Why Patients
Get Delayed
A Theory of Constraints
perspective on unnecessary
increases in length of stay
By Alex Dinham, QFI Consulting

Delayed patient discharge and unnecessary,
non-clinically justified extensions to length
of stay are an endemic and costly problem
in advanced healthcare systems worldwide.
Length of stay increases risk to many patients
and is associated with poor service levels.
It also consumes huge resource at a time when
many systems are seeking to save money. This
paper attempts to explain, from a Theory of
Constraints perspective, the process and human
psychological dynamics that, when improperly
managed, combine to make delays almost
inevitable. It will be of interest to healthcare
professionals and managers of all descriptions
who seek a more in-depth understanding of how
the phenomena described play out and their
effects on a healthcare system.
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Introduction
The objective of this paper is to explain why
many patients experience delays to their
safe and timely discharge from an in-patient
episode. The discharge process possesses
characteristics that make delays beyond the
point at which patients are clinically fit for
discharge inevitable for many patients. The
human response to delays experienced in the
discharge process compound the problem,
frequently making delays more likely and
severe. Acute, community, rehabilitation and
mental healthcare settings all experience the
same effect to differing degrees.

To understand this phenomenon in detail
this paper will explain:
• How dependent events and statistical
fluctuation in completion times combine to
cause delays that are passed on and prevent
faster than expected completion being
capitalised on.
• Why convergent points in a process, where
several inputs are required for the next stage of
the process to begin, significantly increase the
likelihood of delay.
• How the characteristics listed above put staff in
a chronic dilemma between doing what is best to
maintain patient flow and the productive use of
scarce resource.

The analysis presented in the paper draws
heavily on the Theory of Constraints (TOC). TOC
is an improvement methodology for complex
human systems, or organisations, that has been
developed since the 1970s by Israeli physicist
Dr. Eliyahu M. Goldratt and others. It is beyond
the scope of this document to explain the Theory
of Constraints, its development and the scope
of its body of knowledge but visiting www.
qficonsulting.com/healthcare will give the reader
a good introduction to its use in healthcare.
The paper begins with a brief review of the
consequences of delayed discharges and then
goes on to explain why it is often so difficult to
discharge patients in a safe and timely manner.

• Why the human response to frequent delay
results in several behaviours or practices that
compound the problem, such as:
- Setting inflated ‘realistic’ Estimated Dates of
Discharge (EDD) that bear little relation to the
individual patient’s clinical needs.
- The ‘Student Syndrome’ where tasks are left to the
last possible opportunity to be completed.
- ‘Parkinson’s Law’ where the work required
expands to fill the time available and often 		
results in additional work.
- Healthcare professionals ‘bad multi-tasking’
across many open tasks simultaneously and
delaying the completion of all as a result.
- ‘Batching’ work of a similar kind, or the 		
availability of a resource, to set intervals
of time.
• The additional common characteristics of
healthcare systems that, where present,
exacerbate and compound the problem.
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The consequences of
delayed discharge
Frequently patients find their discharge from
an in-patient episode delayed beyond the
point at which they were able to leave from a
clinical perspective. This is clearly undesirable
and results in:
• The patient remaining in a bed that is clinically
inappropriate for the care they need and
delaying their access to more appropriate care
or their return home.

• Failure to achieve access targets (where they
exist) as patients cannot be discharged from
the emergency department or short-stay acute
assessment units to an in-patient bed.

• Incoming patients who require the bed being
prevented from accessing it in a timely manner.

• Staff who feel frustrated, disillusioned,
disempowered and unable to resolve the ‘same
old problems’, ultimately resulting in apathy.

• Patients being placed as ‘outliers’ in the ‘wrong’
ward, who then often experience considerable
delays to their discharge as a result of being
placed away from their ‘home’ specialty ward.
• Cancellation of elective surgical procedures due
to unavailability of appropriate beds.
• Increased risk of acquiring secondary
infections.
• Increased risk of institutionalisation (for some
patients).

• Senior staff devoting considerable amounts of
time to fire-fighting the latest bed crisis.
• Extremely high stress levels among staff during
times of peak demand for beds.
• A significant proportion of the healthcare
budget being wasted while patients are
detained in a less appropriate clinical setting
that is more expensive to run than a more
appropriate facility where care is relatively
‘cheaper’ to provide, or discharged from the
healthcare system altogether.

