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Abstract  

Introduction: Improving health institution discharge processes, decreasing readmissions and 

emergency department visits after discharge is on the countrywide issue for health care 

reform and health facility-based improvement tasks, which are unplanned, adverse, 

potentially avoidable, and costly outcomes of hospitalization caused by low patient readiness 

for hospital discharge. A patient's readiness for Hospital Discharge is defined as a patient‟s 

assessment of their own preparedness for discharge and their ability to cope with their illness 

at home. However, a little is known about whether emergency medical patients sufficiently 

prepared for discharge to home after acute care at intermediate phase of recovery.    

Objective: To assess patients‟ readiness for discharge and associated factors in the 

emergency department of black lion specialized teaching hospital Addis Ababa Ethiopia 

from February 17 to July 2020G.C  

Method: An institutional-based cross-sectional prospective study was conducted and all 

patients with a diagnosis of medical conditions, and ready for discharge during the study 

period were included and the collected data was evaluated with SPSS version 25 software.  

Results; the total number of respondents was 159; the mean age of the study subjects is 49 

with a standard deviation of ± 16.7 the majority of the patients 106 (66.7%) reported low 

RHD scores (<7.0), although 53 (33.3%) reported RHD scores (≥7.0). The overall patient-

RHD score was 6.89 ± 0.92. Increased age AOR 16.34 (CI 5.4, 49.02) and high Charlson 

comorbidity index AOR 24.1, (CI 4.1, 44.2) are contributing factors for low patient RHD 

scores. On the other hand, having a spouse as a primary caregiver was predictive of greater 

RHD (AOR 0.31, CI 0.002, 0.56). 

 

Conclusions and recommendations; the finding indicate most patients are being discharged 

without being ready and most are not getting any discharge education. Paying attention to 

adequate discharge planning, providing appropriate discharge education is essential to 

improve patient outcome. 

 

Keywords: Emergency department, Readiness, Patient discharge   
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                                             CHAPTER 1; Introduction  

1.1Background  

The emergency department is a short stay department for patients with selected diagnoses to 

undergo further investigation and get appropriate intervention for a defined time up to 24 

hours(1). The emergency department is increasingly used to avoid hospital admission in patient‟s 

and other patient‟s requiring longer-term treatment may be transferred to the appropriate 

inpatient services for additional care(2) 

A patient's readiness for hospital discharge (RHD) is defined as the assessment of patients 

preparedness for discharge and their ability to cope with their illness at home by patient himself 

or any other health care professional(3). Patients‟ readiness attributes include sufficient recovery 

to allow safe discharge, physical stability, functional ability, competence to manage self-care at 

home, and coping ability(4). More than 35 million discharges annually from acute care hospitals, 

65% are discharged to home inadequacies of discharge preparation are well documented, 

readmission rates range from 8 to 15% in the 1st 30 days in the USA (5).  

Readmission and emergency department (ED) utilization within 30 days following 

hospitalization represent unplanned, adverse, potentially avoidable, and costly outcomes of 

hospitalization that may be attributed in part to inadequate pre-discharge preparation, lack of 

patient‟s and family readiness, poor discharge transition coordination, and unsuccessful coping 

with the needs of self-management at home(6). 

 A study conducted on readiness for discharge has shown that it affects the patient outcomes and 

resulted in readmission, High-quality discharge education is linked to positive perceptions of 

readiness for hospital discharge (RHD); however, patients usually feel that they do not receive 

the necessary information for discharge while receiving much unnecessary information and a low 

perceived RHD is associated with not coping at home and an adverse post-discharge status, 

together with an increased rate of hospital readmissions(7). 
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1.2 Statement of the problem 

Improving health institution discharge processes and decreasing readmissions and emergency 

department (ED) visits in the first 30 days after discharge is on the countrywide issue for health 

care reform and health facility-based improvement tasks (8). However, patients and their 

caregivers have different perspectives about readiness for health facility discharge. Patients' 

perceptions have received limited attention in studies of discharge readiness with discharge 

readiness usually measured using single-item questions with dichotomous or ordinal responses 

and also there is a discrepancy between health professionals believing that patients are ready and 

assessment of readiness for discharge(9). 

A study of 163 hospitalized adults in the USA discovered that unresolved discharge barriers were 

common; 90% of patients were discharged with a minimum of 1 issue that may inhibit a 

good transition to home. Many of those patients were conjointly discharged home with 

none support services. additionally, several of the main barriers patients reported pain, lack of 

understanding around plans, and talent to produce self-care were consistent early admission to 

discharge, suggesting a lost chance to deal with issues present early during a patient‟s stay and 

also their study indicated there are unidentified factors that affect discharge  readiness (10) 

Persons treated and discharged from emergency departments usually are given complicated self-

care directions at the time of discharge. Patients are also expected to manage wounds, 

follow careful medication regimens, assess for complications, and verify once skilled follow-up 

is indicated. Home management could embrace caring for endovenous lines, urinary catheters, 

and orthopedical appliances or maybe a lot of advanced devices like chest tubes, metabolic 

process instrumentation, or internal organ monitors. Crucial medical aid info should be 

explained before discharge, even once patients are anxious, exhausted, and uncomfortable, 

medicated, or have language or psychological feature challenges. Strict adherence to discharge is 

typically essential for recovery and hindrance of complications furthermore as readmission(11). 

