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Abstract/Findings

Patients with prolonged hospitalization were more likely than those with
extended hospitalization to have financial (P < .001) or behavioral (P < .001)
barriers, homelessness (P < .05), and impairment of decision-making capacity
(P <.01). Understanding the characteristics and discharge barriers of patients
who are hospitalized despite medical readiness may increase appropriateness
of inpatient resources.

One hundred sixty-three patients were enrolled, and 68 patients (42%)
completed an admission survey and discharge survey <48 hours before
discharge. Patients completed on average 1.82 surveys (standard deviation,
1.10; range, 1-8). Total and mean numbers of barriers were highest on the
admission survey and decreased until the fourth survey. On average, the total
number of barriers to discharge decreased by 0.15 (95% confidence interval:
0.01-0.30) per day (P = 0.047). Ninety percent of patients were discharged
with at least 1 issue. The 3 most common barriers on the admission and
discharge survey remained the same: pain, lack of understanding of recovery
plan, and daily-living activities.

Approximately three-quarters of patients experienced delayed discharge
(73%) with barriers identified for 74% of delays. Most prevalent barriers
involved education (30%) and durable medical equipment (29%).
Postdischarge transportation and placement accounted for 26% of barriers
and 3.5 times longer delays ( P <0.001). Factors associated with delayed
discharge included increased medical comorbidities ( P <0.05) and GMFCS V (
P <0.001). Longer LOS and medical clearance times were found for female ( P
=0.005), older age ( P <0.001), bilateral surgery ( P =0.009), GMFCS V ( P
=0.003), and non-English-speaking patients ( P <0.001).

Discharge communication was documented for 59% of patient encounters.
Communication was less likely to occur for patients with technology
dependence (P = .01), older patients (P =.02), and those who were admitted
to a teaching service (P = .04). The quality of discharge summaries did not
change for patients with technology dependence compared with patients
without technology dependence.
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Communication with the PCP at discharge was less likely to be documented in
children with technology dependence. Hospitalists may encounter barriers in
completion of appropriate and timely discharge communication with PCPs for
CMLC. Consistent handoff processes could be used to improve care for our
patients with enhanced coordination needs.

Among 1,584 patient evaluations, the most common delays for patients
identified as "definite" discharges (n = 949) were related to caring for other
patients on the team or waiting to staff patients with attendings. The most
common barriers for patients identified as "possible" discharges (n = 1,237)
were awaiting patient improvement and for ancillary services to complete
care. Discharge orders were written a median of 43-58 minutes earlier for
patients on teams with a smaller versus larger census, on nonteaching versus
teaching services, and when rounding on patients likely to be discharged first
(all P < .003).

Discharge orders for patients ready for discharge are most commonly delayed
because physicians are caring for other patients. Discharges of patients
awaiting care completion are most commonly delayed because of imbalances
between availability and demand for ancillary services. Team census, rounding
style, and teaching teams affect discharge times.

Discharge site coordination was the most frequent cause of delay, affecting
56% of patients and accounting for 80% of total non-medical postponement
days. Goals of care issues and establishment of follow-up care were the next
most frequent contributors to delay.

Together with perspectives from interviewed staff, these results highlight
multiple different areas of opportunity for reducing LLOS and maximising the
care capacity of inpatient hospitals.

When Intermountain Medical Center in Murray, UT, reached capacity a few
months after opening, a year-long initiative on patient flow determined that
part of the holdup was taking care of last-minute details. Each unit holds a
multidisciplinary care coordination meeting every day to discuss each patient
and what they need to go to the next level of care. The team sets an
anticipated discharge date during the first meeting, giving everyone on the
team a target for carrying out their responsibilities. The unit charge nurse
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chairs the meetings and ensures team members carry out their
responsibilities for moving the patient toward discharge.

nurses fully trained in the interdisciplinary communications program aimed to
reduce DOTE had significantly lower DOTE outcomes on their discharges
compared with untrained staff (i.e., average untrained = 127 min, average
trained = 93 min). In addition, the fully trained nurses had 14% more of their
discharges fall at or below the 90-min goal compared with untrained staff (i.e.,
untrained = 40%, trained = 54%). Supplemental research also suggested that
the content of the communication training program was very relevant (e.g.,
empowering families to pick up the patients and using scheduling vs. will-call
transportation strategies with patients lowered the DOTE metric). Corollary
analyses showed that readmissions were also lowered, and patient
satisfaction ratings increased. In addition, the interdisciplinary
communications training program can benefit from being updated to include
content on how COVID-19 issues adversely impact discharge times since
significant relationships between various COVID-19 measures and higher
discharge exit times were documented.

In total, 29 studies were included in this review. The major identified risk
factors are the delayed sending of the discharge letter to doctors for further
treatments, unintelligible (not patient-centered) medical discharge letters, low
quality of the discharge letter, and lack of information as well as absence of
training in writing medical discharge letters during medical education.
Multiple risks factors are associated with the medical discharge letter. There is
a need for further research to improve the quality of the medical discharge
letter to minimize risks and increase patients' safety.

We received 61 responses from 115 institutions (53% response rate). Forty-
seven (77%) "strongly agreed" or "agreed" that early discharge was a priority.
"Discharge by noon" was the most cited goal (n = 23; 38%) followed by "no set
time but overall goal for improvement" (n = 13; 21%). The majority of
respondents reported early discharge as more important than obtaining
translators for non-English-speaking patients and equally important as
reducing 30-day readmissions and improving patient satisfaction. The most
commonly reported factors delaying discharge were availability of postacute
care beds (n = 48; 79%) and patient-related transport complications (n = 44;
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72%). The most effective early discharge initiatives reported involved changes
to the rounding process, such as preemptive identification and early
preparation of discharge paperwork (n = 34; 56%) and communication with
patients about anticipated discharge (n = 29; 48%). There is a strong interest
in increasing early discharges in an effort to improve hospital throughput and
patient flow.

