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Introduction
Hospital discharge is a critical transition point in the care of elderly patients with chronic conditions. Despite advances in medical treatment and care coordination, a significant proportion of older adults are readmitted to hospital within 30 days of discharge often due to inadequate follow-up care, poor communication between services, and a lack of personalised support in the community (Naylor et al., 2011, NHS England, 2023). 
These readmissions not only place immense pressure on already stretched hospital resources, but also contribute to emotional distress, loss of independence, and reduced quality of life for patients and their families.
 It will evaluate evidence base strategies to improve continuity of care, reduce avoidable readmissions, and enhance patient satisfaction and outcomes. Particular attention will be integrated care models, Multidisciplinary discharge teams, and the role of social care in supporting recovery and independence post discharge. 

Background and stakeholders
Hospital discharge planning for elderly patients with complex needs is a critical process that needs to be matched across multiple systems. Poorly managed discharges often result in preventable readmission, increased health cost, and diminished patient wellbeing (Naylor et al, 2011). 
The Health and Care Act (2022) has shaped hospital discharge policy in England, especially for patients with complex needs, The Health and Care Act (2022) have several amendments that will impact hospital discharge processes and local authorities must agree jointly on discharge models that is affordable, effective and it can be tailored to the local area’s needs. Families, carers, and unpaid carers are involved in the discharge decisions were appropriate
This will support person centred care and continuity. Care transfers hubs it is a multi-agency team that will coordinate complex discharges they have streamlined communications this will reduce delay in discharging for patients with the higher supply needs.
Discharge to assess pathway Known as (D2A) model if patients are not ready to be discharged they still have some assessment to complete there are 4 pathways they can follow pathway 0 no new care needs can go home, pathway 1 new care needs discharge home with support Pathway 2 Short term recovery in a community bed, and pathway 3 long term nursing home only to be used in exceptional cases.
Stakeholders are hospital staff, nurses, doctors, discharge coordinators they will check that they are ready to be discharge communicate care plans, coordinate referrals.
GP, district nurses, social workers voluntary organisations provide follow up care, home support advocacy, and emotional wellbeing. Integrated care boards, Housing authorities. Mental health teams
Each of the stakeholders has a vested interest in the success of discharge planning and can significantly influence outcomes.
Integrated care for patients and populations what the government wants it to be at the heart of the NHS. It is important people are living longer, and we are in an ageing population. So having this in place it will transform the way care is provided for people with long term illness and complex needs this will allow them to live a healthy, fulfilling independent live. (Goodwin, 2012) integrated care means different services work together to support the person, not just follow their own rules. This helps people get the right help sooner, makes better use of time and money, and gives a smoother, kinder experience

Issue/problem
A manager at an NHS hospital is facing persistently high readmission rates among elderly patients with chronic conditions, placing significant strain on hospital resources and compromising patient outcomes. Many individuals are returning within 30 days of discharge, often due to recurring issues such as lack of follow-up care, unclear medication instructions, and limited access to community-based support services. This cycle not only drives up operational costs but also causes distress and discomfort for patients, who are repeatedly admitted without adequate continuity of care.

How is the issue/problem going to be addressed
To ensure safe and effective discharge, planning begins early really from the point of admission. This process is guided by the Integrated Care Pathway (ICP) and involves the patient, their family or carers where appropriate, and a multidisciplinary team. Key professionals typically include the doctor, nurse, discharge coordinator, and social worker. According to NHS England (2022), the design of integrated care systems must prioritise person centred planning and seamless transitions between services.
There is a care Quality commission (CQC) the independent regulator of health and social care that monitors, inspects to make sure the services are running safely and up to standard here are few services Hospitals, GP, doctors, and care home. CQC will publish how well they are preforming and give them rating this will help people to choose the best care available.
Before discharge, a patient-centred care plan is developed, supported by a structured checklist to ensure all needs are addressed. Medication safety is a priority: clear written and verbal instructions are provided, with input from both the pharmacist and nursing staff. Patients receive an easy to read medication guide tailored to their needs, alongside a follow up call script to reinforce understanding and support adherence.
Following discharge, a follow-up contacts typically a phone call or home visit is scheduled within 72 hours to assess the individual’s wellbeing, provide reassurance, and offer support with medication management or emerging concerns. This early intervention promotes continuity of care, reduces anxiety, and helps prevent unnecessary readmissions by supporting recovery in a familiar and comfortable environment.
In addition, patients should be actively connected to appropriate community-based services, including adult social care, voluntary sector organisations, and long-term condition support networks. These links ensure that individuals receive holistic, ongoing support tailored to their needs, fostering independence and improving long-term outcomes.