• Increased difficulty in placing incoming patients
in same-sex wards.

From the author’s experience and that of experienced colleagues, it is not
uncommon to find a significant number of patients in delay on any given ward
– usually between 10% and 50% – and often several patients in the hospital
experiencing delays of 100 days or more beyond the point at which they were
clinically fit to be discharged. This obviously represents an enormous waste of
capacity and resource.
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The causes of
delayed discharge
There are a number of characteristics of the way in which healthcare systems
work that combine in an unhelpful way to cause endemic unnecessary non-clinical
delays to patient discharges. These characteristics are not healthcare specific1;
rather they relate to the way in which processes function. Each of them and how
they interact is described below.

Dependent events, statistical
fluctuation and skewed distributions
Dependent Events:
Resource A must complete its work before Resource B can begin

A

B

C

D

Flow through the Process

Fig 1: Dependent Events

There are many instances in a busy hospital ward where processes dictate that one
healthcare professional must complete their work and hand the output to a colleague
before that colleague can begin their work (Fig. 1: Dependent Events). For example,
in the UK National Health Service nurses are often responsible for completing patient
referrals to Social Services2. The Social Services staff cannot begin their work for the
patient before the nurses have completed the referral forms.
Dependent events3 are a feature of all processes and they are not necessarily a
problem. However, when they are combined with variation in the time it takes to
complete a task, as in reality they must be, the impact on the rate of throughput4 the
process generates can be devastating. Statistical fluctuation5, or variation, in the time
it takes to complete a task can often result in instances where the upstream resource
takes longer to complete a task than average.

1.
2.
3.
4.

5.

In fact, they are little or no different to those present in many other industries that may, at face value, appear quite different from healthcare.
In the UK, social workers are employed by the local government rather than the NHS.
p. 86, ‘The Goal’, 2nd Edition. Eliyahu M. Goldratt, 1993
Throughput in the Theory of Constraints is defined as the rate at which the system generates ‘goal’ units. The goal of most healthcare
organisations is to treat patients and these are usually measured as completed episodes or similar.
p. 87, ‘The Goal’, 2nd Edition. Eliyahu M. Goldratt, 1993
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Fig. 2: A Normal Distribution

This then prevents the release of work to the
downstream resource who may, by the time the
work is released, be engaged in other work,
have moved to a different ward or ended their
working day, making them unable to work on
the output of the upstream resource. This delay
may be minor in isolation but can, and often
does, feed on down the chain of activities and
ultimately result in a delayed discharge. The
impact of this phenomenon is increased when
processes have many more than two dependent
events and there are several or even many
(patient) cases being simultaneously processed.
Delays accumulate over time.
It is an unfortunate fact that reality is often
less helpful than we would like it to be. The

6.
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p. 45, ‘Critical Chain’, Eliyahu M. Goldratt, 1997

statistical distribution that tasks describe in their
completion times is rarely a ‘normal’ or ‘bellshaped’ curve (see Fig. 2: A Normal Distribution)
(Goldratt, 1997).
The distribution of task time completion in reality
is skewed to the right (see Fig. 3: A Skewed
Distribution)6. Some things do take far longer
than they are expected to.
Think of the following situation: the journey
from home to place of work is for many people
the same route day in, day out, repeated
many, many times. Many journeys will take
the average time, plus or minus a few minutes
either side. Most people will be able to
remember occasionally pleasant journeys
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Fig. 3: A Skewed Distribution

that have been far faster than the average.
However, there will also be a not insignificant
number of journeys that take much longer than
the average time to complete. The important
point to understand is that the fastest of task
completions is far closer to the average time
than the longest of task completion times.
Task completion distributions are skewed to
the right and it is not uncommon to experience
completion times that are twice, three or even
more times the average completion time.
The consequence is that it becomes impossible to
catch up when one task in a process takes much
longer to complete than expected. The chance
of many succeeding tasks being completed in
extremely fast times to make up for the delay is, by

definition, negligible. Delays therefore accumulate.
Furthermore, delays are not necessarily due to
exceptional circumstances or a special cause.
Variation is simply an inherent characteristic of
complex organisations.
Therefore, where processes have dependent
events – as they must – and task completion
times obey skewed distributions – as they almost
always do – the two can combine to cause
disproportionate delays to the safe and timely
discharge of many patients. Indeed, patients who
are very similar in terms of their demographics
and clinical conditions can experience vastly
different lengths of stay, with the delays
experienced by the more unfortunate patient
inexplicable from a clinical perspective.
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Convergent points

