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Researchers from the lowa City VA Health Care System sought to evaluate and update
the discharge documentation and process to help overcome barriers and improve the quality
of communication related to the discharge process.

are transitions are the events
that occur when patient care
is transferred among differ-
ent health care settings and
requires actions that ensure safety,
coordination, and continuity.! Hos-
pital discharges are precarious care
transitions as discontinuity between
acute and ambulatory care can lead
to dangerous adverse events (AEs).?
For example, 20% of Medicare pa-
tients who are discharged from
the hospital are readmitted within
30 days of discharge.> Further, nearly
2.3 million emergency department
(ED) visits annually involve patients
discharged from a hospital within
1 week of their ED visit.* Overall,
the lack of effective communication
among health care professionals at
the time of discharge is associated
with decreased provider and patient
satisfaction, increased resource use,
rehospitalization, and AEs.'>?

The discharge document can serve
as a potential communication tool
between inpatient and outpatient
providers that improves the inpa-
tient to ambulatory care transition.
Van Walraven and colleagues found
that patients’ risk of rehospitalization
decreased when their ambulatory
follow-up physician had received a
discharge summary.'® The study con-
cluded that the discharge summary
dissemination of patient-specific hos-
pital information to the follow-up
physicians might influence impor-
tant patient outcomes. Stiell and col-
leagues found that visits at the ED of
a teaching hospital in Ottawa, Can-
ada, were 1.2 hours longer on average
for patients with an information gap
in their health records than for those
without one." Although a study done
by Bell and colleagues was unable to
determine a direct relationship be-
tween physician communication and
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important postdischarge patient out-
comes, the study established the need
for improving postdischarge com-
munication between inpatient and
outpatient providers.'? Hence, timely
completion of the hospital discharge
document is essential to ensure opti-
mal continuity of care for patients.
Within the Veterans Health Ad-
ministration (VHA) system, asyn-
chronous communication between
physicians via the discharge summary
is facilitated by the electronic medi-
cal record (EMR), which ensures all
VHA providers have access to all doc-
umented patient encounters. Despite
this support, there are 3 potential
barriers to successful discharge com-
munication. First, if not completed
immediately, the discharge summary
will not be available for a primary
care physician (PCP) to review at
the posthospital follow-up appoint-
ment. Second, documentation quality
and style may vary in ways that in-
hibit effective communication. Third,
dual system use (ie, using both VHA
and private sector physicians) may
mean a veteran’s PCP does not have
easy access to the patient’s electronic
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discharge summary. Therefore, this
study sought to evaluate and update
the discharge documentation process
at a local facility to help overcome
these barriers and improve the qual-
ity of communication related to the
discharge process.

When the project began, the stan-
dard practice at discharge was for
patients to receive printed discharge
instructions that listed discharge di-
agnoses, diet or activity restrictions,
important contact numbers, and
follow-up appointments. Other in-
formation, in particular medical in-
formation such as the hospital course,
was included in a separate discharge
summary ideally completed within
48 hours of discharge. However, hos-
pital leadership was concerned about
how frequently discharge summaries
were more than 1 week delinquent.
With the long-term goal of improving
patient safety, the primary objective of
this quality improvement (QI) proj-
ect was to discharge all patients from
the internal medicine inpatient unit
with a single, veteran-centered, and
provider-friendly physician discharge
summary and instructions docu-
ment. Secondary objectives identified
during the improvement process in-
cluded (1) establishing a robust pro-
cess for medication reconciliation for
patient discharge; and (2) revising the
nursing discharge instructions.

METHODS

Setting

This QI project was conducted at the
Iowa City VA Health Care System
(ICVAHCS) and targeted all patients
discharged from the internal medi-
cine service. The ICVAHCS is a 93-
bed acute care hospital affiliated with
the University of Iowa Hospitals and
Clinics providing care to more than
184,000 veterans living in 56 coun-
ties of eastern Iowa and western Il-
linois. The internal medicine service

provides care to about 200 patients
per month on a 29-bed general inter-
nal medicine unit.

