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Abstract 

Introduction: Early discharge enables hospitalized patients to continue their treatment at home, 

reducing hospital stay and promoting recovery in familiar surroundings. However, healthcare 

professionals' perspectives and decision-making significantly influence the feasibility and success 

of early discharge. Understanding these perspectives is essential for improving its implementation 

and addressing potential challenges. 

Objective: This study aimed to explore healthcare professionals’ discourses on early discharge and 

assess their impact on its practical application and acceptance in hospital settings. It also examined 

whether these discourses align with or challenge dominant societal narratives in healthcare. 

Method: A critical discourse analysis was conducted, drawing on Fairclough’s three-dimensional 

model within a social constructivist framework. Data were collected through two focus group 

interviews with staff from a medical ward (N=10). The analysis focused on how early discharge 

was discussed, and which discursive patterns shaped professional reasoning and decision-making. 

Results: Four distinct discourses were identified, predominantly focusing on the limitations of early 

discharge. While some benefits—such as reduced pressure on hospital resources and enhanced 

patient autonomy—were acknowledged, the discourses largely emphasized concerns. These 

included patient safety, insufficient resources, and difficulties applying early discharge to complex 

cases. The findings reveal a prevailing ambivalence among professionals, with apprehensions about 

risks and feasibility outweighing early discharge’s perceived advantages. 

Conclusion: Although early discharge offers clear advantages, the dominant discourses among 

healthcare professionals tend to focus on barriers and limitations. This creates a reluctance to fully 

embrace early discharge practices and integrate them into routine hospital care, which could hinder 

its broader application. 
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INTRODUCTION 

The increasing demand on hospital resources has led to growing interest in strategies that reduce the length of 

hospital stays. One such strategy is early discharge, where patients leave the hospital earlier and continue their 

treatment at home [1]. This approach not only alleviates pressure on hospital capacity but also supports patient 

recovery in more familiar surroundings [2]. However, the successful implementation of early discharge depends on 

how it is understood and applied by healthcare professionals in the hospital setting. 

The concept of early discharge introduces new responsibilities and challenges for healthcare professionals, who 

must adapt their practices and perceptions to this evolving healthcare model [3]. Understanding how these 

professionals perceive early discharge is essential, as their interpretations shape the practical application of this concept 

in clinical settings [4]. Moreover, these perceptions are influenced by broader social and political discourses that frame 

healthcare policies and practices. 

Background 

Political visions are aligned with the principle of proximity in the healthcare sector. In Denmark, there is a political 

desire for a restructuring of the healthcare system towards a more coherent and patient-centered approach [5]. 

Research suggests that proximity-based care models, which aim to deliver healthcare closer to patients' homes, can 

enhance patient satisfaction and reduce healthcare costs [6]. In various political documents, home care is described as 

an integral component of a patient-centered healthcare system [7]. Studies from other European countries have shown 

that the shift towards home-based care not only helps reduce hospital readmission rates but also improves the overall 

patient experience [8]. 

The shift towards a proximity-oriented healthcare system entails the optimal utilization of digital innovations, which, 

among other aspects, should facilitate increased care and treatment in the patient's own home. The development of 

the healthcare system affects social, cultural, and political structures and influences discourses among health 

professionals in the Danish healthcare system. Early discharge from hospitals aims to address capacity challenges by 

freeing up space [9], which, as a side benefit, can reduce workload pressure. Research conducted by Sartini et al. (2022) 

supports the claim that early discharge programs can significantly reduce hospital congestion, especially in departments 

facing increased demands [10]. 

The demographic development 

The demographic development will inevitably result in an augmented patient population within Danish hospitals in 

the forthcoming years [11]. This will lead to an increased healthcare service consumption, placing strains on hospital 

departments and posing challenges to the capacity of the healthcare system in the future (5]. International studies have 

highlighted similar trends, particularly in countries facing aging populations, suggesting the need for restructuring 

healthcare services to accommodate this demographic shift [12]. This necessitates efforts that focus on enhancing 

patient flow and length of stay, which are crucial for hospitals to operate efficiently and cost-effectively. It will be 
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essential to reevaluate our current understanding of care and treatment concepts, giving rise to new modes of discourse 

and cause social change. 

