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Abstract
Objectives—All patients discharged from
the emergency department (ED) should
be given discharge instructions (DIs).
This study aimed to describe the DI prac-
tices of EDs in Australasia and to examine
the diVerences between public and private
EDs.
Methods—A voluntary, questionnaire-
based survey of public and private EDs
throughout Australia and New Zealand.
Results—58 of 74 (78.4%) EDs provided
instruction notes upon discharge although
51 (68.9%) gave them to only “some”
patients. There were no significant diVer-
ences between the public and private EDs
(p>0.05). Thirty seven (50%) EDs pro-
vided pre-formatted instruction sheets
although 22 (29.7%) EDs gave them to only
“some” patients. There were no signifi-
cant diVerences between the public and
private EDs (p>0.05). Only five (6.8%)
EDs retained a copy of the instruction
sheets and no (0%) ED provided sheets
that included all recommended features.
Sixty six (89.2%) EDs provided infor-
mation sheets although 44 (59.5%) EDs
gave them to only “some” patients. Pri-
vate EDs gave information sheets to
significantly more patients than public
EDs (p=0.04).
Conclusions—The DI practices of indi-
vidual EDs varied and the rates of DI pro-
vision were low. EDs should improve their
DI practices. Pre-formatted instruction
sheets, containing all recommended fea-
tures, should be provided to all patients
with a copy kept in the medical record.
Consideration should be given to the use
of DI practices as an ED performance
indicator.
(J Accid Emerg Med 2000;17:192–195)
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All patients discharged to home from the
emergency department (ED) should be given
instructions for the ongoing management of
their illness. It has been suggested that
misinterpretation of these instructions can
adversely aVect compliance, the correct use of
medications, treatment, follow up and
outcome.1–8 There is evidence that improved
communication and patient management can
be achieved if verbal instructions are comple-
mented by written ED discharge instructions
(DIs).2 3 5 7 9 10

Although the nature and format of DIs can
vary considerably, three main types have been

described and the perceived advantages and
disadvantages of each have been discussed.11

An instruction note is simply a set of instructions
handwritten or typed on plain paper, without
the assistance of computer programs. A
pre-formatted instruction sheet is a set of instruc-
tions handwritten or typed on a pre-formatted
document. An example, containing all recom-
mended desirable features,11 is shown in figure
1. An information sheet is a pre-printed
education and instruction document that
describes one specific illness. Only instruction
notes and pre-formatted instruction sheets are
tailored to the patient.

It has been recommended that all ED
patients discharged to home should be given a
comprehensive pre-formatted instruction sheet
to optimise their post-ED management.7 10 11

This may be supplemented by an information
sheet if appropriate.11 The current DI practices
of EDs in Australasia are not known. This
study aimed to describe these practices and the
features of pre-formatted instruction sheets
provided by the EDs. It also aimed to examine
the diVerences in practice between public and
private EDs. The study aimed to make recom-
mendations for DI practice based upon the
results obtained.

Methods
The study was a voluntary, questionnaire-
based survey of public (Australasian College
for Emergency Medicine accredited) and
private (24 hour/day service and College regis-
tered) EDs throughout Australia and New
Zealand. This includes all major public EDs
and all private EDs. A study questionnaire was
mailed to the directors of these EDs in August,
1997. A second mailing was made to those who
did not respond initially.

The questionnaire contained two sections.
Section one requested demographic data of the
participating ED: public or private, site.
Section two contained questions that assessed
what proportions of patients were provided
with instruction notes, pre-formatted instruc-
tion sheets and information sheets upon
discharge to home. The respondents were
required to describe these proportions as either
“none”, “very few”, “some”, “about half”,
“most” or “all patients”. Also, respondents
were presented with a list of desirable pre-
formatted instruction sheet features. They
were required to check which of these features
were included in their ED’s pre-formatted
instruction sheets and to state if their ED
retained a copy of the sheets.

The practices of public and private EDs
were compared. The Mann-Whitney test
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(adjusted for tied responses, á=0.05, MIN-
ITAB statistical package) was used to compare
groups of EDs where the responses were ordi-
nal. All categorical responses were analysed
descriptively.

Results
The response rate was good with 74 of the 86
EDs (86.1%) responding. Fifty seven of the 67
public EDs (85.1%) and 17 of the 19 private
EDs (89.5%) responded. The Australian
States and Territories and New Zealand were
represented in proportion to their populations
(New South Wales 22 respondents, Victoria

18, Queensland 14, South Australia 7, West-
ern Australia 4, New Zealand 4, Tasmania 3,
Australian Capital Territory 1, Northern
Territory 1).

Question 1 asked what proportion of pa-
tients were discharged home with their own
instruction notes. Table 1 describes the results.
Overall, few instruction notes were given out.
Most (68.9%) EDs gave instruction notes to
only “some” of their patients and few EDs
(2.7%) gave them to all patients. There were
no significant diVerences between the public
and private EDs (p>0.05).

