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ABSTRACT
Objective To determine the proportion of patients 
surviving their cardiac surgery who experienced non- 
home discharge (NHD) over a 16- year period in Australia 
and New Zealand (ANZ).
Design Retrospective, multicentre, cross- sectional 
study over the time period 01 January 2004 to 31 
December 2019.
Setting Adult patients who underwent cardiac surgery 
from the Australia New Zealand Intensive Care Society 
Adult Patient Database (APD).
Participants Adult patients (age 18 and above) who 
underwent index coronary artery bypass grafting, 
cardiac valve surgery or combined valve/coronary 
surgery.
Exposure The primary exposure variable was the 
calendar year during the which the index surgery was 
performed.
Outcome The primary outcome was NHD after the 
index surgery. NHD included discharge to locations such 
as nursing home, chronic care facility, rehabilitation and 
palliative care.
Results We analysed 252 924 index cardiac surgical 
admissions from 101 discrete sites with a median age 
of 68 years (IQR 60–76), of which 74.2% (187 662 out 
of 252 920) were males. Of these, 4302 (1.7%) patients 
died in hospital and 213 011 (84.2%) were discharged 
home, 18 010 (7.1%) were transferred to another 
hospital and 17 601 (7%) experienced NHD. In Australia, 
14 457 (6.4%) of patients progressed to NHD, compared 
with 3144 (11.7%) in New Zealand. The rate of NHD 
increased significantly over time (adjusted OR per 
year=1.06, 95% CI, 1.06 to 1.07, p<0.001). Increasing 
age, female sex, non- elective surgery, surgery type and 
Acute Physiology and Chronic Health Evaluation III Score 
were all associated with significant increase in NHD.
Conclusions There was significant increase in NHD 
after cardiac surgery over time in ANZ. This has 
significant clinical relevance for informed consent 
discussions between healthcare providers and patients, 
and for healthcare services planning.

INTRODUCTION
Mortality from cardiac surgery for coro-
nary revascularisation and valve opera-
tions in high- income countries such as 
Australia, Canada and the USA is low.1–3 
However, It is increasingly recognised that 

non- mortality patient- centred outcomes 
such as functional and quality- of- life 
outcomes are very important4 5 and should 
be considered as part of the informed 
consent process6 7 for medical interven-
tions. Disability or impaired function, 
either transient or permanent, that leads to 
discharge to another hospital for extended 
care, transitional care or nursing home, 
collectively termed ‘non- home discharge’ 
(NHD) as opposed to discharge home, is 
one such outcome. NHD has been shown 
to be associated with decreased overall 
survival,8 and significant healthcare and 
social costs.9

Relatively small studies from the USA10 
and Denmark11 have shown that a substan-
tial proportion of patients who survive 
cardiac surgery experience NHD. In the 
setting of an ageing population in many 
high- income countries and associated 
increase in cardiac surgery, we hypothe-
sised that the rates of NHD after cardiac 
surgery have increased over time.

The primary objective of this study was to 
describe the trends in NHD after cardiac 
surgery over the 16- year period from 2004 
to 2019 in Australia and New Zealand 
(ANZ). Secondary objectives were to eval-
uate preoperative and early postoperative 
risk factors for NHD.

Strengths and limitations of this study

 ► This is the largest study to evaluate non- home dis-
charge (NHD) after cardiac surgery and used data 
from a high- quality registry.

 ► Limitations include its retrospective observational 
design, reliance on benchmarking data collected for 
purposes other than this study and possibility of un-
measured confounders not recorded in the registry.

 ► The primary outcome, NHD, was a composite out-
come with the individual components possibly hav-
ing different implications for patients, their families 
and clinicians
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METHODS
Study design
We conducted a retrospective cross- sectional study, 
analysing data from the Australia New Zealand Intensive 
Care Society (ANZICS) Adult Patient Database (APD) 
run by the Centre for Outcome and Resource Evaluation 
over the time period extending from 01 January 2004 
to 31 December 2019. The APD includes data on over 
85% of admissions to ANZ intensive care units (ICU). 
This study is reported using the relevant sections of the 
Strengthening the Reporting of Observational Studies in 
Epidemiology statement.12

The inclusion criteria were adult patients (age 18 
and above) undergoing coronary artery bypass surgery, 
valvular surgery or combinations of valve and coronary 
artery surgeries. The exclusion criteria were patients who 
were nursing home residents prior to undergoing cardiac 
surgery, patients who underwent heart transplantation, 
ventricular assist device placement, aortic surgery and 
surgery for congenital heart disease and patients admitted 
to ICU after their cardiac surgery with treatment limita-
tions. In the APD, a treatment limitation is any constraint 
on escalation of medical treatment imposed either by 
patient wishes or medical futility at the time of admission 
to ICU. Only the index admission with a cardiac surgical 
diagnosis during the study period was considered.

