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CHAPTER ONE 

General introduction 
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Needless to say, understanding how appropriate decisions should be made is extremely 

important. It is evident from the aforementioned scenarios that one critical aspect of 

clinical decision-making which needs urgent attention is to understand the factors 

influencing the discharge decision making process and how clinicians take discharge 

decisions. This PhD project has focused on outpatient discharge decisions, particularly 

in the dermatology outpatient setting. It is therefore imperative to critically review the 

relevant literature concerning factors influencing outpatient discharge decision-making. 

REVIEW OF THE LITERATURE 

This literature review had two main objectives: first, to identify literature which described 

factors influencing outpatient discharge decisions, in particular dermatology outpatients. 

The second was to identify literature which described the process of making outpatient 

discharge decisions. Due to the paucity of literature on this subject, inpatient studies 

were also included. However, only studies which clearly focused and described the 

process of making discharge decisions in detail were selected. Only three models fitted 

the selection criteria for the inpatient setting and one from the outpatient setting. 

Preliminary knowledge of this decision-making framework is critical to understand how 

discharge decisions are taken so that we might develop tools to teach or guide clinicians 

how to arrive at an appropriate discharge decision. 

METHODS 

Search strategy and selection criteria  

Two key questions guided this review which had an emphasis on dermatology and the 

outpatient setting. First, what are the factors influencing discharge decision making from 

the perspective of clinicians (physicians/nurses/therapists) working in secondary care? 

Second, what is the process of discharge decision-making? Published literature was 

searched from 1970 to May 2016 in Medline, Embase, PsycINFO on Ovid, CINAHL, 

PROQUEST and Google Scholar. The literature search was limited from 1970 onwards 

because after placing the relevant keywords, the researcher did not find any relevant 

literature pertaining to patient discharge decision taking before 1970. Journal articles are 

indexed using keywords, hence the importance of identifying the right keyword to gain a 

comprehensive range of literature (Aveyard 2010). Google Scholar was used as a place 

to start searching, especially when identifying the keywords. The databases used were 

mainly linked to medicine and professions allied to medicine such as Medline and 

nursing databases such as CINAHL (Cumulative Index to Nursing and Allied Health 

Literature) because it has been found that literature on the discharge process is 

frequently found in nursing journals. Psych INFO as a database of psychological 
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subject, relevant articles relating to outpatient discharge decisions from other settings 

were included. These disciplines included rheumatology, cardiology, general and 

vascular surgery, physical therapy (also known as physiotherapy), specialist palliative 

care and speech language therapy. Another section on inpatient discharge is briefly 

included which might contribute further to the understanding of discharge decision 

making in the outpatient context.  

RESULTS  

Eighteen key articles relating to influences on outpatient discharge were identified of 

which seven concerned dermatology (Table 1.2). Fifteen described prospective studies, 

two described retrospective studies and one described general views of the clinicians. 

Major clinical influences included diagnosis and disease severity. Non-clinical influences 

included physician, patient, practice and policy-related factors as described below. Due 

to the lack of literature on outpatients stated earlier, examples describing the inpatient 

discharge decision making process (how clinicians took discharge decisions) will be 

included as well as outpatient information to understand best practice on how such 

decisions should be taken. Fifteen inpatient articles and one abstract (dermatology) 

were retrieved (Table 1.3). Influences were mainly patient related factors, organisational 

support and communication between hospital providers, patients and community care 

providers. Twelve were prospective studies, two retrospective studies and two reviews 

were described. Ethics as an influential factor was described only in articles describing 

inpatient discharge and not found in the articles describing outpatient discharge. 

