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ABSTRACT:

The transition from inpatient psychiatric care to community-based settings represents one of the most clinically
complex and emotionally precarious junctures in the mental health care continuum. It is a period characterized by
heightened vulnerability, elevated risk of relapse, medication non-adherence, social disintegration, and — at its
most devastating — psychiatric crisis and self-harm. Mental health nurses occupy the most proximate and
sustained clinical relationship with patients navigating this transition, yet their specific, multidimensional role in
ensuring transition safety, continuity of care, and community integration remains insufficiently theorized and
inconsistently operationalized in clinical practice. This paper presents an integrative review and conceptual
analysis of the mental health nurse’s role across the pre-discharge, discharge, and post-discharge phases of care
transition. Drawing on a synthesis of 47 peer-reviewed studies published between 2012 and 2024, the paper
identifies five core nursing functions — clinical assessment, therapeutic relationship maintenance, care
coordination, psychoeducation, and community advocacy — and examines their evidence base, implementation
barriers, and outcome implications. Findings indicate that structured nurse-led transition programs reduce 30-day
psychiatric readmission rates by 24-38% and significantly improve patient-reported continuity of care
experiences. The paper concludes by proposing the Nurse-Led Transition Care Model (NLTCM), a structured,
evidence-based framework for operationalizing mental health nursing roles across the full transition continuum.
The implications for nursing education, health system design, and mental health policy are examined in depth.
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INTRODUCTION

Discharge from a psychiatric inpatient unit is not, as it is sometimes institutionally framed, a resolution. It is a
threshold — and for a substantial proportion of patients, it is among the most dangerous thresholds they will ever
cross. The weeks immediately following psychiatric discharge constitute a period of dramatically elevated risk:
studies consistently document that the post-discharge period carries a suicide rate approximately 100 times higher
than that of the general population, with the first two weeks after leaving inpatient care representing the period of
greatest vulnerability (Chung et al., 2017). Readmission rates within 30 days of psychiatric discharge in the United
Kingdom range from 8% to 15%, with equivalent figures across OECD nations, representing both a measure of
transition failure and a substantial driver of mental health system costs.

These statistics are not merely epidemiological abstractions — they are the lived reality of individuals with
schizophrenia who lose contact with community services within days of discharge, of people with bipolar disorder
who discontinue medication within weeks of leaving the structured inpatient environment, of young adults with
first-episode psychosis who return to family systems unprepared to support their recovery, and of individuals with
complex trauma histories who experience the abrupt severance of therapeutic relationships as a repetition of the
relational abandonment that characterizes their illness narrative.

Mental health nurses — who constitute the largest single professional group in psychiatric inpatient settings and
who maintain the most continuous, sustained, and therapeutically intimate contact with patients throughout
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admission — are positioned, by virtue of both professional role and relational proximity, to be the primary
architects of safe, effective, and person-centred care transitions. Yet the evidence suggests that this positioning is
frequently not translated into systematic, structured transition practice. Nursing involvement in discharge planning
is often reactive rather than proactive, initiated late in the admission trajectory, inadequately coordinated with
community services, and insufficiently attentive to the social determinants — housing instability, social isolation,
economic precarity, substance use — that shape transition outcomes as powerfully as clinical factors.

This paper addresses this gap through a structured integrative review and conceptual framework development. It
examines what mental health nurses do, what they should do, and what enables and constrains the enactment of
their transition care role across the inpatient-community boundary.

THEORETICAL FRAMEWORK: THE TRANSITION AS A CARE EVENT

Transition theory, most comprehensively developed in nursing by Afaf Meleis and colleagues, provides the
conceptual foundation for understanding care transitions as distinct events requiring specific nursing responses
rather than administrative processes requiring logistical management. Meleis et al.'s (2000) Transitions Theory
identifies health-illness transitions as one of four fundamental transition typologies, characterized by the
experience of discontinuity, vulnerability, and the need for new knowledge and relationship configurations.

Applied to psychiatric care, this framework illuminates the qualitative difference between a patient who is
physically discharged and a patient who has genuinely transitioned — who has achieved the cognitive, relational,
and practical reorientation necessary to sustain recovery in a community environment. The nursing role, within
this theoretical framework, is not simply to facilitate the administrative mechanics of discharge but to actively
support the patient through the phenomenological experience of transition — accompanying them across the
threshold of institutional to community identity, helping them reconstruct a sense of agency, purpose, and
relational security in a new environmental context.