Discourses in the healthcare system 

Within the Danish healthcare system, discourses evolve and develop in line with the progression of the healthcare 

sector over time [13]. Research has pointed out that professional hierarchies and the division of responsibilities between 

hospital and municipal care settings often shape these discourses [14]. Scientific studies indicate the existence of a 

discourse regarding resource distribution between sectors [13]. For instance, balancing resources between hospitals 

and municipal care is crucial to ensuring that patients receive consistent, high-quality care at all stages of treatment 

[15]. 

A gap in the literature 

Existing research in the field indicates that using home treatment produces similar or even better clinical outcomes 

compared to receiving treatment in a hospital setting [2]. This is consistent with findings from a systematic review by 

Caplan et al. (2012), which provides strong evidence supporting the safety and effectiveness of home treatment for 

intravenous therapy [16], [17]. Furthermore, several positive benefits of providing treatment to patients in their own 

homes have been identified, including enhanced patient autonomy, reduced risk of hospital-acquired infections, and 

better mental well-being [18], [19]. The majority of patients express a desire to receive treatment at home [18], [20], 

which highlights a growing preference for home-based care models. 

While numerous studies have examined the perspectives of patients and their families, fewer have explored the 

perspectives of healthcare professionals [21]. Specifically, focusing on healthcare professionals in a hospital setting, no 

relevant literature has been found that addresses their understandings, experiences, and thoughts regarding the process 

of discharging patients for home-based treatment. International studies have noted similar gaps in other healthcare 

systems, where the focus has been predominantly on patient outcomes, often neglecting the critical role of healthcare 

staff in the discharge process [22], [23]. Therefore, there is a gap in the existing literature that focuses on the 

understandings and perspectives of healthcare professionals in the hospital sector regarding early discharge. 

The concept of early discharge 

All hospitals in Region Zealand have the opportunity to discharge relevant patients earlier for home-based treatment 

[24]. The objective is to free up hospital beds and resources for more acute cases while allowing the stable patient to 

continue their remaining treatment process at home [9]. Studies in the UK and Australia have demonstrated similar 

outcomes with early discharge programs, where stable patients could safely continue treatment at home, thereby 

reducing hospital stay lengths and improving patient satisfaction [25]. 

The patients must have completed the diagnostic process, and the expected treatment time can be up to a few 

weeks [9]. They must be stable and have a maximum of three daily supervision needs. Meeting these criteria allows 

patients to be discharged earlier. The municipalities in Region Zealand have a collective daily capacity of 18-22 patients 

who can receive hospital treatment in their own homes [9]. The concept involves municipal nurses or nurses from the 

regions home treatment units administering the intravenous medical treatment post-discharge, and the responsibility 

for treatment remains with the region [9]. Before discharge, the hospital nurses send a care pathway plan for the 

municipality, and early discharge is further planned based on the patient's treatment and care needs.  

Study aim 

This article explores the discourses among healthcare professionals regarding early discharge. By analyzing how 

language and social interactions shape these discourses, the study seeks to uncover the underlying assumptions and 

power structures that influence the utilization of early discharge. Through this lens, we aim to reveal how healthcare 
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professionals' understandings of early discharge contribute to its practice within the hospital system and where these 

understandings originate in a broader societal context. 

By employing critical discourse analysis, this study offers insights into the complex relationship between language, 

social practice, and institutional structures in healthcare. The findings will not only contribute to a deeper understanding 

of professional discourses on early discharge but also provide a foundation for improving the implementation of this 

practice in hospital settings. 

METHODS  

The study adopts a social constructivist epistemology, as it aligns with the assumption that reality, including the 

concept of early discharge, is socially constructed through language, interactions, and institutional discourses [26]. By 

applying social constructivism in a discourse analysis, this study explores how healthcare professionals in a hospital 

context construct and negotiate the meaning of early discharge. 

Social constructivism provides a framework for understanding how discourses shape the ways in which early 

discharge is perceived, discussed, and operationalized by healthcare professionals. This approach emphasizes that their 

understanding of early discharge is not neutral or objective but is shaped by the social and institutional contexts in 

which they work [27]. Through discourse analysis, the study uncovers the implicit assumptions and power structures 

embedded in the language and practices surrounding early discharge, offering insight into how these constructions 

influence professional decision-making and behavior [28]. 

