School
of lVledicine

utxvli:Rst'l'Y
Fr*hlir Health & F+slessiusra$
flugre*r Fragrarnt

Tufts Digital Archive

-

ALE upload approval

form

The Tufts Digital Library has a growing collection of scholarship by faculty, students, and staff.
We offer the opportunity for PHPD students to add their final Applied Learning Experience to
the Tufts depository with preceptor permission. The database is publically available and

accessible here: http://dl.tufts.edu/about/e scholarship

lnstructions:
Students are responsible for filling out, obtaining preceptor signature, and uploading this
approval form to TRUNK as well as uploading their paper directly to the database through this
lin k: https://mira.lib.tufts.edu/contribute
There will be an administrative review to ensure this form is on file before the upload is
approved and published to the database.

Part l: Student to complete
Student name: Abdulrahman Alfawzan
Degree: MPH
Concentration : Generalist track
ALE lmplementation semester: Fall 2016

Name of ALE/Final Paper: Strategies to lmprove the Early Discharge Process: A Quality
lmprovement Project at the Floating Hospital for Children, Tufts Medical Center

Part ll: Preceptor to complete

\y' I agree that the ALE Final Paper above may be published to the Tufts Digital Library eScholarship database.

n I do not agree to publishing the ALE Paper detailed above to the Tufts Digital Library.

'

Preceotor Name:

ff)A ., ,- L.*tnta.zl

i

Improving the early discharge process

Strategies to Improve the Early Discharge Process: A Quality Improvement Project at Floating
Hospital for Children, Tufts Medical Center
Abdulrahman Alfawzan
MPH / Generalist track
Tufts University, PHPD

PH – 302 / ALE implementation seminar
Course director: Dr. Linda Hudson
December 16, 2016

1

Improving the early discharge process

2

Abstract
The public health problem addressed in this project was the delay in the discharge
process and all the negative consequences following it. The project was conducted on floor 7 at
the Floating hospital for children, Tufts Medical Center, and was designed to assess the extent of
the delays, investigate the underlying barriers and causes of the delays, and propose
recommendations to improve the discharge process. The project was conducted on two stages,
started with observing the discharge process, to observe the workflow and to document the
numbers of delayed and early discharge cases. The next stage was by interviewing the providers
on site, to document their feedback and perception of this public health problem. Results showed
there was a delay in about 40% of the discharge cases during the observation process, and an
average delay in about 20% of the cases as reported in the interviews. The results from both the
observation and the interviews showed that there were several barriers led to delays in the
discharge process including late clearances from consulted subspecialties, changes to patients’
medical conditions, and other logistic factors related to workflow on site, e.g.: arranging for
follow up appointments. Results regarding the impacts of the delay showed that there have been
some consequences reported on site including delays in transferring patients from other critical
care facilities to the floor as well as stress and frustration of patients and their families when their
discharges were delayed. These finding indicate clearly that the delay in the discharge process is
existing on floor 7 and it has imposed some of its negative impacts on both the facility and the
population it serves. Therefore, it is vital to provide strategies and recommendations that are
designed and tailored to address the specific barriers reported on floor 7.
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Introduction
Public health problem:
Discharging patients from hospitals is one of the vital processes to maintain a dynamic
flow of healthcare services and is also considered one of the important indicators of quality of
healthcare services. This highlights the importance for hospitals to adapt to “Early Discharge”
practices, that is for all discharge cases to be finalized before 12 pm, to ensure an efficient
functioning of their facilities.1 However, delays in the discharge process is a common problem
that is recognized globally. The significance of this problem comes from the negative impacts
that it can impose, if not addressed appropriately and accordingly, on both the population and the
healthcare services, which makes it a significant public health problem. Hence, the purpose of
this ALE project was to address this problem on floor 7 at the Floating Hospital for Children,
Tufts Medical Center. Although there were no established numbers or estimations in regard to
delay in the discharge process on floor 7, the working staff have noticed an increase in the
frequency of delays in the discharge process. They have also noticed delays in transferring
patients from critical care facilities, especially the Pediatric Intensive Care Units “PICU” to
regular care on floor 7 due to the occupation of the floors’ beds by delayed discharge cases.
To highlight the impact of delays in the discharge process on healthcare facilities in
regard to both bed availability as well as financially, a study was conducted by Falvo T et al,2 at
a community teaching hospital in south central Pennsylvania between July 2004 and June 2005.
The study showed that 29.23% of the admitted patients through the Emergency Department (ED)
stayed in the ED for more than 120 minutes after the admission decision, leading to occupation
of the ED beds that were intended for new emergency patients. The accumulation of the admitted
patients in the ED beds prevented the hospital from admitting an additional 3175 new cases to
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the ED over the period of one year, which would have generated median net revenues of
$3,960,264.
The delay in discharging patients from inpatient units could also impact the process of
transferring other patients from critical care units, such as Emergency Departments “ED”, to
these inpatient units, leading to unnecessary occupation of highly demanded beds and preventing
new critical cases from admission to the critical care units.3
Finally, and most importantly, delay in discharging patients could be a major source of
stress and frustration for patients and their families, especially if they have made the
arrangements to be discharged. Additionally, patients overstaying in hospitals as a result of a
delay in their discharge process are at an increased risk for certain health hazards including
infections, injuries and fall risks, or even financial burden by having to pay out of their pockets
in case the insurance company refuses to pay for the additional days or hours at the hospital.4

