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ABSTRACT 

Background: In situations of care transfer of older 
people from hospital to home care at discharge, ex- 
changing relevant and necessary information about 
the patient’s health status and individual needs are 
of importance to ensure continuity and appropriate 
nursing follow-up care. Objective: The objectives of 
the study were to: 1) examine the content of nurses’ 
discharge notes of older patients’ discharged from 
hospital to home care; and 2) investigate the associa- 
tion between the content of discharge notes and 
characteristics of patient and transfer. Methods: The 
nursing discharge notes of 70 older patients admitted 
to a geriatric unit and a general medicine ward at a 
local hospital in central Norway were analysed. The 
discharge notes were structured in accordance with 
the Well-being, Integrity, Prevention, and Safety 
(VIPS) model. Mean, standard deviations, and inde- 
pendent sample t-tests were performed to show and 
examine differences in use of VIPS keywords in rela- 
tion to patient and transfer characteristics. To exam- 
ine if use of VIPS keywords could be predicted by 
patient and transfer characteristics, linear multiple 
regression analyses were used. Results: Significant 
differences for mean scores on used VIPS keywords 
in the discharge note were found for gender, age, and 
medical department facility. While gender and medi- 
cal department facility were significant predictors of 
mental related keywords in the discharge note, medi- 
cal department facility was a significant predictor of 
physical related keywords. Conclusions: The result of 
this study indicate that documentation of patient 
status in the nursing discharge note of older patients 
transferred from hospital to home care is incomplete 
and are influenced by patient and transfer character- 
istics. In order to ensure continuity and appropriate 

nursing follow-up care, we emphasize the need for a 
more comprehensive approach to older patients, and 
that this must be reflected in the nursing discharge 
note.  
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1. INTRODUCTION 

Older people are considered especially vulnerable during 
care transfers, as they often have complex care needs 
caused by multimorbidity and multiple functional limita-
tions [1-4]. The fact that older people tend to have more 
frequent hospital admissions [5] and use a greater array 
of other health care services [6], implies that they also 
experience a greater number of care pathways across 
health care organizations. Communication of both physi- 
cal and mental health status of older patients transferred 
between providers is important because change in condi-
tion can be a sign of acute disease [7-9], and physical 
and mental failure necessitate specific approaches to 
clinical care [10,11]. Although follow-up care of older 
patients after hospital discharge might be influenced by 
the information conveyed by the referring provider [12, 
13], there have been many studies showing incomplete-
ness and inaccuracy in the information exchanged, for 
example, activity of daily living [14], mental status [15, 
16], communication ability [17], nutrition status and eat-
ing ability [18], medication [19-21], and psychosocial 
status [22,23]. The current paper reports a study that is 
part of a larger research project dealing with nurses’ in-
formation exchange during older people transfer between 
hospital and home care. 

While researchers worldwide have expressed concern 
about the fragmentation of health care [24-27], there 
have been increasing focus on the importance of continu-
ity of care in improving preventive care, lower rates of *Corresponding author. 

OPEN ACCESS 

mailto:rose.olsen@hint.no


R. M. Olsen et al. / Open Journal of Nursing 2 (2012) 277-287 278 

hospitalizations, and patient outcomes and satisfaction 
[28-33]. Many efforts have been made to clarify the 
concept of continuity of care [34,35]. A widely used 
framework, introduced by Haggerty et al. [36] and later 
adopted by Freeman et al. [37], describes three essential 
types of continuity of care, namely, informational, rela-
tional, and management. While the relational type con-
cerns the relationship between the patient and the pro-
vider(s), the informational and management types deal 
with, respectively, the timely availability of relevant in-
formation to make current care appropriate for each indi-
vidual, and the communication of both facts and judg-
ments across providers, and between providers and pa-
tients [37]. From this, one can assume that the compre-
hensiveness and accuracy of the nursing discharge note 
have an important impact on the informational continuity, 
and that the extent of planned interventions and de-
scribed responsibilities for follow-up care in the dis-
charge note influence the management continuity.  

