3), 177–
192. doi:10.1080/00981389.2015.1005273

862

C. K. EATON

Berger, C. S., Robbins, C., Lewis, M., Mizrahi, T., & Fleit, S. (2003). The impact of organizational change on social work staffing in a hospital setting: A national longitudinal study of
social work in hospitals. Social Work in Health Care, 37(1), 1–19. doi:10.1300/
J010v37n01_01
Bonander, E. (1981). Discharge planning, a social work perspective. Social Work in Health
Care, 13, 31–48.
Bowles, K. H., Hanlon, A., Holland, D., Potashnik, S. L., & Topaz, M. (2014). Impact of
discharge planning decision support on time to readmission among other adult medial
patients.
Professional
Case
Management,
19(1),
29–38.
doi:10.1097/01.
PCAMA.0000438971.79801.7a
Carlton, T. O. (1989). Discharge planning and other matters. Health & Social Work, 14, 3–5.
doi:10.1093/hsw/14.1.3
Carter, D., & Jinks, J. (1972). The next step in medical social work. Social Work Today, 2, 4–10.
Centers for Disease Control and Prevention. (2012). National hospital discharge survey data highlights. Retrieved from https://www.cdc.gov/nchs/data/nhds/2average/2010ave2_ratesexage.pdf.
Centers for Medicare and Medicaid Services. (2006). Retrieved from http://www.cms.hhs.gov/
apps/glossary/default.asp?Letter=D&Language=English.
Chapin, R. K., Chandran, D., Sergeant, J. F., & Koenig, T. L. (2014). Hospital to community
transitions for adults: Discharge planners and community service providers’ perspectives.
Social Work in Health Care, 53(4), 311–329. doi:10.1080/00981389.2014.884037
Craig, S. L., & Muskat, B. (2013). Bouncers, brokers, and Glue: The self-described roles of
social workers in urban hospitals. Health & Social Work, 38(1), 7–16. doi:10.1093/hsw/
hls064
DeFrances, C.J., Lucas, C.A., Buie, V.C., & Golosinskiy, A. (2008). 2006 National hospital
discharge survey. National health statistics reports (no 5). Hyattsville, MD, USA: National
Center for Health Statistics. Retrieved from https://www.cdc.gov/nchs/data/nhsr/nhsr005.
pdf.
Egan, M., & Kudushin, G. (1995). Competitive allies: Rural nurses and social workers
perceptions of the social work role in the hospital setting. Social Work in Health Care,
20(3), 1–23. doi:10.1300/J010v20n03_01
Fabbre, V. D., Buffington, A. S., Altfeld, S. J., Shier, G. E., & Golden, R. L. (2011). Social work
and transitions of care: Observations from an intervention for older adults. Journal of
Gerontological Social Work, 54(6), 615–626. doi:10.1080/01634372.2011.589100
Foust, J. B. (2007). Discharge planning as part of daily nursing practice. Applied Nursing
Research, 20, 72–77. doi:10.1016/j.apnr.2006.01.005
Holliman, D., Dziegielewski, S. F., & Datta, P. (2001). Discharge planning and social work
practice. Social Work in Health Care, 32(3), 1–19. doi:10.1300/J010v32n03_01
Holliman, D., Dziegielewski, S. F., & Teare, R. (2003). Differences and similarities between
social work and nurse discharge planners. Health & Social Work, 28(3), 224–231.
doi:10.1093/hsw/28.3.224
Janis, I. L., & Mann, L. (1982). A theoretical framework for decision counseling. In J. Mann
(Ed.), Counseling on personal decisions: Theory and research on short-term helping relationships (pp. 47–72). New Haven, CT: Yale University Press.
Jeffs, L., Kuluski, K., Law, M., Saragosa, M., Espin, S., Ferris, E., & Bell, C. M. (2017).
Identifying effective nurse-led care transition interventions for older adults with complex
needs using a structured expert panel. Worldviews on Evidence-Based Nursing, 14(2), 136–
144. doi:10.1111/wvn.12196
Judd, R. G., & Sheffield, S. (2010). Hospital social work: Contemporary roles and professional
activities. Social Work in Health Care, 49(9), 856–871. doi:10.1080/00981389.2010.499825

