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BACKGROUND: Improving hospital discharge has become
a national priority for teaching hospitals, yet little is known
about physician perspectives on factors limiting the quality
of discharge care.

OBJECTIVES: To describe the discharge process from the
perspective of housestaff physicians, and to generate
hypotheses about quality-limiting factors and key strategies
for improvement.

METHODS: Qualitative study with in-depth, in-person
interviews with a diverse sample of 29 internal medicine
housestaff, in 2010–2011, at 2 separate internal medicine
training programs, including 7 different hospitals. We used
the constant comparative method of qualitative analysis to
explore the experiences and perceptions of factors
affecting the quality of discharge care.

RESULTS: We identified 5 unifying themes describing
factors perceived to limit the quality of discharge care:
(1) competing priorities in the discharge process; (2)
inadequate coordination within multidisciplinary discharge
teams; (3) lack of standardization in discharge procedures;
(4) poor patient and family communication; and (5) lack of
postdischarge feedback and clinical responsibility.

CONCLUSIONS: Quality-limiting factors described by
housestaff identified key processes for intervention.
Establishment of clear standards for discharge procedures,
including interdisciplinary teamwork, patient com-
munication, and postdischarge continuity of care, may
improve the quality of discharge care by housestaff at
teaching hospitals. Journal of Hospital Medicine
2012;7:376–381VC 2012 Society of Hospital Medicine

Hospital readmission is a common, costly, and often
preventable occurrence in the United States. Among
Medicare beneficiaries, 1 out of 5 patients is readmit-
ted within 30 days, and the cost of unplanned read-
missions exceeded $17 billion in 2007.1 As a result,
the Centers for Medicare and Medicaid Services
(CMS) and others have called for focused efforts to
reduce hospital readmission rates.2–4

The quality of hospital discharge care is a key deter-
minant of readmission rates,5–7 and many recent inter-
ventions to reduce readmission have focused on
improving various aspects of the discharge process.8–10

Although these approaches have shown promise, the
role of physicians in improving the quality of discharge
care has not been extensively studied. Existing studies
have focused on communication barriers between
physicians in the hospital and outpatient settings,11–13

but these have not examined the hospital discharge
process itself and the experience of physicians in that

process. Physician perspectives on this process are criti-
cal to inform strategies to leverage their roles in
improving the performance of discharge teams.
Accordingly, we sought to understand physician

experiences with the hospital discharge process, focus-
ing on factors that physicians perceived to limit the
quality of the discharge process at teaching hospitals.
Teaching hospitals provided an ideal setting for this
study given their high readmission rates,14 despite
efforts to improve discharge quality of care through
multidisciplinary team approaches. We focused on
housestaff physicians because of their in-depth
involvement in the discharge process at teaching hos-
pitals, which collectively provide 20% of all hospital
care in the US.15 Housestaff perspectives on quality-
limiting factors of the discharge process may help
identify targets for interventions to improve the qual-
ity of inpatient discharge care and to ultimately
reduce hospital readmissions.

METHODS
Study Design and Sample

We conducted a qualitative study of internal medicine
housestaff at 2 residency programs, with 7 different
hospital settings, to ensure breadth of experience and
perspectives (Table 1). Both programs train a large
number of housestaff, and both are affiliated with
prestigious medical schools and major universities.
Qualitative methods are ideally suited to examine
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physician perspectives on discharge care because the
inherent complexity of discharge processes, and
importance of communication and multidisciplinary
teamwork, are difficult to quantify.16,17 We focused
on housestaff because they are responsible for coordi-
nating discharge care at teaching hospitals and have
direct experience with the phenomenon of interest.18

We created a discussion guide (see Supporting Infor-
mation, ‘‘Out of Sight, Out of Mind’’ Interview Guide
in the online version of this article) informed by clini-
cal experience and recent qualitative studies of house-
staff, to guide conversation during the interviews.19–21

We obtained a list of current housestaff from direc-
tors at both residency programs and invited participa-
tion from all housestaff with an inpatient rotation in
the preceding 6 months, using purposeful sampling to
ensure adequate representation by postgraduate year
(PGY) and gender. Given that interns are more
involved in executing the details of discharge care, we
purposefully over-sampled for PGY-1 rather than sam-
pling each PGY equally. As an incentive, participants
were entered into a lottery for one of three $100 gift
cards at each site. All participants gave informed con-
sent, and all research procedures were approved by
the Institutional Review Boards of record for both res-
idency programs.

