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ABSTRACT
Short stay admissions that are outside of observation
unit models hold challenges for throughput and
decreasing length of stay (LOS). In our institution at
Mount Sinai Hospital in New York City, United States, we
noticed a lack of communication about potential next-day
discharges from the day and night admission teams to
the inpatient teams. Our hospitalist division started the
Early Discharge Initiation Project (E-DIP), a system of
flagging and communicating potential discharges to
improve this problem. We used a multidisciplinary
approach with PDSA cycles, engaging members of all
teams involved in this process, including the nocturnists.
We utilized a paper list, an EHR notification order, and
email communication to relay potential next-day
discharges. We created an awareness and educational
campaign to reinforce the process and its importance.
We then used a text paging system to remind the
inpatient teams for early discharge. After the initiation of
E-DIP, the average number of 1-day admissions per day
increased from 0.9 to 1.6 (78% increase). Percentage of
discharge orders before 11AM increased from 28% to
42%. Mean discharge time improved to 28 minutes
earlier. E-DIP was successful in increasing 1-day
admissions and mean discharge times.

PROBLEM
In our hospitalist division, we noticed a lack
of communication about potential discharge
plans from the admission teams to the
next-day inpatient teams. Mount Sinai
Hospital is an urban 1171-bed tertiary care
hospital affiliated with the Icahn School of
Medicine. The inpatient teams often priori-
tized daily workflow without this necessary
information. This led to later visits during
the day, and subsequent lost opportunity for
early discharge planning on otherwise stable
patients. Subsequently, this resulted in late
discharges and extra day in LOS.
Verbal handoff between the admission team

and next-day inpatient team did not occur in
the existing system. Written handoff regarding
patient information resided in the EHR in the
admission and sign-out notes. Reviewing these

required multiple steps, including opening
individual patient charts and various tabs,
which can be time-consuming for a clinician in
the morning with a full patient panel.
The admitting team included the physician

assistants and nocturnists (night hospitalists).
They did not regularly partake in patient
care beyond the admission day, and in par-
ticular, the discharges. Unfamiliarity with
these processes likely created an under-
appreciation for the complexity and needed
expediency of early discharge planning.

BACKGROUND
Improving throughput and length of stay is
essential for hospitals to operate efficiently
and cost effectively. Hospitalists have shown
to decrease LOS, cost, and throughput.1 2

However, 1-day admissions who are not
placed into observation status hold specific
challenges for hospitalists. High quality and
efficient care can be achieved through obser-
vation units.3 Various models of physical or
virtual observation units exist, but our hos-
pital did not have one in place at the time of
this project.4 In addition, literature and exist-
ing guidelines for inpatient handoffs do not
include recommendations for early dis-
charges and 1-day admissions, which made
this process even more challenging.5

BASELINE MEASUREMENT
Baseline data was measured for all admissions
to the medicine services without housestaff in
Mount Sinai Hospital from 1/1/13 to 6/30/
13. This included medicine admissions for hos-
pitalist, gastroenterology, pulmonary, and other
medicine private attendings. Total number of
1-day admissions was 169. Average number of
1-day admissions per day was 0.9. Of these
admissions, percentage of discharge orders
before 11AM was 28%. Mean discharge time
for 1-day admissions was 3:58pm. [See table 1]
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DESIGN
To improve this process, it became clear that we needed
to design a better handoff process from admitting teams
to next-day inpatient teams for conveying potential dis-
charges. It needed a process outside of the EHR notes.
We gathered a multidisciplinary team, including
members of the admission teams (day physician assis-
tants, nocturnists) and inpatient teams (day hospitalist,
day nurse practitioners) to discuss potential improve-
ments. We proposed that a system of flagging and com-
munication from the admitting team to the following
inpatient team regarding a plan for discharge would
promote early and short (1?day LOS) discharge for
these patients. Our aim was to increase 1-day admissions
by 25% and to make mean discharge times 30 minutes
earlier in five months.

