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Background: Timely discharge of medically ready acute care patients reduces strain on 
hospital resources and limits patient exposure to iatrogenic harm. The increased need for 
acute care beds during various stages of the COVID-19 pandemic has made addressing 
barriers to timely discharge even more critical. The aim of this study was to analyze 
discharge barriers and hospital length of stay (LOS) before vs. during COVID-19 for a 
subset of acute care patients with identified barriers at an urban medical center. 
Methods: A cross-sectional analysis was conducted with 64 patients in the baseline 
period before COVID-19 and 68 patients in the period during COVID-19. The Department 
of Care Coordination at the Johns Hopkins Hospital collected barrier and disposition data 
for the two six-week periods. A multivariable linear regression model was used to analyze 
the association between LOS and predictor variables including age, discharge barriers, 
discharge dispositions, and time period. Results: Acute care patients with three identified 
barriers experienced a significant increase in average LOS during the COVID-19 time 
period (43.5 vs. 70.3 days, p<0.001), while the average LOS for all patients in this dataset 
decreased (35.0 vs. 28.1 days). For both periods, “High Cost/Complex Care Needs” (28% 
before vs. 34% during) was the most common barrier, followed by “Insurance Company” 
(13% for both periods). Conclusions: Acute patients with three barriers experienced an 
increase in average LOS during the COVID-19 time period, while the average LOS of all 
patients in this dataset decreased during the pandemic. Further assessment of barriers 
and the impact of care pattern policies during the COVID-19 pandemic could inform 
discharge strategies. 

INTRODUCTION 

Timely discharge of medically-ready patients from acute 
care hospitalization can reduce the strain on hospital re-
sources and limit patient exposure to iatrogenic harm.1 

While only two percent of adult hospitalizations in the most 
recent National Inpatient Sample (2001–2012) were pro-
longed, defined as 21 days or longer, these patients ac-
counted for over 14% of hospital days and are attributed to 
over $20 billion in healthcare spending annually.2 A study 
examining long-term hospitalizations found that from 2001 
to 2012, the average acute length of stay (LOS) for long-
term hospitalizations in the United States decreased 
slightly from 27 days to 26.8 days while the cost per hospi-
talization increased significantly.2 One challenge in timely 
discharge from acute care is that the dearth of uniform 
guidelines and standardization during discharge leaves 
most decisions to be made on a case-by-case basis.3 

Timely discharge has become more critical during the 
COVID-19 pandemic as it increases the availability of acute 
care beds, decreasing hospital burden and reducing the po-
tential for hospital-based viral transmission.4 A smooth 

transition is also important since hospitalized COVID-19 
patients may need post-acute care to support their recovery. 
For example, COVID-19 patients treated in the Intensive 
Care Unit (ICU) and receiving supportive ventilation are at 
risk of developing Post-Intensive Care Syndrome and may 
suffer long-term health consequences after discharge.5 

Some hospitalized COVID-19 patients may require readmis-
sion after discharge, with the Centers for Disease Control 
reporting a 9% same-hospital readmission rate.6 This rate 
is higher in patients who were discharged to post-acute care 
facilities compared to home or self-care. New regulations 
and the strain on capacity have prompted post-acute care 
facilities to make adaptations, such as transforming rooms 
into isolation and quarantine spaces.4 

There have been limited studies examining the effect of 
the pandemic on patient transitions to post-acute care.4 

Given the overwhelming nature of COVID-19 and the sharp 
rise in demand for acute care beds, it is essential to identify 
and analyze barriers to discharge. Thus, the objective of this 
study was to analyze barriers to discharge for a subset of 
patients identified on multi-disciplinary rounds at an ur-
ban medical center (1,162 total beds) as having a barrier to 
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Table 1a. Standardized list and descriptions of barriers to discharge from acute care 

Standardized 
Barrier 

Further description and examples 

Acute 
Psychiatric/
Substance 
Use/Alcohol 
Use 

Active management of acute psychiatric and substance use disorders, active suicidal ideation, new start MATa 

(buprenorphine and methadone, psychiatric and/or substance use disorder complex treatment coordination. 
Patient not ready to engage in treatment. 