Convergent points in processes can also result in
significant, and even catastrophic, reductions in
throughput. A convergent point is a dependent
event within a process that requires inputs from
two or more preceding separate dependent
events (that are working in parallel) in order for the
‘convergent process’ to begin its work7
An obvious example of a convergent point in
the healthcare environment is surgery. This
process requires inputs such as a patient, a
surgeon, medical records, sterile goods, blood
and sometimes special equipment. If any
one input is missing the operation is, at best,
delayed (possibly causing the cancellation of
surgery for patients further down the same
theatre list) and, at worst, cancelled.

• doctor(s) to make a decision to discharge,

The more pertinent example is, of course, the
patient discharge process itself. Discharging
a patient is often a complex task that requires
inputs from multiple preceding resources. For
instance, in the UK an elderly patient being
safely discharged from an acute hospital
will often require the synchronised and near
simultaneous efforts of a:

• representatives from other care providers if
the patient requires a care package funded or
provided by that organisation,

• pharmacist to prepare any medication,
• physiotherapist to complete any relevant
assessments the patient might require,
• occupational therapist to complete any relevant
assessments the patient might require,

• Social Services if the patient requires a care
package that a local government agency funds
or provides,
• nurse, a porter and transport/ambulance staff
to assist the physical discharge of the patient,
• family member(s) to assist the patient’s discharge.

7.
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p. 122, ‘Critical Chain’, Eliyahu M. Goldratt, 1997

Convergent Points:
Resources A, B, C and D must complete
their work before Resource E can begin

Flow through
the process

A
B
C

E

D

Discharges can be delayed if any one of
the people involved is absent or does not
complete their ‘input’ prior to the patient
being ready to be discharged, or is simply
later in completing their work than the
other resources working on the discharge.
Furthermore, many of these people can delay
the discharge if, for whatever reason, they do
not agree with the discharge date or plan. For
example, if the patient is being discharged
to a community hospital for further care and

there are disagreements as to who should
fund the care then the discharge often is
delayed. Similarly, if the patient’s family does
not agree with the placement of the patient
they too are often able to delay the discharge.
This situation does not even consider the
additional delay caused when the discharge
destination is not ready to receive the patient.
Very similar conditions exist when discharging
patients from community, rehabilitation and
mental health care settings.
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The chances of all resources inputting to the discharge process completing their work on time
are very low. Think of the following situation: let’s assume that a patient being discharged from
hospital requires some form of input from five healthcare professionals – a doctor, pharmacist,
nurse, physiotherapist and social worker – all of whom are very reliable people. In fact, they are so
reliable it can be assumed that eight times out of ten they complete their work on time as promised.
Remember, the discharge process is a convergent point: all five must complete their work before the
patient can be moved. What, then, are the chances of all five finishing on time? They are:

= 0.8 x 0.8 x 0.8 x 0.8 x 0.8 =32.8%

Probability of on-time discharge

In other words, a one-in-three chance of discharging
the patient when originally planned.

What if the resources are less reliable?
Let’s say they deliver on time 60% of the time:

Probability of on-time discharge

= 0.6 x 0.6 x 0.6 x 0.6 x 0.6 =7.8%
A less than 8% chance of a timely discharge.

The table below shows a number of scenarios with different numbers of professionals of
differing reliabilities working on a patient’s discharge. Reality is much more messy than these
neat calculations. The number of professionals involved will vary for different patients, as will
the individual reliability of each which will be determined by factors such as level of expertise
and workload on the given day. When the input to the discharge process is preceded by other
dependent events that themselves have statistical fluctuation that is skewed in nature, the outlook
becomes even more uncertain.
Number of resources contributing to
the discharge
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Reliability of
on-time completion

Probability of
on-time discharge

3

90%

72.9%

3

70%

34.3%

3

50%

15.6%

5

90%

59%

5

70%

16.8%

5

50%

3.1%

7

90%

47.8%

7

70%

8.2%

7

50%

0.8%

Summary

Let’s take stock. When a process has:
• dependent events, where one person must finish
their work before another can begin,
• statistical fluctuation that is skewed in nature,
meaning sometimes things take a lot longer
than expected,

it should not come as a surprise that so many
patients experience frustrating, unnecessary,
non-clinical delays to their discharge. It should
also be no surprise that a significant proportion
of the healthcare budget is currently devoted
to managing patients who should be receiving
care elsewhere in the system, or should even
have left it altogether.