Data extraction
We extracted records for all patients in the APD during 
the study period who satisfied our inclusion and exclu-
sion criteria. Demographic information, admission diag-
nosis, physiological variables used in Acute Physiology 
and Chronic Health Evaluation (APACHE- III)13 scoring 
including APACHE- II comorbidities, Australia and 
New Zealand Risk of Death (ANZROD),14 vital status at 
hospital discharge, lengths of stay in ICU and hospital, 
readmission rates and hospital discharge location were 
extracted.

The APD records discharge destination in numerous 
categories. For the purposes of this study, we categorised 
discharge destination into the following four categories: 
death, transferred to other hospital alive, home alive and 
NHD. NHD included discharge to chronic care facilities 
(such as nursing home), rehabilitation, palliative care 
and other non- home locations.

Outcome
The primary outcome was the proportion of patients 
surviving their cardiac surgery who experienced NHD.

Statistical analysis
Where appropriate, data were converted into numerical 
formats to facilitate analysis and subsequently checked for 
completeness. Normality was assessed in continuous data 
by employing normal quantile (probit) plots. Variables 
thus identified were described using their mean (SD). 
Variables showing significant deviation from normality 
were described using their median (IQR). Categorical 

and dichotomous data were described using percentages. 
Correlations between continuous predictor variables were 
checked using Pearson’s correlation coefficient (r) with 
values greater than ±0.7 signifying a significant degree 
of collinearity. Postestimation variance inflation factor 
(VIF) was used with values greater than 10.0 signifying 
significant predictor colinearity. As the dataset repre-
sented a cross- sectional series reported from 101 discrete 
contributing institutions, it was analysed using mixed 
effect, logistic regression models. Site (or institution) 
was treated as a random effect, with individual patients 
nested within sites. All other variables were treated as 
fixed effects. Following initial univariate regression with 
discharge destination as the outcome variable, predictor 
variables, including age, surgery type (ie, coronary artery 
bypass grafting (CABG) and valve surgery) and elective 
surgery (vs non- elective surgery), were selected based on 
knowledge of significant association with NHD. Hospital 
type (public vs private) and sex were also included because 
they were judged to be important confounding variables 
by the authors. In addition to these, a second model was 
created with the inclusion of the APACHE- III Score. This 
model was created to test the effect of illness severity in the 
first 24 postoperative hours on NHD. Temporal trends in 
age, comorbidities, APACHE- 3 scores, ICU and hospital 
lengths of stay were analysed using descriptive statistics 
and univariable linear regression. These were performed 
to explore whether the complexity of the patients under-
going cardiac surgery in ANZ over the 16- year study 
period had changed over time.

Results for the final model were reported as ORs with 
the relevant 95% CI and p value. The level of significance 
was set at α<0.05 throughout. STATA (V.15.1) was used 
for all analyses.

Patient and public involvement
No patient involved.

Data availability statement
All data relevant to the study are included in the article or 
uploaded as online supplemental information.

RESULTS
Over the 16- year period from January 2004 to December 
2019, 252 924 index cardiac surgical admissions were 
recorded in ANZ in the ANZICS APD from 101 discrete 
sites. Overall, 4302 (1.7%) patients died in hospital and 
213 011 (84.2%) were discharged home from hospital 
(table 1). Of the remainder, 18 010 (7.1%) were trans-
ferred to another hospital, and 17 601 (7%) experienced 
NHD. In Australia, 14 457 (6.4%) of patients progressed 
to NHD, compared with 3144 (11.7%) in NZ. A detailed 
breakdown of NHD locations for the year 2019 is provided 
in online supplemental table 1.

The demographic details of the patients are summarised 
in table 1. The median age of the cohort was 68 years 
(IQR 60–76). NHD patients were older (median age 76 
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years, IQR 69–81) than patients who were discharged 
home (median age 67 years, IQR 59–74). The overall 
proportion of male patients was 74.2% (187 662/252 
920). Female patients had a higher crude mortality rate 
of 2.5% (1632/65 235) compared with 1.4% (2670/187 
662) for male patients and a higher NHD rate of 9.4% 
(6009/65 235) compared with 6.2% (11 592/187 662).

Comparing surgery types, 148 961 (58.6%) patients 
underwent CABG, 76 398 (30.1%) had valvular surgery, 
and 28 682 (11.3%) underwent combined CABG and 
valvular surgery. The highest proportion of patients who 
experienced NHD were those who underwent combined 
valvular and CABG surgery (2962/28 682, 10.3%), 
followed by isolated valve surgery (5421/76 398, 7.1%) 
and CABG alone (9218/148 961, 6.2%). Rates of NHD in 
elective surgery were 6.6% (15 688/237 107) and 11.1% 
(1819/16 257) in non- elective surgery. The crude rates of 
NHD in private and public hospitals were 5.0% (4859/97 
569) and 8.2% (12 742/154 724), respectively.