The Norwegian government [38,39] has stated that the 
lack of interaction between the two organizational struc-
tures of the health care system, primary and secondary 
care, represents perhaps the greatest challenge the health 
service faces, and many national efforts have been made 
to improve the communication and coordination of 
health care over the last decades [40]. Since 1999, all 
health care professionals in Norway, including nurses, 
have been required to document provided health care in 
the patient record and to exchange relevant information 
for enhancing continuity of care [41]. This implies that in 
case of hospital discharge, a nursing summary (i.e. a 
discharge note) based on the patient record shall be ex-
changed to the receiving nurse who needs information to 
ensure appropriate follow-up nursing care [42]. Accord-
ing to the guidelines [43,44], the nursing discharge note 
should describe the nursing care delivered, the patient’s 
health status, and assessments and recommendations for 
continuing care.  

In line with other Nordic countries, many hospitals in 
Norway use the VIPS model for nursing documentation. 
The VIPS model (acronym for the four nursing key con-
cept of Well-being, Integrity, Prevention and Security) 
provides a structure for the content of nursing documen-
tation with keywords on two levels, based on the concept 
of the nursing process, and with the aim of supporting 
the systematic documentation of nursing care and pro-
moting individualized care [45,46]. The keywords func-
tion as headings beneath which sufficient information is 
gathered. The first level of keywords consist of the main 
keywords: nursing history, nursing status, nursing diag-
nosis, nursing goal, nursing intervention, nursing out-
come, and nursing discharge report. The second level 
include three of the main keywords: nursing history, 
nursing status, and nursing intervention, which are sub-

divided into specifying keywords that guide the nursing 
documentation in details. 

Studies have shown that nurses record the initial as-
sessment of the patient to a great extent [47,48], but fail 
to make care plans including goals for nursing care, and 
planned and implemented interventions and outcomes of 
care [49-51]. To a large extent nursing interventions are 
noted in most of the records without being connected to a 
systematic plan [48]. Rather than document patient care 
by following a logic structure according to the nursing 
process, they document chronologically along a time axis 
[52]. Furthermore, nurses have been accused of being too 
focused on describing their tasks in the documentation 
rather than describing the patients’ needs and experi-
ences [53,54], and that they document physical care 
more often than other caring dimensions [22,54,55]. 
However, a study has shown that nurses document more 
psychosocial care after integrating an electronic nursing 
discharge note with structured templates in the EPR [56]. 

To our knowledge, no previous studies have investi-
gated the relationship between the content of nursing 
discharge notes and characteristics of patient and transfer. 
A better understanding of the nurses’ exchange of writ-
ten patient information at discharge of older people from 
hospital to home care could support nurses in improving 
the continuity of care and promote a safe patient transfer. 

Aim and Research Questions 

The aims of the study were to: 1) examine the content of 
nurses’ discharge notes of older patients’ discharged 
from hospital to home care, and 2) to investigate the as-
sociation between the content of discharge notes and 
characteristics of patient and transfer. The following spe- 
cific research questions were investigated: 
 To what extent are VIPS keywords used in the nurs-

ing discharge note?  
 Are there differences in VIPS keywords used in the 

discharge note in relation to patient and transfer 
characteristics?  

 Is there an association between the content of VIPS 
keywords in the nursing discharge note and patient 
and transfer characteristics? 

2. METHOD 

2.1. Setting and Participants 

This paper reports a study that is part of a larger research 
project dealing with nurses’ information exchange during 
older people transfer between hospital and home care. 
Using convenience sampling, nursing documentation 
from a total of 102 older inpatient records was collected 
from the general medicine ward and a geriatric unit at a 
local hospital in central Norway during 2010-2011. Sev-
enty of these records included nursing discharge notes 
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which were included in the present study. Inclusion cri-
teria of the patients were as follows: 70+ years of age, 
consent competent, and admitted from home care and 
discharged back to their home after the hospital treat-
ment. The selection of participants who met these criteria 
was made by the nursing managers at the respective units. 
Written informed consent was obtained from the partici-
pants after receiving a written and oral explanation of the 
study communicated by the nursing managers. 