Internal Medicine Unit Team Structure
On average, the general internal
medicine unit is staffed by 7 nurses
per 8-hour shift, and physicians are
grouped into 3 academic teaching
teams with 1 attending physician,
1 senior resident, 2 interns, and medi-
cal students. Multidisciplinary (ie, so-
cial work, pharmacy, physical therapy,
palliative care, nursing, and dietitian)
rounds occur on Monday to Friday
afternoons to discuss care plans and
anticipated discharge needs.

Improvement Project Steps

The study used the Vision-Analysis-
Team-Aim-Map-Measure-Change-
Sustain framework to revise the
discharge document and medication
reconciliation process.'?

Vision

With the long-term goal of improv-
ing patient safety, the primary ob-
jective of this QI project was to
discharge all patients admitted to
the internal medicine inpatient unit
with a single, patient-centered, and
provider-friendly physician discharge
summary and instructions document.

Analysis

A review of 5 documents (ie, physi-
cian discharge instructions, nursing
discharge instructions, day-of-dis-
charge progress note, medication
reconciliation note, and discharge
summary) related to discharge was
performed. The review of these docu-
ments identified many areas of over-
lap and repetition, which represented
an additional workload as well as
potential sources of confusion if the
documents contained conflicting
statements. Streamlining and focus-
ing these documents represented an

easy win for the improvement team as
well as something that could be mar-
keted as a source of value for all the
stakeholders. The review process also
uncovered the first additional project
driver, medication reconciliation.

A major concern that was uncov-
ered when reviewing the discharge
instructions documents, which fa-
cilitate self-care, was that patients
received a minimum of 3 medica-
tion lists (physician-reconciled list,
pharmacist-reviewed list, and nursing
list of medications taken that day).
This occurred because the document
was edited by multiple providers, but
if changes were made (particularly
during the medication reconciliation
process), the downstream provider
could not remove any earlier medica-
tion lists that contained errors. While
the nursing list of medications given
on the day of discharge presented
information different from that con-
tained in the outpatient medications
lists, patients could potentially mis-
interpret the meaning of the medi-
cations list. Additionally, this review
identified the inclusion of standard-
ized self-care guidelines for heart fail-
ure patients in the nursing discharge
instructions for all patients, regard-
less of the patients’ diagnoses.

A survey was also conducted
with PCPs and residents to under-
stand the information they needed
for patient care or felt was appropri-
ate communication in the discharge
documentation. Questions covered
the following: (1) what works well
in the process; (2) problems with
the discharge instructions and sum-
mary; (3) combining the documents;
(4) suggestions; and (5) critical el-
ements for the discharge summary.
Particularly enlightening was feed-
back from the PCPs on ways that
the discharge summary could be tai-
lored to better facilitate patient care
during the patient care transition.
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Surprisingly, all of the surveyed resi-
dents were in favor of a combined
document. Facilitating resident ac-
ceptance was the university affiliate
hospital requiring a discharge sum-
mary prior to discharge. In contrast,
PCPs did not favor a combined doc-
ument, citing a concern that the new
document would intensify their diffi-
culty in identifying key information.

Team

A multidisciplinary team was as-
sembled with 2 cochairs, inpatient
and outpatient physicians, an in-
patient unit nurse manager, phar-
macists, EMR programmers, and
personnel from QI and utilization
review offices.

Aim

1. To discharge all patients admit-
ted to internal medicine inpatient
units with a single physician dis-
charge document providing both
instructions and summary.

2. To refine the discharge medication
reconciliation process.

3. To revise the nursing discharge in-
structions.

Map

The current discharge process and
documentation was mapped by cre-
ating a 7-lane process flow map,
which identified who on the care
team created relevant documenta-
tion and how documentation con-
tributed to the communication of
information between individuals.
Given the multidisciplinary nature of
the discharge process and the need
to coordinate multiple activities, it
was critical to identify the roles and
responsibilities of all providers in-
volved in the process.