Data Collection

We conducted in-depth interviews until no new con-
cepts were elicited with successive interviews; this
theoretical saturation22,23 occurred after 29 inter-
views. To ensure rigor in our approach, we adhered
to a focused scope of inquiry, developed a cohesive
theoretical sample, and held regular team meetings to
assess the adequacy and comprehensiveness of all ana-
lytic results.24 All interviews were digitally recorded
and transcribed by a professional transcription service,
and all transcripts were reviewed for accuracy. A brief
demographic survey was administered after each inter-
view (Table 2).

Data Analysis

We employed the constant comparative method of
qualitative data analysis.16,18 Codes were developed
iteratively and refined to identify conceptual segments

of the data. The team reviewed the code structure
throughout the analytic process, and revised the scope
and content of codes as needed. The final code struc-
ture contained 22 codes, which we subsequently inte-
grated into the 5 recurrent themes. Two members of
the research team (S.R.G., D.S.) coded all of the
transcripts; other team members (L.I.H., L.C., and
E.H.B.) double- and triple-coded portions of the data.
All data were entered into a single database (Atlas.ti
version 5.2) to ensure consistent application of codes
across all transcripts. Disagreements in coding were
resolved through negotiated consensus. Additional
strategies to enhance the reliability of our findings
included creation of an audit trail documenting the
data coding and analysis processes, and seeking partic-
ipant review and confirmation of the findings.24,25 We
shared summary findings with all participants via
e-mail, and sought participant confirmation through
in-person conversations with several individuals and
responses to findings via e-mail.

RESULTS
Based on interview transcripts from 29 internal medi-
cine housestaff physicians (Table 3), we identified 5
recurrent and unifying themes describing factors per-
ceived to limit the quality of inpatient discharge care:
(1) competing priorities in the discharge process; (2)
inadequate coordination within multidisciplinary dis-
charge teams; (3) lack of standardization in discharge
procedures; (4) poor patient and family communica-
tion; and (5) lack of postdischarge feedback and clini-
cal responsibility.

Competing Priorities in the Discharge Process

Housestaff uniformly asserted the importance of con-
sistently performing high-quality discharge; however,
they identified several competing priorities that turned
their attention elsewhere. Housestaff noted that the
pressure to discharge early in the day was palpable,
even if this compromised the thoroughness of the dis-
charge process. Illustrating this theme, one participant
said:

TABLE 1. Hospitals Affiliated With Participating
Residency Programs

Hospital

Residency

Program Ownership Setting

Teaching

Intensity

A A Private, nonprofit Urban High
B B Private, nonprofit Semi-urban High
C A Private, nonprofit specialty (oncology) Urban High
D B Private, nonprofit community hospital Rural Low
E A Public (Veterans Affairs) Urban High
F B Public (Veterans Affairs) Semi-urban High
G A Public (county hospital) Urban High

TABLE 2. Participant Characteristics

Characteristic Total N ¼ 29

Age Mean: 29.6 yr
Range: 26–34 yr

Gender
Female 19 (66%)
Male 10 (34%)

Residency program
A 12 (41%)
B 17 (59%)

Year in training
PGY-1 17 (59%)
PGY-2 7 (24%)
PGY-3 5 (17%)

Abbreviation: PGY, postgraduate year.
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One thing that I found very frustrating here is
the goal for 11:00 AM discharge . . .. It’s more
important to get the patient out than it is to be
thorough in the discharge is how it feels a lot
of the time. [PGY-1, Program B, Interview #3]

In addition to competing institutional priorities,
housestaff also articulated tensions between their roles
as learners and providers. Although educational
duties, such as noon conference, contributed to gen-
eral time constraints, they highlighted other patient
care responsibilities as the primary competing priority
to a high-quality discharge:

The worst part in discharging is that it takes a
lot of time and you’re often limited by having to
admit new patients . . .. I don’t think people real-
ize how much time it takes . . . often a lot longer
than doing an admission. [PGY-1, Program A,
Interview #27]

Participants also described competing priorities in
the context of transfers of care or sign-out from the
post-call team to the on-call team. Because discharges
frequently occurred around the same time as these
sign-outs, housestaff described conflicting institutional
priorities that created ambiguity about post-call
discharge responsibilities:

When you’re post-call, the hospital administra-
tion wants you to be out by 12:00, but then
they’re also saying ‘‘do all the [discharge] stuff.’’
So, which one do you want me to do? They
kind of endorse both and that’s confusing.
[PGY-1, Program B, Interview #7]

Although housestaff articulated patient safety as an
essential goal of discharge care, the net effect of these
competing individual and institutional priorities was
an inconsistent focus on the discharge process and an
unspoken or hidden message that discharge care was
not of top-level importance.