Partnership working
The purpose of Partnership working It is to improve outcomes, reduce readmission, and to deliver person centred care by utilizing various sectors, disciplines, and communities. Partnership working means professionals, agencies, families, service users will all collaborating across boundaries to meet complex needs (Sheehy, 2017).
 This will involve shared decision making, coordinated care planning, respect for each other profession open communication and trust. It is important that partnership working not such one partnership can meet the person health and wellbeing having other partnership will prevent gaps and duplication improves safety and continuity, enhances resource efficiency, Builds trust with family and carers. 
The need for partnership working is important as a manager looking after the Elderly with complex needs partnerships in older people’s services’, when it comes to discharging them from the hospital, they have not got one issue there is various factors which will put obstacles in the way for them to be discharged from hospital. Having mobility social care needs. This will make them vulnerable to deterioration if they are not given proper support when they are discharge from the hospital. (Naylor et al., 2011).
Partnership working ensures that doctors, district nurses, social workers, carers, and families come together to make a clear plan when they are discharged from hospital. Partnership working is vital for delivering safe, effective, and person centred care.
 It enables professionals to share responsibility, coordinate services, and build systems that are inclusive, resilient, and responsive to diverse needs. When embedded into organisational culture, partnership working transforms fragmented care into integrated support that promotes recovery, independence, and dignity,

Relevant Principles Theory and policy
Applying Maslow’s Hierarchy of Needs offers a structured lens through which practitioners can assess and prioritise the physical, psychological, and social needs of elderly patients during discharge planning (Thielke et al., 2012).
Maslow’s Hierarchy of Need (1943)
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Figure 1: https://www.youtube.com/watch?v=zLHiWjMFYUU 

Maslow’s theory outlines five levels of human need—physiological, safety, love and belonging, esteem, and self-actualisation—which must be met progressively to support wellbeing and motivation (McLeod, 2025).
The physiological needs of the elderly patient when discharging from hospital what needs to be taken into consideration are medication are the prescriptions available to be ongoing. If medical equipment is required that when you involve the occupation who will assess what is needed. Lastly confirming the patient, family, and care givers understand the medication that they have been given.
The safety needs of the patient would require an assessment of the home to see if it safe for them and there are no hazards which could potentially cause harm. Home help district nurses to help with medications home help. Make sure There is a support network for them who are at hand to help with their daily activities like family, and friends.
Information is available if there are any concerns and signs to look out so there is emergency contact.
Addressing a patient’s love and belonging needs is fundamental to fostering emotional wellbeing and recovery. For older adults, loneliness is a prevalent issue that can significantly impact health outcomes. Chronic loneliness affects over 1.4 million older adults in the uk (Reis da Silva,2024). Involving family carers in the discharge process is vital, as they provide essential emotional support and continuity of care. Where patients lack family or informal support networks, timely referral to social services is crucial to ensure appropriate community based support, reduce isolation, and promote a sense of connection and belonging.
Meeting a patient’s esteem needs during discharge is essential to ensuring they feel respected, valued, and that their dignity is upheld. This includes actively involving the individual in decision making about their care and support arrangements, empowering them with choice and control as they transition from hospital to home or community settings.
 Such an approach not only aligns with Maslow’s hierarchy of needs but also reflects the principles of person-centred care and the Care Act (2014). emphasis on autonomy and wellbeing. 
In sections 24 and 25 the act states that individuals need to be involved in developing their care and support which means the process of person-centred care is followed by the person is in control and the plan reflects what they like. Care is coordinated and empowering (HM Government,2014).

Self actualization, the pinnacle of Maslow’s hierarchy of needs, involves realizing one’s full potential through personal growth, creativity, and purposeful engagement (Maslow, 1943). For elderly patients, especially those recovering from hospitalization, fostering selfactualization can significantly enhance wellbeing and resilience.
Health and social care often work with people whose needs are complex and cross cutting and require a joined-up response from a range of agencies (Glasby 2012)

Evaluation
As a manager, one of the most effective ways to reduce 30-day hospital readmissions for elderly patients with complex conditions is to begin discharge planning at the point of admission. Early planning ensures that care transitions are smooth, coordinated, and tailored to individual needs.
Following the Discharge to Assess (D2A) model, assessments for ongoing care can be completed in the patient’s home after discharge, rather than in hospital. This approach supports recovery in familiar surroundings and enables more accurate evaluation of support needs.
According to the Department of Health and Social Care (2022), medication management should be simplified to ensure that family members and carers can easily understand and follow instructions. Clear communication and accessible formats are key to continuity of care.
structured discharge checklist should be used to coordinate input from the multidisciplinary team, including GPs, district nurses, social care professionals, and voluntary sector partners. A follow-up visits or contact within 72 hours post-discharge is essential to identify any early signs of deterioration and intervene promptly.
Ensuring the patient’s home is safe is also critical. This may involve installing adaptations such as grab rails or removing trip hazards to reduce the risk of falls and support independent living.

Conclusion and Recommendations
When they are at hospital it is vital that early discharge planning is done as soon as they are admitted and to make sure family, carers, or any of the professional are available in all the decisions. Use a discharge coordinator to ensure continuity and clarity. Having a safe transition to home. That they understand the medication they are taken they have access to mobility aids or equipment. Keeping in touch after leaving hospital with the multidisciplinary team is crucial so we can prevent readmission.
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