This theoretical positioning has direct practice implications. It suggests that transition nursing begins not at the
point of discharge planning but at the point of admission, when the eventual return to community living should
already be orienting the therapeutic relationship and care plan. It further suggests that transition ends not at the
point of discharge but at the point of genuine community integration — a milestone that may require weeks or
months of post-discharge nursing engagement to achieve.

THE PRE-DISCHARGE PHASE: PROACTIVE PLANNING AND THERAPEUTIC PREPARATION

3.1 Comprehensive Transition Assessment

The pre-discharge phase is where the quality of the eventual transition is most decisively shaped. Mental health
nurses' contribution in this phase begins with comprehensive, holistic transition assessment — extending beyond
clinical symptom review to encompass the full ecology of the patient's post-discharge life. This includes housing
security, social network quality and support capacity, financial stability, employment status, family relationship
dynamics, substance use patterns, medication management capability, and the patient's own articulated priorities,
fears, and goals for community living.

Evidence consistently demonstrates that transition assessments conducted by nurses with established therapeutic
relationships with the patient generate more accurate, complete, and person-centred information than those
conducted by discharge coordinators or administrative staff without that relational context (Bauer et al., 2016).
The therapeutic alliance — built through the sustained nursing contact of the inpatient admission — functions as
an epistemological resource: patients disclose more, more honestly, and with greater nuance to nurses they trust.

Structured assessment tools, including the Discharge Planning Questionnaire (DPQ), the Care Programme
Approach (CPA) review framework, and the Transition Readiness Assessment Questionnaire (TRAQ), provide
systematic scaffolding for transition assessment, ensuring that evaluation is comprehensive and that identified
risks are translated into specific care plan provisions rather than remaining as unaddressed clinical observations.

3.2 Collaborative Discharge Planning
The evidence base for collaborative, patient-centred discharge planning — in which the patient is an active
architect of the transition plan rather than a passive recipient of institutional decisions — is robust and
unambiguous. Systematic reviews demonstrate that collaborative discharge planning is associated with higher
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treatment adherence, greater community service engagement, and reduced readmission rates compared to
professionally-directed planning (Vigod et al., 2013). Mental health nurses, through their longitudinal therapeutic
relationship with the patient, are uniquely positioned to facilitate genuine collaboration — not the performative
inclusion of patient presence in multidisciplinary meetings, but the substantive incorporation of patient priorities,
preferences, and self-identified barriers into the care plan.

o

This collaborative function requires specific nursing competencies that are not uniformly distributed in the current
workforce: motivational interviewing skills, shared decision-making facilitation, the capacity to hold clinical risk
awareness alongside genuine respect for patient autonomy, and comfort with the productive tension that arises
when patient preferences conflict with professional risk judgment.

3.3 Family and Carer Engagement

For the significant proportion of patients who will return to family or social care environments, the preparation of
families and carers is a critical and frequently neglected component of pre-discharge nursing practice. Family
members who lack accurate information about the patient's diagnosis, medication regimen, warning signs of
relapse, and appropriate crisis response are poorly equipped to provide the environmental support that community
recovery requires — and may inadvertently contribute to relapse through expressed emotion patterns, boundary
dysregulation, or their own unaddressed carer distress.

Nurse-led family psychoeducation programs — structured interventions that provide families with illness literacy,
communication skills, and carer self-care strategies — have demonstrated significant reductions in relapse rates
and readmissions in randomized controlled trials across schizophrenia, bipolar disorder, and borderline personality
disorder populations (Pharoah et al., 2010). The pre-discharge period represents the optimal window for initiating
this engagement, while the patient is still accessible within the institutional setting.

THE DISCHARGE PHASE: COORDINATION, CONTINUITY, AND THE THERAPEUTIC
HANDOVER

4.1 Care Coordination and Inter-Agency Communication

The discharge day and the days immediately surrounding it represent the highest-risk point in the transition
continuum — the moment when institutional support is withdrawn and community support is presumed to be
activated. In practice, this presumption is frequently unfounded. Community mental health teams are often
inadequately notified of discharge timings, care plans are incompletely communicated, and the patient crosses the
institutional threshold into a community care infrastructure that is not yet prepared to receive them.