Field Organization:
This project was conducted within the Floating Hospital for Children, which is the
facility that provides pediatric health care in association with Tufts Medical Center. It was
established in 1894, by the Reverend Rufus B. Tobey and other co-founders, as a ship at Boston
harbor. The Floating Hospital has a total bed capacity of 91 beds with 36 of them located on
floor 7, which was the site for implementing this project. Floor 7 is In-Patient facility providing
services in all medical and surgical subspecialties and serves pediatric populations ages from 0 –
21 years. The Floating Hospital also includes a Pediatric Intensive Care Unit (PICU), a Neonatal
Intensive Care Unit (NICU), and a Pediatric Blood & Marrow Transplantation Unit (PBMT).5
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(See Appendix A for further info regarding the hospital’s mission and initiatives, figures A.1 &
A.2).

Aims and objectives:
The overall aim of this project was to address the problem of the delay in the discharge
process and all it’s consequences at the Floating Hospital for Children. The objectives that were
set to achieve this aim and were applied during the implementation process are as the following:
-

To assess the extent of the delay in the discharge process at the Floating Hospital

-

To investigate the underlying barriers leading to delays in the discharge process

-

To design a list of recommendations and change strategies based on the findings, to
overcome this public health problem

There was another objective mentioned in the work plan but was excluded from the
implementation process. This objective was to implement the recommendations and change
strategies and help the providers on site to adapt to them. However, it was excluded due to the
short time of the implementation process, which minimized our ability to implement the new
strategies.

