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‘SPARKLERs’ is a pioneering service that helps 
East Midlands health organisations synthesise 
research from multiple sources, providing 
the evidence on which to build rapid service 
improvements. 

The project is funded by the East Midlands 
Academic Health Science Network 
(EMAHSN) and coordinated by the EMAHSN 
Translating Research into Practice workstream, 
which is hosted by Nottingham University 
Business School’s Centre for Health Innovation, 
Leadership and Learning (CHILL). The aim of 
the SPARKLER service is to provide support 
where member organisations need to compile 
evidence based reviews but don’t have capacity 
to pull together and summarise research from 
the many available sources. 

In addition to the commissioning agency, 
SPARKLERs are available to all via our 
website – helping the EMAHSN in its key aim 
of translating proven research into practice, 
spreading innovation widely and quickly and 
underpinning rapid improvements in healthcare 
for the East Midlands’ 4.5m residents and 
wider. 

SPARKLERs – which stands for ‘Spreading 
Applied Research and Knowledge – Longer 
Evidence Reviews’ provide fuller reports on a 
particular and detailed element of healthcare. 
They are created using rigorous academic 
methodology and are written for practice 
audiences with the aim of synthesising key 
evidence for impact and evidence based 
decision making. 

SPARKLERs are not a systematic review 
and are not written for an expert academic 
audience or to advance theory development, 
instead they are an independent presentation 
of the evidence that exists designed for the 
managers and clinicians responsible for making 
the decisions on a day to day basis in our 
health and social care systems. They provide a 
summary of “what is out there” which may be 
sufficient or may trigger a further investigation 
using the information in the SPARKLER as a 
start. At all times we advise that these are read 
in conjunction with the relevant NICE guidance 
at http://www.nice.org.uk/. Sitting alongside 
SPARKLERs, are ‘SPARKs’ – shorter ‘at a 
glance’ digest summaries of research evidence 
intended to improve and enhance practice. 

We are happy to take commissions from all East 
Midlands organisations providing NHS funded 
care. To find out more contact the EMAHSN 
Project Team at emahsn@nottingham.ac.uk. The 
SPARKLER remains the property of EMAHSN 
and will be widely circulated and available to 
download from the EMAHSN website: www.
emahsn.org.uk  

Authors: Sue Rowley and Lucy Sitton-Kent

SPreading Applied Research and Knowledge - 
Longer Evidence Review (SPARKLERs)
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Background

Following discussion with Gwawr Evans, (Senior Improving Quality and Efficiency Consultant), at 
Northampton General Hospital NHS Trust (NGH), the EMAHSN was asked to produce a SPARKLER 
in relation to whether there is evidence that effective use of Expected Date of Discharge (EDD) leads 
to a significant reduction in Length of Stay (LOS). 

The scope of the review was agreed on 21 July 2015, and work commenced immediately. Summary 
updates were sent at regular intervals, these provided details of the work being undertaken and 
offered an opportunity for feedback. This draft copy was delivered on Wednesday 7 October. 

Our approach

Upon receiving the brief, literature searches were conducted using the following search terms: 

Search terms used

• Discharge date AND length of stay
• Expected discharge AND length of stay
• Planned discharge AND length of stay
• Discharge date AND length of stay
• Discharge planning AND length of stay
• Estimated date AND length of stay
• Predicted date AND length of stay

Selection criteria

• International papers 
• English language
• Peer reviewed, research papers
• Published from 2010 onwards (to ensure appropriateness to contemporary healthcare 

context) unless papers are considered to be important to be included (i.e. cited by many other 
authors)

• Relevant ‘policy’ style documents from sources including Department of Health, NHS England, 
NICE, NHS Trusts, Kings Fund and international equivalents

• Supplemented by data extracted from websites and national databases

Search strategy

• Search engines: AHMED, EMBASE, HMIC, BNI, Medline, Psycinfo, CINAHL, HEALTH BUSINESS 
ELITE, Cochrane Database of Systematic Reviews, NHS England and NICE

• Search models: Boolean / Phrase

Search results

A total of 104,997 records were found, once terms were combined this was refined to 735 records. 
After reading the abstracts, this was reduced to 61. An additional 17 references were found 
(Reports, citations from other included studies plus grey literature). This SPARKLER evidence review 
therefore draws upon 78 references. 
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There is evidence from the English NHS and healthcare organisations abroad that the setting of 
an Expected Date of Discharge - the anticipated length of stay due to clinical need - (EDD) when 
embedded in, or in combination with other initiatives can assist in reducing Length of Stay (LOS). 
Whilst only sparse quantitative evidence available showing that EDD directly reduces LOS, case 
study and qualitative examples show that a relationship does exist between EDD and LOS.

The relationship that exists between EDD and LOS is in many cases an indirect one. For example, 
when an EDD is routinely recorded it can be used as an audit tool to evaluate patient flow through 
the organisation, where ‘blockages’ are subsequently identified these can be formulated as 
targets for improvement. Similarly at the ward level an EDD has been shown to be appreciated by 
multidisciplinary teams (MDTs) in that it provides a useful target for teams to work towards. This 
has been found to improve working relationships between team members, hence overcoming 
competing professional interests that may exist. This effective team working and better staff 
relations are linked to staff engagement and staff engagement is linked to implementation.

Recognition that the setting of an EDD as a decision made purely on clinical need may be 
counterproductive in relation to the use of an EDD as a tool to reduce LOS as in many instances 
delays to discharge (EDD not being met) are due to non-clinical issues - for example; patients 
waiting for take home medications, MDT waiting on results of hospital tests, delays in arranging 
suitable follow on care in the community plus also the availability of consultants to ‘sign off’ 
patients. However, using organisational local data to help inform the setting of EDD may be 
beneficial.

There is plentiful guidance on the benefits of setting an EDD yet whilst setting an EDD is included in 
virtually all acute trust policies, in practice its implementation is highly varied. Here there is variation 
not only between trusts but also within trusts and their individual wards or services. 

As yet there is no national policy requirement for the setting of an EDD. However, international 
comparison shows that EDDs have been on the agenda for some time in Australia and much 
work has been done in embedding them into routine practice. Currently it is state policy within 
New South Wales (NSW) and there is the sanction of financial penalty if institutions do not meet 
the requirement. In the UK although not a national CQUIN measure the setting of an EDD has 
been used as a local CQUIN. (CQUINs being commissioning for Quality and Innovation payment 
frameworks).

Generally the evidence focuses on the benefits of setting an EDD from the perspective of patient 
flow through the organisation (bed capacity etc.) and how in making processes at ward level 
more transparent/accountable is of benefit to MDT working. However there is a growing body of 
evidence relating to EDDs from the patient perspective and the importance of keeping patients fully 
informed. Patients want to know when they are going to be going home. 

Executive summary
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Executive summary

Regarding the timeliness of an EDD being set, the sooner it is done, the sooner teams can work 
towards the expected date by putting in place the mechanisms necessary, informing the relevant 
community services, the patients and their carer(s)/families. It is not enough to simply set an EDD, 
it should be recorded in patients’ notes, and patients should be informed of their EDD as soon as 
possible, plus ideally it should be noted in the patient’s notes that they have been informed of their 
EDD. The setting of an EDD and improved documentation leads to a better patient experience, the 
potential to improve effective team working and a clearer audit trail.

The value of an evidence review such as this SPARKLER lies in its presentation of a ‘picture’, of what 
has been said or written about concerning the setting of EDDs. Literature reviews are a supplement 
to the expert knowledge and awareness of the local situation held by those working on a daily 
basis towards improving patient flow though their own organisation. Regularly institutions such 
as NHS England, the Royal Colleges and independent research charities, for example, The King’s 
Fund or The Health Foundation, advocate that when implementing any improvement strategy it is 
necessary to take into account the specific local conditions. What works in one setting may not in 
another, similarly what is considered worthwhile engaging with in one setting may not in another. 
Therefore even where research or best practice evidence exists it may or may not be implemented. 
With reference to the setting of EDDs the situation is no different, for the evidence shows that 
despite the setting of EDDs being included in almost 100% of Trust policies nationally, their setting 
and use is highly variable between Trusts. Anecdotally it has been noted that there can be variance 
in the priority accorded to the setting of EDDs even within individual Trusts.

Therefore what this SPARKLER highlights is evidence of an implementation gap. The question 
of why this say-do gap exists has no simple answer, as it has been illustrated where evidence 
from Australia was provided, if the setting of EDDs is mandated in state level policy, even with 
the sanctions of financial penalties, there is not yet 100% compliance.  One possible influencing 
factor for this explored in this SPARKLER is power. On examination of the literature on power 
issues involved within a typical NHS organisation skepticism of the value of setting an EDD, hence 
possibly any ‘reluctance’ on the part of some clinicians (which may be due to a number of reasons), 
to implement the setting of EDDs, may be a reflection of these power relations. If the perception 
exists that advice which suggests that an EDD be routinely set is a management imperative that has 
no bearing on patient care (although ultimately an EDD is a clinical decision), some professionals 
may feel that this type of guidance undermines their autonomy. In essence setting the EDD is a 
clinical activity but discharge planning involves the MDT, internal and external organisations and the 
patient. Better communication with the patient and throughout an organisation and outwards to 
those it ‘works’ with, also leads to a better, shared, understanding of the ‘needs’ of the other. The 
literature suggests that perhaps there is a need to win the hearts and minds of others by greater 
understanding of their perspective. 

Finally, to summarise the literature shows that although there is no evidence that on its own setting 
an EDD significantly reduces LOS, on balance it appears that, although difficult to implement, when 
EDDs are routinely set and used as review tools (in a variety of ways) it has proven benefits, to the 
organisation, its staff and importantly its patients. 
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Introduction

According to a major report by the Nuffield Trust (Hurst and Williams, 2012), the NHS needs to 
make efficiency savings to bridge the gap between a virtual freeze in real-terms funding, and 
rising demand. Based on evidence from their research they claim that the chances of the NHS 
achieving this depend to a significant extent on hospitals improving productivity and efficiency.  The 
relationship between productivity and costs is acknowledged as being challenging in the following 
quotation from an influential King’s Fund report which referring to length of stay (LOS) notes that 
whilst improvements in productivity have occurred; “The challenge facing the NHS over the coming 
years is fundamentally about improving value rather than reducing costs” (Alderwick et al., 2015:7) 
- the argument appears to have moved on from doing more for less, to more realistically needing to 
do more with the same.