2.2. Data Collection 

Nursing discharge notes and background data were re-
trieved and de-identified by the nursing managers on the 
day of discharge. At the hospital, the nursing discharge 
note was an integrated part of the nursing documentation 
in the Electronic Patient Record (EPR) system, Docu-
live©. When patients were discharged from the hospital, 
a paper version of the nursing discharge note in the EPR 
was exchanged to the home care. The design of the 
nursing discharge note comprised two main sections. The 
first section contained predefined information, where the 
EPR system automatically generates some information 
elements when a nurse creates a nursing discharge note 
for a specific patient, including the unit’s name, the pa-
tient’s name, date of birth, and the name of the nurse 
who wrote and approved the discharge note. The second 
section, “patient’s current status”, was open for the 
nurses to record free text. However, this section were 
structured in accordance with the VIPS model [45], i.e. 
the nurses chose relevant keywords from all possible 
keywords on the second level in the model, including 
communication, cognition/development, breathing/cir- 
culation, nutrition, elimination, skin/integument, activity, 
sleep, pain/perception, sexuality/reproduction, psychoso-
cial (emotional and relational), spiritual/cultural, well- 
being, and composite assessment. Only this second sec-
tion of the discharge note was included for further inves-
tigations. Background data was used to identify patient 
and transfer characteristics, and included age, gender, 
living situation, housing situation, distance from hospital, 
type of hospitalization, status of readmission (within 30 
days after discharge), medical department facility, and 
length of hospital stay. 

2.3. Measures 

For measuring the extent of used VIPS keywords under 
the heading “patient’s current status”, a summative scale 
was created based on all the 15 items (keywords). Dis-
charge notes including all items scored the maximum of 
15, while those who did not include any items at all 
scored the minimum of 0.  

Based on theoretical considerations and the results 
from reliability tests, two scales were formed to measure 

in the extent to which mental and physical related VIPS 
keywords were used. The indexes were labeled and val-
ued as follows: Physical related keywords scale (Cron-
bach’s α = 0.80) included the items breathing/circulation, 
nutrition, elimination, and activity. Discharge notes in-
cluding all items scored the maximum of 4, while those 
who did not include any items at all scored the minimum 
of 0. Mental related keywords scale (Cronbach’s α = 
0.75) included the items communication, cognition/de- 
velopment, sleep, and pain/perception, psychosocial/ 
emotional, and psychosocial/relational. Discharge notes 
including all items scored the maximum of 6, while those 
who did not include any items at all scored the minimum 
of 0. 

2.4. Data Analysis 

The SPSS version 17.0 for Windows program (SPSS, 
Inc., Chicago, Illinois, USA) was employed for statistical 
analysis. Frequencies were used to describe patient and 
transfer characteristics, and content of the transfer 
documents. Mean (M), standard deviations (SD) and 
independent sample t-tests were performed to show and 
examine differences in VIPS keywords used in the dis-
charge note in relation to patient and transfer characteris-
tics. To examine if physical and mental related keywords 
could be predicted by patient and transfer characteristics, 
linear multiple regression analysis were used. Physical 
related keywords scale and mental related keywords 
scale were used as dependent variables, representative, 
and patient characteristics and transfer characteristics as 
the independent variables. Prior to undertaking the analy- 
sis, a number of assumptions of regression were explored. 
The predictor variables were selected based on the re-
sults of the independent sample t-tests as well as review 
of previous literature. Statistical significance was set at p 
< 0.05. There was no evidence of multicollinearity 
among tested covariates (VIF < 1.1). 

2.5. Ethical Considerations 

The research project was approved by The Committee 
for Medical and Health Research Ethics of Norway (nr 
2009/815) and carried out in accordance with the Decla-
ration of Helsinki [57]. Permission to perform data col-
lection in the hospital wards was obtained from the hos-
pital research unit. All patients gave written informed 
consent after explanations of the study. No identifying 
information about the patients was available to the re-
searchers. 

3. RESULTS 

3.1. Characteristics of the Sample 

Characteristics of the patients and transfers are shown in 
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Table 1. A total of 70 hospitalizations of home care pa-
tients were included, 41 from a general medicine ward 
and 29 from a geriatric unit. The mean age was 83.8 
years (range 70 - 95) and 55.7% were female. Most of 
the patients lived alone (67.1%) and in their own homes 
(71.4%). Pneumonia was the most common reason for 
hospitalization (34.3%), followed by anemia (10.0%), 
repeated falls (8.6%), chronic obstructive pulmonary 
disease (5.7%), syncope (5.7%), and myocardial infarc-
tion (5.7%). About eighty-three percent of transfers were  
 
Table 1. Characteristics of the sample (N = 70). 