Methods
Before the beginning of the implementation process, this project was reviewed by Tufts
Public Health and Professional Degree Programs Deputy Directors for IRB approval, and was
approved and determined to be a quality improvement (QI) project.
After receiving the IRB approval, we proceeded with the implementation process,
applying two different methods throughout the duration of this project. We first observed the
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discharge process, which was followed then by interviews with the staff working on site. The
duration of the implementation of the two methods was eight weeks and both took place on the
same site on floor 7 at the Floating Hospital for Children, Tufts Medical Center.
The discharge process was observed on a daily basis for three weeks. Observations took
place at three stages throughout the day. The first stage was attending a daily morning round
with the nursing staff at 7:45AM to get an insight about which patients are expected to be
discharged on that day and whether these expected discharge cases are labelled as early or late
discharges. These data were obtained verbally from the nursing staff and were written down in a
log to be reviewed later during the analysis process. The next stage was joining the residents
during their daily rounds on patients to observe the steps taken to execute the discharge plan and
to observe whether or not there are any measures taken to ensure a timely discharge process and
avoid an overstay for patients expected to be discharged. During this stage, I joined the residents
on their daily rounds that started at 9AM. At the rounds, my role was to listen and write down all
the orders given in regard to a discharge patient. I then reviewed these orders by the end of each
day with the charge nurses to categorize them into routine orders or discharge related orders that
were given to accelerate the discharge process. The final stage was a brief meeting with the
preceptor, Ms. Maria Lombardi, in the afternoon to discuss the flow of the discharge process and
document which patients got discharged on time and for those who ended up staying longer than
expected, we discussed the barriers that led to this delay. Those meetings took place on a daily
basis between 12:30-1PM and data regarding discharge census were written down in the same
log from the early morning rounds to allow for a comparison between expected discharges and
actual discharges. The log also included data regarding the barriers that led to delays in case of
delayed discharges.
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The second part of the methodology was interviewing the healthcare providers on site.
This part took place during the five weeks following the observation process. The sample of the
interviewees included volunteering attending physicians and hospitalists, residents, and nursing
staff. The interviews recruitments and arrangements were conducted by the preceptor. The
interviews were conducted one-on-one, depending on the availability of the participants. A set of
seven questions was designed and printed and then distributed among the participants at the time
of the interviews (See Appendix B, figure B.1). The questions were designed to cover both
qualitative and quantitative aspects to get the participants insights regarding the current discharge
process and policies, their methods of conducting the discharge process, their estimation for the
current discharge rates, their opinions regarding barriers to the early discharge process, their
perceptions of the impacts of the delays, and their recommendations to improve the discharge
process. A consent form was designed and delivered together with the list of the interview
questions to all participants at the time of the interviews (See Appendix B, figure B.2). The form
highlights the purpose of the project, the benefits to the Floating Hospital, and the methods that
will be used in this project. The consent also highlights the roles and rights of the participants
and ensured the confidentiality and anonymity of their data and answers. All interviews were
recorded using a cell phone after taking permissions from the participants. The preceptor and I
both agreed that the length of the interview should be between six to twelve minutes as the
participants are usually heavily preoccupied with full day tasks and duties. The average length of
the interviews was seven minutes with the shortest interview lasted four minutes and the longest
lasted ten minutes. The feedback from the interviews was analyzed and categorized based on the
type of the obtained data, whether qualitative or quantitative, and also based on the discipline of
the participant. The answers also were compared and examined across the different disciplines
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involved in the interviews to assess the similarities and differences in perspectives from those
disciplines.

Results
The observation of the discharge process:
during the three weeks of the observation process, data from the early morning rounds
with the nursing staff showed that there was a total of 19 patients expected to be discharged.
However, data from the third stage of the observation, the afternoon meetings with preceptor,
showed that only 16 out of the 19 expected discharge cases were actually discharged on the same
day (See Appendix C, figure C.1).
In terms of early vs. late discharges, the observation data showed that 17 of the total 19
discharges were labelled as early discharges and only two cases were delayed purposely due to
further clinical investigations and both cases were in week two. Of the 17 early discharge cases,
10 were actually discharged early on time, and seven were delayed until afternoon (See
Appendix C, figure C.2). The following factors were documented during the observation process
as the underlying barriers leading to delays in the discharge process: late medications delivery
from the pharmacy to the patient’s bed, late clearance from a consulted subspecialty, and lack of
transportation arrangements (See Appendix C, figure C.3).
The second stage of the observation process was to attend rounds with the residents to
document the process of the work flow as well as any additional measures taken to ensure a
timely discharge process. The observations during this stage showed that although there are no
formal guidelines or criteria regarding processing the discharge cases, all rounding residents
conducted and followed similar steps to ensure a timely discharge. The first step starts before the
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beginning of the round, where residents write down prescriptions for discharge medications, for
patients expected to be discharged before noon, so the medications can be delivered to the
patients’ bed on a timely manner. The second step is by the beginning of the round as residents
start rounding on patients who are expected to be discharged. This step is to allow sufficient time
for final clinical assessment and to write down all discharge orders if the team agrees on
discharging the patient. The third step is when another subspecialty is consulted and involved in
the patients’ care, the residents will contact that team to give their clearance for discharging the
patient before they leave the patient’s bed. This is different from requesting consultations for
other patients, that are not expected to be discharged, where residents will not feel the need to
urge the consulted teams to come and give their consultations and assessments ASAP.

