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Bridging the Post-Acute Trauma Continuity Gap in Practice

Bridging gaps in post-acute trauma care remains a persistent challenge within modern 

healthcare pathways. While acute treatment and early rehabilitation are often well 

structured, continuity frequently deteriorates once responsibility shifts beyond specialist 

teams. This exposes patients to fragmented oversight and increased clinical risk during a 

phase of recovery that remains inherently unstable.

These discontinuities do not arise from isolated service failures, but from how post-acute 

recovery is structurally positioned within existing systems. Understanding how and where 

continuity becomes unheld in practice is essential to improving long-term trauma recovery 

outcomes and patient safety beyond discharge.

Care Transitions and Loss of Continuity

Post-acute trauma recovery commonly falters at points of transition rather than within 

individual services. When patients leave hospital settings, formal oversight typically ends 

while recovery processes continue. Physical healing, pain processing, psychological 

adjustment, and functional reintegration remain active, yet the coordinating structures that 

previously held care together are withdrawn.

As a result, follow-up becomes inconsistent, communication between providers weakens, and 

responsibility for recovery shifts without a corresponding mechanism to maintain continuity. 



These gaps do not always result in immediate deterioration, but they allow instability to 

develop outside formal pathways, often remaining unrecognised until escalation becomes 

unavoidable.

Premature Shifts in Responsibility

A defining feature of post-acute instability is the premature transfer of responsibility from 

specialist teams to primary care or self-management. In many pathways, discharge implicitly 

signals readiness for this shift, despite recovery remaining incomplete.

Responsibility is therefore transferred according to administrative timelines rather than 

clinical stability. This creates predictable risks, including missed or evolving symptoms, 

misaligned care plans, and delayed escalation when recovery does not progress as expected. 

Without clearly defined criteria for when responsibility should shift — and who retains 

oversight during this phase — continuity becomes fragile by design.

Fragmentation Across Pathways

Where continuity is not actively held, recovery pathways become fragmented. Patients may 

move between services that operate independently, each addressing a component of 



recovery without shared oversight of the whole. Information is lost, care becomes 

inconsistent, and emerging risks sit between services rather than within them.

This fragmentation is particularly problematic in trauma recovery, where pain, threat 

response, functional tolerance, and behaviour interact dynamically over time. When these 

processes are managed in isolation, recovery may appear to progress in one domain while 

destabilising in another, leading to unpredictable and prolonged recovery trajectories.

Discharge and the Illusion of Stability

Discharge is frequently treated as an endpoint within trauma pathways, yet it reflects 

administrative closure rather than clinical stability. Many patients leave hospital with 

unresolved symptoms, incomplete rehabilitation, or emerging psychological needs that are 

not yet visible within standard outcome measures.

Deterioration that occurs after discharge is therefore often hidden from formal systems of 

care. By the time it re-emerges — through readmission, mental health escalation, or long-term 

functional decline — opportunities for early intervention have already been missed. This 

reinforces the illusion that recovery was complete at discharge, when in reality it remained 

fragile.

Continuity as a Safety Issue



Continuity of care in post-acute trauma recovery is not simply a matter of service efficiency 

or patient experience. It is a safety issue. When recovery remains unmonitored, risks 

accumulate without clear accountability, increasing the likelihood of avoidable harm.

From a clinical governance perspective, this raises important questions about where 

responsibility sits once formal episodes of care end, how recovery outcomes are monitored 

over time, and how predictable risks are identified before they escalate. NICE NG211 

reinforces expectations around coordinated rehabilitation and review, yet the mechanisms 

required to operationalise this continuity beyond discharge are often absent or implicit 

rather than explicit.

Reframing Post-Acute Recovery

Addressing the post-acute trauma continuity gap does not require additional services or 

duplication of care. It requires recognising post-acute recovery as a clinical phase that must 

be actively held until stability is demonstrable, rather than assumed at discharge.

Reframing continuity as a structural requirement — rather than an individual responsibility — 

allows systems to anticipate risk earlier, maintain oversight through instability, and support 

recovery in line with existing clinical guidance. Without this reframing, post-acute trauma 

recovery will continue to be vulnerable to predictable failure points embedded within 

pathway design.

This applied analysis complements the October clinical foundations paper by illustrating how 

the post-acute continuity gap manifests in real-world trauma pathways. Together, these 

articles define the problem space and demonstrate why continuity must be treated as a core 

clinical and governance concern within post-acute trauma recovery.