• a complex convergent point in the process
requiring inputs from many different professionals,
like the patient discharge process,
• the above combine to significantly increase
the probability that at least one discharge task
experiences a delay, and sometimes a long delay,
• the majority of the professionals involved
having multiple other patients that they must
work with, and other responsibilities that they
must progress too,
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Between a rock and a hard place:
global versus local optimisation
Faced with this complex reality, it is
obvious that working in healthcare
organisations can often be an unusually
challenging and stressful vocation.
Staff are caught on the horns of a dilemma (see Fig. 5).
They are acutely aware of the need to discharge ‘fit’ patients and free
beds to receive incoming patients; in other words, to increase patient
flow. To discharge patients in a safe and timely manner it is necessary
for them to focus their efforts on discharge priorities requiring the
synchronised and nearly simultaneous efforts of several other resources.

11

Requirement

Action

Increase patient
flow

Work according to
discharge priorites

Objective
Dilemma

Provide excellent
clinical care

Requirement

Action

Efficient use of
scarce resource

Work according to
local optima

Fig 5: The Global Versus Local Dilemma

The constant pressure to make efficient use
of available resource, combined with the need
to maintain patient flow (i.e. discharging fit
patients), results in a dynamic and constantly
shifting allocation of effort between doing
what is best for the patient and hospital on the
one hand and what is optimal for the ‘local’
part of the system on the other.
This is not to say that staff ignore all else in the
pursuit of efficiency. Clinical considerations
always take priority and rightly so. When
an urgent clinical issue requires attention,
healthcare professionals prioritise it above
all else and concerns about efficiency are
unceremoniously discarded. However, when
the clinically urgent issues have been attended
to the dilemma rears its ugly head once again.

Similarly, in a bed crisis local efficiency is discarded
to ensure sufficient discharges are carried out and
enough free beds created to alleviate the pressure
on the hospital. When the pressure is off, the quest
for efficiency re-commences.
Unfortunately, the role of the dilemma in
causing the bed crisis is rarely considered.
Dependent events, statistical fluctuation and
convergent points are a fact. However, the
dilemma staff find themselves caught in, and
the well-intentioned human response, are a
matter of choice. Unfortunately, the choice
that is often made significantly exacerbates
the problem and its consequences, as will be
explained in the next section.
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How human behaviour
makes the problem worse
The characteristics of the discharge process
described above dramatically affect staff
expectations of the system’s ability to perform.
If things rarely happen as quickly as expected,
or if everything always happens late, it is not
unreasonable to conclude that previous high
expectations were unrealistic. The seemingly
logical response is to lower expectations for the
future. Experiencing this over long periods of time
simply reinforces the validity of the conclusion and
expectations for the speed at which patients will
move through the system are lowered.
Unfortunately, this ‘logical’ conclusion leads to five human behaviours or working
practices that further erode the system’s performance. It must be stressed that
it is never the intention of staff to do anything that diminishes the ability of the
system to treat patients in a safe and timely manner – nobody goes to work in the
morning asking themselves, “How can I really screw things up today?” However, an
apparently logical conclusion can be founded on an invalid assumption and results in
a ‘solution’ that further compounds the problem rather than alleviates it.
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‘Realistic’ estimated
dates of discharge
When a healthcare system is unable to discharge
patients in a manner that staff expect that it
should, setting challenging expectations for a
patient’s Estimated Date of Discharge (EDD)
seems futile8. Staff are highly unlikely to rush
to meet an ambitious EDD when they know
that the odds are greatly stacked against them
and something over which they have little or
no control is likely to make their efforts come
to nothing. Repeated experience of this is
extremely demoralising.
Far better, and easier, is to adjust
expectations accordingly and factor in to the
EDD the likelihood of delays of one kind or
another 9. This results in EDDs set at what is
thought to be a more ‘realistic’ duration that
accounts not only for the patient’s recovery
but also includes ‘safety time’ for the almost
inevitable problems likely to be encountered
while discharging the patient. As a formula it
might be expressed in the following way:
EDD =
Time until ‘clinical fitness to be discharged’
+ Impact of latest delay(s)
+ Safety factor (to cover a subjective 		
assessment of further likely delays and
their magnitude)
Over the last few years the author has
personally heard, or been told of by
colleagues, the following examples of the
considerations made when setting an EDD:
• “The EDD should be Friday but by the time the
patient is ready to leave it will be the afternoon
and Transport won’t be available then as they
don’t work Friday afternoon. So we’ll set the
EDD for the following Monday.”