Of 118 families, 70% knew discharge goals, whereas only 41% knew discharge
day and 63% knew discharge medications. English speakers were more likely
to report knowing discharge goals (adjusted odds ratio [AOR] = 3.9, 95%
confidence interval [Cl] = 1.2-12.2) and discharge medications (AOR = 3.2, 95%
Cl = 1.1-9.8) compared with Spanish speakers. Non-Hispanics were more likely
to report knowing discharge day compared with Hispanics (AOR = 2.7, 95% ClI
=1.1-6.6).

Families on teams that conduct FCRs are knowledgeable of discharge goals
but less knowledgeable of discharge day and medications. Spanish-speaking
and Hispanic families are less likely to report knowing discharge plans
compared with English-speaking and non-Hispanic counterparts.

We included 314 articles from 11,461 unique citations. Two-hundred and fifty-
eight (82.2%) articles were primary research articles, mostly cohort (118/314,
37.6%) or qualitative (51/314, 16.2%) studies. Common discharge themes
across all articles included adverse events, readmission, and mortality after
discharge (116/314, 36.9%) and patient and family needs and experiences
during discharge (112/314, 35.7%). Common discharge facilitators were
discharge education for patients and families (82, 26.1%), successful provider-
provider communication (77/314, 24.5%), and organizational tools to facilitate
discharge (50/314, 15.9%). Barriers to a successful discharge included patient
demographic and clinical characteristics (89/314, 22.3%), healthcare provider
workload (21/314, 6.7%), and the impact of current discharge practices on
flow and performance (49/314, 15.6%). We identified 47 discharge tools that
could be used or adapted to facilitate an ICU discharge.

A gqualitative analysis was conducted to describe barriers to discharge and
strategies intervention staff used to leverage each client's strengths and work
around obstacles. Three main barriers to discharge were found: having an
unstable or complex medical condition, lacking family or social support, and
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being unable to obtain suitable housing. Intervention staff advocated on the
behalf of clients, encouraged clients to build skills toward independent living.
and contributed extensive knowledge of local resources to advance client
goals. Cases of successful transition suggest that a person-centered approach
from intervention staff combined with a flexible organizational structure is a
promising model for future interventions.

Patients were interviewed to identify whether they were aware of their EDD.
Bedside nurses were interviewed to identify barriers to discharge. In our
study, 49.8% of the patients had a delayed discharge. Patients who were
aware of their EDD were less likely to have a delayed discharge (odds ratio
[OR], 0.3 [95% confidence interval (Cl), 0.1-0.6], p < .001). Patients who were
discharged on Saturday or Sunday (OR, 4.8 [95% Cl, 1.7-14.6], p < .001) and
patients who were waiting for physicians' consult (OR, 4.5 [95% Cl, 1.6-14.4],
p =.007) were more likely to have a delayed discharge. Early identification of
the EDD and communicating it with the care team and the patient/family,
mobilizing resources for safe weekend discharges, and creating efficient
process for consultations might decrease delayed discharges.

Few studies have evaluated system-level interventions focused on medically
complex, high-risk, or vulnerable patient populations, including frail elderly
patients and those with complex chronic illness. Strategies assessed in
multiple systematic reviews include geriatric consultation services and early
specialized discharge planning. ¢ Substantial research gaps need to be
addressed, including interventions for socially or economically vulnerable
populations and patients with psychiatric or substance use disorders,
contextual factors affecting feasibility of implementation, and the resources
and potential savings associated with interventions to reduce LOS. ¢ Hospital
administrative leaders, researchers, and policymakers can work to reduce LOS
by improving research practice, developing targeted health system
interventions, and collaboratively addressing the social care needs of
medically complex and vulnerable patient populations. ® Two interventions
(clinical pathways and case management) improved key outcomes for patients
with heart failure. Clinical pathways reduced LOS, readmission, and mortality
(low to moderate quality evidence from a single systematic review). Similarly,
case management decreased LOS and readmissions (moderate quality


https://effectivehealthcare.ahrq.gov/sites/default/files/related_files/hospital-length-stay-technical-brief.pdf
https://effectivehealthcare.ahrq.gov/sites/default/files/related_files/hospital-length-stay-technical-brief.pdf
https://effectivehealthcare.ahrq.gov/sites/default/files/related_files/hospital-length-stay-technical-brief.pdf

Gongalves-Bradley DC, Lannin NA,
Clemson L, Cameron ID, Shepperd S.
Discharge planning from hospital.
Cochrane Database of Systematic Reviews
2022, Issue 2. Art. No.: CD000313. DOI:
10.1002/14651858.CD000313.pub6.
Accessed 08 June 2023.

evidence from a single systematic review). More research is needed to
confirm these findings (Figure i).

Participants allocated to discharge planning and who were in hospital for a
medical condition had a small reduction in the initial hospital length of stay
(MD -0.73, 95% confidence interval (Cl) - 1.33 to - 0.12; 11 trials, 2113
participants; moderate-certainty evidence), and a relative reduction in
readmission to hospital over an average of three months follow-up (RR 0.89,
95% Cl 0.81 to 0.97; 17 trials, 5126 participants; moderate-certainty
evidence). There was little or no difference in participant's health status
(mortality at three- to nine-month follow-up: RR 1.05, 95% CI 0.85 to 1.29; 8
trials, 2721 participants; moderate certainty) functional status and
psychological health measured by a range of measures, 12 studies, 2927
participants; low certainty evidence). There was some evidence that
satisfaction might be increased for patients (7 trials), caregivers (1 trial) or
healthcare professionals (2 trials) (very low certainty evidence)