Behavioral 
Issues 

Traumatic Brain Injury, developmental and/or intellectual disabilities requiring acute management. AERSb 

Screening requirement for placement. 

Dementia 
Care Needs 

24-hour supervision needs, locked unit placement need or limited bed availability, financial constraints, lack of 
affordability of patient /family to achieve safe discharge 

High Cost/
Complex Care 
Needs 

Hemodialysis, tracheostomy, tracheotomy, wound care, total parenteral nutrition, central parenteral nutrition, 
ventilator, percutaneous endoscopic gastrostomy tube, oxygen, nasoduodenal or nasogastric feeding tube, 
bariatric 

High Cost/
Complex 
Medication 
Needs 

Intravenous infusions, disease specific i.e. oncologic, neurological, rheumatologic, transplant, infectious disease; 
management of chronic diseases requiring multiple medications 

Homeless Lack of shelter availability, lack of affordable housing options, patient not ready to engage in utilization of 
available shelter resources, patient lack of income and support. 

Insurance 
Company 

Level of care requirement, insurance delay in providing authorization, insurance denial, insurance appeal 

International 
Patient 

Language/cultural barrier, embassy approval delay, discharge to home country via medical transport, limited 
local options available for complex care coordination needs 

Lacks 
Decisional 
Capacity 

Patient with no decision maker requiring guardianship proceedings, patient without capacity with concerns for 
abuse/neglect by current decision maker/caregiver requiring alternative discharge plan i.e. ALFc, LTCd facility, 
new facility and/or possible guardianship 

Non-
Resident/
Non-Citizen 

Inability to access care and financial resources due to undocumented status, limited access due to out-of-state 
Medicaid insurance 

Patient/
Family 

Disagreement with discharge care plan, inability to continue to care for patient at home due to new onset 
complex care needs, patient not ready to engage in care, social determinants of health impacting patient ability 
to participate in care plan i.e. financial limitations, transportation needs 

Security 
Concerns 

Victim of violent crime or domestic violence, security detail, patient incarcerated and/or previously 
incarcerated, registered sex offender in need of SNFe or Rehab placement, pediatric age patient requiring 
placement in adult facility due to violence history 

Unfunded/
Uninsured 

Lacks insurance coverage, ineligible for insurance and/or financial assistance/charity funding 

Use of 
Restraints 

Patient requiring continuous restraints such as: mitts, four-point restraint, bed rail restraints, Posey bed, patient 
requiring sitter or tele sitter, medical team unable to discontinue restraints and/or sitter. 

aMAT=Medication-Assisted Treatment, bAERS = Adult Evaluation and Review Services, cALF = Assisted-Living Facility, dLTC = Long Term Care, eSNF = Skilled Nursing Facility 

discharge before or during the pandemic. A tracking tool 
was developed by the Care Coordination/Clinical Resource 
Management department to track these patients and inform 
post-acute care transitions. We analyzed the relationship 
between LOS and factors affecting discharge, including 
identified barriers, discharge disposition, and patient age, 
for the two periods (before and during COVID-19) to eluci-
date the impact of the pandemic on timely discharge. 

METHODS 

The Care Coordination/Clinical Resource Management de-
partment (“Care Coordination”) at the Johns Hopkins Hos-
pital created a standardized list of 14 categories of barriers 
to discharge in late 2019 to track difficulties discharging 
adult patients from its medicine, surgery, and neurology 
units (Table 1a). This initiative aimed to identify barriers 

to discharge and improve transitions to post-acute care, in-
cluding skilled nursing facilities (SNFs), rehabilitation fa-
cilities, home healthcare, home/self-care, and transfer to 
other hospital facilities (Table 1b). Care Coordination’s 
Case Managers and Social Workers identified patients with 
at least one barrier to discharge during daily multi-disci-
plinary rounds and reviewed cases at a weekly meeting to 
develop strategies to overcome these barriers. Throughout 
this process, data was manually collected, including the 
identified barriers to discharge, disposition, and patient 
characteristics (i.e., age, primary payer, department). Up to 
three barriers per patient were recorded. The “COVID-19” 
barrier was a new barrier identified during the pandemic 
that encompassed a number of situations complicating dis-
charge, including suspected positive, awaiting testing, and 
policies that closed post-acute facilities to admission. Post-
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Table 1b. Standardized list of discharge dispositions 