Improved productivity and efficiency are dependent on three sets of determinants: The external 
environment; Hospital management and hospital operational processes. 

Figure 1 The three areas of hospital productivity and efficiency.

• “The external environment refers to the financial pressure on hospitals; competition and other 
market forces; performance monitoring and management; and the availability of cost-effective 
treatments and technologies

• Hospital management covers leadership and the use of effective management practices; 
cooperation between managers and clinicians; and the speed at which new and cost-effective 
treatments and technologies are adopted

• Hospital operational processes include the control of labour costs; the use of nursing skill mix; 
shortening length of stay; and measures intended to reduce errors and increase quality”. (Hurst 
and Williams, 2012:8) 

“Bed capacity is a crucial but limited hospital resource. Optimal 
allocation is hampered by the inherent uncertainty of the patients’ 
actual length of stay.”

(Schmidt et al., 2013:2).
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Introduction

Set in the above context, of needing to improve hospital 
efficiency, an 800-bedded acute trust that provides 
general acute services to a population of 380,000 and 
hyper-acute stroke, vascular, renal services plus cancer 
services to a wider population in the Midlands, NGH 
has set their number one quality priority as; Supporting 
Patients in Getting Home. The objective being that with 
greater coordination of teams and services they will be 
able to ensure timely discharge for their patients. The 
Trust’s 2014/2015 annual report shows that although the 
average LOS had fallen from 4.6 days down to 3.92 days 
it was still the case that over 10% of their beds contained 
patients medically fit to be discharged. (Data source: 
NGH Quality Accounts 2014/2015). In order to assist in 
achieving their objectives the Trust have set up a project 
team focusing on how best they may reduce LOS, the 
project is underpinned by the aim to embed the setting 
and use of EDD across the trust. The team have been 
working to ensure that not only is a patient allocated 
an EDD, but that this is then used to drive interventions 
and modified when a patient’s progress is not matching 
expectations. The expectation is that by using an EDD in 

this way, it will reduce the LOS of their patients. However when clinical staff within the Trust were 
audited on the use of EDD, many different attitudes were encountered not least scepticism that 
simply providing an EDD would affect the discharge date of the patient.

This being so this SPARKLER has been produced by the EMAHSN to support the LOS team by 
reviewing whether there is any evidence that setting an EDD significantly reduces LOS. The broad 
issues identified that are located within the hospital management sphere include cooperation 
between managers and clinicians and how this may be related to how interventions are adopted/
implemented. The pivotal issue of LOS and its relationship to the setting of an EDD is located 
within the sphere of hospital operational processes but, as the literature shows, to a large extent 
the interdependence between the spheres makes achieving reductions in LOS no easy task, for 
example;

“There is a vast amount of knowledge about how to extract efficiencies 
from hospitals. What is much more difficult is to put these into practice 
in a concerted and sustained manner. Significant clinical and general 
managerial time and effort will be required, in a context of focused 
business planning and organisational development” 

(Hurst and Williams, 2012:10).
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What is an EDD? An introduction to the terms 
used in literature

The literature contains reference to both EDD and predicted date of discharge (PDD) however for 
clarity within this document the term EDD is used. It is suggested that any differences between the 
two terms (EDD and PDD) are semantic as opposed to having operational implications. This belief 
is based on two factors, firstly upon reviewing the content of papers which use either of the terms, 
the ‘meaning’ appears to be the same and secondly, both terms can exist in a single document, as 
for example can be found in the following Department of Health (DH) description; 

To clarify the situation further, an EDD can be understood as described in the two following 
definitions, the first provides a more clinical focus and is derived from research conducted within 
the NHS and the second from Australia, provides a more patient centred focus;

“What is the estimated or predicted date of discharge? The majority of 
patients in an acute hospital can be classified as requiring a period of 
time in hospital which can be estimated or predicted. Estimated date of 
discharge relates to the anticipated length of stay in hospital needed to 
ensure that all the necessary diagnostic tests are completed, and that 
the patient has responded to treatment sufficiently to be clinically stable 
and fit for discharge” 

(DH, 2004:9).

“An Expected Date of Discharge (EDD) represents a consultant’s 
clinical decision in relation to when a patient will be clinically ready for 
discharge from the hospital. It should not include any allowances for 
non-clinical delays (an EDD missed for non-clinical reasons is sometimes 
expressed as EDD+1, EDD+2 etc. to indicate an avoidable delay). We 
recommend that consultant permission is required to change an EDD, 
as the need to change it should only occur where recovery is not as 
anticipated” 

(ECIST, 2011:7).

“The Estimated Date of Discharge (EDD) predicts the likely date that 
a patient will be transferred from hospital back into the community. It 
provides everyone involved in the patient’s care, including the patient 
and their family/carer(s), with a projected date to coordinate the 
patient’s requirements” 

(MoH, NSW: 2011a:9).

The second definition focuses on the clinical aspects, the third focuses more on the processes. Lees 
(2013) summarises how EDD can have a different purpose depending on the perspective of the 
individual.  

The three purposes of an Estimated Discharge Date

Strategic To predict overall hospital capacity

Operational To assess progress and outcomes of clinical plans

Individual For patients to understand expectations, limitations and what is required from them

Figure 2 The purposes of an EDD

(Source: Lees, 2013:18)
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What constitutes evidence in reviewing EDD?

The statement that a lack of evidence should not be taken to imply that an intervention has no 
value is as valid for the setting of an EDD as it is for whether discharge planning reduces LOS. 
This may very largely be due to differences in the focus of practitioner and academic literature 
whereby the issues which dominate practice do not always occupy most academic (published) 
researchers and writers. However as stated at the start of this document, SPARKLERs are not 
systematic reviews written for academic audiences, instead they are an independent presentation 
of the evidence, designed to be of use to managers and clinicians by providing a summary of 
“what is out there”. Therefore the need to consider what constitutes evidence is mentioned right 
at the start of this review because the aim of this SPARKLER was to review the available evidence 
in order to determine whether the setting an EDD significantly reduces LOS. Inclusion of the term 
significantly directly influences what types of evidence might be found. For in order to justify 
that setting an EDD significantly reduces LOS would require reviewing evidence from quantitative 
studies that included details of how all variables had been shown to contribute to the effect. With 
the exception of possibly one study (Webber-Maybank and Luton, 2009) which is reviewed in a 
following section of this document, put plainly; there is no strong evidence showing that setting an 
EDD significantly reduces LOS. However, that being so, the validity of the idea that setting an EDD 
may assist in achieving timely discharge hence contribute to the reduction of LOS very largely stems 
from the ‘fact’ that it appears pivotal in all major guidance on discharge planning. Additionally 
the literature contains a growing body of evidence showing that the setting of an EDD when used 
as a review tool in combination with other discharge planning measures is of benefit in achieving 
timely discharge (Miani et al., 2014). Clearly for organisations discharge planning is of great benefit 
in reducing delays and increasing patient flow or throughput through the hospital but it also is of 
benefit to the staff and the patients and their carer(s). 
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EDD, the discharge process and transfers of care

In order to contextualise the guidance on the setting of EDDs, it is useful to consider that EDD sits 
within the broader discharge planning process, for example; “Discharge planning is a key part of 
the operational management of beds” [NHS Institute for Innovation and Improvement (NHS III, 
2008:2). According to the Department of Health (DH, 2003) discharge is a process and not an 
isolated event, it requires planning and the setting of an EDD is a crucial part of this process (Lees, 
2008). According to NHS Institution for Improvement and Innovation (III) (2008) the first element of 
which is; ‘Specifying a date and/or time of discharge as early as possible’. The document continues 
by informing that LOS, readmissions (READs) and pressure on hospital beds are all reduced by 
planning for discharge with clear dates and times. The aim of the discharge planning process is 
defined in the following quotation: 

The above quotation is from a systematic review from the highly respected Cochrane Collaboration 
and importantly it found that a structured discharge plan tailored to the individual patient probably 
brings about a reduction in hospital LOS and READs rates, and an increase in patient satisfaction. 
Shepherd et al., (2013) state that their conclusion was based on the finding that there was a small 
significant reduction in LOS, but that it was only found in trials recruiting older people, following 
a medical admission, who were allocated discharge planning. They explicitly point out that the 
findings were not corroborated from trials recruiting patients across various age groups recovering 
from surgery alone or a combination of patients recovering from surgery and those with a medical 
condition. It is generally accepted that discharge planning does indeed reduce LOS for all patient 
groups however the Cochrane evidence review could not find proven evaluation evidence of this.  
This is an important point for whilst there may not be proven published research evidence available 
upon which a systematic review produces its conclusions, this should not be taken to imply that 
there is no evidence for an intervention, for as cautioned by Lees; “published research does not 
always reflect the true level of activity that has taken place” (Lees, 2012a:34). 

What language is used and how it is interpreted will influence how the discharge process is viewed 
and hence the importance attached to the setting of an EDD as one step along the pathway. For 
example;

“Discharge planning is the development of an individualised discharge 
plan for the patient prior to leaving hospital, with the aim of containing 
costs and improving patient outcomes. Discharge planning should 
ensure that patients are discharged from hospital at an appropriate 
time in their care and that, with adequate notice, the provision of other 
services will be organised”

 (Shepperd et al., 2013:2)

“One of the key principles for effective discharge and transfer of care, is 
that it should be facilitated by a ‘whole system approach’ to assessment 
processes and the commissioning and delivery of services” 

(DH, 2003:3).  
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EDD, the discharge process and transfers of care

If the term ‘transfer of care’ is used instead of discharge it implies that it should not be considered 
as a single end point but a component of patients’ whole care pathway (thus include both clinical 
care during the acute stages through to rehabilitation and reablement in the community). Although 
the use of both terms continues to be evident in much of the NHS guidance on discharge planning 
and EDD setting, the emphasis is dominated by use of the term discharge. By projecting the end of 
the acute stage as ‘a point of discharge’, this therefore reinforces the perception that the setting of 
an EDD, is a purely clinical issue therefore cannot be linked to LOS which tends to be viewed as an 
operational management issue. By contrast to the situation in the NHS a subtle change in emphasis 
is evident in the more all-encompassing meaning made explicit for example in an Australian health 
policy directive that outlines the five stage process to guide staff and patients through their hospital 
stay; 

A “Timely discharge is when the patient is discharged home or transferred to an appropriate level 
of care as soon as they are clinically stable and fit for discharge” (DH, 2004:10).

