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BACKGROUND: We learned from a focus group that many patients find discharge to

be one of the least satisfying elements of the hospital experience. Patients cited

insufficient communication about the day and time of the impending discharge as

a cause of dissatisfaction.

OBJECTIVE: In partnership with the Institute for Healthcare Improvement, Im-

provement Action Network collaborative, we tested the practicality of an in-room

“discharge appointment” (DA) display.

SETTING AND PATIENTS: Eight inpatient care units in 2 hospitals at an academic

medical center (Mayo Clinic, Rochester, MN).

INTERVENTION: DA displayed on a specially designed bedside dry-erase board.

MEASUREMENTS: The primary outcome was the proportion of discharged patients

who had been given a DA, including same-day DAs. Secondary outcomes were (1)

the proportion of DAs scheduled before the actual dismissal day and (2) the

timeliness of the actual departure compared with the DA.

RESULTS: During the 4-month period, 2046 patients were discharged. Of those,

1256 patients (61%) were given a posted DA, of which 576 (46%) were scheduled at

least a day in advance and 752 (60%) departed from the care unit within 30 minutes

of the appointed time.

CONCLUSIONS: With a program for in-room display of a DA in various hospital

units, more than half the patients had a DA set, and most of the DA patients

departed on time. Further investigation is needed to determine the effect of DAs on

patient and provider satisfaction. Journal of Hospital Medicine 2007;2:13–16.
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D icharge of a patient from the hospital is a complicated, inter-
professional endeavor.1,2 Several institutions report that dis-

charge is one of the least satisfying elements of the patient’s
hospital experience.3–5 Recent evidence suggests that a poorly
planned or disorganized discharge may compromise patient
safety in the period soon after dismissal.6 Several initiatives have
been aimed at improving patient satisfaction and safety related to
discharge.7–10

In 2000 the Mayo Clinic (Rochester, Minnesota) Department
of Internal Medicine leadership established a goal to improve
patient satisfaction with the hospital dismissal process. Patient
focus group data suggested that uncertainty about the anticipated
date and time of discharge causes frustration to some patients and
families.
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We hypothesized that an “appointment to leave
the hospital” might be practicable. We joined an
Institute for Healthcare Improvement collaborative
(Improving Flow Through Acute Care Settings, 1 of
6 Improvement Action Network [IMPACT] Learning
and Innovation Communities) aimed at scheduling
discharge appointments (DAs). The collaborating
members deemed that, although the ideal DA is set
at least a day in advance, a same-day DA is also
desirable for both patient satisfaction and staff task
organization in pursuit of a high-quality discharge.

METHODS
This project was approved by the Mayo Foundation
Institutional Review Board. We tested the following
hypotheses:

1. It is possible to make and display DAs in various
care units.
2. Most DAs can be scheduled a day before dismissal.
3. Most DA patients depart on time.

Setting
Mayo Clinic in Rochester, Minnesota, is a tertiary
academic medical center with 2 hospitals (Saint
Marys and Rochester Methodist) that house a total
of 1951 licensed beds in 76 care units.

The preliminary study displaying DAs was car-
ried out in the Innovation and Quality (IQ) Unit of
Saint Marys Hospital, a 23-bed general medical care
unit that supports both resident and nonresident
services. Traditionally, primary services usually
consist of an attending physician and house officer
physicians (junior and senior residents). Less com-
monly, primary services consist of an attending
physician and either a nurse-practitioner or a phy-
sician assistant.

The design pilot took place between August 2
and December 24, 2003. The subsequent, larger
study of applicability took place across 8 care units
(including the IQ Unit) between December 28,
2003, and April 25, 2004.

Preliminary Work: Design Pilot
We designed bedside dry-erase wall displays and
mounted them in the rooms in plain view of pa-
tients and their families and caregivers. Pilot testing
of DA scheduling was done on a general medical
care unit from August 2 to December 24, 2003. To
optimize the process for scheduling a DA, our team
developed 21 small tests to change the dismissal
process through “plan, do, study, and act” cycles.11

The recommended process was that as soon as
an organized discharge could be reasonably envi-
sioned, the primary service provider would discuss
with the patient, family, and primary nurse (and a
social service worker, if involved) the “anticipated
discharge day.” A member of the primary service
was to handwrite (with a marker) the anticipated
day on the specially designed bedside dry-erase
board (Fig. 1) in view of the patient. The same
primary service prescribers could amend this antic-
ipated day (or time) by repeating the process of
consultation and discussion as needed. The time of
the DA could be written on the DA board (or
amended) by either a member of the primary ser-
vice or the primary care nurse.

Each morning, the primary care nurse transmit-
ted the DA board data to the admission, discharge,
and transfer log kept at the unit secretary desk (in
which the actual discharge time has always been
routinely recorded by the unit secretary).

Adoption of DA Scheduling in Other Care Units
Several meetings were held with 7 other patient
care unit leaders about adopting the protocol.
These units, both medical and surgical, were se-
lected according to 3 criteria: (1) prior participation
in unit-level continuous improvement work, (2)
current or recent work in any aspect of the dis-
charge process, and (3) a reputation for having in-
novative nursing leadership and staff.

FIGURE 1. Bedside dry-erase board for displaying estimated date and time

of dismissal.
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Data Acquisition and Analysis
Data were collected daily from each participating
unit’s admission, discharge, and transfer log: both
the actual time of departure and the DA, if one had
been scheduled. For each DA patient, the DA time
was compared with the actual departure time.