Skilled Nursing Facility 

Self-Care 

Home Health Services 

Expired 

Chronic Hospital/Unit 

Hospice Home 

Left Against Medical Advice (AMA) 

Rehab (Acute Inpatient Unit) 

Psych Hospital/Unit 

Transferred to Other Service 

discharge, the total LOS was logged in the dataset as a stan-
dardized measure of hospital stay duration. 

This study analyzed the barriers to discharge data col-
lected by Care Coordination in a six-week baseline period 
before COVID-19 became pervasive in US hospital popula-
tions (February 1–March 15, 2020) and in a six-week pe-
riod when the prevalence of COVID-19 had risen in hospi-
tals (April 1–May 15, 2020). Patients in this dataset were 
or were soon to be medically ready for discharge and expe-
rienced barriers to discharge. The institutional IRB deter-
mined that this quality improvement project did not consti-
tute human subjects research and was exempt. Patients in 
this dataset who were in the hospital during both periods 
were classified based on their admission date. This analysis 
included 64 patients in the baseline time period and 68 pa-
tients in the COVID-19 period. LOS information was up-
dated as of August 2020, and patients who remained hospi-
talized at that time were recorded as having the LOS at the 
end of the study period. 

This study investigated the relationship between LOS 
and factors affecting discharge for two periods (before and 
during COVID-19). Outliers in each period were identified 
and excluded from the analysis. Qualitative analyses were 
used to describe the distribution of conditions affecting dis-
charge for each period, including type and number of bar-
riers to discharge and discharge disposition. Total LOS was 
used as the outcome variable, and all analyses were run 
using Stata 17. We used a multivariable linear regression 
model to analyze the association between LOS and indepen-
dent predictor variables including age, the number and type 
of discharge barriers, discharge dispositions, and time pe-
riod (before vs. during COVID-19). 

RESULTS 
DISCHARGE BARRIERS 

In the baseline period, the most common barrier to dis-
charge was “High Cost/Complex Care Needs” (17 patients; 
28%), followed by “Insurance Company” (8 patients; 13%) 
(Figure 1). The third most common barrier to discharge was 
tied between “Patient/ Family” and “Acute Psychiatric/Sub-
stance Use/Alcohol Use” (7 patients; 12%). The barriers to 
discharge with the longest average LOS were “Lacks Deci-
sional Capacity” (50 days) and “Non-Resident/ Non-Citi-
zen” (46 days). In the COVID-19 time period, the most com-

mon barriers to discharge were “High Cost/Complex Care 
Needs” (23 patients; 34%) and “Insurance Company” (9 pa-
tients; 13%). The third most common barrier to discharge 
was tied between “COVID-19” and “Acute Psychiatric/Sub-
stance Use/Alcohol Use” (6 patients; 9.0%) (Figure 1). The 
barriers to discharge with the longest average LOS were 
“Dementia Care Needs” (90 days) and “Use of Restraints” 
(64 days) (Figure 2). 

While the most common barriers to discharge in both 
time periods remained “High Cost/Complex Care Needs” 
(28% before vs 34% during COVID-19) and “Insurance Com-
pany” (13% for both periods), there were differences in 
other barriers to discharge between the two time periods. 
Barriers to discharge that were common during the baseline 
time period, such as “Patient/Family” became less common 
during the COVID-19 time period (12% vs 6.0%) while 
“COVID-19” became the third most common barrier (9.0%). 