The above quotation makes explicit that a timely discharge is dependent on only one condition - a 
patient being clinically stable. However, evidence is available that shows that 30% of all transfers of 
care are delayed for non-medical reasons (Shepperd et al., 2013). Research into delayed transfers 
of care arrangements, has consistently shown that poor communication between health and social 
services has been an ongoing issue, particularly for older people who make up a disproportionate 
number of patients whose discharge from hospital is delayed (DH, 2003). Other reasons are 
outlined by the World Health Organisation (WHO) (2013) and are ‘communication content, process, 
tools; attitudes; organisational factors; community resources; patient awareness; and patient 
empowerment’ (WHO, 2013:168). When a delayed transfer of care is said to have occurred, this 
by default implies a longer than anticipated LOS. The definition of delayed transfers of care that is 
used by the DH is as follows:

Reviewing the evidence for ways to reduce delayed discharges/transfers of care is not the focus of 
this SPARKLER however failure to set an EDD may be a contributory factor. It has been noted that 
going back at least thirty years, the literature on delayed transfers of care is remarkably consistent 
in its conclusion, which is, that delayed transfers of care are symptomatic of whole system failure 
(Henderson et al., 2011) and this includes aspects outside the hospital that clinicians feel they can’t 
control (Borghans et al., 2012). The literature acknowledges that from an operational perspective 
the issue of achieving timely discharge is a double edged sword for whilst delayed transfers of care 
increase costs and ‘block’ beds (Majeed et al., 2012), at the same time, premature or ill-prepared 
discharge can lead to avoidable READs (Parker, et al; 2002). 

“The term ‘discharge’ is referred to as ‘transfer of care’ throughout 
this policy. This is because a patient’s health care does not end when 
they leave hospital. ‘Transfer of care’ demonstrates that a patient’s care 
continues beyond hospital as they receive care from another service/
facility/or in the community. This policy directive applies to clinical staff 
involved in the care of inpatients” 

(MoH, NSW 2011:1).

“A delayed transfer occurs when a patient is ready for transfer from 
a general and acute hospital bed but is still occupying such a bed. A 
patient is ready for transfer when: a clinical decision has been made that 
the patient is ready for transfer; a multi-disciplinary team decision has 
been made that the patient is ready for transfer and the patient is safe 
to discharge/transfer”

 (House of Commons, 2002:8).
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What is the guidance available to trusts on 
using EDD?

The previous section, presented some definitions of an EDD, this section now continues by briefly 
introducing some the guidance available to trusts.

A key document is the 2010 DH guidance entitled ‘Ready to go? Planning the discharge and the 
transfer of patients from hospital and intermediate care’. (This document supersedes the earlier 
(2003 guidance ‘The 10 key principles of effective discharge planning’). The original 10 key 
principles were replaced with 10 steps and amongst these were to; 

• Set an EDD or transfer within 24–48 hours of admission, and discuss with the patient and 
carer(s)

• Review the clinical management plan with the patient each day, take any necessary action and 
update progress towards the discharge or transfer date



16

What is the guidance available to trusts on using EDD?

In order to achieve the 10 principles or steps, in 2004 DH produced a toolkit, ‘Achieving timely 
‘simple’ discharge from hospital: A toolkit for the multidisciplinary team’. The toolkit is still 
accessible on line. The figure that follows is from the DH toolkit and as can be seen, places EDD 
setting firmly at the heart of the process for both emergency and elective admissions, irrespective of 
whether patients have simple or complex discharge needs. 

Achieving timely ‘simple’ discharge from hospital: A toolkit for the multi-disciplinary team  13

Emergency

Simple discharge

Assessment and initial
intervention/treatment

Decision to admit & initial
clinical management plan

Discharge checklist

Patient meets clinical criteria for
discharge

Discharge lounge or home/place
of residence

Clinical management plan
including EDD based on LOS
and/or ICP implemented

Patient/carer involved

Discharge planned

Daily review EDD

Complex discharge

Care package designed and
agreed including Section 5
notice

Anticipated LOS/EDD reviewed
by MDT on regular basis 

Discharge checklist

Patient meets clinical criteria for
discharge

Discharge lounge or home/place
of residence

Referral to MDT and social
care including Section 2
notice

Clinical management plan
including EDD based on
LOS and/or ICP
implemented

Patient/carer involved

Expected date of discharge based on anticipated length 
of stay 

Further assessment and diagnosis
• clinical
• functional
• social
LOS discussed with patient

Elective

Pre-admission surgical assessment
• clinical
• functional
• social

LOS discussed with patient
bed management position
reviewed

Patient admitted for elective
surgical procedure

Referral to MDT for assessment
of complex needs if necessary

Timely
discharge

Nurse-initiated
Consultant-

supported

MDT-led 
Nurse facilitated

24 hours
before EDD

24 hours
before EDD

By morning
on EDD

By morning on
EDD

Feedback loop

Figure 3 EDD setting flowchart 

(Source of the diagram: DH, 2004:13)
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What is the guidance available to trusts on 
using EDD?

Although a relatively ‘old’ piece of guidance, many current best practice guidelines still rely on this 
document. For example, the RCP Acute Care Toolkit (2011) cite the DH 2004 document as the 
evidence for their recommendations that; 

• Best discharge practice is adopted including the use of EDD, discharge checklists and the use of 
regular focused multidisciplinary meetings to monitor progress against discharge plans EDD

• For patients not ready for discharge at the time of this review, the management plan should 
include an EDD, planning to enable discharge early in the day and communication of the 
criteria for discharge to the ward team. (RCP, 2011:5/6)

Current evidence suggests that there is only a very thin line between the setting of an EDD being 
recommended best practice and a policy requirement in the English NHS. An illustration of which 
is an NHS England letter sent to all NHS CCG Accountable Officers, all NHS Trust and Foundation 
Trust Chief Executive Officers (NHS England, 2015).  System Resilience Groups which all CEOs 
belong to, are the forum where all the partners across the health and social care system come 
together to undertake the regular planning of service delivery. The NHS England letter detailing 
resilience planning for early 2015/16, outlines the expectation that all Trusts and their local 
partners in the wider system should ensure that they were taking various actions. Amongst these 
actions was the request that all acute hospitals implement the SAFER patient flow bundle which 
incorporates EDD.

Similarly back in 2013 the NHS Services, Seven Days a Week Forum developed ten clinical standards 
describing the minimum level of service that hospital patients admitted through urgent and 
emergency routes should expect to receive on every day of the week. Standard 3 is the MDT review 
Standard. It is as follows:

Whether the above are recommendations, guidance or policy it remains the case that the growing 
calls for an EDD to be set, are likely to become harder to ignore.

“All emergency inpatients must be assessed for complex or on-
going needs within 14 hours by a multi-professional team, overseen 
by a competent decision-maker, unless deemed unnecessary by the 
responsible consultant. An integrated management plan with estimated 
discharge date and physiological and functional criteria for discharge 
must be in place along with completed medicines reconciliation within 
24 hours” 

(NHS England 2015a:5).  



18

When should an EDD be set?

Should any decisions concerning the optimum time at which an EDD should be set be based 
on when clinical decision making occurs, or on strategic and/or operational requirements of the 
hospital? For example, from a strategic level perspective DH (2004 and 2010) advise that not only is 
the setting of EDDs fundamental to the national policy of increasing the effectiveness of discharge, 
by reducing delays in discharge, hence ultimately reducing LOS but that all patients should have an 
EDD set within 24 hours of admission, see Figure 4. For some patient groups the recommendation 
is that an EDD should be set much earlier, for example, according to guidance contained in the 
Silver Book, “Older people admitted following an urgent care episode (to any bed based facility) 
should have an expected discharge date set within 2 hours (14 hours overnight). (Banerjee and 
Conroy, 2012:13).

Key points for reducing delay include:

• All patients should have a treatment plan within 24 hours of arrival

• An EDD should be set within 24 hours of arrival or in many cases before admission for elective 
patients and communicated to the patient and all staff in contact with the patient

• The EDD should be proactively managed against the treatment plan (usually by ward staff) on a 
daily basis and changes communicated to the patient

• Ward rounds should be scheduled in a way that allows at least daily, a senior clinical review of 
all patients

(Source DH 2004:6)

Figure 4 Setting of a timely EDD in relation to reducing delays in transfers of care
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Who should set an EDD?

Although it is a consultant’s decision, realistically for an appropriate EDD to be set, it benefits 
from additional input by other members of the MDT. Whilst consultants are required to base 
their decision on clinical need, research has shown that in discharge planning more widely, the 
acute care stage is sometimes focused upon more than longer term recovery (reablement and/
or rehabilitation (Waring et al., 2015). Although research shows that decision making situations 
still tends to be dominated by medical leadership. On the one hand, the benefit is that in most 
instances, this gives authority to the decisions and provides structure to the decisions making 
processes (Waring et al, 2014).  However, divisions between the priorities of different professional 
groupings can unwittingly lead to tensions.

Setting professional differences apart, the issue still remains, someone on the shop floor has to take 
the lead on determining what constitutes a timely discharge. An RCN publication summarising the 
DH guidance ‘Ready to go’ discusses how an EDD can be set on either actual performance in the 
ward or unit, or on benchmarking information. The authors continue however by stating that; “It 
is essential that the ward or unit understands and uses the system to give a valid and sustainable 
approach (Heath et al., 2010:10). Their comments do not imply that an EDD should be set solely on 
the clinical knowledge of a patient that is held by a senior doctor or consultant. 