Compared with those discharged home, patients under-
going NHD had a higher median APACHE- III Score of 57 
(IQR 48–68) versus 48 (IQR 39–58) and a greater median 
ANZROD (median 0.009, IQR 0.004–0.02 vs 0.004, IQR 
0.002–0.009). NHD patients had longer ICU and hospital 
length of stay (LOS) compared with those patients who 
were discharged home (table 1).

Figure 1 shows raw trends for NHD after cardiac surgery 
alongside raw mortality and total number of cases. The 
total number of cases have increased from 12 235 to 17 
685 per annum from 2004 to 2019. A progressive decrease 
in raw mortality was observed from 2.2% (267/12 235) to 
1.2% (211/17 685). This was accompanied by an increase 
in the NHD rate starting at 4.7% (12 235) in 2004 to 9.4% 
(1670/17 685) of patients in 2019. The unadjusted OR 
for NHD per year was 1.06 (95% CI 1.06 to 1.07, p<0.001). 
Raw trends in NHD and mortality by surgery type are 
presented in online supplemental figures 1–3.

Online supplemental table 2 displays the temporal 
trends in APACHE- II comorbidities over the study period. 
The mean age did not change by a clinically significant 
amount during the study period (66.4 (SD 11.7) in 2004 
to 66.8 (SD 11.7) in 2019). However, the APACHE- III 

scores increased significantly from a mean of 45.9 (SD 
17.6) in 2004 to 49.5 (SD 17.6) in 2019 (p<0.001). The 
ICU and hospital LOS both increased significantly: from 
a median of 43 hours (IQR 23–53) in 2004 to 48 hours 
(IQR 27–74) in 2019 for ICU LOS (p<0.001) and 8.7 days 
(IQR 6.6–13.3) in 2004 to 10.0 days (IQR 7.8–14.2) in 
2019, respectively.

The results of univariable analysis of factors associated 
with NHD are presented in table 2. Increasing age, female 
sex, non- elective surgery, surgery type, hospital type and 
increasing APACHE- III Score and ANZROD were all 
found to be significantly associated with NHD.

In the multivariable model (table 3), year of surgery 
was strongly associated with NHD. For every year from 
2004, the OR of NHD was 1.06 (95% CI 1.06 to 1.07, 
p<0.001) after adjustment for age, sex, type of surgery, 
non- elective surgery, hospital type and APACHE- III 
Score (both ANZROD and APACHE- III Score were not 
only highly significant, but also highly collinear, there-
fore, APACHE- 3 Score was retained). The multivariable 
models with and without the APACHE- III Score produced 
very similar results as shown in table 3. Regression models 
stratified by surgery type are presented in online supple-
mental tables 3 and 4.

Comparison of patients admitted to public and private 
hospitals is presented in online supplemental table 5. The 
patients were different in several aspects including higher 
age, lower rates of non- elective surgery and more valve 
surgery in private hospitals. The crude mortality rate 
was lower (1162/97 569, 1.2% vs 3142/154 724, 2.1%) 
and almost all private cardiac surgery in our cohort was 
performed in Australia (98 050, 99.7%). The adjusted OR 

Figure 1 Raw trends in non- home discharge and mortality. 
NHD, non- home discharge.

Table 2 Risk of non- home discharge (NHD) in patients 
undergoing cardiac surgery: univariable analyses

Univariable logistic 
regression analyses OR 95% CI P value

Year (per 1 year) 1.06 1.06 to 1.07 <0.001

Age (per 1 year) 1.07 1.07 to 1.07 <0.001

Sex (female vs male) 1.93 1.90 to 2.00 <0.001

Surgery type

  CABG 1 Reference

  Valve 1.34 1.30 to 1.39 <0.001

  CABG+ valve 2.01 1.92 to 2.10 <0.001

Surgical status (non- 
elective vs elective)

1.42 1.34 to 1.52 <0.001

Hospital type (private vs 
public)

2.63 1.61 to 4.31 <0.001

APACHE- III Score (per 
1 point)

1.03 1.03 to 1.03 <0.001

ANZROD (per 1%) 1.03 1.02 to 1.03 <0.001

ANZROD, Australia and New Zealand Risk of Death; APACHE, 
Acute Physiology and Chronic Health Evaluation; CABG, coronary 
artery bypass grafting.

https://dx.doi.org/10.1136/bmjopen-2021-049187
https://dx.doi.org/10.1136/bmjopen-2021-049187
https://dx.doi.org/10.1136/bmjopen-2021-049187
https://dx.doi.org/10.1136/bmjopen-2021-049187
https://dx.doi.org/10.1136/bmjopen-2021-049187
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for NHD for patients in private hospitals compared with 
public hospital was 2.05 (95% CI 1.13 to 3.72, p=0.02).