The search for discourses 

The study analyzes dominant discourses to understand the structures and norms influencing healthcare 

professionals' actions regarding early discharge. Discourses are shaped by linguistic patterns in communication, which 

attribute meaning to specific phenomena [29]. 

Norman Fairclough's discourse framework was used to examine how language and social practices intersect, 

showing how dominant discourses shape professional behaviors and decision-making [29]. 

Focus groups 

The study employed focus group interviews to collect empirical data, as this method is particularly well-suited to 

explore how discourses are co-constructed in a social setting [30]. Focus groups allow participants to engage in 

dialogue, where shared understandings and differences in opinion can emerge, reflecting the social dynamics that shape 

professional discourses [31]. By facilitating interaction among healthcare professionals, focus groups capture the 

collective nature of discourse formation and provide insights into how institutional norms and practices influence their 

perceptions of early discharge [32]. A total of two focus group interviews were conducted. The focus groups aimed to 

generate understandings and opinions prevailing within the institutional framework of the hospital ward [31]. They 

provide a space and opportunity for critical engagement and questioning that contributes to reflection on the healthcare 

professionals' expressed statements [30]. 

Selection and recruitment 

Participants were selected using an analytical sampling approach, ensuring that key characteristics relevant to the 

research were represented [33]. To recruit participants, a collaborative partnership was established with a medical 

ward at a hospital. The ward assisted in disseminating information and identifying suitable candidates for the two focus 

group interviews. Official invitations were then sent to the selected participants. 

Settings and participants 

Each focus group consisted of five healthcare professionals, including a diverse mix of doctors, nurses, and 

healthcare assistants. In total ten participants took part in the two focus groups, comprising three men and seven 

women with a mean age of 42 years. Participants were intentionally chosen from individuals who were already familiar 
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with one another to create a comfortable environment that encouraged open and inclusive discussion [34]. The 

interviews took place in familiar surroundings within the ward, fostering a sense of ease and promoting candid dialogue. 

Data collection  

Two focus group interviews, each lasting 60 minutes, were conducted and recorded using a secure app to ensure 

confidentiality [35]. A moderator and an observer were present during the interviews. The moderator introduced the 

topic and posed open-ended questions to encourage in-depth discussion, while allowing flexibility for follow-up 

questions to explore emerging themes [31]. 

To ensure systematic in the critical discourse analysis, the interviews were transcribed by one person, maintaining 

consistency and reliability in the data [35]. Transcription also plays a key role in the interpretive process, allowing 

detailed examination of the language used [36].  

Ethical considerations 

This study adhered to the ethical guidelines for nursing research in Nordic countries, ensuring the protection of 

participants' rights and well-being [37]. Prior to the interviews, participants were fully informed about the study’s 

purpose, and informed consent was obtained to confirm voluntary participation. Participants were made aware of their 

right to withdraw at any time without repercussions [38]. Confidentiality was rigorously maintained by anonymizing 

participant data in the transcription process, and interview recordings, which may contain identifying information, were 

securely stored in accordance with data protection regulations [39]. 

Data analysis 

Fairclough’s three-dimensional model was chosen because it offers a robust framework for linking the micro-level 

analysis of language to broader social structures and ideologies. This is crucial for our study, as it allows us to explore 

not only the language healthcare professionals use when discussing early discharge but also how these linguistic choices 

reflect and reinforce the power relations and ideologies inherent in the healthcare system [27]. By examining how 

discourse operates at the levels of text, practice, and social context, Fairclough's approach enables us to uncover the 

often-hidden connections between local interactions and larger political and institutional discourses [27]. This 

comprehensive, multi-level analysis is essential for understanding how discourses shape both professional behavior 

and the broader policy environment in which early discharge practices are embedded (40). 

Text: Modality, transitivity, and metaphors 

In the textual dimension, we examined the empirical data by applying a linguistic analysis focusing on grammar, 

including modalities and transitivity elements [29,41]. No software was used for the linguistic analysis. The analysis of 

modality and transitivity elements was conducted manually based on close reading of the transcribed focus group 

interviews, guided by Fairclough’s framework and linguistic literature. This aspect of the analysis is essential because 

it helps uncover how language choices reflect and shape underlying power relations and ideological positions within 

the discourse [27]. 