The staff interviews:
The staff interviews were conducted during the five weeks following the observation
process. Due to the tight schedule of the staff, we were able to interview a total number of ten
providers (n= 10), including three attending physicians/hospitalists (n= 3), four nurses (n= 4),
and three residents (n= 3).
In response to question one regarding the presence of any formal criteria for discharging
patients, all participants stated that there are no formal criteria or guidelines for discharging
patients. Instead, they follow common or informal guidelines, that have been known to be used
by all physicians, for discharging patients, which include prioritizing expected discharge patients
during rounds, and discussing the discharge plan with the patient and/or patients’ families one
night in advance if possible (See Appendix D, table D.1).
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In response to question two regarding the average number of discharge cases per day, the
answers ranged between one to six discharge cases per day across the three disciplines. This
variation in the numbers is related to different factors that include the discipline of the participant
and his/her subspecialty, the time of year/season at the time of the discharge, the length of
experience of the participant, as well as the location where participants provide their services
(See Appendix D, table D.2)
Question three was about whether there are any formal steps taken to ensure a timely
discharge of patients labelled as early discharge cases. All participants reported that they take
additional steps and measures when it comes to handling discharge cases to ensure a timely
discharge process. However, these measures vary from one discipline to another depending on
the tasks and responsibilities of each discipline. (See Appendix D, table D.3)
Questions four & five were about estimations of the percentages of delays in the
discharge process and the barriers that led to these delays. The average estimation of the delays
ranged between 5 to 25% across the three disciplines with the highest percentages reported by
the residents. The variation in these estimations is attributed mainly to the length of experience
of each participant and the location where they provide their services (See Appendix D, figure
D.1). On the other hand, the barriers to the early discharge process were significantly different
from one discipline to the other depending highly on the nature of tasks and responsibilities
assigned to each discipline, e.g.: barriers reported by attending physicians were mainly related to
patients’ medical conditions, whereas barriers reported by nursing staff were mainly related to
paper work and reviewing physicians’ orders (See Appendix D, figure D.2)
Question six was about the participants’ perception of the impacts that could happen as
consequences of a delay in the discharge process. The majority of the responses emphasized how
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delays in the discharge process could be stressful and major sources of frustration for patients
and their families especially those who have been hospitalized for long periods of time. (See
Appendix D, table D.4)
Question seven was about the participants’ recommendations to improve the discharge
process. There was a wide variety of recommendations, which highly depended on their
perceptions of the underlying causes and barriers that led to delays in the discharge process. (See
Appendix D, table D.5)