VIFs for the multivariable models are presented in 
online supplemental table 6.

DISCUSSION
Key findings
This large retrospective cross- sectional study of discharge 
destination after cardiac surgery has demonstrated that 
there has been a significant yearly increase in NHD among 
cardiac surgical patients in ANZ from 2004 to 2019. This 
has coincided with a decline in hospital mortality. Preop-
erative variables significantly associated with NHD were 
increasing age, female sex, redo cardiac surgery and 
performance of surgery in a private institution. Illness 
severity, as measured by the APACHE- III score at 24 hours 

of ICU admission, was also a highly significant risk factor 
for NHD.

Why is NHD important?
Cardiac surgery has an established role in the management 
of coronary artery and cardiac valvular disease; however, 
it can also be associated with significant morbidity, and 
requires hospital and ICU admission for perioperative 
support. It can lead to a cascade of events, resulting in 
prolonged hospitalisation and functional decline, due to 
inactivity and immobility, with weakness, contractures and 
atrophy.10 15 16 Furthermore, cardiac surgery can cause 
postoperative cognitive dysfunction, which can persist 
after hospital discharge.17 This combination of factors 
may contribute to risk of NHD after cardiac surgery.

Survival to hospital discharge, though important, is an 
incomplete measure of outcome.18 Patients often prior-
itise quality of life over quantity, with QOL reflecting a 
combination of physical function, emotional well- being 
and social functioning. If expected to live in long- term 
care, many patients would forego an operation and live 
out the natural history of their disease at home. Patients 
discharged to places other than home have poorer 
outcomes than those discharged to home. Thus, NHD not 
only has implications for QOL, but also for intermediate- 
term outcomes, heralding a persistent increased risk of 
mortality. It has been shown that among cardiac surgical 
patients discharged to an extended care facility, only 55% 
returned to independent living, and of those admitted 
to a long- term care facility, only 30.8% were alive at 1 
year8. Similar reviews10 19 found that patients with NHD 
had lower 1- year and 2- year survival, and increased risk 
of readmission. In ANZ, patients transferred to another 
hospital after cardiac surgery are usually those who cannot 
safely be discharged home. Instead, they are often trans-
ferred to another hospital close to their usual residence 
or to family supports. Assistance services, or placement 
in a chronic care facility, nursing home, rehabilitation or 
respite care can then be organised from this hospital.

In addition to the quality- of- life impacts, NHD is associ-
ated with significant financial implications for healthcare 
services. Goldfarb et al20 demonstrated that frail patients 
undergoing cardiac surgery incurred a sizeable cost 
difference to non- frail patients, related to postoperative 
complications, prolonged ventilation and longer hospital 
LOS, all of which are associated with an increased likeli-
hood of NHD.9 10 15 16

Implications/importance of findings
This is the first study that clearly demonstrates a signifi-
cant increase in NHD after cardiac surgery over time after 
adjustment for important covariates. This has occurred 
over a time period where mortality after cardiac surgery 
has steadily fallen. This decline in mortality may reflect 
refinements in the process of cardiac surgery, improving 
quality of postoperative care and successful provision 
of prolonged periods of intensive care support in those 
who suffer complications. It is possible that an increase 

Table 3 Risk of non- home discharge (NHD) in patients 
undergoing cardiac surgery: multivariable analyses

Variable OR 95% CI P value

Multivariable logistic regression analysis using preoperative 
variables

  Year (per 1 year) 1.07 1.06 to 1.07 <0.001

  Age (per 1 year) 1.07 1.07 to 1.07 <0.001

  Sex (female vs male) 1.74 1.68 to 1.81 <0.001

  Surgery type

   CABG 1

   Valve 1.13 1.08 to 1.17 <0.001

   CABG+ valve 1.51 1.44 to 1.59 <0.001

  Surgical status 
(elective vs non- 
elective)

0.69 0.64 to 0.74 <0.001

  Hospital type (private 
vs public)

2.05 1.13 to 3.72 0.02

Multivariable logistic regression analysis using preoperative 
variables and APACHE- III Score

  Year (per 1 year) 1.06 1.06 to 1.07 <0.001

  Age (per 1 year) 1.06 1.06 to 1.06 <0.001

  Sex (female vs male) 1.73 1.66 to 1.79 <0.001

  Surgery type

   CABG

   Valve 1.11 1.07 to 1.16 <0.001

   CABG+ valve 1.44 1.37 to 1.51 <0.001

  Surgical status 
(elective vs non- 
elective)

0.72 0.67 to 0.77 <0.001

  Hospital type (private 
vs public)

2.21 1.22 to 3.99 0.009

  APACHE- III Score 
(per 1 point)

1.01 1.01 to 1.02 <0.001

APACHE, Acute Physiology and Chronic Health Evaluation; CABG, 
coronary artery bypass grafting.

https://dx.doi.org/10.1136/bmjopen-2021-049187
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in NHD is one of the collateral ‘costs’ associated with 
declining mortality.

