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Why Improving Hospital Discharges Can Reduce Medical Errors. An Interview
with Dr. Brian Jack, Assodate Professor of Family Medicine, Bogon Medical
Center

AHRQ Grants: ]
(Re-engineering the Hospital Dischargefor Patient Safety,Oand
OTesting the Re-Engineered Hogpital Discharge O

Introduction

An estimated 20 percent of the 38 million discharges in hospitals each year result in
adverse medical events and re-hospitalizations that could have been prevented. When
patients are discharged from a stay in most U.S. hospitals today, there is no check list of
dos and don’ts in place for providers or patients to follow. As a result, patients who are
discharged often get shortchanged and they often return to the hospital. Why is this a
problem? Although re-hospitalized patients account for 13 percent of the total hospital
population, they consume 60 percent of resources, which translates into billions of
dollars. Dr. Brian Jack and his colleagues at Boston Medical Center are trying to set a
course for standardizing the way patients are discharged from hospitals. Through the
“ReEngineered Discharge Process” or RED, Jack and his team are hoping to decrease
medical errors and adverse events after a hospital discharge and ensure that patients are
well-prepared when they leave the hospital. The National Quality Forum (NQF) already
has endorsed the thrust of Dr. Jack’s research and last March listed having a RED
system in place as one of 30 practices that a hospital needs to be considered a “safe”
institution. Dr. Jack also has just received an extension on his AHRQ Partners in
Implementing Patient Safety (PIPS) grant for the next three years to continue developing
ways to implement the RED tool and assess its feasibility for hospitals nationwide. ~Dr.
Jack talked to the PSRCC about his AHRQ-funded research and why transforming the
hospital discharge process is a critical step towards advancing patient safety.

PSRCC: What gotyou interested in this area of research?

BJ: 1@&elong been interested in the phenomenonof patients bang discharged fromthe
hogital, particularly here at Boson Medical Center (BMC), wherethere are alot of
paients coming in throughthe emergency roomand where thereis a highadmission rate
and high length-of-stay rate. Therealso isavery highrate of rehoitalization. These
so-called Grequent fliersCare patients in which there is not enoughattention pad at the
time of discharge Asaresult, rehogitalizationsare dramatically high with this group of
paients. | am very interested in wha we can doto suppot people when they are
discharged. Thequdity of carethey get receive the hosital isvery important but so is
the qudity of suppot they receive once they are discharged.



PSRCC: Isthequdity of suppot they get once they are discharged serioudy lagging?

BJ: No oneistruly responsgble for ahowital paient fromdischargeto thefirst dodor
visit. Ingead, weQre labded this Qime of patient self care.Ol began to focusonwhere the
oppotunities for intervention in this revolving doa process (when paients are
readmitted for preventable conditiong existed.

PSRCC: So,you bdieve discharge should beconsidered part of the care continuunf

BJ: Theeisalot of oppatunity for paient safety improvement here butno onereally
had ever looked at hogital dischargeas a processof care. That really surprised me. We
spent awhole year with folks at our hogital looking at this and we made a process map
of theho9ita discharge, and andyzed those who had been re-hogitalized frequently.
We came up with theprindples of there-engineered hogital discharge

PSRCC: How big aproblemisit naiondly?

BJ: Thefirst 90 days after hospitalizationis a high-risk period. In theliterature it been
coined Orhe Black Hole.O When we studied what happensto our patients, we foundthat
22 percent of admissionswere followed by a rehogitalization within 90days. These
rehogitalizationswere dightly concentrated toward the days immediately following
discharge onethird occurred within thefirst two weeks following discharge

PSRCC: Why isthis such aproblem; seems pretty intuitive to keep paients healthy so
they don®©return to the howpital ?

BJ: Thesystemswithin hoitals are geared toward admitting paients. We know tha
thehogita discharge processis flawed, haphazard and lacks standadization. There aso
is often alack of clarity asto whoisresponsble for thedischarge education and
preparation. In teaching hoitals, the dischargeis often |eft to theintern, theleast
experienced member of theteam Band it isnowwell doaumented that supevision by
senior residents and attending physciansis lacking and the qudity of thedischarge
informationis poor.

Also, the priority of dodors and nursesisthesick patient coming up from the emergency
roombwhich is appropriate; butbecause of staffing limits, people on the other end -
thos leaving the ho9ital - are getting short-changed. We have aso foundtha the
discharge plansare notfindized untl shortly before discharge and because there is great
emphasis within hogitalsto fill thebedsas quickly as possible, there often isinadequae
oppotunity to prepare pdients to leave thehooital. It obvioudy comes down to a matter
of priorities.

Thehogita dischargeisreally the poder child of patient safety. We now know that
discharge summaries often do not contain key information and often do not get to the
primary care physcian, work-ups started in the hospital are often nat completed, |ab tests
ordered in thehowital tha are notback at thetime of discharge often fall throughthe



cracks and many people leave the hogital withoutan adequae plan for follow up. All
thisleadsto a high rate of adverse events, which is nowwell doaumented.