Discussion
The data from the observation study showed that around 85% of the expected discharge
cases, regardless of whether they were labelled as early or late discharges, were discharged on
the same day, with 15% of the cases discharged later on the next few days. These findings
indicate the presence of disruptions to the work flow on floor 7, which could diminish the
functionality and impair the quality of the services provided. This makes it crucial for this project
to provide solutions to minimize these rates of delays to the lowest levels possible, by managing
modifiable causes of the delays, i.e.: causes that are related to delayed consultations, and
medications delivery. However, this gap in the discharge process is attributed to different factors,
some of which are related to patients, and others are related to the healthcare providers. Factors
that are related to patients vary from physical and clinical conditions of patients to logistic
factors such as arrangements with their families for the discharge and transportation to their
homes. Some patients had new clinical developments that required them to stay further in the
hospital for additional assessment and evaluation and, therefore, their discharge process was
delayed. Other patients were delayed because of the lack of arrangements with their families at
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the time of their discharges, which led to a delayed discharge that day. Other factors that were
observed to be contributing to the delays were related to the healthcare services, such as filling
the medications order on short notice before the discharge leading to a delay in delivering these
medications to patients beds before they leave. Other similar factors included late consultation
responses from other subspecialties when they were asked to give clearances from their sides for
discharging patients. This issue was more prominent with surgical subspecialties as they tend to
be occupied and busy with additional tasks and duties such as surgical operations and additional
clinics, which minimize their availability for providing consultations on time.
Data from both the observation process and the interviews shared a few similarities. The
answers given to the question regarding “additional steps taken to ensure timely discharge”
correlated with what was observed during the first three weeks, in which residents would
prioritize the discharge patients during their morning rounds. Another similarity between the
observation and the interviews answers is in regard to the perceived barriers to the early
discharge process. Most of the barriers that were mentioned in the interviews were actually
encountered and observed during the observation process. However, there were a few
discrepancies between data from the observation and data from the interviews. For example, the
rates of the delay in the discharge process documented during the observation is greater than the
rates given by the interviewed staff. This could be attributed to the differences between the
duration of the observation process and the length of experience of the participating providers in
addition to other factors such as the locations where they provided their services beside the
Floating Hospital.
Although the feedback from the interviews regarding the impact of the delay in the
discharge process focused mainly on patients’ stress and frustration, higher costs and payments,
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as well as delaying transfers of patients from critical care facilities such as PICU and ED, there
are other impacts of the delay that weren’t mentioned in the answers. According to Maloney et
al,6 delays in the discharge process and accumulation of unnecessary stays at hospital lead to not
only canceling transfers of patients from PICU and ED, it also leads to cancellation of elective
admissions and elective surgeries that have been scheduled for long times, which would lead to
negative impacts on future patients who were not able to secure beds for their conditions. The
study also showed that delays in the discharge process have their own toll on the financial
capacities of hospitals, as the cancellations of the new admissions and surgeries would lead to
loss of potential revenues and financial resources for these hospitals. Although the extent of the
impact of delays didn’t reach these extreme levels of canceling admissions and surgeries at the
floating hospital, yet, inappropriate handling of this problem will lead to similar drastic
consequences eventually.
The recommendations provided by the participants in the interviews were based on and
highly dependent on the underlying barriers and causes of the delays. The focus was mainly on
early involvement of patients in the discharge process, planning the discharge from the day of
admission, establishing the discharge process one night in advance, and establishing an efficient
way of contacting the consulted teams if required. However, there are other aspects of
approaches to be considered to improve this issue. According to Srivastava R et al,7 beside the
patient involvement and the early planning of the discharge process, a successful discharge
process should also address the variations in the discharge criteria among physicians and to
develop universal broad criteria to be followed by all physicians as applicable to avoid any
unnecessary delays. The study also suggested that a successful discharge planning should
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involve a timely scheduling of lab tests and consultations to avoid the delay associated with the
last minute requests that sometimes are ordered on the day of the discharge.

Limitations
One of the limitations encountered during this project was the tight schedule and limited
time of the involved stakeholders, which minimized their availability to participate in this
project. This issue was more prominent with the residents and the attending physicians as they
were occupied with other tasks including clinic hours, conferences, and seminars. This limitation
imposed its effect on the size of the interviewed staff, which was only ten providers, despite the
fairly long period that was assigned to conduct the interviews, i.e. “five weeks”.
Another limitation was the exclusion of part of the work plan for this project, which was
to survey patients’ families at the time of admission about potential barriers to early discharge
process such as availability of transportation, language barriers, and financial barriers. However,
this method was excluded from the implementation process because, according to the preceptor,
this method was implemented in the past and didn’t yield the desired outcomes as the response
rates were low and patients’ families didn’t feel the necessity to respond to these surveys.
The final limitation was the short time of the implementation process, which limited our
ability to implement the new change strategies and recommendations and to evaluate them.