DISCHARGE DISPOSITIONS 

In the baseline time period, the most common dispositions 
among patients captured in this dataset were “Skilled Nurs-
ing Facility” (19 patients; 32%), “Self-Care” (11 patients; 
18%), and “Home Health Services” (9 patients; 15%). In 
the COVID-19 period, the most common dispositions were 
“Skilled Nursing Facility” (24 patients; 36%), “Self-Care” 
(16 patients; 24%), and “Home Health Services” (11 pa-
tients; 16%) (Figure 3) 

The dispositions with the longest average LOS in the 
baseline period included “Chronic Hospital/Unit” (83 days), 
“Rehab” (66 days) and “Expired” (61 days) whereas the dis-
charge dispositions during the COVID-19 period with the 
longest average LOS were “Rehab” (39 days), “Home Health 
Services” (33 days), and “Skilled Nursing Facility” (27 days) 
(Figure 4). The six patients with “COVID-19” as a barrier to 
discharge had dispositions of “Skilled Nursing Facility” (2 
patients), “Rehab” (2 patients), “Self-Care” (1 patient), and 
“Home Health Services” (1 patient). 

In this study, the three most common discharge disposi-
tions were not affected by the start of the COVID-19 pan-
demic. In both periods, the most common discharge dispo-
sitions were “Skilled Nursing Facility” (32% before vs 36% 
during), “Self-Care” (18% before vs 24% during), and “Home 
Health Services” (15% before vs 16% during). 

LENGTH OF STAY 

A multivariable linear regression model that controlled for 
age and discharge barriers found that patients who had 
three identified barriers experienced a significant increase 
in average LOS from the period before COVID-19 (43.5 days) 
to the period during COVID-19 (70.3 days) (p<0.001). In 
contrast to this finding, the average LOS for all patients in 
this dataset decreased from 35.0 days during the baseline 
six-week period before COVID-19 to 28.1 days during the 
six-week period during COVID-19. However, this result was 
not statistically significant (p=0.24) (Figure 5). 
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Figure 1. Most frequent barriers to discharge before COVID-19 (Feb 1–Mar 15, 2020) vs. during COVID-19 (Apr 
1–May 15, 2020) 

Figure 2. Barriers to discharge with longest average LOS before COVID-19 (Feb 1–Mar 15, 2020) vs. during 
COVID-19 (Apr 1–May 15, 2020) 

DISCUSSION 

This study found that acute care patients with three identi-
fied discharge barriers experienced a significant increase in 
average LOS during the COVID-19 period compared to be-

fore COVID-19. In contrast, the average LOS for all acute 
patients with identified barriers in this dataset decreased in 
the period during COVID-19 compared to before the pan-
demic. The differences in average LOS between the two pe-
riods may have been affected by initiatives to increase acute 
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Figure 3. Most frequent discharge dispositions before COVID-19 (Feb 1–Mar 15, 2020) vs. during COVID-19 (Apr 
1–May 15, 2020) 

Figure 4. Discharge dispositions with longest average LOS before COVID-19 (Feb 1–Mar 15, 2020) vs. during 
COVID-19 (Apr 1–May 15, 2020) 

care capacity during COVID-19, including elective surgery 
postponement, admission policy changes at post-acute care 
facilities, and alternative placement arrangements to grow 
inpatient capacity. 

At the start of COVID-19, SNFs had strict and evolving 
requirements for accepting patients in order to keep exist-
ing patients and staff safe and comply with federal and state 
guidelines.7 Stricter regulations for transfer between hos-
pital units also reduced internal transfers during the pan-
demic. Meanwhile, the Department of Health and Human 

Services issued emergency waivers that modified or sus-
pended select federal requirements in order to facilitate 
timely discharge. One Centers for Medicare and Medicaid 
Services (CMS) waiver waived certain requirements related 
to hospital discharge planning for post-acute care services.8 

In addition, the CMS guideline requiring a three-day hospi-
talization prior to SNF admission was waived.9 PPE short-
ages and limited COVID-19 testing capacity in post-acute 
care facilities early in the pandemic could have affected LOS 
and the number of patients discharged to post-acute care.10 
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Figure 5. LOS distribution before COVID-19 (Feb 1–Mar 15, 2020) vs. during COVID-19 (Apr 1–May 15, 2020) 

These policy changes in acute care discharge could ex-
plain the greater number of patients who had a LOS ≤10 
days in the period during COVID-19 (16 patients; 24%) 
compared to the period before COVID-19 (7 patients; 12%). 
In contrast with this trend, the increase in average LOS for 
patients with three barriers may suggest that the complex-
ity of these patients and the interaction of multiple barriers 
may have limited the ability to accelerate discharge plans 
during the pandemic despite the need for greater availabil-
ity of acute care beds. 