If ‘expert’ clinical knowledge of the patient was not to be the basis for setting an EDD, would other 
staff have adequate information upon which to base this EDD setting decision? For example, when 
hospital staff in Holland were asked how they thought LOS could be reduced it was found that;

As a result the authors concluded that greater attention and publicity should be given to recent 
lengths of stay per diagnosis and that up-to-date knowledge and awareness of LOS using a trust’s 
own data could be a reliable method of determining an EDD. For example, it has been shown that 
in some instances EDDs can be predicted through the examination of Electronic Patient Records 
(EPRs).  Studies on the use of EPRs in surgical settings (Primary total knee replacement) for example 
Crawford et al, (2011) and Carter and Potts (2014) have found that the variables most likely 
to influence LOS include age, gender, admission day of week, discharge destination, patient’s 
postcode (level of deprivation index) ethnicity and the consultant the patient was admitted to. 

“On several wards the staff realised themselves that physicians, nurses, 
patients and their families retained an outdated notion of standard 
lengths of stay and worked towards a discharge that was unnecessarily 
late” 

(Borghans et al., 2012:228). 

 “A final cultural issue related to the persistence of a blame culture 
which could reinforce division and tensions between professional 
groups. Where responsibilities were highly demarcated, it seemed 
more common that actors would blame others for holdups, delays or 
inaccuracies. This was particularly common between health and social 
care where delayed discharge was the focus of significant blaming” 
(Waring et al., 2015:40).  

(Waring et al., 2015:40). 
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Whether the use of set criteria can help in determining an EDD is examined by briefly reviewing the 
literature on Criteria Led Discharge (CLD) which as a process can/should contain EDDs. According 
to Lees (2012a), the link between EDDs and nurse facilitated discharge or CLD was originally made 
in an OPM review (2010). OPM is an independent research organisation that works with leaders, 
policymakers, regulators, commissioners and providers – as well as service users and communities 
– to ensure that services are designed and implemented efficiently, effectively and in the public 
interest. The situation regarding discharge planning is not unique to the English NHS for guidance 
here in England (DH, 2010), in Northern Ireland (RQIA, 2014) and in Australia (DoH, Queensland, 
2014) all recognise that for the majority of patients (about 80%), discharge planning is relatively 
straightforward, therefore is suited to nurse initiated discharge. They continue by suggesting that 
for the remaining 20%, nurse facilitated discharges may be more appropriate as ward staff may 
need support from colleagues, who have more specialist knowledge and understanding of the local 
community services and choices available.

In recognition of the idea that greater knowledge of the local community context is required for 
complex discharges, as Temple and Dyer (2012) note, the consultant as MDT lead may not be the 
team member with the best skills to coordinate arrangements for a complex discharge such as 
that required for an elderly patients going into residential care, nor is it necessarily the best use 
of medical specialist time (White, 2014). Nurses are the MDT members with the greatest level of 
patient contact and from the patient perspective where nurse facilitators have been involved this 
has been viewed very positively” (FONS, 2014).

CLD has been promoted as a form of empowerment for the nursing profession (Lees and Field, 
2011 and 2012a) but it is also advocated as a means of overcoming any reluctance regarding 
taking responsibility for ‘decision making’, as the decision that patients are ready for discharge is 
pre-authorised as patients are only deemed ready for discharge when previously agreed medical 
criteria have been met. Evidence based guidance from Australia (Monaghan Review, 2012) 
recommends that clinicians who undertake CLD must not only be experienced, but also have the 
ability (and recognised authority) to assess and make critical decisions regarding the discharge 
process. Research supports the idea that some staff may require further development and training 
in preparation for this extended role (White, 2014).

Large numbers of NHS Trusts now utilise nurse facilitated or CLD (currently approximately 33% of 
NGH discharges are nurse facilitated or CLD and staff have reported feeling more confident using 
this approach). These feelings have been reported elsewhere for example; ‘Criteria based discharge 
has allowed our nursing staff to be absolutely clear about what patients have to do before they go 
home, and this has got rid of the fear of discharging Mr X’s (consultant) patients without his say 
so.’ (NHS III, 2008:1).

A full review of the evidence surrounding whether or not nurse facilitated discharge leads to 
reductions in LOS is beyond the scope of this review. However what it is perhaps useful to consider 
is that a much cited systematic review of nurse-led interventions to reduce length of stay, concluded 
that the impact of interventions was difficult to assess but that where improvements were observed 
these were attributed to changes in ‘best practice adherence’. (Miani et al. 2014). 

The literature reviewed in this SPARKLER suggests it is the case that EDDs are not routinely set 
because some professionals choose not to use them, (due to not perceiving the setting of an 
EDD to be justified in clinical terms). Possibly what might constitute more persuasive evidence 
is that the literature shows that where EDDs are routinely used, clinicians report better MDT 
working relationships not least as a result of traditional professional hierarchies being reduced. 
Where these hierarchies are entrenched (and some professional groupings may wish that they are 
maintained) it has been acknowledged (OPM, 2010) that protective mechanisms adopted by some 
individual professionals to secure the status quo regarding their professional roles, act as barriers to 
implementation.

Who should set EDD?
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Decreasing LOS and increasing readmissions (READs)

Before continuing to examine the general evidence around the setting of an EDD it is perhaps 
useful to consider whether it is practicable to expect that LOS can be further reduced without 
increasing READS. A large scale systematic review examining the evidence around organisational 
interventions to reduce LOS, that was supplemented with a series of exploratory key informant 
interviews with managers and clinical leads in four acute NHS trust sites in England, found that 
there is a need to interpret LOS in hospital in the context of hospital (re)admissions, noting that 
although LOS might not necessarily be reduced as a consequence of an intervention, the overall 
number of patient-days might be lower as a result of observed reductions in (re)admission rates. 
However, “the potential for any particular intervention to reduce length of stay will be highly 
context dependent, depending on the underlying problem and the current model and quality of 
service provision” (Miani et al., 2014: xix).

What is most important in terms of EDD and READS is that research conducted from a patient 
safety aspect found that; “inappropriate or poorly planned hospital discharge can introduce new 
risks to safety and additional resource costs, inhibit recovery and lead to unplanned readmission” 
(Waring et al., 2014:2) with the inference that setting a realistic EDD is part of good discharge 
planning which will lead to reduced readmissions. 
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Patients, policy and EDDs

Much of the literature concerning the setting and use of EDDs centres around whether EDDs are 
set and if so once set how efficiently they are documented or used as review tools however the 
literature includes less evidence referring to the necessity or value of communicating EDDs to 
patients, which is surprising considering that the NHS core principle No.4 states that; 

That patients are individuals each with specific care needs again points to the importance of 
setting an EDD and informing patients of their EDD. Therefore whilst the setting of an EDD is a 
clinical activity, discharge planning is a multidisciplinary activity that includes the consideration of 
operational factors (Temple and Dyer, 2012). 

With specific reference to informing patients of their EDDs Webber-Maybank and Luton (2009) 
describe how ‘good practice’ deems that patients and carer(s) are made aware of EDD as soon 
as possible as this enables them to feel ‘more in control’ - leading to higher patient satisfaction. 
Evidence looking specifically at the relationship between EDDs, and patient experiences and LOS is 
very limited, however evidence from a large scale study in US suggests that patient satisfaction with 
the discharge process may be linked to 30 day readmission rates (Boulding et al., 2011). The study 
found that higher patient satisfaction with discharge planning was associated with lower 30-day 
hospital readmission rates after adjusting for hospital clinical performance. The study concluded 
that patient-centred information can have an important role in the evaluation and management of 
hospital performance. However looking specifically at EDDs, further research from US has shown 
that many patients have a poor understanding of their planned care and that this too is related 
to READ rates. In the absence of information from clinicians, patients were found to be poor 
predictors of their expected LOS, (Gibson and Pezzo, 2012).

However, it appears that;

“The NHS aspires to put patients at the heart of everything it does…. 
Patients, with their families and carers where appropriate, will be 
involved in and consulted on all decisions about their care and 
treatment”

 (NHS England, 2013: 3).

“Some NHS organisations appear to have lost sight of the fact that each 
of the delays recorded in the statistics represents a real individual who is 
in the wrong place, receiving the wrong type of care” 

(Ely, 2012:71).
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Although the setting of a timely EDD and of informing patients of their EDD, is referred to in 
virtually all official or expert guidance, (DH, 2004 and 2010, OPM and NHS III, 2010) it is not 
mandated in national policy. It does appear however that the setting of an EDD is routinely included 
in individual hospital policies. 

Figure 5 A typical statement from an acute trust.

Patients, policy and EDDs

(Source NGH Quality Accounts 2014: 20)

20 Quality Account 2013/14

3

 ● Improve patient flow to reduce delay and improve clinical outomes

 ●  All patients being assessed, treated and discharged onward from A&E in a 
timely manner

 ●  All patients having an initial assessment within 15 minutes of their arrival
 ●  Radiology and pathology tests results being avialable within one hour
 ●  50% of hospital discharges happening before 1.00pm each day
 ●  Planned discharge dates linked from wards to the visual hospital system

 ●  An improvement due to better emergency department (ED) processes 
and rapid assessment.  However, this was offset by increased numbers of 
patients seen in the department.