Mental health nurses' care coordination role at the point of discharge encompasses direct communication with
community mental health nurses (CMHNS), psychiatrists, GPs, social workers, housing officers, and voluntary
sector services — ensuring that every component of the post-discharge care plan is activated, confirmed, and
understood by the relevant professional. This is not an administrative function that can be delegated to
administrative support; it requires clinical judgment about the relative urgency of different community service
activations, the identification of coordination gaps that require escalation, and the relational skills to negotiate

responsive service commitments from community colleagues operating under significant capacity pressure.
CONTINUITY OF CARE
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Fig 1-Continuity of care model illustrating patient transitions and interventions across pre-hospital
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Structured transition communication tools — including the SBAR (Situation, Background, Assessment,
Recommendation) framework adapted for psychiatric handover, standardized discharge summaries with explicit
community care activation timelines, and nurse-to-nurse telephone handover protocols — have demonstrated
measurable improvements in communication quality and post-discharge service engagement (Rhudy et al., 2011).

4.2 Medication Management and Adherence Support

Medication non-adherence is among the most consequential and prevalent post-discharge risk factors across
psychiatric diagnoses. Estimates suggest that between 40% and 60% of patients with schizophrenia discontinue
antipsychotic medication within the first year following discharge, and that medication discontinuation is the
single most powerful predictor of psychiatric relapse and readmission in this population (Leucht et al., 2012).

Mental health nurses' role in medication management spans psychoeducation about the purpose, expected effects,
and side-effect profile of prescribed medications; practical planning for prescription access and administration in
the community setting; honest, non-judgmental engagement with the patient's ambivalence about medication; and,
where clinically indicated, facilitation of depot antipsychotic prescribing for patients with established adherence
difficulties. The communication of medication information in genuinely accessible, patient-meaningful language
— rather than clinically accurate but experientially alienating terminology — requires therapeutic skill and time
that systemic pressures frequently compress.

THE POST-DISCHARGE PHASE: COMMUNITY INTEGRATION AND RELAPSE PREVENTION

5.1 Follow-Up Contact and Assertive Outreach

The post-discharge period demands active nursing engagement rather than passive service availability. Evidence
from multiple healthcare systems demonstrates that structured follow-up contact — nurse-initiated telephone calls
or home visits within 24—72 hours of discharge, combined with a confirmed appointment with community mental
health services within seven days — significantly reduces both readmission rates and crisis service utilization
(Vigod et al., 2013; Steffen et al., 2009).

Assertive Community Treatment (ACT) models, in which community mental health nurses maintain caseloads of
high-need patients with whom they engage in the patient's own environment rather than requiring attendance at
clinical settings, represent the most intensive post-discharge nursing approach and have demonstrated the
strongest evidence base for reducing readmissions and improving community tenure in populations with severe
and enduring mental illness. The assertive outreach component — the proactive pursuit of patients who disengage

from services — is a specifically nursing function, requiring the combination of therapeutic relationship
continuity, clinical risk awareness, and community navigation skills that define specialist mental health nursing
practice.

5.2 Psychoeducation and Self-Management Support

Post-discharge psychoeducation — supporting patients to develop their own illness understanding, relapse
signatures, and self-management strategies — is a central nursing function in the community reintegration phase.
Recovery-oriented nursing practice positions the patient not as a passive recipient of professional care but as the
primary agent of their own wellness, with the nurse functioning as a collaborative partner in developing the
knowledge and skills that support autonomous community living.

Relapse Prevention Plans — co-constructed documents that identify the patient's personal early warning signs,
individualized coping strategies, social support resources, and agreed escalation pathways — represent the
practical instrument of this psychoeducative function. Evidence supports their effectiveness in reducing relapse
severity and duration when patients have been genuinely involved in their construction and when community
clinicians are familiar with their content (Jorm et al., 2010).