• “The Continuing Care Panel meets on
Wednesdays. As this patient requires a
care package we should set the EDD for
the Thursday after the case is considered”,
regardless of the patient being ready to go
before the Wednesday.
• “Dr John Smith does his ward rounds on
Thursdays so we’ll set the EDD for Friday.”10
• “The O/T is on annual leave and cannot do the
home assessment until next week. So we will
set the EDD for when she gets back.”
• “Social Services don’t like us to discharge
patients on a Friday if they need to support
the patient over the weekend. They have
difficulty providing cover. We’ll set the EDD
for Monday.”
• “The family is on holiday and don’t want the
patient discharged until they return.”
• “The Discharge Coordinators can’t do the
forms until next week.”
• “This patient is really lovely and we really like
her. Let’s let her stay a bit longer.”
This is a small sample to illustrate the point.
The result is inflated EDDs that equate to a
‘low-risk’ estimate of when the patient can
be discharged, with a correspondingly longer
than necessary length of stay. It also sets the
scene for four further behaviours and working
practices that cause a further deterioration in
system performance.

Current users of QFI’s Discharge Jonah approach may be confused by the reference to EDDs, as opposed to the Planned Date of
Discharge (PDD) used by the QFI approach. EDD in common usage – i.e. before a QFI Jonah implementation – usually refers simply to
the latest estimate of the date at which a (delayed) patient can be discharged. Planned Dates of Discharge are quite different in that
they refer to the date at which the patient is likely to be, or is actually, clinically fit for discharge in a safe and timely manner. There is no
allowance in a PDD for unnecessary delay to the patient’s journey and this is not factored into the calculation. The purpose of this is to
encourage staff to plan according to the patient’s needs rather than the delay the patient incurs.
9.
p. 46, ‘Critical Chain’, Eliyahu M. Goldratt, 1997
10.
Not the doctor’s real name
8.
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Student Syndrome
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Fig. 6: The Student Syndrome

Everyone can identify with Student Syndrome
– we have all suffered from it at one time or
another! Student Syndrome occurs when a
task is put off until the last minute and results in
frantic activity to hit a now impending deadline
that was known of for a long time11. Sometimes
the only problem is a little stress caused by the
rushing. Often the result is a missed deadline.
When work is delayed until close to the deadline
the probability of completing the work by the
deadline drops dramatically and the probability
of finishing late is increased significantly.
Of course, Murphy’s Law dictates that whatever
can go wrong will go wrong at the worst
possible moment. When Student Syndrome
is present it inevitably means Murphy strikes
close to the due date, almost guaranteeing a
late finish.
How does this translate into activity on a
hospital ward? When EDDs are set so far
into the future, and the discharge date is not
imminent, the response is often to put off

11.
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p.124, ‘Critical Chain, Eliyahu M. Goldratt, 1997

performing the tasks required for the discharge
and to focus on more pressing issues, i.e.
today’s priorities and deadlines. It is not that
staff are lazy and avoiding work; far from it.
Rather the combination of dependent events
and statistical fluctuation in the processes staff
follow and the complexity of the discharge
process (a convergent point), combined with
distant EDDs for many patients, means that
it is natural to focus efforts on those more
pressing tasks and patients who have clinical
priorities or earlier EDDs. Nevertheless, the
net result is that the safety time built into the
original EDD is misused by the healthcare
professional doing work elsewhere. When work
is left to the last minute the chances of being
late are dramatically increased. Any chance
that there was of the patient being discharged
early is completely eliminated. At worst, an
already longer than necessary stay can be
further extended by leaving the discharge
activities until close to the EDD and results in
an additional unnecessary stay for the patient
whose discharge is delayed.