 ●  Some improvement on the entire patient discharge process
 ●  Dispensing of medicines to take home are prioritised by the pharmacy 

department
 ●  Electronic management system launched.  At any one time approximately 

90% of patients have an estimated date of discharge
 ●  Development of improved handover documentation between wards

 ● Improve patient safety and experience

 ●  Improved discharge planning
 ●  Reviewing performance and promoting multi-disciplinary working to reduce 

the number of patient interventions
 ●  Patients having an estimated discharge date (EDD) recorded and shared 

with them
 ●  Safety and experience - a reduction in infection and mortality rates

 ●  Developed improved handover documentation between wards
 ●  Changes to staff on-take rotas to ensure continuity of care
 ●  Approximately 90% of patients have an expected discharge date recorded 

within the system at any given time
 ●  A full range of measurements are recorded as part of the urgent care 

programme
 ●  Reduction in infection and mortality rates

Our aim

Our aim

We have 
achieved

We have 
achieved

Demonstrated
by

Demonstrated
by
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The issue of whether the presence of policy affects implementation is reviewed in a later section 
where the comparable situation in Australia is reviewed. Overall however, the picture that 
emerges from the literature is that irrespective of whether national or local policy or guidance, the 
problem still appears to be an implementation gap whereby the setting of EDDs continues to be 
incredibly tough to implement and embed within organisational philosophy despite having been 
recommended for some time (Lees, 2013). 

The following case also looks at the setting of an EDD from a clinician’s perspective.  Although a 
relatively small scale study (Lees, 2008) it reports on the results of an audit of discharge processes 
at one of the largest hospital trusts in England, the Heart of England NHS Foundation Trust (HoE). 
This study was conducted some time ago and the situation regarding practice at HoE may well have 
changed - however the ‘findings’ reported below remain relevant for not least, they illustrate the 
effect of perceptions on practice. 

Heart of England NHS Foundation Trust 

Based on best practice guidance that discharge planning should include systematically estimating 
dates of discharge, in order to a) aid bed management and b) increase the sense of patient focused 
care. Lees (2008) found that when nurses were asked whether they estimated dates of discharge, 
those who worked in areas where the IT systems used required this information, confirmed that 
yes they did. However half of the nurses interviewed described estimating an EDD as ‘largely a 
paper exercise’, or as ‘yet another form to fill in’, with a general perception being that; the setting 
of an EDD didn’t really make any difference to when a patient actually went home’. The review 
team commented that whilst it might or might not make any difference to the actual date of 
discharge what the nurses were overlooking was that it makes a difference to the patients’ sense of 
participation and empowerment. 

When doctors were asked the same question, they were a little more evasive in their replies. The 
majority described having given patients ‘enough’ information about their progress’ and described 
how they ‘usually indicated to the nursing staff when they felt the patients were stable enough 
to start discharge planning’. Some of the doctors expressed ‘frustration with estimating an EDD’ 
due to the ‘large numbers of unknown variables when working with social care teams’. In general 
doctors felt that factors which led to delays were largely ‘out of their hands’ and that therefore the 
issue of setting an EDD could not be ‘oversimplified into management talk’.  

The study’s author refers to encountering reluctance and skepticism but comments that it was 
difficult to assess where in the process this started, for although staff acknowledged that a clear 
implementation strategy for the estimation of discharge dates was required, overall staff were not 
convinced that estimating dates was either important or useful, (Source: Lees, 2008). 

Therefore perhaps the more pertinent issue is not whether EDDs are set, as the evidence suggests 
that the setting of EDDs is highly variable (RCP, 2011) but what might the barriers be to how they 
are used and modified in order to monitor patients’ progress and hence contribute to reductions 
in LOS. As was mentioned in a previous section, clinical staff have been found to be skeptical 
that simply providing an EDD will affect the discharge date of the patient. Generally research has 
found that the relationship between medical leaders and service managers is not always an easy 
one. On the one hand it has been shown that if there is to be no ‘say-do’ gap, high commitment 
management practices are required with the promotion of mutual influence, respect and 
responsibility (Powell et al., 2014) yet on the other it has been recognised that some professionals 
may feel that guidance undermines their autonomy (NICE, 2007).

Implementation of EDDs
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Implementation of EDDs

The nature of the relationship between clinicians (especially consultants) and management has 
been described as “an enduring theme affecting how large scale organisational change is managed 
and received” (McKee et al., 2010:216). They are based on different sets of knowledges and values 
and the potential for tension between these different sub-cultures becomes particularly heightened 
if power issues are involved. For example, research found that where doctors interacted, and 
sometimes came into conflict, with service managers or administrators was in regards to escalating 
‘early’ patient discharges. For the service managers these were deemed necessary in order to meet 
service-level targets, such as reducing delayed discharges or increasing bed availability. Doctors 
on the other hand did not prioritise these, instead they were considered to focus more on the 
continuing needs of a patient’s acute care (Waring et al., 2014). Specifically with regards to the 
setting of an EDD, clinicians may perceive this to be a management ‘intervention’ into what 
clinicians may see as an issue firmly located in the realm of their clinical decision making. 

There is evidence that whilst from a clinician’s or medic’s perspective the setting of an EDD has 
benefits as a tool to assist in MDT review of patients (Lees, 2013), from a managers perspective, 
the setting of a timely EDD serves as a measure of a service’s discharge planning effectiveness and 
assists in planning and understanding hospital capacity (Carter and Potts, 2014).  

“When adopted and made visible, for example on whiteboards, a 
preliminary EDD acted as a shared goal and point of reference against 
which different groups could focus their work. Sites that set an EDD 
tended to use it as a flexible rather than hard target, given that patient 
needs often changed, but it still helped to focus attention. For example, 
in daily interactions or weekly MDTs, the EDD became an important 
marker and point of reflexive assessment, i.e. ‘are we still on target?’ 

(Waring et al., 2014:85)
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Australia: another country, another way of doing 
things

It has been reported that there is now almost 100% compliance with patients receiving an EDD 
within 24 hours of admission, (Lismore Base Hospital, NSW. 2014).

An earlier study by Ou et all (2011) using primary data from hospital admissions statistics from 
2003 and 2004, (n= 1958), found that whilst 90% of all admissions had an EDD recorded there 
was a high degree of variance in the ‘timeliness’ of EDD setting. At the time of the research NSW 
policy required that planned admissions have an EDD recorded within 24 hours of admission and 
within 48 hours for emergency admissions (the policy has subsequently been updated). Based on 
its findings the study concluded that a “significant gap existed between policy and implementation 
of assigning a timely EDD in a large sample of discharges” (Ou et al., 2011:357). Only 13.4% of 
planned and 27.5% of emergency admissions had an EDD recorded in the required time frame.  
Here the distinction is being noted between the routine setting of an EDD and the routine setting 
of an EDD within a mandated time frame. Looking at the Australian context is also useful for 
examining whether there are differences according to patient or staff variables for as the Ou et 
al., study found when examining the association between the setting of a timely EDD and the 
predictive variables (age group, sex, weekdays, ward type, the source of admissions, the current 
and cumulative Charlson Index, the type of staff issuing EDDs and the source of referral) significant 
differences existed, see Figure 6.

Figure 6 Findings from Australian research into EDD

• The older the patients the lower the prevalence of timely EDDs (<24 h for planned admissions 
and <48 h for admissions via ED). For admissions via the ED the proportion of the 65–74 year 
group with a timely EDD was only 16.8% compared with 55.6% (P<0.001) for those 24 years 
or younger

• The proportion of timely EDDs also varied significantly by the staff groups who assigned the    
EDDs. Overall the admitting specialists assigned the largest proportion for ED admissions. 
For planned admissions, members of the Allied Health Team were far less likely to assign an 
EDD within 24 h (OR= 0.23, P< 0.001), followed by junior doctors (OR= 0.40, (P= 0.01) in 
comparison to nurses

• The trend for the decreasing proportions of timely EDDs with increasing LOS was striking. The 
proportions dropped from 25.6% to 4.8% for planned admissions and from 55.3% to 5.4% 
for admissions via EDD

• For both planned and emergency admissions there was a negative association between the 
current Charlson Index and the chance of being assigned an EDD within 24 or 48 hours,  (the 
higher the current Charlson Index score, the less likely that patients would have a timely EDD 
assigned). The Charlson Index is based on a classification of comorbid conditions to estimate 
the likelihood that a patient will deteriorate during a hospitalization. (Charlson et al., 1987)

Findings from Ou et al., 2011.
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Australia: another country, another way of 
doing things

Current NSW policy is that all admissions should have an EDD recorded within 24 hours (MoH, 
2011). [Details of the Care coordination requirements in NSW showing the prominence of EDDs 
are included in the additional resources section of this document]. NSW Health has a Patient Flow 
Portal (PFP) this not only assists staff in decision making but is used as an audit tool (MoH NSW, 
2014).  The PFP shows data on EDD compliance, broken down into hospital or healthcare facility 
and by ward and provides an average daily snapshot of the percentage of patients with a clinician 
defined EDD.  PFP data can be used by wards, hospitals and it is used at state levels to review EDD 
compliance as a measure of care coordination within the organisation or within each ward.  The 
guidance from MoH, NSW is as follows; 

When high figures are recorded for the setting of EDDs it suggests that there is a high awareness 
and knowledge among staff of the need to establish and document EDDs (Ou et al., 2011). 
However differences exist in the frequency of EDD setting between ED and planned admissions 
with ED admissions having a higher percentage of timely recorded EDDs. According to Ou et al., 
(2011) the reason for this may be because in ED where, at the time the research was conducted, 
the time limit was shorter (24 hours as opposed to 48 hours) assessing the time frame required 
to meet a patient’s care needs may be more prominent in the professional thinking of admitting 
specialists. Whereas for planned admissions it may be the case that because the majority of 
assessment and diagnostic work has been conducted pre-admission, that the setting of an ED 
becomes less prominent in professional thinking (this has been found to be the case in the English 
context, Lees, 2012). National data from English trusts on any potential differences between when 
EDD is set according to whether a planned or emergency admission is not readily available.