During this period of increasing NHD rates, the 
APACHE- 3 scores and hospital and ICU LOS have all 
increased significantly, suggesting increasing patient 
complexity. Thus, the observed increase in NHD, despite 
adjustment for important available covariates, may be 
reflective of changing indications for cardiac surgery and 
increasingly complex patients being offered surgery.

The variables significantly associated with increased 
NHD were increasing age, female sex, higher illness 
severity (as measured by APACHE- III Score), non- elective 
surgery and non- CABG surgery. These are all, with the 
exception of APACHE- III Score, preoperative variables 
that can assist in early identification of patients at high- 
risk of NHD and facilitate better informed consent 
discussions, resource allocation and discharge planning 
processes.

The overall NHD rate of 7.1% in our large cohort was 
somewhat lower than the reported incidence of NHD 
after cardiac surgery in the international literature. Rates 
of 11%–30% were reported in studies much smaller than 
ours.8–10 18 21 Thorsteinsson et al11 reviewed 38 387 patients, 
and found significant risk factors to be increasing age, 
female sex, heart failure, previous myocardial infarct 
and previous stroke. Pattakos et al9 found the need for 
an intra- aortic balloon pump, emergency surgery, aortic 
surgery, multiple comorbidities and increasing age to be 
risk factors for NHD in a cohort of 4031 patients. In a 
review of 5900 patients, Stuebe et al10 reported age, sex, 
marital status, body mass index, vascular disease, pulmo-
nary disease, operation type, emergency and redo surgery 
as risk factors for NHD and also developed a prediction 
score for NHD. Overall, our study confirms that NHD 
after cardiac surgery is a substantial healthcare problem 
and the temporal increase has major implications for 
resource allocation and planning of future healthcare 
services. The trend towards increasing rates of NHD could 
be due to the fact that cardiac surgery is being performed 
on older patients, with greater incidence of frailty and 
other comorbidities.11

The strong association between female sex and NHD 
was similar in magnitude to that reported in smaller 
studies.10 11 It should be considered a consistent associa-
tion that necessitates further investigation.

Strengths and limitations
This is the largest study to evaluate NHD after cardiac 
surgery. It used data from a high- quality registry that has 
been extensively used for research purposes. However, 
it is limited by its retrospective observational design and 
reliance on benchmarking data collected for purposes 
other than this study. The registry data could only be 
used to categorise patients into CABG, valve surgery and 
CABG+ valve surgery groups. Further categorisation (eg, 
aortic vs mitral valve, single vs double vs triple valve) was 
not possible. The APACHE- III Score was not specifically 
designed nor validated for the cardiac surgical population 

and its capacity for risk adjustment in this population may 
be limited. Comparative data for non- operative inter-
vention in patients with heart disease was not available. 
Treatment data, including intraoperative and postopera-
tive treatments were not available. The primary outcome, 
NHD, was a composite outcome and not all component 
outcomes may have the same meaning or weighting for 
patients, families and clinicians. Data specifying nursing 
home discharge specifically versus transitional care and 
rehabilitation were unavailable.

Future research
Further research is required in the field of NHD after 
cardiac surgery. A simple score to predict risk of NHD 
that can be calculated at the bedside during or prior to 
a consent discussion would be valuable for clinicians and 
patients alike. Scores of this nature have been developed 
in the past using data from smaller datasets.9 10 Further 
research is needed to identify the barriers to implementa-
tion of such scores, and their incorporation into clinical 
practice, particularly to improve the depth of informed 
consent discussions and shared decision- making. Whether 
the early (ie, preoperative) identification of NHD risk can 
be used to apply targeted interventions such as ‘preha-
bilitation’22 and lead to better patient outcomes requires 
further evaluation. The effect of cardiac specific preoper-
ative information (for example, using the EuroScore- II23 
intraoperative and postoperative variables other than 
APACHE- III on NHD needs to be studied. Economic 
analysis would be beneficial in quantifying the burden 
of NHD and targeting resources appropriately. Preoper-
ative identification of patients at risk of NHD postcardiac 
surgery could facilitate investigation of interventions that 
may reduce NHD and assist with early discharge planning.

CONCLUSIONS
NHD after cardiac surgery is increasing over time with 
important implications for informed consent discussions, 
discharge planning, resource allocation and healthcare 
expenditure. Future research should focus on accurate 
identification of at- risk patients and interventions to 
arrest the rise and potentially reduce NHD.