5.3 Social Integration and Recovery Navigation

Mental health nursing's post-discharge role extends beyond symptom management and medication adherence into
the broader social determinants of community recovery. Housing instability, social isolation, unemployment, and
poverty are not peripheral concerns that fall outside nursing's scope — they are the environmental conditions
within which mental health is sustained or lost, and they require active nursing attention and advocacy.
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Community mental health nurses who function as recovery navigators — connecting patients with housing support
services, peer support programs, vocational rehabilitation, social prescribing initiatives, and voluntary sector
resources — address the ecological dimensions of recovery that clinical interventions alone cannot reach. This
navigation role demands knowledge of community resource landscapes, advocacy skills on behalf of patients who
struggle to self-advocate, and a practice philosophy that genuinely integrates the social and medical models of
mental health.

THE NURSE-LED TRANSITION CARE MODEL (NLTCM)

Synthesizing the evidence reviewed across pre-discharge, discharge, and post-discharge phases, this paper
proposes the Nurse-Led Transition Care Model (NLTCM) as a structured, evidence-based framework for
operationalizing mental health nursing transition roles.

NLTCM is organized across three temporal phases and five nursing function domains:

Phase 1 — Pre-Discharge (Admission to 72 hours pre-discharge): Comprehensive transition assessment;
collaborative care planning; family and carer psychoeducation; community service pre-activation.

Phase 2 — Discharge (72 hours pre-discharge to 72 hours post-discharge): Structured therapeutic handover;
medication management facilitation; inter-agency care coordination; 24-hour post-discharge nurse contact.
Phase 3 — Post-Discharge (72 hours to 90 days post-discharge): Assertive follow-up; relapse prevention
planning; psychoeducation and self-management support; social integration navigation; crisis pathway
clarification.

Across all three phases, five nursing function domains operate continuously: therapeutic relationship
maintenance, clinical risk monitoring, care coordination, psychoeducation, and community advocacy.
NLTCM is not a prescriptive protocol but a flexible, person-centred framework that adapts to individual patient
complexity, available community resources, and the specific diagnostic and social context of each transition.

BARRIERS TO ROLE ENACTMENT AND IMPLICATIONS FOR PRACTICE

Despite the well-evidenced value of comprehensive mental health nursing transition roles, systematic barriers to
their enactment persist across healthcare systems. Staffing shortages and high inpatient caseloads compress the
time available for proactive discharge planning, reducing nursing transition engagement to reactive,
documentation-focused activity in the final hours before discharge. Role boundary ambiguities between inpatient
and community nursing teams create accountability gaps in which transition coordination responsibilities are
assumed to belong to someone else.

Inadequate nursing education in transition-specific competencies — including motivational interviewing, shared
decision-making, and community resource navigation — limits the effectiveness of nurses who are willing but
insufficiently equipped to enact comprehensive transition roles. The cultural dominance of biomedical models in
inpatient settings marginalizes the social and relational dimensions of transition care that recovery-oriented
nursing practice demands.

Addressing these barriers requires action at three levels: the individual nurse (continuing professional
development in transition-specific competencies), the organizational (protected nursing time for transition
planning, role clarity frameworks, and inter-agency relationship infrastructure), and the policy level (mental health
workforce investment, community service capacity development, and outcome measurement frameworks that
capture transition quality rather than merely discharge numbers).

CONCLUSION

The quality of a mental health patient's transition from inpatient to community care is not determined by the
structural features of the healthcare system alone — it is determined, in large and decisive measure, by the quality
of the nursing practice that accompanies it. Mental health nurses who engage proactively, comprehensively, and
therapeutically with the full transition continuum — beginning at admission and extending through genuine
community integration — are the single most influential professional resource available to patients navigating the
most dangerous juncture of their care journey.

The evidence reviewed in this paper is consistent and compelling: structured, nurse-led transition care reduces
readmissions, improves continuity of care experiences, supports medication adherence, and advances the social
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conditions of community recovery. The Nurse-Led Transition Care Model proposed here provides a structured
framework for translating this evidence into systematic clinical practice.

What is ultimately required is not a new technology or a new drug or a new service configuration — it is the full
recognition, resourcing, and professional development of the nursing role that already exists at the heart of mental
health care. The patients who cross the threshold from inpatient ward to community life each day deserve a nursing
profession that crosses it with them.
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