“Changes to the EDD should be recorded and the history of changes 
kept. If a patient is clinically ready to be transferred but is delayed due 
to a delay to a service/diagnostic/etc., then their EDD should not be 
changed. This is so the delay to transfer can be captured. By identifying 
delays, transfer processes can be improved. Staff should track the most 
common delays for patients. This data can be then aggregated to 
understand the main constraints in the system” 

(MoH, NSW. 2011a:9)
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Australia: another country, another way of doing 
things

The Australian policy allows for the revision of EDDs on clinical grounds. Where EDDs are not 
met and the Actual date of Discharge (ADD) is delayed, where this is not on clinical grounds (for 
example, delays in arranging adequate support in the community or the MDT not yet having 
received results from tests performed whilst in hospital) the onus is on the MDT or their discharge 
coordinator to respond to these by putting mechanisms in place to reduce the likelihood of this 
re-occurring. In the Ou et al., (2011) study they found that 771 patients (39.4% of sample) had an 
ADD past the last recorded EDD. However where there are likely to be delays due to clinical reasons 
(the patient not responding as anticipated or even deteriorating) EDDs can be revised by the MDT. 
In Ou et al’s., study of the 1,763 patients for whom an EDD had been recorded, 1,253 had one 
EDD recorded, 404 had two EDDs recorded and 106 patients had 3 or more EDDs recorded, for 
the remaining 195 patients no EDD had been recorded.  Although patients’ ages ranged from 
18 to 85+ years, 928 patients were aged over 65 years. When this is considered it is perhaps not 
surprising that as noted in the ‘findings box’ above, not only did older patients tend to have a lower 
prevalence of timely EDDs compared to younger patients but patients with a high Charlson Index 
score were also less likely to have a timely EDD set. For example, of the older patients admitted as 
planned admissions 33% experienced delays and 61% encountered delays when admitted as acute 
patients. Therefore as Ou et al., (2011) note, the presence of high numbers of older patients with 
a greater likelihood of developing complications yet only a low percentage of EDDs being revised 
could be a reflection of EDD being underutilised as a review tool. The study concluded that despite 
comprising the largest proportion of patients, it was the elderly and chronically sick who were the 
least likely to have benefitted from the setting of a timely EDD. 
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Examples of how EDDs are used

This SPARKLER finishes with four practical applications of EDD

1. Ticket Home
2. Ward/Board rounds and senior reviews
3. Lean thinking and Productive Ward
4. Theory of Constraints.

Ticket Home 

The most regularly cited evidence for the idea that setting an EDD or PDD can reduce LOS comes 
from research conducted in 2009 (Webber-Maybank and Luton) as part of a larger initiative to 
reduce LOS in a Welsh NHS Trust. Whilst this may be the case for many interventions what is 
worthy of note when considering the evidence surrounding EDDs and LOS, is that virtually all 
published guidance material after 2009, either refers directly to this research or if not makes 
reference to other publications which have cited this evidence. For example, the previous DH 
discharge guidance, ‘Discharge from hospital: pathway, process and practice’ (DH, 2003) contains 
no reference to the setting of EDDs yet the updated 2010 version ‘Ready to Go?’ does. Whilst 
the DH 2010 guidance document makes no direct reference to Webber-Maybank and Luton’s 
(2009) research, the literature review carried out by OPM that was used to inform the actual DH 
document, does. The principle of Webber-Maybank and Luton’s claim that focusing on PDDs 
reduces LOS was the implementation of ‘Ticket-home’ initiative. Ticket home was a tool used 
among multi-disciplinary teams and patients that succeeded in increasing the numbers of patients 
returning home before their target date and concurrently reducing LOS overall across the ward. 
The study stated that following two months of implementing the Ticket-home initiative, total hip 
replacement patient’s LOS reduced by 19% from 6.2 days to 5 days. 

Although Webber-Maybank and Luton (2009) acknowledged that their findings were based on 
elective procedures carried out on a single ward, they suggested that the Ticket Home initiative 
was readily transferable. The Ticket-home is not too dissimilar to a discharge checklist as it makes 
explicit the goals that need to be achieved by the MDT (e.g. home assessment by OT or arranging 
for transport home), importantly, it also includes an EDD or planned date of leaving hospital but in 
a more visual format.

There is evidence that use of Ticket Home or variants on the design such as ‘Tick It’ (✓) Home, are 
routinely used within the NHS, yet it remains the case that there appears to be scant available 
evidence in the form of independent evaluation, showing that there was a directly causal link 
between the inclusion of an EDD on the using a Ticket home and any reductions in LOS.
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Examples of how EDDs are used

The Ticket Home initiative is described in a hospital’s public magazine as a patient information and 
communication tool, not a clinical tool. The article explains how; 

Figure 7 A typical Ticket Home

Figure 8 How Tick It (✓) Home, as a variant of Ticket Home, is currently being used

My Ticket Home

My Name My Consultant

My Planned date of leaving hospital Est time

Hospital physio complete?
Please tick box:

Hospital OT complete?

Meds for home

Transport mode =

What’s next?

Patient gives permission for their information to be displayed

Yes N/A Date.............................

Prescribed ExplainedOn ward

Arranged? Yes

Yes

Yes N/A Date.............................

“The most important part is the section where the planned date for 
going home is written…We know that better planning and awareness 
of predicted discharge dates can shorten length of stay and improve bed 
management…Where this system has been used in other hospitals, it 
has led to an increase in patient satisfaction and significant reductions in 
length of stay, so we are hoping that it will provide similar benefits here 
at NGH”.  

(NGH. INSIGHT, 2014a:21).

Estimated Date of Discharge and Tick It Home 

Shortly after your admission to one of our hospitals, you will be informed of your Estimated Date of 
Discharge, or EDD. This is the date by which the clinical team delivering your care feel you will be 
ready to leave the acute hospital. 

Although, on occasion this date may be changed due to alterations in your clinical pathway, it 
provides a goal for the multi-professional team and guidance to you and your relatives as to when 
you are likely to be ready to go home. 

You will also find displayed by your bedside a Tick It Home, if your stay is to be more than two 
days. This is a way of us letting you and your relatives know how you are getting on with your care 
and when you are likely to be leaving hospital. It is useful to draw your family’s attention to your 
Tick It Home so that they can arrange to be available to support you when you first leave hospital.

(Source: East Kent Hospitals University NHS Foundation Trust Hospital Discharge 
Information Booklet).
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Ward rounds to board rounds

East Kent Hospitals University NHS Foundation Trust decided to change the name to Tick It Home (✓) 
as a means of reinforcing the idea that it was a proactive process in which patients and staff both 
had a role.

According to the RCP and RCN, the DH (2003) discharge guidance document carries the important 
message that ward rounds, need to be restored to a position of central importance in how patients 
are collectively cared for and communicated with. Their recommendation is that; “doctors and 
nurses need to understand the wider impact of their approaches to ward care, whilst managers 
and the executive board bear a responsibility to protect time and resources, enabling all members 
of the multi-professional team to prioritise the ward round” (RCP and RCN, 2012:1). The purposes 
of a ward round include: Establishing, refining or changing the clinical diagnoses, reviewing the 
patient’s progress against the anticipated trajectory, formulating arrangements for discharge (to 
set and review EDD) and then communicating these to the multidisciplinary team, patient, relatives 
and carer(s). The RCP and RCN consider there to be a paucity of evidence guiding best practice for 
medical ward rounds and as a result considerable variability exists in the organisation, efficiency, 
quality and patient experience of ward rounds (RCP and RCN, 2012). 

A further early documented reference to EDDs was to the contribution of PDDs as a review tool in 
the development of multidisciplinary ward rounds at St Bartholomew’s Hospital and the London 
NHS Hospital Trust. The authors describe how for the process to work; “it was deemed essential 
that all relevant staff, patients and relatives or carer(s) should be able to contribute to, and be kept 
aware of, patients’ care plans as appropriate” (Moroney and Knowles, 2006:29).

Figure 9 Framework used in the development of a multidisciplinary team ward round.

(Source: Moroney and Knowles, 2006:29).
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• Predicted discharge dates
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Ward rounds to board rounds

In addition to the framework illustrated in the figure above, labels covering the same set 
information, but with spaces for doctors to record further information, were also devised and 
included within patient notes. The study concluded that from a qualitative perspective the simple 
model had succeeded in increasing patient involvement, nurse development and job satisfaction, 
plus an improvement in MDT relationships which had led to the creation of a happier working 
environment. There was found to be skepticism and resistance by some junior doctors who felt the 
extra time necessary for detailed documentation during ward rounds was overly time consuming 
however from the nursing perspective patient care was considered ‘easier’ as staff appreciated 
everything being written down. The quantitative outcomes reported were that the proportion of 
patients given PDDs increased from 57% to 96%. PDD accuracy to within one day increased from 
57% to 69%. For those patients who did not leave on the PDD a second PDD, PDD2, was made, 
this proved accurate in 85% of cases. However, of further interest was that, feedback received from 
those involved was that multidisciplinary ward rounds led to a greater awareness of the wider social 
factors influencing discharge (Moroney and Knowles, 2006).

The example above refers to the use of ‘bed boards’ to record information including an EDD, yet 
increasingly within the NHS electronic applications such as the ‘Teleologic Ward Workspace’ are 
used to record and share information on ward activity in order to facilitate the all-important ‘joined 
up’ approach called for. Basically, upon admission patients automatically appear in a ‘Pending list’, 
there is a pictorial layout of the ward and staff can ‘drag & drop’ patients into their beds. Once in 
the ‘workspace’, a range of services can be reviewed and updated, these include eDN (electronic 
discharge notification), out of hours handovers and the recording of tasks required prior to 
discharge. 

Many systems already communicate electronically with primary care, however, there is evidence 
that some trusts are putting in place electronic means to communicate more effectively with Social 
Care. For example, this has been developed at NGH through the development of the Teleological 
Ward Workspace System which enables more effective discharge planning and bed management. 
(NGH 2015:24).

The following is a case study where this electronic system is combined with board rounds, ward 
rounds and increased senior decision-making.

“The benefits of tracking planned discharge date in this way enables 
the provision of a bed management service and central bed manager 
whiteboard, showing at a glance the current bed availability status and 
those patients where additional inputs are required in order to complete 
the discharge process.” 