There is no research done in our country, according to our knowledge, no study has investigated 

readiness concerning the factors that affect the patient's discharge readiness. Consequently, this 

research has a tendency to fill the knowledge gap on what variables affect patients' readiness for 

hospital discharge as well as recommend appropriate discharge readiness, assessment models. 
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1.3 Significance of the study 

Adding discharge readiness assessment models for assessing patient‟s readiness for discharge 

will improve their utility for pre-discharge identification of risky patients. Formalized assessment 

of discharge readiness, with specific triggers for prevenient interventions before discharge or for 

post-discharge continuing care or surveillance, will improve patient outcome and satisfaction. 

Patient perceptions about pending hospital discharge have only received limited attention and 

this investigation of this area will identify the factors affecting patient's readiness which will help 

to address what is expected from the health care professionals to make appropriate discharge 

instructions. After a short stay in the emergency ward due to acute conditions and being 

discharged will concern patients about their strength, the return of energy, and abilities for self-

care, and this research aimed to identify those and recommend away on appropriate discharge 

instruction. 

 This research is believed to support the effectiveness of discharge preparation interventions and 

offers a clearer understanding of the factors that facilitate or impede discharge preparation and 

patients‟ readiness for discharge. Therefore, this study has a tendency to explore the associations 

between the (socio-demographic, socioeconomic and clinical) factors and patient readiness for 

hospital discharge in emergency medical patients  The finding of this study will provide 

information to the concerned bodies (Governmental and non-governmental organizations) to plan 

important interventions to improve the discharge process. 
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                                                 CHAPTER 2 

2.1 Literature review 

The evaluation of a patient‟s readiness for hospital discharge has been distinguished as a central 

component of the discharge planning process and research in the area of hospital discharge has 

universal relevance, as challenges in connection to hospital discharge are a repeating worldwide 

topic. Issues such as lessening the cost of health care have resulted in shorter hospital stays 

which result in numerous cases is that patients are not prepared to go home because there is less 

time for discharge arrangement(12). Discharge planning is an essential process in the patient‟s 

hospital experience during which needs are identified and evaluated, and assistance is provided 

in anticipation of leaving the facility(13) 

Discharge preparation is a primary function of hospital-based nursing in response to concerns for 

patient safety and quality of care, health care leaders are calling for improvements in care 

coordination across patient conditions, services, settings and over time(14) 

Nurse Managers play an important position in impacting health care offerings. They supply 

medical care and function as leaders on the unit. Nurse Managers have the function of designing 

and coordinating all instructed aspects of daily affected person care, providing communication 

among employees, patients, and patients‟ families, providing education and motivation 

to employees. Since these roles build nurse managers to look at the big picture on the unit they 

will contribute to a decent discharge coming up with(15) 

According to a study in Switzerland patients receiving more discharge instruction are more 

informed and therefore more sensitive to their symptom, home management of their condition 

and less likely to become readmitted to the hospital(16) Discharge planning by nurses plays an 

important role in entitling Patients and family members to return home with an adequate 

understanding of post-ED care(17) 
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A study in Ireland showed that when the study participants asked do you believe that you are 

ready to go home as planned? 93.7% of respondents answered „yes‟ and they concluded 

readiness for discharge can be influenced by many factors such as age, sex, socioeconomic 

status, comorbidity, and income(18). Also, a study done in turkey witnessed that approximately 

two of five patients (41.3%) were discharged without being ready and patients who were women, 

single, having a low education level, living alone and not having someone to help at home after 

discharge higher percentages of being unready for discharge also patients who were not ready for 

discharge were also older and had higher comorbidity scores indicating percentages of unplanned 

readmission, death, and negative outcomes were higher for patients who were discharged without 

being ready(19).  Moreover, education level, having someone to help at home after discharge, 

and one extra day in the length of stay significantly affected readiness for discharge and impact 

of having someone to help his/her care at home after discharge is much higher than the other 

variables(19) In a related study done in western hospitals of USA   indicates  that  readiness  for  

hospital  discharge  is  affected particularly by education and income level(20) 

In a study conducted in the USA  from study participants, 20% reported that they were living 

alone and this study result shows that living alone were significant predictors of patients‟ 

perceptions of readiness for discharge(21).  According to a study done in China, the majority of 

the patients (60%) reported high RHD scores (≥7.0), although 40% (n=73) reported RHD scores 