However, due to its importance, it was decided to include it in this review. The 

conceptual framework (influences) on discharge decision-making are summarised in 

Figure 1. 
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Table 1.2 (continued)  

Author 
 

Country/ 
Speciality 

Design Participants 
 

Clinical Influences Non-clinical Influences 

Hughes et al. 
(2003) 
 
 

UK 
(Cardiology) 

Prospective 
(Questionnaire) 

Physicians Symptoms assessment Habits of retaining 
patients  

 Discharge preparation 
time constrain 
Discharge plan 
availability  
Nurse led clinics 
availability 

 

Sampson et al. 
(2004) 

UK 
(General Practice) 

Prospective 
(Postal survey) 

General Practitioners 
and patients 

 Deteriorating 
relationships with 
patients   

Abusive behaviour 
Non- compliance  
Drug abuse 
Complaint or litigation  
Inappropriate demand 
for treatment 

Poor communication   

Kingdon et al. 
(2006) 

USA 
(Surgery) 

Prospective 
(Delphi 
Technique) 

Nurses  Symptoms assessment Intuition 
Education 
Experience  
Personal belief 

Family support   

Farber et al. 
(2007) 

USA 
(General medicine 
and family 
medicine) 
 

Prospective  
(Questionnaires of 
hypothetical 
scenarios) 

General internists and 
family physicians  

 Age 
 

Demanding behaviour 
Non-compliance  
Missed appointments 
Non payment 
Alcoholic  
Falsifying prescriptions 

Limited medical 
resources 

 

Pashley et al.  
(2010) 

Canada 
(Orthopaedic 
Physiotherapy) 
 

Prospective 
(Interviews) 

Physiotherapists Clinical progress such as  
quality of gait 
Disease chronicity  

Expertise  
Confidence  
Ability to negotiate 
Ability to balance 
preferences and funding 
constraints 
Ability to educate 
Ability to quantify 
clinical progress 

Attitudes towards 
funding limitation 
Attitude towards the 
chronicity of their 
disease  
 
Ability to self-manage  
 

Limitations set by 
insurers 
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Table 1.3 (continued) 

 

Author Country/ 
Speciality 

Design Participants Main influences  in the discharge  decision-making process 

Kasinskas et al. 
(2009) 

USA  
(Physical therapy) 

Prospective 
(Survey)  

Physical therapists  Knowledge on the discharge 
destination 
 
Skill  in handling the 
discharge process 

Mobility 
Carer availability 
Cognitive status 
Home accessibility 
Needs 

Community resources 
such as visiting nurses 
and  meals on wheels 
 
Financial resources  
 
Suitability of discharge 
location  
 
Insurance requirements 
 

Limitations by 
Medicare and other 
third party payers 

Sherley-Dale et al. 
(2010)* 

UK 
(Dermatology) 

Prospective  
(audit)  

Patients     Delay in 
dispensing/applying 
medication  
 

 

Broyles et al. 
(2010) 

USA 
(A  wide range of 
specialities) 

Retrospective Analysis  of 
information collected 
from 286,120 
patients 
Inpatient Public Use 
Data File  

 Complex diseases  
 
Age e.g. patients above 70 years 
have longer hospital stays 
 
Gender e.g. male patients 
experience longer stay 
 
Married patients have shorter stays 
 
Ethnicity e.g. African American 
patients experience longer stay 
than White Americans 
 
 
 

Acute medical events  
 
Insurance status e.g. 
Medicare beneficiaries 
experience longer stays 
 
Admission status  e.g. 
patients admitted at 
the weekend were 
more likely to 
experience longer stay 
in the wards 
 
Emergent rather than 
elective cases have 
longer hospital stay 
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restriction may encourage patients to take their treatment plan more seriously and 

promote faster recovery (Pashley et al. 2010). It is possible that there may be 

differences in discharge ratios in private self-pay settings versus other settings.  In 

private practice, fewer follow-ups are advocated to reduce patient costs which might 

signify earlier discharge in order to reduce the burden of costs to their patient (Hajjaj et 

al. 2010b).  On the other hand, the extra income generated by additional follow-up 

appointments might influence physicians not to discharge. If there is a lack of facilities 

for optimal treatment in a particular clinic setting, dermatologists would refer patients to 

another hospital where treatment is available and where discharges are less likely, even 

if there are no senior clinicians available for further advice (Hajjaj et al. 2010b). Most 

dermatologists felt pressured to discharge patients due to the size of the waiting list in 

their clinic (Salek et al. 2012) and 4% of junior physicians would not discharge patients 

because they viewed preparing discharge letters time consuming (Hajjaj et al. 2010b).  