SOCIAL WORK IN HEALTH CARE

863

Kadushin, G., & Kulys, R. (1993). Discharge planning revisited: What do social workers
actually do in discharge planning? Social Work, 38(6), 713–726.
Kane, R. A. (1980). Discharge planning: An undischarged responsibility? Health & Social
Work, 5, 2–3.
Kulys, R., & Davis, M. A. (1987). Nurses and social workers: Rivals in the provision of social
services? Health & Social Work, 12, 101–112. doi:10.1093/hsw/12.2.101
Mason, S. E., Auerbach, C., & LePorte, H. H. (2009). From hospital to nursing facility: Factors
influencing decisions. Health & Social Work, 34(1), 8–15. doi:10.1093/hsw/34.1.8
Minnesota Hospital Association. (2010). Trends in hospital utilization by cohort. Retrieved
November 29, 2010, from http://www.mnhospitals.org/inc/data/pdfs/hospital-util-by-age2002-2008.pdf
Naylor, M. D., Brooten, D. A., Campbell, R. L., Jacobsen, B. S., Mezey, M. D., Pauly, M. V., &
Schwartz, J. S. (1999). Comprehensive discharge planning and home follow-up of hospitalized elders: A randomized clinical trial. Journal of the American Medical Association, 281
(7), 613–620.
Naylor, M. D., Brooten, D. A., Campbell, R. L., Maislin, G., McCauley, K. M., & Schwartz, J.
S. (2004). Transitional care of older adults hospitalized with hearth failure: A randomized,
controlled trial. Journal of the American Geriatrics Society, 52, 675–684. doi:10.1111/j.15325415.2004.52202.x
Oktay, J. S., Steinwachs, D. M., Mamon, J., Bone, L. R., & Fahey, M. (1992). Evaluating social
work discharge planning services for elderly people: Access, complexity, and outcome.
Health & Social Work, 17(4), 290–298. doi:10.1093/hsw/17.4.290
Popjoy, L. L., Moylan, K., & Galambos, C. (2009). A review of discharge planning research of
older adults 1990-2008. Western Journal of Nursing Research, 31(7), 923–947. doi:10.1177/
0193945909334855
Preyde, M., Macaulay, C., & Dingwall, T. (2009). Discharge planning from hospital to home
for elderly patients: A meta-analysis. Journal of Evidence-Based Social Work, 6(2), 198–216.
doi:10.1080/15433710802686898
Rehr, H. (1986). Discharge planning: An ongoing function of quality care. QRB. Quality
Review Bulletin, 12, 47–50.
Reisch, M. (2012). The challenges of health care reform for hospital social work in the United
States. Social Work in Health Care, 51(10), 873–893. doi:10.1080/00981389.2012.721492
Ross, J. W. (1993). Redefining hospital social work: An embattled professional domain.
Health & Social Work, 18, 243–247. doi:10.1093/hsw/18.4.243
Schlesinger, E. (1985). Health care social work practice, concepts, and strategies. St. Louis, MO,
USA: Times Mirror/C.V. Mosby.
Shulman, L., & Tuzman, L. (1980). Discharge planning – A social work perspective. Quality
Review Bulletin, 6, 6–8.
Sims-Gould, J., Byrne, K., Hicks, E., Franke, T., & Stolee, P. (2015). “When thinks are really
complicated, we call the social worker”: Post-hip-fracture care transitions for older people.
Health & Social Work, 40(4), 257–265. doi:10.1093/hsw/hlv069
Watkins, L., Hall, C., & Kring, D. (2012). Hospital to home: A transition program for frail
older adults. Professional Case Management, 17(3), 117–123. doi:10.1097/
NCM.0b013e318243d6a7
Weiss, M. E., Bobay, K., Bahr, S. J., Costa, L. L., & Hughes, R. G. (2015). A model of hospital
discharge preparation: From case management to care transition. Journal of Nursing
Administration, 45(12), 606–614. doi:10.1097/NNA.0000000000000273
Zelinka, J. (1982). Discharge planning: Acute medical service. In T. S. Kerson (Ed.), Social
work in health settings (pp. 161–180). New York, NY, USA: Longman.