Characteristics n (%) 

Patient characteristics    

Gender    

Male 31 (44.3) 

Female 39 (55.7) 

Age, years (M = 83.8)   

70 - 84 32 (45.7) 

85 - 95 38 (54.3) 

Living situation   

Living alone 47 (67.1) 

Living with someone 23 (32.9) 

Housing situation   

Sheltered housing 20 (28.6) 

Own home 50 (71.4) 

Distance from the hospital   

<1/2 hour 34 (48.6) 

>1/2 hour 36 (51.4) 

Transfer characteristics    

Type of hospitalization    

Urgent 58 (82.9) 

Elective 12 (17.1) 

Readmission   

yes 17 (24.3) 

no 53 (75.7) 

Medical department facility   

Geriatric  29 (41.4) 

General medicine 41 (58.6) 

Hospital length of stay, days   

1 - 6 32 (45.7) 

7 - 29 38 (54.3) 

considered urgent. The median length of hospital stay 
was 7 days (range 1 to 29). Twenty-four percent of the 
transfers were hospital readmissions within 30 days of 
return to the home care. 

3.2. Patient and Transfer Characteristics and 
VIPS Keywords Used in the Nursing  
Discharge Note 

The frequencies of VIPS keywords used in the discharge 
note are shown in Table 2. The most frequently used 
keywords were “nutrition” and “activity” (95.7%). There 
was no information at all in any of the discharge notes 
about “sexuality/reproduction” and “spiritual/cultural”. 
Keywords related to physical health were most fre-
quently used, while keywords related to psychosocial 
situation and level of well-being were less used. 

Table 3 shows the differences between the mean 
scores according to patient and transfer characteristics. 
The mean score for the extent of used VIPS keywords 
was 6.66 (of maximum 15, SD 2.88). Significant differ-
ence was found for gender (p < 0.05), where discharge 
notes of females had a higher total mean score on the 
extent of used VIPS keywords than of male. There was a 
strong trend (p = 0.06) for the geriatric unit to use more 
VIPS keywords than the general medicine ward. In addi-
tion, a trend was found for housing situation (p = 0.08), 
where discharge notes of patients living in sheltered 
housing had a slightly higher score than discharge notes  
 
Table 2. Frequencies of used VIPS keywords in the nursing 
discharge note (N = 70). 

Keywords n (%) 

Communication  49 (70.0%) 

Cognition/development  36 (51.4%) 

Breathing/circulation  60 (85.7%) 

Nutrition 67 (95.7%) 

Elimination  62 (88.6%) 

Skin/integument  43 (61.4%) 

Activity  67 (95.7%) 

Sleep 48 (68.6%) 

Pain/perception  48 (68.6%) 

Sexuality/reproduction  0 (0.0%) 

Psychosocial-emotional 20 (28.6%) 

-relational  20 (28.6%) 

Spiritual/cultural  0 (0.0%) 

Well-being  20 (28.6%) 

Composite assessment 44 (62.9%) 
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Table 3. Differences between mean scores for the extent of used VIPS keywords according to patient and transfer characteristics (N 
= 70). 

All keywords Mental related keywords Physical related keywords 

Variables n 
Total scales 

M (SD) 
t p-value

Total scales
M (SD) 

t p-value
Total scales 

M (SD) 
t p-value

Gender           

Male 31 7.45 (2.86) −2.39 0.02 2.39 (1.78) −3.28 0.00 3.61 (1.02) −0.37 0.71 

Female 39 9.05 (2.71)   3.77 (1.72)   3.69 (0.77)   

Age, years           

70 - 84 32 7.75 (3.00) −1.60 0.11 2.66 (1.81) −2.11 0.04 3.59 (1.04) −0.55 0.59 

85 - 95 38 8.84 (2.71)   3.58 (1.84)   3.71 (0.73)   

Living situation           

Living alone 47 8.17 (2.82) −0.07 0.48 3.13 (1.88) −0.19 0.85 3.60 (0.90) −0.83 0.41 

Living with someone 23 8.70 (3.01)   3.22 (1.88)   3.78 (0.85)   

Housing situation           

Sheltered housing 20 9.30 (2.72) 1.80 0.08 3.60 (1.96) 1.26 0.21 3.85 (0.37) 1.64 0.11 

Own home 50 8.00 (2.87)   2.98 (1.82)   3.59 (1.01)   