Inadequate Coordination Within Multidisciplinary
Discharge Teams

Housestaff described difficulties in coordination and
communication with multidisciplinary staff involved
with the discharge process beyond the physician team.
They felt their engagement with other team members
was constrained by professional hierarchy and insuffi-
cient contact among team members, both of which
directly affected hospital efficiency and patient safety:

On the hospital floor, it still feels like a hierar-
chy and it’s very difficult to fit communication
with nurses into our daily rounds . . .. If we
worked together more as a team, we could dis-
charge patients faster and safer. [PGY-3, Pro-
gram B, Interview #1]

Housestaff also noted that discharge team experien-
ces were diverse. Some discharge teams were described
as cohesive, while others were described as frag-
mented and characterized by last-minute problem
solving and lack of cooperation among team
members:

A low-quality discharge is a rushed discharge . . .
for whatever reason, you don’t really know that
you’re discharging the patient until that day.
Those are the ones that are really hard. You’re
pushing social work to get things set up. They’re
pushing back at you. [PGY-2, Program B, Inter-
view #6]

Housestaff concerns about inadequate discharge
planning were exacerbated by role confusion and
uncertainty about which components of discharge
care were to be performed by other team members.
Even when housestaff articulated clear ownership for
a particular task such as documenting plans in a dis-
charge summary, they were uncertain how these docu-
ments would be used by other team members to com-
municate these plans to patients:

Half the time, I’m not sure if the patient gets the
discharge summary, because I enter it but I don’t
actually know what the nurse does with it. I
know she goes over their meds with them and
gives them appointments, but if she actually

TABLE 3. Unifying Themes and Supporting Codes

Theme: Competing priorities of timeliness and thoroughness
Supporting codes

Professional or hospital norms about discharge
Time pressures including early discharge rules
Balancing multiple priorities or responsibilities
Duty hours and off hours including weekends and cross-cover

Theme: Lack of coordination within multidisciplinary discharge team members
Supporting codes

Teamwork including individual roles, communication and coordination between team members
Clinical complexity or specific complexities of the healthcare system
Specific difficulties arranging for follow-up care

Theme: Uncertainty about provider roles and patient readiness for discharge
Supporting codes

Uncertainty about provider roles or discharge timing
Readmissions and ‘‘bounce-backs’’
Clinical complexity or specific complexities of the healthcare system

Theme: Lack of standardization in discharge procedures
Supporting codes

Teamwork
Readmissions and ‘‘bounce-backs’’
Patient safety including the concept of ‘‘safe discharge’’ and mistakes or errors
Clinical complexity or specific complexities of the healthcare system
Checklists or other specific procedures/aids or ‘‘clever systems’’ to improve quality
Discharge documentation

Theme: Poor patient communication and postdischarge continuity of care
Supporting codes

Lack of continuity of care after discharge
Specific difficulties arranging for follow-up care
Information technology including electronic medical records
Patient communication, education, or understanding
Discharge documentation
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gives them the discharge summary, I have no
idea. [PGY-1, Program A, Interview #18]

Thus, although housestaff described multidiscipli-
nary teamwork as important, they often did not know
how to lead or function effectively within the team,
leading to conflict, misunderstanding, delays, and inef-
ficiency. Moreover, uncertainty about roles for team
members often led to wide variation in discharge
practices observed at their institutions.