<7.0 and factors associated with patient-RHD and found that patients who lived with family 

members or others were more likely to report a greater RHD, the involvement of immediate 

family members in the care of patients with chronic conditions is crucial during the initial 

recovery period after discharge from the EMW(22). A study in turkey on postpartum mothers 

found  that  in  comparison  to  mothers  who would  not  receive  support, readiness for hospital 

discharge mean scores were significantly higher in mothers who stated that they would receive 

the support of family members about their own care and the baby‟s care (89.4%)(23) 

A study in the USA suggests that patient perception is also an important factor in readiness for 

discharge and it represents the patient‟s reality(24). A study done in Australia shows 11% of 

patients stated that they received no discharge letter and 11% no instructions to follow at 

discharge, Eight-five percent of patients perceived that the discharge planning at separation from 

the emergency ward was adequate for their needs(25) 
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Another study in Switzerland concludes 93% of patients were ready for discharge older patients 

are more likely than younger patients to visit the ED or be admitted to the EMW for observation, 

results revealed that the older patients were, the more likely they were to be not ready for 

discharge. They found that the average readiness- for- discharge score of patients aged 80 years 

and older who were discharged from internal medicine services was lower than it was for 

patients aged younger than 80 years(16). However, in research conducted in the USA found that 

readiness for discharge increased with age readiness for discharge was assessed with a single-

item dichotomous question and with the RHDS. On the single item, between 0%  and 5.8% of 

patients rated themselves as not ready for discharge. In contrast, using an RHDS cutoff score of 

less than 7, 13.8% to 24.5% of patients reported their lack of readiness. Overall, older patients 

rated themselves as slightly more ready to go home than younger patients on the total scale (26) 
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2.2 Conceptual Framework 

 Readiness for hospital discharge can be affected by the socio-demographic and socio-

economic variables and also clinical factors such as medical condition Discharge advice, 

Charlson's comorbidity index, medical diagnosis, Triage category and length of stay in 

the emergency department. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 1 conceptual framework 
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                                         CHAPTER 3 OBJECTIVES 

 

3.1 General objectives 

 To assess patients‟ readiness for discharge and associated factors in the emergency 

department of black lion specialized teaching hospital Addis Ababa Ethiopia from 

February 17 to July 2020G.C. 

3.2 Specific objectives 

 To assess the patient‟s readiness for hospital discharge in the emergency department. 
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                                        CHAPTER 4 METHODOLOGY  

 

4.1 Study area and study period 

4.1.1 Study area 

The study was conducted in the Black Lion Specialized Hospital emergency department, Addis 

Ababa Ethiopia. It is a very large referral hospital and sees approximately 370,000 to 400,000 

patients a year. The hospital has 800 beds and eight major operating rooms. The emergency 

department provides emergency care for 80,000 patients a year. This department has more than 

56 beds, 62 Nurses, and about 6 emergency Physicians working permanently. 

 Black Lion Specialized Hospital is affiliated with Addis Ababa University School of medicine 

and health science serving as a training center for undergraduate and postgraduate medical 

students, dentists, nurses, midwives, pharmacists, medical laboratory technologists, and 

radiology technologists. The emergency department has 70 beds and sees 80,000 patients a year.  

4.1.2 Study period 

The study was conducted from February 17 –March 3, 2020. 

4.1.3 Study design 

The institutional-based cross-sectional prospective study design was conducted. 
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4.2 Population 

4.2.1 Source population 

The source population of the study was all patients admitting and being discharged from the 

emergency department of Black Lion Specialized Hospital. 

 4.2.2 Study population 

The study populations were all patients diagnosed with medical emergencies admitting and being 

discharged from the emergency department of Black Lion Specialized Hospital during the study 

period. 

 4.2.3 Study unit 

The study units were all patients selected from the study population using the sampling technique 

during the study period. 

4.2.4 Sample size determination and sampling technique 

A consecutive sampling technique was used and all adult patients with a diagnosis of medical 

conditions, who were medically managed and ready for discharge during the study period were 

included.  

The following formula was used to determine the minimum sample size required for multiple 

logistic regressions to identify the association between the independent and outcome variable:     

n ≥ 50 + 8 × number of independent variables. A sample size of at least 146 was required to 

identify the statistical significance. Considering 15% would refuse to involve in the study and we 

approached more than 180 eligible patients and from those 159 agreed to participate and 

completed the study. 
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4.3 Eligibility criteria 

4.3.1 Inclusion criteria 

 Had a diagnosis of at least one chronic condition (e.g., cardiovascular-related disease, 

chronic obstructive pulmonary disease, cancer, or diabetes). 