The delay in getting prescribed topical applications that were actually applied in the 

inpatient setting, has resulted in the postponement of the discharge of dermatology 

inpatients. In addition, adverse medical events have been shown to influence discharge 

decisions resulting in longer inpatient hospital stay, emphasising the need for more 

vigilance in patient management. Understanding these influences is of paramount 

importance in designing more efficient clinic or ward services.  

General Practitioner or community care support 

The level of interest, capability (Sullivan et al. 1992) and availability of GP (Burkey et al. 

1997a) or nurse led clinics (Hughes et al. 2003) can facilitate earlier discharge, thereby 

avoiding unnecessary follow-up. 

Ethics 

None of the studies discussing outpatient discharge decision taking highlighted ethics as 

an influence on decision making. Only one article highlighted ethics as an influence in 

the geriatric inpatient setting (Chadwick and Russell 1989).   

Policy-related influences 

A clinic policy encouraging early discharge influenced discharge practice amongst 

speech language therapists in Australia (Hersh 2010). Payer organization requirements 

may influence discharge decisions amongst dermatologists in private practice in the UK. 

Likewise, in the USA, senior citizens on the national healthcare program have longer 

hospital stays than those without (Broyles et al. 2010). In the NHS, commissioning 

requirements may influence discharge decisions (Poirier et al. 2012). However, the 
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CHAPTER TWO 

Study rationale and methodological framework 
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Study population 

Determining the homogeneity or heterogeneity of a sample is important (Miles et al. 

2014). A homogenous sample would include participants who share many similarities to 

each other; whereas the process of having a heterogeneous sample seeks to have 

maximum dissimilarities of features within a chosen sample (Hay and Singh 2012). In 

this study a heterogeneous group of consultant dermatologists will be chosen, in order 

to represent a reasonable mix of both medical and surgical interests. In addition, the 

consultants are chosen to be employed by a number of different Trusts across England 

where practice and policy regulations may differ. We decided that these participants 

would consist only of consultant dermatologists because of their wider experience in 

clinical decision-taking. It is of paramount importance to select participants with 

maximum variation to explore key aspects of the research topic (Patton 2002; Hays and 

Singh 2012). A stratified purposeful sampling method will be used because the aim of 

this study is to identify the wide range of factors influencing discharge in a particular 

subgroup, in this case a group of consultant dermatologists. The selection of consultants 

invited to participate was made by identifying the names of consultants working in the 

respective hospitals across the selected sites in England, with the assistance of the 

various dermatology department secretaries. 

Sample size 

Sample sizes are determined by the breadth and depth of the research goals. The 

research question aims for a broad outlook and the opportunity to understand the 

discharge decision from different perspectives, to determine and understand the wide 

range of influences on discharge. Therefore, a large sample of 35-40 consultants will be 

invited to participate (Hays and Singh 2012). In contrast, a researcher who aims to 

explore a problem in more depth rather than taking a broader view of the research 

question would select a smaller size of, for example, eight subjects (Hays and Singh 

2012). We aim to interview 35-40 consultant dermatologists working in outpatient 

dermatology clinics. 

Sample site 

Accessibility and feeling comfortable about the research site is important both for 

research subjects and for the researcher (Hays and Singh 2012).Familiarity is needed, 

especially if the researcher is going to remain at the site for a long period of time. In this 

study, the researcher felt more familiar with areas near to Cardiff, where the research 

team is based. This gave the researcher confidence when travelling alone by train or by 

bus, staying at the sites for a full day to complete two or three interviews. Furthermore, 
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Patient Interviews 

After transcribing each interview, the researcher then coded each interview transcript 

manually and using the NVivo 10 qualitative data analysis software. Transcripts were 

not returned to participants for comment. NVivo is a computer software package used to 

analyse qualitative data and aid the organisation and analysis of non-numerical or 

unstructured data. Coding refers to the coding or grouping together of different types of 

data under an umbrella term that can enable them to be regarded as of the same type. 

