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What we learned from testing the Algorithm

Why it’s important
When patients have complex discharge needs that are not identified early enough, they may experience end-of-stay delays. Patients who are ‘ready to go home’ 1, yet remain in an acute bed due to a barrier to discharge, are at risk of
harm.

This also reduces bed capacity and leads to an inability to consistently admit acute patients into the right bed at the right time.

It also places additional stress on staff and a burden on downstream services.

Our challenge:  identifying potential barriers to discharge 
earlier in a patient’s stay
Discharge activities are often planned one step at a time.

The combination of high workloads for staff who don’t want to waste time on work that may turn out to
be redundant, along with the uncertainty of timing and outcomes of care, discharge planning often starts
after the patient is medically stable.

This means if there are barriers to discharge, the patient then experiences end-of-stay delays.

1 A patient is ready to go home when all of the following three conditions are met:
• a clinical decision has been made that the patient is ready for transfer home
• a multidisciplinary team (MDT) decision has been made that the patient is ready for transfer home
• the patient is considered to be safe * to discharge/transfer home.

*Safe to discharge means asking the question “if what the patient needs were available now, are they safe to go home?”
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additional specialist input, eg: 
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Algorithm researched, developed and tested by the Mayo Clinic

Early Screen for Intensive Discharge Planning Algorithm

Variable Algorithm Points

Age (years)

18 - 44 0

45 - 64 4

65 - 79 6

80+  (65+ for Maori or 
Pacific)

8

Disability (Modified Rankin Scale)

No significant disability 0

Slight disability 3

Moderate or greater 
disability

9

Social status

With others 0

Lived alone 3

Lived in a facility 0

Self-rated walking limitation

No 0

Yes 3

TOTAL SCORE

A total score of ≤10 = low risk

A total score of 11+ indicates high risk of end-of 
stay delays to discharge and the need for early 
and more complex discharge planning 

No/low risk (likely 
to go home with 
same supports)

Moderate
(within the ward’s 
MDT to support)

High Complexity
(requires input from 

specialist teams)

Score of 
≤10

Score of 
11+

= 50% of 
Patients

= 40% of 
Patients

= 10% of 
Patients

H
IG

H
 R

IS
K

LO
W

 R
IS

K

Retrospective note reviews were completed on 39 patient records.

The algorithm would have accurately predicted whether or not a patient would need interdisciplinary input and/or other specialist input for 
discharge (NASC, Geriatrician review, Psych Liaison, etc) beyond the medical treatment of their condition.

The retrospective patient note review included a sample of 17 long-stay patients (≥20 days) recently discharged.  59% of these patients scored in the 
high risk range.

• 76% (13) of the long-stay patients experienced end-of-stay delays.  
• These end-of-stay delays represented 109 bed-days.
• 90% of these bed-days were used by patients in the high risk category, and the reasons for delay were predominantly related to a question 

over, or change to, discharge destination.
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Reasons for Delay to Discharge

Discharge planning 
typically starts once a 

patient is  close to being 
medically cleared for 

discharge 

If a patient has barriers to discharge that aren’t identified 
early they often remain in an acute bed while these 

barriers are addressed

Delayed transfer of care and end-of-stay delays

In addition to the retrospective reviews, over a three-week period, we followed 
patients discharged from one General Medicine ward.
• 136 patients were discharged within the data collection timeframe.
• 91% of patients were discharged on the day they were clinically cleared for 

discharge.

Of the 9% of the patients who had an end-of-stay delay after being clinically cleared 
for discharge:
• Average end-of-stay delay was 3 days (range: 1-11 days).
• The majority of delays were due to:

• Patient / family decision making
• Waiting for rehab
• Waiting for aged residential care placement
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Proactive Discharge Planning Project Team:  To’a Fereti (Project and Clinical Lead), Natasha Jones, Yvonne Harris, Harman Kaur,
Irene Lal, Bev Wemekamp, Taryn Kirby, Vasu Moses, Vicki Pirihi, Garth MacLeod, Craig Webster, Elizma Paterson, Carolyn Kemp,

Sandra Bright, Ken Tan, Sally Dennis and Tarani Lave 

Our data and ward MDT model-of-
care suggests there are three levels 

of discharge planning required.  
Planning for patients with moderate 
needs can be managed by the ward’s 

MDT (including Social Worker, 
Occupational Therapist, Physical 

Therapist).  Patients needs become 
more complex when there is a 

question about whether they can 
safely return home on discharge.

Next steps

A literature search identified ‘The Discharge Strategy Handbook’ produced by The 
Advisory Board Company.

The strategy recommends taking a targeted discharge planning approach which 
identifies patients most at risk of end-of-stay delays  so that valuable resource goes  
where it’s needed, without over-complicating processes for all.

The handbook also included a well-researched early screening algorithm which we 
were eager to test to see if it was applicable for our community.

• Map the process of discharge planning for patients suspected of needing a higher level-of-care to safely discharge, identify issues and opportunities, brainstorm change ideas to test.

• Analysis of available data on patients who have experienced a delayed transfer of care due to change in level-of-care or discharge destination:  

• What are the commonalities? 
• Is there a further ‘variable’ we can add to the algorithm and test to potentially identify patients who may require complex discharge planning?

• Testing of the algorithm on a Medicine ward:  What proportion of patients who score at ‘High Risk’ were already identified as requiring MDT input by the current screening process?  Seek to understand ‘if not, why not?’