There were also significant changes in Emergency De-
partment (ED) visits and admission rates during COVID-19 
because of changing hospital policies and patient behavior. 
A study of 24 EDs in five states found a decrease in annual 
ED visits ranging from 41.5% to 63.5%, and hospital ad-
mission rates correlated with state-level COVID-19 case 
rates.11 Similarly, the Kaiser Family Foundation reported 
that 48% of Americans delayed care themselves or had a 
family member delay medical care during the pandemic. 
Of those delaying medical care, 11% reported worsening of 
their medical condition due to delayed care.12 

Since our study was conducted early in the pandemic, 
delay in seeking care due to COVID-19 could have filtered 
out long-stay patients from the study population, so an 
increase in LOS was only observed for complex patients 
with multiple identified barriers. It has been shown that de-
lay in medical care could lead to increased severity of ill-
ness in hospitalized individuals as well as increased mor-
bidity from non-COVID-19-related illnesses.13 Acute care 
data from China at the start of COVID-19 showed that re-
duced admissions for strokes were paired with higher NIHSS 
scores upon hospital arrival, increased severity, and delays 
in acute ischemic stroke care after hospital arrival.14 This 
suggests that the average LOS may increase for all acute pa-

tients later in the pandemic due to delayed presentation at 
more advanced stages of the disease. 

Limitations of this study include that this analysis was 
conducted on a specific subset of patients with barriers to 
discharge identified by Care Coordination case managers 
and social workers. Therefore, analysis findings are re-
stricted to patients in this dataset and not inclusive of all 
acute care patients at an urban medical center before and 
during COVID-19. There are also limitations in tracking and 
measuring the outcome variable of ‘duration of delayed dis-
charge’. LOS was used as the outcome variable affected by 
challenges in discharging patients, but it is not equivalent 
to a measurement of delayed discharge. This limits the in-
terpretation of the results, as it is not evident if the barriers 
to discharge that require intervention are those most fre-
quently recorded or those associated with longer LOS. The 
use of a delayed discharge outcome measure would help in-
form future intervention. 

In conclusion, this study examined data from two time 
periods, before and during COVID-19. The participants for 
the study were a subset of adult patients in the medicine, 
surgery, and neurology units experiencing barriers to dis-
charge at the time they were or were soon to be medically 
ready for discharge. Patients with three barriers experi-
enced an increase in average LOS during the COVID-19 pe-
riod, while the average LOS of all patients in this dataset de-
creased during the pandemic. These differences in LOS may 
have been influenced by changes in care patterns and reg-
ulatory factors that aimed to address identified barriers to 
discharge and increase the availability of acute care beds. 
These study findings could inform discharge planning for 
patients facing specific barriers to discharge and guide the 
next steps in quality improvement. For example, the Care 
Coordination discharge tracking tool utilized in this study 
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has now been integrated into the institutional electronic 
health record, EPIC and similar tools have been utilized 
elsewhere.15–18 This tool makes it possible to track inpa-
tients with barriers to discharge and analyze common dis-
charge barriers at individual hospitals and system-wide. 
Other steps that could decrease LOS for patients include 
strengthening relationships with post-acute care facilities 
and using a system-generated report to review long-stay 
cases with potential discharge barriers. Further assessment 
of the interaction of multiple barriers for complex acute pa-
tients and the impact of the COVID-19 pandemic on hos-
pital stay could inform additional strategies for timely dis-
charge. 

DISCLOSURES/ CONFLICT OF INTEREST 

The authors declare they have no conflicts of interest. 

FUNDING 

This research did not receive any funding from agencies in 
the public, commercial, or not-for-profit sectors. 

CORRESPONDING AUTHOR 

Grace Xiao 
733 N. Broadway #147 
Baltimore, MD 21205 
gracexiao@jhmi.edu 

Submitted: April 27, 2022 EDT, Accepted: May 18, 2022 EDT 

This is an open-access article distributed under the terms of the Creative Commons Attribution 4.0 International License 

(CCBY-NC-4.0). View this license’s legal deed at https://creativecommons.org/licenses/by-nc/4.0 and legal code at https://cre-

ativecommons.org/licenses/by-nc/4.0/legalcode for more information. 