This process was repeated to further identify themes or categories. Different codes were 

then collated into potential subthemes and themes. Key findings belonging to individual 

subthemes are reported under each main theme or category, using appropriate 

anonymised verbatim quotes to illustrate those findings. 

Study 3 

Objective  

o To identify the essential pieces of discharge information a dermatologist needs to 

know in order to maximise the likelihood of taking an appropriate discharge 

decision. 

To develop a discharge decision information checklist using the essential pieces of 

information for clinicians to use when performing patient discharge. 

Methods                      

Ethics 

Ethics approval will be sought from the REC (Appendix E) and Research and 

Development Department of each Trust where the participants work. An example is 

stated in Appendix G (Appendix G). To conduct the Delphi exercise, ethical approval for 

this study was sought as a non-substantial amendment: Research Protocol Version 

4.1.2 (Appendix E) to the original protocol (Appendix A) from the South East Wales 

Research Ethics Committee. The Cardiff and Vale Research and Development (R&D) 

department was also notified of these non-substantial changes (Appendix F). Since the 

Delphi study involved Trusts other than in Wales, permission was also sought from each 

Research and Development department of the four hospital Trusts in England to 

conduct the study at their respective Trusts. Appendix G is an example of an approval 

from one of the Trusts allowing participation in the Delphi Study (Appendix G).  For the 

study involving evaluation of the discharge checklist, ethical approval was granted as a 

non-substantial amendment also by the South East Wales Research Ethics Committee 
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Table 3.1 Demographic characteristics of the consultant dermatologists (N=40) 

Consultant Dermatologists Number (N) Percentage (%) 

Male 17 42.5 

Female  23 57.5 

Age (mean)  48.8 years  

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 2.5 

    Wales  2 5 

    Overseas 1 2.5 

Years of clinical experience in dermatology    

    30-40 years 7 17.5 

    20-29 years 12 30 

    10-19 years 14 35 

    < 10 years 4 10 

Number of clinical sessions per week   

    10 or more sessions per week 5  

    5-9 sessions per week 31  

      < 5 sessions per week 4  

Main special interest in dermatology    

   Medical 20 50 

  Surgical  11 27.5 

  Paediatric 9 22.5 

 





78 
 

Table 3.2 (continued) 

 

 

Type of influence N Percentage 

3. Treatment 40 100 

  Availability of a good treatment plan 21 52.5 

  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 is available in hospital 15 37.5 

Discharge if one has no expertise to treat patient any 

longer 

15 37.5 

4. Response to treatment 30 75 

Appropriate treatment  7 17.5 

Completed treatment 23 57.5 

CLINICIAN BASED   

1. Demographics 15 37.5 

Gender 1 2.5 

Seniority 15 37.5 

Personal beliefs 4 10 

2. Experience 40 100 

Personal 7 17.5 

Clinical 40 100 
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RESULTS  

Participants (Consultants)  

A total of 64 observations of dermatology consultations and 56 face-to-face patient 

interviews were conducted and analysed in a dermatology outpatient clinic. Table 4.1 

describes the characteristics of the dermatology consultants who took part in the study. 

All but one consultant agreed to participate. 
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Table 4.1 Demographic characteristics of the consultant dermatologists (N=7) 

Consultant Dermatologists Number (N) 

Male 5 

Female  2 

Mean age (range)  50.8 years (38-56) 

Indigenous British 4 

Ethnic minority 3 

Type of NHS Contract  

    Full time 7 

    Part time 0 

Also working in private practice 3 

Years of clinical experience in dermatology   

    30-40 years 2 

    20-29 years 3 

    10-19 years 1 

    < 10 years 1 

Main special interest in dermatology   

   Medical 4 

  Surgical  2 

  Paediatric 1 
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Table 4.2   Demographics of the patients interviewed (n=56) 

Study Participants Number Percentage (%) 