Distance from the hospital           

<1/2 hour 34 8.56 (3.07) 0.61 0.55 3.29 (1.88) 0.60 0.56 3.65 (0.98) −0.92 0.93 

>1/2 hour 36 8.14 (2.71)   3.03 (1.87)   3.67 (0.79)   

Type of hospitalization            

Urgent 58 8.34 (2.97) 0.013 0.99 3.19 (1.84) 0.32 0.75 3.67 (0.93) 0.32 0.75 

Elective 12 8.33 (2.46)   3.00 (2.09)   3.58 (0.67)   

Readmission           

yes 17 8.94 (2.93) 0.99 0.33 3.53 (2.27) 0.94 0.35 3.82 (0.39) 1.33 0.19 

no 53 8.15 (2.86)   3.04 (1.73)   3.60 (0.99)   

Medical department facility           

Geriatric  29 9.21 (3.83) 1.94 0.06 4.14 (2.12) 3.78 0.00 3.31 (1.26) −2.49 0.02 

General medicine 41 7.73 (1.75)   2.46 (1.31)   3.90 (0.30)   

Length of hospital stay, days           

1 - 6 32 7.78 (3.00) −1.52 0.14 2.78 (1.93) −1.56 0.12 3.56 (1.05) −0.82 0.41 

7 - 29 38 8.82 (2.72)   3.47 (1.78)   3.74 (0.72)   

The total scores for all VIPS keywords were 15 points (Mean 6.66), the mental related 6 (Mean 2.84), the physical related 4 (Mean 0.34). 

 
of patients living in their own homes. The mean score for 
mental related VIPS keywords was 2.84 (of maximum 6, 
SD 1.87). Significant differences were found for gender 
(p < 0.001), age (p < 0.05) and medical department facil-
ity (p < 0.001), where a higher score was found for dis-
charge notes of females, patients in the oldest age group, 

and patients hospitalized at the geriatric unit. The mean 
score for physical related VIPS keywords was 0.34 (of 
maximum 4, SD 0.88). Significant difference was found 
for medical department facility (p < 0.05), were dis-
charge notes of patients at a general medicine ward had a 
higher score of physical related VIPS keywords.  
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3.3. Association of Patient and Transfer  
Characteristics and Used VIPS Keywords 

Table 4 shows results of two linear multiple regression 
analysis examining factors associated with the presence 
of, respectively, physical related and mental related VIPS 
keywords in the nursing discharge note. Predictor vari-
ables, including age, gender, medical department facility, 
and length of hospital stay, were entered in three steps. 
At Step 1, age and gender were entered. At Step 2, length 
of hospital stay was added and, at Step 3, medical de-
partment facility was added. The results show that medi-
cal department facility was the only significant predictor 
of physical related keywords in the discharge note. The 
model explained 11.7 percent of the variance. For the 
mental related keywords, gender and medical department 
facility were significant predictors of mental related 
keywords in the discharge note, where the largest pre-
dictor was medical department facility. Overall 15.4 
percent of the variance was explained by the model.  

4. DISCUSSION 

The aims of the study were twofold: to examine the con-

tent of nurses’ discharge notes of older patients’ dis- 
charged from hospital to home care, and to investigate 
the association between the content of discharge notes 
and characteristics of patient and transfer. 

Considering the sample of discharge notes as a whole, 
the most frequently used keywords were related to 
physical health, while information concerning psychoso- 
cial status and well-being were less used. This finding is 
somewhat in contrast with the findings of Hellesø [56], 
who found that nurses used the keyword “psychosocial” 
just as much as for example “breathing/circulation” in 
the discharge note. An explanation could be that the 
study performed by Hellesø took place during imple- 
mentation of EPR, which could have caused a novelty 
effect and strong motivation and positive attitudes among 
the nurses to improve the documentation. The fact that 
neither the keyword “sexuality/reproduction” nor the 
keyword “spiritual/cultural” were represented in our 
sample is in accordance with previous studies [22,55]. 
The favoring of the physical dimension in nursing 
documentation may be reflecting a lack of knowledge 
and skills in responding to other caring needs in actual 
nursing practice. In a study in long-term geriatric care,  

 
Table 4. Linear multiple regression for variables predicting presence of VIPS keywords in the nursing discharge note. 