We bdieve thereis agreat need to standadize thedischarge process and to study these
new systemsto determineif the added time and effort needed by hosital staff will result
in postive heath outcomes. Withoutthis evidence, it will bevery difficult to changethe
time-honowed systems existing in hogitals

The hospital discharge is really the poster child of patient safety.

PSRCC: Yousay tha thehowpital discharge process is a handoff ripewith embedded
structural risks and hazardOthat can lead to failures and medical errors. Can you
explain?

BJ: When people are discharged, thereis no check list to follow, like when pilots
prepare aplanefor flight Tha would changeif the prindples of re-engineered
discharged (RED) are adgpted. We came up with the 11 components of the RED - things
we think oughtto hgppen prior to discharge  We think this list makes great sense Band
mog everyoneweQre talked with has agreed - butyet we®e notdoingit. Now unde our
AHRQ PIPS grant, we are testingiit to seeif it isfeasible to doin ahogital andto
determinethebariers and clinical outcomes.

PSRCC: Why isthisstudy important?

BJ: Before we make arecommendaiontha every hoital begin the RED process, we
need to make the case tha clinical outcomes will improveand it needsto be organized so
as notto ovely burden the hogital staffN or it will never become a sugtainable process.
If we can show tha a nurse-ddivered re-engineered dischargeintervention can decrease
adverse events, tha isvery important. If we can showit can reduce rehogitalizations
and save unnecessary hedlth care or hogital cods, that also isvery important. The
results of our randorrized control trial with 750 subjects will beavailable in late @7. So,
right now, we can®show that.

PSRCC: So wha haveyoufound?

BJ: Our preliminay results are promising. We have foundthat after 30 days, when
paients are asked Qhow prepared are you for discharge and do you undestand medicines,
diagnoss and follow-up?,Othe disparity between pre- and pog-interventionis highly
significant. After the RED isingituted, patients say they are better prepared, undestand
appointments better, and undestand their medicines and diagnoss better. We have
studied the effect of the RED tools here at BMC and foundtha those who received this
intervention are more likely to goto BMC-affiliated primary care physcianswithin 30
days (57 percent vs. 44 percent).



After the RED is instituted, patients say they are better prepared,
understand appointments better, and understand their medicines and
diagnosis better

We aso have discovered that by andyzing datafor some subjects and stratifying it by
health literacy, people with low literacy (8" grade and below) were more likely to benefit
fromtheRED intervention. Althoughonly 47 percent of those with limited literacy said
they were well prepared for discharge before theintervention; 64 percent said they were
well prepared after theintervention. Those who said they understand appointments
increased from 67 percent to 84 percent. Those who undestood medicationsincreased
from 73 percent to 86 percent; and thenumber of people who undestoodther diagnoss
grew from 36 pecent to 61 percent.

PSRCC: What does this mean or show in terms of improving care, redudng errors?

BJ: It showstha thereisabig difference between high literacy and limited literacy in
terms of preparedness and undestanding. It shows tha when we administer the
intervention, the effects of literacy disappear.

PSRCC: Have you identified throughyour research thefactorsthat lead to
rehogitalization and how that plays into improving discharge policies?

BJ: OnethingweQeidentified istherole of depression. Our research shows that
depressionis a powerful predictor of rehogitalization. We evaluated the merits of
adding psychosoda information to improveits predictive power among high-risk
paients with prior admissons We foundtha ho9italized paients with a history of prior
hogitalizationswithin six monthswho screen postive for depression are three times
more likely to berehogitalized within 90 days.

Another thingwe foundwas tha rehogitalizations are also affected by thedischarge day.
For example, we foundtha patients discharged on Friday, Saturday, and Sunday were 30
percent more likely to berehogitalized or seen in the ED within 90 days than those
discharged other days. Onetheory we have istha because hoital staffingislighter on
theweekendsand Friday isthebusest discharge day, problems at pod-discharge may be
dueto thetime of discharge Other thingsweQre looked at are life circumstances outside
thehogital and how that affects recovery.

PSRCC: Wha goesinto thereengineered hogital discharge?

BJ: Thisistrandorming because there has been very little characterization of what the
discharge processes oughtto be before. Throughour close attention to the detail of what
actudly hgppensand what should hagppen, we now can providealist of thingstha we
think oughtto hgppen every singletime. Andif they are ddivered, we knowfor sure,
paients 30 days later will say they were prepared and know ther appointments better.



Through our close attention to the detail of what actually happens and
what should happen, we now can provide a list of things that we think
ought to happen every single time

PSRCC: Sowha needsto beonthechecklist?

