
2013 David Calkins Memorial Scholarship Finalist 

Institute for Healthcare Improvement 

 

By Dennis Shung, Baylor College of Medicine 

 

As the largest integrated health care system in the US, the Veterans Affairs (VA) system has 

embraced quality improvement and patient safety as hallmarks of the institution. However, one 

of the major issues of the Houston Veterans Affairs Medical Center (VAMC) is lack of 

communication, especially at the time of patient’s discharge. Transitioning the patient from 

inpatient to outpatient care requires that multiple teams coordinate among themselves. Due to the 

numerous players involved in a patient’s discharge and diffusion of responsibility, 

communication inevitably suffers, which results in providing the patient with incomplete 

discharge instructions, medications, or equipment. As a result of poor communication, patients 

are more likely to be re-hospitalized soon after discharge, take medications incorrectly, or 

experience unnecessary delays in their anticipated discharge date.  

 

To address this seemingly intractable problem, I have embarked on a quality improvement 

project to increase planned discharges by 50% over 2 months. Planned discharges indicate that 

the nursing units are notified by physician teams in the morning of anticipated discharge date.  

 

To achieve this goal, I am working with a multidisciplinary team of attending physicians, 

resident physicians, nurse manager, IT personnel, and unit clerks. Using lean methodology, the 

existing processes were mapped out, and specific points of change were identified. Attending 

and resident physicians function as the decision-makers in the discharge process, while the nurse 

manager and unit clerks are essential to relay information about discharge to individual nurses. 

The proposed intervention was a multidisciplinary “huddle” before 9 AM in which physicians 

would relay the planned discharges for the day to the nursing manager.  

 

The primary outcome is the percentage of actual discharges that are planned. Secondary 

outcomes include resident and nursing satisfaction, and 30-day readmissions of planned versus 

unplanned discharges. User satisfaction measures serve as markers for ease of use and for 

feasibility of integrating an additional task into the existing workflow; readmissions are a key 

measure because high-risk patients are most likely to benefit from clear communication about 

their specific needs when transitioning to outpatient care. Current policy is moving towards 

decreased reimbursements for readmissions, so it is a key measure to target as part of any 

discharge intervention. Thus far, we have implemented this intervention in two units. Moving 

forward, we hope to integrate a discharge-specific SBAR (Situation, Background, Assessment, 

Recommendation). SBAR is an evidence-based standardized communication tool that will 

clarify the important medication changes, triage high-risk discharge diagnoses, and identify 

specific plans for follow-up care. This will further enhance the discharge process and allow 



patients to receive timely and appropriate preparation for their transition. Furthermore, 

augmenting physical team huddles with electronic forms of SBAR will further serve to improve 

communication between providers. We have begun the first steps towards a culture that seeks to 

partner with patients as they leave the hospital. Ultimately, we hope to create a culture that 

consistently embraces quality improvement in transitions of care, ensuring that patients never fall 

through the cracks. 