For instance, the use of specific modalities such as expressions of obligation or possibility reveals the level of 

authority or certainty with which healthcare professionals communicate about early discharge [41]. This, in turn, 

provides insight into how dominant discourses influence their decision-making and communication with patients [40]. 

Transitivity elements, which explore how actions, participants, and processes are represented in the text, are 

another crucial tool for understanding how responsibility is assigned [42]. By analyzing who performs actions and who 

receives them, we can see whether healthcare professionals are positioned as active or passive participants in the 

discharge process. This sheds light on power dynamics, particularly in how responsibility for patient care and recovery 

is distributed between professionals, reflecting broader societal expectations and policies [29]. 
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Additionally, we examined metaphors and the multifunctionality of language in the focus group discussions. These 

tools play a significant role in shaping the cognitive framework through which professionals understand and 

communicate about early discharge [43]. 

Discursive practice 

In the second phase of the analysis, we examined how healthcare professionals' statements and perceptions formed 

discourses. Through intertextuality, we analyzed how their discourses drew upon other texts and pre-existing 

discourses, reflecting broader social and professional norms [29]. Interdiscursivity highlighted how multiple discourses 

overlapped within a single communicative event, shaping their approach to early discharge. 

The empirical data were treated as a communicative event, enabling us to analyze how discourses were produced, 

distributed, and consumed [29]. Production referred to how healthcare professionals constructed their language based 

on prior discourses, distribution examined how these discourses were shared, and consumption focused on how they 

were interpreted by others [27,40]. 

Social practice 

The third part of the analysis examines social practices by placing the discourses from the hospital within a broader 

societal context. Fairclough’s three-dimensional model helps connect the discursive practices identified in the hospital 

ward with larger societal discourses [29]. Through the lens of hegemony and ideology, we explore how these discourses 

either reflect or resist dominant societal narratives [27]. 

We compared the hospital discourses with existing discourses from the Healthcare Agreement, a key political 

document shaping Danish healthcare policy. The discourses from the Healthcare Agreement, which emphasize 

intersectoral collaboration, were identified through prior research and are presented in the article “Governing Citizens 

and Health Professionals at a Distance: A Critical Discourse Analysis of Policies of Intersectoral Collaboration in 

Danish Healthcare” [13]. By juxtaposing the hospital discourses with these established discourses, we aimed to explore 

how healthcare professionals' practices align with or challenge the broader policy-level narratives. 

To deepen our analysis, we applied Habermas’ system and lifeworld theory [44,45]. The system represents 

institutional structures focused on efficiency, while the lifeworld reflects relational aspects of care. This helped clarify 

how healthcare professionals' discourses might be shaped by system-oriented goals like resource allocation and how 

they may conflict with lifeworld values [44,45]. 

By combining Fairclough’s and Habermas’ frameworks, we critically examined how hospital discourses are 

embedded in societal structures and their impact on communication, roles, and care. 

RESULTS 

Through the first and second dimension of the analysis, a total of four discourses were identified (Table 1). 

 

Table 1. Overview of discourses on early discharge. 

Discourse Key Points 

Patient Discourse Early discharge positively impacts patients. 
 

Complex patients receive better treatment in the hospital. 
 

Early discharge is primarily suited for self-sufficient, uncomplicated patients. 

 
Implementing early discharge for complex patients is challenging. 
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Development Discourse Criteria for early discharge must be adapted to the ward’s patient population. 

 
Capacity needs to be expanded, especially in municipalities without 

intravenous home care. 
 

Early discharge is often not feasible for patients in certain municipalities. 
 

Municipalities struggle with complex cases, making early discharge difficult. 

Utility Discourse Early discharge aims to relieve the healthcare system and provides long-term 

benefits. 
 

It decreases hospital-acquired infections and related complications by reducing 

hospital stay duration. 
 

Early discharge promotes quicker recovery by allowing treatment in a familiar 

environment. 

Effectiveness Discourse Early discharge is part of a politically driven agenda focused on efficiency and 

societal productivity. 
 

Early discharge may lead to increased busyness in the ward. 
 

Early discharge will result in the ward having more care-dependent patients 

 

Patient discourse 

Within the ward, there exists a patient discourse, with patients being the central focus realized through two distinct 

perspectives which are treatment and complexity. Regarding early discharge, a positive attitude towards the concept 

is expressed due to the reduction of potential complications that may arise during hospitalization [46]. 