(Patient Content Store, 2013).
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Ward rounds to board rounds

South Warwickshire NHS Trust’s Flow Cost Quality improvement programme.
The programme started as a result of a patient (Gerard), writing to the CEO detailing his concerns 
regarding how his care hadn’t been organised in an optimal way. The CEO invited him to come and 
meet with clinicians and from this meeting the Flow Cost Quality improvement programme was 
implemented to explore the relationship between patient flow, costs and outcomes by examining 
patient flow through the emergency care pathway. Based on the experiences of Gerard a process 
map of the events along a patient’s pathway was created and analysed. 

Although delays were occurring in A&E, the bottlenecks were identified as being further along the 
patient pathway, in particular discharge of patients who didn’t require specialist cardiology input 
was being hampered by the fact that other wards were unable to accept more patients. The root 
cause was a higher than clinically necessary occupancy due to delays in discharge. These delays 
were exacerbated during annual or study leave of senior medical staff – sometimes leaving junior 
doctors unable to make decisions about further investigations or sending patients home.

The Trust describe how first they identified some of the delays inherent within the system, for 
example delays in getting blood tests returned in a timely manner, but that in focusing on getting 
investigations and their results done within two hours of the patient presenting, highlighted further 
inefficiencies and delays in junior doctors’ work. ‘They reported running around not sure where 
a patient was... and when they found them, not being sure what they needed to do with them.’ 
(Deputy CEO of Trust).

The Trust realised there was a very real need to develop ways in which capacity could be better 
matched to demand. To address this, the team introduced two measures, the first was introducing 
a ‘consultant of the week’ scheme. The consultant of the week is responsible for all patients on 
the ward, the agreement is that annual or study leave cannot be booked during this time and that 
emergency work will be prioritised over electives. The second measure was the introduction of an 
electronic work management system. When a patient arrives at A&E, they are added to the system 
for assessment. This flags the key investigations that need to be done, and these get added to 
a specific work list. This gets updated at each stage of the assessment process. The result is that 
each junior doctor has a clear view of who their next patient is, and the tasks that need doing. 
On the wards, the electronic system is displayed on a large white screen, providing effective visual 
communication to support more efficient management of workflows across different members 
of the multidisciplinary team. Screens are used as Board Rounds prior to the Ward Round and 
this is said to introduce structure to the day to day running of the ward plus help the ward team 
to manage the patients safely and effectively. The benefits to the clinical teams include increased 
continuity particularly in senior decision-making, improved support and team working and the 
sense of a more proactive direction to the discharge process on the ward. Importantly from a 
patient’s perspective they are no longer waiting several days to see ‘their’ consultant. Teams found 
that improving ward-based processes led to improvements across the discharge process. The Trust 
describe how as a result of changes that have been implemented, despite an 11.5% growth in 
emergency admissions, system level results such as reduced LOS and bed occupancy have been 
observed.               

(The Health Foundation April 2013).

“The mapping exercise was an eye-opener: within an eight-day stay, 
only 18% of the time spent had really added value to Gerard’s treatment 
and care. This meant that 82% of time and resource had been ‘wasted’. 
Using the finance department’s nominal cost of £250 per day, only £750 
out of £2,000 was actually needed to get him better”.
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There is no explicit mention of EDDs in the case study example above however it is presented here 
as an example of how improvements in ward based processes can be achieved through greater 
consultant coverage. For example, whilst an audit of an initiative to document estimated date for 
discharges at the Royal Liverpool University Hospital, (Ahmad et al., 2011) was reported to not 
have produced any significant improvement in LOS or numbers of discharges, the study found 
that implementing twice-daily consultant ward rounds, compared to twice-weekly rounds led to 
a significant reduction in excess average LOS (p<0.01) with no significant change in readmission 
or mortality rate. The relevance of this example in relation to the setting and use of an EDD is that 
because the setting of an EDD is based on a consultant’s clinical opinion the more frequently a 
consultant is on the ward the greater the likelihood that a patient will be given an EDD, have it 
reviewed and considered appropriate for discharge. The examples above corroborate the findings 
from other research (Heath et al., 2010) showing that where staff particularly senior clinicians are 
engaged with and give their support to an intervention it is more likely to show positive outcomes. 

A further link between senior review, and the setting of EDDs but this time from the patient 
perspective can be found in the ‘SAFER patient flow bundle’ (NHS Interim Management and 
Support (IMAS), 2015). SAFER can be implemented either as a freestanding programme or as part 
of a ‘Breaking the Cycle’ initiative.

Figure 10 The steps of the SAFER acronym

The ‘Breaking the Cycle’ initiative was introduced in 2014 by NHS England (NHS IMAS, 2014). 
Basically ‘Breaking the Cycle’ is a pre-planned week where staff across a hospital work together 
and learn from each other, in order to identify the constraints within their system which once 
understood can be worked around in order to reduce them. NHS IMAS (2014) have likened a 
Breaking the Cycle week to a ‘system reboot’ or ‘firebreak’ that can be used when a stubborn 
performance issue persists despite efforts to embed good practice. Full details can be accessed via 
the NHS IMAS website.  The SAFER bundle is promoted as being a standard operating procedure 
for adoption across acute pathways. The patient flow bundle is similar to a clinical care bundle 
in that it is a combined set of simple rules for adult inpatient wards to improve patient flow and 
prevent unnecessary waiting for patients. The rationale behind its use is that if all elements are 
undertaken patient journeys through hospital and their experience of them will improve. It is 
understood that a Breaking the Cycle week has been used at NGH (NGH, 2014a). 

S Senior Review. All patients will have a Consultant Review before midday.

A All patients will have an Expected Discharge Date (that patients are made aware of) 
based on the medically suitable for discharge status agreed by clinical teams.

F Flow of patients will commence at the earliest opportunity (by 10am) from assessment 
units to inpatient wards. Wards (that routinely have patients transferred from 
assessment units) are expected to ‘pull’ the first (and correct) patient to their ward 
before 10am.

E Early discharge, 33% of our patients will be discharged from base inpatient wards 
before midday. Medication to take home for planned discharges should be prescribed 
and with pharmacy by 3pm the day prior to discharge wherever possible to do so.

R Review, a weekly systematic review of patients with extended lengths of stay (>14 
days) to identify the issues and actions required to facilitate discharge. This will be led 
by clinical leaders supported by operational managers who will help remove constraints 
that lead to unnecessary patient delays.                                                                                                   
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Lean thinking and the Productive Ward

Lean thinking when applied in acute settings is said to enhance the quality of healthcare by 
improving flow in the patients’ journey (DH, 2010:21).  Additionally from a staff perspective 
applying Lean thinking has the added advantage in that it brings together staff from different roles 
and professions to focus on; ‘the one thing that matters to them all; the patients in their care’ (The 
Health Foundation 2013:14). How and where Lean thinking can be applied, is described in the 
following; 

The Productive Ward initiative was introduced by NHS III in November 2008. Currently it is thought 
over 60% of NHS Acute Trusts in the UK have taken part in the implementation of the Productive 
Ward programme plus it is widely used in Canada, New Zealand and Australia. NHS III (2008a) 
describe the key ward processes as including ‘Knowing How we are Doing’ and ‘Patient Status at a 
Glance’ the idea being that better patient information improves communication, patient experience 
and patient flow. An evidence review on the use of the Productive Ward describes how possibly 
practitioner interest in and the momentum of its uptake, has slowed down more recently, but that 
interest in the academic literature has been growing (White, 2015). The difference in research 
interests between academic and practitioner literature is referred to here for again it serves as an 
illustration of what was referred to earlier as affecting what is reported on as being evidence for 
any specific intervention. 

The report authors comment that the evidence coming from this more recent academic activity is 
that experiences of Productive Ward are overwhelmingly positive (White, 2015). The Productive 
Ward series consists of 13 separate ‘modules’, three modules in particular have been shown to 
benefit from the setting of an EDD and its use as a review tool; The Ward Round module, the 
Admissions and Planned Discharge module and the Patient Status at a Glance module (PSAG). The 
case studies that follow provide brief overviews of instances where the Productive Ward initiative 
is reported as having been successful, both describe the benefits of setting an EDD in terms of 
developing MDT working patterns, neither cases however report on whether this affect outcomes 
measures such as LOS. 

”Lean is a business system which focuses on managing processes and 
improving them by removing waste to maximise quality, productivity 
and value and to build in sustainability of improvement. The ‘Productive 
Ward’ programme helps ward teams to redesign processes and systems 
at ward level to release nursing time to spend on direct patient care. 
Using ‘lean’ techniques ward teams make improvements to core ward 
tasks to increase the reliability, quality and safety of patient care” 

(NGH 2009:3).
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Experience of the Productive Ward in a foundation trust Older People’s Rehabilitation and 
Assessment unit and how it changed staff attitudes towards their work

The foundation trust studied provides a full range of district general hospital services for a 
population of 400,000 people. It is a high performing trust, consistently rated amongst the top 40 
hospitals for safety, the trust also achieves high scores for patient satisfaction. Although the trust 
overall was performing well the decision to implement a Productive Ward initiative  was based 
on the finding that certain areas of the trust had been experiencing problems with patient flow 
through the rehabilitation process to successful discharge.  The intention was that implementing 
the Productive Ward initiative would facilitate better joint working between the various teams 
involved in health services for the elderly. 

They found one of the significant achievements of the Older Peoples Rehabilitation and Assessment 
unit during the course of the case study was the shift to truly MDT working. Observations at 
MDT meetings in the early stages of the case study revealed a lack of clarity about the discharge 
planning process and reluctance to commit to discharge dates. Work to encourage staff in this 
area, led by the ward manager and supported by the introduction of a new computerised discharge 
planning system helped to bring about real change in this area of the unit’s work. Work was started 
to encourage clearer goal setting for patients and co-ordination of efforts across the team towards 
an EDD. The structure of communications within the ward also changed from the old handover 
meeting to a more informal meeting in the mornings where the computerised discharge system 
was updated. There was also a computer in the MDT room which was updated during the MDT 
meeting. This helped to give all staff a clear overview about progress with each patient and shared 
goals” (Patterson et al., 2010:154).