Barriers to acute care discharge from an urban center before and during the COVID-19 pandemic

Brown Journal of Hospital Medicine 7

mailto:gracexiao@jhmi.edu


REFERENCES 

1. Coffey A, Leahy-Warren P, Savage E, et al. 
Interventions to Promote Early Discharge and Avoid 
Inappropriate Hospital (Re)Admission: A Systematic 
Review. Int J Environ Res Public Health. 
2019;16(14):2457. doi:10.3390/ijerph16142457 

2. Doctoroff L, Hsu DJ, Mukamal KJ. Trends in 
Prolonged Hospitalizations in the United States from 
2001 to 2012: A Longitudinal Cohort Study. Am J Med. 
2017;130(4):483.e1-483.e7. doi:10.1016/j.amjmed.201
6.11.018 

3. Sivasundaram L, Tanenbaum JE, Mengers SRP, et 
al. Identifying a clinical decision tool to predict 
discharge disposition following operative treatment 
of hip fractures in the United States. Injury. 
2020;51(4):1015-1020. doi:10.1016/j.injury.2020.02.1
08 

4. Grabowski DC, Joynt Maddox KE. Postacute Care 
Preparedness for COVID-19: Thinking Ahead. JAMA. 
2020;323(20):2007-2008. doi:10.1001/jama.2020.4686 

5. Jaffri A, Jaffri UA. Post-Intensive care syndrome 
and COVID-19: crisis after a crisis? Heart Lung. 
2020;49(6):883-884. doi:10.1016/j.hrtlng.2020.06.006 

6. Lavery AM, Preston LE, Ko JY, et al. Characteristics 
of Hospitalized COVID-19 Patients Discharged and 
Experiencing Same-Hospital Readmission — United 
States, March–August 2020. MMWR Morb Mortal 
Wkly Rep. 2020;69(45):1695-1699. doi:10.15585/mmw
r.mm6945e2 

7. Graham J. Coronavirus Patients Caught In Conflict 
Between Hospital And Nursing Homes. Kaiser Health 
News. Accessed October 31, 2020. https://khn.org/ne
ws/coronavirus-patients-caught-in-conflict-between-
hospital-and-nursing-homes/ 

8. CMS. Hospitals: CMS Flexibilities To Fight 
COVID-19. Accessed December 23, 2020. https://ww
w.cms.gov/files/document/covid-hospitals.pdf 

9. CMS. Long Term Care Facilities (Skilled Nursing 
Facilities And/Or Nursing Facilities): CMS 
Flexibilities To Fight COVID-19. Accessed December 
23, 2020. https://www.cms.gov/files/document/covid-
long-term-care-facilities.pdf 

10. Shang J, Chastain AM, Perera UGE, et al. 
COVID-19 Preparedness in US Home Health Care 
Agencies. J Am Med Dir Assoc. 2020;21(7):924-927. do
i:10.1016/j.jamda.2020.06.002 

11. Jeffery MM, D’Onofrio G, Paek H, et al. Trends in 
Emergency Department Visits and Hospital 
Admissions in Health Care Systems in 5 States in the 
First Months of the COVID-19 Pandemic in the US. 
JAMA Intern Med. 2020;180(10):1328-1333. doi:10.10
01/jamainternmed.2020.3288 

12. Lawrence E. Nearly Half Of Americans Delayed 
Medical Care Due To Pandemic. Kaiser Health News. 
Accessed December 23, 2020. https://khn.org/news/ne
arly-half-of-americans-delayed-medical-care-due-to-
pandemic/ 

13. Czeisler MÉ, Marynak K, Clarke KEN, et al. Delay 
or Avoidance of Medical Care Because of 
COVID-19–Related Concerns — United States, June 
2020. MMWR Morb Mortal Wkly Rep. 
2020;69(36):1250-1257. doi:10.15585/mmwr.mm6936
a4 