RESULTS
During the 4-month study of discharges across 8
care units, 1256 of 2046 patients (61%) received a
DA; 576 of the DAs (46%) were scheduled at least 1
day in advance (Table 1). Among patients with a
DA, 752 were discharged on time (60%), and only
240 (19%) were tardy.

DISCUSSION
In response to patient focus group feedback, we
designed a tool and a process by which a DA could
be made and posted at bedside. Among 2046 pa-
tients discharged from 8 care units over 4 months,
61% (1256) had a posted, in-room DA. Almost half
the patients with DAs (46%) had a DA scheduled at
least 1 calendar day ahead. Remarkably, among
patients with a DA, fewer than 20% were discharged
tardily. In-room posting of DAs across a spectrum
of care units appears to be practicable, even in the
face of extant diagnostic or therapeutic uncertainty.

This was an initial test-of-concept project and
an exploratory trial. The limitations are: (1) satis-
faction (patient, family, nurse, and physician) was
not tested with any validated survey instrument, (2)
length of stay was not studied, (3) reasons for vari-

able DA success among care units were not ascer-
tained, and (4) resource use was not measured.

Anecdotal information from a postdischarge
phone survey indicated that patients seemed ap-
preciative of a DA. The survey data were not in-
cluded in this article because the survey tool was
not a validated instrument and the interviewer (a
coauthor) was not blinded to the hypothesis and
was therefore subject to bias. No negative com-
ments were received through informal real-time
feedback from patients and family during the mak-
ing and posting of DAs, and encouraging comments
were common.

Physician participation in posting the DA ap-
peared to be key, and the unavoidable dialogue
about the clinical rationale for a chosen date
seemed welcome. A telling anecdote came from a
patient who did not have a DA board: “I didn’t get
the same treatment as my roommate with the [DA]
board. The other doctors talked with [him] more
about discharge. I wish my team would have done
this more with me.”

We cannot be certain of the reasons for the care
unit disparity in setting and meeting DAs. We spec-
ulate that the level of staff enthusiasm for DAs
explains the variation rather than patient popula-
tion characteristics. Further, we cannot explain why
39% of the patients did not receive a DA. Physician
feedback was generally, but not uniformly, positive.
Negative comments that might explain DA omis-
sions include: (1) patients already are informed and
aware—the tool is superfluous; (2) the day of dis-

TABLE 1
Results of Discharge Appointment (DA) Activity from December 28, 2003, to April 25, 2004

Unit DAs
Departure time of patients compared
with DA

No. Type of unit
No. of
patients

Patients with DAs,
n (%)

DAs scheduled � 1 day
ahead, n (%)

On time,
n (%)a

Early,
n (%)

Late,
n (%)

1 Neurology/neurosurgery 525 270 (51) 0 (0) 175 (65) 44 (16) 51 (19)
2 Surgery (mixed) 481 325 (68) 289 (89) 166 (51) 101 (31) 58 (18)
3 General internal medicine (IQ Unit) 466 243 (52) 35 (14) 132 (54) 50 (21) 61 (25)
4 Neurology/neurosurgery 267 189 (71) 40 (21) 119 (63) 41 (22) 29 (15)
5 Vascular surgery 201 127 (63) 127 (100) 90 (71) 12 (9) 25 (20)
6 Psychiatry 46 42 (91) 42 (100) 28 (67) 9 (21) 5 (12)
7 Orthopedic surgery—elective 38 38 (100) 22 (58) 24 (63) 3 (8) 11 (29)
8 Orthopedic surgery—trauma 22 22 (100) 21 (95) 18 (82) 4 (18) 0 (0)

Total 2046 1256 (61) 576 (46) 752 (60) 264 (21) 240 (19)

IQ, innovation and quality.
a Actual departure time was within 30 minutes of the scheduled time.
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charge is unknowable in advance; and (3) patients
or family members will “hold us to it” or “be upset
if the DA is changed.”

We expected that diagnostic uncertainty might
pose challenges to providing DAs. When primary
service providers were reassured that DAs could be
amended, this concern was reduced (but not elim-
inated). It seemed useful for providers to envision
the earliest day of discharge by assuming that the
results of a pending key test or consultation would
be favorable. Frequency of DA modification was not
studied. DAs were amended, however, and patients
(to our knowledge) seemed unperturbed—perhaps
because of an almost unavoidable discussion of the
clinical rationale because the act of posting the DA
occurred in full view of (and in partnership with)
the patient.

A trend toward discharge earlier in the day was
observed (data not shown). Theoretically, such a
trend offers the potential to improve inpatient flow,
in part by discharging patients before morning sur-
gical cases are completed.

Although we had many favorable comments
about DAs from patients, family members, and
nurses, satisfaction of patients, families, and staff
members deserves formal study. Further, it is not
known whether unused DA boards might contrib-
ute to patient dissatisfaction. Any effect that the
display of DAs may have on the length of stay also
may be a topic worthy of future study.

CONCLUSIONS
Patients and their families sometimes desire more
communication about the anticipated day and time
of hospital discharge. We designed a process for
making a tentative DA and a tool by which the DA
could be posted at the bedside. The results of this
study suggest that (1) despite some uncertainty it is
possible to schedule and post DAs in-room in var-
ious care units and in various settings, (2) DAs were
made at least a day ahead of time in almost half the

DA discharges, and (3) most DA discharges were
characterized by on-time departure. In addition,
patient, family, and nursing satisfaction (in relation
to the DA) warrants further investigation.
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