4.3.2 Exclusion criteria 

 Critically ill patients who unable to provide voluntary informed consent  

4.4 Variables 

4.4.1 Dependent variable: 

 Readiness for hospital discharge (RHD) 

4.4.2 Independent variables: 

Socio-demographic and socio-economic 

 Age  

 Sex 

 Income 

 Educational status 

 Caregiver after discharge 

Clinical factors 

 Discharge advice 

 Charlson's comorbidity index 

 ED length of stay 

 Triage category 
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4.4.3 Operational definition 

    Readiness for hospital discharges (RHD); comprises four subscales: personal status, 

knowledge, coping ability, and expected support. Each item is assessed using a 10 point scale. 

"Personal status" refers to the patient's physical and emotional state at the time of discharge. 

"Knowledge" refers to the extent of a patient's understanding of information related to the 

management of their condition at home. "Coping ability" refers to the patient's perception of 

their ability to manage their own personal and healthcare needs after discharge. "Expected 

support" refers to the patient's perception of the availability of tangible and emotional assistance 

after discharge than by calculating the overall patient-RHD score by averaging all subscale 

scores. The total scores ranged from 0 to 10, with higher scores indicating greater patient-RHD. 

A dichotomized patient-RHD was obtained using a cut-off point of ≥7 to indicate a greater RHD, 

under previous studies(9) 

Charlson Comorbidity Index (CCI); is used to evaluate the burden of comorbid diseases with 

respect to mortality risk, Based on the age-adjusted CCI scores, we will stratify patients into low-

risk (score: 0–5), borderline (score: 6–7), and high-risk groups (score≥8)(27) 

4.5 Data collection procedure  

Data were collected using a structured interview. The questionnaires were adapted from the 

RHD scale which was originally developed by Weiss and Piacentine in 2006G.C(9). It was 

translated to Amharic and administered by data collectors using face- to- face interviews with 

patients on the day of discharge, In the first phase the socio-demographics secondly the clinical 

factors, and patients RHS. Charlson's comorbidity index was calculated from the patient‟s chart. 

Three data collectors and two supervisors who have BSC in nursing and above were trained for 

the procedure and involved in data collection.  

4.6 Data quality assurance and control mechanism 

To assure the quality of the data, a properly designed data collection instrument was adopted. 

The reliability of data collection tools was checked prior to data collection by taking a sample of 

30 patients and good internal consistency for both the overall scale (Cronbach‟s alpha=0.854) 

and the four subscales (Cronbach‟s alpha=0.837–0.874) was identified. The training was given 

for data collectors and supervisors. Daily the data were checked for completeness, accuracy, 
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clarity, and consistency by the supervisors and the principal investigator. Anything unclear or 

ambiguous was corrected the next day.  

4.7 Data analysis and presentation 

Data were checked, sorted, categorized, and coded. After coding the data were entered into the 

computer to make it ready for processing and analysis. It was analyzed by using the SPSS 

version 25 software. Participants' characteristics were examined using frequency, percentage 

distribution, mean, standard deviation, and median values. The bi-variable analysis was 

employed to infer associations and predictions. To assess the level of association and statistical 

significance, multiple logistic regressions with adjusted Odds ratio with 95% confidence interval 

was computed. 

4.8 Ethical consideration 

 Permission to carry out the research was sought from the Addis Ababa University College of 

health science department of emergency medicine. The research purpose, its benefits, and the 

procedures were explained for each potential respondent. The respondents then signed an 

informed written and oral consent and any respondent seeking further clarification was assisted. 

The information that the respondents provide during the study is kept confidential.  

4.9 Dissemination of findings 

The findings of this study were submitted to Addis Ababa University College of medicine 

department of emergency medicine and it will be submitted to concerned bodies such as service 

providers, policymakers, and other concerned stakeholders. Besides, the publication of the study 

findings on local /international journals will be considered. 

  

 

 

 



14 

 

                                        CHAPTER 5; RESULTS  

 

5.1 Socio-demographic and clinical characteristics of the respondents 

 

Patients with medical emergencies admitted to the ED approached on the day of discharge and a 

total of 159 patients agreed to participate in the study and the overall response rate of the study 

was 100%. The mean age of the study subjects is 49 with a standard deviation of ± 16.7. Of those 

159 participants, females accounted 73 (45.9%) and males 86 (54.1%). The result of marital 

status distribution shows that most of the participants were married 101 (63.5%). The finding 

concerning educational status distribution points that the greater part 47 (29.6%) have secondary 

education and followed by primary education 44 (27.7%).  Out of the total of 159 respondents 

the majority 69 (43.4%), had a monthly income of 1000 to 5000 Ethiopian birr. The living 

arrangement of the study participants shows that most of the respondents live with spouses or 

children 60 (37.7%).  The primary caregivers for most of the patients were their spouses 70 

(44%).  