Contrary to the positive understanding, experiences regarding the patient population are also drawn upon, where 

the patients are repeatedly referred to as "complex", which concerns the healthcare professionals when discharging 

patients before they have completed their treatment. One of the nurses expressed her concern:  

 Capabilities in the municipality.  

“it's important to ensure that when they are discharged earlier to the municipality, they are actually able to handle it so that 

patients don't get readmitted.”  

Nurse 1 

Thus, the perspective emerges that complex patients are best treated in the hospital, as the municipality is unable 

to manage the treatment of complex patients.  

Additionally, it becomes challenging to arrange early discharge when dealing with patients requiring complex care. 

This is evident in the following quote: 

Fits the self-sufficient 

“... there is no doubt that it is easier if the patients are self-reliant” 

Doctor 2 

Within the patient discourse, two discursive perceptions emerge. On one hand, healthcare professionals consider 

early discharge to be generally beneficial for patients. On the other hand, a perspective arises that the process 
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surrounding early discharge complicates its implementation. This discrepancy is further complicated by the healthcare 

professionals adopting a perspective that the initiative does not benefit those who would benefit most from it, which 

are the most complex cases. In the focus group, it is expressed: 

Not suited for complexity 

“It is not really the ones where we think "they will benefit from coming home."" 

Nurse 4 

And   

".. it only helps the strong patient." 

Nurse 3 

Thus, a perspective emerges within the patient discourse that early discharge is best suited for self-sufficient 

uncomplicated patients. 

Development discourse 

The development discourse is formed based on an understanding that there is a need to adjust the criteria for early 

discharge to the clientele of the ward, which is addressed as complex in order to adapt the initiative to a broader group 

of patients and utilize it more effectively. 

In the empirical data, the criterion of final diagnosis is particularly highlighted, as the healthcare professionals find 

this criterion problematic which is evident in this following quote:  

For the few 

"It's a very narrow group of patients that can be considered. Without a diagnosis, they can't be discharged earlier.” 

Doctor 2 

It can be argued that the criteria for early discharge do not align with the flow of the ward, making it difficult to 

practice. There is a need to expand the capacity, as healthcare professionals experience patients being rejected due to 

insufficient capacity in the municipalities. This becomes clear in this statement: 

 Not worth the attempt 

".. when I see they live in certain municipalities, I don't even bother trying to get them discharged earlier." 

Doctor 2 

The experiences of the healthcare professionals are brought to the forefront, where this experience is portrayed as 

negative. This negative experience influences the discourse and promotes the desire to increase capacity. At the same 

time, the negative experience has a detrimental consequence, as early discharge is utilized less due to limited capacity 

in the municipal sector. 

The discourse can be interpreted as reflecting a desire to facilitate earlier patient discharge, but the restrictive criteria 

and limited municipal capacity pose challenges. This has implications for the actions of healthcare professionals in 

terms of working towards early discharge. It means that they consciously choose to refrain from utilizing the 

opportunity based on the discourse. Therefore, the discourse is impacting their decision-making process. 

Building upon the positive attitude towards early discharge, the consequences of the criteria and capacity lead to a 

shift in how the initiative is perceived among healthcare professionals. Early discharge transitions from being regarded 

positively to being viewed in a negative light. 

Utility discourse 

The healthcare professionals view early discharge as an initiative established due to a strained healthcare system, 

intended to serve as a relief. Therefore, they see the establishment of the early discharge practice as a positive measure 

that will create long-term value in the form of reduced busyness if more patients can be discharged earlier for continued 

treatment at home. The healthcare professionals do not perceive the benefits of the intervention at present and do not 
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consider it as an initiative that is meant to make a difference in each individual ward. They have a broader societal 

perspective on the value of the intervention and why it has been established which is expressed in the following quote: 

 Relief in a broader perspective 

"I can't see how it relieves our nursing staff right here and now, because we just get other patients instead. As soon as we send 

them away, others just come. I've been thinking more broadly about how it can relieve the healthcare system."  

Doctor 1 

This can be seen as the production of a utility discourse in a greater perspective, based on the understanding that 

early discharge is meant to reduce the burden on the healthcare system in relation to the increased number of elderly. 