Conclusion/Recommendations
In conclusion, results of both the observation and the interviews showed that the rates of
the delay in the discharge process on floor 7 at the Floating Hospital stood around 40% and 20%
of the cases on average, respectively. Regardless of the extent of these rates, the more important
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fact here is that the delay exists and it has a recognized impact on patients’ turnover rates leading
to delays in transfers from the ED and PICU facilities. Therefore, it is important to design a set
of strategies and recommendations that cover the following basis to address this issue:
-

Design an early discharge checklist to be filled on the day of discharge. The checklist
should include all elements that are required to complete the discharge process
including discharge summary, discharge orders, home care instructions, and follow
up appointments. According to Alper et al,8 “Checklists provide an effective
mechanism for ensuring that discharge communications (the discharge summary and
direct communication with both aftercare providers and patients/families) reliably
incorporate all key elements.”

-

Discharge orders, such as medications and follow up appointments, should be
prepared at least one night in advance to be conducted as early as possible on the day
of discharge

-

Discuss the discharge decision with patients and their families at least two days in
advance, as some families might be from far locations and need earlier notification to
start arranging for the transfer out of the hospital. In a study conducted to improve
patients flow by increasing the numbers of early discharges, Sanjeev et al9 stated that:
“Giving patients that have a high predictability of being discharged next day, an
appointment, and set off a series of steps to be completed the day before discharge
including, notifying the transport team/family members of the appointment, helped
improve the number of discharges before noon significantly.”
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-

Develop an efficient way of communicating with the consulted teams from other
subspecialties. For example, label consultations for discharge cases as urgent requests
so they can be prioritized over other cases that are not expected to be discharged

-

Develop a uniform and generalized criteria for discharge that are applicable to all
patients, to minimize the discrepancies in the criteria for the discharge decision
among the hospitalists and to reduce the length of stay at hospitals for hospitalized
patients. According to Ubbink D T et al,10 the creation of plain and clear discharge
criteria that are based on the providers’ experiences and patients’ preferences are
more likely to be satisfactory to both patients and providers and also will improve the
quality of healthcare services provided.

-

Include an educational segment about the discharge process during the orientation
sessions for the new staff

Implementing these strategies, if approved, would be a complicated and difficult process
since change in healthcare practices & settings is considered as an unpleasant experience for
most healthcare providers. Therefore, gradual implementation of these strategies through small
and frequent PDSA cycles would be a vital step toward gaining the acceptance of these strategies
by the involved stakeholders. The overall goal of implementing these strategies and
recommendations is to achieve a 10% reduction in the rates of the observed delays in the
discharge process within the first four months, so that it will be at 30% down from the original
40%, and if the implementation contentious, the goal will be to achieve a total of 40% reduction
by the end of the first year so that the delay will be at 0% down from 40% at the beginning of the
implementation.
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Appendices
Appendix A: Field organization
Figure A.1: mission statement of the Floating Hospital5
“We strive to heal, to comfort, to teach, to learn, and
to seek the knowledge to promote health and prevent
disease. Our patients and their families are at the
center of everything we do. We dedicate ourselves to
furthering our rich tradition of health care
innovation, leadership, charity and the highest
standard of care and service to all in our
community.”
Figure A.2: list of initiatives of the Floating Hospital5
1.
2.
3.
4.