Male 26 46 

Female 30 54 

Mean age (range) 53.9 years (18-80)  

Indigenous British 50 89 

Ethnic minority 6 11 

Education level   

Primary 1 2 

Secondary 31 55 

Tertiary 24 43 

Diagnosis   

Medical 29 52 

Surgical 24 43 

Unconfirmed diagnosis 3 5 

Type of job   

Employed 19 34 

Self-employed 4 7 

Retired 28 50 

University student 3 5 

Unemployed on benefits 2 4 
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Table 4.3    Skin diseases of the patients interviewed (n=56) 

Type of skin disease Discharged Not discharged 

Non-melanoma skin cancer  3 4 

Melanoma 0 1 

Eczema 1 4 

Psoriasis 0 3 

Itchy rash  1 0 

Acne vulgaris 2 1 

Post inflammatory hyperpigmentation 1 1 

Actinic keratosis 3 1 

Allergic contact dermatitis to latex 1 0 

Benign mole 2 0 

Ingrowing hair 1 0 

Melasma 1 1 

Skin cancer and renal transplant 0 1 

Urticaria  2 0 

Dermatofibroma  1 1 

Leg ulcer  0 1 

Onychomycosis 1 0 

Nodular prurigo 0 1 

Lichen planus 1 0 

Seborrhoeic dermatitis 1 0 

Polymorphic light eruption   3 1 

Photosensitive dermatitis, photoaggravated 

rosacea and UVA sensitivity 

1 2 

Insect bites 1 1 

Rosacea  2 0 

Uncertain diagnosis 2 1 

Total 31 25 
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CHAPTER FIVE 

The Delphi exercise, the development of an outpatient 

discharge checklist and the clinical evaluation of the 

checklist 
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INTRODUCTION  

Many specialties besides dermatology have recognised the importance of having a 

guideline or having criteria for discharging a patient (Kingdon and Newman 2006;Krohn 

2008;Fiore et al. 2012) However, most have focused on producing discharge checklists 

on the overall discharge process that is from admission to discharging a patient from the 

ward, the outpatient or daycare setting.  Examples include the development of a 

discharge planning checklist for geriatric patients (Grimmer et al. 2006), discharge 

criteria for surgical patients (Krohn 2008; Kingdon and Newman2006; Fiore et al. 2012) 

and for post-anaesthetic care (Philips et al. 2014). Health policy discharge guidelines 

were designed to improve the transition process from hospital to home in the UK and in 

Australia (Roland et al. 2006; Department for Health and Ageing, Government of South 

Australia 2014). One study concentrated on developing a generic outpatient discharge 

checklist which could assist clinicians think through the discharge decision making 

process in a more systematic manner (Burkey et al. 1997a), however there are no 

published discharge checklists for use in dermatology. Much research on clinical 

decision-making has focused on how clinicians make diagnostic decisions (Elstein and 

Schwarz 2002) and treatment decisions rather than addressing discharge decisions.  

The lack of a clear and systematic approach towards safe discharge decision taking 

(Sullivan 1993; Finlay et al. 2000; Salek et al. 2012) has inspired the researcher and her 

supervisors to develop a high quality, auditable and transparent discharge checklist. 

Since healthcare providers often use consensus-generating methods to garner insights 

from clinical experts (Jones and Hunter 1995), the Delphi technique was chosen to help 

develop the discharge checklist. Only consultant dermatologists who had been involved 

in the earlier two studies (see Chapter 3 and Chapter 4) were considered to participate 

in the Delphi study. The details of the selection process will be discussed below.  

OBJECTIVE 

The study objectives were to: 

1. Identify the minimum pieces of information that dermatologists consider 

important, in order to make a quality discharge decision. 