Question 2 asked what proportion of pa-
tients were discharged home with their own
pre-formatted instruction sheet. Table 2 de-
scribes the results. Overall, few pre-formatted
instruction sheets were given out. Half
(50.0%) of the EDs gave these sheets to
“no-one” and 22 (29.7%) EDs gave them to
“some” of their patients. There were no signifi-
cant diVerences between the public and private
EDs (p>0.05).

Question 3 asked what proportion of pa-
tients were discharged home with their own
information sheet. Table 3 describes the
results. Overall, more information sheets were
given out than instruction notes or pre-
formatted instruction sheets. More than half

Figure 1 Example of desirable pre-formatted discharge instruction sheet.

Royal Hospital Accident & Emergency Department

Discharge Instruction Sheet

Patient's Name:.................................................................................

This form provides you with initial instructions about your medical care.
Please keep this form and take it with you in case you need further care.

You were seen today by Drs................................................................(House Officer)
                                                ...............................................................(Specialist)

Your Diagnosis........................................................................................................................................................
Expected course of the illness...............................................................................................................................
Potential complications which may occur............................................................................................................
..................................................................................................................................................................................
Instructions:.............................................................................................................................................................
..................................................................................................................................................................................
..................................................................................................................................................................................
Medication prescribed (name, dose, frequency, purpose)
1................................................................................................................................................................................
2................................................................................................................................................................................
3................................................................................................................................................................................
Continue/change your usual medication..............................................................................................................
..................................................................................................................................................................................

Return to the Emergency Department if...............................................................................................................

Follow-up with..............................................at Phone No.....................................................................................
Follow-up within...................................days......................weeks.

Instructions given by:   Name.............................................Signature..................................................................

I have received and understand these instructions
       Name..............................................Signature.................................................................
       Date.................................................Time.........................................................................

Table 1 Proportions of patients discharged home with their own instruction notes

ED type None Some About half Most All patients

Private (n=17) 4 (23.5) 12 (70.6) 1 (5.9) 0 (0) 0 (0)
Public (n=57) 12 (21.1) 39 (68.4) 0 (0) 4 (7.0) 2 (3.5)
Total (n=74) 16 (21.6) 51 (68.9) 1 (1.4) 4 (5.4) 2 (2.7)

Percentages shown in parentheses.

Table 2 Proportions of patients discharged home with their own pre-formatted instruction
sheet

ED type No one Very few Some About half Most All patients

Private (n=17) 10 (58.8) 2 (11.8) 4 (23.5) 1 (5.9) 0 (0) 0 (0)
Public (n=57) 27 (47.4) 3 (5.2) 18 (31.6) 3 (5.2) 5 (8.8) 1 (1.8)
Total (n=74) 37 (50.0) 5 (6.8) 22 (29.7) 4 (5.4) 5 (6.8) 1 (1.3)

Percentages shown in parentheses.
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(59.5%) of the EDs gave information sheets to
“some” patients and only eight (10.8%) EDs
gave the sheets to “no-one”. Private EDs gave
out information sheets to a significantly greater
proportion of patients than public EDs
(p=0.04).

Questions 4 and 5 could be answered only
by those EDs that provided pre-formatted
instruction sheets. Of the 30 public and seven
private EDs that provided these sheets, four
public and three private EDs did not respond
to these questions. Question 4 presented a list
of desirable pre-formatted instruction sheet
features11 and asked respondents to check
which of these were included in their ED’s
sheet. The results are described in table 4.
Most EDs included the names of the patient
and doctor, the illness diagnosis, expected
course and complications, indications for
return to the ED, general treatment instruc-
tions, and the signature of the person providing
the instructions. About half of the EDs
provided advice on the use of the instruction
sheet, new medication instructions, and in-
structions for patient review. Few EDs in-
cluded instructions for the use of the patient’s
usual medications, a statement of understand-
ing, signature of the person receiving the
instruction sheet, or the date and time. The
diVerences between public and private EDs
were not examined statistically as the number
of private EDs responding to this question was
small.

Question 5 asked whether the EDs kept a
copy of the pre-formatted instruction sheets in
the patients’ medical record. Five of the 27
(18.5%) responding public EDs and zero of
the four (0%) responding private EDs kept a
copy of the instruction sheets.

Discussion
The study had a good response rate with
appropriate representation of EDs across
Australia and New Zealand. However, the

conclusions may be limited by inaccuracies in
the data. It is possible that selection bias
impacted upon the results. As only ACEM
accredited public and 24 hour ACEM regis-
tered private EDs were included in the study,
the results may not be representative of all
EDs in Australia and New Zealand. Further-
more, the proportions reported by the ED
directors were only impressions of their EDs
communication practices and unlikely to be
based on actual figures. It is probable that
many EDs do not maintain a record of GP
communications or the mode of these com-
munications. Hence, the reported proportions
may be under or over-estimates of actual prac-
tices. However, while the proportions reported
may not be individually accurate, the overall
impression of current DI practices seems
clear.