Lack of Standards for Discharge Procedures

Housestaff described an overall lack of standardiza-
tion for the discharge process; a high degree of varia-
tion in practices was apparent at several levels.
Housestaff noted differences in approaches to arrang-
ing follow-up care depending on the hospital where
they were rotating:

At this hospital, making follow-up appointments
is intermittent because there are some rotations
that have someone help you with that, and
others that don’t. That is something that I feel
should be standardized everywhere. [PGY-1,
Program B, Interview #7]

Housestaff also noted differences in approaches to
discharge planning across different services within a
single hospital, including examples of units that stood
out for their ability to consistently provide high-qual-
ity discharge care:

Coordinating with social work is very team-de-
pendent. On the Chest service and Virology
services, we’ve got very good social workers
who focus on those conditions . . . so they know
the issues in and out, and it just flows much
more smoothly. [PGY-3, Program A, Interview
#20]

Lastly, variation was also noted in individual physi-
cian practices, especially with respect to attending
physician involvement with the discharge team and
teaching or supervision of housestaff discharge care:

The role of the attending totally varies. This
month, I don’t even think my attending looked
at the prescriptions. She just stamped, stamped,
signed whatever. But last month . . . my attend-
ing was very involved; she double-checked every
prescription. [PGY-1, Program A, Interview #21]

Overall, lack of standardization limited efforts to
coordinate discharge procedures and set the stage for
poor communication practices between discharge
team members and patients and their families.

Poor Patient and Family Communication

Housestaff described practices for communicating
with patients and families, at the time of discharge, as
problematic. Although housestaff articulated this
communication as critically important, they also

recognized that time allocated to achieving this goal
was not always commensurate:

I think, in a perfect world, I would have time to
sit down with every single patient and say ‘‘take
these meds in the morning, these in the evening,
and these are the reasons you’re taking all of
them,’’ but I don’t think that you have time to
do all of that and I find that frustrating. [PGY-2,
Program A, Interview #27]

In addition to direct patient communication, house-
staff identified problems with information in printed
discharge materials. Although problems could stem
from inadequate details in documentation given to
patients, ‘‘information overload’’ was also a concern:

The discharge packet is like a book. I think
there’s too much extraneous information in it,
and it’s overwhelming to be discharged with this
book of information. [PGY-1, Program A, Inter-
view #18]

Further, housestaff described the execution of dis-
charge communication as perfunctory and lacking in
attention to signs of adequate patient understanding:

Often, all patients get is a handshake and a stack
of paperwork. Many of them don’t know why
they were in the hospital and what was done.
[PGY-2, Program B, Interview #2]

Overall, housestaff described patient understanding
as a goal for the entire discharge team, but lacked
individual accountability for patient and family com-
munication. Housestaff also indicated that responsibil-
ities to assess patient readiness to navigate the transi-
tion from hospital to post-hospital care were not
clearly defined.

Lack of Postdischarge Feedback and Clinical
Responsibility

Housestaff described that the norms and culture of
being on service focused on the hospital portion of
care, and underemphasized post-hospitalization care.
With the extensive workload on inpatient services,
housestaff commonly expressed their lack of involve-
ment with a patient’s care after discharge:

So often when you’re on service . . . once the
patient is out of sight, they’re out of mind. Once
they leave our service, we are not the doctor
anymore. That’s the mentality. [PGY-2, Program
A, Interview #19]

Additionally, housestaff indicated that they rarely
received feedback concerning postdischarge patient out-
comes, and that the only mechanism for learning about
outcomes of discharge care was patient readmission:

There’s a lot of uncertainty at the time of dis-
charge which is frustrating. I hope that I sent
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them out on the right doses, the right medication,
to the right sorts of facilities with the right fol-
low-up providers, but I never know. The only
way I’ll find out if it’s wrong is they come back to
the hospital. [PGY-1, Program B, Interview #4]

Housestaff also conceded that they could not follow
patients postdischarge, given the demands of high
turnover on inpatient rotations, and needed to limit
their obligations to discharged patients to focus on
newly admitted patients:

It’s hard to keep track because sometimes we’re
discharging 10 patients a day, admitting 10
patients a day . . .. So, once they leave, you did a
good job and they’re okay. [PGY-3, Program A,
Interview #26]

Furthermore, for patients readmitted to the hospital,
housestaff described an approach to workup and man-
agement that focused on events during the prior
admission, rather than events in the postdischarge
period:

So if I’m admitting someone who’s just been dis-
charged, I think, ‘‘Is this a new problem? Did
we do this to the person?’’ and if it’s the same
problem, ‘‘Well, what did we do about it last
time? Did we do anything?’’ [PGY-2, Program
B, Interview #13]

Thus, although readmissions were described as
problematic and undesirable, housestaff described a
limited ability to follow up with patients or learn
about the impact of the discharge practices on subse-
quent patient outcomes. More specifically, housestaff
portrayed a limited ability to address the root causes
for poor outcomes, such as readmission.