2.  Develop the checklist from the information received from the Dephi exercise 

3. Evaluate the usefulness of the discharge checklist in the outpatient setting.  
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METHODS 

Study design 

The Delphi exercise 

The Delphi technique (Figure 5.1) was chosen for its suitability to elicit consensus 

amongst experts when constrained for time and when participants are located in 

dispersed geographical locations (Hsu and Sandford 2007; Murphy et al. 1998). The 

Delphi technique involves an iterative, structured and controlled feedback between the 

researcher and the participants (raters) whilst maintaining confidentiality (Pill 1971; 

Jones and Hunter 1995). The Delphi exercise is designed to arrive at a level of 

agreement concerning a specific concept, through convergence of opinion (Hsu and 

Sandford 2007). The Delphi technique has previously been used as a tool to generate 

consensus in healthcare decisions such as for eliciting diagnosis (Graham et al. 2003), 

for crisis management during operations (Ziewacz et al. 2011) and for discharge 

readiness (Phillips et al. 2014). The consultants took part in a 3-round Delphi process 

that involved completion of a 72-item questionnaire to ascertain the minimum pieces of 

information needed for a dermatologist to carry out an appropriate outpatient discharge. 

The 72-item questionnaire was formulated based on an extensive literature review of 

outpatient discharge decision-taking, as described in Chapter One, on semi-structured 

face-to-face interviews involving 40 consultant dermatologists (Chapter Three) and on 

interviews with 56 dermatology outpatients (for more information see Chapter Four). In 

brief, during the interviews with 40 consultants the planned Delphi exercise was 

explained and the consultants were asked if they were interested in taking part in the 

Delphi study. This approach was adopted to ensure completion of all three rounds of the 

Delphi exercise, in the absence of a specific guideline for sample selection (Hsu and 

Sandford 2007).  By their previous participation, consultants had been primed on the 

subject of outpatient discharge, thereby making it more likely that there would be high 

participant compliance and commitment throughout the Delphi process (Dalkey and 

Helmer 1963). Invitation letters (Appendix U) clearly explaining the Delphi study and a 

copy of our published literature review on outpatient discharge (Harun et al. 2014) were 

sent by email to the 21 consultant dermatologists from seven different Trusts in 

Birmingham, Bristol, Oxford, Gloucester, Cardiff, Wye Valley and Taunton and Somerset 

who had earlier expressed considerable interest in participating. This was followed by a 

hard copy of the same letter being posted to them. Seventeen of the consultants from 

five different NHS Trusts, namely from Birmingham, Bristol, Oxford, Gloucester and 

Cardiff, eventually agreed to participate. The reasons for the non-participation of the four 

other consultants were unclear. The consultant dermatologists who confirmed 
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participation were asked to sign a consent form before commencement of the study. It 

required them to initial, print their name, sign and date the document that was a 

confirmation of their willingness to take part in the study. Each clinician was given a 

specific code number for their identification within the study, for data protection reasons 

and to allow confidentiality in the handling of data. The anonymity of each participant 

was critical to prevent the possibility of dominance (Rognstad et al. 2009) of the views of 

the more influential or senior consultants within each Trust. The consultants were 

physically working at their separate desks in their respective hospitals. Eleven had the 

liberty of having their own rooms, four others had to share a common room and two 

others shared a room. None of these consultants knew who else was participating in the 

study. Email communication were addressed individually and information exchange was 

discreet. The participants were told that they had a choice of returning their 

questionnaires by email or by hard copy. 

Round One  

A hard copy (Appendix V) and an email of the 72-item Delphi questionnaire were sent to 

each of the 17 consultants who participated. An example of a shortened version of the 

questionnaire is depicted (Figure 5.2). Instructions on how to answer the questionnaire 

were clearly stated at the beginning of the questionnaire (Appendix V).   

Development of the 72-item questionnaire  

The development of the questionnaire was based on preliminary work described in 

Chapters One, Three and Four. The development of a good and well-designed 

questionnaire was demanding and it should not be taken for granted that the process 

would be simple (Oppenheim 2000). As stressed by Bell (2010), it involved careful 

choice of suitable questions, good question writing, appropriate design, piloting, and 

distribution and return of the questionnaires. The development of the Delphi 

questionnaire is outlined below:   

Step One: The researcher gathered and listed all factors influencing discharge decision 

taking which were extracted from the results described in Chapters One, Three and 

Four. 

