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Every Life Matters

INTRODUCTION: METHODOLOGY:
This study describes the turn around time of discharge process in Kokilaben Dhirubhai Ambani Study Design:

Hospital. The importance of discharge planning lies in its potential for reducing readmission. Hos-| |Prospective cross sectional study
pital needs clearer, well designed discharge processes for patients as it is directly related to the pa- | |[Study Area:

tient satisfaction level. The purpose of this study was to examine the process of discharge and Kokilaben Dhirubhai Ambani Hospital ,Mumbai

move away from the snapshot study of discharge outcomes. Sample Criteria: A sample of 200 patients were collected
Inclusion Criteria: cash patients of planned and unplanned discharge.

OBJECTIVES:

1. To understand the process flow of discharge. Exclusion Criteria: TPA/Corporate, DAMA, Sleep study patient discharges.

2. To 1dentify the gaps that leads to delay in the discharge process.

3. To find out the areas of improvement in the discharge process. Tools: The tool used for data collection was self-administered Tabulated format.
Sample Size: 200

Froce== r=0 Department: Inpatient department

Sampling Technique : The technique used to collect data was non probability sampling
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FINDINGS :-

1.The analysis is done by dividing the whole process into three steps. These steps were divided to

m MNNMore than 2hours

get an area of focus and to standardize the time for every steps. mWithin 3hours

1. Average time taken in each steps of discharge process of 200 patients:-

Step 1: Doctor recommendation to pre discharge of patients.

Step 2:Pre discharge to final bill settlement.

Step 3:Final bill settlement to physical discharge. 2. 87% cases took more than three hours which need to be reduced
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5. 37 % delay due to doctor come late in round

Delay defime imn steps

ste o 1L = Consultants come late for rounds
= Nurse forgets to inform patient about pre
discharge
= Nurse forgets to Pre Discharge patient
~Patient s relative nmnot present at the time of
ste = discharge
- Patient s relative not present at the time of °Systerr} Error
rdo Ael = N discharge - Insufficient number of computers

-Non availability of HFHCA for pharmacy -Systerm Error at billing counter
return ~-Patient has to wait for lift
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Excaetiam

= Financial problems with patient Problems with printer
- Discharge Summary not prepared on

pPrevious day
Patient’'s relative not presen t at the time of
discharge

Patient prolongs stay because of

transportationissues Delay i
Physical Discharge

Delay in accepting orders

3. Maximum delay in Step 3, which is the duration between billing and physical discharge and billing | e “INon availability of green bags for

FPoor interdepartmental communication rharmacy returmn

~Poor communication between doctors and ~Loss of visiting pass

nurses *Waiting for medicines / reports

- Long queue at the billing counter *Wheelchair / trolley / stretcher not
- Problem / error in final bill available

Reason for delavy A e
- Patient has to wait for any pending
procedure Method Mate a

- Delay in serving lunch

RECOMMENDATIONS:

1. For the discharge of patient there should be minimum allotted time of them 1n advance.
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_— 2. Patient for discharge should be prioritized to be seen first during morning round of con-
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Waited For Report Collection And File=16% 3. Phal‘macy lndent tlme ShOU.ld be ﬁXCd.
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4. 95% delay due to non clinical reason IncongHe ! it =, 4. One HCA head should always be there at

Recommendation:-

CONCLUSION:- BRI pon v s one counter at every floor of inpatients.

For the discharge of patient there should be
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Ay : : vangaimimurm allofted time of them in ad- 5. There should be a coordinator 1n eve
1. Study conclude that most of the delays in discharge process 1s due to the discharge I N S A K -

Patient for discharge should be prioritized to

e e s L D floor who can manage the overall discharge
Summal'y. sulthgtseen first durtng morning round of con-

sultant.

Pharmas¥lt@ident time should be fixed. pr() CceCSS.

Pharmacy indent time should be fixed.

2. Some of the nursing staff were untrained as well as unaware about the proper process OndHTmARAIRAIUR AL Bicki il one

rCl)ne HCA head should always be there at one
bt bead sheplblwpati&gtshere at one . . : . s
of discharge. gy, e
Wher e shonid hecako drdipatatiteienay floor 3 X
e L LI L discharge at least 24 hours in advance
rod¥be can manage the overall discharge P
3. Most of the delays were also happened due to late rounds of doctor even after 12pm. B e ; &
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4. Maximum time taken for discharge process was 10 hours which creates huge dissatisty| | | chrscalgsdhosnadince

It should be made mandatory to write the dis-

action among patients and their UvhoulshsadomagdyipRofanyrie the dis- discharge summary one day prior 1f 1t 1s
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