Physical related VIPS keywords Mental related VIPS keywords 

95% confidence 
interval for B 

95% confidence 
interval for B Variable 

B SE B β 
Lower 
bound 

Upper 
bound 

B SE B β 
Lower 
bound 

Upper 
bound 

Step 1           

Constant 3.569 0.185    2.115 0.359    

Age 0.104 0.220 0.059 −0.334 0.543 0.650 0.426 0.174 −0.201 1.501 

Gender 0.056 0.220 0.032 −0.384 0.496 1.238 0.428 0.331** 0.384 2.092 

Step 2           

Constant 3.480 0.216    1.811 0.415    

Age 0.115 0.221 0.066 −0.326 0.556 0.687 0.424 0.184 −0.159 1.533 

Gender 0.035 0.223 0.020 −0.409 0.480 1.167 0.427 0.312** 0.314 2.020 

Hospital length of stay 0.175 0.217 0.099 −0.258 0.607 0.594 0.416 0.160 −0.236 1.425 

Step 3           

Constant 3.069 0.247    2.808 0.454    

Age 0.137 0.209 0.078 −0.281 0.554 0.636 0.385 0.171 −0.133 1.404 

Gender 0.136 0.213 0.077 −0.289 0.562 0.922 0.393 0.247* 0.138 1.705 

Length of hospital stay 0.138 0.205 0.079 −0.271 0.548 0.683 0.378 0.183 −0.072 1.437 

Medical department facility 0.619 0.209 0.348** 0.202 1.036 −1.503 0.385 −0.399*** −2.271 −0.735

Physical related VIPS keywords. R2 = 0.005 for Step 1; ΔR2 = 0.010 for Step 2; ΔR2 = 0.117 for Step 3; Mental related VIPS keywords. R2 = 0.166 for Step 1; 
R2 = 0.025 for Step 2; ΔR2 = 0.154 for Step 3; *p < 0.05; **p < 0.01; ***p < 0.001. Δ 
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the nurses considered their capacity to meet the psycho-
social needs of older people (e.g. to face death, express 
sexuality, or discuss anxiety-provoking or difficult mat-
ters) as less adequate compared with the physical needs 
[58]. A major focus on physical health in the documenta-
tion may also be explained by biomedical overlay in the 
context of hospital care. Hyde et al. [54] found that 
nursing documentation in the hospital patient record was 
dominated with instrumental rationality, the “voice of 
medicine”, including a great amount of medico-technical 
details primarily related to the physiological status of the 
patient at the expense of information regarding the pa-
tient’s feelings, emotions, and experience of illness. 
Findings from a qualitative metasynthesis made by Kärk- 
käinen et al. [53] indicates that lack of focus on the pa- 
tients experiences in the nursing documentation is due to 
the nurses propensity to describe the patients problems 
and needs without conferring the patient. 

A consequence of inadequate information about the 
patient’s mental health status in the discharge note may 
be that home care nurses, in ignorance of mental failure 
in the patients, are unable to deliver appropriate care to 
their specific needs. In our sample, most of the older 
patients lived alone in their own homes, which means 
that they did not have any relatives who could contribute 
with essential information to the home care nurses. In 
that way, undocumented symptoms of delirium, for ex-
ample, could further result in poorer cognitive and func-
tional status, increased morbidity and mortality, and need 
for institutional care for the older patient [9]. 

An interesting finding in our study was that discharge 
notes of females were significantly more likely to in-
clude VIPS keywords in general. Seen in relation to the 
fact that nurses experience female patients to be more 
demanding and time-consuming than male patients [59], 
one can speculate that nurses thereby give priority to 
providing and documenting care to female patients. Dis-
charges notes of females also had a higher score on used 
mental related keywords, which may be explained by the 
nurses experience of women as more eager to talk about 
their feelings and illness [59]. 