Asian Health Initiative
Dorchester Health Initiative
Parent to Parent Program
Community Based Programs
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Appendix B: Methodology
Figure B.1: interview questions
1. Do you follow specific discharge criteria? If not, what are the
reasons?
2. How many discharge cases “on average” do you process/day?
3. Are there formal steps and measures taken to ensure a timely
discharge of patients labelled as early discharge cases? If yes,
what are they?
4. What is the average percentage of delays in the discharge
process?
5. What are the barriers to early discharge process?
6. What do you think are the impacts of the delay in the discharge
process?
7. What are your recommendations?
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Figure B.2: consent form

INFORMED CONSENT FORM
Thank you for agreeing to participate in this opportunity to collect information for a quality
improvement project designed to improve the discharge process on floor 7 at the Floating Hospital
for Children. This form details the purpose of this project, a description of your role and your rights
as a participant
The purpose of this project is:
•

To identify the current practice of the discharge process, and any potential barriers disrupting
the early discharge process

The benefits of the study will be:
•

To provide recommendations and strategies to the hospital administration to help overcome
any existing barriers

The methods that will be used to meet this purpose include:
•
•

One-on-one interviews
Observation study to observe the work flow on the floor

You are encouraged to ask questions or raise concerns at any time about the nature of the project or
the methods I am using
Our discussion will be audio taped to help me accurately capture your insights in your own words.
The tapes will only be heard by me for the purpose of this study. If you feel uncomfortable with
having it recorded at all or if at any time you wish to stop my recording, you may ask that it be turned
off. Your name and other identifying information will be kept anonymous and confidential
Insights provided by you and other participants will be used in writing a quality improvement report,
which will be delivered to Ms. Maria Lombardi, clinical nursing director at the Floating Hospital for
Children.
Thanks for your willingness to participate in this project
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Appendix C: Results - Observation process
Figure C.1: numbers of expected discharges vs. actual discharges during the observation process
Numbers of expected discharges vs. actual discharges
NUMBER OF DISCHARGES DURING THE
OBSERVATION PROCESS

8
7
6
5
4
3
2
1
0
Week one

Week two
Expected discharges

Week three

Actual discharges

Figure C.2: numbers of expected early discharges vs. actual early discharges during the
observation process

NUMBER OF DISCHARGES DURING THE
OBSERVATION PROCESS

Numbers of expected early discharges vs. actual early
discharges
8
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Figure C.3: barriers to the early discharge process during the observation process
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Appendix D: Results - Interviews responses
Table D.1: answers to question one
Do you follow specific discharge criteria? If not, what are the reasons?
Answers

Yes No

Reasons

Discipline
•
Attending physicians

0

3

(n= 3)

Discharge cases are different from each other, and
depend on patients’ conditions

•

Each discharge plan needs to be tailored to address
specific needs of each patient

•
Residents (n= 3)

0

3

They follow a common theme, that has been used
traditionally by all residents, to conduct the discharge
process

•
Nurses (n= 4)

0

4

Discharge process is a routine, in which nurses execute
physicians orders with variations from one patient to
another
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Table D.2: answers to question two
How many discharge cases “on average” do you process/day?
Answers

Average
number of

Discipline

Comments

discharges/day
•

The variation in the discharges numbers
depended on:

Attending physicians

2–6

(n= 3)

-

The subspecialty of the attending physician

-

The season/time of the year during the
discharge

-

The location “hospital” where they provide
their services

•

Limited range of variation with two observations:
-

Residents (n= 3)

1–2

during Fall/Winter seasons
-

Nurses (n= 4)

1–3

Highest rates of admissions/discharges
Lowest rates during Summer season
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Table D.3: answers to question three
Are there formal steps and measures taken to ensure a timely discharge of patients labelled as early
discharge cases? If yes, what are they?
Answers

Yes

No

Additional steps & measures

Discipline
•

Two attending physicians reported that they discuss
discharge cases with senior residents before the
beginning of the morning rounds, to make final
assessments of patients’ conditions before the

Attending physicians (n=

3

0

3)

discharge
•

One attending physician reported that discharge cases
are reviewed one night in advance to allow time for
any final blood tests, imaging tests, or I.V drugs to be
done overnight and the results to be ready and
reviewed early in the morning before discharging
patients