Effectiveness discourse 

On the other hand, there is another perspective regarding early discharge, where several healthcare professionals’ 

express concerns about the potential consequences of implementing this concept on the hospital ward. This 

perspective is reflected in the following quotes: 

Higher complexity  

"But it also leaves all the complex patients inside the hospital." 

Nurse 2 

The perspective brought up revolves around the clientele that the healthcare professionals are left with if all the self-

sufficient patients are discharged earlier. Consequently, the self-sufficient patients appear as a sort of "haven" to receive 

new complex patients. Moreover, the early discharge of patients leads to a higher flow in the ward, which results in the 

healthcare professionals experiencing that what should be a relief instead creates space to accommodate even more 

patients. This perspective is further elaborated in by a doctor in this quote: 

Higher workload 

"It's nice when there are some cases where we just need to fix a UTI or something. If they disappear and the beds get filled 

with complex cases, I won't be able to see 6-7 patients per day. So in that way, I can be concerned about the workload it leaves 

behind at the hospital." 

Doctor2 

This perspective leads to increased busyness and is interpreted as a potential risk to patient safety and the work 

environment if early discharge is implemented as a part of the daily practice. 

Shaped through societal discourses 

The analysis reveals that healthcare professionals are significantly shaped by societal demands for efficiency, 

influencing discourses at the hospital level with a focus on workflow optimization and system productivity. These align 

closely with the hegemonic political narratives outlined in the Healthcare Agreement, which prioritize efficiency and 

resource management in healthcare. 

Using Habermas’ theory of system and lifeworld, it becomes evident that the system’s focus on efficiency has led 

to the colonization of the lifeworld. This colonization manifests as a shift from communicative, patient-centered care 

to instrumental action, where healthcare professionals prioritize system-driven goals over relational aspects of care. 

Modalities in their language, such as expressions of obligation ("must" or "need to"), reflect this system-oriented priority, 

while transitivity further emphasizes their role as passive agents constrained by institutional pressures, with patients 

positioned as recipients rather than active participants. 

Communication often lacks mutual understanding and fails to achieve patient consensus, underscoring how system 

imperatives overshadow the lifeworld's relational dimensions. The result is a growing tension between healthcare 

professionals’ practices and broader societal expectations, as patient care becomes secondary to operational demands. 
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This analysis shows how dominant societal discourses are reproduced within the hospital, reinforcing the focus on 

efficiency at the expense of patient-centered care. 

DISCUSSION 

The key findings of the study will then be interpreted through the lenses of Jürgen Habermas' system and lifeworld 

perspective [45] and the Danish professor of pedagogy Katrin Hjort's profession theory [47]. This dual approach sheds 

light on the underlying reasons for healthcare professionals' viewpoints and behaviors, and the broader implications 

for managing early discharge in the department. 

Our findings indicate that healthcare professionals prioritize workflow, efficiency, and resource management over 

patient-centered care. On one hand, this finding aligns with Katrin Hjort’s profession theory, which argues that 

increasing bureaucratization leads to the de-professionalization of healthcare workers, diminishing their autonomy [47]. 

Professionals, rather than making patient-centered decisions, frame early discharge in terms of managing ward capacity 

and resource allocation. This is consistent with existing literature that highlights how organizational efficiency often 

supersedes individualized care in healthcare reforms [48]. 

However, it is essential to critically examine whether this prioritization necessarily leads to de-professionalization, 

or if it can be seen as a pragmatic response to systemic constraints. While Hjort’s theory points to a loss of autonomy, 

some scholars argue that adapting to efficiency-driven reforms can still involve professional agency [49]. Healthcare 

professionals may develop strategies to balance both patient needs and system demands, which could suggest that the 

profession is evolving rather than being eroded. 

Habermas' theory of system and lifeworld further illuminates these dynamics, revealing how the system’s emphasis 

on efficiency colonizes the lifeworld aspects of care [44]. The language used by healthcare professionals reflects this 

instrumentalization, with discussions focusing more on meeting system targets than fostering patient-centered 

communication. Fairclough’s critical discourse analysis supports the view that language mirrors broader societal power 

structures, where system efficiency overrides patient-centered communication [27]. Early discharge is framed less as a 

patient benefit and more as a tool to manage hospital pressures, underscoring how the system’s instrumental logic 

prevails over communicative action. 