DISCUSSION
Housestaff physicians experienced 5 quality-limiting
factors that collectively created and reinforced a prac-
tice environment in which patients and patient out-
comes after discharge remain largely ‘‘out of sight,
out of mind.’’ In this environment, discharge was of-
ten viewed as a summative event that signaled the
conclusion of care in one setting rather than a transi-
tion in care from one setting to another. Paradoxi-
cally, this environment was apparent despite the val-
ues and goals participants described for providing
high-quality discharge care, working within multidis-
ciplinary discharge teams, and reducing readmissions.
The degree to which housestaff were focused on the

hospital portion of patients’ care, and viewed postdi-
scharge care as beyond their scope or responsibility,
was striking. The tight boundary they drew between
hospital and post-hospital care reflected the demand-
ing workload in the hospital, the lack of data feed-
back about patients post-hospitalization, and profes-
sional norms and expectations about housestaff

responsibilities. Downstream effects of this tight
boundary may result in confusion for patients and
family about who to contact in case of postdischarge
complications, and may ultimately catalyze higher
emergency department use and readmissions.26 Efforts
to redefine inpatient physician responsibilities, as pro-
viding patient care until management has been suc-
cessfully transferred to a community-based provider,
may be necessary to ensure adequate postdischarge
continuity of care.27

We also found that housestaff physicians reported
marked variation in discharge practices across differ-
ent hospitals and training settings, across different
teams within hospitals, and across individual attend-
ing physicians. Although guidelines for discharge care
currently endorsed by the National Quality Forum28

and others4,27,29 provide excellent templates, our find-
ings suggest that the implementation of these stand-
ards at the hospital and physician level is limited. Fur-
thermore, while existing single-site interventions to
standardize various discharge practices provide a
foundational evidence base for high-quality discharge
care,29–32 our study adds insight into the individual
and institutional barriers that prevent diffusion of
these practices to other hospitals.
Finally, the lack of coordination within discharge

teams, described by housestaff physicians in our study,
also suggests a need for improved leadership in the hos-
pital overall and at the level of the discharge team.
Studies of high-performing hospitals have shown that
top-level institutional support is a necessary substrate
for the creation and maintenance of high-performance
teamwork.33 At the level of the discharge team, creat-
ing a culture of high-quality discharge care will require
greater focus on defining team-member roles and
responsibilities. At the individual level, changes in phy-
sician training to provide discharge care are critical,
especially since practice patterns learned in residency
may predict quality of care over physicians’ careers.34

Recent examples of curricular innovations for discharge
care are encouraging,35 but more research on how
physicians learn about discharge care and related sys-
tems-based practice, learning, and improvement is
needed to enable changes on a national scale.
Our findings should be interpreted in light of several

limitations. First, we recruited housestaff from 1 spe-
cialty at 2 large training programs; experiences of
housestaff in other specialties and other training pro-
grams may differ. Second, we cannot quantify the fre-
quency of specific discharge procedures or outcomes
described by our participants, as this was beyond the
scope of our qualitative approach. Nevertheless, our
aim was to explore the range of quality-limiting fac-
tors, rather than their prevalence, and this in-depth
analysis has extended previous work by identifying
factors that may influence the quality of discharge
care. Third, social desirability bias36 could have led
participants to exaggerate or minimize aspects of
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quality-limiting factors identified in this study. To
minimize this potential bias, we included specific
prompts for both negative and positive aspects of pro-
viding discharge care in our interview guide. Finally,
our analytic decisions to over-sample for interns, and
to not include physicians who have completed training
(eg, hospitalists), may introduce bias towards inexper-
ience; however, our objective was to study the culture
of discharge care at teaching hospitals, and our sam-
ple reflects the distribution of labor for tasks of dis-
charge care at such institutions. Future research
should address important questions raised by this
study about the role of attending physicians in dis-
charge care at teaching and non-teaching hospitals.
Improving the quality of discharge care is an impor-

tant step to improving overall outcomes of hospitali-
zation, including reduced adverse events and unneces-
sary admissions. Our study suggests important
quality-limiting factors embedded in the norms for
discharge care at teaching hospitals. These factors are
unlikely to change without interventions at multiple
levels of hospitals, discharge teams, and individual
providers. Targeted interventions to change these
practices will be necessary to achieve higher overall
quality of care for hospitalized patients at teaching
hospitals.
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