Twitter Mahesh Ramanan @maheshramanan

Acknowledgements KS acknowledges support from the Metro North Hospital and 
Health Services’ Clinician Research Fellowship.The authors thank the ANZICS CORE 
management committee and the clinicians, data collectors and researchers at the 
following contributing sites: Alfred Hospital ICU, Allamanda Private Hospital ICU, 
Ashford Community Hospital ICU, Auckland City Hospital CV ICU, Austin Hospital ICU, 
Blacktown Hospital ICU, Box Hill Hospital ICU, Brisbane Waters Private Hospital ICU, 
Cabrini Hospital ICU, Calvary Hospital (Lenah Valley) ICU, Calvary Wakefield Hospital 
(Adelaide) ICU, Canberra Hospital ICU, Christchurch Hospital ICU, Concord Hospital 
(Sydney) ICU, Dandenong Hospital ICU, Dunedin Hospital ICU, Epworth Eastern 
Private Hospital ICU, Epworth Hospital (Richmond) ICU, Figtree Private Hospital ICU, 
Fiona Stanley Hospital ICU, Flinders Medical Centre ICU, Flinders Private Hospital 
ICU, Fremantle Hospital ICU, Gold Coast Private Hospital ICU, Gold Coast University 
Hospital ICU, Gosford Hospital ICU, Gosford Private Hospital ICU, Greenslopes Private 
Hospital ICU, Hollywood Private Hospital ICU, Holmesglen Private Hospital ICU, Holy 
Spirit Northside Hospital ICU, Hornsby Ku- ring- gai Hospital ICU, John Fawkner 
Hospital ICU, John Flynn Private Hospital ICU, John Hunter Hospital ICU, Joondalup 

https://twitter.com/maheshramanan


8 Ramanan M, et al. BMJ Open 2021;11:e049187. doi:10.1136/bmjopen-2021-049187

Open access 

Health Campus ICU, Knox Private Hospital ICU, Launceston General Hospital ICU, 
Liverpool Hospital ICU, Logan Hospital ICU, Macquarie University Private Hospital 
ICU, Manly Hospital & Community Health ICU, Mater Adults Hospital (Brisbane) ICU, 
Mater Health Services North Queensland ICU, Mater Private Hospital (Brisbane) ICU, 
Mater Private Hospital (Sydney) ICU, Melbourne Private Hospital ICU, Middlemore 
Hospital ICU, Monash Medical Centre- Clayton Campus ICU, Mount Hospital ICU, 
National Capital Private Hospital ICU, Newcastle Private Hospital ICU, North Shore 
Private Hospital ICU, Northern Beaches Hospital, Norwest Private Hospital ICU, 
Peninsula Private Hospital ICU, Pindara Private Hospital ICU, Prince of Wales 
Hospital (Sydney) ICU, Prince of Wales Private Hospital (Sydney) ICU, Princess 
Alexandra Hospital ICU, Queen Elizabeth II Jubilee Hospital ICU, Royal Adelaide 
Hospital ICU, Royal Brisbane and Women’s Hospital ICU, Royal Darwin Hospital 
ICU, Royal Hobart Hospital ICU, Royal Melbourne Hospital ICU, Royal North Shore 
Hospital ICU, Royal Perth Hospital ICU, Royal Prince Alfred Hospital ICU, Sir Charles 
Gairdner Hospital ICU, Southern Cross Hospital (Hamilton) ICU, St Andrew’s Hospital 
(Adelaide) ICU, St Andrew’s War Memorial Hospital ICU, St George Hospital (Sydney) 
CICU, St George Hospital (Sydney) ICU, St George Private Hospital (Sydney) ICU, St 
Georges Hospital (NZ) ICU, St John Of God Health Care (Subiaco) ICU, St John Of 
God Hospital (Geelong) ICU, St John Of God Hospital (Murdoch) ICU, St Vincent’s 
Hospital (Melbourne) ICU, St Vincent’s Hospital (Sydney) ICU, St Vincent’s Private 
Hospital (Sydney) ICU, St Vincent’s Private Hospital Fitzroy ICU, Sunshine Coast 
University Private Hospital ICU, Sydney Adventist Hospital ICU, Sydney Southwest 
Private Hospital ICU, The Memorial Hospital (Adelaide) ICU, The Prince Charles 
Hospital ICU, The Queen Elizabeth (Adelaide) ICU, The Townsville Hospital ICU, The 
Valley Private Hospital ICU, The Wesley Hospital ICU, University Hospital Geelong 
ICU, Waikato Hospital ICU, Warringal Private Hospital ICU, Wellington Hospital ICU, 
Westmead Hospital ICU, Westmead Private Hospital ICU, Whangarei Area Hospital, 
Northland Health ICU, Wollongong Hospital ICU.

Contributors MR: guarantor; study conception; study design; data acquisition; 
interpretation of results; manuscript drafting; manuscript editing; final approval of 
submission. AK: study design; manuscript drafting; final approval of submission. 
CA: study design; data handling; statistical analysis; interpretation of results; final 
approval of submission. KS: study design; overall supervision; manuscript editing; 
final approval of submission.

