Applying an a

lgorithm to predict patients at risk of

end-of-stay delays to discharge

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
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.

to discharge

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

1 A patient is ready to go home when all of the following three conditions are met:
e aclinical 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?”

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

Taking guidance from the literature:

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.

‘ The _
Advisory International

Board Clinical Operations Board
Company

STUDY

|

I
| N

il N

In
UH A

The Discharge Strategy Handbook

Creating Capacity by Eliminating End-of-Stay Delays = :
= H EEE
=N H EE =
A [ HEE E EE =
SN EEDE
= S § EE EESNHE
H B H N E N § S=EENEBS
& A NN HEEERSSN
= ] &3 R NES EE ESW
E HE EBESN N EEESEEEENE

Two Models of Patient Discharge Preparation Early Screen for Intensive Discharge Planning Algorithm
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Algorithm researched, developed and tested by the Mayo Clinic

What we learned from testing the Algorithm

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
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e 76% (13) of the long-stay patients experienced end-of-stay delays.
* These end-of-stay delays represented 109 bed-days.
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Next steps
 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.
e 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?
* |sthere afurther ‘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?’
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