Parkinson’s Law

Effort

Activity

Time

Cecil Northcote Parkinson’s eponymous law
states that ‘work expands to fill the time available
for its completion.’12 On a ward where EDDs are
‘realistic’ – i.e. unnecessarily elongated from a
clinical perspective – tasks related to discharging
the patient can consume all of the available time
up to the EDD, even in the absence of any delay.
Parkinson’s Law has three forms. First, ‘gold
plating’ occurs when staff go way beyond what
is necessary to complete a task safely and
satisfactorily. Their capacity is consumed by
‘over-working’ the task (capacity which could have
been redeployed to work on another pressing
task) and prevents the task from finishing as early
as it could have, again eliminating any residual
possibility of a discharge earlier than the EDD.
Second, ‘the three-minute-egg’ rule is where
the time it takes to complete a task becomes
associated with the quality of the output: “Only
boiling the egg for three minutes will result in a
good egg!” Or, for example, on a ward: “All our
patients stay for at least 30 days of rehab”, a

12.

statement which clearly demonstrates the focus
is on the process of how care is provided, as
opposed to where it should be – on the individual
condition and needs of the patient.
The third form of Parkinson’s Law is where
early finishes are not reported for fear of raising
expectations for future performance. If all the
inputs required to safely discharge a patient
are in place it can occasionally happen that the
earlier discharge is not made or, more insidiously,
not reported. This avoids raising expectations
for future performance or incurring the additional
work of admitting a new patient to the now empty
bed when the ward is already busy.
When EDDs are extended to account for the
likelihood of delays, Student Syndrome and
Parkinson’s Law can creep into the system.
Both diminish the likelihood of catching up after
other parts of the process experience delay.
Both also contribute to slowing patient flow and
become causes of additional and unwarranted
extensions to length of stay.

“Parkinson’s Law”, The Economist, 9th November 1955
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Completing each task
before moving to the next

Bad multi-tasking
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Task A,B & C take
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Tasks take four days
when bad multi-tasking
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days and two days
spent waiting).
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Fig. 7: Bad Multi-Tasking

Bad multi-tasking is the most devastating
of the behaviours discussed here. It is the
workplace equivalent of a circus performer trying
to keep several precariously balanced plates
simultaneously spinning on poles, frantically
rushing from pole to pole in a desperate attempt
to keep all from crashing to the ground.
Bad multi-tasking occurs where staff attempt to
do the equivalent with multiple tasks13. Work is
started on a task and is progressed for a period
of time. Before the task is completed the staff
member moves to start or progress another task,
leaving the first task waiting to be completed.
Bad multi-tasking can lead to many tasks being
simultaneously ‘open’ as the staff member rushes
from one to the other trying to show progress on
all fronts. While the resource is apparently very
busy the devastating impact on throughput arises
from the waiting times imposed on all open tasks
(see Fig 7: Bad Multi-Tasking). The waiting times
are often many times greater than the time it takes
to complete the task. Hence the total ‘elapsed
time’ from beginning the task to completing it is
far longer than the actual ‘touch time’ required

13.
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to complete the task in one concentrated
effort. As tasks take far longer to complete than
originally envisaged, length of stay is increased
and throughput, or numbers of patients safely
discharged, drops dramatically.
Far worse, when bad multi-tasking is widespread,
a devastating but invalid conclusion can quickly
gain currency. With everyone working extremely
hard all the time and tasks taking a very long time
to complete, the false conclusion is drawn that the
system is overloaded and the only solution is to add
yet more resource to cope with demand. As every
day becomes characterised by hard and constant
effort for little reward the invalid conclusion
becomes so entrenched that proposed solutions to
the problem that do not include additional resource
are dismissed out of hand.
Not only is the conclusion incorrect, stymieing
attempts to improve performance and even
making it worse, the problem can be solved
without more resource. Indeed, it is frequently
the case that less resource is required to do a
greater volume of work.

Batching

‘Batching’ occurs where work of the same kind
or similar nature is organised for processing
within the same time period at set intervals. It is
the final of the five human behaviours or working
practices that are devastating to patient flow.

days to their length of stay! A bold man may
even hypothesize that the length of stay on a
ward where such practices are prevalent is
probably at least three days longer than it could
and should be.