14. Wu Y, Chen F, Wang Z, et al. Reductions in 
Hospital Admissions and Delays in Acute Stroke Care 
During the Pandemic of COVID-19. Front Neurol. 
2020;11(584734). doi:10.3389/fneur.2020.584734 

15. Meo N, Paul E, Wilson C, Powers J, Magbual M, 
Miles KM. Introducing an electronic tracking tool into 
daily multidisciplinary discharge rounds on a 
medicine service: a quality improvement project to 
reduce length of stay. BMJ Open Qual. 
2018;7(3):2017-20000174. doi:10.1136/bmjoq-2017-0
00174 

16. Meo N, Liao JM, Reddy A. Hospitalized After 
Medical Readiness for Discharge: A Multidisciplinary 
Quality Improvement Initiative to Identify Discharge 
Barriers in General Medicine Patients. Am J Med Qual. 
2020;35(1):23-28. doi:10.1177/1062860619846559 

17. Turcotte LA, Daniel I, Hirdes JP. The Post-Acute 
Delayed Discharge Risk Scale: Derivation and 
Validation With Ontario Alternate Level of Care 
Patients in Ontario Complex Continuing Care 
Hospitals. J Am Med Dir Assoc. 2020;21(4):538-544.e1. 
doi:10.1016/j.jamda.2019.12.022 

18. Bowles KH, Ratcliffe SJ, Holmes JH, et al. Using a 
Decision Support Algorithm for Referrals to Post-
Acute Care. J Am Med Dir Assoc. 2019;20(4):408-413. 
doi:10.1016/j.jamda.2018.08.016 

Barriers to acute care discharge from an urban center before and during the COVID-19 pandemic

Brown Journal of Hospital Medicine 8

https://doi.org/10.3390/ijerph16142457
https://doi.org/10.1016/j.amjmed.2016.11.018
https://doi.org/10.1016/j.amjmed.2016.11.018
https://doi.org/10.1016/j.injury.2020.02.108
https://doi.org/10.1016/j.injury.2020.02.108
https://doi.org/10.1001/jama.2020.4686
https://doi.org/10.1016/j.hrtlng.2020.06.006
https://doi.org/10.15585/mmwr.mm6945e2
https://doi.org/10.15585/mmwr.mm6945e2
https://khn.org/news/coronavirus-patients-caught-in-conflict-between-hospital-and-nursing-homes/
https://khn.org/news/coronavirus-patients-caught-in-conflict-between-hospital-and-nursing-homes/
https://khn.org/news/coronavirus-patients-caught-in-conflict-between-hospital-and-nursing-homes/
https://www.cms.gov/files/document/covid-hospitals.pdf
https://www.cms.gov/files/document/covid-hospitals.pdf
https://www.cms.gov/files/document/covid-long-term-care-facilities.pdf
https://www.cms.gov/files/document/covid-long-term-care-facilities.pdf
https://doi.org/10.1016/j.jamda.2020.06.002
https://doi.org/10.1016/j.jamda.2020.06.002
https://doi.org/10.1001/jamainternmed.2020.3288
https://doi.org/10.1001/jamainternmed.2020.3288
https://khn.org/news/nearly-half-of-americans-delayed-medical-care-due-to-pandemic/
https://khn.org/news/nearly-half-of-americans-delayed-medical-care-due-to-pandemic/
https://khn.org/news/nearly-half-of-americans-delayed-medical-care-due-to-pandemic/
https://doi.org/10.15585/mmwr.mm6936a4
https://doi.org/10.15585/mmwr.mm6936a4
https://doi.org/10.3389/fneur.2020.584734
https://doi.org/10.1136/bmjoq-2017-000174
https://doi.org/10.1136/bmjoq-2017-000174
https://doi.org/10.1177/1062860619846559
https://doi.org/10.1016/j.jamda.2019.12.022
https://doi.org/10.1016/j.jamda.2018.08.016

	INTRODUCTION
	METHODS
	RESULTS
	Discharge Barriers
	Discharge dispositions
	Length of Stay

	DISCUSSION
	DISCLOSURES/ CONFLICT OF INTEREST
	FUNDING
	Corresponding Author

	References