•

Write and prepare discharge orders before the
beginning of the round

Residents (n= 3)

3

0

•

Prioritize discharge patients over other patients
during morning rounds

•

Prioritize discussing discharge patients over other
patients during the early morning rounds

Nurses (n= 4)

4

0

•

Prioritize discharge patients over other patients when
executing physicians orders, e.g.: lab tests, imaging
tests, and I.V drugs administration
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Figure D.1: answers to question four
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Figure D.2: answers to question five
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Table D.5: answers to question six
What do you think are the impacts of delay in the discharge process?
Answers

Impacts of delay in the discharge process

Discipline
•

Stress and frustration of patients and their families

Attending physicians

•

Higher costs of healthcare services & out of pocket payments

(n= 3)

•

Delays in transferring patients from PICU & ED to floor 7*

Residents (n= 3)

•

Stress and frustration of patients and their families

•

Delays in transferring patients from PICU & ED to floor 7

•

Stress and frustration of patients and their families

•

Increased work load on the providers, minimizing the quality of

Nurses (n= 4)

their performance
*PICU: Pediatric Intensive Care Unit, ED: Emergency Department
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Table D.6: answers to question seven
What are your recommendations?
Answers

Recommendations

Discipline
•

Early identification and prioritization of expected discharge cases

•

Starting the discharge process one night in advance, to allow time
for final steps to be done first thing the next morning

Attending physicians

•

(n= 3)

Encourage residents to start discharge plans on the day of
admission with daily revisions to document the updates and
adjustments to the plan

•

Encourage the overnight team (residents and nurses) to start the
discharge process so that the next morning team can execute the
orders as soon as possible

•
Residents (n= 3)

Establish an efficient way of consulting other subspecialties to
prioritize consultations for discharge patients over consultations
for other patients

•

Involve families at least one day in advance about potential
discharge decision so they can make their arrangements

•

Improve the process of communication between the different
stakeholders involved in the discharge process

•
Nurses (n= 4)

Early involvement of patients and their families before the the
final decision of the discharge, to give them time to arrange for
that.
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Appendix E: Reflections
Project evolution:
The implementation of this project has experienced a series of changes and challenges
since the beginning. Some of these challenges were expected as in the case of deleting one of the
methods from the work plan, which included surveying families regarding barriers to the
discharge process. Some other challenges were unanticipated and affected the progress of the
project as in the case of delayed IRB approval, which delayed the start of the interviewing
process. Another critical and unanticipated challenge was the low number of interviewed
providers, which was lower than what was planned. However, with the help of the preceptor and
the course director, I was able to cope and deal with these challenges, and if there is any thing I
have learned from these experiences, it would be the ability to adjust and adapt to sudden and
unexpected challenges that might come across the path of any project, and I consider these skills
to be very vital and crucial for a clinician/public health practitioner.

Practitioner development:
as an MD graduate, I had previous experiences in the clinical/medical settings. However,
this ALE project has provided me with a great opportunity to look into problems of the clinical
practices from a public health perspective. As clinicians, the focus tend to be centered around
patients and their condition, but looking at these problems from a wider angle that is through a
public health approach, has opened my eyes and expanded my understanding of the better ways
of managing these problems. Passing through this experience was beneficial for me in terms of
gaining and improving certain skills that are important for a clinician/public health practitioner,
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which include the art of negotiation, writing proposals, and most importantly, how to
communicate effectively and efficiently in a filed that still suffers from miscommunications.

Community knowledge and insight:
From the observation process, I noticed that there were few discharge cases that were
delayed due to transportation arrangements. Also, on side discussions with some of the
providers, who weren’t interviewed, there was mentioning of some cases that were overstaying
at the hospital simply because there were no one to pick them up. These issues made me thinking
about how these kind of barriers might impose a greater impact on the pediatric population,
which the majority of them can’t drive, and definitely can’t leave the hospital on their own
compared to the adults’ population.