STRATEGY
PDSA Cycle 1: Our hypothesis on the initial PDSA cycle
was that the handoff from the admission team to the
next-day inpatient teams needed to discuss possible dis-
charges. We created an early discharge admission sheet
where admission teams would list potential next-day dis-
charges. It was handed from the day admission team to
the night admission team, and then to the nurse practi-
tioners on the inpatient teams in the mornings,
Monday-Friday. The nurse practitioners were then
instructed to send a group email to the day hospitalists
with the list of patients to prioritize for early discharge
planning. In addition, we asked the admitting teams to
place a EHR order to signify potential discharges for the
next day. This bundle created an marked improvement
in the measured data.
PDSA Cycle 2: We had some verbal feedback from provi-

ders on compliance with this process, we hypothesized
that an education and awareness regarding this project was
necessary to improve compliance. We started an education
and awareness campaign about the importance of the ini-
tiative to the members of the admission and inpatient
teams. This was done at various forums, including div-
isional grand rounds, faculty meetings, nurse practitioner
meetings and physician assistant meetings. Nocturnists
were engaged individually. The data did not show contin-
ued gains after this effort, and but we felt that more provi-
ders recognized the importance of this project.
PDSA Cycle 3: The workgroup members raised con-

cerns that the emails were inconspicuous and construed
as non-urgent. We hypothesized that pages to the day

teams were needed to create a sense of urgency and
improve prioritization about early discharges. We asked
the day physician assistants were asked to text page indi-
vidual reminders to the day hospitalists who were
assigned the patients listed for next-day discharge. This
was done in the morning, between 8:30 to 9:00 am. No
return call was expected. This did show benefit in
earlier mean discharge times.

RESULTS
During the post-intervention period, 7/1/13-11/3/13,
the total number of 1-day admissions was 154. Average
number of 1-day admissions per day was 1.6 (78%
increase). Percentage of discharge orders before 11AM
was 42% (14% increase). Mean discharge time was
3:30pm (improvement of 28 minutes). We exceeded our
aim in increasing 1-day admissions. We improved dis-
charge times by 28 minutes, which is close to our goal of
30 minutes.

LESSONS AND LIMITATIONS
Engagement of multidisciplinary teams was paramount
to this project. The coordination of care needed for
early discharge required high amount of effort, and a
workgroup incorporate a member of each team was
crucial for this project’s success. In particular, noctur-
nists needed representation and engagement because
discharge planning was not a part of their culture and
workflow. Many nocturnists did not rotate as a part of
the day inpatient teams, and they lacked experience
with working with social workers and case managers in
setting up home services or skilled nursing facility
transfers.
Potential discharges listed by the nocturnists were

often inaccurate, as they required further medical
workup and treatment, or additional ancillary staff input
which took additional time to set up. This led to less reli-
ability in this identification system. However, the system
was helpful and effective in creating an awareness and
alerting the teams to be vigilant in review new
admissions.
PDSA 1 showed much larger improvements that were

not sustained through the other PDSA cycles. This was
likely secondary to the awareness and energy created by
the new initiative and multifaceted bundle of interven-
tions at the start. We recognized this wane in momen-
tum and focused on education and awareness for PDSA
2. PDSA 3 improved mean discharge times, which was

Table 1

Date Range

Average Number of

1-day admissions per day

% Discharge Orders

Before 11AM

Mean Discharge

Time

Pre-Intervention 1/1/13-6/30/13 0.9 28% 3:58PM

Post-PDSA 1 7/29/13-8/11/13 1.9 69% 2:18PM

Post-PDSA 2 9/9/13-9/22/13 1.5 38% 4:16PM

Post-Intervention Final 7/1/13-11/3/13 1.6 42% 3:30PM
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likely from an increased urgency with the pages from
the physician assistants. Further data is needed to dem-
onstrate sustainability, but the incorporation of a new
observation unit to our hospital diverted many of the
1-day admissions into the unit. This initiative may be
more generalizable for hospitals that do not have a phys-
ical observation unit.

CONCLUSION
Early discharge initiation project was successful in
improving the number of 1-day discharges and earlier
discharge times for those discharges. The interdisciplin-
ary workgroup was crucial for getting input and engage-
ment of the different teams involved in this process. Our
system of flagging and communicating next-day dis-
charges allowed for better prioritization for the next-day
inpatient teams, and it engaged the nocturnists in the
discharge planning, a process often ignored during the
night admitting shifts. An initiative focusing on 1-day
admissions for throughput is lacking in literature, and
there is an opportunity for improving efficiency and
communication in this process. Our next step is to
incorporate this concept as a bridge from admissions
from the new observation unit.
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