Measure
The project required direct observa-
tion on the wards, discussing and
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solving problems with the residents,
nurses, clerks, and medical record
programmers to ensure the com-
bined discharge document met ev-
eryone’s needs. More quantitative
evaluation included monitoring the
rate of delinquent discharge summa-
ries, defined as summaries completed
> 7 days after discharge, as well as
evaluation of the quality of discharge
instructions by reviewing compliance
with the recommended congestive
heart failure discharge core measures
of the Joint Commission.

Change

Over the next 4 months, the project
team held several meetings to refine
the discharge documents and medi-
cation reconciliation process. The
process of refining the discharge doc-
umentation involved reviewing bill-
ing and compliance requirements for
discharge documentation, sampling
of discharge documents at VA hospi-
tals, and reviewing transitions of care
recommendations.'*!” The group also
worked to engage representatives
from the surgical service but was un-
successful.

The new physician discharge doc-
ument and medication reconciliation
process were piloted with 1 of the
4 medicine teams in March 2011.
This process uncovered several tech-
nical issues as well as helped iden-
tify additional areas of improvement
based on feedback from residents,
nurses, and ward clerks. The final
discharge document was rolled out
in April 2011 after multiple Plan-Do-
Study-Act (PDSA) cycles. The nurs-
ing discharge document, tailored to
the nursing role, was rolled out in
May 2011.

Sustainment

The new physician discharge docu-
ment, incorporating the discharge
instructions and summary and the re-

vised nursing discharge instructions
document, was set as the default dis-
charge document for all the patients
admitted to the internal medicine
inpatient unit at the ICVAHCS. All
residents were trained to use this doc-
ument during their orientation ses-
sion. The ongoing training and the
completely prototyped document
made sustainment easy and auto-
matic.

RESULTS

Preimplementation

The discharge process is graphically
described by the swim lane process
map (Figure 1). The horizontal lanes
represent patients and health care
providers (HCPs) involved in the dis-
charge process. The process is cen-
tered on the actual discharge of the
patient from the facility (red vertical
line) with the predischarge, discharge
day, and postdischarge processes on
the left and right side of the line as
temporally appropriate. Vertical ar-
rows between the lanes represent the
transfer of information or material
between individuals.

Combined Discharge Summary and
Instructions Document

Table 1 lists the final data elements
included in the combined physician
discharge summary and instruc-
tions document. The content, as well
as the order of the elements, var-
ied throughout the PDSA cycles as
feedback from the key users helped
clarify how to optimally balance the
needs of all the stakeholders.

Medication Reconciliation Process

The revised process involves the
resident’s review and ordering of
outpatient medications and then
signing of the combined physician
discharge document without list-
ing any of the medications in the
document. Once the document is
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Figure 1. Preimplementation Swim Lane Process Flow Map.

signed, the pharmacy reviews the
ordered medications and commu-
nicates with the resident physicians
to address any concerns. Once the
pharmacy completes the reconcili-
ation, they addend the discharge
document with the final outpatient
medications list, and this becomes
the only outpatient medications list
given to the patient.

Revised Nursing Discharge
Instructions Document

Table 2 lists the final elements of the
nursing discharge instructions docu-

ment, tailored to reflect the nursing
role in providing discharge education
to the patient.

Postimplementation

The delinquency rate for completion
of discharge summaries, defined as
summaries completed > 7 days after
discharge, declined after rollout of
the new document while the number
of discharges increased from October
2010 to June 2012 (Figure 2). Prior
to the pilot testing, the 3-month av-
erage rate of delinquencies was 11%;
in the 3 months after the pilot test-

ing, the rate was 3% and remained
around 2% by June 2012. Although
100% of the discharge summaries
were completed and provided to pa-
tients at the time of discharge, the
delinquency rate did not drop to
0%. In further review, this was ex-
plained by the attending physicians
not cosigning the discharge docu-
ment in a timely manner. The qual-
ity of the discharge summary was
maintained as indicated by a > 95%
compliance rate with the heart fail-
ure discharge core measure of the
Joint Commission.
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Table 1. Physician Discharge Document Components