Regarding ED visit 59 (37.1%) has visited ED in the past 3 months and while 100 (62.9%) 

didn‟t. Majority of the study participants answered no when asked if they received discharge 

advice 82 (51.6%) while the rest 77 (48.45) received discharge advice. Triage assessment of 

respondents shows that most of the patients 120 (75.5%) are triaged as semi-urgent cases and the 

rest 39 (24.5%) respondents were triaged as urgent. Regarding the length of stay around 140 

(88.1 %) of the respondents have prolonged > 24 hours of stay in the ED and while 19 (11.9%) 

stayed less than 24 hours with mean 3.36 days and standard deviation of ± 1.7 days. According 

to the age-adjusted Charlson comorbidity index (CCI), the score of the majority of respondents 

was 95 (59.7%) low risk, whereas moderate risk and high-risk accounted 37 (23.3%) and 27 

(17%) respectively.  
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Table 5.1 Socio-demographic and clinical characteristics of the respondents 

  Frequency Percentage 

Age < 50 years 71 44.7% 

 ≥ 50 years 88 55.3% 

 Total 159 100% 

Sex Male 73 45.9 % 

 Female 86 54.1 % 

 Total 159 100 % 

Marital status Single 35 22% 

 Married 101 63.5% 

 Divorced 4 2.5% 

 Widowed 19 11.9% 

 Total 159 100% 

Educational status None 31 19.5% 

 Primary 44 27.7% 

 Secondary 47 29.6% 

 Territory 37 23.3% 

 Total 159 100% 

Monthly income <500 35 22% 

 500 – 1000 26 16.4% 

 1000-5000 69 43.4% 

 >5000 29 18.2% 

 Total 159 100% 

Living arrangement Alone 19 11.9% 

 Spouse or children 60 37.7% 

 Spouse and children 43 27% 

 Others 37 23.3% 

 Total 159 100% 

Primary caregiver No caregiver 25 15.7% 

 Spouse  70 44% 

 Domestic helper 30 18.9% 

 Children  34 21.4 

 Total 159 100% 

Discharge advice Yes  77 48.4% 

 No  82 51.6% 

 Total  159 100% 

ED visit past 3 month Yes 59 37.1% 

 No 100 62.9% 

 Total  159 100% 

ED length of stay  Prolonged  140 88.1% 

 Not prolonged  19 11.9% 

 Total  159 100% 

Charlsons comorbidity index  High risk 27 17% 

 Borderline   37 23.3% 

 Low risk  95 59.7% 

 Total  159 100% 
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5.2 Readiness assessment results 

 

Overall, 126 (79.2%) of patients reported being not ready to go home on a single-item yes/no 

format question. The majority of the patients 106 (66.7%) reported low RHD scores (<7.0), 

although 53 (33.3%) reported RHD scores (≥7.0). The overall patient-RHD score was 6.89 ± 

0.92. Regarding the RHD subscales, the respondents reported high scores on knowledge (7.17 ± 

0.8) and expected support (7.14 ± 0.99), low scores on coping ability (6.72 ± 1.28)  and personal 

status (6.52 ± 1.28).  

 

 

 

Figure 2 percentage of high and low RHD scores 

 

 

 

 

 

66.7% 

33.3% 
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Each response of socio-demographic variables was compared concerning high RHD and low 

RHD scores, showing most of the respondents with age > 50 years, living alone and without 

caregiver had low RHD scores than high RHD scores. 

 

Table5. 2 Socio-demographic characteristics of study participants concerning RHD score 

 

  

                                                             
 

All    

  

 

Low patient-RHD (<7)           

 

High patient-RHD (≥7) 

 

Age  (>50)                                     

 

88 (55.3%)      

 

76 (47.8%) 

 

12 (7.5%) 

Sex (Female)                                              86 (54.1%)                  29 (33.7%) 57 (66.3%) 

Marital status (Married)               101 (63.3%)               69 (68.3%) 32 (31.7%) 

 

Educational status                                   

   

None                                            31 (19.5%) 26 (83.9%) 5 (16.1%) 

Primary 44 (27.7%)                 31 (70.5%) 13 (29.5 %) 

Secondary     47 (29.6%)                 32 (68.1%) 15 (31.9%) 

Tertiary 37 (23.3%)                 17 (45.9%) 20 (54.1%) 

 

Monthly income <500                 

 

35 (22%)      

 

24 (68.6%)     

 

11 (31.4 %) 

500-1000                                    26 (16.4%) 20 (76.9%) 6 (23.1%) 

1000- 5000                                                                          69 (43.4%) 47 (68.1%) 22 (31.9 %) 

>5000                                          29 (18.2%) 15 (51.7%) 14 (48.3%) 

                                

Living arrangement     

   

Alone 19 (11.9%) 16 (84.2%) 3 (15.1%) 

Spouse or children   60 (37.7%) 40 (66.7%) 20 (33.3 %) 

Spouse and children                   43 (27%) 32 (74.4%)     11 (25.6%) 

Others    37 (23.3%) 18 (48.6%) 19 (51.4%) 

 

