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The Transitional Discharge Model (TDM) has been used 
to facilitate effective psychiatric hospital discharge for 
individuals with a mental health problem from hospital to 
community.

BACKGROUND:
TDM was developed through a Canadian participatory 
action project called the Bridge to Discharge project 
(Forchuk, Chan et al., 1998; Forchuk, Jewell et al., 1998). 
The pilot project successfully “bridged” 38 long-term stay 
clients from hospital resulting in inpatient savings of 
almost $500,000 (CAN) in the first year (Forchuk, Chan 
et al.). Forchuk, Martin, Chan & Jensen (2005) further 
tested the model in a randomized cluster design using 26 
tertiary care psychiatric wards (13 intervention, 13 
control). They found, in the first year, the length of stay 
on intervention wards was decreased by 116 days per 
person for a savings of over $12 million (CAN).  Patients 
in the intervention wards reported significantly higher 
quality of social relations (Forchuk et al., 2005). 

FINDINGS TO DATE:
Barriers identified by staff through focus groups include, 
“turf” issues between hospital and community as well as 
between disciplines amongst the inter-disciplinary team.  This 
was in relation to role clarity and who is ultimately responsible 
for discharge planning and follow-up. Other barriers included, 
competing educational demands as staff are often undergoing 
multiple organizational and practice changes. The 
requirement to change practice at the wad level can take time 
due to the need for all staff to learn the new model.

Strategies identified by staff through focus groups include, 
enhancing staff participation. This was important to increase 
partnerships between staff on ward and 
researchers/consumer groups.  Creating/maintaining a 
supportive environment helped integrate the TDM, specifically 
through the availability of a TDM resource person directly on 
the ward.  Staff also identified on-ward education sessions, 
provided in a condensed manner, a strategies to 
implementing the TDM.  Lastly, staff felt that support given to 
managers throughout the change process eased the 
integration of the TDM.

Overall, a common finding from the inpatient staff was the 
need for more time to evaluate the impact of this approach as 
well as an understanding of the views of clients, CS groups, 
and community agency representatives .

WHAT IS THE TRANSITIONAL DISCHARGE 
MODEL?

The model is based on the provision of therapeutic 
relationships to ensure a safety net throughout the 
discharge and community reintegration processes.  

1) An inpatient staff maintains contact with the 
client after hospital discharge until a therapeutic 
relationship is established with a community 
care provider

2)  Peer support is offered from a mental health 
services consumer who is living in the 
community and who has had specialized 
training in support.

PURPOSE:
Despite the positive client and systems outcomes, TDM has 
not been always easy to implement. TDM requires many 
changes in traditional relational and policy practices. This 
Knowledge Integration Project examines the barriers and 
facilitators to implementing a best practice related to 
transitional discharge care in selected psychiatric settings

METHODS:
Design, Setting, Sample: The Knowledge Integration study 
used a delayed implementation design. The TDM was 
implemented on 40 wards over six psychiatric hospital sites.  
The implementation occurred in three waves, which were 
called A, B and C. After each wave of wards implemented 
TDM, focus groups were held with staff to identify barriers and 
strategies related to implementation. Strategies were then 
refined for each subsequent wave of implementation.  Ward 
level data was collected throughout.  As well, clients were 
interviewed at the point of discharge and one-month post-
discharge to determine the degree of implementation on all 
wards.
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