Step Two: The researcher subdivided these factors into disease-based factors, clinician-

based factors, patient-based factors, practice-based factors and policy-based factors.    
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Figure 5.2 A shortened version of the Delphi questionnaire 

                                                                            

Version 1   Date 23-7-2014 [Round One] 

What are the minimum pieces of information you need in order to carry out a high quality discharge decision? 

 

 

 

          
1 
              

 
When considering discharge, how important is it to consider the type of diagnosis? 

Unimportant Of little 
importance 

Moderately 
important  

Important Very  
important 

Comments ( if any) 

      
          
2 
              

 
When considering discharge, how important is it to consider the local discharge policy?  

Unimportant Of little 
importance 

Moderately 
important  

Important Very important Comments ( if any) 

      
          
3 
              

 
When considering discharge, how important is it to make sure that patients can easily reaccess secondary care (dermatology 
clinic) if their skin problem worsens? 
 

Unimportant Of little 
importance 

Moderately 
important  

Important Very important Comments ( if any) 

 

The following statements are information you need to carry out a high quality discharge decision. Please rate each of the statements in terms 

of its importance. 
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agreement of at least 75% or more indicating consensus. Levels of agreement ranged 

from 76.4% to 100%. Thirteen items had a level of agreement of 100% with an 

interquartile rage (IQR) of 4-5. The items were also sorted by variance. If items had low 

variance, this indicated that raters had high agreement on the importance of the item.  

RESULTS  

The description of the results will be divided into three main parts: Part I - The Delphi 

exercise; Part II - Development of the discharge checklist; and Part III - The clinical 

evaluation of the checklist.  

Part I - The Delphi exercise  

Demographic characteristics of the study participants 

All seventeen raters (100%) answered the Delphi questionnaire in all three rounds. 

During the Delphi process delays in receiving responses required reminders to raters.  

Twelve (71%) of raters were male, average age 48.7 years (range 36-65) with 

dermatology experience of 9-23 years. Fifteen of the consultants who took part in the 3-

Round Delphi exercise were practising in major centres in university teaching hospitals 

(Cardiff, Birmingham, Bristol and Oxford) and two consultants were practising in a major 

district general hospital (Gloucester). All consultants were involved in teaching students 

and specialist trainees. The consultants differed in their main specialties: the main 

specialty interest of five consultants was medical, for six was surgical and for six was 

paediatric dermatology. The results of all three rounds in terms of its degree of 

importance only are illustrated below in Tables 5.2, 5.3, 5.4, 5.5 and 5.6.
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Table 5.7 The 26 items with >75% agreement at the end of Round Three (percentages are in descending order: 100% to 76.5%)   

 Items Median Percentage of level of 

agreement 

Interquartile range of 

Likert scale 

Degree of 

variance  

 

1 To ascertain that the patient is on 

the appropriate treatment  

Very important 100% 4-5 0.11 

2 To consider the type of diagnosis  Very important 100% 4-5 0.15 

3 To consider the severity of the 

diagnosis 

Very important 100% 4-5 0.19 
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Table 5.9 Demographic characteristics of the 18 clinical dermatologists who took part in 

evaluating the checklist   

Dermatology clinicians Number (N) Percentage (%) 

   

Male 4 22% 

Female 14 78% 

Age range 35, 26 - 62 years  

Indigenous British 15 83% 

Ethnic minority 3 17% 

Consultants 4 22% 

Academic Specialist 4 22% 

Specialist Registrars 4 22% 

General Practitioners with 

special interest 

2 11% 

Clinical Nurse Specialist 3 17% 

SHO 1 6% 

 

The checklist was evaluated using a discharge checklist evaluation form that consisted 

of a four specific item questionnaire and an open ended question (Appendix CC). The 4 

item questionnaire is depicted in the Methods section. The results are as follows:  
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CHAPTER SIX 

General Discussion  
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are carried out, more appropriate outpatient discharge decisions might be achieved, in 

the best interests of patients and dermatology services. 
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