Primary caregiver (none)            

 

25 (15.7%) 

 

23 (92%) 

 

2 (8%) 

Spouse                                       70 (44%) 43 (61.4%) 27 (38.6%) 

Domestic helper                          30 (18.9%) 23 (76.7%) 7 (23.3%) 

Children and others                    34 (21.4%)   17 (50%) 17 (50%) 

 

Note:  ED=emergency department, RHD=readiness for hospital discharge. 
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5.3 Factors associated with patient’s readiness 

 

Variables considered in the bivariate analysis were sex, age, marital status, educational status, 

monthly income, Living arrangement, Primary caregiver, discharge advice, ED length of stay, 

and CCI. Variables with p-value ≤ 0.2 were included in the multiple logistic regressions. 

Multiple logistic regressions were performed to ascertain the effect of variables like age, living 

arrangement, primary caregiver, and CCI (which have p-value ≤ 0.2 on bivariate analyses) on 

patient‟s readiness for hospital discharge. The logistic regression model explained 45.5% of the 

variance in low patient RHD (Nagelkerke R
2
) and correctly classified 80.5% of cases. At last 

age, the primary caregiver and Charlson comorbidity index (CCI) remained to be significantly 

associated with patient‟s readiness for hospital discharge.   

According to the result of the multivariate analysis, respondents with age greater than 50 years 

were 16.34 times more likely to be not ready than the respondents with age less than 50 years, 

patients having a spouse as a primary caregiver were 3.22 times more ready for discharge than 

the patients having no any caregiver (AOR 0.31, CI 0.002, 0.56). Individual Charlson 

comorbidity index (CCI) calculated as high-risk groups (score≥8) were 24 times more likely to 

be not ready for discharge than those classified as low-risk AOR 24.1, (CI 4.1, 44.2).         
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Table 5.3  Logistic regression output showing the impact of selected variables on RHD. 

 

 

 
 

P-value 

 

 

COR (95% CI) 

 

p-value 

 

AOR (95% CI)   

 

Age (ref. <50 yrs.) 

 

0.00 

 

8.54*   (3.9, 18.4) 

 

0.00** 

 

16.34 (5.4, 49.02) 

Female 0.910 0.963  (0.497, 1.86)   

Marital status (ref. single)       

Married 0.039 2.283* (1.042, 5.02) 0.760  

Divorced  0.337 3.176 (0.34, 33.67)   

Widowed  0.763 9.358 (1.802, 44.9)   

 

Educational status (ref. none) 

    

Primary   0.186 0.456* (0.144, 1.456) 0.403  

Secondary 0.124 0.410* (0.132, 1.279) 0.439  

Tertiary 0.02 0.163* (0.051, 0.519) 0.222  

 

Monthly income (ref.  <500) 

 

    

500-1000 0.473 1.528 (0.48, 4.865)   

1000- 5000 0.962 0.979 (0.408, 2.349)   

>5000 0.372 0.491 (0.177, 1.361)   

 

Living arrangement (ref. 

alone) 

    

Spouse or children 0.153 0.375* (0.098, 1.439) 0.984  

Spouse and children 0.400 0.545 (0.133, 2.236) 0.919  

Others 0.015 0.178* (0.044, 0.714) 0.594       

 

Primary caregiver (ref. none) 

    

Spouse 0.011 0.138* (0.03, 0.64) 0.019** 0.31(.002, 0.5) 

Domestic helper 0.143 0.286* (0.054, 1.524) 0.25  

Children and others 

 

0.03 0.087* (0.018, 0.428) 0.10  

CCI ref. low risk (high-risk) 

 

ED length of stay 

 

0.008 

 

0.508 

7.627* (1.704, 34.139) 

 

0.730 (0.440, 3.229) 

0.001** 24.1(4.1, 44.2) 

 

Note: CI=confidence interval, AOR= adjusted odds ratio, COR = crude odds ratio, 

ED=emergency department, ref=reference, RHD=readiness for hospital discharge. P = p-value.              

  * =    P value < 0.02 on COR, ** = P value < 0.05 on AOR 
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                                           CHAPTER 6  

6.1 Discussion 

 

Ensuring sufficient recovery to allow safe discharge, physical stability, functional ability, 

competence to manage self-care at home, and coping ability are components of patient‟s 

readiness that are challenging for developed countries as well as developing countries. Low-level 

patient‟s readiness is one of the most common reasons for readmission and poor patient outcome 

after discharge(3). 

 When asked simply „Are you ready for discharge?‟ most respondents in our study, answered no. 

According to our study through RHD score around 66.7% are being discharged without being 

ready which is very high compared to a study in turkey 41.3 %, and china 40%(19,22). On the 

other hand study on patients being discharged from hospital show 7% in the USA and 23% in 

Canada using the same measurement tool(21,28) and most of the patients answered yes for the 

simple  „Are you ready for discharge?‟ question. This discrepancy is possibly due to lack of 

organized discharge planning, poor discharge education, lack of social support services, and the 

difference in the quality of care in the study settings. 