Although the practices of individual EDs
varied considerably, the rates at which DIs
were provided were low overall and no single
type of DI was provided consistently to more
than “some” of the patients. Hence, discharge
instructions must have been verbal for many
patients, a type of instruction that may be
inadequate.2 3 5 7 9 10 12 Also, most EDs used at
least two types of DIs. Many EDs reported the
use of all three types and patients discharged
from these EDs could receive any, or a combi-
nation, of the three DIs. It is concluded that the
rates of provision of DIs were inadequate and
that there was no standard DI practice.

Information sheets and instruction notes
were the most commonly provided types of DI.
The finding that private EDs provided statisti-
cally more information sheets than public EDs
may represent an eVort by the private EDs to
optimise patient satisfaction and management,
in part, through the use of DIs.

Pre-formatted instruction sheets were pro-
vided by only about half of EDs. This practice
is not in compliance with the recommendation
that a comprehensive, pre-formatted infor-
mation sheet, supplemented by an information
sheet if appropriate, should be provided to all
patients.7 10 11

The comprehensive, pre-formatted instruc-
tion sheet (see Taylor and Cameron11) has
many advantages. Simple language, used in all
pre-formatted text to improve readability, can
still be comprehensive and inclusive of all
desirable features. If the text is completed
under specific named headings, patient recall is
increased.10 13 14 The sheets are tailored to the
patient, may contain less physician writing but
more information than unstructured instruc-
tion notes, oblige the writer to be concise, allow
for quick interpretation and transfer of infor-
mation to computerised patient records, and
are preferred by GPs.15–20 Finally, the struc-
tured nature may assist junior staV by prompt-
ing them to consider all relevant components
of the post-ED management that may other-
wise go neglected.10 21

The evaluation of pre-formatted instruction
sheet content shows that recommended desir-
able features were absent from the sheets of
many EDs. It is particularly notable that
almost no instruction sheet contained a

Table 3 Proportions of patients discharged home with their own information sheet

ED type No one Very few Some About half Most All patients

Private* (n=17) 0 (0) 2 (11.7) 8 (47.1) 4 (23.6) 3 (17.6) 0 (0)
Public* (n=57) 8 (14.0) 5 (8.8) 36 (63.2) 2 (3.5) 5 (8.8) 1 (1.7)
Total (n=74) 8 (10.8) 7 (9.5) 44 (59.5) 6 (8.1) 8 (10.8) 1 (1.3)

*Significant diVerence between subgroups (p<0.05). Percentages shown in parentheses.

Table 4 Desirable features included on ED pre-formatted instruction sheets

Desirable features
Public ED
(n=26)

Private ED
(n=4)

Total
(n=30)

Patient’s name 20 (76.9) 3 (75.0) 23 (76.7)
Advice on the use of the instruction sheet 13 (50.0) 3 (75.0) 16 (53.3)
Names(s) of the treating ED doctor(s) 14 (53.9) 4 (100) 18 (60.0)
Diagnosis 18 (69.2) 4 (100) 22 (73.3)
Expected course of the illness 14 (53.9) 4 (100) 18 (60.0)
Potential complications of the illness 17 (65.4) 4 (100) 21 (70.0)
Indications for returning to the ED 21 (80.1) 4 (100) 25 (83.3)
General treatment instructions 22 (84.6) 3 (75.0) 25 (83.3)
New medication instructions 12 (46.2) 1 (25.0) 13 (43.3)
Usual medication instructions 7 (26.9) 0 (0) 7 (23.3)
Name of person to review illness 12 (46.2) 2 (50.0) 14 (46.7)
Timing for review of illness 12 (46.2) 3 (75.0) 15 (50.0)
Signature of person providing instruction sheet 15 (57.7) 3 (75.0) 18 (60.0)
Statement of understanding of instruction sheet 1 (3.9) 0 (0) 1 (3.3)
Signature of person receiving instruction sheet 2 (7.7) 0 (0) 2 (6.7)
Date and time 11 (42.3) 1 (25.0) 12 (40.0)

Percentages shown in parentheses.
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“statement of understanding” of the sheet or
provision for the “signature of the person
receiving the sheet”. Furthermore, very few
EDs retained a copy of the instruction sheets
provided. It is concluded that, even if pre-
formatted instruction sheets were provided,
many did not contain suYcient information
for optimum post-ED patient management
and the sheet’s medico-legal, quality assurance
and medical record usefulness were likely to
be limited.

It is recommended that EDs improve their
discharge instruction practices. Pre-formatted
instruction sheets should be provided to all
patients discharged to home and a copy should
be kept in the patients’ medical records. These
sheets should include all the desirable features
previously described.11 Information sheets
could be used to provide supplemental infor-
mation if required. It is recommended that
consideration be given to the establishment of
state or national guidelines that aim to achieve
best practices of DI documentation. The wide-
spread use of standardised DI practices would
also permit quality assurance of discharge pro-
cedures and DIs could be used as an ED
performance indicator.
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