Funding MR acknowledges a grant (AUD $10 000) received from The Common 
Good Foundation to support this work. Grant number: NI2020- 24

Competing interests None declared.

Patient consent for publication Not applicable.

Ethics approval This study involves human participants and was approved 
by Institution ethics approval with a waiver of informed consent for this study 
was granted by The Prince Charles Hospital Human Research Ethics Committee 
(Approval Number: LNR/2020/QPCH/61410). Institution ethics approval with a 
waiver of informed consent for this study was granted by The Prince Charles 
Hospital Human Research Ethics Committee (Approval Number: LNR/2020/
QPCH/61410).

Provenance and peer review Not commissioned; externally peer reviewed.

Data availability statement No data are available. All data relevant to the study 
are included in the article or uploaded as supplementary information.

Supplemental material This content has been supplied by the author(s). It has 
not been vetted by BMJ Publishing Group Limited (BMJ) and may not have been 
peer- reviewed. Any opinions or recommendations discussed are solely those 
of the author(s) and are not endorsed by BMJ. BMJ disclaims all liability and 
responsibility arising from any reliance placed on the content. Where the content 
includes any translated material, BMJ does not warrant the accuracy and reliability 
of the translations (including but not limited to local regulations, clinical guidelines, 
terminology, drug names and drug dosages), and is not responsible for any error 
and/or omissions arising from translation and adaptation or otherwise.

Open access This is an open access article distributed in accordance with the 
Creative Commons Attribution Non Commercial (CC BY- NC 4.0) license, which 
permits others to distribute, remix, adapt, build upon this work non- commercially, 
and license their derivative works on different terms, provided the original work is 
properly cited, appropriate credit is given, any changes made indicated, and the use 
is non- commercial. See: http:// creativecommons. org/ licenses/ by- nc/ 4. 0/.

ORCID iD
Mahesh Ramanan http:// orcid. org/ 0000- 0003- 4509- 4015

REFERENCES
 1 Shardey G, Tran L, Williams- Spence J. The Australian and New 

Zealand Society of cardiac and thoracic surgeons cardiac surgery 
database program annual report 2019, 2019. Available: https:// 
7n4i k1cb 2c61 rz1r l1tw7m9t- wpengine. netdna- ssl. com/ wp- content/ 
uploads/ 2020/ 11/ ANZSCTS- Database- 2019- National- Annual- 
Report. pdf

 2 Fernandez FG, Shahian DM, Kormos R, et al. The Society of Thoracic 
Surgeons National Database 2019 Annual Report. Ann Thorac Surg 
2019;108:1625–32.

 3 Manlhiot C, Rao V, Rubin B, et al. Comparison of cardiac surgery 
mortality reports using administrative and clinical data sources: a 
prospective cohort study. CMAJ Open 2018;6:E316–21.

 4 Needham DM, Davidson J, Cohen H, et al. Improving long- term 
outcomes after discharge from intensive care unit: report from a 
stakeholders' conference. Crit Care Med 2012;40:502–9.

 5 Williams TA, Leslie GD. Challenges and possible solutions for long- 
term follow- up of patients surviving critical illness. Aust Crit Care 
2011;24:175–85.

 6 Mirzaei M, Aspin C, Essue B, et al. A patient- centred approach to 
health service delivery: improving health outcomes for people with 
chronic illness. BMC Health Serv Res 2013;13:251.

 7 Chhatre S, Gallo JJ, Wittink M, et al. Patient- centred outcomes 
research: perspectives of patient stakeholders. JRSM Open 
2017;8:205427041773851.

 8 Edgerton JR, Herbert MA, Mahoney C, et al. Long- term fate of 
patients discharged to extended care facilities after cardiovascular 
surgery. Ann Thorac Surg 2013;96:871–7.

 9 Pattakos G, Johnston DR, Houghtaling PL, et al. Preoperative 
prediction of non- home discharge: a strategy to reduce resource use 
after cardiac surgery. J Am Coll Surg 2012;214:140–7.

 10 Stuebe J, Rydingsward J, Lander H, et al. A pragmatic preoperative 
prediction score for Nonhome discharge after cardiac operations. 
Ann Thorac Surg 2018;105:1384–91.

 11 Thorsteinsson K, Andreasen JJ, Mortensen RN, et al. Longevity and 
admission to nursing home according to age after isolated coronary 
artery bypass surgery: a nationwide cohort study. Interact Cardiovasc 
Thorac Surg 2016;22:792–8.

 12 von EE, Altman DG, Egger M. The strengthening the reporting 
of observational studies in epidemiology (STROBE) statement: 
guidelines for reporting observational studies. Play Healthc Using 
Play to Promot Child Dev Wellbeing 2007;85:867–72.

 13 Knaus WA, Wagner DP, Draper EA, et al. The APACHE III prognostic 
system. risk prediction of hospital mortality for critically ill 
hospitalized adults. Chest 1991;100:1619–36.