Another finding in our study was that discharge notes 
of patients at the geriatric unit were more likely to in-
clude VIPS keywords in general, and mental related 
keywords in special, compared to the general medicine 
ward. An explanation for this difference could be that 
transitional care, including communication between pro-
viders, is recognized as a core competency in geriatric 
care [60,61]. Presence of more skilled and motivated 
nurses in geriatric in-hospital care [62] could be another 
explanation. At the current hospital unit, several nurses 
had geriatric nursing education. However, the level of 
motivation and skills among nurses does not depend on 
educational knowledge only. The current geriatric unit is 

organized as an interdisciplinary team (i.e. geriatrician, 
nurse, physiotherapist, and occupational therapist), which 
implies a comprehensive approach to patient centered 
care where staff can combine skills, experience, and 
knowledge to provide favorable clinical outcomes [63, 
64]. The fact that the geriatric unit is manned by a small 
group of staff may also have an impact, as many studies 
have reported that smaller teams have higher levels of 
participation which is correlated with effectiveness [63]. 
While general medicine inpatients often have a specific 
diagnosis, older people admitted to the geriatric unit 
commonly have complex needs, multimorbidity, and 
multiple functional limitations. Thus, the comprehensive 
geriatric assessment is a common approach used at geri-
atric specialties, a process that includes determining of 
the patients medical, functional, psychosocial, and envi-
ronmental resources and problems, and which ends up in 
creating a plan for treatment and follow-up care [65]. It 
is reasonable to suggest that this approach, with its focus 
on the overall situation of the patient, may be reflected in 
the nurses’ documentation. Thus, it can be one explana-
tion of why nurses at a geriatric unit use more mental 
related keywords in the discharge note. Following this 
line of thought, the high use of physical related keywords 
among nurses at a general medicine ward could be ex-
plained by biomedical overlay, i.e. a narrow focus on 
physical symptoms where the patient’s body is reduced 
to its parts [54]. 

Considering the fact that informational continuity of 
care is especially important for the oldest of the old, it 
was encouraging to note that discharge notes of patients 
in the oldest age group were more likely to include men-
tal related keywords. An explanation to this finding 
could be the fact that the prevalence of depression [66], 
delirium [9], and dementia disorders such as Alzheimer’s 
disease [67], increases significantly with age.   

The small sample size (n = 70) and the use of conven-
ience sampling limits the generalizability of the results in 
this study. Although the patients in the sample were rep-
resentative of those in the hospital in terms of demo-
graphic characteristics such as age and gender, a selec-
tion bias may have occurred because patients who had 
cognitive impairments (e.g. dementia) were excluded due 
to the requirements of informed consent. Thus, our find-
ings must be viewed in light of the study sample, i.e. 
older patients who are consent competent. Another limi-
tation is the fact that we had no opportunity to perform 
drop-out-analysis of those patients who did not volunteer 
for the study (cf. The Committee for Medical and Health 
Research Ethics). However, according to the nurse man- 
agers who were responsible for the recruitment, only a 
few patients who met the inclusion criteria declined to 
participate in the study. 

The fact that the content of the nursing discharge note 
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in this study was measured by counting VIPS keywords 
used as headings should be taken into account when in-
terpreting the results. Our data cannot tell us whether the 
nurses have been true to the guidelines of the VIPS 
model, i.e. whether they have chosen the relevant head-
ing for the free text they have recorded. Studies have 
shown that nurses tend to group their documentation 
under the wrong keywords [50,55]. For example, Gun-
hardsson et al. [55] found that to some extent informa-
tion that should have been documented under the key-
word “psychosocial” was documented under “well-be- 
ing”. In our study, the keyword “well-being” was not 
included in the scale used to measure mental related 
keywords. From this, one can speculate about how well 
we have measured what we have intended to measure. 
However, the Cronbach’s α for both scales made for this 
study were high (Cronbach’s α = 0.75 - 0.80), which 
indicates strong internal consistency reliability. 

We should also note that other patient and transfer 
characteristics (e.g. function status and frequency of as-
sistance provided by home care services) not included in 
this study might also influence the content of the dis- 
charge note. Similarly, characteristics of the nurse and 
clinical contexts might be of importance. However, such 
data were unavailable to us, and therefore we could not 
evaluate the possible impact of these factors. 

5. CONCLUSION 

The result of this study indicate that documentation of 
patient status in the nursing discharge note of older pa-
tients transferred from hospital to home care does not 
address all dimensions of care, is incomplete when as-
sessed according to the VIPS model, and are influenced 
by patient and transfer characteristics. In order to ensure 
continuity and appropriate nursing follow-up care after 
transfer, we emphasize the need for a more comprehen-
sive approach to older patients, and that this must be re-
flected in the nursing discharge note.  
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