Data Element
Physician discharge overview

Lifestyle recommendations
Phone numbers
Smoking

Physician disease-specific
instructions

Details of Discharge Document Components

Discharge destination (eg, home, nursing home); principle diagnosis and rel-
evant secondary diagnoses

Instructions for activity and diet
Phone numbers for emergent and nonemergent follow-up

Smoking status documentation; if current smoker, advice to quit and assist
with smoking cessation resources

Prewritten instructions for chest pain, congestive heart failure, chronic ob-
structive pulmonary disease, diabetes, hypertension, pneumonia, surgical

care, or pain

Other

Follow-up appointments
request

Discharge summary

Open text field for additional physician instructions to the patient

Existing appointments and postdischarge follow-up appointments to be
scheduled (eg, clinic, time frame, reason for visit)

Hospital course, condition at discharge, pertinent abnormal review of sys-

tems, and physical examination findings at discharge

Tests Pertinent laboratory results from the hospitalization, separate lists of proce-
dures/images/surgeries completed, pending, or recommended at a follow-
up visit

DISCUSSION discharge document was met with  the payment reforms established in

All veterans admitted to the internal
medicine service at the ICVAHCS
are now discharged with a single, pa-
tient-centered, and provider-friendly
physician discharge summary and in-
structions document. The medication
reconciliation process and revised
nursing discharge instructions were
also improved.

The combined physician dis-
charge document features a struc-
tured template with subheadings and
guidelines that ensure documenta-
tion is consistent with the Joint
Commission and VA requirements
for discharge communication.'® The
discharge document ensures timely
delivery of and consistent content
covering patient diagnosis, abnormal
physical findings, discharge medi-
cations, follow-up arrangements,
counseling provided to patients and
families, and tasks to be completed in
the outpatient setting.”!

During the pilot testing, the new

some initial resistance. However, after
a PDSA cycle addressing concerns the
residents had with the document, the
responses were overwhelmingly posi-
tive. For example, while hospital pol-
icy does not require a formal discharge
summary (only discharge instructions)
for patients treated under observation
status (specific designation for hospital
stays that are expected to be < 24 h),
the residents preferred to complete the
redesigned discharge instructions and
summary rather than use the old dis-
charge instructions for observation pa-
tients. In fact, although the document
combined 2 documents (summary
and instructions), residents provided
testimony that completing it was actu-
ally time-saving.

This approach also helped reduce
discrepancies within the patient re-
cord, standardized communication,
and potentially reduced AEs after
discharge. Reducing postdischarge
AFs is a clear and important focus in

the Patient Protection and Affordable
Care Act of 2010.%°

Nearly half of the patients dis-
charged from hospitals experience
medical errors related to incomplete
diagnostic workups, poor medication
continuity, or failure to follow up on
test results.® Studies have shown that
physicians are frequently unaware
of actionable test results that return
after discharge.? Delays in postdis-
charge follow-up by PCPs decrease
the likelihood that recommended
workups will be completed, but an
available discharge summary with
documented workup recommenda-
tions will increase the likelihood of
a completed workup.?! Thus, better
communication and coordination of
care facilitated by a discharge sum-
mary can ameliorate many common
postdischarge errors.®® The prolifera-
tion of discharge venues and discon-
tinuity in care of hospitalized patients
makes postdischarge communica-
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Table 2. Nursing Discharge Document Components

Data Element

Nursing discharge overview

Details of Discharge Document Components
Discharge location, contact information, acknowledgment of receipt and un-

derstanding of the instructions by patient/family

Lifestyle recommendations
Medications
Nursing disease-specific

Diet, activity, lifting restrictions
Medications administered to the patient prior to discharge
Blood clot monitoring, infection signs/symptoms, wound care, smoking, anti-

instructions coagulation
Follow-up appointments Status of appointments (made and patient informed, pending at the time of
update discharge)