The authors concluded that: the Productive Ward succeeded in changing people in terms of 
engagement with their work, ownership and improvement of the way their work is managed 
(Patterson et al., 2010:158).

Experiences of the Productive Ward from Worcestershire Health and Care NHS Trust.

The author was the staff nurse who was the Productive Ward lead during its implementation. 
Having previously implemented the Ward Round module and seen how successful it was, staff 
on an 18-bedded mixed sex adult acute mental health inpatient ward in Kidderminster, part of 
the Worcestershire Health and Care NHS Trust, decided to work on the Admission and Discharge 
Module and followed by the PSAG module. The author describes how as a result a Rapid Review 
meeting now takes place in the nurses’ office in front of the PSAG board, which following the 
introduction of a local CQUIN target of giving an estimated discharge date at the time of the 
patients’ 72 hour assessment, was adapted to include an EDD for each patient. The board lists the 
‘who, what and when’ of tasks needed to achieve timely discharge on that date. The PSAG board 
became seen as pivotal in ensuring timely throughput of patients from hospital to home.  The 
report author concluded that: ‘The adoption of the Productive Ward, with its emphasis on a holistic 
view of service improvement, has helped the disparate teams within the Trust to start to overcome 
some of the perceived impenetrable organizational boundaries, and to adopt a more joined-up 
approach to service delivery’ (Lennard, 2014:95). 
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Theory of Constraints

A further management approach is TOC or Theory of Constraints which in principle sees that 
any ‘manageable’ system is only limited in achieving more of its goals, by a small number of 
constraints. In an acute healthcare setting with the need to improve patient flow, delays in 
discharge are seen as a constraint. One of the ‘time buffer’ management TOC ‘tools’ available 
to Trusts is the QFI Discharge Jonah software package and its associated ‘way of working’. The 
principle is that shortened LOS will only be achieved when all support activities are subordinated 
to the medical needs of the patients. The aim is that the patient’s position within the health and 
social care pathway is determined by medical needs alone (Stratton and Knight, 2010). Time 
buffer management has been implemented across many hospitals within the UK. However as 
found from a case study of four Acute Trusts in England, whilst there is evidence of significant and 
rapid improvement in LOS having been achieved (down by 20%) there have been issues with the 
sustainability of this approach which were related to application of the software. They are described 
in the following; 

Experience of the use of TOC is once again described but in the case below with specific reference 
to EDDs or planned discharge dates. The information comes from QFI Consulting from their work 
with Barnet, Enfield and Haringey Mental Health Trust. They describe how the Trust saw blocked 
beds as an entrenched problem, but that staff and managers assumed that the delays were mainly 
due to external factors (for example, a lack of suitable and safe housing). QFI demonstrated to the 
Trust how their own behaviours and processes could be delaying care and treatment and what now 
follows is their description of how they have addressed the issue.

“Sustainability issues were evident however and were traced, at least in 
part, to lack of adherence to one or more of the functional elements of 
the system. Practice varied between wards and it was evident there was 
correlation between reduced LOS and the ward discipline in updating 
the system and holding buffer meetings. However, these buffer 
management meetings need to avoid any sense of blame, as there was 
evidence that this had resulted in discharge dates being extended in 
some wards to avoid the perceived pressure in such meetings” 

(Stratton and Knight, 2010:494).

‘Now, working with QFI, clinicians calculate each service user’s planned 
discharge date, assuming all the clinical services would be available 
when needed. Key clinical and social care tasks are highlighted for 
action during the service user’s journey, with task times and managers. 
Any potential social, accommodation and welfare issues are flagged 
for discussion with care coordinators and housing agencies. Within 24 
hours of admission, each patient is given a planned date of discharge 
and these are recorded in an active database that all health and social 
care staff have access to. We encourage staff to continually think about 
the goal of this episode of care and how long the service user really 
needs to be in their care. We ask them to put a realistic end-point on 
patient care that everyone can work towards. In this way, clinicians 
quickly become more task-orientated and can see how their actions are 
helping service users to get better and progress out of acute care’ 

(Warner, 2013:29).
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In order to illustrate that the issue is not confined to the English NHS, the following case study 
example comes from the experiences of using TOC in a Medium Care Cardiology Unit at the 
Erasmus Medical Centre, the largest university hospital in Holland. It demonstrates the practical 
issues or barriers that were perceived as existing to the implementation of TOC in relation to EDDs 
and how they were worked around. 

Gerristen (2014) found that predicting an EDD for every patient at admission was not easy to 
implement, not least due to concerns that in many cases diagnosis is not specific enough to predict 
with a high certainty when the patient will be medically fit enough to be discharged.  Concerns 
were expressed that by setting an EDD it might put pressure on LOS in terms of trying to shorten 
patient recovery times and lead to the pressure to discharge too early. Additionally the worry 
was expressed that measuring against an EDD might feel as if the accuracy of the prediction and 
therefore the qualification of the doctors was being assessed.  

However, staff concerns were allayed once it was decided that data on previous and current 
patients that was held in the existing medical database would be used in order to decide on 
guidelines for the EDD.  The team then mapped the entire discharge process, they found there to 
be 22 process steps and each of these was then incorporated into a discharge checklist. As a result 
a complete checklist of activities is planned for each patient based on their individual EDD in order 
to make sure that all activities are started on time. 

Once an EDD is set, time on the ward is divided into three ‘sections’ the first 50% is green, the next 
25% is yellow and the last 25% is red. If the EDD is not met, the time exceeding the EDD is black. 
In conjunction with this the department devised Discharge Determining Tasks - all the activities 
necessary and when each task should be performed. This created red, yellow and green tasks. The 
complete checklist and coloured timings was integrated into the existing software tool the ward 
used for displaying bed occupancy. In the bed occupancy overview the EDD is displayed next to the 
patient name and bed number and if actions are not completed in time, an exclamation mark will 
be displayed per ‘phase’. EDDs are then discussed at each ward round and patients, nurses and 
doctors all feel able to remind each other of the EDD approaching (Gerritsen, 2014).
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Concluding Comments

One of the questions that is not entirely solved in the literature, is that considering the setting of 
EDDs as advocated by national guidance appears regularly in material published by hospitals, why 
is there so little evidence of hospitals having taken the opportunity of auditing the practice or why 
is it that what evidence there is, shows such variability in implementation. A skeptics reply might 
be that; ‘The presence of a hospital policy or procedure is not a good marker of actual practice’ 
(RCPsych 2011:3). Another reason may be that, as discussed previously, the idea that setting an 
EDD is related to LOS has only more recently gained momentum in terms of contributing to the 
need to increase hospital productivity.  A further possible answer may be that, whilst the setting 
of EDDs and their use has been shown to have multiple benefits in practice, perhaps these are not 
always appreciated by those concerned in their implementation. There is the general understanding 
that implementing new practices relies on achieving the support of those who will enact them not 
least because implementation always involves change in behaviours. Attitudes and organizational 
factors are known to be major contributory factors to the effectiveness of the overall discharge 
process (Patterson et al., 2010, WHO, 2013). 

Possibly then one answer may lie in the much wider debate concerning staff engagement. 
The standard advice is that organisations should use survey data as their first measure towards 
understanding staff perceptions regarding change (NHS Networks, 2013). Results from NHS Staff 
surveys show overall engagement levels across the NHS have risen over the last two years (IES, 
2014) however, aggregated survey findings can mask significant variation (POCF, 2014) particularly 
by professional grouping. Therefore it is plausible to suggest that in instances where EDDs are not 
being set, it may, following the recommendation by the King’s Fund (2014), be that further analysis 
and discussion of staff survey results for example, on how staff perceive communication between 
senior management and staff, or on how effective staff feel team working is may be of benefit for 
those working to ensure that EDDs become embedded into routine practice. 

And so finally, mirroring the situation found within the literature, this SPARKLER does not end by 
presenting a ‘piece of firm evidence’, but in noting the evidence that a lack of medical engagement 
presents significant problems in the organisational pursuit for change and improvement (Hamilton 
et al., 2008) recognises that the only thing worse than estimating a date of discharge without 
contribution from the MDT is not estimating a date of discharge (Lees, 2012).

Sue Rowley and Lucy Sitton-Kent. October 2015.
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Additional Resources

Copy of Care coordination requirements in NSW showing the prominence of EDDs (Source: MoH, 
NSW, 2011:4). Accessible: http://www0.health.nsw.gov.au/policies/pd/2011/pdf/PD2011_015.pdf

Estimated Date of Discharge - definition

The Estimated Date of Discharge (EDD) predicts the likely date that a patient will be transferred 
from hospital back into the community. It provides everyone involved in the patient’s care, including 
the patient and their family/carer(s), with a projected date to coordinate the patient’s requirements. 
While for some patients, the EDD may change due to clinical issues; review of best practice 
confirms that an accurate EDD can be set for most patients. Discussions with the patient and their 
family/carer(s), GP, community health and service providers should occur early, for effective care 
planning.

• Any changes to the EDD for clinical reasons or delays in transfer beyond the EDD are to be 
recorded and relevant staff informed. In this situation it is necessary to contact any relevant 
community service providers to advise them of the altered EDD. A regular review process will 
keep staff as well as the patient and their family/carer(s) informed of their patient’s progress.

• A patient’s EDD should be visible near their bed, reminding staff of the date they are working 
towards and informing the patient and their family or carer(s).

• The multidisciplinary team should use the EDD to synchronise referrals to other teams and/or 
disciplines that are not involved in regular multidisciplinary team reviews.

• If the patient’s condition deteriorates it is appropriate to revise the EDD.

• If a patient does not leave when indicated by the EDD due to system delays it is not appropriate 
to change the EDD. The delay reason must be recorded and a system to review those delays 
put in place. 

Local processes need to be in place to escalate system delays through patient flow and bed 
management meetings. IT tools for example, should be used to track these delays and identify the 
main constraints within the hospital. This data should be used to drive necessary system change to 
reduce delays in future.

Care Coordination: Planning from Admission to 
Transfer of Care in NSW Public Hospitals

PROCEDURES

Issue date: March 2011

PD2011_015
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