In this study, age ≥ 50 years is significantly associated with patient‟s readiness for hospital 

discharge. Accordingly, patients increased age is discharged without being ready than younger 

patients. This is in line with research is done in Ireland (18) and the USA(29)  showing a lower 

perception of readiness had a significant relationship with older age. The possible justification 

for this is that older patients rely on their younger caregivers; a gradual decrease in physical and 

mental capacity and a growing risk of disease affect their self-care physical and mental 

competence. 

The primary caregiver was another variable that was found to be significantly associated with the 

patient‟s readiness for hospital discharge in this study. Our analysis revealed that living with a 

spouse was a significant predictor of greater patient-RHD. This finding is in line with the study 

done in China(22), USA (9). The possible justification for this is that the role of a spouse after 

immediate care is very crucial and it will be easy to get comfort, support, companionship, advice, 

care, and love which makes patient perceives that their spouse will meet the necessary needs they 

have. 
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Our study found that the Charlson comorbidity index is significantly associated with patient‟s 

readiness for hospital discharge. Patients with high comorbidity index are more likely to have a 

low RHD score. Whereas, compared to similar published researches in China and the USA show 

that the high Charlson comorbidity index is not associated with having low RHD scores(22,28). 

The possible justification for this discrepancy is that our study area black lion hospital is the 

biggest tertiary hospital in the country where most of the patients who are being referred have 

seriously complicated cases resulting in high CCI and further affecting patients' readiness.     

Due to shorter lengths of stay (< 24 hours according to the standard) in the ED some patients 

may be discharged in a state of incomplete recovery, considering that our study found that 

shorter ED length of stay is not associated with low RHD score. The similar result was reported 

in a study in the USA (21) 
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                                      CHAPTER 7   

 

7.1 Conclusion and Recommendation 

 

The overall patient‟s readiness for hospital discharge was very low and most of the patients are 

not even getting discharge advice. In order to tackle this appropriate discharge education should 

be given for every patient (or caregiver) being discharged from the emergency by discharging 

nurse and also implementing discharge readiness assessment as a standard nursing practice for 

hospital discharge through appropriate training for nurses is good for improved discharge 

outcomes. 

This study has found that having spouse primary caregiver is significantly associated with high 

patient readiness for hospital discharge, showing that having close caregiver plays key role in 

patient perceived readiness for hospital discharge. The hospital should look for social support 

services or community support services especially for patients living alone and without 

caregivers.  

Having high-risk morbidity and increased age are significantly associated with low patient 

readiness for hospital discharge scores and targeting only these high-risk populations and giving 

appropriate discharge education may be a more feasible option for our country. Our study 

revealed and more should be done to improve the discharge process. 

In addition to most patients being discharged without being ready, most of the patients have 

prolonged length of stay and number of the patients who had visited the emergency department 

wasn‟t small. This highly contributes for overcrowding and inappropriate resource utilization. 

Improving the discharge process by developing discharge planning strategies considering the 

workload of nurses is essential. Interventions that are developed should be tested for their 

effectiveness.  
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7.2 Limitations  

 

 The generalizability of results is limited, as data were collected from a convenience 

sample at one hospital site, and the minimum sample size estimated by power analysis 

provided sufficient power to enable multiple logistic regression analysis meaning the 

study may not be generalizable to other populations.  

 Post-discharge outcomes like ED readmissions at 24 and 48h and 30days post-discharge 

were not studied because the hospital lacks administrative discharge database system and 

readmission registration system. 
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Annexes  

Annex I: English version Information sheet  

Identifying the readiness of adult medical patients admitting in the emergency medical ward is 

important. You are cordially invited to participate in the study entitled “Assessment of patient‟s 

readiness for discharge and associated factors among medical emergency patients in black lion 

specialized teaching hospital emergency department, Addis Ababa, Ethiopia”. The study 

attempts to assess factors associated with patients‟ readiness for discharge. The research will 

help us understand the factors associated with patient‟s readiness for discharge  

 

Title; “Assessment of patients‟ readiness for discharge and associated factors among medical 

emergency patients in black lion specialized teaching hospital emergency ward, Addis Ababa, 

Ethiopia”.   

  

Purpose of the study: This study is planned to generate information on factors associated with 

patients‟ readiness for discharge in medical emergency patients admitting emergency ward of 

black lion hospital that can be used to design effective health intervention programs. 

Procedure: patients who are admitted to the emergency department and prepared for discharge 

are enrolled in the study and questionnaires will be administered by data collectors using face- 

to- face interviews with patients on the day of discharge. The completion time is about 5 to 10 

minutes. 