Specific referrals

rehabilitation, other

Equipment

Visiting nurse, home oxygen, physical therapy, occupational therapy, cardiac

Status of delivery (accompanied with patient or to be delivered home) of

equipment such as home oxygen, blood glucose monitor, etc

Other instructions

Transportation, special instructions, etc

tion especially important.”? This ef-
fort incorporating the physician
discharge instructions and summary
into a single document attempts to
bridge the asynchronous communi-
cation gap between outpatient and
inpatient providers. While the delin-
quency rate did not fall to 0%, reflect-
ing missing attending cosignatures
on the revised discharge document,
the document was complete for all
patients and reviewable by a VHA
PCP at the time of patient discharge
from the hospital. In addition, giving
a copy to the patient allows the pa-
tient to bring it to appointments with
a PCP, no matter his or her affiliation
with the VHA system. Studies have
suggested using patients as couriers
to shorten delivery time of discharge
communication.’

Nearly 73% of seniors with
chronic illnesses take more than
5 medications daily, and 33% to
54% of patients admitted to the
hospital and nearly 15% of patients
discharged after hospitalization ex-
perience unintended medication
discrepancies.?>?> Several barriers
exist to effective medication recon-

ciliation at care transitions, includ-
ing health literacy, time constraints,
language barriers, health status,
and medical interviewing skills.?
Multiple providers taking medica-
tion histories from the same patient
could increase medication discrep-
ancies.'” Medication reconciliation
at discharge involves careful re-
view of the preadmission medica-
tions list, resuming or discontinuing
any held medications, determining
which medications from the hos-
pitalization to continue, and pro-
viding patient education.?”* Studies
have shown that pharmacist partici-
pation in medication reconciliation
decreases medication discrepancy
and patient harm.?* The preimple-
mentation discharge instructions
document featured multiple medi-
cations lists, creating patient con-
fusion and representing a potential
threat to patient safety. Streamlining
the medication reconciliation pro-
cess increased communication and
collaboration between pharmacists
and physicians. These groups now
work together to approve 1 final
medications list. They understand

each group’s unique contributions,
and the process improvement has
streamlined the practice such that
the pharmacy department gladly ac-
cepted ownership of finalizing and
placing the final medications list in
the revised discharge document.

LIMITATIONS

This QI intervention has some limi-
tations to generalizability. First, the
setting is a medium-sized VA hospital
in the Midwest with only 2 medicine
wards. Although the process may not
apply to other hospitals, the improve-
ment steps can be applied to identify
barriers to a successful, effective, and
safe health care transition process.
Second, although the discharge docu-
ment was revised, it did not measure
patient satisfaction or clinical out-
comes of the new process. However,
by discharging patients with a sin-
gle medications list, it is hoped that
patient safety and understanding of
their postdischarge plan increases.!'®
Third, although the patients were dis-
charged with a single physician dis-
charge document, they also received
an additional nursing discharge doc-
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October 2010 to June 2012.

ument. Although the document was
tailored to reflect the nursing role
in providing discharge instructions
to patients, a few redundant com-
ponents of the document (eg, activ-
ity instructions, medications taken
prior to discharge) due to nursing
requirements could not be removed.
The VA computerized patient elec-
tronic record system limited the abil-
ity to combine nursing and physician
documents into a single discharge
document. These redundancies were
viewed as essential checkpoints to
ensure adequate discharge instruc-
tions were provided to the veterans.

CONCLUSION

By involving the key stakeholders
and garnishing support of hospital
leadership, all patients were suc-
cessfully discharged and admitted to
the internal medicine inpatient unit
with a single, patient-centered, and

provider-friendly physician discharge
summary and instructions document
as well as a revised nursing discharge
instructions document. Informal
discussions with the resident physi-
cians, pharmacists, unit clerks, and
nurses revealed increased satisfaction
with the revised physician discharge
document, medication reconcilia-
tion process, and nursing discharge
instructions. Identification of individ-
ual roles and tailoring the process to
reflect the responsibilities of various
HCPs were important elements of its
success. @
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