There are numerous examples of batching in the
Other examples of batching in practice include:
healthcare environment. The classic example
• Continuing care panels that convene once
is the weekly ‘grand ward round’ performed by
the lead consultant for the ward. While there
a week, bi-weekly or even monthly. This
may be arguments for working in this way
is particularly devastating when rejected
that make sense from the perspective of local
applications have to re-apply at the next meeting
optimisation, it is utterly devastating to patient
or to a different panel that is not immediately
flow and nonsensical from a global perspective.
after the first.
When decision-making on patient needs and
• Informing ward staff of discharge decisions
flow happens only once a week unnecessary
increases in length of stay are inevitable.
after the ward round, over-loading ward staff,
transport, etc. with multiple discharges late in
Imagine this: the consultant for the ward holds a
the day and increasing the chances of patients
grand ward round every Thursday morning. At
staying another night on the ward.
the ward round several types of decisions are
• Writing up discharge scripts as a batch after
made, one of which is whether the patient is
ready for discharge and when they should go.
ward rounds and over-loading pharmacists as
The chance of a patient on the ward becoming
several wards simultaneously send multiple
fit for discharge on this one day in the week,
scripts to the pharmacy, which then gets blamed
and therefore receiving a timely discharge
for delaying patient discharges.
decision, is one in seven, or 14%. When
• Nurses batching the day’s referrals to be
discharge decisions are made once a week,
and other staff are not empowered to lead the
processed after the other business of the ward
discharge process, it is inevitable that at least
has been completed.
some of the ward’s other patients, i.e. those
• Social workers batching the processing of care
who become fit for discharge on any day other
than Thursday, experience some level of delay
referrals by ward.
to their discharge. This is a direct consequence
• Occupational therapists performing home visits
of the batched availability of the consultant,
who in this case is the prime decision-maker.
by a particular day of the week.
Indeed, any patient who is not quite ready to be
discharged on Thursday and whose discharge
Even just a few of the above can dramatically
decision is deferred to the following week’s
slow patient flow.
meeting but then makes speedier progress than
imagined following the ward round and is ready
on Saturday or even Friday to be discharged,
will incur at least four unnecessary additional

18

Additional complexity
exacerbates the problem
With only a little knowledge of hospital life one can
understand how complexity multiplies when the
above factors are combined with the following:
• Many, many more patients.

• Staff regularly rotating to new assignments.

• Daily fluctuations in demand for different
specialty beds and by gender, and with some
patients requiring beds in isolated rooms.

• Staff not being trained in effective
discharge planning.

• More types of healthcare professional with
different priorities and working practices.

• Insufficient numbers of staff
trained in conducting the required
discharge assessments.

• Different agencies working together to deliver
the service.

• Services provided across different
physical locations.

• Decisions on patient care and discharge not
being made in a timely manner.

• Patients who sometimes do not want
to be discharged.

• Less than harmonious relationships between staff.

• Families who do not want patients
to be discharged.

• Decisions made on continuing care and
funding at intervals planned for bureaucratic
convenience rather than patient care.
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• Scarcity of free beds in the downstream
healthcare system.

Conclusion

It must be recognised that the global versus local
dilemma exists without the additional complexity
described in the previous section. The dilemma
exists as a result of the inherent characteristics of the
healthcare system, the assumptions we hold and the
behaviours and working practices adopted to cope
with its complexity. The system possesses:
• Dependent events.
• Statistical fluctuations that are skewed in nature.
• Convergent points in critical processes
like discharge.
The above combine to make delay an endemic
and almost inevitable feature of the system.
The human response to chronic and persistent
delay often includes:
• Setting inflated or ‘realistic’ estimated
discharge dates.
• Falling prey to Student Syndrome and
Parkinson’s Law when there is actually more
time to complete the work than required.

These characteristics and behaviours combine
to place healthcare workers in a chronic dilemma
between doing what is best for the patients and
the hospital on the one hand and the efficient use
of the seemingly scarce resource or capacity that
is available on the other.
This dilemma and its consequences lead to
a myriad of undesirable effects that threaten
the political and economic viability of many
healthcare systems around the world today. The
additional complications described above simply
add fuel to an already brightly burning fire.
Yet there is a viable solution to the dilemma
and a clear path to sustainable and ongoing
improvement of performance. In the
description of the system’s complexity and the
mis-synchronisation of its resources a hint of
the solution reveals itself.

• Indulging in bad multi-tasking when the
priorities are unclear and shifting, and progress
is expected on multiple fronts simultaneously.
• Batching work and the availability of resource, which
dramatically slows, or even stops, patient flow.
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