BJ: First, there mug beexplicit ddineation of roles and responsbility. All patients need
to be discharged with awritten plan tha they undestand tha indudes follow-up with an
informed clinician, pending tests and studies, recondled medication list and adischarge
process that is benchmarked to qudity indicators. There are 11 discrete and mutudly
reinforcing components tha we bdieve should becongstently pat of every hogital
discharge Theseindude

Educating the patient aboutthar diagnoss throughoutthar hogital stay
Making appointments for clinician follow-up and pod-discharge testing
Discussing with the patient any tests or studies tha have been completed in the
hogital and discussingwho will beresponsble for following up theresults
Organizing pog-discharge services

Confirming themedical plans

Recondling the discharge plan with naiond guiddines and critical pathways
Reviewing the appropriate stepsfor what to doif aproblem arises

K K K

K K K K

PSRCC: These stepsare now induded in the NQF Gafe practicesOlist?

BJ: Yes, if ahowpital wantsto be conddered a GafeQinditution by NQF standads, it
has to follow these guiddines.

PSRCC: Youhave had to produce alot of written materialsto facilitate your efforts.
Wha kind of printed materials are needed to supplement theintervention?

BJ: WeQre produaed an QA fter Hospital Care PlanO(AHCP), a color booklet designed to
beclearly undestood by all paientstha if used will ddiver the RED andtheitems
identified by the NQF asimportant at discharge. Theother thingweQe prepared is a
training manudN a 25-page booktha can teach hospital professionds howto dothis re-
engineered discharge and how to prepare the AHCP. Findly we have created a
workstation so that when we enter in key elements of discharge we pus abuttonand it
is programmed to lay outthe After Hospital Care Plan. . Thisis set up so it& easy to use.
The nurse can push abutton create an individudized AHCP for tha paient.

PSRCC: Asl undestandthen, creation of the after hogital care plan is now automated
by this discharge planning work station?

BJ: Essentially thisisthenexusof al informationregarding paient discharge and
dischargefollow-up. Now thisis a stand alonetod, where the nurses respongble for the
discharge enter key information into adaabase. Oncethisisentered,an AHCPis
created automatically by theworkstation. Thedischarge nurse then reviews and refines



this plan, if necessary. Thenurse then prints out the draft discharge plan and takesit to
thehous officer for review and sign off. Once tha has been modified and findized in
theworkstation, the AHCP is published and a spira binding added at the workstation.
Thedischarge nurse then reviews the material with the paient at thebedsde Oneof our
next objectivesis to integrate the workstation into the hogital @ el ectronic health record
system so tha key information like recondled medication lists go automatically the
AHCP and electronically exporting the AHCP to the paient® ambulatory electronic
record .

PSRCC: Youhave created acomputerized virtud patient advocate. Tell me abouther.
Youcal he Louise?

BJ: Yes, with fundsfromtheNationd Inditutes of Health and hdp from Tim Bickmore,
acomputer science professor at Northeastern University (formerly at the medialab at
MIT), we have created an Gembodied convesationd agentOnamed Louise, an empathetic
animated character designed to teach the AHCP. These are not videotapes or prepared
ahead of time. The computer program can produc speech and we have worked to teach
Louise how to providethe RED intervention. Sheis programmed to teach the AHCP to
paients at thetime of discharge. Sheisin development and testing now Bwe hopeshe
will beupand runningin anew RCT in Januay 2008. Thegod isto have her meet with
the paient on atouch screen and computer kiosk before dischargeto educate the patient
on higher dischargeinformation usngthe AHCP. Louise is now able to explain over
300 medicationsand to explain therest of the RED, induding information on
appointments and pending tests. Thisis an interactive convesation tha alows the
paient to ask questionsand receive answvers. Louise also is able to determineif the
paient undestandsthe elements of the AHCP before discharge I not, sheprints a
report allowing the nurse to clarify themedications or other parts of thedischarge plan.

PSRCC: Wha happenswhen Louise gets a complicated question, which she can®
answer?

BJ: Questionsthat Louise cannotanswer are printed out as GlagsOfor the staff nurse to
address prior to discharge

PSRCC So howwill youcontinueto develop this?

BJ: With our AHRQ grant, we will continueto develop Louise@® ability to provide
discharge education and also link her to aPDA for continued interaction during the
nlack boxOperiod, between discharge and the patient@ first primary care physcian visit.
In this grant, the paient will meet Louise in the hospital and will begiven a PDA for the
time between dischargeand thefirst PCP visit. Before seeing the PCP, the patient will
meet with Louse onakiosk in thewaiting roomto gather his’her informationfrom the
PDA. Theinformationaso will begiven to the PCP to better undestand what has
occurred since discharge Prior to thevisit, Louise will focuson patient activationto hdp
establish the patient® agendafor the appointment. Following the appointment the patient



will again meet with Louise in thewaitingroomfor more education and a question-and-
answer session. Thepatient will leave the appointment with an updaed book.

PSRCC: Why iscreating Louise so important?

BJ: When ahosital CEO says QA comprehensve dischargeisimportant butit@® too
expendve for our nurses to spend time doing this,Owe will beable to respondwith (Here
isacomputer program tha will meet the NQF safe practice standadsfor all dischagesb
and it will require only minimal nursing time.O