 14 Paul E, Bailey M, Pilcher D. Risk prediction of hospital mortality for 
adult patients admitted to Australian and New Zealand intensive care 
units: development and validation of the Australian and New Zealand 
risk of death model. J Crit Care 2013;28:935–41.

 15 Adedayo P, Resnick K, Singh S. Preoperative frailty is a risk factor for 
non- home discharge in patients undergoing surgery for endometrial 
cancer. J Geriatr Oncol 2018;9:513–5.

 16 Makary MA, Segev DL, Pronovost PJ, et al. Frailty as a predictor of 
surgical outcomes in older patients. J Am Coll Surg 2010;210:901–8.

 17 van Harten AE, Scheeren TWL, Absalom AR. A review of 
postoperative cognitive dysfunction and neuroinflammation 
associated with cardiac surgery and anaesthesia. Anaesthesia 
2012;67:280–93.

 18 Mori M, Angraal S, Chaudhry SI, et al. Characterizing patient- 
centered postoperative recovery after adult.

 19 Henry L, Halpin L, Hunt S, et al. Patient disposition and long- term 
outcomes after valve surgery in octogenarians. Ann Thorac Surg 
2012;94:744–50.

 20 Goldfarb M, Bendayan M, Rudski LG, et al. Cost of cardiac 
surgery in frail compared with Nonfrail older adults. Can J Cardiol 
2017;33:1020–6.

 21 Lala A, Chang HL, Liu X. Risk for non- home discharge following 
surgery for ischemic mitral valve disease. J Thorac Cardiovasc Surg. 
Published online 2020.

 22 Sandhu MS, Akowuah EF. Does prehabilitation improve outcomes 
in cardiac surgical patients? Interact Cardiovasc Thorac Surg 
2019;29:608–11.

 23 Nashef SAM, Roques F, Sharples LD, et al. EuroSCORE II. Eur J 
Cardio- thoracic Surg 2012;41:734–45.

http://creativecommons.org/licenses/by-nc/4.0/
http://orcid.org/0000-0003-4509-4015
https://7n4ik1cb2c61rz1rl1tw7m9t-wpengine.netdna-ssl.com/wp-content/uploads/2020/11/ANZSCTS-Database-2019-National-Annual-Report.pdf
https://7n4ik1cb2c61rz1rl1tw7m9t-wpengine.netdna-ssl.com/wp-content/uploads/2020/11/ANZSCTS-Database-2019-National-Annual-Report.pdf
https://7n4ik1cb2c61rz1rl1tw7m9t-wpengine.netdna-ssl.com/wp-content/uploads/2020/11/ANZSCTS-Database-2019-National-Annual-Report.pdf
https://7n4ik1cb2c61rz1rl1tw7m9t-wpengine.netdna-ssl.com/wp-content/uploads/2020/11/ANZSCTS-Database-2019-National-Annual-Report.pdf
http://dx.doi.org/10.1016/j.athoracsur.2019.09.034
http://dx.doi.org/10.9778/cmajo.20180072
http://dx.doi.org/10.1097/CCM.0b013e318232da75
http://dx.doi.org/10.1016/j.aucc.2011.03.001
http://dx.doi.org/10.1186/1472-6963-13-251
http://dx.doi.org/10.1177/2054270417738511
http://dx.doi.org/10.1016/j.athoracsur.2013.04.041
http://dx.doi.org/10.1016/j.jamcollsurg.2011.11.003
http://dx.doi.org/10.1016/j.athoracsur.2017.11.060
http://dx.doi.org/10.1093/icvts/ivw045
http://dx.doi.org/10.1093/icvts/ivw045
http://dx.doi.org/10.1378/chest.100.6.1619
http://dx.doi.org/10.1016/j.jcrc.2013.07.058
http://dx.doi.org/10.1016/j.jgo.2018.02.005
http://dx.doi.org/10.1016/j.jamcollsurg.2010.01.028
http://dx.doi.org/10.1111/j.1365-2044.2011.07008.x
http://dx.doi.org/10.1016/j.athoracsur.2012.04.073
http://dx.doi.org/10.1016/j.cjca.2017.03.019
http://dx.doi.org/10.1093/icvts/ivz131
http://dx.doi.org/10.1093/ejcts/ezs043
http://dx.doi.org/10.1093/ejcts/ezs043

	Non-­home discharge after cardiac surgery in Australia and New Zealand: a cross-­sectional study
	Abstract
	Introduction﻿﻿
	Methods
	Study design
	Data extraction
	Outcome
	Statistical analysis
	Patient and public involvement
	Data availability statement

	Results
	Discussion
	Key findings
	Why is NHD important?
	Implications/importance of findings
	Strengths and limitations
	Future research

	Conclusions
	References