Risks and benefits of the study: By participating in this study, and answering our questions, 

you will not receive any direct benefit. However, you will help to increase our understanding of 

the needs of the patients admitted to the emergency medical ward.  We hope that the results of 

the study will improve and make more acceptable the services currently available to you.  Your 

participation in this study will not involve any risks to you.  
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Rights: Your participation in this study is voluntary and you have the right to refuse to 

participate or to answer any questions that you feel uncomfortable with. If you change your mind 

about participating during the study, you have the right to withdraw at any time.  The decision 

not to participate or to withdraw will not affect any aspects of your social life, any future medical 

care you should require, or any other benefits to which you would be entitled.  If there is 

anything that is unclear or you need further information, we shall be delighted to provide it. 

Confidentiality: Your name will not be written and provide as sincere answers as you possibly 

could. The information that you provide during the study will be kept confidential. Only the 

researchers will have access to the questionnaires and the information that you provide. If you 

have any questions during filling the questioner you can ask. 

Annex II. Informed consent form 

I have got sufficient information thorough description of the study entitled “Assessment of 

patients‟ readiness for discharge and associated factors among medical emergency patients in 

black lion specialized teaching hospital emergency ward, Addis Ababa, Ethiopia” by reading the 

information sheet.  I know that I can refuse to participate in the study without penalty or loss of 

benefit to which I would have been otherwise entitled. I have the right to withdraw from this 

study any time I want, without any negative impact on me. Hereby, I voluntarily participate in 

this study.  

Signature: _______________________                    Date: ________________________ 
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Annex III. Structured interview guide  

Table 1 socio-demographic and socioeconomic variable 

 

Number 

 

Question  

 

Coding category  

 

                                    

Coding  

Q 101 Age   

Q 102 Sex  

 

 

Male  

Female  

1 

2 

Q 103 Marital status  

      

Single         

Married     

Divorced           

Widowed        

1 

2 

3 

4 

 Q 104  Educational status None  

Primary  

Secondary  

Tertiary 

 

1 

2 

3 

4 

Q 105 Monthly income  <500                     

 500-1000                             

1000- 5000 

>5000 

1 

2 

3 

4 

Q 106 Living arrangement Alone 

Spouse or children  

Spouse and children  

Others 

1 

 

2 

 

3 

 

4 

Q 107 Primary caregiver after discharge 

 

No caregiver  

 Spouse  

 Domestic helper 

Children,  

relatives, and others 

 

1 

 

2 

3 

 

4 

 

5 
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Table 2 clinical factors 

Number  Question  Category  Coding  

Q108 Did you receive a discharge letter? Yes 

No  

1 

2 

Q109 Did you receive discharge advice? Yes  

No  

1 

2 

Q110 Did you perceive the discharge 

instruction adequate? 

Yes  

No  

1 

2 

Q 111 Charlson comorbidity index calculate 

from table5  

  

Q 112 ED visit past 3months Yes 

No  

1 

2 

Q 113 Triage assessment Urgent 

Semi-urgent 

1 

2 

Q 114 EMW length of stay in the days   
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Annex IV Carlson’s comorbidity index 

Table 3 Age-adjusted Charlson‟s comorbidity index 

Comorbid condition Score  

Age            13-49  years 

                   50-59 years 

                   60-69 years 

                   70-79 years  

                   ≥80    years 

0 

2 

2 

3 

4 

Myocardial infarction 1 

Congestive heart failure (CHF) 1 

Peripheral vascular disease  1 

Cerebrovascular disease  1 

COPD 1 

Connective tissue disease 1 

Peptic ulcer disease 1 

Liver disease         None 

                             Mild 

                             Moderate to severe 

0 

1 

3 

Diabetes mellitus    None or diet controlled 

                              Uncomplicated 

                              End organ damage 

0 

1 

2 

Hemiplegia  2 

Moderate to severe CKD 2 

Solid tumor None 

                               Localized 

                               Metastatic  

0 

2 

6 

Leukemia  2 

Lymphoma  2 

AIDS  6 

 

 

 

 

 



32 

 

Annex V Patient RHD scale 

Q112, Are you ready for discharge? Yes 

                                                           No      

Table 4 RHD scale 

 

Item in RHD 

 

Variable  

 

Score 

 

Personal status 

 

Physical readiness 

Pain or discomfort 

Strength  

Energy  

Emotional readiness  

Physical self-care 

Stress  

 

 

 

Knowledge of 

 

 

Self-care 

Medical needs 

Complications  

When to call for problems  

Restriction 

Follow up 

Services and general information  

 

 

 

Coping ability 

 

 

 

 

 

Handle demands at home 

Performing personal care 

Perform Medical treatment  

 

 

 

Expected support 

 

Emotional support 

Help  with personal care 

Household activities 

Help with medical care 

 

 

 

Rate on scale 0 to 10 

 

0 1 2 3 4 5 6 7 8 9  10 

Not at all                                                                                                                            totally 