Yet, this interpretation warrants a more nuanced view. While Habermas' framework is valuable for critiquing the 

dominance of system logic, it may overlook how professionals, in their day-to-day practices, still find ways to prioritize 

patient care within these constraints. Studies on street-level bureaucracy, like Lipsky's, suggest that while professionals 

operate under system demands, they retain a degree of discretion that allows them to negotiate between system needs 

and patient care [50]. Therefore, the colonization of the lifeworld might not be as absolute as it appears; professionals 

may still mediate between the two realms, maintaining some space for ethical, patient-centered care. 

Additionally, the development discourse within the study shows a strong focus on adapting early discharge criteria 

and addressing capacity issues, which mirrors Lipsky’s theory of street-level bureaucracy. According to this theory, 

professionals, constrained by systemic pressures, experience a reduction in their decision-making autonomy [50]. This 

trend aligns with utilitarian ethics, where the greater good of the system takes precedence over individualized care [51]. 

Existing research supports the idea that reforms prioritizing efficiency restrict the time available for communicative 

action, further distancing professionals from their ethical duties to patients [52,53]. 

However, one could argue that this emphasis on system-driven goals does not necessarily undermine ethical care. 

Efficiency and patient-centered care might coexist, with professionals leveraging efficiency as a means to ensure timely 

care for a broader patient population. Thus, while the colonization of care is evident, the binary opposition between 

system and lifeworld might be too rigid. Some studies suggest that professionals can reframe efficiency itself as a form 

of care, arguing that effective resource management benefits patients overall by preventing delays in treatment [54]. 
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Finally, this shift in focus has significant communicative consequences. As the system’s goals take precedence, the 

patient increasingly becomes a passive recipient of care, while professionals focus on achieving institutional targets. 

This colonization of care, as described by Habermas, erodes the lifeworld, where relational and communicative care 

should ideally occur. Kvæl et al. [55] emphasize how the overemphasis on efficiency diminishes opportunities for 

meaningful interaction, transforming healthcare into a more transactional process. Yet, the critical question remains: is 

transactional care always detrimental, or could it be a necessary adaptation to modern healthcare’s demands? 

While an overemphasis on efficiency can undoubtedly diminish opportunities for meaningful interaction, it does not 

entirely negate the potential for patient-centered care. Instead, professionals may find ways to integrate efficiency with 

ethical responsibility, ensuring that patient needs are met while also adhering to system demands. Thus, transactional 

care, while not ideal in all cases, may represent a pragmatic response to the pressures of modern healthcare, where 

balancing efficiency and care is an ongoing challenge. 

Study limitations 

This study marks an initial step in identifying gaps in our understanding of early discharge from the perspective of 

healthcare professionals. However, it only sheds light on one specific approach to early discharge within a single 

context. Examining discourses in different settings could have provided a more comprehensive understanding of the 

various perspectives surrounding early discharge [27]. 

While focus group interviews were deemed the most appropriate method for data collection, this approach can 

introduce unintended challenges. Hierarchical dynamics, social norms, group effects, and the potential for conformity 

or polarization can all shape the discourses and potentially obscure a full understanding of prevailing views [31]. 

Regarding reliability, the methodology, execution of the focus group interviews, and analysis are thoroughly 

described. However, this does not guarantee that a similar study in a different institutional context would yield identical 

results. This is not due to a lack of methodological rigor but because, as researchers operating within a social 

constructivist framework, we cannot detach ourselves from the study. Our involvement and interpretations inherently 

shape the analysis, contributing to the co-creation of new insights [26,28]. 

CONCLUSIONS 

This study identifies four key discourses surrounding early discharge: patient, development, utility, and effectiveness 

discourses. These discourses highlight the tensions between system efficiency and patient-centered care, as healthcare 

professionals navigate the demands of early discharge implementation. Addressing these discourses through policy 

changes and professional training could enhance the broader application of early discharge and improve healthcare 

outcomes. 

Within the development and complexity discourses, it is evident that early discharge is perceived as challenging to 

implement for the ward’s patient population, primarily because it is seen as suited for self-sufficient patients. There is 

also concern that replacing these patients with more complex, care-dependent cases could lead to increased strain on 

the ward. 

In the treatment and utility discourses, early discharge is viewed as a strategy to alleviate the burden on hospitals. 

If adopted more widely, it has the potential to significantly reduce pressure on the healthcare system in the long term 
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